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Personal Services

Training Coordinator, SR 18
$2156/mo x 12 = $25,872
FICA 1562 Benefitr 4463
Health Insurance 986

Clerk Typist 111

$1092/mo x 12 = $13,104
FICA 793 Benefits 2260
Health Insurance 986

67, inflation factor

Total Personal Services

Travel

Travel to 20 locations to administer
exam at an average cost of $260 per
trip. Average includes air fare to
bush communities and mileage to areas
around Anchorage as well as three
days per diem.

20 trips x $260 x 67, inflation

Contractual

Communication: phone, postage etc.

100/mo x 12 mo

Printing and Advertising: forms & notices
Rent 140/mo x 12

67, inflation factor

Total Contractual
Commodities
General O ffice consumables $50/mo
Equipment
esk, secretarial
hair, secretarial
e cabinet w/lock
ewriter

ir, executive
sk, executive

a ©

Total Equipment

$ 32,883

17,143
3,001
$ 53,027

$ 5,512

600

$ 362
85
213
792
85
350
15

$ 2,232



THE LEGISLATURE OF THE STATE OF ALASKA
TENTH LEGISLATURE

FISCAL NOTE

I REQUEST
Bill/Resolution No. HB 896
Title "An Act relating to emergency medical services."
Requested by Date

Il. FISCAL DETAIL
Agency Affected Commerce & Economic Development

Program Category Affected Public Protection
Budget Request Unit(s) Affected Division of Insurance

EXPENDITURES  (Thousands of Dollars)

FY 77 FY 78 FY 79 FY 80 FY 81 FY 82
100 PERSONAL SERVICES
200 TRAVEL
300 CONTRACTUAL
400 COMMODITIES
500 EQUIPMENT
600 LAND & STRUCTURES
700 GRANTS. CLAIMS. ETC.

TOTAL None.

FUNDING (Thousands of Dollars) None.
GENERAL FUND

FEDERAL FUNDS
OTHER (Specify)

POSITIONS None.
FULL TIME

PART TIME
TEMPORARY

M. ANALYSIS (See Fiscal Note Preparation Instructions, Section III)

NO FISCAL IMPACT.

Original: Legislative Finance PHONE
cc: Budget and Management
Prime Sponsor (First Legislator Named)

33-001 (Rev. 10/76)



THE LEGISLATURE OF THE STATE OF ALASKA
TENTH LEGISLATURE

FISCAL NOTE.

I. REQUEST
Bill/Resolution No. HB 896
Title An Act relating to emergency _medical ..services.
Requested by Hea.lth-and.-Sodfd Services Patc 4/ i12/-7fl.
a
cA

II. FISCAL DETAIL )
Agency Affected Commerce and Economic Development. N
Program Category Affected Puhlir Protection
Budget Request Unit(s) Affected Regulation and Licensing nf Professions

EXPENDITURES (Thousands of Dollars)

FY 77 FYy 78 FY 79 FY 80 FY 81 FY 82
[00 PERSONAL SERVICES \ \ 18.6 19.7 20,9 22.1
2000 TRA EL \ 0 _0 0 0
300 CON.RACTUAL \ \ 2.7 2.9 3.1
400 COMMODITIES - \ 2 2 2
300 EOUIPMENT \ 1,5 0 0 0
600 LAND & STRUCTURES _ \ 0
700 (;uants,claims i if \ \ 0
\ 22 9 22 R . 2400 ..25.4

TOTAL

FUNDING (Thousands oi Dollars)

GENERAL FUND 22.Q 22.6 24.0 26.4
FEDERAL FUNDS

OTHER (Specify)

POSITIONS

FULL TIME 1/1? 1/1? 1/12 1/12
PART TIME
TEMPORARY I

. ANALYSIS (See Fiscal Note Preparation Instructions, Section III)

This analysis assumes the responsibility for personnel certification will be delegated to
Commerce by the Legislature. If it is not, no fiscal impact is expected. Travel funding
is not requested as it is further assumed Health and Social Services will fund hearings
and facilities inspections. Inflation is computed at 6% per year and the effective date
is presumed to be July 1, 1978. Health and Social Services has estimated certifiable
personnel at 850. Twelve man months funding is requested based on this estimate. A
detailed analysis of expenditures is attached.

IV. DATE 4/12/78 PREPARED BY _SHARON-MDRBI
AGENCY

Original: Legislative Finance PHONE 465-2635

ccC: Budget and Management

Prime Sponsor (First Legislator Named)

33-001 (Rev. 10/76)
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PERSONAL SERVICES

Occupational Licensing Examiner 1, R-10
Benefits = 2,472; FICA = 867; Health Insurance = 986

CONTRACTUAL

Communications: Postage, phones, tolls, etc.
Printing and advertising: Forms and notices

COMMODITIES

Office and Library Supplies: General office consumables

EQUIPMENT

Desk - secretarial with typing extension
Chair - secretarial

Utility table

File cabinet-five drawer legal with lock
IBM Selectric Typewriter

14,328
4,325
18,653

1,040
1,500
2,540

200

362
85

95
213
792
1,547



100

400
S00
600
700

THE LEGISLATURE"Of THE STATE OF ALASKA
TENTH LEGISLATURE

FISCAL NOTE.

REQUEST
|II/Resqut| n No.

Itle Crelating . to Emer?ency Medical Services

Requested bv House HESS Committee Pate 4/1(178

FISCAL DETAIL
Agency Affected ealth and Social Services

Program Category Atfected Health

Budget Request Unit(s) Affected Certification and Licensing

EXPENDITURES (Thousands of Dollars)

FY 78 FY 79 FY 80 FY 81 FY 82 FY 83

PERSONAL SERVICES \ \ 34.8 56.8 5A - 41.4
TRAVEL \ \ 5.3 5,6 5.9 6.7
CONTRACTUAL \ \
COMMODITIES \ \
EOUIPMENT \ \ .4 -0r. -n-
LAND & STRUCTURES \ \
GRANTS. CLAIMS, ETC. \

\ A
TOTAL 40.5 42 .4 45.0 47.6

FUNDING (Thousands of Dollars)

GENERAL FUND 40.5 42 .4 45.0 47 .6
FEDERAL FUNDS
OTHER (Specify)

POSITIONS

FULL TIME 1/12 1/ 2 1712 1/17

PART TIME
TEMPORARY

ANALYSIS (See Fiscal Note Preparation Instructions, Section III)
This analysis assumes the responsrblrty for certrfrcatron of

ambulance services will he delegr ted to the” Certif |ca ion and Licensing
Seo |%n Drvr lon of Publro Hedltn. Tt IS Rresugn that, this unctron
w il grn }/ 1979 f Iowrng devglo%me re atrons b q
Emerg Medical Services Section an tate er enc ica
SeY Advrsoy Gounctl. Travel Hspeﬁ 0- ulance servroes
will be combined .wit msgectrons 0 ot er afrlrtre he
area Jor more etficient use ?f HranP wer and F here ore

e%te travel amounts are on al s €0Sts wr gro -rated among
tdee n |n ﬁources within the d Licensing BRU.

Cert |cat| n . an
alysis of expendr ures | ?1

IV. DATE 4/12/78 PREPARED BY rhomaf? D. Scott
AGENCY Public Healthf F.MS
Original: Legislative Finance PHONE 465-3027
cc: Budget and Management
Prime Sponsor (First Legislator Named)
33-001 (Rev. 12/77)
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BOX 2 70
SITKA, ALASKA 99835

TELEPHONE

Representative Steve Cowper, Chairman
House Finance Committee

Pouch V

Juneau, Alaska 99801

May 3, 1978

Dear Representative Cowper:

At a Board meeting held on April 29th, the Southeast Region Emergency
Medical Services Council carefully reviewed HB 897, appropriating funds to
Health and Social Services for emergency medical services; CSHB 896, concerning
EMS regulations; and SB 535, authorizing exercise of emergency medical
services by municipalities outside the city limits.

At their direction, 1 am writing to express the Board®s unanimous
support of SB 535 and HB 897. Additionally, they unanimously agreed to
support CSHB 896, but recommend that section 18.08.080 (c) 1in its present
form is too restrictive and should be revised to read:

"No registered nurse or licensed practical nurse who escorts a patient

may be liable for civil damages...." deleting the phrase "in an

aircraft not equipped as rn ambulance".

The Southeast Region Emergency Medical Services Council agrees that
all three bills will, if enacted, serve to overcome present difficulties in

the EMS field and thereby urges you to vote for their passage.

Yours truly,

Laurel Parker
Executive Director

LP:ms



(JHItairical ~zxbxtzs (Kmmril

BOX 170
SITKA. ALASKA 39835

Jimtiljeast JRtgtnmt

TELEPHONE 747.8005
747.6370
BOARD OF DIRECTORS

CHAIRMAN VICE CHAIRMAN
Mr. Charles A. Smith, Director Lt. Michael Korhonen, Commander

Highway Safety Planning Agency
Department of Public Safety
Pouch N

Juneau, Alaska 99811

Public Safety Academy
Box 119
Sitka, Alaska 99835

Mr. Henry Benson Dan Crum
SEARHC Skagway Fire Department
Box 373 Skagway, Alaska 99840

Sitka, Alaska 99835

Douglas C. Boddy, Chief David Lev/is (CAP)
Juneau Fire Department Box 457

155 South Seward Street Sitka, Alaska 99835
Juneau, Alaska 99801

Martin Fredrickson, Chief Dr. George H. Longenbaugh (Medical Director)
Sitka Fire Department Moore Clinic

Box 79 Box 377

Sitka, Alaska 99835 Sitka, Alaska 99835

Kaaren Kublcy, PHN Judy McMillen, RK
Box 130 Sitka Community Hospital
Craig, Alaska 99921 Box 500

Sitka, Alaska 99835
Cnpt. David Irons
USCG Air Station Glenn Potter
Box 4-457 Ketchikan Fire Department
Mt. Edgecumbe, Alaska 99835 319 Main Street

Ketchikan, Alaska 99901
Richard Jackson, EMT

Haines Fire Department Alexis Rippc, RN
General Delivery Bartlett Memorial Hospital
Haines, Alaska 99027 Box 3-3000

Juneau, Alaska 99801
Sharon Jones, RN

I"ir. Nursing Service Dr. Harriet Schirmcr
Ketchikan General Hospital Wrangell General Hospital
3100 longass Ave. Box 80

Ketchikan, Alaska 99901 Wrangell, Alaska 99929
Dr. Jeffrey S. Harris Dr. Joseph Shields

Alaska Native Health Service Clinic 338 Main Street

Bartlett Memorial Hospital Ketchikan, Alaska 99901
Box 3-3000

Juneau, Alaska 99801



TELEPHONE %

J§ouiljcasi 'Rsgimt ~inrcirgmeg (JMsbtcal E$exb\tcs (dm utril

BOX 2170
SITKA. ALASKA 99835
47-8005
47-6310
PAGE 2 BOARD OF DIRECTORS
Ken Thynes
Petersburg Fire Department
Box 765

Petersburg, Alaska 99833

Dan Wickman

Wrangell Fire Department
Box 894

Wrangell, Alaska 99929

Dr. Donald Funk

Mt. Edgecumbe Service Unit
Alaska Native Health Service
Box 4-557

Mt. Edgecumbe, Alaska 99835

Dr. Thomas Wood

Petersburg General Hospital
Box 589

Petersburg, Alaska 99833

Ted bar icn

Alaska Loggers Association
Box 1050

Sitka, Alaska 99835



Rep. Steve Cowper
Pouch Vv, MS 3100
Juneau, AK 99811

Dear Rep. Cowper:

The Legislative Committee of Northern Alaska Health Resources
Association met this week to review several bills of interest to
the Association. Our Board has asked that we express our comments
to you regarding the Emergency Medical Services Legislation.

House Bill 896 appears to omit a broad spectrum of bush providers
in Section 18.08.086. It is the feeling of the Committee that
the legislation should consider all bush providers, particularly
community health aides and itinerant public health nurses, who
potentially will give emergency medical services. Further, the
bill should spell out what immunity providers will have prior to
obtaining EMS training and receiving certification into this Act.

House Bill 897 should spell out the distribution and the expected
resulting products of the $500,000 to be appropriated for EMS.

It*s the feeling of the committee that too frequently appropriations
such as this are made for the support of the State office and the
benefits do not reach the people.

We appreciate your attention to these bills. The need for emergency

training and accident and safety education programs is of high
priority in our planning and plan implementation.

Sincerely,

1 <V
7~"/Patricia L. Rogers, R.N.
] Chairperson, Legislative Committee

cc: Commissioner, Health & Social Services
Office of Emergency Medical Services

A 529 5th avenue, suite 8 Fairbanks, alaska 99701 telephone(907) 456-2553
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3. Page 2, line 7 is amended to read:

"section dpes not preclude liability for civil damages which is the
proximate

4. Page 2, line 27 is amended to read:
"(5) the physician lias secured a prior written agreement from the"
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Page 3, lines 7 to 15 are deleted and replaced with the following:
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"(9) "emergency medical care" means the services utilized"

Page 3, line 21 is amended to read:
"psychological illness or injury”"

Page 3, line 22. Aud the following:
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THE LEGISLATURE OF THE STATE OF ALASKA
TENTH LEGISLATURE

gﬁ@ &@H&'ﬂ% 01 0 RN tax

Requested bv Annette Smith, House C 6 RA ext. 3870  Date S/n/7fl
| é@ﬁ?@ﬂﬁ& ectRevenee Io ment
el Reque %%nn Kected ¥ r%d taxes

EXPENDITURES  (Thousands of Dollars)
FY78  FY79  FY8 FY8l FY&  FY8

FISCAL NOTE

AL SERVICES
L

*336.0 M336.0 *336.0 *336.0 *336.0 *336.0
it

*Ranf Fish Tax rev nue varies with harvest each year. The amount of sharing
| vary accor

FUNDING (Thousands?l of Dollars)

PENERAL FURES 336.0) (336.01 (336.0)] (336.0) (336.0)

OTHER (Specify)

POSITIONS

ALl

lIl. ANALYSIS (See Fiscal Note Preparation Instructions, Section Ill)

X@ n“ne“%'a a%t ?cha? %91?6””‘6”(’8 Wi Bhe i, et
fIrs S Clt res r| on broadenmg e section to include
con SS cities an |n a mens from 10 to ercent.
eeco e e ach porqugh will be pal

ercen e ene Itenaou nd"that
each Ci IrSi or econ class w epa| 20" percen e FIsh
tax revenue collected In that city.

R R U N A RO
ent were a £ irst .class cities received L. Trom
|s ax ReVen ass es were not eligible
ré arng N nﬁi class cItigs
ul bee the "ammendment were

| E i

U cond .C it]
RS
IV. DATE May 15, 1978. é)@%ﬁ? D%Y nt of
Onglnal 5 |slat|ve 4052

e Spons’o%rﬁﬁemegislator Named)

33-001 (Rev. 12/77)
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gswe%régggeolr c3rea8e th%Y J][)ect upon the general fund would be

There Is no additional cost in administering the Bill.



RECORDS
" CERTIFICATION

|, the undersigned, an employee of the State of Alaska, do hereby certify
that the microfilm images on this microform are accurate reproductions
of the original records of the State of Alaska as accumulated during the
regular course of husiness, and that it is the established policy and practice
of this State to microfilm its records and to cispose of the original records
after microfilm reproductions have been mace.

7 Signatureof Camera Operator Date



COMMITTEE REPORT

SENATE

5/23/73 FURTHER: NONE

Date: m. i w3, jv/m
Mr. President:
The Committee on FINANCE has had csue 896 (fin)

lergency medic&l services

under consideration and (a majority of the committee) (the committee
reports it back as follows)

() recommends it do pass () recommends it do not pass
() recommends it do pass with attached amendment(s)

() recommends it be replaced with CS for

and () new title () same title
() AND attaches a Letter of Intent () New Fiscal Note
() reports it back without recommendation
() and recommends it be referred to the Committee

MEMBERS SIGNING DO PASS: OTHER RECOMMENDATIONS:

N

y/ mm'/// n si

Chairman
S 60 (rev. 6/77)



CS FOR HOUSE BILL NO. 896

"An Act relating to emergency medical services."

CS for House B ill 896 would give the Department of Health
and Social Services the responsibility to: :

1. Establish a uniform standard for emergency medical
technicians in the State of Alaska and convey the
recognition by the State as meeting that standard
through a certification process. At the present time
EMT training is conducted by over a dozen institutions,
half following one standard and half another standard.

2. Establish uniform standards of advanced life support
training and require that in order to practice those
o ! skills one must be certified by the State. W hile most

basic EMT courses are based upon a standard 31-hour
national curriculum , there is no standard for teaching
advanced life support techniques, nor is there a
standard establishing who may provide these techniques
and under what circumstances. Advanced life support
skills are those normally provided by physicians and
paramedics. It is the glamour area of emergency care
which can easily be abused by non qualified personnel
with no way of preventing this abuse, under present law.

3. Establish minimum standards for the staffing, ambulance
design, equipping, and operation of an ambulance service
and provide a certificate to those services that meet
the standards. Currently the majority of ambulances
are adequate. Certification v/ould be voluntary except
for those that wish to provide advanced life support
services. Air ambulance services v/ould be included.

In addition CSHB 896 v/ould:

1. Provide an incentive for ambulance services and other
organizations that use emergency medical technicians to
use certified EMT's providing immunity from civil
lia b ility for damages to those so certified and their
employers.

2. Provide an incentive for physicians in small hospitals
to transfer critical patients to better equipped hospital
without the fear of being held liable if the patient

deteriorates during the transfer. This is especially



important in Alaska where most: hospitals are not capable
of definitive care for the critically i1l or injured.
Lotg transport times, unstable patients and the current
medical legal atmosphere all tend to encourage the con-
servative treatment approach of doing all that can be
done at the local level. However, the critically ill
or injured patient needs aggressive care, the kind pro-
vided by major hospitals and medical centers. Modem -
inter-hospital transfer techniques can usually provide
a level of life support similar to that provided by the
small hospital. Hence, the benefits of transfer more
often outweigh the risks involved.

3. Provide immunity from liab ility for civil damages for
nurses who escort critically injured patients in an
aircraft that is not equipped as an ambulance.

It is not the intent of the b ill to requii'e those individuals
or groups that provide first aid to be certified, unless
they provide advanced life support services. Nor w ill other

health care providers licensed, certified, or covered by
other Alaska Statutes be required to be certified.

All regulations established by the D partment. under this
legislation would be in concurrence with the Department of

Public Safety. The regulations w ill be based upon realistic
standards developed by the State Emergency Medical Services
Advisory Council. It is not the intent of the B ill to lim it

the provision of quality services but to provide an incentive
to improve services.

The Departmartt of Health and Social Services Supports the CS
for House B ill 896.

Recommended by:_

"Robert |. Eraser, M.D., Director Date
-Division of Public: Health

Approved By : . ..
/ 'Helen D. Beime, Comnissioner Date

Department of Health & Social Services




CSHB 896 (fin) - OVERVIEW

"An Act relating to emergency medical services."

)

CSHB 896 (fin) would give the Department of Health and
Social Services the responsibility to:

1. Establish a uniform standard for emergency medical
technicians in the State of Alaska and convey the
recognition by the State as meeting that standard
through a certification process. At the present time
EMT training is conducted by over a dozen institutions,
half following one standard and half another standard.

2. Establish uniform standards of advanced life support
training and require that in order to practice those
skills one must be certified by the State. While most

basic EMT courses are based upon a standard 81-hour
national curriculum, there 1is no standard for teaching
advanced life support techniques, nor 1is there a
standard establishing who may provide these techniques

and under what circumstances. Advanced life support
skills are those normally provided by physicians and
paramedics. It is the glamour area of emergency care

v/hich can easily be abused by non-qualified personnel
with no way of preventing this abuse under present law.

3. Establish minimum standards for the staffing, ambulance
design, equipping, and operation of an ambularje service
and provide a certificate to those services that meet

the standards. Currently the majority of ambulances
are adequate. Certification would be voluntary except
for those that wish to provide advanced life support
services. Air ambulance services v/ould be included.

In addition CSHB 856 (fin) would:

1. Provide an 1incentive for ambulance services and other
organizations that use emergency medical technicians to
use certified EMT"s providing immunity from civil
liability for damages to those so certified and their
employers. >

2. Provide an incentive for physicians in small hospitals
to transfer critical patients to better equipped hospitals
without the fear of being held liable if the patient
deteriorates during the transfer. This 1is especially
important in Alaska where most hospitals are not capable
of definitive care for the critically ill or injured.
Long transport times, unstable patients and the current
medical legal atmoshpere all tend to encourage the con-—
servative treatment approach of doing all that can be

done at the 1local level. However, the critically ill
or injured patient needs aggressive carc, the kind pro—
vided by major hospitals and medical centers. Modern

inter-hospital transfer techniques can usually provide
a level of life support similar to that provided by the
small hospital. Hence, the benefits of transfer more
often outweigh tho risks 1involved.

3. Provide immunity from liability for civil damages for
nurses who escort critically injured patients 1in an
aircraft that is not equipped as an ambulance.

It is not the intent of tlie bill to require those 1individuals
or groups that provide first aid to be certified, unless

they provide advanced life support services. Nor v/ill other
health care providers licensed, certified, or covered by
other Alaska Statutes be required to be certified.
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House of Representatives

Office of the Speaker Pouch V
State Capitol
Juneau, Alaska 99811
- y
R ANDUM
TO: Senator John Sackett, Chairman

Senate Finance Committee
FROM: Hugh Malone

DATE: May 23, 1978

I would be grateful for the chance to testify on HB 896 and
897, currently in Senate Finance.

The legislation deals with a statewide emergency medical
services system which | feel is of great importance to the

state.

Thank you.



May 4, 1978

Honorable Hugh Malone
Speaker of tlie House
Pouch V.

Juneau, Alaska 99811

Dear Mr. Malone:

Enclosed is the fiscal note requested for CSHB 896. This
fiscal note replaces all previous notes for both 11B 896
and the Committee Substitute.

If we can be of any further assistances olease don't hesitate
to call 465-3027.

Sincerely,

Thomas D. Scott
Coordinator

cc: Legislative Finance
Budget & Management
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FISCIAL, NOTE

SRelton No. w506

Title An Act l'elating to emergency medical sprvirps
Requested bv  Representative Hugh Malone Date 5/2/78

FISCAL DETAI
AgencyA%ctecJ' Health & Social Services

Program Category Affected Health
Budget Request Unit(s) Affected Emergency Medical Services. Certification &

Licensing
EXPENDITURES  (Thousands of Dollars)

FY7S  FYT9 FY FY 8 FY 82 FY 83
AL SERVICES ?7%) 51)3]0 98.7 1(1)4.5
L 1 21 %:2
S .6 6 .

RUCTURE oo 00

RANTS, LHI%/IS. E|5c .

TOTAL 106.7  110.2  117.0 123.8

FUNDING  (Thousands of Dollars)

E%ng}\{fwg}s 106.7 102 1170 123.8

Specify

POSITIONS

%‘LM 3/36  3/36 3/36 3/36
ARY

V.

Original: Legislative Finance PHONE Ai5)502 7

cC.

ANALYSIS (See Fiscal Note Preparation‘Instructions, Section Il1)

This analysis assumes the responsibility for certification of emergency

medical technicians (EMT) w ill be delegated to the Emergency Medical
Services Section, Division of Public Health. No fiscal impact is
expected in FY79 as the current staff of the section w ill assume

responsibility for the drafting and promulgation of regulations and
procedures in conjunction with the State EMS Advisory Council.

It is anticipated that there w ill be 850 certifiable personnel. Based
on high turnover of volunteer EMT's and projected expansion of ambulance
services, it is further anticipated that approximately 20 EMT courses

w ill be required annually. Certification should occur upon completion
of the course. The fiscal note therefore provides for a training co-
ordinator position and travel beginning in FY80 to administer the
certification exam (both written and practical) throughout the state

DATE  5/2/78 PREPARED BY /i-uwp o©0.JL7/r-

AGENCY Emergency Medical Services - Public, ilealti

Budget and Management
Prime Sponsor (First Legislator Named)

33-001  (Rev. 12/77)

- - ..«



in coordination with courses being conducted. The coordinator w ill
also evaluate course content and instructors in terms of the minimum
training standards to be established in the regulations. A clerk
typist position w ill be necessary for clerical support and maintaining
certification records. The position w ill be located in Anchorage,
which is the location of the statewide EMT training program being
conducted on an itinerant basis through a grant to the Southern Region

EMS Council. It's central location also reduces travel costs.

It is further assumed that the responsibility for certification of
ambulance services w ill be delegated to the Certification and Licensing
Section, Division of Public Health. This function w ill also begin
July 1, 1979 following development of regulations. Travel to inspect
40-45 ambulance services w ill be combined with inspections of other

health facilities in the area for more efficient use of manpower and
funds. Therefore projected travel amoums are only half as costs w ill
be pro-rated among other funding sources within the Certification

and Licensing BRU.

A decailed analysis of expenditures is attached. Inflation 1is com-
puted at 6% per year beginning July 1, 1979,



Emergency Medical Services BRU
Personal Services

Training Coordinator, SR 18
$2156/mo x 12 — $25,872
FICA 1562 Benefits 4463
Health Insurance 986

Clerk Typist Il

$1092/mo x 12 = $13,104
FICA 793 Benefits 2260
Health Insurance 986

67, inflation factor

Total Personal Services

Travel

Travel to 20 locations to administer
exam at an average cost of $260 per
trip. Average includes air fare to
bush communities and mileage to areas
around Anchorage as well as three
days per diem.

20 trips x $260 x 67, inflation

Contractual

Communication: phone, postage etc.
100/mo x 12 mo

Printing and Advertising: forms & notices
Rent 140/mo x 12

67, inflation factor

Total Contractual
Commodities

General O ffice consumables $50/mo
Equipment

Desk, secretarial
Chair, secretarial
File cabinet w/lock
Typewriter

Chair, executive
Desk, executive
Bookcase

Total Equipment

$ 32,883

17,143
3,001

$ 53,027

$ 5,512

600

$ 362

85
213
192

85
350

15

§ 2,232



Certification & Licensing BRU

Health Facilities Surveyor
R-18 2156 x 12 mos x 65
inflation - 27,424

Benefits = 4750 FICA = 1659
Health Ins. = 986

Travel to inspect 40-45
ambulance services w ill
necessitate 15 trips to

areas throughout the state

at an average cost of $700
per trip, including air fare,
auto rental and per diem.

15 x $700 x 505

Executive desk
Chair

-.$34,799

5,250

300
85
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EMERGENCY MEDICAL SERVICES
PROGRAM OVERVIEW

January 1978

Tne Scats E-iS program receives all of its grant funds from. Region X, *
DHEW under the authority of PL 93-154 the IMS Systems Act of 1973. [Ihis
[vet provides funds for the development of Emergency Medical Services
Systoms on a regional basis, lhe purpose is to upgrade and organize the
delivery of these services 5n\o a preplanned system that insures that
the victim of an accident or serious illness receives the care rrost
appropriate to his problan in the giddcest possible manner. Ihe elements
of the systou include the following:

1. Insure that an ambulance can be easily summoned in need. The
primary focus here is to davelop a 911 emergency phene number in
every community in the State for the dispatch of all public safety

elements.

2. Insure that once a call is received an ambulance can be cuickly-
dispatched, and that provisions have been made for backup service
mif the primary unit is on a call. This is usually accomplished

by means of a regional dispatch center and signed mutual aid
agreements among operators.,

3. Undermedical direction insure that the victim's condition is
stabilized at the sceneand maintained during transport. This
is accomplished by training all ambulance personnel to the
Emergency Medical Technician (E-JT) level and insuring that their
vehicle is adequately equipped with medical supplies, rescue
equipment, and 2-way voice communications with a hospital. In
the rural ccmrnunities the EMILis being given advanced training
in hew to start intravenous (IV) fluids for the control of shock
due to blood loss. In these cases direct radio contact with a.
physician for medical control is the ideal. In larger communities
the EMT-Paramedic is the preferred training level because they
can treat heart attack victims with electric shock and controlled drugs.

4. Insure that the local medical facilities are adequately equipped
and staffed with personnel tra.Llnad to further stabilize the
patient and when necessary, transfer to the most appropriate
critical care facility be it to a hospital, another institution ~
in the state, or outside the state. Ihis is achieved by cate- ' *
gorizing facilities according to their ability to handle different
types and severities of injuries, i.e. HomerHospital can care for
the noderately burned patient, and the bum center at Tlarborview
Hospital in Seattle is the nearest facility to take cafe of major
bums. Tne facilities are identified and a list of protocols
are in place so that, hypothetically, a patient with a major bum
in Homer would be treated according to bum care procedures
developed by specialists and then, transferred directly to Seattle
(because the Anchorage hospital can only care for moderate bums). .
This hypothetical protocol would be accepted previously, by each
of the physicians involved as the best procedure to follow .
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5. Insure proper rehabilitation facilities are available to return
the severely injured patient to his full functioning capacity
as soon as possible.

In support of the KHS system certain other functions are necessary.
Tnese .include:

1. Ongoing basic training programs to insure an adequate supply of
personnel, as well as refresher training programs to maintain
high quality service delivery. Refresher and Centreing Education
programs are especially important in Alaska. [Ihis is because
our widely scattered population does not have enough serious
accidents in any one locality for the providers to maintain high

levels of skill. Al of our providers, physicians, nurses and
emergency medical technicians, need* formal continuing education
in the care of the critically ill and injured.

2. Public Information and Education programs are needed for two /
purposes. lhe first is to insure that people know how to call
for help in the area where they live or are traveling.
lhe second purpose is to provide information about what people
can do for themselves and others when they are in need, e.g.
first aid courses.

3. An important element in support is a good record-keeping and
evaluation system. Tne systems approach requires that each
element of the system,is continually being evaluated as to its
effectiveness in order to suggest areas for improvement. An
example is evaluating E-IT performance by analyzing ambulance
run reports. E'IT's are trained to follow certain protocols
for certain types of injuries. Ey checking their performance
areas of need for refresher training can be more easi .y identified.
A computerized system that does this lias been in operation for
several years in western Pennsylvania with great success and lev
cost.

A, Finally, coordination efforts of the various state (Public Safety,
Disaster O ffice, Community and Regional A ffairs, Education,
National Guard) and federal (Pork Service, Bill, Coast Guard,

M ilitary branches, Indian Health Service) agencies that are directly
involved in E-IS activities in Alaska is vitally important
to efficient utilization of resources.

lhe EMS Systems Act provides seed money to the states and regions on
an incremental basis. Tne phases arc:

(1) Feasibility studies and planning, 1 year (1202)

(2) Establishment and initial operation, 2 years (1203)
(3) Expansion and Improvement, 2 years (1204)
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A 1976 amendment provides another year of planning money which can
be used between 1203 and 1204.

Tlie attached informational brochure from DREW further eriplains tlie federal
program.

The liistory of the State's involvsment with tliis program can best
be summarized with the following outline:

1971  EIS planner established in O ffice of Comprehensive Planning

Apr. 1974 Department of Health and Social Services applied for 1202
grant for planning;
AFN applied for 1202 grant for planning;
Mauneiuk Association applied for 1204 grant for Search
and Rescue.
A Il were not accepted hased on lade of comprehensiveness.
However, DHETW o ffered assistance for future grant
application development, U

Jan. 1975 Dr. David Eoyd, National Director of E-IS, and several
other nationally recognized speakers attended meeting
in Anchorage vTith interested groups.

Apr. 1975  Department of Health & Social Services submitted a 1203 grant.
Tanana Chiefs Conference submitted a 1203 grant for
Interior Region. Region X suggested that the applications be
combined with State acting as lead agency for regional
programs. Thus, funds for state office and EMT training
were made available.

Jul. 1975  Department of Health & Social Services received grant
($-450,000) to establish state office, statewide EMT
training, provide implementation grant (first year 1203)
to Tanana Chiefs Conference ($220,000), and provide salaries
and travel for E-S coordinators in die other 7 EiS regions.

Nov. 1975 Legislative Budget and Audit approved revised program, and
contracts ware let. With three positions, O ffice of
Planning & Research was charged with administering programs.

Jan. 1976  Charles Pamaga was hired as Associate Coordinator.
State, submitted grant request for second year funding of
Tanana Chiefs Conference Interior prognnn, rind first year
funding of 1203 programs in six other regions. Ad hoc
Advisory Council met.

Jul. 1976  State received a grant of $725,000 which provided funds
for State office, EE training, Tanana Chiefs Conference,
and regional coordinator. Funds for the additional 1203
programs ware not available due to the failure of Congress
to extend the 1973 law. Charles Peerage became Coordinator,



Aug. 1976
Nov., 1976
Jan. 1977
Apr.' 1977
May 1977
Jun. 1977
Jul. 1977
Aug. 1977
Nov. 1977
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Peggy Zufelt Associate Coordinator, Thomas Scott Health
Planner - a full staff for the first time.

Congress passed $1.35 Trillion appropriation for F777
to Alaska Area Native Health Service for EIS implementation
in the native health corporation regions.

Tanana Chiefs Conference turned Interior program back to
State.

Using AASHS E-S money, corporations covered half of the
coordinators' salaries in sir:regions. Northern Region
O ffice, Divison of Public Health began administering
Interior program for an interim period.

State submitted grant application for first year 1203

grants for seven regions and 1202 grant for Advanced Life

Support planning for the Interior region.

Charles Ramage resigned as Coordinator. Thomas Scott appointed

Acting Coordinator. Lyme Quist hired as Health Planner
temporary status.

Legislature passed HE407 establishing the Department as
the state agency responsible for da'/eloping emergency
medical services in the state and establishing an eleven
member advisory council consisting of seven providers
and four consumers.

Program transferred from O ffice of Planning and Research
to Division of Public Health

State was awarded $698,000 to support state office, E-IT °
training and first year 1203 grants for Southeast ($175,000)
and Mauneluk Association ($53,000). Tne Interior program
was eatented one year in order to complete implementation

of Basic Life Support using unexpended funds from PYT77,

Dr. William M ills of Anchorage accepted position of E-S
Medical Director.

State E-S Symposium drew over 150 participants. Mrs
lInmrond announced Governor's appointments to new Advisory
Council. Symposium provided stronger direction to program.

Accomplishments

- Active EMS Councils in every cccrrmnity in the State

- Full time E-S programs in each of the eight EMS regions with only
four currently receiving support from the Department.



907a of a Il ambulance personnel are. trained to at least the
basic Emergency I'edica'l Technician ]J.evel. Tnree years ago it
was less than 30%.

A need for greater emphasis on emergency care skills has been
recognized for the.Community Health Aides. Thus, their training
and equipment have been irrproved substantially.

MAT-SU Borough has adopted Borough-vn.de arrbulance powers,
established new services at Talkeatna and Willow, purchased
new vehicles, and has increased cooperation with services in
Anchorage.

Kenai Borough is considering following same direction as K:\X-SU.

An advanced EMT course aimed at tlie rural EEC has been developed
and is in use statevn.de. This course teaches the administration
of IV fluid therapy for control of shock.

A substantial video tape library has been established by the
Alaska Hospital Pasearch and Education Foundation of continuing
education materials in emergency and critical care medicine for
circulation among a Il hospitals in the state.

An Artie First Aid Film strip and accompanying printed m aterials
have been developed. Tnis resulted from the need to develope a
first aid training medium that Alaska Natives can relate to.
American Red Cross materials are based on verbal learning skills
whereas Alaska Natives are more visually oriented.

EPS subsidized the Alaska Emergency Department Nurses Association
for their last taro annual clinical syrposia.

E-S assisted the Uof A school of Nursing in its successful
efforts to develop and have funded a AO hour emergency care
course that w ill be taught in almost every rural hospital in
the State.

E-S has started the installation of an areawide communications
system for the Interior road system. When completed all
ambulances, including m ilitary vehicles, on the Interior Region
highway system w ill have two way voice communication with
Fairbanks Memorial Hospital. -

We are jointly funding with the Criminal Justice Planning
Agency through the Covemor's O ffice of Telecommunications

a Conxrunication Consultant who is developing a statewide
Public Safety Communications Plan that vail he area specific.



Problem Areas

Tie E-13 program must; address tlie total system from the moment

a person perceives himself or is perceived by another to be in
need of E-S to the point where ha no longer requires services,
t-nny actors and actions must transpire, especially in Lhe case of
a critically injured person. Two problems stem from this total
systems approach.

(a) Tne sheer magnitude of the program requires very
careful understanding of the problems and the solutions,
and requires individuals who can relate to volunteer
EiT's as well as to physicians.

(b) The vast majority of people think E-13 is pre-hospital
and that the only thing needed is the upgrading of
training and equipment. Tne total systems concept
and the team approach is difficult to understand,
especially because traditionally there has heen little
if any cccrmunication or involvement between pre-hospital
providers and in-hospital providers. Another
problem is cjcnnunication between rural physicians
and specialists in the major centers regarding
appropriate care for the critically injured.

Tne Alaska Native Health Service received a supplemental appropriation
for FY 77 of $1.35 million and for FY73 of $§2.0 million. These funds
are for E-S only and are distributed in whole to each of the health
corporations. Funds are used to support the regional programs in the
region tint we do not fund.- One corporation, Kauneluk dovetails the
funds into a coordinated effort. However, in three of the regions,
[ittle cooperation exists. A problem has developed wherein the native
cooperations often feel that they are not receiving a fair share of tne
"“State's” money.

Tne E-S program is a medical care program. In other states it lias been
successful only where there was extensive physician leadership and
involvement. During the first two years of this program physician
involvement was next to nothing. So far this year we are beginning to
gain support. Thanks to Dr. Fraser, three major regions lave medical
directors. However, much more active physician involvement is necessary
to give the program a sound medical base.

linen the program was initiated the State was divided into eight regions
(see map). The eight region structure has proven to he less than
effective iii developing "total" ELS Systems, lhe Bush Areas send a |l
critically injured patients to Anchorage for definitive treatment. Ue
are now conslLdering reducing the eight regions to three to conform to
the USA boundaries.
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Finally, there is a lack of data for planning and evaluation. Tne EMS
proven; is one federal program that realizes the importance of system atic
ally evaluating hw Lhe system is functioning as wall as planning the
expenditure of finds bhased on demonstrated need, Ihe development cf a
coordinated patient record keeping system is one of the mandated 15
components that has received little more than lip service. Planning is
hampered by this lack of data.

Prospects

Up to this point the program has been one of haphazardly throwing grant
applications together each year so that the feds can give us money,
regardless of the quality of the application. The applications have
really been the best that could be produced at the time by the people
involved, with definite improvements in quality in each subsequast
application. However, there las been little real planning and no leng
range planning.

This year we are developing a large range policy plan that lays out a
funding strategy through FY 84 and estabishes status and systems goals
for each region in the state. A draft has been developed and w ill be
presented to the State EkS Advisory Council at their meeting of January
20-21, 1978 for their comments. It w ill then be circulated widely
throughout the State for further comment, be reworked accordingly and-
then presented to the Council for final recommendations. We hope to be
able to maintain the plan as a dynamic tool that w ill be reviewed and
updated on an annual basis to provide the basis for E'IS Systems develop-
ment in the future.

Another major effort w ill be renewed cooperation between those state
and federal agencies that have E-3 responsibilities, especially the
AANHS and the State Department of Public Safety. Both of these agencies
spend funds on E-IS systems development in the State.

Ve hope to have in place a Critical Care Committee of physicians
specialists in the area of Bums, Trauma, Cardiac, Poison, high Pd.sk
Infants, Pychiatric, and Spinal Cord Injuries. The Committee w ill
develop treatment and triage protocols for the critically injured. These
w ill be used by providers at the various levels of care as guides for
the stabilization and treatment of the patients.
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Absrrzci-Thi piixi4 of the Emergency Medical Services Systerns
(EMSS) Act of 1973 by Congresa hu provided Sis mechanism and
funds for comunities to develop regional EMS delivery systems aotss
the Nation. With the poiisons of the E.MSS Act, the Congusi mandotsd
{hot emergency medical cars programs funded with Federal dollars
must rddrtss, plsn, and Implement a Bystems approach’™ for the pro-
vision of emergency reaponw and medical care. In the EMSS Act, some
fift//an component requirements have been Untif.es] to assist system
plamers, ooordirators, and operators in treir attenpts o establish
comprehensive, aieawid® and regical EMS programs. These compo-
nents are: manpower, training, comunications, tragortation, fali-
ties aritial care wnits, public iafaty agacies, consumer participatian,
asssihility © cre, trasfar agreenents, standard medical record
keeping, consumer information and education, evaluation, dissster link-
ae, and mutual aid agreements.  Development of a raticnal program,
sprojects, and progress, B the besis of this report.

INTRODUCTION

ypJONSIDERABLE improvements are now beingmade inthe
"Udelivery of emergency medical care, with major advance:

the result of die development of a “Systems approach”’and the
integration of standardised ehicles, communications and

medical equipment, training programs, emergency fecilities,
and critical care unit cgpabilities. Advances in onsite care by
physician agents (Emergency Medical Technlcians-Ambulance
and Tsrumedics) in radio telecommunications with medical pro-
fessionals have been shown to be effective in improving patient
care for a wide variety of emergency, critically ill,and injured
palient categories, especially those suffering from acute myo-
cardial infarction and major trauma. Pioneering programs (1]

in Miami, FL (Negel); Nassau County, NY (Lumbrew); Char-
lotiesville, VA (Crampton); Seattle, VWA (Cobb); and Illiois
(Loyd) have illustrated the necessary systems design, treat-
ment protocols, technical adaptations, feciliies orientation,
and organizational structure that are required for successful
program development.

It isnow quite apparent that significatt improvements in
emergency and arftical cate of all types of emergency patients
can be realized if a sound integration of al of the essntial
components of an EMS system are lagically structured and
directed towards delivering ideal care to "real” patients In
need. Heretofore, some debate has existed as to which com-
ponent, or subsystem, i the most important. However, current
consensus is that only a comprehensiive F.MS program, logically

Menuscript received Mily 7, 1976. )
Tire author Bwi'h lhe’Department or Health, Education, and Wel-
fare, Jiyatmilte, MD 20782.
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planned and staged, will develop and mature so that dl
patient; in need will receive the most appropriate care in the
prehospital, hospital, interhospital, aftical care, and renabilita-
tive phases. An EMS system must then develop a sound
sequence of comprehensive program activities on a regional
besis if the needs of dl potentially emergent patients are to be
properly anticipated and receive adequate response.

THE EMERGENCY MEDICAL SERVICES
SYSTEMS ACT OF 1973

The passage of the Emergency Medical Services Systems
(EMSS) Act of 1973 (P.L. 93-154) by Congress [2] has pro-
sided the mechanism and funds for communities to develop
regional emergency medical services celivery systems across
the nation. With the passage of the EMSS Act, the Congress
mandated that the emergency medical care programs funded
with Federal dollars must address, plan, and implemen! a .
“Systems approach”*for the provision of emergency response
and medical care. In the EMSS Act, some fifteen component
requirements have been identified to assist system planers,
coordinators, and operators in their attempts to establish com-
prehensive, areawide and regional EMS programs. These
components are listed below.

1) The provision of manpower .

2) Training of personnel.

3) Communications.

4) Transportation.

5) Fecilities.

6) COritical carc wits.

7) Use of public safety agencies.

8) Consumer participation.

9) Accessibility to care.
10) Transfer of patients.

11) Standard medical record keeping-
12) Consumer information and education,
13) Independent review and evaluation.
14) Disaster linkage,
15) Mutual aid agreements.

The Division of Emergency Medical Services (DEMS),
Department of Health, Education, and Welfare (HEW), the
established Federal lead agency, has developed Program
Guidelines in which under chapter 111, [3] "Special Program
Guidance,”” the clinical signifimce of the systems approach
in developing an EMS system i described. While an EMS
system must respond to dl declared emergency calls within
its appropriate geographic region (including the nor.emergency
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"EQYD: EMS SYSTEMS DEVELOPMt:"*

80 percent, the truly emergent 15 percent, and the aitical
c.*h -5 percent), there has been a gecial identification of
tho :vell identified aitical patient groups which demand a
competent system for survival. It s to the survival"of these
aitical patient; (trauma, bums, acute cardiac, high risk and
premature infants, poisonings, psychiatric, drug, and alcohol
overdose) that a “system" conceptualization and initial system
efforts must be directed in order to insure the development of
asound, medically competent,and comprehensive EMS system.

“ EMERGENCY MEDICAL CARE ISSUES

The central theme and intent of the EMSS Act.is to develop
systems of emergency medical care that would significantly de-
crease current death and disability rates. The goal of the
national EMS program s to initiate .egional planning and inte-
gration of the fifteen mandatory components so & -toprovide
the essentiial and appropriate EMS emergency and aftical care
services for all emergency patients.

The current EMS patient problem iscompor nded by the 65
million citizens who enter the system each year. At lesst 80
percent of these patients cannot be considered “True medical
emergencies.” Another 15 percent are real emergencies which
require urgent care (i.e., minor trauma, infectious diseases, and
other acute general medical and surgical problems). The
remaining 5 percent are the aritically ill and injured patients.
Thiis last group was not salvageable only 3 few years ago, but
today, these Iives can be saved if initial, definitive, and rehabil-
itative C3re B given in time and the patient smoved through
the regional system and provided essantial medical care.

Specific planning of regional EMS response to these partic-
ular caritical care categories assumes that in time all aitical
medical emergencies will receive better care, and will benefit
from sound regional EMS systems planning and operations.

Likewise, certain local occupational and/or recreational
hazards must also be addressed with agoal toward prevention.
These special target patient groups provide each regional
system with an opportunity to develop evaluation criteria for
systems performance and patient outcom s (distribution and
survinal).

EMS SYSTEMS DEVELOPMENT

Each regional emergency medical service plan must include
a description of the general and specific protocols for tie
emergent and nonemergent patients in its delivery system. It
must also include a detailed explanation of care and triage
pattems for aitical groups by identifying the patient treat-
ment needs as vell as the involvement of tlie systems opera-
tioral components (wehicles, telecomunications, manpower,
faalities). These care pattems will depend upon the clinical
patient demands, the sophistication of the transportation
capebility, the lewel of care during transportation, the com-
munications coordination, the delivery to a categorized gen-
eral hospital or designated aritical care facility, and the mi-
gration into the retabilitation phase. These patient care
prograns must be established with appropriate backup re-
lationships by written arrangements among the various pro-
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vider elements in order to insure a sound and competent re-
gional EMS system.

When an individial becomes seriously il or injured it B
manifested in a gecific way. Patients have accidents. They
have heart attads, "they are burned. They have problems at
birth. They are poisoned with alcohol, drugs, or other toxi-
catts. They have emotional disturbances resulting in varying
degrees of psychiatric irstzbility. The planners of EMS systems
must consider the gereral patient population and these essily
idatiI Me and significant aitical patient groups that exist
withi e geographic regional aea- An indepth knowledge of
the cimography, epidemiology, and clinical requirements
associated with these"critical patient groups ismandatory to
effective EMS planning and operations.

In many circumstances the initial patient access, response,
and transportation considerations are gereral in nature until
the sewerity of the patient3 (diagostic-specific) problem
becomes clarified. As soon & tiiis clarificatin develops, a
rather specific patient treatment and triage plan must be acti-
vated to include the prehospital, hospital, interhospital phases,
as vell as the gecialty care wnit and later the specific re-
hebilitation services necessary for each illresssand injury.

It isnow a fairly well accepted position across the countryl
that intdal and definitive medical care for each of the target
patient groups can be improved, and most of these patients
can be salvaged by an effective EMS system. The design ofan
EMS system will need to include certain organizational and
operational changes. There must also be additional adaptations
of treatment in the prehospital, hospital, and interhospital
phases with proper modification of existing and new technol-
ogy that will enable pnmprofessional. and professionals t©
successfully manage and treat dl emergent problems at the
scene and during movement through the system whether they
occur in urban, metropolitan, rural, or wildemess aress (4).

The development of an EMS system usually starts with an
infal upgrading of existing resources and then progresses
through periods of increasing sophistication. That s, folloving
the establishment of a besic life support (BLS) system within
the region, there usually is a logical progression to tlie ad-
vanced life support (ALS) system due to the increasing capa-
bilities of the EMS region.

HASIC LIFESUPPORT SYSTEM

A BLS system includes dl of tie fifteen components, How-
ever, certain ones are more aitical, at lesst early on. BLS
services can be effectively provided by the integration of
nationally accepted minimal standards for ambulance person-
rel (e.g., Emergency Medical Technician-Ambulancc, EMT-A
(), ambulances of the Department of Transportation (DOT)
specification (6), two-way woice medical communications
(VHF or UilF band) (7), and standard equipment as recom-
mended by tlie American College of Surgeons(8]). Effective
placement of these wehicles, staffed by two EMT-A §,can pro-
vide emergency medical care with patient stebilization, airway
clearance, hemorrhage control, shock inanrgement with MAST
trousers (9), iniial wound care, and fracture stabilization.
Under medical control (physician directed), spec tic noninter-
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ventive treatment inwhich the EM LX v have been previously
.trained cun be applied. The transportation subsystem must be
developed in the context ifa sound hospital/critical care unit
categorization program. The categorization of th: failities
[10j. [11] (hospital emergency department, aitical care wnit,
and rehebilitation center) [12] & a major aspect-of any
program an.l s aitical in the initial development of a BLS
s>stem.  Itgives identification and direction to ail mobile, com-
munications, transportation, and manpower elements at even
the basic leel, and makes possible the sound conceptu liz-
lion of a delivery system for all emergency patients, while also
providing a standiid for clinical Impact and EMS process eval-
uation. Mast communities hive begun their EMS systems in
this manner, causing a considerable increase in public aware-
ness of the need for improved EMS.

IEEE

ADVANCED LtFE SUPPORT SYSTEM

Most urban communities, and now even [13] some rural
regions, have progressed to an ALS system. This involved a
much more sophisticated leel of EMS systems planning and
operations with highly skilled field personnel, EMT-Para-
medics, trained to successfully identify and aggressively treat
life-threatening emergencies (shock, cardiorespiratory failure,
and cardiac dysrhythmias) at the scene and enroute to the
hospital. At the ALS leel, mobile units are equipped with
appropriate intravenous fluids, drugs, and usually with some
form of hicelectrical communications (telemetry). This ena-
bles paramedics with proper physician backup to perform
expert diagnosis, treatment, and triae of aitical patients.
The need for a sound categorization of feciliies during the
i.1.S period isouite obvious due to the requirements foramed-
ical communications control fecility, and standardized treat-
ment and regioiiwide triage protocols that ensure a progressive
and continued enhancement of aritical care for patients from
the field to initial care fecilitiesand on to the definitiveadvanced
carc faility, as is appropriate for each individual case and
locale.

The components of an ALS system are ,s outlined here.
ALS B th; more sophisticated and logical progression of BLS,
in which extensively trained 1:ME-Paramedics Can provide true
r uiscitation (LTK) and specific jntervenfive measures (e.g.,
endotracheal or esophagogastric Intubation), intravenous
therapy, seecific cardiac dysrhytlmii detection, and control
with ("'nug; nnd cl?ctrocountrr:ho>*k. These life savings tech-
niques adninisteredby FM J"-Pnmmediicsar; always undertaken,
except in rare circunstances, under the direct control of a
Jdiy _icim or physician-suriogate in contact by woice and EKG
telemetry. Must urban and many metropolitan communities
(over 5%)0j population) hive initiated ihese Al $ prehospital
Iwliil; intensive care unit (MICU) programs am have realized

.amy".i impact on the trauma, cardiac, and other aitical pa-
tiets. In many parts of the country, this increased capability
of caitical care will need to b: developed not only in the
central metropolitan aress, but also, with a further extension
of satellite aritics! care wnits, in outlying community hospitals.
Hu. restructuring and resource development approach will
affect primary and secondary transportation, communications,
and EMS manpower, al of which must b; upgraded to meet
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this advanced leel 8 ey (o parfimlarly in th: prehospital and
interhospita!  phases of development. While most of Lhe
activity in the ALS system is currently in the metropolitan
aress, an appreciation <f the rued for ALS and aitical care
services for the rural and outlying areas isnow developing. A
national goal will be to realize these essatial emergency and
aitial care sarvicss for the rural emergency patient at the
scene and during the long transportation periods lo distant
appropriate treatment fecilities.

It is these li.aith care aspects that must be stressed in EMS
planning and operations with detailed narratives of whit the
emergency care situation is, how the proposed EMS system
will respond to an emergency patient in a certain locale, and
how the patient will be evaluated, treated, and transported to
an appropriate hospital or aritical care wit. -"

REGIONALIZATION OF EMERGENCY
MEDICAL SERVICES

A regioral EMS system is one I8t is geographically de-
scribed by existing natural patient caie flow pattermns. ltmust
b: large enough in sizz ano population to provide definitive
care services to the mjority of general emergency and aritical
patients. Where highly sophisticated medical resources are not
aailable within the region, arrangements must be made for
obtaining these patient care services in an adjoining region.
Various counties and cities will need to be grouped together.
Therefore, the region will tend t be much larger than
previously considered by independent local governmental
operations. ldentifying the regional EMS delivery area, wilh
its artical patient origin and distribution pattems, is the es-
setial isse in defining regional boundaries.

Hie regional EMS operational and organizing unit must at-
tempt to pull together the EMS services within the entire
medical-geographic area. Hse planning and evaluation process
must be las:.! upon sound clinical considerations with state,
local, and interjujisdictioal relationships being maintained.
In these EMS regions the provider elements within the appro-
priate geographical area will need to work together to solve
mutual problems. An EMS Council should be developed with
advisory input into these regional EMS programs and encour-
aged to maintain contact with other local, regional, and state
health and public safety authorities. "Je EMS region must be
contiguous s.Ith the adjoining regions. Regional planners must
recognize that population in the fringe areai of 3 region may
i.ead to develop dual plans and allow for intercommunications
with adjoining regional EMS plans and operations, A coordina-
tionmechanism alsomust liedeveloped between inlnstatc and
i~t: dLitc regios,

the EMS systemmust be integrated through an appropriate
regional organization so that the total EMS resources cx. be
effectively utilized t mect Ihe needs of titi*geopiJphical 1I.Cl.
H.e financial resources of the region must t? sufficient and
mobilized to develop and sustain the EMS system operation.
Hie IMS system must be Interfaced wilh the total health car?
delivery system for the region. H.e EMS system resources
muss be finked ta local disaster organizations in order ta
respond to sporadic high Intensity needs of a natural dissster
within the e, fon i service area av 1adjoining service aress.

t
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EMERGENCYMEDICAL SERVICES
SYSTEM COMPONENTS

"Ine EMSS Act of 1973 requires that plat, dalelopeJ and
systems established, expanded, and improved with funds under
this Act, address the following components.

1) Manpower-An adequate number of health professiorals,
allied health professionals, and other health personnel, in-
cluding ambulance personnel, with appropriate training and
experience.

This means sufficient numbers of all types of personnel to
provide EMS on a 24-h a day hesis, 7 days aweek, within the
service area of the system.

The EMS system must emphasize recruitment of veterans
of th-Armed Forces with military training and experience in
health care fields and of appropriate public safety personnel in
such aress. TllI'emajor manpower elements to be considered are
ns follows:

0 First Responders-fire, police, and other public safety
elements;

0 Communicators-EMS/Resources Dispatcher;

* Emergency Medical Technician-Ambulance (EMT-A);

0 Emergency Medical Technician-Parameclic (EMT-Para-
medic);

£ Registered Nurses-Emergency Department;

0 Registered Nurses—éritical Care Units;

0 riiysician-Emergency;

0 i hysician-Specialty (medical, surgical, pediatric, psy-

chiatry);

EMS Systems Medical Director;

1" .VS Systems Administrator;

0 EMS Systems Coordinators.

o O

2) TrnMitg-Tlii provision of appro’.iite training (includ-
ing clinical training) and continuing education programs which
a) ate coordinated with other programs in the system 3service
area which provide similar training and education and b)
emphasize recruitment and necessary training of veterans of
the Armed Forces with military training and experience in
health care fields, and of appropriate public safety personnel
including: police, firemen, lifeguards, park rangers, and other
public employees charged with maintaining the public safety.

) Cu/rttturttorions-Praviiioni for linking the personnel,
T .ilities, and equipment of the system by a central communi -
cation* system so tint requests for emergency health carc
Services will be handled by a communications fecility which
a) utilizes emergency telephonic screening, b) utilizs or will
utilir; tie iniversal emergency telephone number 911.and €)
sill have ducct communication connections and interconnec-
tions with the personnel, facilities, and equipment of the
system and wills other appropriate emergency medical services
system}.

"lre EMS communications system should include a com-
mand and control center which is responsible for establishing
those communiications channels and allocating those public
tesotiiCes esstial to the most effective nnd efficient IMS
management of the imtnedia®c problem. The center should
have the necessary equipment and feciliies to p*rmit imme-

diate interchange of information essential for the system®s
resource management and control. Tire essentials of such a
command and control center are that a) dl requests for system
response are directed to the center; b) all system response i
directed from the center; and c) dl system liaison with other
public safety end emergency response systems is coordinated
from the centter.

Tin EMS communications system must address 2:cess,
allocation of resources, management (cetral dispatch), and
medical control for BLS and ALS.

In most states a physician must assume legal responsibility
for dl care rendered in an emergency at the scene of an irci-
dent and enroute to the hospital. Such supervision may take
one of saveral forms depending upon resources available and
the configuration of tlie system in a particular area. In most
states, BLS measures are considered to represent emergency
first aid and do not require strict medical supervision although
a physician remains responsible for the training and actions of
nurses and emergency medical technicians rendering such care.
When ALS s required, physician supervision becomes manda-
tory. In most systems, medical supervision sprovided through
tlie aailability of wice communications between a physician
and emergency medical technician in the field. The communi-
cations may rely solely on a telephonic link from the scene of
tie incident to the physician, but usually involves radio com-
munications or a combination of radio and telephone linkages
between the EMT in the field nnd the physician. Although it
is gererally agreed that medical supervision may best be given
by a physician located in ahospital, it isoften not practical
do 0, esecially inrural areas where frequency of utilization of
the emergency rescue service s low, and inhospital physician,
on a 24-h a day hesis are not aailable. In such areas, the EMT
must be patched to the physician, via dedicated phone lires, in
the major hospital within the region.

In most urban aress, medical supervision sprovided through
a cantral base hospital resource. It isemphasized here that itis
quite inpractical in terms of available freguencies and from
the standpoint of expense to have every hospital in an urban
area providing medical supervision to ambulances bring-
ing patients to each of these hospitals. Most importantly,
personnel at each of the receiving hospitals cannot be expected
1o be familiar with th- radio equipment and communications
procedure with resultait communications failures. Further-
more, where multiple users arc sharing a frequency, informa-
tion may become interchanged which may lead lo errors in
diagnosis and treatment. Therefore, fur urban areas it is imper-
ative that tildicil supervision he regionalized and confined
1o one base hospital communication} center as appropriate to
the needs of the area.

Telemetry of biological sigels, primarily of the electrocar-
diogram (EKG) Ims been found to be a useful adjunct to voice
communications especially in the treatment of the acute
cardiac emergency. The absolute need for telemetry of the
EKG will sjry from system tu system, agtin, depending upon
the leel of training of available rescue personnel and the fre-
quency of exposure of such person.id to tie need tomonitor
the 1KG. In programs which use volunteer rescue personrel,
teleretry amore important adjunct th in inprograms



utilizing highly trained full time EMTA
of exposure.

Treatment protocols for each major emergency are an im-

" portent aspect of medical supervision. They provide a besis
for the training of dl KMT"s Sl ifioid the o-Muutsinity for
standardization of training programs cm a regional besis, esteo-
IrIit a medical legl standard of care for the patient with an
emergent problem and, through a standardized approach to
tie patient, facilitate cooperation between rescue personnel
in approaching a given problem and allow for meaningful eval-
uation of training efforts and patient outcome, Such protocols
can be simple or complex as required by the patient type and
will be influenced by such factors as the lewel of training of
available rescue personnel and the length of transport time to
the nearest appropriate medical fecility. These treatment
protocols must be approved by a consensus of area physicians,
based on available national standards and implemented on a
regional besis.,

Hie supervising medical resource fecility must be respon-
sible for notification of the other receiving associate hospital
so that itwill be aware of the problem and what has already
been done in order to expeditiously assume responsibility for
the care of the patient immediately upon arival. Furthermore,
this communications resource fecility should be responsible
for decisions that relate to transportation triege of a patient
10 a special care wnit in accordance with previously developed
patient transfer guicelines and agreements. It should have the
capability of hospital-to heispital communications for the pur-
pose of determining Emergency Department capability and
bed aailability information which isnecessary in effective co-
ordination of patient disposition. Tilere must of course be a
linkage between this regional resource fecility and the respon-
sible unit for dispatching all emergency vehicles.

Tlie conmunications element should include the following.

nth a high frequency

Access providing public interface system to emergency re-
sJurce system:

° 911.

© Altemative single access number .
Resource management function:

© Central Hi>patch.

<+ Coordination of EMS and other public services.
Medical Control:

© Medical communications to hospital

diagnosiis, and treatment.

Hospital to Mobile Unit:

© Basic wice.

© Basic voice/advanced biomedical telemetry.
Hospital to Hospital Unit:

© Basiswice

<@ Relayed biomedical telenetry.

< 1m._pvrutiun-"this component shall include an ad-
equate number of necessary ground, air, and water vehicles
and other transportation facilities properly equipped to meet
the transportation & ! IMS charaveriitici of th: system area.
Su.h wehicles and fecilities must meet appropriate standards
rel.itig to locutions, design, performance, and equipment,
ai | the Operators and other personnel for such wvehicles anil

for triag,

falitiess must me/ appropriate training and experience
requirements.
The elements of transportation should include the follow-
ing.
Ground—Hus;- Life Support Elements:
© Ambulance vehicles meeting DOT/GSA specifications
and including equipment recommended by the Amer-
ican College of Surgeons, HEW/DOT .
© Radio communications providing two-way voice for
vehicle control and for medical contiol and consulta-
tion,
© At lesst two EMT-A Son each ambulance.
© Locations permitting (for 95 percent of al clls) a
maximum ofa 10 min response time inmetropolitan
aress.
© Locations permitting (for 95 percent of al clls) a
maximum of a30 min response time in rural aress.
Ground-Advanced Life Support Elements:
© All elements of a ground Basic Life Support compo-
rent, plus personnel trained to the EMS-Paramedic
leel must address specific clinical itens in medical
service plan.
© Extra communications to provide advanced biomed-
ial telenctry.
© Extra equipment for aitical care procedures.

© Helicopters
-Primary response-unique use depending on geo-
graphic constraints.
-Secondary response, 30-150 mi transport radius.
© Fixed Wing
-Greater response for 150 mi transport radius.
© Water
-Special geographical considerations.
© Snow Mobile
-Special geographical considerations.

5 Facilities-IH component sl include an adequate
number of essily accessible emergency medical service fecilities
which are oollectively capable of providing service on a con-
tiiias (24 h a day, 7 days aweek) lesis, which have appropri-
ate standards relating to capacity, location, personnel, and
equipment, and which are coordinated with other health care
fecilities of the system.

Categorization of the emergency capebilities of hospitals s
an (14) established EMS systems concept [15]. Since the mid-
1%0*s there liss been considerable discussion about the need
foi the categorization of the gereral and specialty hespitel
emergency c.ue caebilities on a regionalized besis. Medical
professionals and organizations and interested health agencies
have recognized and supported the need for adoption end im-
plementation of EMS fecility categorization. Unfortunately,
little pusitise action Ins taken place inmany states at the re-
gional and local leels to implement programs that integrate
the principles of established national categorization guidelines
and that assess the individual hospitals Yme-il and special car:
resources and potentials to effect sound regional EMS system
development.
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"Hie concept of categorization of all emergency care fail-
ities originates from the realization that emergency patient;
have varying magnitudes of injury and illness and that dl
hospitals hav- varying caebilities with which to provide ade-
quate inrtdal and/or cefinitive care. It is also realized that a
categorization program must address the needs of all emer-
gency medical patients and, therefore, deal with the growing
numbers of nonemergent (primary carc), truly emergent, and
critically ill and injured patients. Effective categorization must
inolve all of the emergency receiving fecilities and ascertain
both the gereral (HORIZONTAL) and specialty (VERTICAL)
carc cgpebility for all emergency patients. Categorization
efforts should utiliz the principles of established National
Guidelines and in addition develop statewide criteria for im*
plcmentation on a regional besis (CIRCULAR).

Categorization liss relevance in urban, suburban, rural, and
wildemess aress. The categorization concept will have ad-
ditional significant effects on the utilization of EMS man-
power and other EMS resources by eliminating duplication,
providing additional data and information for improving E.MS
systems development, and should help d.- . the spiraling
oosts of improved medical care, "flichesic purpose of categori-
zation is to identify the readiness and capability of each hos-
pital within a region t receive, diagnose, and treat al emer-
gency patient;, especially those with serious or aitical injuries
or illreses, in an adequate and expeditious manner. Ambu-
lance personnel, law enforcement and public safely officers,
and the public must be knowledgeable of the designations of
the hospitals within the region in order for the system to
op*ntc effectively and selectiwely utilize the appropriate hos-
pital to which aitically ill or injured patients are to be trans-
ported for treatment.

Elements for fecilities consideration include the folloving.

0 Regional categorization with accepted state or na-
tional aiteria with at lesst one Category Il hospital
providing 24 li physician coverage in. thr emergency
department ineach EMS region.

© Regional EMS advisory groups to plan and cany out
the categorization plan. These groups should include
hospital adninistrators, physicians, nurses, other pro-
viders, and health system planners.

© Regional plans for mutual agreement of categories,
use of aitical care wits, systems linkages (transfer
agreements), and resource sharirng.

A twofold isse here B the awilability of aitical carc
service wnits within the EMS region or in neighboring region;.
Specialty car: sarvices should provide an adequate number of
beds in the region or access to aritical carc units in neighboring
area;. An operational plan for utilization of aitical caie units
should be developed, including trained personnel, equipment
and transportation, triae and interhospital treatment proto-
ools. The EMS system should include the development of
professional advisory groups (trauma, bum, cardiac, etc.) to
work with EMS programs to insure that these aitical services
are being appropriately utilized and intenrelate across
political boundaries.

7) Public Safety /1ge/ic/es-Provisions must be rr.ace for
effective utilization of appropriate personnel, fecilities, and
equipment of each public safety agency in the area.

“Effective utilizatio’' means the integration of public
safety agencies into standard EMS and disaster operating pro-
cedures of the regional system. It also includes the shared use
of personnel and equipment, such as helicopters and rescue
boats, appropriate for medical emergencies.

Public Safety agency personnel are most frequently the
first responders to an emergency patient. The EMS system
must therefore work with these agencies to ensure the use of
special equipment, proper training of staff, linked communi-
cations, anJ the development of cooperative operating
procedures. o

8) Consumer Participation-The EMS systemmust make pro-
visions In its system management that persons residing in the
area and having no professional training or experience may
participate in the policy making for the system.

Whille there isno fecerally required percentage of consumer
participation in EMS planning or advisory organizations, rea-
sonable consumer representation should be provided. One
approach would he to inwolve the committee of the advisory
council of the local planning Agency which has consumer

representation.

9) Accessibility to Care-1he EMS system must provide
necessary emergency services to all patients without prior in-
quiry as to the ability of the patient to pay.

"Pie EMS system must not require evidence of the ability
1o pay prior 1o caie for the services of ambulance, hospital, or
aritical care wit.;. The system should provide tie mean; lo
monitor for restrictive measures that may eliminate any person
or group of people from equal quality of services within the

on.
JO) Transfer of Patients -*the EMS system sralll provide for

6)  Critical Cere #mAlhis component recuiires providingransfer of patient; to fecilities which offer definitive follow-

access (including appropriate transportation) to specialized
aitical medical carc wnits. These uwnits should be in die
number and variety necessary to meet the demand; of the
service area. If there were no such capebilities in the EMS
region, then lhe system must provide access to such capabil-
ities in neighboring regions.

Specialized aitical medical care uwnits should include
trauma intensive care centers/units, burn centers/units, spiral
& id cetters, poison control and alcohol detoxification
centers, coronary cue wnits, high risk infant wnits, drug over-
dose and psychiatric centers, and others as appropriate.

up care and renebilitation as s necessary to effect the max-
imum recovery of the patient.

The trarsfer agreement 1; necessary to fecilitate com nuni-
cation and coopciation of key professional providers
(physV_iatu) within the system. Actual letters that describe the
transfer requirements for the critical taiget patients are essen-
il cont"acw of regional EMS development. They not only
open th: radial lires of communications between the physician
in the 0' dying area with a patient problem beyond hiscspabil-
ity t the center physician with the necessary resources, but
they alto sill estzblish the manner anJ mechanism Ly shjMi



aitical patients will be initally (Iu.ited and retransporic”!
through the system. Only through this transfer agreement
method will physicians at varying care capability lewels conic
together and decide mutually on treatment, triege, educa-
tioal, and evaluation protocols.

In urban aress, areawide prehospital treatment and triae
protocols will have to be established by councils of hey pro-
fessional providers for the various specialty patient groups.
These programs will neoessari Iy "bypass" the nearest hospital

as special aftical cases

ﬁc Standard|zed Patlent Recordkeepmg Each EMS re-
gional system ghall provide for a standardized patient record-
keeping system which covers (lie treatment of the patient from
initial entry into the system through his discharge from it, and
shall be consistent with patient records used in fol low-up care
and rehabilitation of tilepatient [17).

"Die minimal patient records necessary for the EMS system
are the dispatcher records, the ambulance records, the emer-
gency department, and aitical care records. In order to fulfill
requirements of evaluation and reports to Congress, certain
information must be awailable t be derived from these
recorus.

© Patient identification information: the records must be
designed so that the dispatcher record, ambulance
record, and emergency department record on each pa-
tient can be compared for evaluation and management
PUIPOSES.-

© Patient access information: How did the patient access
the system (arrive at emergency department)?

© Timing of ambulance servicess: response time, time at
scene, and trael time to hospital.

» Patient condition: at scene, upon armival in emergency
department, and caritical care unit.

0 Patient treatment: at scene, during transport, in hospital.

© Patient diagnostic and treatment sarvicss: at emergency
department, in hospital, and aitical care wnit.

© Disposition of patient: discharged, referred for out-
patient care, referred to another hospital, admitted,
died.

© Condition of patient: at discharge from emergency de-
partment, in hospital, and aitical care wnit.

12) Public Information and Education-Tlie EMS system
ghall provide programs oT public education and information
for dl people in the area so they know about the system, how
1o access it, how to use it properly, ait! lio'v to pay for it
Successful systems operation depends not only upon th: or-
ganizers, but also the participants. Continued support, partic-
ularly in the arena of competition for dollars, requires coin-
rriwty commitment. To secure that commitment, the EMS
Jyslv 1 must keep its public informed. Programs should
stress the general dissemination of information regarding ap-
propriate method; of medical selelp and firstaid and the
awailability of CTR training programs, and other preventive

oriJ:Lnfsd resources. , )

1) Independent Review and Evaluation -Each EMS system
must provide for a) periodic.comprehensive, and independent
review and evaluation of the extent and quality of the cmer-

goncy health care g..vio& providea in the system 3 service area
and b) submission to the Secretary of the reports of each such
review and evaluation.

It is intended that such review arid evaluation be periodic
2nd comprehensive so that changes in emergency health care
can be determined. Tlie evaluation should be conducted by a
qualified organization other than the grantee project personnel.

There & no intention to require sophisticated 2nd expen-
sive research oriented evaluation from funds granted under
Sections 1203 and 1204. What s required i; that persons not
associated with the project conduct a review and evaluation of
the extent and quality of the services provided. As aminimum
the reviewer should have available:

© a description of Ihe EMS resources, capability and per-
formance measures at the start of the period being
evaluated;

© a description of the interventions brought about during
the period teir.clude both clinical and EMS componen K;

© a description of the EMS resources, capability, and per-
formance measures of the period being evaluated;

© clinical output or impact evaluations of death and disa-
hility should include the clinical patient target groups.

14) Disaster Linkage—The EMS system must have aplan to
assure that the system will be capable of providing emergency
medical services in the system®s service area during mass casual-
ties, natural disssters, or national emergencies.

The EMS system snot the regional health disaster organiza*.
tim. It is the emergency medical program that will work with
other agencies during a dissster to provide emergency med-
ical care. Tire EMS system must have links to the local, regional,
ard state dissster plans, and participate in exercises to test
disaster plans at leest biannual ly.

15) Mutual Aid Agreements-Each EMS system must pro-
vide for the establishment of appropriate arrangements with
EMS systems or similar entities serving neighboring aress for
the provision of emergency medical services on a reciprocal
besis where acoess to such services would be more appropriate
ati effective in terms of the services aailable, time, and
distance.

Arrangement among EMS regional systems and similar en-
tities serving neighboring areas must be written agreements,
signed by individials authorized to act for the respective
parties with reject to such agreements, and reviewed and
r-evaluated at lesst once a year. Such agreements should
cover the exchange of seivice coverage, communication link-
age, licensure and certification, and reimbursement.

EMS SYSTEMS MANAGEMENT

National experience wilh public and private fund; has dem-
onstrated that a few strategic factors are paramount "o success-
ful operation; and management of an EMS system el fort. Tlie"
following elements must be addressed in order to develop and
maintain an integrated total EMS system.

© Action Pian for EMSS Aren-A comprehensive and de-
tailed and progressive plan must be created for establish-
ment, oprration, and expansion of the EMS system.
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© Lead Agency-A lead agency must be identified as Ihe
responsible operations wnit for lbe EMS system includ-
ing grants management control and operation; co-
ordination of the inwlved community and regional
organizations and resources.

« Financial Support-Appropriate means of finacial sup-
port for infdal and continued EMS operations must be
considered. Such finacial support may be derived from
various Federal programs, state and local funds, general
revenue sharing funds, third party payments, and direct
payments from patients.

The intent of the EMSS Act isto fund EMS projects on a
nultigovernmental and multicoinmunity besis. At the present
time there are a few regions in the country where an "ideal”
appropriate regional health authority exists. Such an organiza-
tion or special health consortium must be developed usually
with reliance on the established state healrh office (or major
Metropolitan Health Agency) with itsestablished management
and regulatory capability for successful program initiation and

support.
EVE LEGISLATION

The Emergency Medical Services Systems Act of 1973
called for “a study to determine the legal barriers to effective
delivery of medical care under emergency conditions," [18].
Tne report of the Committee on Interstate and Foreign Com-
merce of the House of Representatives (H.R. Rep. No. 601,
93rd Cong., Ist Scss. 19 (1973) ) stated that “legal barriers
include situations where existing state laws prevent appro-
priate emergency services as well as situations where the
absence of needed legislation fails to encourage and require
such services." The report described some of the legal bar-
riers which were included in testimony before the Committee,
including: restrictive licensing laws, absence of laws requiring
ambulance personnel to have adequate training, absence of
laws requiring adequate design and equipment for ambtlLncos,
and inadequacies of state "'Good Smaritan™ laws.

The study revealed that tire absence of enabling legislation
at the state leel rather than the presence of specific legislation
provisions which preclude delivery of service, represent the
major "legal barriers” to th* development 6f regional systems
or emergency medical care. Because of this, state legislatures
should enact comprehensive laws to create and control the
many components of the areawide emergency medical services
system. State legislation should address the following aress:

© Definition of an areawide EMS system.

© Creation of a state governmental unit to plan, develop,
and coordinate EMS activities in the state, emphasizing
areawide systems with intcrsystem cooperation and in-
cluding interstate cooperation.

© Ambulance servicss, including licensing of ambulances
and ambulance services; standards for vehicle design,
equipment for medical care and for communication;
and personrel.

© Personrel, including definition of categories of personnel
inolved in EMS, training, and certification require-
ments, ar+! eqlicit definitions of which services the

Hi

various categories arc authorized to ;»erform under
specific circunstances.

© Emergency medical failities, including a requirer-nt
for participation in areawide systems and a require:: it
for systemwide categorization of hospitals by the leel
of care they can provide.

VO "Good Samaritan" legislation.

© Responsibility for providing care, including responsibil-
ity of tlie gereral public, health professionals, ambulance
services, and hospital emergency fecilities.

© Financial resporsibility for care, definingwho s respon-
sible for paying for care provided.

National program effortswill focus on how 1o assist state legis-
latures in implementing such legislation that will encourage the
development of regional EMS systems. The EMS system will
be enhanced and placed on more solid foundations by the
enactment of adequate EMS legislation by state legislatures.

EMS SYSTEM EVA LUATIQN

At this time it ks impossible to determine how many lives
are being saved and the amount that disebility isbeing reduced
because of EMS systems. To date, evaluation of the emergency
medical care programs have been geared toward the survey
approach, resouices documentation, and data on subsystems
(e.g., transportation, training, efc.). Essential data must be ob-
tained to evaluate the clinical effectiveress of regional EMS
systems. There must be developed new methodologies for
"tracking””and evaluating emergency medical care for specific
patient groups, eg., trauma, bums, etc., within the system.
These anal ;%es will allov programmatic decisions as to the
appropriateness of utilization of facilities, personnel, equip-
ment, clinical treatment, and cost effectiveness.

Tlie following should be the besic ingredients for the devel-
opment of an evaluation strategy. It i appreciated that at
present the “'state of the art’” of systems evaluation is rather
primitive across the country.Thisis consistent with the relative
development stage of most EMS systems at this time. As EMS
projects grapple with the multiple components and organiza-
tional changes, they must also comprehend the basic precepts
of evaluation methodology [19].

The following arc besic to an evaluation strategy.

a) Development of a descriptive rarrative of the organiza-
tion 3 operational components, ami “clinical systems™ design
and implementation. A key evaluation task for each program
will be that of the narrative description of the relative systems
changes implemented and perceived as the EMS system
develops. This essential evaluation component cannot be over-
looked and 1. essetial fur subsequent steps b), ©), and d),
described below.

b) Stiuctut.il amalysis and resource development. In this
area one mu.t describe some of the key Implementation
aspects (radio-irstalled, ambulances placed, etc.) that ate vell
identified phonemena of an EMS program. These will be
necessity in the area of organization and management, at
lesst the six clinical tracer and impact groups, and at lesst one
parameter for each of the fifteen components.

This inventory assessment will describe these key structural
phenomena and provide some guidance as to tiH quality of
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c.tth parareter, (implementation u. Jll,diqoatch, categork F
li). Much of this data will include resources data for
program information sources. Of these parameters within each
of these areas some will be of state or national signifiance.

©) 1:MS activities or processes. Those structural components
now implemented (g.g-, conmunications, 911dispatchers, am-
bulances. trauma wnits, etc.) dl have activity leels which can
be counted using operations data; for instance, counting
trauma victims admitted to a specialized designated trauma
wit, or the numbers of calls via the 911 access number. With
this approach even during the initial years, a program will be
capable of monitoring tie very besic process elements of the
system and will be able in future years to develop ratics,
indices, and correlations among or between systems
components.

Kates of utilization and appropriate clinical and cost bene-
fit data can subsequently be developed. Section c¢) will also
have some parameters of national significance but more im-
portantly this data will be most useful to the actual operation,
management, and development for each system.

Again, this type of basic information B necessary and
relates to section d).

d) Patient outcome and program impact. In this section,
aitical clinical questions must be enunciated in the evaluation
strategy, and the evolution from simple to complex evaluation
approaches will parallel each system"s growth and maturity.
There are at lesst four types of impact evaluation essential t©
documentation of a comprehensive and successful system.

. I. Compliance studies. As the program narratives are de-
veloped (section &), resources developed (section b), and
activity leels counted (section ©), the effect of these on carit-
ical patient groups will be seen. Tlie care of a patient at the
scene, transport to a fecility following a described program
narrative (e.g., attical major trauma, sent to a trauma center)
can be counted at the center and with surveys for similar pa-
tiets in nondesignated fecilities will give patient "fit" or
compliance to a prior "care system" st. The fust such patient
and all subsequent patients “test’ the system in this tracer
method.

In the initial years of most programs, this simple analysis
is possible- and will relate in patient “'systems' compliance and
Iiter outcome effectiveness.

2. Death and disshility impact can be measured by na-
tioal norms, peer judgments, or using newly developed
indices or morbidity.

Interest here will obviously be along tie lires of hard data
(eg., Ines, deaths), and these can only be attributed lo the
system”s effectiveness it in fact the patient was responded t©
and "processed" appropriately through the system according
1o established protocols,

3. As EMS systems mature, studies of death and disabil-
ity (in regional bases will be possible and necessary to show
that these changes in death risk for a certain emergency are
operative throughout tie entire geographic region. So far only
two such papers have appeared in the literature.

4. And firally, the evaluation of treatment effects, ther-
apy altematives program options, phases of implementation.
5nd other experimental studies, will be possible in regional
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programs astlie 1l  of maturity end sophistication progresses,
sound ilLSand ALS systems.

This very besic but progressive evaluation strategy will pro-
vide a graduated experience in evaluations methodology for
newly developing EMS programs.

Peer review has achieved great national importance among
physicians in the United States in the past several years, con-
sequent upon Federal legislation mandating PSRO and hospital
quality assurance programs. Emergency metical care also re- .
quires peer review, not only from the standpoint of physician
performance but also with nursing and EMT-A and EMT-Para-
medic persomrel. Professioral and paraprofessional alike
should critique the delivery of treir specialized serviceswithin
Lhe system on a regular besis. Likewise, emergency room per-
sonnel have n resporsibility. o review overall performance of
their colleagues, in order to upgrade care, identify deficiencies
in training or equipment, and to rectify any errors which in-
evitably will creep into the EMS system.

DEVELOPMENT OF REGIONAL EMS SYSTEMS

During the first two years of the Program, 235 of the 3CO
state designated EMS Regions have received funding under
the Emergency Medical Services Systems Act of 1973. One
hundred and ten of these regions, serving a population of
77 000 000 are in some phase of operational development:
83 are developing a BLS capability under Section 1203, and
27 are developing an ALS capability under Section 1201. In
addition, 125 regions covering a population of 87 500 CCO
have prepared plans for the development of regional systems
under Section 1202.

A year-by-year summary of activity folloss.

Fiscal Year 1974

Eighty-five grants covering 126 regions and serving a
population of S3 200 000 were awarded in tlie amount of

S1 7000 000.
Sceiion Number of Dollar Popullation
of Act Chents P.nHay Amount Served
1202 53 0 S 2250 000 6.1CG0 000
1203 2 27 104C000U 12,900 000
1204 il 9 4 350 000 6 309 U00
Total & 16 5 17000 060 83 200 000

Fiscal Year | )75

One hundred and sixteen gratts, covering 174 regions and
serving a population of 121800 COO were awarded in Ihe
amount of S$3? 2428 »» |

L R

Section Number of Dollar Population

of ct Crants itgiot Amount S Tved
1202 %6 & J 4617 BOO $74C0 000
120 47 66 19500 000 46 200 000
120* ] 2 8 125009 18 200 COO
Total 126 174 J32 712 Q0 121 SCOC00
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Extensions were also approved during fisal year 1975 for IS
regions that were awarded grants in fisal year 1974: 17 under

Section 1203 and 1under Section 1204.

Fiscal Year J976

Fifty two grants covering 63 regions and serving a population
of 44 1C0 GOO were awarded in the amount of 529 115 300.

Section Number of Dotdar Population
ofAct Crania Rchioni Amount Served
12031 4 5 521 835475 35700 000
1(2)1(3 d 12 721335 8400 000
T 52 63 $29 115 300 44 100000

Because of constraints in the current Act, no new regions will
be planned or new systems will begin operations during fisal
year 1976.

Training

Section 776 of the Act provided funds for training dur-
ing fisal year 1974 only. Under this section, 76 grants and 2
contracts were awarded in the amount of SS 666 869. These
awards provided training for 36 350 individuals:

Disciplire Number of Trainess
EMT (Besicand Advanced) 25000
Emergency Department Nurses 4000
Emergency icians 1200
EMS Admini inators 5 Clgg
Other
Totat 35330

Under other authorities, the Health  sources Administration
continued to fund applications for EMS training during fisal
year 1975. They awarded 9 grants in the amount of 5813 191
under Section 77.7, health professions special grants and con-
tracts, and 39 grants in the amount of S4 432 492 under
Section 792, grants to improve the quality of training for
allied health professions.

Research

In fisal y.-ar 1974, five grants and 14 contracts were
awarded in the amount of S3 311 GOO under Section 1205.
In fisal year 1975, 14 grants and four contracts were awarded
in the amount of $4 444 474 under Section 1205. These
awards supported research in the four major categories de-
scribed in Section 1205 ().

Category Dollar Amount
I Medical Techniques SI C22 766
Il. Methods 3957975
. Device* 2 1H1375
V. Mrry 872476
Total S7 TA 474

" ftndinj limited lo vreor.d year uaordr under Section 1203, and
fintand second year awards under Section 1204,

| 13
DISCUSSION

The time lies coine in this country when a strong positive
force must coordinate all of the excellent, well developed
medical resources and awailable technology to impact upon
and improve patient care services for al emergency patients.
Tne EMS problem was identified in 1966 by the National Re-
search Council in “Accidental Death 2nd Disability: the
Neglected Disease of Modern Society,””[20] and B now an
accepted soluble nationwide medical problem.

The heretofore frequently isolated islads of excellence
have often been separated by areas of confusion and fragmen-
tation into single component emergency care efforts. In ad-
dition, there are many communities where emergency care B
poor because of disarray, even disrepair, in terms of providing
a system of emergency care, especially in the rural, tiewil-
dermess, and imer city aress. Previous local, state, and
Federal initiatives have addressed single components or those
parts of a system that seemed to represent the most acute
2nd obvious need at the lime. It isnow apparent that a system
must include dl of the 15 components and isno more effective
than its weakest lirks. Further development of one or two of
the chosen strong links will not make the chain stronger and will
not create a better system of care for the critically ill I} injured
victim. The "nonsystems"" approach Ins been due toacombina-
tion of local ignorance, provincial prerogative, and lack ofguid-
ance by the Federal Government. The passage of the EMSS Act
cf 1973 now provides an opportunity to establish health prior-
ities for emergency medical care at the local, regioal, state,
and national lewels of our society, and to foster the develop-
ment of a comprehensive and sound EMS systems approach
that will affect all communities, especially the rural, the eco-
nomical ly depressed, and the medically underserved aress.

ORGANIZATIONAL KESPONSIBILITIES .

It isnow quite obvious that an EMS system tnuil incorpo-
rate a certain well identified and credible organisational unit
10 coordinate al of the various provider, community, and
governmental interests. This unit must lie the focal point fir
ensuring the system®s integration from a systems aocess, a
first responder”s identification [i], communications coordi-
nation, patient transportation (primary and secondary), initial
hospital, aritical carc fecilities as vell as linkages into rehebil-
itation. Wiiiie no individual organization has tile responsibility
for dl of these components, the operations wnit must coordi-
nate these many activities or the EMS system and must
represet the professionally and publicly supported EMS
Services Council for policy development, advice, grievances,
and resources utilization.

CRITIQUEOF EMERGENCY AND CRITICAL
CARE DELIVERY

it B now vell recognized that patients .ire still being lost
unnecessarily because of systems failure, not simply because
of n.gleet of injuries or severity of medical problem:, Prior to



current trends in management, mar. emergency Cases were,
more or less justifiably, treated conservatively because of the
attitude that they were too “Sick" t©© get well. Now that vell
established techniques of resuscitation and emergency medi-
cine and surgery have been disseminated, an extremely
aggressive approach in prehospital and hospital care phases
is being shown to salvage Iives. This sophisticated, aggressive,
and coordinated approach to emergency caie B not without
significant cost and demands in terms of emergency medical
services resources, especially manpower. Only by a consolida-
tilm of experience, persomrel, vest medical resources,
operating rooms, intensive care, X-ray, blood banks, etc., on
a tegional besis can such a program be developed and sup-
ported by the civilian community.

The concept of adequate emergency medical care requires
an organizational responsibility which provides sound planning
for the prehospital and hospital aritical care servicss; and must
engender community and region wide patient triage with vell
established, practical, and refined medical care plans tint in-
wlve the care at the scene during transportation, in hospitals,
and aitical care phases of patient services. The whole aggres-
sive systems approach must be without weaknesses or ggs,
and continually needs to be reassessed and evaluated to assure
optimal gperation.

FEDERAL INVOLVEMENT IN EMS DEVELOPMENT

A large body of representatives from the many interested
professional medical and health groups appeared in Washing-
ton in 1971, and testified at the Congressional Hearings on
tie Emergency Medical Services Systems Development Act
of 1972, unanimously supporting the aitical need for im-
provement of care of emergency patients. They also indicated
that such care should and would be improved by the systems
approach. Much of this testimony was given by witnesses
from organizations v ho stated that they were convinced that
the following pertains. “An environment now exists in the
nation for the development of comprehensive total emergency
medical services systems on a regional and statewide besis.
The lac?; of provision for emergency illress, accidental death,
fad disbility can no longer lie classified as an insoluble
health problem, as medical expertise and technology are avail-
able in this country which can essily be applied to this
previously neglected situation.” The essence of the opinions
and precepts stated by thoic interested in the national EMS
problem was that the “feglected disease of modern society™
could now be effectively handled by efficient utilization of
expert care principles and by organizing and improving, in
each community across the nation, the existing and developing
EMS resources and care c ipghilites. It was obvious that Fed-
eral .lirg; lion v/ould be an essential catalyst for a national
LM3 s/Jems development program.

This organized systems approach to th; care of emergency
victims has been proven already in some aress. It has alo
been prov.n that by sucli a systems approach, amore effective
retum on the current and future investments of Federal dollars
can be anticipated.

EMS AS A COMP .ENT OF THE TOTAL HEALTH CARE
DELIVERY SYSTEM

The coordination of established medical services and public
safety efforts brings the emergency medical care program to an
interface with community service activities heretofore outside
the scope of established mediical practice. Community involve-
ment by 2 wide spectrum of the public, private, and govern-
mental ettities gives an emergency medical service system a
new dimension to health care that has not previously been a
major consideration in American medical practice. An ad-
ditional result of the tegional EMS system effort will be the
demonstration of how other essential nonemergenl health serv-
ices and programs might be stylized similar to EMS on a
geographic and service demand besis. Some experience already
suggests that programs such as blood, organ transplantation,
and retebilitation servioss as well as quality assurance pro-
grams might be enhanced by regional systems models.

The national EMS system effort will improve the quality of
care for the aitically injured and il citizens across the country.
Due to isunique daracteristics, emergency medical care pro-
Vvides a rare opportunity for experience in many other phases
of health care celivery. It i anticipated that the “ripple
effect” in the EMS effort may extend beyond the limits of
acute care phases lomany functional component aress.

Tlie success of any EMS system is dependent upon the
wisdom of its leadership and appropriate integration of re-
sources, operations management, and firencial planning into
an effective program. Tie major task of the Division of Emer-
gency Medical Services is to provide current and timely tech-
nical assistance and guidance by communicating results of
lessns leamed from established .ad ongoing operational
EMS projects.
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DOX 2170
SITKA. ALASKA 99835

TELEPHONE 747-800%5
747.6370

Representative Steve Cowper, Chairman
House Finance Committee

Pouch V
Juneau, Alaska 99801
May 3, 1978

Dear Representative Cowper:

At a Board meeting held on April 29th, the Southeast Region Emergency
Medical Services Council carefully reviewed HB 897, appropriating funds to
Health and Social Services for emergency medical services; CSHB 896, concerning
EMS regulations; and SB 535, authorizing exercise of emergency medical
services by municipalities outside the city limits.

At their direction, 1 am writing to express the Board"s unanimous
support of SB 535 and HB 897. Additionally, they unanimously agreed to
support CSHB 896, but recommend that section 18.08.080 Cc) 1in its present
form is too restrictive and should be revised to read:

"No registered nurse or licensed practical nurse who escorts a patient
may be liable for civil damages...." deleting the phrase "in an
aircraft not equipped as an ambulance".

The Southeast Region Emergency Medical Services Council agrees that
all three bills will, if enacted, serve to overcome present difficulties in

the EMS field and thereby urges you to vote for their passage.

Yours truly,

Laurel Parker
Executive Director

LP:ms
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"An Act relating lo emergency medical services."

House Bill No. 8% does several things:
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Amendments 1o HoyV. Bill 896 proposed by the ft, partment of
Healt agocraLi Servlrjces Proposed by P

[1)8 0S, 02?2 ISSUANCE OF CF TIHCATES, The department shall
rescrr g/regtrhatron 4 course OF raining of .0INer fequireme ts
Oﬁre ursrt the Issuance of certjricateS which provide for the

owing:
certifies that a person meets tlie training and other re-
quireme uapmenzesqency medical teciinician:

an’ emer medica tecrrnrcran certified
der H(r chapter 1o rovrde ﬁnrde¥ the written.or oral Srrecéron
cerz %flccrgn those a vanced ITe support services enumerated on
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rcal S rv ce certr
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2. Page 1, lines 24 to 28 are deleted and replaced with the following:

Sec, %8 08 2. CERTIFICATE R %U % erson maX
represelnt nor ma angenc uSiness repr sent an agent
p ﬁn}o ee 0 a t apen og Sin si\as an emer n]cg medical
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. this chapter.

3. Page 2, line 7 is amended to read:

%eg)tlon dpes not preclude liability for civil damages which is tlie

4, Page 2, line 27 is amended to read:
"(5) the physician has secured a prior written agreement from the"
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Page 3, lines 7 to 13 are deleted and replaced with the following:

dva ced I| e support services" emer ency care
unél n d[?p (? y

hg% mvlgetdarc not I|m e o ca?cri?ac d%efr?] [Iat% ol
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muscu? therapy, or use oF oP unctive v ntmatlon (Eewces
Page 3, line 18 is amended to read:

"(9) "emergency medical care" means the services utilized"

Page 3, line 21 is amended to read:
"psychological illness or injury™"

Page 3, line 22. Add the following:
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L D ey
emer en?y medical techn
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THE LEGISLATURE OF THE STATE OF ALASKA 1
TENTH LEGISLATURE

FISCAL NOTE

REQUEST
3ill/Resolution No. CSHB 896 .
Title An act relating to emergency medical services

Requested bv Representative Hugh Malone Date  4/18/78

I. FISCAL DETAIL
Agency Affected Health & Social Services

Program Category Affected. Tiealth
Medical Services

EXPENDITURES  (Thousands of Dollars)

FY 78 FY 79 FYSO Fyst FY82 | FYS3
100 PERSONA1 SFRVICTS \ \ 53.0 56.2 59.6 1 63.1
700 TRAVFI \ \ 5.6 5.9 6.31 6.7
300 CONTRACTUAL \ \ 4.8 5.1 5.4t 5.7
400 COMMODITIES \ \ .6 .6 71 7
500 EOQUIPMFNT \ \ 2.2 -0- -0- 1 -0-
600 LAND K STRUCTURES \ \
700  GRANTS. CLAIMS. ETC. \ \\
\ 1
TOTAL 66.2 67.8 72.0 76.2
FUNDING  (Thousands of Dollars)
GF.NFRAI FUND 66.2 67.8 72.0 1 76.2
FEDERAL FUNDS i
OTHER (Sreed's i \ \ 1
\ \ -
\
POSITIONS
FULL TIME 2/24 2/24 2/24 1 2/24
PART TIME 1
TEMPORARY 1

. ANALYSIS (See Fiscal Note Preparation Instructions, Section III)

This analysis assumes the responsibility for certification of emergency
medical technicians (EMT) will be delegated to the Emergency Medical
Services Section, Division of Public Health. No fiscal impact is
expected in FY79 as the current staff of the section will assume
responsibility for the drafting and promulgation of regulations and
procedures in conjunction with the State EMS Advisory Council.

It is anticipated that there will be 850 certifiable personnel. Based
on high turnover of volunteer EMT"s and projected expansion of ambulance
services, it is further anticipated that approximately 20 EMT courses
will be required annually. Certification should occur upon completion
of the course. The fiscal note therefore provides for a training co—
ordinator position and travel beginning in FY80 to administer the
certification exam (both written and practical) throughout the state

IV. DATE. 4/20/78, PREPARED BY f jnnmi<! D Scott-
AGENCY _KgfiXrj. fiCy Miulir.nl .SttjJrj.s-

Original:  Legislative Finance PHONE -A65-30.22

cC: Budget and Management

Prime Sponsor (First Legislator Named)

33-001  (Rev. 12/77)



in coordination with courses being conducted. The coordinator w ill
also evaluate course content and instructors in terms of the minimum
training standards to be established in the regulations. A clerk
typist position w ill be necessary for clerical support and maintaining
certification records. The position w ill be located in Anchorage,
which is the location of the statewide EMT training program being
conducted on an itinerant basis through a grant to the Southern Region
EMS Council. It's central location also reduces travel costs.

A detailed analysis of expenditures is attached. Inflation is com-
puted at 6% per year beginning July 1, 1979,



Personal Services

Training Coordinator, SR 18
$2156/mo x 12 = $25,872
FICA 1562 Benefits 4463
He th Insurance 986

Clerk Typist Il

$1092/ino x 12 = $13,104
FICA 793 Benefits 2260
Health Insurance 986

6% inflation factor

Total Personal Services

Travel

Travel to 20 locations to administer
exam at an average cost of $260 per
trip. Average includes air fare to
bush communities and mileage to areas
around Ai.chorage as well as three
days per diem.

20 trips x $260 x 6 inflation

Contractual

Communication: phone, postage etc.

100/mo x 12 mo
Printing and Advertising: forms & notices

Rent 140/mo x 12
6. inflation factor

Total Contractual

Commodities

General O ffice consumables $50/mo
Equipment

Desk, secretarial

Chair, secretarial

File cabinet w/lock

Typewriter

Chair, executive

Desk, executive
Bookcase

Total Equipment

$ 32,883

17,143
3,001

$ 53,027

$ 5,512

600

$ 362
85
213
192
85
350
75

$ 2,232



THE LEGISLATURE OE THE STATE OF ALASKA
TENTH LEGISLATURE

FISCAL NOTE.

REQUEST
Rill/Rcsolution No. HR ft%
a emergency medical services

Requested Date. 4/17/78

II.  FISCAL DETAIL
Agency Affected Commerce and Economic Development.
Program Category Affected PnhTir Prrtr-rt-inn
Budget Request Unit(s) Affected Regulation and licensing nf Professions

EXPENDITURES (Thousands of Dollars)

FY 77 FY 78 FY 79 FY 80 FY 81 FY 83
JO0  PERSONAL SERVICES \ oL 1B.fi 10.7 20.9 22.1
200 TRAVEL \ \ 0 0 0 0
300 CONTRACTUAL \ \ 6 2.1 2.0 3.1
400 COMMODITIES \ _\ o 2 2 2 2
B0  1-0LTPMINT \ \ 1.5 n 0 0
600 LAND A STRUCT URES \ \ n
700  GRANTS. CLAINMS. ETC. \ 0
\ Nogrvg - =?22h . awf 254 .
TOTAL
FUNDINT.  (Thousands of Dollars)
GENERAL FUND 20 22 fi 21.n 25 4
FEDERALILNDS
OTHER (Snecifv)
POSITIONS
£1111 TIME Y2... 1/12 1/1? 1/12
PART TIMI
TEMPORARY

I1l. ANALYSIS (See Fiscal Note Preparation Instri ctions, Section 11l)

This analysis assumes the responsibility for personnel certification will he delegated to
QimCte0 by tho Lgpeslature. If & 1S not, no fisc@li nijizcb is bxperbkbd. Tiraveli furidiing
is not requested as it is further assumed Health and Social Services will fund hearings
and facilities inspections. Inflation is computed at 6% per year and the effective date
is presumed to bo July 1, 1973. Health arid Social Services has estimated certifiable
personnel at 850. Twelve man months funding is requested based on this estimate. A
detailed analysis of expenditures is attached.

IV. DATE 5Z1R773. _PREPARED IlIY -SHARON-AiTUiO

AGI NCY  Of.CIJiVbIICINAULICCNSINC-
Original:  Legislative Finance PIIONE  /JGL=21»3%
cC: Budget and Management

I'tlmc Sponsor (First Legislator Named)



PERSONAL SERVICES

Occupational Licensing Examiner I, R-10
Benefits = 2,472; FICA = 867; Health Insurance = 986

CONTRACTUAL
Communications: Postage, phones, tolls, etc.
Printing and advertising: Forms and notices

COMMODITIES

Office and Library Supplies: General office consumables

EQUIPMENT

Desk - secretarial with typing extension
Chair - secretarial

Utility table

File cabinet-five drawer legal with lock
IBM Selectric Typewriter

14,328
4,325
18,653

1,040
1,500
2 ,"540

200

362
85

95
213
792
1,547



THE LEGISLATURE OF THE STATE OF ALASKA
TENTH LEGISLATURE

FISCAL NOTE.

I.  REQUEST
Bill/Resolution No. HB 896

Tjtlc An Act relating to Emergency Medical Services
Requested hv  House HESS Committee Date l/in s

Il. FISCAL DETAIL
Agency Affected Health nnd Social Services
Program Category Affected Health

Budget Request Unit(s) Affected Cert ifirat ion and l.i-ensinn

EXPENDITURES  (Thousands of Dollars)

FY 78  FY 79 FYSO  FY St FY 82 FY 83
100 PERSONM SERVICES 34 .8 36. 8 39_& nJ
200 TRAVEL 5.3 5,0 5. fi.?
600 CONTRACI1DAI
400 COMMODI 1S
500 EQUIPMENT .4 -0- -0- -n-
600 LAND K STRUN L"RES \
700 GRANTS. CLAIMS. ETC. \
\
TOTAL 40.5 42 .4 45.0 47 .6

FUNDING  (Thousands of Dollars)

QFNFRAI FUND 40.5 7.4 4S.nl A7 fi
FEDERAL FUNDS I
OTii 11K (Specify 1

POSITIONS

Fill I TIME 1/12 1712 . 17123 V... .

PART TIME
TEMPORARY

HI. ANALYSIS (See Fiscal Note Preparation Instructions, Section 117)

This analysis assumes the rcsponsiblity for certification of
ambulance services will be delegated to the Certification and Licensing
Section, Division of Public Health. It is presumed that this function
will begin July 1, 1971) following development of regulations by the
Emergency Medical Services Section and the State Emergency Medical
Services Advisory Council. Travel to inspect 10-45 ambulance services
will be combined with inspections of other health facilities in the
area for more efficient use of manpower and funds. Therefore pro-
jected travel amounts are only half as costs will be pro-rated among
other funding sources within the Certification and Licensing BRU.

A detailed analysis of expenditures is attached.

1/
i--vis/ . .
IV. DATE 4/12/78 _PREPARED BY 1JilhOpiall > s.co-LL.
AGENCY  JluMLalL-Lin1T1 b —IIif
Original: l.egWative Finance PHONE 465-50:7?

cc: Budget and Management
Prime Sponsor (First Legislator Named)

33-001 (Rev. 12/77)
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THE LEGISLATURE OF THE STATE OF ALASKA
TENTH LEGISLATURE

FISCAL EQ"CE.

. REQUEST
Bill/Resolution No. HB 896
Title An Act relating to eniergEncy mfdical services—--—-—-——-————— oo
Requested by Health and Social Services Date_ /1/12/78

Il FISCAL DETAIL
Agency Affected  Commerce and Economic Development
Program Category Affected Pnhlic Prot-ort-inn
Budget Reguest Unit(s) Affected Regulation and Ir.pnsing of Professions

EXPENDITURES  (Thousands of Dollars)

FY 77 FY 78 FY 79 FY 80 FY 81 FY 82
100 PERSONAL SERVICES \ \ 18.fi 19.7 20.9 22.1
700 TRAVEL \ \ 0 0 0 0
100 CONTRACTUAL \ \ 2.6 47 2.9 1
400 COMMODITIES N \ 2 ) >
soo  EOUIPMENT \ \ 1.5 Q.. 0 0
600 LAND ft STRUCTURES \ \ n
700 grants!TTAIMTEi IV \ \ n

\ ..2.9. 2.4 24.0 254
TOTAL

FUNDING  (Thousands of Dollars)

general fund 22 9 2.1 24.0 25.4
FEDERAL FUNDS
OTHER (Srecifv)

POSITIONS

FULL time: 1/12 1/12 vz _ 1/1?
PART TIME
TEMPORARY

lll. ANALYSIS (Sec Fiscal Note Preparation Instructions, Section III)

This analysis assumes the responsibility for personnel certification will be delegated to
Commerce by the Legislature. If it is not, no fiscal impact is expected. Travel funding
is not requested as it is further assumed Health and S%cial Services will fund hearings
and facilities inspections. Inflation is computed at o per year and the effective date
is presumed to be July 1, 1978. Health and Social Services has estimated certifiable
personnel at 850. Twelve man months funding is requested based on this estimate. A
detailed analysis of expenditures is attached.

Iv. DATE *112JJ3 PREPARE

AGF.NCY —OCCU2AT ICHfiA—E1 CEUSUIG.
Origirel: Legislative Finance PHONE __ 405.-2535.
ac: Budget and Management

Prime Sponsor (First Legislator Named)

3.1 001 (Rev. 10/70)



PERSONAL SERVICES

Occupational Licensing Examiner 1, R-10
Benefits = 2,472; FICA = 867; Health Insurance = 986

CONTRACTUAL

Communications: Postage, phones, tolls, etc.

Printing and advertising: Forms and notices
COMMODITIES

Office and Library Supplies: General office consumables
EQUIPMENT

Desk - secretarial with typing extension
Chair - secretarial

Utility table

File cabinet-five drawer legal with lock
IBM Selectric Typewriter

14,328
4,325
18,653

1,040
1,500
2,540"°

200

362
85

95
213
792
1,547



THE LEGISLATURE OF THE STATE OF ALASKA
TENTH LEGISLATURE

FISCAL MTE .

I. REQUEST
Bill/Resolution No. HB 896
Title An Act relating to Emergency Medical Services

Requested bv House HESS Committee Date 4/1078

1. FISCAL DETAIL
Agency Affected Health nnd Social Services

Program Category Affected Health
Budget Request Unit(s) Affected Certification and Licensing

EXPENDITURES  (Thousands of Dollars)

FY 78 FT" 79 FY 80  FY 81 FY 82 FY 83

100  PERSONAL SERVICES \ 34.8 5., 8 59. i a1 1

20n  TRAVEL \ 5.5  _ .ii.0 5.9 fi.7
300 CONTRACTUAL \
400 COMMODITIES \

\ 4 -n- —0— -n-

688 E?\LAJJE)PQAESI\ITTRUCTURES \

700 GRANTS. CLAIMS. ETC. \\
TOTAL 40.5 42 .4 45.0 47.6
FUNDING  (Thousands of Dollars)
GENERAL FUND 40.5 42.4 45.0 47 fi

FEDERAL FUNDS
OTHER (Specify)

POSITION"S
FULL TINME 1/12 112 112 112 -
PART TIME

TEMPORARY

Il. ANALYSIS (See Fiscal Note Preparation Instructions, Section III)

This analysis assumes the responsiblity for certification of
ambulance services will be delegated to the Certification and Licensing
Section, Division of Public Health. It is presumed that this function
will begin July 1, 1979 following development of regulations bv the
Emergency Medical Services Section and the State Emergency Medical
Services Advisory Council. Travel to inspect 40-45 ambulance services
will be combined with inspections of other health facilities in the
area for more efficient use of manpower and funds. Therefore pro
Jectcd travel amounts arc only half as costs will be pro-rated afong
other funding sources within the Certification and Licensing BRU.

A detailed analysis of expenditures is attached.

IV. DATE 4/12/78 PREPARED BY f n iiomai- _D.._S.cqu_
AGENCY Public Health. .EMS.

Original: Legislative Finance PHONE 405-5027

cc: Budget and Management

Prime Sponsor (First Legislator Named)

33-001 (Rev. 12/77)
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Ooriginal sponsor: Health, Education and Offered: 5/11/78

Social Services Committee Referred: Rules
I IN THE HOUSE BY THE FINANCE COMMITTEE
2 CS FOR HOUSE BILL NO. 896 (Finance)
3 IN THE LEGISLATURE OF THE STATE OF ALASKA
< TENTH LEGISLATURE - SECOND SESSION
5 A BILL
6 For an Act entitled: "An Act relating to emergency medical services."

7 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

8 * Section 1. AS 18.08.080 is repealed and re-enacted to read:

9 Sec. 18.08.080. REGULATIONS. The departir-nt shall adopt, with the
10 concurrence of the Department of Public Safety, regulations establishing
il standards and procedures for the issuance, renewal, reissuance, revoca—
©? tion, and suspension of certificates required under sec. 82 of this

13 chapter, as well as other regulations necessary to carry out the pur—

M poses of this chapter.
5 * Sec. 2. AS 18.08 is amended by adding new sections to read:
I Sec. 18.08.082. ISSUANCE OF PERMITJ. (a) The department shall
i prescribe by regulation a course of training or other requirements pre—
18 requisite to the issuance of certificates which provide for the follow—
) ing:
(1) certifies that a person meets the training and other
4 requirements as an emergency medical technician;
(2) authorizes an emergency medical technician certified
23 under this chapter to provide under the written or oral direction of a
2T physician those advanced life support services enumerated on the certi—
25 ficate i
PG (3) certifies that a person, organization, or government
n agency which provides an emergency medical service meets the minimum
28 operating standards prescribed by the department; and
21. (A) authorizes an emergency medical service certified under

-1- CSHB 896 (Finance)



section does not preclude liability for civil damages which is the
proximate result of gross negligence or intentional misconduct, nor
preclude imposition of liability on a person or public agency which
employs, sponsors, or controls the activities of persons certified under
sec. 82 of this chapter If the act or omission is a proximate result of
a breach of duty to act created under this chapter. For the purposes of
this subsection, '"gross negligence"” means reckless, wilful, or wanton
misconduct.

(b) No physician who in good faith arranges for, requests, recom—
mends, or initiates the transfer of a patient from a hospital to another
hospital may be liable for civil damages as a result of arranging, re—
questing, recommending, or initiating the transfer if

(1) in the exercise of that degree of knowledge or skill pos—
sessed, or that degree of care ordinarily exercised by physicians prac—
ticing the same specialty in the same, or similar communities to that in
which the physician is practicing, the physician determines that treat—
ment of the patient"s medical condition is beyond the capability of the
transferring hospital or the medical community in which the hospital is
located t

(2) the physician has confirmed that the receiving facility
is more capable of treating the patient; and

(3) the physician has secured a prior agreement from the
receiving facility to accept and render the necessary treatment to the
patient.

(c) No registered nurse or licensed practical nurse who escorts a
patient in a means of conveyance not equipped as an ambulance may be

liable for civil damages as a result of an act or omission in admini—

stering patient care services, 1if done in good faith and if the life of
the injured or sick person is in danger. This subsection does not

-3- CSHB 896 (Finance)



Original sponsor: Health, Education and Offered: 5/11/78
Social Services Committee Referred: Rules
I IN THE HOUSE BY THE FINANCE COMMITTEE
2 CS FOR HOUSE BILL NO. 896 (Finance)
3 IN THE LEGISLATURE OF THE STATE OF ALASKA
4 TENTH LEGISLATURE - SECOND SESSION
5 A BILL
0 For an Act entitled: "An Act relating to emergency medical services."
1 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:
8 * Section 1. AS 18.08.080 is repealed and re-enacted to read:
Sec. 18.08.080. REGULATIONS. The department shall adopt, with the
10 concurrence of the Department of Public Safety, regulauions establishing
t! standards and procedures for the issuance, renewal, reissuance, revoca—
2 tion, and suspension of certificates required under sec. 82 of this
B chapter, as well as other regulations necessary to carry out the pur—
= poses of this chapter.
5 * Sec. 2. AS 18.08 is amended by adding new sections to read:
B Sec. 18.08.082. ISSUANCE OF PERMITS. (@) The department shall
v prescribe by regulation a course of training or other requirements pre—
B requisite to the issuance of certificates which provide for the follow—
n ing:
20 (1) certifies that a person meets the training and other
4 requirements as an emergency medical technician;
22 (2) authorizes an emergency medical technician certified
3 under this chapter to provide under the written or oral direction of a
A pnysician those advanced life support services enumerated on the certi—
5 ficate j
» (3) certifies that a person, organization, or government
2l agency which provides an emergency medical service meets the minimum
B operating standards prescribed by the department; and
A (4) authorizes an emergency medical service certified under

-1- CSHB 896 (Finance)
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this chapter to provide under the written or oral direction of a phy—
sician those advanced life support services enumerated on the certi—
ficate.

(b) The department shall be the central certifying agency for
personnel certified under (a)(l1) and (2) of this chapter and under
regulations adopted under sec. 80 of this chapter.

Sec. 18/08.084. CERTIFICATE REQUIRED. (a) No person may repre—
sent himself, nor may an agency or business represent an agent or
employee of that agency or business, as an emergency medical technician
certified by the state unless the person represented is certified as an
emergency medical technician under sec. 82 of this chapter.

(b) No person, organization, or government agency may represent
itself as anemergency medical service or ambulance servicecertified
by the state unless the person, organization, or government agency is
certified as an emergency medical service under sec. 82 of this chapter.

(c) No person may provide, offer, or advertise to provide ad—
vanced life support services outside a hospital unless authorized by
law.

(d) No person, organization, or governmentagency which provides,
offers, or advertises to provide an emergency medical service may pro—
vide advanced life support services unless authorized under sec. 82 of
this chapter.

Sec. 18.08.086. IMMUNITY FROM LIABILITY. (@) No person certified
under sec. 82 of this chapter, or person or public agency which employs,
sponsors or controls the activities of persons certified under sec. 82
of this chapter, who administers emergency medical services to an in—

jured or sick person may be liable for civil damages as a result of an

act or omission in administering those services, if done in good faith

and if the life of the injured or sick person is in danger. This sub-

CSHB 896(Finance) -2-
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section does not preclude liability for civil damages which is the
proximate result of gross negligence or intentional misconduct, nor
preclude imposition of liability on a person or public agency which
employs, sponsors, or controls the activities of persons certified under
sec. 82 of this chapter if the act or omission is a proximate result of
a breach of duty to act created under this chapter. For the purposes of
this subsection, '"gross negligence”™ means reckless, wilful, or wanton
misconduct.

(b) No physician who in good faith arranges for, requests, recom—
mends, or initiates the transfer of a patient from a hospital to another
hospital may be liable for civil damages as a result of arranging, re—
questing, recommending, or initiating the transfer if

(1) in the exercise of that degree of knowledge or skill pos—
sessed, or that degree of care ordinarily exercised by physicians prac—
ticing the same specialty in the same, or similar communities to that in
which the physician is practicing, the physician determines that treat—
ment of the patient®"s medical condition is beyond the capability of the
transferring hospital or the medical community in which the hospital is
located;

(2) the physician has confirmed that the receiving facility
is more capable of treating the patienti and

(3) the physician has secured a prior agreement from the
receiving facility to accept and render the necessary treatment to the
patient.

(c) No registered nurse or licensed practical nurse who escorts a
patient in a means of conveyance not equipped as an ambulance may be

liable for civil damages as a result of an act or omission in admini—

stering patient care services, if done in good faith and if the life of
the injured or sick person is in danger. This subsection does not

-3- CSHB 896 (Finance)
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preclude liability for civil damages which are the result of gross
negligence or intentional misconduct.

Sec. 18.08.088. PENALTY. Any person who violates a provision of
this chapter is guilty of a misdemeanor and upon conviction is punish—
able by a fine of not more than $1,000, or by imprisonment for not more
than 90 days, or by both. Each violation is a separate offense.

Sec. 3. AS 18.08.090 is amended by adding new paragraphs to reads

(7) "advanced life support"™ means emergency care techniques
provided under the written or oral orders of a physician which include,
but are not limited to, electric cardiac defibrillation, administration
of antiarrythmic agents, intravenous therapy, intramuscular therapy, or
use of endotracheal intubation devicest

(8) "ambulance" means any publicly or priva-ely owned means
of conveyance intended to be used and maintained or operated for the
transportation of persons who are sick, injured, wounded, or otherwise
helpless j

(9) "emergency medical care" means the services utilized in
responding to the perceived individual needs for immediate medical care
in order to prevent loss of life or aggravation of physiological or
psychological illness or injuryj

(10) "emergency medical technician” means a person trained in
emergency medical care and certified in accordance with the regulations
prescribed under sec. 80 of this chapter]j

(11) "emergency medical service" means the provision of

emergency medical care and transportation of the sick and injured.

CSHB 896(Finance) -4- I



Original sponsor: Health, Education and Offered: 4/19/78
Social Services Committee * Referred: Finance

BY THE HEALTH, EDUCATION AND
I IN THE HOUSE SOCIAL SERVICES COMMITTEE

2 CS FOR HOUSE BILL NO. 896
IN THE LEGISLATURE OF THE STATE OF ALASKA

TENTH LEGISLATURE - SECOND SESSION

IS 3 TN SOt}

A BILL
6 For an Act entitled: "An Act relating to emergency medical services."
7 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:
0 * Section 1. AS 18.08.080 is repealed and re-enacted to read:
9 Sec.18.08.080. REGULATIONS. The department shall adopt, with the
10 concurrence of theDepartment ofPublic Safety, regulations establishing
1 standards and procedures for the issuance, renewal, reissuance, revoca-—
12 tion, and suspension of certificates required under sec. 82 of this
13 chapter, as well as other regulations necessary to carry out the pur—

R

p

20

27

poses of this chapter.
Sec. 2. AS 18.08 is amended by adding new sections to read:

Sec. 18.08.082. ISSUANCE OF PERMITS. (@) The department shall
prescribe by regulation a course of training or other requirements pre—
requisite to the issuance of certificates which provide for the follow—
ing:

(1) certifies that a person meets the training and other
requirements as an emergency medical technician;

(2) authorizes an emergency medical technician certified
under this chapter to provide under the written or oral direction of a
physician those advanced life support services enumerated on the certi—
ficate ;

(3) certifies that a person, organization, or government
agency which provides an emergency medical service meets the minimum
operating standards prescribed by the department; and

(4) authorizes an emergency medical service certified under

-1- CSHB 896



i this chapter to provide under the written or oral direction of a phy-

? sician chose advanced life support services enumerated on the certi-

3 ficate.

1 (b) The department shall be the central certifying agency for

5 personnel certified under (a)(1) and (2) of this chapter nnd under

r regulations adopted under sec. 80 of this chapter.

; Sec. 18.08.084. CERTIFICATE REQUIRED, (a) No person may repre-

8 sent himself, nor may an agency or business represent an agent or

> employee of that agency or business, as an emergency medical technician
io certified by the state unless the person represented is certified as an
i1 emergency medical technician under sec. 82 of this chapter.

i7:1 (b) No person, organization, or government agency may represent
ii% Itself as an emergency medical service or ambulance service certified

m | by the state unless the person, organization, or government agency Iis
ifl certified as an emergency medical service under sec. 82 of this chapter,
io (c) No person may provide, offer, or advertise to provide ad-

174 | vancod life support services outside a hospital unless authorized by

in law.

K" (d) No person, organization, or government agency which providea,
20 offers, or advertises to provide an emergency medical service may pro-
1l vide advanced life support services unless authorized under sec. 82 of
S thi3 chapter.

n Sec. 18.U8.086. IMMUNITY FROM LIABILITY, (@) No person certified
Ti under sec. 82 of this chapter, or person or public agency which employe,
Coll | sponsors or controls the activities of persons certified under sec. 82

of this chapter, who administers emergency medical services to an in-

I jured or sick person may be liable for civil damages a9 a result of an
w act or omission in administering those services, if done in good faith
XL and if the life of the injured or sick person is in danger. This sub-

1 CSHB 896 -2-



section does not preclude liability for civil damages which is the
proximate result of gross negligence or intentional misconduct, nor
preclude imposition of liability on a person or public agency which
employs, sponsors, or controls the activities of persons certified under
sec. 82 of this chapter if the act or omission is a proximate result of
a breach of duty to act created under this chapter. For the purposes of
this subsection, '"gross negligence" means reckless, wilful, or wanton
misconduct.

(b) No physician who in good faith arranges for, requests, recom—
mends, or initiates the transfer of a patient from a hospital to another
hospital may be liable for civil damages as a result of arranging, re—
questing, recommending, or initiating the transfer if

(1) in the exercise of that degree of knowledge or skill pos—
sessed, or that degree of care ordinarily exercised by physicians prac—
ticing the 3ame specialty in the same, or similar communities to that in
which the physician 1is practicing, the physician determines that treat—
ment of the patient"s medical condition is beyond the capability of the
transferring hospital or the medical community in which the hospital is
located;

(2) the physician has confirmed that the receiving facility
is more capable of treating the patient; and

(3) the physician has secured a prior agreement from the
receiving facility to accept and render the necessary treatment to the
patient.

(c) No registered nurse or licensed practical nurse who escorts a
patient in an aircraft not equipped an an umbulan:e may be liatle for
civil damages as a result of an act or omission in administering patient
care services, if done in good faith and if the life of the injured or
sick person is in danger. This aubscccion docs bt preclude liability

-3- CSHB 896
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for civil damages which are the result of gross negligence or inten—
tional misconduct.

Sec. 18.08.088. PENALTY. Any person who violates a provision of
this chapter is guilty of a misdemeanor and upon conviction is punish—
able by a fine of not more than $1,000, or by imprisonment for not more
than 90 days, or by both. Each violation is a separate offense.

Sec. 3. AS 18.08.090 is amended by adding new paragraphs to read:

(7) "advanced life support™ means emergency care techniques
provided under the written or oral orders of a physician which include,
but are not limited to, electric cardiac defibrillation, administration
of antiarrythmic agents, intravenous therapy, intramuscular therapy, or
use of endotracheal intubation devices;

(8) "ambulance"™ means any publicly or privately owned means
of conveyance intended to be used and maintained or operated for the
transportation of persons who are sick, injured, wounded, or otherwise
helpless;

(9) "emergency medical care" means the services utilized in
responding to the perceived individual needr for immediate medical care
in order to prevent loss of life or aggravation of physiological or
psychological illness or injury;

(10) "emergency medical technician” means a person trained in
emergency medical care and certified in accordance with the regulations
prescribed under sec. 80 of this chapter;

(11) "emergency medical service" means the provision of

emergency medical care and transportation of the sick and injured.

CSHB 896 -4-



Introduced: 3/20/78
Referred: Health,Education &
Social Services and Finance

BY THE HEALTH, EDUCATION AND
IN THE HOUSE SOCIAlI SERVICES COMMITTEE

HOUSE BILL NO. 896
IN THE LEGISLATURE OF THE STATE OF ALASKA
TENTH LEGISLATURE - SECOND SESSION
A BILL
For an Act entitled: "An Act relating to emergency medical services."
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:
* Section 1. AS 18.08.080 is repealed and re-enacted to read:

Sec. 18.08.080. REGULATIONS. The department shall adopt, with the
concurrence of the Department of Public Safety, regulations establishing
standards and procedures for the 1issuance, renewal, reissuance, revoca-—
tion, and suspension of certificates required under sec. 82 of this
chapter, as well as other regulations necessary to carry out the pur—
poses of this chapter.

* Sec. 2. AS 18.08 is amended by adding new sections to read:

Sec. 18.08.082. ISSUANCE OF PERMITS. The department shall pre—
scribe by regulation a course of training or other requirements pre—
requisite to issuance of a certificate authorizing a person to provide
emergency medical services, including those services involved in ad-—
vanced life support, or to operate an ambulance, or both. A certificate
authorizing a person to provide those emergency medical services which
are enumerated on the certificate, or to operate an ambulance, or both,
shall be issued upon successful completion of such requirements.

Sec. 18.08.084. CERTIFICATE REQUIRED. No person may provide,
offer or advertise to provide emergency medical services, including
advanced life support, nor operate, or offer or advertise to operate an
ambulance on a regular basis, ul\less authorized by a certificate 1issued

under sec. 82 of this chapter.

Sec. 18.08.086. IMMUNITY FROM LIABILITY, (a) Wo person certified
-1- HB 896



under sec. 82 of this chapter, or person or public agency which employs,
sponsors or controls the activities of persons certified under sec. 82
of this chapter, who administers emergency medical services to an in-—
jured or sick person may be liable for civil damages as a result of an
act or omission in administering thoseservices, if done in good faith
and if the lif< of the injured or sick person 1is indanger. This sub—
section does not preclude liability for civil damages the proximate
result of gross negligence or intentional misconduct, nor preclude im—
position of liability on a person or public agency which employs, spon-—
sors, or controls the activities of persons certified under sec. 82 of

this chapter if the act or omission is a proximate result of a breach of

duty to act created under this chapter. For the purposes of this sub-—
section, "gross negligence"” means reckless, wilful, or wanton misconduct.
(b) No physician who in good faith arranges for, requests, recom-—

mends, or initiates the transfer of a patient from a hospital to another
hospital may be liable for civil damages as a result of arranging, re—
questing, recommending, or 1initiating the transfer if

(¢D) in the exercise of that degree of knowledge or skill pos—
sessed, or that degree of care ordinarily exercisedby physicians prac—
ticing the same specialty in the same, or similar com.iunities to that in
which the physician 1is practicing, the physician determines that treat—
ment of the patient"s medical condition is beyend the capability of the
transferring hospital or the medical community 1in which the hospital 1is
located;

(2) the physician has confirmed that the receiving facility
is more capable of treating the patient; and

(3) the physician has secured a prior agreement from the
receiving facility to accept nnd render the necessary treatment to the

patient.

HB 896 ~2~



Sec. 18.08.088. PENALTY. Any person who violates a provision of
this chapter is guilty of a misdemeanor and upon conviction is punish—
able by a fine of not less than $50 nor more than $100, or by imprison—
ment for not less than 10 days nor more than 90 days, or by both. Each
violation 1is a separate offense.

Sec. 3. AS 18.08.090 is amended by adding new paragraphs to read:

(7) "advanced life support™ means a level of pre-hospital and
inter-hospital emergency care under the written or oral direction of a
physician, which includes, but is not limited to, basic life support
functions, cardiopulmonary resuscitation (CPR), cardiac monitoring,
cardiac defibrillation, administration of antiarrythmic agents, intra—
venous therapy, administration of specific medications and drug3 and
solutions, or use of adjunctive ventilation devices;

(8) "ambulance™ means any publicly or privately owned means
of conveyance intended to be used and maintained or operated for the
transportation of persons who are sick, injured, wounded, or otherwise
helpless;

(9) "emergency medical services" means the services utilized
in responding to the perceived individual needs for immediate medical
care in order to prevent loss of life or aggravation of physiological or

psychological illness or injury.

_3- HB 896



