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Medical Services Along Alaska®s Highway s: 1980 through 1984,
prepared by the Alaska EMS Section of H 6 SS. A copy of the
complete report is available in the Committee master file.)

In carrying out its responsibility, the Alaska EMS Section of the
Department of Health and Social Services works in conjuction with
various other groups and agencies, including Highway Safety Planning

Agency of the Alaska Department of Public Safety. (The EMS Section
assists Highway Safety in developing the EMS component for the High-—
way Safety Program. In return the HSPA helps EMS via financial as—

sistance available through the federal Highway Safety Act Program.)

Emergency Medical Services: Structure

The Emergency Medical Services Section provides technical assistance

ana awards grants to the three (soon to be four: see Appendix 1I1)
EMS regions within Alaska. In general, state EMS fills a coordinat—
ing function, as described 1in the previous section. A diagram, taken

from page 15 of the Five Year Plan, might best serve to illustrate
the EMS Section®s relationship to other elements of state goverrment.
(See Figure 1 on followino page.)

In addition to the staff of the EMS Section (see Appendix 111), a
physician, Dr. Tim Samuelson, State EMS Medical Director, - employed
part-time to provide overall medical direction. (Also, all regional

programs have medical directors working at the regional and local
levels to provide additional medical supervision and direction.)

In any discussion of EMS mention roust also be made of the State Ad —
visory Council on Emergency Medical Services (ACEMS), referenced in
the diagram cited above. ACEMS was established 1in 1977. It is man—
dated to:

1* Advise the Commissioner of Health and Social Services with
regard to the planning and implementation of a statewide
emergency medical services systenm;

2) Assist the Statewide Health Coordinating Council in perform—
ing its duties under AS 18.07.011 relating to emergency medi —
cal services.

The purpose of ACEMS 1is to:

nl. Bring together technical resources, experience and knowledge
to assist the development of an EMS system in Alaska;

2. Advise the State EMS staff and Regional Coordinators regard—
ing public education and generation of broad community support
for the goals of the EMS program;

3. Recommend EMS program policy;

4. Provide guidanco and direction to State EMS staff;



Figure 1 :
Relationships Between EMS Officials and EMS Advisory Bodies

Figure reproduced from page 15, -Five Ye .r Plan for EMS Along

Alaska®s Highways: 1980 - 1984."



5. Review EMS or EMS--related program proposals per request of
the Statewide Health Coordinating Council (SHCC) and the
EMS staff;

6. Review EMS budgetary allocations and program priorities and
advise the Commissioner on these matters."”

(Quoted from Page 12 of A Five Year Plan for EMS Along Alaska ™
Highways: 1980 through 1987 Additional information on ACEMS, 1its
composition and some of its accomplishments, may be found 1in
Appendix 1V.)

Emergency Medical Services are delivered on a I~cal 1level within the
state. Planning for and coordination of delivery ofthere services

is currentlyecarried out under the oversight of three EMS regional
councils. (See Figure 11, map.) In addition, each council 1is com—
posed of membership from many local advisory groups. The relation—
ship of the regional anc local advisory groups might best be summar —
ized as follows:

"EMS systems development 1in all three regions 1is coordinated

through nonprofit incorporated Councils: the Northern Region EMS
Council, 1Inc.; the Southern Region EMS Council, 1Inc.; and the South-—
east EMS Council, Inc. AlIl three Councils, 1in addition to carrying
out their powers and functions as boards of directors, provide advis—
ory council functions as well. They represent professional, consumer
and geographic 1interests, 1including representation from each sub-area
or major community 1in each region. All Native organizations active

in EMS are also represented.

In addition to the region-wide councils, most sub-areas also now

have active advisory councils. In some sub-areas associated with
Native Health Corporations, the Boards of these corporations also
serve as the EMS Board. Others have separate EMS advisory groups.

Currently, there are three sub-regional councils in Northern
Region; seven sub-regional councils 1in Souther.. Region; and in
Southeast, there are active local EMS councils in eight communities."
(Quoted from Page 18, A Five Year Plan For Emergency Medical Services
Along Alaska®"s Highways: 1980 through 1984.)

Lists of EMS Coordinators, Medical Advisors, Regional Council Member —
ship, the ACEMS Board, etc., may be obtained 1in the 1981 Alaska EMS

Directory, prepared by the EMS Section, and available 1in the Committee
master file.

Emergency Medical Services: Goals and Problems

The overall goal of the EMS program 1is to "establish a comprehensive,
coordinated system of emergency medical services which assures that

citizens and visi tors gain easy access to services; tha* initial re—
sponse 1is expiditious; that appropriate life saving and stabilization
measures are rendered at the scene; and that patients are transported
0 transferred in a timely and efficient manner to facilities capable
of effecting maximum recovery and rehabilitation.™ (Quoted from Page
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VI-11, Alaska EMS Goals, A Guide for Planning Alaskals Medical Ser—
vices System, printed in 1981, by the EMS Section, Alaska DHSS.)

Nationally, fifteen components have been 1identified as essential 1in

establishing a comprehensive EMS system. Goals for state and local
EMS programs in Alaska are grouped according to these fifteen com-—
ponents. (See Appendix V for a list of these goal,"..)

Whatever the stated goals, because of the large size of Alaska, small
population and many scattered rural communities, Alaska EMS has 1its
work cut out for it in attempting to organize a comprehensive and
quality emergency medical service program statewide. In a draft copy
of the Department of Public Safety Highway Safety Plan for FY 82 the
situation 1is summed up as follows:

"Large areas have no communications either by telephone, radio or
any other rapid means. This prevents the few existing ambulance ser—
vices from being notified of accidents. Dispatch services are often
non-existent.

The few sparsely inhabited communities that are located along the
highway system lack a tax base to support EMT training, purchase equip
ment and supplies, or provide anything else to implement viable EMS
services.

Existing ambulance services often have no agreements covering pro—
cedures for back-up support, patient transfer from service to service,
or equipment compatability and retrieval. Protocol for air evacuation
has not been developed.

Publ ic awareness of the nearest emer gency medical services and the
means to access them must be deve loped snd expanded. In 1978, the num
ber of trevelers entering Alaska at the Alaska-Canadian Border Station
was 109, 621; in 197" slightly fewer travelers entered the state,

The se persons particularly need infornaicion before traveling on the
Ala skan highway system.

In sur .ary, the major problems are: 1) lack of communication;
2) lack Oi EMS services, and 3) lack of consumer awareness of EMS
services."

In addition "...emergency medical services are inadequate because of
antiquated or lack of equipment, 1insufficient communication networks
and lack of initial and standardized training of personnel.™

Emergency Medical Services: Problems and Solutions

Having outlined the major basic p.t_.lems facing EMS in Alaska, it
might be appropriate to outline some of the plusses. The following
comments are taken from Mark Johnson, Alaska EMS Coordinator, in the
EMS-Alaska Response publications, for May/June/July 1981, page 3 and<;



"Now that the Alaska EMS program is 100 percent funded by the
state, it may be a good time to reflect on what has been accomplished,
and to decide future priorities...

Since the first EMTs were trained more than a decade ago at tne
Public Safety Academy, there has been phenomenal progress in EMS in
Alaska. At last count, there were at least 65 ambulance services state
wide, with 14 new services organized within the past year. Virtually
all of these services have basic or advanced trained EMTs with modern
vehicles, equipment, and radio communications. There also are more
military and civilian helicopters, and other aircraft, available for
medical transportation. Throughout the state, there now are more than
3,000 certified EMTs with ra.iy more people trained as EMTs, but not
certified. This gives Alaska the distinction of having more EMTs per
capita than any other state. In urban areas, there are 47 licensed
paramedics, with 6 more soon to be licensed.

We have seen the birth of emergency medicine as a board certifiable
medical specialty, and a few urban hospitals in Alaska now are employ—
ing emergency physicians to staff emergency departments. In addition
to the array of medical specialities and specialized critical care
units now available in our urban areas, we have seen large numbers of
physicians, rurses, and mid-level practitioners throughout the state
certified 1in the American Heart Association Advanced Cardiac Life Sup-—
port course. Numerous other courses on emergency medical topics also
have been offered to hospital and pre-hospital personnel, and recently
B course adopted by the American College of Surgeons, called Advanced
Trauma Life Support, has been offered to physicians, primarily from

rural areas, who oftc don®"t have surgeons and other specialists immed—
iately available.

Thousands of citizens and first responders, statewide, have been
trained with assistance from the Red Cross, Heart Association, and EMS
providers in first aid, CPR, or emergency trauma training, with in—
creased efforts directed to training 1in remote areas, including Jlogging
camps and other high risk occupation sites. Successful efforts also
have been made 1in many communities to get some of these courses offered
in schools.

Emergency communications have improved greatly, although much more
still needs to be done. By the end of next year, most ambulance ser—
vices along major highways will be able to talk to their base stations,
troopers, and hospitals. However, gaps continue to exist 1in some
places. Communications also have improved 1in many bush areas, but
reliability continues to bt a problem 1in many villages. In urban areas
over 80% of the population now can access emergency services by dialing
the wuniversal access number 911. This means that a larger of Alaska“"s
population 1is covered under a 911 central access number than any other
state. A few major communities still need to upgrade to the 911 systen
which has been proven through numerous studies to reduce response times
from the onset of medical emergencies until medical responders arrive
at the scene.

Disaster planning also has beer given 1increased attention in many
communities. Emergency services personnel throughout the state have
had training 1in aircraft and other aass casualty disaster response,
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Emergency Medical Services; Observations and Recommendations

For purposes of discussion emergency medical services can be broken
down into several categories: personnel, communications, equipment
and transportation. The following is a summary of these categories,
plus some recommendations for possible Committee action.

Personnel

People are the underpinning of EMS. Many emergency medical technicians
(EMTs) are volunteers, members of volunteer ambulance departments,
volunteer fire departments, or just people who want to be ready to

help others 1in a medical emergency should the need arise. Other EMTs
are paid professional members of police or fire departments, the mil —
itary, village health aides, etc. EMT training emphasizes emergency

(not routine) medical procedures designed primarily to provide pre—
hospital stabilization and immediately needed medical assistance to
people involved in accidents or experiencing a medical crisis. The
skill classifications of EMTs are defined as follows:

ETT (Emergency Trauma Training): A 40-hour course developed by the
Public Safety Academy and the Southeast Region EMS Council, wespecially
for workers at isolated high risk occupation sites, which emphasizes
emergency care for trauma victims, as well as medical communications
and med vac preparations.

EMT-1 (Emergency Metical Technician 1): An EMT-1, as certified
by the Alaska Department of Health and Social Services, has success—
fully completed a course, at least 81 hours in length, which 1incor—
porates the in-classroom objectives of the U.S. Department of Trans—
portation, Basic Training Course/Emergency Medical Technician, plus
knowledge and skills of pneumatic anti-shock device application. To
be certified, the EMT-1 may perform basic life support and emergency
care, and apply pneumatic anti-shock devices (MAST suits).

EMT-11 (Emergency Medical Technician 11): An EMT-X1, as certified
by the Alaska Department of Health and Social Services, may perform the
activities of an EMT-1, and under verbal or written orders of a super—
vising physician, 1insert esophageal obturator airways, apply ro".atinc
tourniquets, start peripheral 1Vs and use D5 & W, Ringers lactate, so-
diun bicarbonate, 50% glucase, and Narcan. The certified EMT-111 must
have sucessfully completed a Department-approved 50 hour course based
on the appropriate modules of the U.S. Department of Transportation®s
National Training Course/EMI Paramedic; and must have six -o0..ths ex—
perience as an EMT-T; and must pass a written and practical examination.

EMT-111 (Emergency Medical Technician 111): An EMT-111, as cert—
ified by the Alaska Department of Health and Social Services, may, in
addition to performing the activities of an EMT-1 and EMT-I11, apply
electrodes and monitor cardiac activity; defibrillate life threatening
arrhythmias; use lidocaine, morphine for severe pain in trauma of the
extremities, and epinephrine 1:1000 for anaphylaxis. The EMT-111 must
work under supervision and written or verbal orders of a sponsor phys—
ician; must have successfully completed a Department-approved course



of 24 or more hours; and must pass a written and practical examination.

Regulations governing training and certification of EMTs will go

into effect on January 1, 1982. (See Committee master file for a
copy of the regulations.) Within six months of this date all"curren—
tly certificated EMTs must begin recertification, meeting standards
set forth 1in the new regulations.

The state EMS Section, as well as each regional and local EMS advisory
group, has medical advisory personnel whose purpose is to provide
medical oversight and help provide training to Alaska EMTs. (Among
other duties these medical providers devise "protocols"” for EMTs to
refer to in order to provide standardized treatment 1in particular

types of medical emergencies. See Appendix VI for an example of such
protocol.)

A frequent comment made to the Committee during interim hearings and
during the course of research preparing this paper was he need for
training EMTs. This need is expressed not only as a de .re to train
new EMTs to fill "holes" in the system, but also as a necessity to

improve EMT skills through ongoing education, and to help prevent
"skill decay™.

Skill decay in EMTs was a topic mentioned with concern. Skill decay

is loss of expertise 1in certain areas of medical practice net often
called upon for wuse. Lack of use of various techniques leads to poor
retention of skill in these areas. One method of skill retention is,
of course, to see more patients with conditions requiring practice of
these skills. This solution is usually impractical in a small and rel"
atively scattered population, Anothv r method 1is constant retraining
of EMTs in order to retain and upgrade all skills, with special en-
phasis on strengthening these skills called upon less frequently in
common practice.

One controversial area in the providing of emergency medical service in
Alaska that will probably be brought to the legislature®s attentior
again this session is the question of paramedics.

h paramedic is someone who has obtained EMS training over and above
that of an EMT-I111, with special emphasis on advanced assistance given
to victinm with cardiac problems. At least one volunteer fire depart-—
ment in Alaska now has on staff paramedics trained outside the state
with state funds, and whose salaries are being paid with state monies.
There are 1indications that at least two or three additional requests

for funding paramedic training will be made to the legislature this
session.

The controvery over paramedics revolves primarily over the issue of
whether or not paramedical skills are needed in Alaska. Although the
EMS state goals aim for paramedics in large, urban communities, tes-
tirnony has been received .hat sucn skills cannot be kept upgraded by
the few opportunities for their practice in Fairba”k s. This may also
be true of the situation 1in Anchorage. This argument views paramedics
essentially as emergency care personnel whose main value lies 1in being
able to provide immediate response (within minutes) primarily to vic-
tims of heart conditions (mainly elderly), and preferably while keep-



ing "in radio communication with a physician while speeding the victinm
to a hospital. Others, however, argue that the greater skills of a
paramedic make him/her a more valuable emergency medical care provi —
der all arour. ". and highly suitable as a tra. ner for other, lower
skill grade, EMTs.

Other areas worth consideration while on the topic of paramedics are
availability of training and funding. IT the state deems paramedic
skills worthy of encouragement and funds individuals to train for thenm,
should the state also look at the possibility of setting up a source
of paramedic training here 1in the state? And , once trained, should

the state follow the precedent already set and plan to fund salaries
for some or all paramedics working 1in Alaska? (For further informa—
tion and background on the controversy over paramedics, please see
Appendix VII.)

Currently, the state EMS Section 1is in the process of hiring an EMS
training/coordinator. Some of the other needs expressed in the area
of training at the local Ilevel have been the desire 1in some areas for
Alaska-specific (and sometimes regional-specific) training manuals
for EMTs, the need for new and replacement training equipment, and
the need for a training building in the Interior region.

In order to provide training for EMTs, regional EMS councils employ
training personnel who offer classes for teaching and upgrading of

EMS skills. (To become certified, EMTs must pass nationally prepared
exams.) In addition, the state EMS Section provides additional oppor—
tunities to upgrade skills through sponsoring a yearly symposium in
Anchorage. The symposium features as speaker experts 1in various areas
of emergency medicine and also an EMS skills competition. This year"s
symposium, held 1in mid-November, drew several hundred emergency medi —
cal personnel form all over the state. (A copy of the program guide

for the symposium 1is in the Ccmmittee master file.)

Tne* question has arisen of providing EMTs with Jlegal protection from

law suits. There are presently three versions of Good Samaritan leg-—
islation in Alaska statute. While ;t.me feel there 1is adequate prot—
ection for EMTs under present law, ot "ic; do not. Early this summer
draft legislation designed to deal with this problem was drawn up for
the Department of Hualth and Social Services. The Department planned
to offer this draft ab a bill to the legislature during the second
session. Since that time, on advice of the attorney general, the de—

cision has been made not to offer the proposed bill to the legislature
on the basis that sLch legislation, 1if ever challenged 1in court, would
likely prove unconstjtutional. A copy of this draft legislation plus
mucbhb additional material on this subject can be found 1in the Committee
master file. Other references on the topic arc available through a
small library on the subject at the state EMS office. A draft position
paper from the EMS Section appears in Appendix VIII.

The question of providing insurance for Alaska EMTs has also been
raised. The little te-timony received on this topic is contradictory.
The Committee may, however, wish to pursue the topic with the state
EMS Section this coming session.

In the area of personnel, final mention might be made of the recently
published Alaska EMS Goals: A Guide for Planning Alaska®"s Emergency



Medical Services, published by the EMS Section of the Department of
Health and Social Services in 1981. This document lists ultimate

EMS manpower goals according to a breakdown of communities bases on
the "levels of care” system presented in the Alaska State Health Plan.
Excerpts from this report are included 1in Appendix IX.

Communications

Many comments pointed out communications as a general problem area

in EMS. However, aside from a few specific suggestions, the general
feeling seemed to be that the problem was being worked on and that what
was needed for the present was time to fully develop a communications
plan for EMS. Work 1is proceeding on this plan with the newly organ—
ized Division of Communications 1in the Department of Administration.

Each Regional EMS council has a communications committee working in
conjunction with the state, and with the com. unities within the region.

A compilation of material on EMS communications needs was made last
session by Brad Brooks on behalf o* Representative Brian Rogers.
This compilation is available in the Committee master file.

Two communications areas that might require legislative assistance are
continued funding of repair of present EMS communications equipment

and possible pick-up of funding for village health aide (also used for
phone lines, where such funding has been dropped by Indian Health
Service. (See transcription of comments made at Nome HESS interinm
hearing in Appendix X.) Further information on these needs will prob—
ably be presented directly to the Finance Committees, along with re—
quests for funds in these areas.

A final mention under communication might be made of the value to EMS
of a centralized, coordinated dispatch system, especially the "911"

system. Legislative encouragement of as many communities as possible
adopting this system statewide would do much to expedite faster del —
ivery of emergency medical services in Alaska. This could probably

jest be done by appropriations to assist communities in adopting or
dapting to the 0911 central dispatch system.

Equipment

The most frequently made comments regarding EMS equipment were those
emphasizing need for funds to purchase new and replacement training
equipment for the various regions, remarks about the difficulties in
retrieving equipment (stretcher, etc.) sent in with a patient tTo a
central hospital, and the need for medical oversight of major equip—
ment requests made by 1local and regional EMS organizations to the leg-—
islature.

Theoretically, requests for capital monies for equipment purchases are
made through the EMS Section®s official presentation to the legisla—
ture. The equipment requested in this fashion has been screened
through examination of the requests at the local, regicaal and state
levels by medical and communications consultants and vetted for need
and suitability. In actuality, while many requests do come 1in this



fashion, others are made by Jlocal or regional EMS groups directly to

individual legislators. The main problem with this failure to go
through "channels™ 1is the increased likelihood of state funds being
spent for inappropriate equipment. However, there does not seem to
be an immediate solution to this problem. The Advisory Council on

Emergency Medical Services (ACEMS) has expressed to the governor a
willingness to review the appropriateness of any request for EMS equip—
ment that might come to him from the legislature.

Mini-grants of $2,500 per year have recently been made available
through the EMS Section to volunteer EMS groups for upkeep of equipment.

Little can be done external./ about the problem of equipment retrieval
other than to keep in mind that the situation does drive up the costs
of EMS equipment by making purchases of extras of various "vanished"
items necessary.

Some EMS groups have established a local share policy for purchase of
emergency equipment. While this practice may work 1in some areas and
for some types of equipment purchases, other groups with a lesser tax
base or less community EKS involvement have expressed fears that should
such a policy become mandatory statewide it would seriously hamper
their ability to purchase needed equipment.

Transportation

The major problems mentioned under the heading of transportation are
accessibility and cost. Many small community EMS groups are now ob—
taining ambulances. However, with few roads and great distances be—
tween communities air transport 1is frequently (or in many cases always)
a necessity in rural areas of Alaska. Many times chartered aircraft
are necessary to evacuate critically 1ill or injured people, and this
drives the cost ol medical transportation even higher. In the past,
Indian Health Service funds have been used to help underwrite at least
a portion of EMS transportation costs, but with federal cutbacks these
funds are 1increasingly unavailable. IfT the situation continues to
deteriorate, the legislature may have to look at methods of funding
some EMS transportation in rural areas.

Another difficulty mentioned under the general heading of transporta-—
tion is the problem of volunteer ambulance services and air taxi oper —
ators have being reimbursed for their services. In the case of ambu-—
lance services, in an area with 1little or no tax base to help cover
costs the ambulance must depend upon patient reimbursals to defray
expenses. Where these are not forthcoming the costs must be met through
some other means. A resolution from the Tanana Chiefs Conlerence,
passed by the recent AFN Convention, addressee the legislature on this
topic. (See Appendix XI.)

The air taxi operators have a somewhat different problem. Often they
do not know the name or address of the patient they are transporting
on an emergency evacuation. If the patient is critically ill or in-—

jured they may not be able to obtain this information from him or her



before offloading the patient at an airfield nearest the hospital

to which he or she 1is being taken. Privacy considerations currently
prevent hospitals from later releasing this information from their
files to air taxi operators. Therefore, unless _.he patient contacts
the air taxi operator there 1is no way for the operator to present,

let alone collect, a bill for transportation services rendered. As
many such patients may be out of state residents who return home after
their recovery, the likelihood of the air taxi operator ever vreceiving
payment under these circumstances 1is very slight. The Committee may
wish to look at means of legalizing the release of information on air

evacuated patients to air taxi operators to help alleviate this situa—
tion .

Emergency Medical Services: Summary

As a final observation, it might be noted -hat the
services programs in the state received excellent reviews in the re—
turned health systems survey questionnaires sent to health care pro-—
viders around the state (See Appendix XII1). Comments made during test—
imony to the Committee, while focused on problems facing EMS, were also
generally positive 1in tone, and the EMTs and others contacted during

the course of this research were to a person enthusiastic about the
functions of Alaska EMS. It should be remembered that many of the EMTs
associated with the emergency medical service system 1in the state have
volunteered considerable amounts of their time and a fair amount of
money to learn and practice their skills. For a program with such am-—
bitious goals, serving a large and geographically diverse state with a

significant portion of 1its personnel comprised of volunteers, Alaska
EMS appears to be operating very well.

emergency medical

The Ffinal appendix to this report (Appendix XI1I1)
review of some of the activities of each
past few years.
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The final appendix to this report (Appendix XIlIl) contains a brief
review of some of the activities of each major EMS region during the
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APPENDIX 1: Statutory Authority fsr Alaska EMS
(Title XVIIl, Chapter VIII).



§18.08.01U Alaska Statutes Supplement § 18.08.050

Chapter 08. Emergency Medical Services.

Section Section
10. Administration _10. Special committees
20. Advisory Councilon Etrergeney Medi-  60. Regulations

cal Sérvices 62. Issuance of certificates
30. Composition 64. Certificate required
40. Term of office _ 86. Immunity from liability
50. Compensation and per diem 88. Penalty
60. Meetings 90. Definitions

Sec. 18.08.010. Administration. The departmentis responsible for
the development, implementation and maintenance of a statewide
CﬁmlPrtuenswe emergency medical services system and, accordingly,
sha

(1) coordinate public and private agencies engaged in the planning
and delivery cfemergency medical services to plan an emergency medi-
cnl services system;” _ _ _

(2) assist public and private agencies to deliver emer%ency medical
services through the award of grants in aid. (§ 1 ch 100 SLA 1977)

‘Sec. 18.08.020. Advisory Council on Emergency Medical Scr*
vices. There is established in the department an Advisory Council on
Emergency Medical Services. The council shall _ _

(1) advise the commissioner with regard to the planning and imple-
mentation of a statewide emergency medical sendees system;

_ (23 assist the Statewide Health Coordinating Council in performing
its duties under AS 18.07.011 relating to emergency medical sendees.
(8 1ch 100 SLA 1977)

Sec. 18.08.030. Composition. The council shall consist of 11 mem-
bers appointed by the governor. Four of the members shall be con-
sumers of emergency medical services, and one from each judicial
district in the state (S 1ch 100 SLA 1977)

Sec. 18.08.040. Term of office, (a) Members of the council shall be
appointed for overlapping terms of four years. .

&)_O' the 11 initial appointments to the council, two shall be
appointed for one-year terms, three for two-year terms, three for
three-year terms, and three for four-year terms. A consumer shall be
appointed to iach of these overlapping terms Appointments made on
the expiration ofthe initial appointments sholl be made for four years.

_(c) A vacancy occurring in the membership of the council shall be
filled by appointment by the governor in the same manner as original
appointments, and when n scat is vacated before cxpirotion of a term
the vacancy shall be filled for the unexpired portion of the vacated
term. ({ 1ch 100 SLA 1977)

Sec. 18.08.050. Compensation and per diem. Members of the
council receive no salary, but ore entitled to per diem, reimbursement
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for travel, and other eernses authorized by law for boards and com*
missions. (§ 1 ch *,00 SLA 1977)

Sec. 18.08.06». Meetin?s. The council shall meet at the call of the
chair nan not le- sfrequently than twice a year. A majority of members
constitutes a quorum. (§ 1°ch 100 SLA 1977)

‘Sec. 18.08.070. Special committees. The council may create Spe-
cial committees or task forces outside its membership and may appoint
persons who are not members of the council to serve as advisors or
consultants to any committee created to carry out the purposes of the
council. (§ 1 ch 100 SLA 1977)

Sec. 18.08.080. Regulations, *r.e deE_artmentshaII adopt, with the
concurrence of the Department of Public Safety, regulations estah-
lishing standards and procedures for the issuance, renewal, reissuance,
revocation, and suspension of certificates reqmred under AS 18.08.084,
as well as other requlation* necessary to carrv out the purposes of AS
18.08.010 — 18.08.090. (8 1ch 100 SLA 1977;"am { 1ch 78 SLA 197¢)

Crott reference*. — Atto the gowerof eal acrvicet quuidt iu. boundirie* »ml to
. nqlunlcmahty to [? ov*de_(m]ergen roedi-  requlate ‘hen ute and operation, tee AS
cm terviret” and . facililiet’ tee AS  29746.0371al.

29.48.030 (taM23>. Ai to the authority ofa  Eftect of amendment*, — The >976
municipality to provide emergency medt-  amendment rewrote thit tection.

Sec, 18.08.082. Issuunce of certificates, (a) The department shall
prescribe by reguin*:on a course of training or other requirements
prerequisite to the issuance of certificates which provide for the follow-
Ing.

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

(2) authorizes an emergency medical technician certified under AS
18.06.010 — 18 08.090 to provide under the written or oral direction of
a physician those advanced life support services enumerated on the
certificate;

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

(4) authorizes an emergency medical service certified under AS
18.08.010— 18.08.090 to provide under the written or oral direction of
a physician those advanced life support servi.es enumerated on the
certificate.

(b)  The department ahal) be the central certifying agency for
Personnel certified under (aX| >and (2) of this section and under regu-
ations adopted under AS 18 08 080. it 2 ch 76 SLA 1978)

Sec. 18.08.084. Certificate required, (&) No person may rypresent
himself, nor may an agency or business represent an agent *. employee
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of that agency or business, as an emergency medical technician
certified by the state unless the person represented is certified as r.n
emergency medical technician under AS 18.08.082.

_ (b? No person, organization, or government agency may represent
itself as an emergency medical service or ambulance service certified
by the state unless the person, ,or?anlzatlon, or government agency IS
certified as an emergency medical service under AS 18.08.08Z.

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

(d) No person, organization, or government age.ncy which provides,
offers, or advertises to provide an emergency medical service may pro-
vide advanced life su[)port services unless authorized under AS
18.08.082. (8 2 ch 78 SLA 1978)

Sec. 18.08.086. Immunity from liability, (a) No person certified
under AS 18.08.082, or pérson or public’ agency which employs,
sponsors or controls the “activities of persons certified under AS
18.08.082, who adm'uisters emergency medical services to an injured
or sick person .., teliable for civil amages asar>sult of an act or
omission in administering those services, if done in good faith Tnd if the
life of the .mLu.r.ed or sick person is in danger. This subsection does not
preclude liability for civil damages which is the proximate result of
Pros.s.negllgence or intentional misconduct, nor preclude imposition of
lability on a person or public agency which employs, sponsors, or
controls the activities of persons certified under AS 16.08.082 if the act
or omission is a proximate result of a breach of duty to n't created
under AS 18.08.010— 18.08.090. For the purposes of this subsection,
"gross negligence" means reckless, wilful, or wanton misconduct.

(b) No physician who in good faith arranges for, requests,
recommends, or initiates the transfer of a patii nt from a hospital to
another hospital may be liable for civil damages os a result of
arranging, requesting, recommendm?, or initiating the transfer if

(1) In the exercise of that degree ot knowledge or skill possessed, or
that degree of care ordinarily exercised by physicians practicing the
same specialty in the same or'similar communities to thot in which the
physician is practicing, the phgsmlan determines that treatment of the
ﬁatlent's medical condition 1s beyond the C_&p&lblht% of the transferring
ospital or the medical community in which the hospital is located;

(2) Lie physician has confirmed that the receiving facility is more
capable <f treating the patient; and N
3?. thr physician has secured a prior agreement from the receiving
faci % to accept and render the necessary treatment to the patient.

(c) No registered nurse or licensed practical nurse who escorts a
Bat!ent in a means of conveyance not equipped as an ambulance may
eliable for civil damages as a result ofan act or omission in adminis-
tering patient care services, if done in good faith and if the life of the
inured or sick person is in danger. This subsection does not preclude

356
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liability for civil damage* which are the result of gross negligence or
intentional misconduct. (8 2 ch 78 SLA 1978)

Sec. 18.08.088. Penalty. Any person who violates a provision of AS
18.08.010 — 18.08.090 is quilty ofa misdemeanor and upon conviction
Is punishable by a fine of not more than S1.000, or by imprisonment for
not more than 90 davs, or by both. Each violation is a separate offense.
(§ 2ch 78 SLA 1978)

Sec. 18.08.090. Definitions. In AS 18.08.010 — 18.08.090,

(IJ "commissioner” means the commissioner of health and social
sendees;
~(2) "consumer of emergency medical services” means p r'erson who
is rtl_ot a provider of emergency medical services as definrd in this
section;

~(3) "depar.ment" means the Department of Health and Social Ser-
Vices;

. 54) "emerge! cy medical services system" means a system which pro-
%ides for the an angement oflqersonnel, facilities and equipment for the
effective and coordinated delivery of health care sendees under emer-
gency conditions, occurring either as a result of the patient’s condition
or ofnatural disasters or similar situations, and which is administered
by a stateudde network which has the authority and resources to pro-
vide effective administration of the system:

(5) "provider of emergency medical sendees’ means a person whose
occupation or profession is, or has been, the delivery or administration
of emergency medical sendees; a person who has a fiduciary position
with, orhas a fiduciary interest in, a health activity, facility or other
health agenc?/, or a legal or financial interest in the rendering of any
component of emergency medical services; _

(GF "Statewide health Coordinating Council" means the council cre-
ated under AS 16.07.011; _

. é?) "advanced life support" means emer%eng:y care t.ech_nlques pro-
vided under the written or oral orders ofap .P/SI.CIan which include, but
urc not limited to, electric cardiac defibrillation, administration of
antiarrythmic agents, intravenous tht apy, intramuscular therapy, or
use of endotracheal intubution 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

elpless;

(8) "emergency medical care" means the services utilised in
respo_ndmg 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; S

(10) "emergency medial technician” means a person trained in
emergency’ medical care and certified in accordance with the regu-
lations prescribed under AS 16.08.080;
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(11) ~ "emergency medical service” means the provision of emergency
medical care and transgortatlon of the sick and injured. (8 1 ch 1.00
SLA 1977; am § 3 ch 78 SLA 1978)

Effect of amendments. — The 1978
amendment added paragraphs (7) through

dl.

Chapter 15. Disease Control.
Article o _
2. Physical Examination of Nonresident Employees (Repealed)

Article 2. Physical Examination of Nonresident Employees.

Section
60—110. (Repealed)

Secs. 18.15.060 — 18.15.110.
Repealed by § 1 ch 130 SLA 1976.

Editor's notes. — The repealed article
derived from «i 1— 5, ch. 103, SLA 1949,

Chapter 16. Regulation of Abortions.

Section
10. Aboitions

Sec. 18.16.010. Abortions, (a) No abortion may be performed in
this state unless (1) the abortion is performed by a physician or surgeon
licensed by the State Medical Board under AS°08.64.200; (2) the abor-
tion is performed in a hospital or other facility approved for the purpose
by the Department of Health and Welfare or'a hospital operated by the
federal government or an agency ofthe federal government; (3) consent
has been received from the parent or guardian ofan unmarried woman
less than 18 years of age; and (4£the woman is domiciled or physically
present in the state for 30 days before the abortion. "Abortion” in this
section means an operation or procedure to terminate the pregnancy of
a nonviable fetus. Nothing in this section requires a hospital or person
to participate in an abortion, nor is a hospital or Pereon liable for
refusing to participate in an abortion under this section.

(b) Aperson who kno.wmgly violates a provision of (a) of this section,
upon conviction, is punishable b)(_a fine of not more than $1,000, or b
imprisonment for not more than Tive years, or by both. (6 65-4-6 ACL
1949; am § 1ch 103 SLA 1970; am § 22 ch 166 SLA 1978)
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STATUS REPORT o
on tho
NORTHERN, INTERIOR, NANA REGION, AND NORTH SLOPE
EMERGENCY MEDICAL SERVICES PROGRAMS

by
Jennifer A. Gleason, RN, Exec. Director

The Northern Region EMS Council was 1incorporated two
years ago to address the clinical training needs of the three
subregions, to provide technical assistance as needed, and
to be better aligned for federal funding and evaluation.

Since that time the focus of the director has been to bring
clinical specialists into the region to provide physician and
nursing workshops, workshops for the outlying physicians”®
assistants and nurse practitioners, and provide on-site
technical assistance as requested. Each of the hospitals has
had yearly Advanced Cardiac Life Support training and the
Council has provided equipment and organizational assistance
for physician Advanced Trauma Life Support training.

Equipment needs for both hospital training and patient
care hrve been identified and funded this year. Due to severe
cuts i1 IHS funds, one might expect to see 1increased needs for
rural hospital and clinic equipment and professional education
support.

The Northern Region EMS Council remains committed to seeing
that professional level emergency education and equipment
receive the same degree of support that all of the first respon—
der and ambulance programs do. The prehospital phases of the
EMS program are carried out under the three subregional councils
and their advances are described within this packet. The Northern
Region Council feels, however, that the clinical goals of the
program will best be carried out with a different organizational
structure. At their Board meeting a few weeks ago, they took the
recommendation of thdir director, Jennifer Gleason, and decided
to dissolve at the end of the fiscal year.

All clinical goals described in last year®s request will
be carried out, and the clinical needs of each subregion will
be clearly identified so that they might contract with their own
clinical resource people next year. This local control 1in

identifying clinical resource people should enhance all three
programs.
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Dally News Miner, Fairbanks, Alaska, Thursday, Dec, 10,1981-5

Medical Council to end clinical organization

The clinical organization of the According to Jeanne Ostncss, the IS executive director of the Interior e clinical services tor Fairbanks.

Northern Region Emergency Medical  Interior, North Slope and NANA nor-  Re lon Emergency Medical Services In other business, the Interior council

Service Coungcil Inc. wiﬂ phg’se oul by thern_re?_lons voteg to phase out the  Co .icll. _ _ o voted to share office space with the

i e e soncissors - uEelon e e g o RSOGO B i SR ol
' should be complete arch. Ostncss. : , cy

vole Monday on Ifiaf action g Y ﬁhyslcan's assistants, nurses, Inll’ at IBM Mnrlkn. Red Cross closed Its

enlth education,.refresher train ,g  'downtown office recently due to lack of

and eampment “purchases. They  funding. Red Cross lpro?rams to be
provided clinical direction necessary I lodgedat the EMS office Include water
all three regions, Ostncss said. snfely and first aid. | o\
However, Harrow and Kotzebue
populations usuallg refer their patients
10 Anchora?e rather than Fairbanks.
Therefore, the North Slope and NANA
regions may form another emergency
medical services unit to fill their needs.
Meanwhile, the. Interior Region
Emergencx_ Medical Services Cotncil
plans”to hire someone to carry on
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CCS

STAFFING PLAN AND DUTIES OF KEY PERSONNEL

EMS Coordinator

Heal th & Social
Services Planner
1T

Associate
Coordinator

Health & Social
Services Planner
T (/2 tSMT

Clerk Typist 111

Mark S. Johnson, B.A.: Coordinates and administers
the development of EMSS throughout the State, secures
and administers grants; integrates state and regional
EMS Systems; interagency liaison.

Gloria Houston VJay, M.P.H: Primarily responsible
for short and long-range EMS plan development in
accordance with State health policy; responsible
for areas of data, evaluation, and systems manage—
ment; public information and education; staffs the
Advisory Council on EMS; writes and edits RESPCNSZ,
the bi-monthly newsletter.

Carol A. Taplin, M_A.: Administers grants from
federal EMS, writes, negotiates and administers
grants to Regions and contracts for specific tasks;
prepares fiscal part of state budget; responsible
for all fiscal activities; supervises support staff;
responsible for office management; staffs the
Manpower & Training Task Force of the Advisory
Council on Emergency Medical Services. Prepares
drafts of certification standards for EMT"s and
regulations; collects information on specific issues
for the Task Force.

Under supervision of the Planner 11, researches

and analyzes data; develops systems for standardized
data collection and evaluation; identifies program
needs on data analysis.

: Performs varied typing and
clerical work, directs work production and flow,
operates office macnines, etc.
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Cacnoosition

Four of the members appointed are consujers and represent each of
Alaska®s judicial districts. Two members are Alaska Natives and one
member i1s a consumer member of the Statewide Health Coordinating
Council (SHCC). The remaining seven provider categories represent
two physicians, two nurses, a hospital administrator, a Native
Health Corporation Director, and an EMT-Paramedic.

Ex officio membership includes a State of Alaska Senator and
Representative, the State EMS Medical Director, a representative
from the Alaska Area Native Health Service, the Department of

Public Safety and the Division of Emergency Services, Department of
Military Affairs.

Some Council Accomplishments During 1978 and 1979, its First
Two Years of Operation

1. Established By-laws; roles & responsibilities document;
policies chrocedures manual ;

2. Established Manpower & Training Task Force to set standards
for training, curriculum, qualification for certification and
recertification of all levels of emergency care personnel.

3. Established Critical Care CamLttee of physicians specializing
in six critical care areas to develop standards for critical
patient care, including transport and transfer standards. This
Comnittee is not formally functional at State level; however,
most of these physicians are serving regional Councils and act
as consultants to the state medicai director.

4. Established Annual Governor®s EMS Award Program and set
criteria for selection of three categories of recipients. Two
annual awards banquets have been sponsored.

5. Instrumental m first-time appropriation of State funds for
EMS, and in assuring continuation of funding.

6. Reviewed and recommended modification in proposed State Health
Plan, re. "Levels of Care™ conceptual model.

7. Established a permanent working relationship with SHCC.
3. Each year, reviewed and prioritized EMS and EMS-related
applications for SLate and regional funding and recommended

approval/disapproval to the Ccmmissioner, DHSS.

9. Assisted in development of long-range planning document,
"Standards and Goals for EMS in Alaska."
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10. Sponsored resolutions on state funding; gas pipeline spec—
ifications; inter-departmental coordination in carmunications
planning; clarification of state EMS leadership role.

11. Established a Task Force to develop long-term funding strategy
for statewide EMS.

Some Current Council Projects for Remainder of FY 80
1. Review of grant applications, budgets and objectives of
regional and state programs for recorrmendations toSHCC and

the Cormissioner of DHSS.

2. Review and approval of EMT, and EMT Instructor standards and
draft regulations.

3. Adoption of "Standards and Goals for EMS in Alaska"™ for
recocmended incorporation into State Health Plan.

4. Task Force on long-term funding strategy for Statewide EMS.
Sane Council Projects for FY 81
1. Adoption of EMT regulations.

2. Review, approval/modification, adoption of standards for
remaining prehospital personnel standards.

3. Adoption of ambulance regulations.
4.  Annual Governor®s EMS Awards Program.

5. Implementation of long-term funding strategies.
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APPENDIX V: List of Alaska EMS Goals.



THE MISSIONT OF THE ALASKA EMERGENCY MEDICAL SERVICES PROGRAM

The mission of the Emergency Medical Services (B>iS) program in Alaska
is to reduce both the hunan suffering and economic loss to society

resulting from premature death and disability due to accidents and
sudden illness.

GOALS OF THE EMERGENCY MEDICAL SERVICES PROGRAM

The overall goal of the Alaska Emergency Medical Services (EMS) program
is to establish a comprehensive, coordinated system of emergency medical

services which assures that citizens and visitors gain easy access to
services; that initial response is expeditious; that appropriate life-

saving and stabilization measures are rendered at the scene; and that

patients are transported or transferred in a timely and efficient

manner to facilities capable of effecting uuximum recovery and rehabili—
tation.

Fifteen components have been identified by the national EMS program as
essential in establishing a comprehensive EMS system. Systems goals

for state and regional EMS programs in Alaska arc grouped according to
these fifteen components:

1. Manpower

A.  Tne number of qualified EMS administrators, clinical experts
and technical specialists should be adequate to provide the
necessary direction and assistance to regional EMS systems
dcve™. opment.

B. An adequate supply of trained EMS prehospital and hospital
personnel to provide quality 24-hour-a-day, 7-dav-a-week cover—
age of emergency medical services appropriate to each "level of
care”™ should be maintained throughout the state.

2. Training

A. Basic and advanced trained EMI*s and paramedics should be certi—
fied according to state statute and regulations.

B. Reconmended standards for training, continuing education, certi—
fication and curricula for all other categories of emergency
care personnel should be established to assure quality of pa—
tient care throughout the state.

C. Training programs and resources within Alaska should be adequa* "
to meet all EMS prehospital manpower needs.

D. Continuing education and specialized EMS training for hospital
personnel should be provided within Alaska to the greatest
extent possible.

The recommendations lifted on these pages are not to be interpreted as
regulations; they have not been adopted under the Alaska Administrative

Procedures Act, A.S. Chapter £4.66, nor are they intended for future
adoption as regulations.
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The

A. Local and regional EMS communication systems s" uld he estab—
lished and maintained which will assure residents and visitors
easy access into a medically controlled system and which will
assure the most rapid dispatch of appropriate personnel and
transportation vehicles, assure coordination among public safety
agencies, and provide flexibility to handle emergencies of
any magnitude.

B. AIl EMS com.",-n.cations systems development S uld be in keeping
with an overal"i state EMS communications plan, utilizing exist—
ing systems and resources in a cost efficient, practical manner.

C. All EMS cormruni® anions systems should maintain a minimum of
957. reliability and be provided with back-up systems in event
of primary systems failure.

Transportation

A. There should be available an adequate number of airor surface
vehicles, suitably staffed and eauipped, to ensuretimely re—
sponse and transport to medical facilities in order to minimize

personal injury and loss of life for accident and illness vic—
tims.

B. Ambulance services in Level 11, 1IlIl and IV communities and
on highways receiving state financial assistance should be
certified according to state statutes and regulations.

Facilities

A. There should be an adequate number of accessible medical facil—
ities - clinics, emergency departments and critical care units
- to provide service cn a 2A-hour-a-day, 7-day-a-week basis,
which maintain state reccmmended standards, and which are coor—
dinated with ocher health care facilities within the system.

Critical Care

A. The -reatment and transfer of the critically ill or injured
patient, from the point of systems entry through rehabilitation,
should be carried out according to protocols appropriate for
regional capabilities, designed for maximtm recovery.

B. AIl critically 1ill or injured patients should receive care
at the most appropriate facility the regional system offers
for their condition, or 1if necessary, should be transferred

in a stabilized condition to an appropriate facility outside
the region.

recommendations listed on these Pd(€S arc not to be interp eted as

regulations; they have not been adopted under the Alaska Administrative
Procedures Act, A.S. Chapter nor are they intended for future
adoption as regulations.
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7. Public Safety Agencies

A. AlIl public safety agencies involved 1in emergency response
should be coordinated to provide the most effective utilization
of appropriately trained personnel and equipment for emergency
patient care.

S. Consumer Participation

A. Consumer participation in all aspects of EMS systems planning
and policy setting should be encouraged through a polic/ of
responsiveness and accessibility, and assured through the mech—
anism of local, regional and state EMS Councils.

9. Accessibility to Care Without Ability to Pay

A. Services should be financed so that ability to pay or economic
status 0l tr.r consumer does not interfere with delivery of
needed services at the time of need and does not affect the
quality of health service provided.

10. Transfer of Patients

A. Tne transfer of patients to facilities offering the definitive
follow-up care and rehabilitation necessary for iraxinun recovery
should be facilitated through established transfer mechanisms,
with recommended protocols available.

11. Coordinated Recordkeeping

A. Tnere should be a coordinated EMS patient recordkeeping system
which follows the patient from initial entry into the FMS system
through discharge and follow-up and which 1is consistent with
other medical recordkeeping within the state.

B. AIl regional EMS systems development data should be in keeping
with a coordinated State EMS information system.

12. Public Education and Information

A. Alaska residents should know how to access their local EMS
system and should know how to render appropriate first aid
in a medical emergency.

B. Visitors to Alaska should know how to access the EMS system
and how to take appropriate action in time of emergency.

The recommendations lasted on these pages are not to be interpreted a:
regulations; they have not been adopted under the Alaska Administrative
Procedures Act, A.S."Chapter LU. y nor are they intended for future
adoption as regulations.



13. Evaluation

A. There should be a functioning system for periodic and objective
review of the quality and extent of EMS systems development
at both, state and regional levels, for the purposes of evalua—
tion and needs assessment.

14. Disaster Response

A. Local, regional and- statewide EMS disaster planning and emer—
gency medical resources should be adequate to deal effectively
with any major disaster situation and should be coordinated
with the Division of Emergency Services, Dept, of Military Affairs.

15. Mutual Aid Agreements

A. Necessary back-up and support services 1in time of emergency

should be assured through mutual aid aereements between inter—
regional, state and federal agencies.

The recommendations listed on these pages are not to be interpreted as
regulations; they have not been adopted under the Alaska Administrative
Procedures Act, A.S. Chapter Cb.66, nor are they intended for future
adoption as regulations.



THE ROLE OF THE EMERGENCY MEDICAL SERVICES SECTION

The Emergency Medical Services Section seeks to Tulfill its mission
and goals by:

. 1. Coordinating feciral, state and regional official and volun—
tary agencies involved in Alaska®s EMS system.

2. Recommending standards for EMS which are appropriate for Alaska.
3. Providing overall medical direction for statewideEMS systems
development.

A. Certifying personnel and services according to legislative
mandates to assure certain minimum standards of emergency
medical care.

5. Providing and administering financial assistance for regional
EMS system development.

6. Providing technical assistance to vregional and local IMS
agencies.

7. Educating the public on appropriate action in emergencies
and on emergency procedures.

8. Seeking 1improveo emergent) medical services through legisla—
tive action.

9. Monitoring and evaluating EMS systems development throughout
the state.

10. Planning and prioritizing continued program development based
on systematic needs assessment, and epidemiological research.

The recomnendatlon* listed on these pages are not to be interpreted as
regulations: they have not been adopted under the Alaska Adalnlstrativa
Procedures Act, A.S. Chapter <.<..64, nor are they Intended (or future
adoption as regulations.
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The

THE ROLE OF THE REGIONAL EMS COUNCILS
Facilitating the development and maintenance of local and regional
emergency medical services to provide a continuum of patient care.

Coordinating regional, subarea and Jlocal official and voluntary
agencies involved in EMS.

Assisting local emergency medical services and facilities to meet
reconmended standards and regulations of the statewide EMS program.

Providing technical assistance and medical consultation to regional
and local EMS agencies and medical facilities.

Administering funds granted by the Emergency Medical Services Sec—
tion, as well as income derived frcm other sources.

. Providing financial assistance to local emergency medical services.

Coordinating and providing training of EMS personnel within the
region.

. Educating the public on appropriate action in emergencies and on

emergency preparedness.
Monitoring and evaluating regional EMS development.

Planning and prioritizing continued regional program development
based on systematic needs assessment.

recoiw*endat lont lined on these pages arc not to ba Interpreted at

regulations; they have not bean adopted under the Alaska edidinlstfatlv«
Procedures Act, A.S. Chapter AA.6A, nor are they intended (or ft ure
adoption as regulations.






RESULTS OF A CONFERENCE ON
HYPOTHERMIA AND COLD WATER NEAR DROWNING

July 11 and 12, 1981 in Anchorage, Alaska
Participants: William Doolittle, M.D.
John Haywa*d, Phd.
William Mills, M.D

Martin Nemiroff, M.D.
D

Tim Samuelson, M. Moderator

HYPOTHERMIA

l. General Points
A. The evaluation and treatment of hypothermia whether wet or
dry, on land or water, 1is essentially the same. Ther fore, we

do not specifically distinguish between chronic and acute, or
wet and dry in the following discussion.

B. In the setting of the cold patient, a rectal temperature is one
of the vital signs. In terms of the ABC"s it would be -

Airway
Breathing
Circulation
Degrees

o O w >

C. "Low Reading"™ thermometers are important in the care of the
hypothermic patient. Regular thermometers are useless and pro—
bably dangerous in this setting. CS~

D. Obtaining a temperature is important and useful for treating
hypothermia. However, there is tremendous variability in in—
dividual physiologic responses at specific temperatures. In
addition, there will frequently be times when a low reading
thermometer 1is not available. Therefore, these guidelines are
not based on thepatient®s measured temperature.

E. Axiom: With the hypothermic patient, THINK HEAT.

1. No cold 1IV"s.
2. No cold ventilation therapy.
3. No cold treatments of any kind.

F. We must, at least, prevent further heat loss at thecore.
This can only bedone by insulating the entire patient plus
core ;areas/ neck, chest, and groin.)

c. Adding heat gradlaliyand gty Tmipies’

1. Extern m hot water I 'W acks"
SRl NI BRSSPt Wl DRI e o 0

warm bodies, e? app(i gd Y\éarrﬂw ead ngﬁe fl & nd roin.

2. Breathing warn, moist air or oxygen.

e The term "Elddi heatt" |sl used rathTr 5han rewarmlng".
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Eval

other occlusive dressings.

Be wary of statements or actions while working on patients who
are unconscious or requiring CPR. These patients frequently
remember what is done and said and it can produce severe psyOx -
logical problems later n. This statement applies equally well
to warm and cold patients.

Preplanning regarding how you will handle these problems,

who will be 1in charge, and being familiar with the appropri—

ate equipment is absolutely necessary.

A note on transport: Air travel in Alaska 1is obviously favored.
But if air travel is not possible, other types of transport
should be utilized, such as snowmachine, dog team, cars, and
especially boats 1in areas with water access.

The inside of the ambulance and any rooms where such patients are
treated should be "room temperature” Upproximately 65 to 72 de—
grees F.[18 to 22 degrees C.]).

uation and Treatment

GENERAL PUBLIC/FIRST RESPONDER

A.

NET

If the patient is cold and has any of the following signs or
symptoms:

1. Depressed vital signs.

2. Altered level of consciousness, 1including slurred
speech, staggering gait, decreased mental skills.

3. Temperature = 90 degrees F. (32 C.) or less.

4. No shivering in spite of being very cold (the presence
of alcohol intoxication throws this sign off).

5. Associated significant illness or injury that 1is
present or that may have permitted the hypothermia to
develop.

.He is considered to have sevore hypothermia.

If he is cold and does not have severe hypothermia, as defined
above, he has mild to moderate hypothermia."

Basic Treatment

1. Treat very gently. (Ancj™
2. Remove wet clothing. Replace with dry clothing or dry cover —
ings of some kind.
Insulate from the cold.
4. Add heat to the head, neck, chest and groin externally
(See G. wunder General Points on Page 1.), or internally,
if a system for breathing warm moist air is available.
Avoid attempts to warm the extremities.
5. When the first responder adds heat to the very cold patient
(temperature less than 75 degrees F.[26 degrees C.]) the
p 1idea is to prevent further heat loss, not raise the core tem-
r ,perature which will cause electrolyte, acid-base and hydration
"that the first responder will not be able to treat.

)
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HYPOTHERMIA - GENERAI PUBLIC/FIRST RESPONDER - BASIC TREATMENT (Con"t.)

6. No rubbing or manipulation of the extremities.

7. No coffee or alcohol.

8. Do not put patient in a shower or bath.

9. Warm fluids can be used only after/shivering stops with a
clear level of consciousness, with7the ability to swallow,
and evidence of rewarming already.

10. If severe hypothermia is present, treat as above and trans-—
port to a higher medical facility.
11. IT there is no way to get to a higher medical facility, rewarm

the patient slowly, cautiously and gradually with the methods
indicated in G. under General Points on Page 1.

Severe hypothermia with no life signs (CPR required).
1. Basic treatment as indicated above.

Carefully assess the presence or absence of pulse or respir—
ations for one to two minutes.

N

3. IT no pulse or respirations, start CPR.

4. Use mouth-to-mouth rather than bag/mask breathing.

5. Obtain a rectal temperature if possible.

6. IfT you are than less than 15 minutes to a higher medical
facility, do not bother trying to add heat.

7. IT you are greater than 15 minutes to a higher medical
facility, add heat gradually and gently.

8. Reassess the physical status periodically.

9. Transfer to a higher medical facility in allcases.

Severe hypothermia with signs of 1life (i.e. pulseand respir—
ations present).

1. Basic treatment. (Do not use CPR.)

2. Add heat with the methods indicated in G. under General Points
on Page 1 if you are greater than 15 minutes from a higher
medical facility.

3. Transfer to a higher medical facility.

EMERGENCY MEDICAL TECHNICIAN 1I*

A.

Treat as the GENERAL PUBLIC/FIRST RESPONDER with the following
additional guidelines:

1. Do not use oxygen unless you are performing CPR or you are
specifically told tc do so.
2. Pneumatic antishock trousers are not indicated for hypo—

thermia, but may be used to treat hypovolemic shock in a
hypothermic patient.

3. The 1indications for oral airways are the same in the hypo—
thermic and the warm patient.

4. Communicate with a higher medical facility.

* Note: Alaska Native Village Health Aids are, for purposes of
these protocols, considered to fall into this category.



HYPOTHERMIA (Con"t.)
EMERGENCY MEDICAL TECHNICIAN 11

A. Treat as an EMERGENCY MEDICAL TECHNICIAN 1, with the fol—
lowing additional guidelines:

1. 1V therapy (Note: Do not delay transport, communica-—
tions, or other therapy by taking a long time to start
an 1V. IV"s are difficult to start in cold patients):
a. All patients with severe hypothermia should have an

IV started after other stabilization.
b. Use D5W at a rate of 75 cc. per hour.

B. Additional medications: (Note: Medications are inefficient
and are metabolized much more slowly in the hypothermic patient.)

1. Narcan and 50% Dextrose are not to be used unless specifically
instructed to do so by a physician.

C. The Esophageal Airway Device: The indications and contraindi —
cations forthe esophageal airway device are the same 1in the
hypothermicand the warm patient.

D. Communicatewith a higher medicalfacility.

EMERGENCY MEDICAL TECHNICIAN 111

A. Treat as an EMERGENCY MEDICAL TECHNICIANII, with the Tfollowing
additional guidelines:
1. In cardiac arrest:
a. Attention to the ABC's.
b. CPR.

c. Attempt defibrillation once wiih 400 w/s ™% if the
patient is in ventricular fibrillation or ventricular
tachycardia. (Note: Shivering can mimic ventricular
fibrillation.)
d. Add heat if greater than 15 minutes from the hospital.
Repeat defibrillation may be attempted only if the
core temperature is 85 degrees F. (30 degrees C.) or higher
f. IT cardioversion 1is successful, give Lidocaine, approxi—
mately 1 mg. per kilogram 1V bolus, followed in 15 minutes
by a second bolus at 0.5 mg. per kilogram.
g.- IT heart rhythm is asystole: Do not attempt defibrillation
and treat as an EMT 11I.
2. Morphine 1is contraindicated in the hypothermic patient.
3. Cardiac monitoring is indicated in all hypothermic patients
as long as its use does not unnecessarily delay other or
further care.



HYPOTHERMIA (Con"t.)

PARAMEDICS

A.

Treat as an EMERGENCY MEDICAL TECHNICIAN 111 with the following
additional guidelines:

1. Paramedics in isolated areas in Alaska should function
as an EMT 11l 1in regards to the hypothermic patient, unless
they are under the specific on-line direction of a physician,
or until a patient reaches a level of adequate physiological

response (temperature higher than approximately 90 degrees F.)
2. Endotracheal intubation: The indications and contraindications

for ET tube placement are the same in the hypothermic and the
warm patient.

3. Cardiac arrest: Treat as an EMT 111.

4. Additional medications: Since medications are inefficient
and also poorly metabolized in the hypothermic patient,
no additional medications are indicated.

SMALL/BUSH CLINICS

A. The extent of the evaluation and treatment in small/bush clinics
is defined by the training of the personnel and the available
equipment as outlined in the foregoing guidelines.

For transfer to a higher medical Tfacility, the patient must

be stabilized in the clinic rather than transferred as an

unstable patient. Therefore, 1f the patient 1is requiring CPR

or is otherwise with unstable vital signs, necessary equipment

and trained personnel, if not already at the clinic, should be

sent to the clinic in order to stabilize the patient enough for
transfer to a higher medical facility.

Once the rewarming process has started in the clinic, it should

be continued with slow, gradual techniques until transfer is

possible and appropriate.

HOSPITALS

A. Some general points:

1. Treat to the level of your ability as your hospital equip—
ment, staff, and skills dictate.

2. All patients should be stabilized before any transport to
another facility. The patient should be kept in the sending
hospital until the patient is stable.

B. Evaluation

1. Initial attention to the ABC"s and CPR as needed.
2. Vital signs, including rectal temperature.
3. Brief history.



HYPOTHERMIA - HOSPITAL EVALUATION AND TREATMENT (Con x.)

4. Brief physical exam: Feel for skin coldness or warmth,
level of consciousness, shivering, cardiopulmonary exam,
and associated trauma.

Then

5. Chest x-ray.

6. 12 lead electrocardiogranm.

7. Urine for urinalysis, sodium and osmolality.

8. Blood for CBC, BUN," creatinine, electrolytes, sugar, platelets,

PTT, Prothrombin Time, Liver Function Tests, amylase.

9. Arterial blood gases.
10. Weight.

C. Monitoring and Treatment

1. Cardiopulmonary monitoring.

2. An 1V and/or central venous pressure line (in the superior
vena cava, not the right heart), with D5W at 75 cc. per hour.
IV fluid and rate of infusion will vary depending on the pa-—
tient"s level of hydration and laboratory data.

3. Urinary bladder catheter.

4. Nasogastric tube, if the patient is unconscious and the airway
is protected.
5. Endotracheal/Nasotracheal tube is indicated in the unconscious

patient after careful neck evaluation.
6. Daily weights; 1&0.

7. Always ventilate with warm, moist air or oxygen (typical un-—
warmed ventilation is approximately 72 degrees F.[22< C.]).-

8. Sodium bicarbonate administration is based on arterial blood
gases.

9. Adding heat: The recommended possibilities include:

External Methods Internal Methods
1. Cradual spontaneous 1. Warm steam inhalation/
rewarming. ventilation.
2. Warming blankets,warming 2. Peritoneal lavage,
mattresses, etc. 3. Warm IV fluids.
3. Tub bath. 4. Extracorporeal circulation
(AV shunt).

General notes about rewarming techniques:

1. Regardless of the method chosen for adding heat, the patient
must be under total physiologic control, to allow you to deal
with the metabolic needs of the patient.

2. Tub bath is the most rapid method and requires immediate
laboratory results and extremely close physiological moni-
toring to maintain control of the situation.

3. Do not compromise extremity circulation by using tourniquets,
MAST pants or ice packs.

(6)



HYPOTHERMIA - HOSPITAL EVALUATION AND TREATMENT (Con"t.)

D.

4. The recommended temperature 1is about 105 to 110 degrees F.
(40 to 43 degrees C.) for all methods.
a. For severe hypothermia without signs of life (requiring

CPR) :

1. Warm the core as rapidly as you can handle, using
one or more of the methods. (For example, warming
mattress, warm steam inhalation, and peritoneal
lavage), trying to get the patient greater than
approximately 85 degrees F., (30 degrees C.)

2. For severe hypothermia with life signs: Use your
judgement, utilizing one or more of the methods.

10. Continue monitoring until stable and warm.

Most common problems

Note:

Drug therapy should be moderated because in the cold
patient medications are both inefficient and poorly
metabolized.

1. Arrhythmias - these are usually atrial arrhythmias.

a.

b.

If very cold, these atrial arrhythmias will usually con—
vert spontaneously with rewarming.
If the temperature is rising and the arrhythmia does not
convert, you may want to use the usual medications. (In-
deral may be the drug of choice in atrial arrhythmias in
this setting.)
If the treatment is not working, add more heat.
Ventricular fibrillation in the very cold patient is
treated with CPR, adding heat™iJfter the temperature
reaches approximately 85 degrees F. (30 degrees C.),
defibrillation.

In the patient whose temperature 1is rising, the standard
(AHA, others) treatment for ventricular fibrillation
should be utilized.

2. Dehydration - monitor and treat accordingly.

3. Hyperkale, ia - monitor and treat accordingly (do not infuse
potassium in 1V"s).

4. Hyperglycemia - monitor and treat accordingly.

Transferring Patients to Tertiary Care Facilities

The indications to transfer the patient from a smaller hos—

pital

to a tertiary care TfTacility are:

1. In general, lack of nursing and support staff and equipment
to properly provide for a critically ill patient, requires
that the patient be transferred, once that patient is stable.

™



HYPOTHERMIA - HOSPITAL TRANSFER (Con"t.)

2. Specifically, the patient should be transferredif:

a. There is no capability for rapid arterial blood gas
results.

b. There is profound neurological depression.

cC. There is associated significant trauma.

®



COLD WATER NEAR DROWNING

A.

General Comments

1. Anyone submerged long enough to be unconscious and/or reguire
CPR, who has been under water less than one hour, should be
sent to the hospital.

2. If under water for more than one hour, no attempt at resuscitation
should occur.
3. If we do not know how long the person has been under water, we err

on the side of considering them under one hour.

4. There 1is no difference between fresh and salt water near drowning
in regards to outcome or treatment.

5. These principles apply to any near drowning, not just those 1in cold
water. The difference between warm and cold water 1is that in long
submersions (greater than 6 minutes), survival in warm water 1is
50% at best. Therefore, attempt to get a temperature of the water
at some point in time primarily for prognostic purposes. Obviously
the colder the water, the better the chance for survival.

6. The level of coldness is rarely profound (below 85 degrees F.[30<=C.))

in cold water near drowning, so the hypothermia aspect of the problem

is less critical than the pulmonary or hematology aspects. Thus,
rewarming is done very cautiously and gradually, without the need
for invasive techniques such as peritoneal lavage or AV shunts.

7. Many near drowning victims die of a particular type of Disseminated
Intravascular Coagulation, not from their pulmonary problems.

Evaluation and Treatment

For the general public/first responder, Emergency Medical Technician 1,
Emergency Medical Technician 11, Emergency Medical Technician 111, and
the Paramedic, the treatment is the same as indicated for hypothermia,

plus:

1. It is very important tc clear the airway with any of the standard
maneuvers, but no specific maneuvers are mandatory to expel water
from the lungs. D" not dc the Heimlich maneuver on these patients.

2. CPR must be started immediately.

3. Assess carefully for associated injuries.

HOSPITAL CARE

1. The evaluation is generally the same as for hypothermia,
except for the laboratory evaluation which in near drowning
should.be, 1in order:

Arterial blood gases.

Chest x-ray.

12 lead electrocardiogram.

Electrolytes, BUN, CBC.

Scan the serum for pinkness (indicating hemolysis).
Institute cadiorespiratory monitoring.

IV therapy - D5W at keep open levels. (In children, h -
maintenance rate).

Q =D O 0OT W
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COLD WATER NEAR DROWNING - HOSPITALS

2. Therapy:

/a. Attention to the ABC"s, with respiratory support, intubation,
etc., as needed.
b. Rewarming. Active rewarming methods (warm air inhalation,

external heat sources, etc.) should be used only while CPR
is required.

Once circulation has been established, do only passive re—
warming (light sheets or light blankets, room temperature).
Note that these patients often become hyperthermic.

c. Aspiration pneumonitis and pulmonary fc"lema may be treated
with:
1. Corticosteroids.
2. Penicillin.
3. Lasix.

d. Profound neurological depression: Recommend cerebral resus—
citation, as per CONN* with mtraventricular pressure monitor—
ing, diuretics, and barbiturates.

e. Hemolysis - Treat as with any patient with hemolysis.

f. Disseminated Intravascular Coagulation - treat as with any
patient v i-h DIC.

g. Renal 1insufficiency - Treat as with any patient with renal

insufficiency.

3. Transferring the near drowning patient to a tertiary care
facility.

a. The indications to transfer the patient froma small hospital
to a tertiary care facility are:

Note: The patient should be stabilized at the nearest hos—
pital with intubation as necessary and ventilation.

1. Lack of nursing and support staff and equipment to properly
provide ongoing care for a critically ill patient requires-
that the patient be transferred, once the patient 1is stable.

2. Specifically, the patient should be transferred if:

a. There 1is no capability for rapid arterial blood
gas results.

b. There s deterioration of pulmonary status.
c. There isrenal insufficiency.
d. There 1is hemolysis.
* e. There isprofound neurological depression.

f. There issignificant associated trauma.

3. Air transport should be in an aircraft pressurized to
sea level or flying at sea level. You may need to increase
oxycen supplementation depending on the level of pressuri-
zat~on.

¢""Cerebral Salvage in Near Drowning following Neurological Classification
by Triage,"™ A. W. Conn, Canadian Anesthesia Society Journal, Volume 27, No.3,
May, 1980.

(10)
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EMORANDUM state of Alaska

to: William VJennen, M.D., Cnairman date: October 20, 1981
Advisory Council on Emergency Medical Services
FILE NO:

TELEPHONE NO: 465-3027

from: Mark"s". Johnson, Coordinator SUBJECT:
Emergency Medical Services Section

We 1inched you at the ACEMS meeting in Sitka. There v;as some discussion
about the proposed use of the excess FY82 EMS funds for Northern Region,
but seme members were frustrated that they didn"t have advance notice
to *eview the requests, while 1 sympathize with this concern, there
was nothing we couid do about it, because the Interior and Northern

Region Boards had just approved these requests one week prior to the
ACEMS meeting.

The one funding request which generated the most discussion was the
proposal to send ENTs from Nenana aud Healy outside the state for para—

medic training. As 1 see it, there are pros and cons to this proposal.
I have listed some of these belcv:

Pros Possible Cons
1) Advanced medical training is 1) If we approve paramedic
probably needed more in rural training for Healy & Nenana
areas because of the long dis— how many other rural ser—
tances to acute care centers. vices will request similar
funding assistance in

the future?

2) At least one of the ENTs de— 2) Will there be enougn calls
siring paramedic teaching is to maintain skill levels?
an instructor. Paramedic
training will enhance <his per—
son®"s instructor capabilities.

3) Proximity to Mt. McKi iley 3) Will these people be con—
means that large numbers tent with their current
of tourists pass through volunteer cr low pay status
tne area in the sirrmer. after paramedic training?

Due to the complexity of the issue, sen* members of ACEMS would prefer
that the decision D€ made at the regional level. ACEMS also voted
to review this request again at their next meetipg.

Therefore, | suggest that you bring this up at the next Interior Region

Medical Advisory Board meeting. Also, it they endorse this request,
think it would be a good idea to set up a formal evaluation to deter—

mine the benefits of paramedic training in rural areas. This informa—

tion would be especially useful because Senator Charlie Parr has sug— ¥ -
gest"d that Alaska should train paramedics in nil subregional centers )
who could also assist with medevacs. ,SIC|fC
ee.
C%lrikﬂj
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111 appreciate hearing your views on this subjrct.

MSJ/bb

cc: James Borden, M.D.

Tiro Samuelson, M.D.
Jeanne 0Ostnes

October 20, |'61



S.R. Box 50599

ALASKA LEGISLATURE

. . Fairbanks Interim Office _ Pouch v
Fxirbinb. Alwki 99701 545 Third Avenue, Suite D Juneiu, Al»sk» 99811
(907) <56-5029 Fairbanks, Alaska 99701 (907) <65-<907
(907)456-8925

December 14, 1981

Tim Sanuelson, M.D.

Medical Director, State EMS Office

Pouch H-06C

Juneau, Alaska 99811

Dear Dr. Samuelson:

I have recently seen a copy of your letter of November 2 to

Dr. Kennen regarding paramedics in sub-regional centers in

the rural part of the state. Unfortunately, someone has mis—

informed you as to my 1ideas on the subject.

I have never suggested paramedic staffing. Instead, I have

suggested that we might consider the assignment of physician

assistants to regional offices. This idea has never been ad-—
vanced as something the state should do, only as an idea that
should be considered. (7,fter all, the Russians did it in Siberia
thirty or more years agol!)

Scrry for the misunderstanding.

Sincerely,

C*

P. S. The information about skill decay in your letter was quite
helpful.

CHP :dm



DEPT. OF HEALTH AND SOCIAL SERVICES

DIVision OF PUBLIC HSALTH POUCH H-0CC
EMERGENCY MEDICAL SERVICES SECTION JUNEAU. ALASKA 9s51x

EMS MEDICAL ADVISORS REPORT

November 12, 1981
Anchorage, Alaska

Present: Bill Dahl, M.D., Kotzebue
Dave Lonsdorf, M.D., Bethel
Stan Jones, M.D., Haines

Bill Wennen, M.D., Fairbanks *e
Jim Borden, M.D., Fairbanks
Bernard Gerard, M.D., Valdez

Myron Bloom, M.D., Ketchikan

Floyd Elterman, M.D., Tanana

George Garnett, M.D., Soldotna

Ron Gould, M.D., Tanana Chief"s Conference

Tim Samuelson, M.D, State EMS Medical Director
Jennifer Gleason, EMS Coordinator, Fairbanks

Susan Ash, EMS Clinical Coordinator, Southern Region EMS
Susan Clark, EMS Clinical Coordinator, Southeast EMS
Susan Super, State EMS Staff

Mark Johnson, State EMS Coordinator

Laurel Anderson, Southeast Region EMS Council

Ross Van Camp, M.D., Glennallen

The meeting was held at the Anchorage Westward Hilton, and lasted fronm
9:00 a.m. to 2:00 p.m.

Hypothermia Protocols recently developed through the offices of the State
EMS offices were presented by Dr. Sanueldon. The group had a number of
useful and helpful suggestions and these were incorporated into changes
on a revised set of protocols. In particular, there seemed to be concern
in regards to the medical/legal aspects of these protocols and several
physicians felt thot the way that certain parts of these protocols were
written might be fuel for lawyers tc produce successful suits against
doctors.

The EMT Regulations were presented by Dr. Samuelson. Those parts of the
EMT Regulations that impact on physicians and medical advisors were
discussed and pointed out to those present. Several iIn the group ex—
pressed happiness that these regulations were finally coming to fruition
while others in the 5-wo conc”re )d about them causing complications
regards to providing Lmei"gtin".y ".al Services. The regulations were
Wiscussed 1in detail.
a

The concept of Medical Control was discussed by the group and each of v
those present described how they provide leadership and quality control



in their respective pre-hospital Emergency Medical Services. In this r
regard, the concept of bush or very rural paramedics was discussed and /\
the group felt that the use of paramedics in such situations was gener —
ally 1inappropriate. What was needed in these areas, they believe, 1is
someone with more general knowledge such as a Physician®s Assistant

rather than someone with very specialized knowledge involving only emer —
gency care as is the case with the paramedics. In addition, the group
felt that i1t may be difficult to find a Physi-elanls A%sislLanL 01 physi-
cians willing to spend the time necessary to provide effective and proper
medical control of such individuals. Ana finally, the group was concerned
about the best use of money in that they felt that for the cost of pro—
viding paramedic services, the benefits to the population 1in general were
quite low.

The document produced by the State EMS Office called "EMS Goals for the
State of Alaska"™ was introduced to those present and discussed. The
orientation of the document and the uses of the document were discussed
and Dr. Samuelson stressed that it was merely a guide and not a document
that rigidly instructed people in how to provide Emergency Medical Ser—
vices. The document can be very useful in planning Emergency Medical
Services in both small and large communities.

Prepared by Tim Samuelson, M.D.

TS -r1l



Draft Position Paper from EMS Section on Question
of Good Samaritan Laws



POSITION PAPER U Jj»--'**,
Liability of EMTs and Supervising Physicians

Alaska Statute 8.08.086 - IMMUNITY FROM LIABILITY

(@) No person certified under Section82 of this Chapter (EMTs and
Instructors) or persons or public agency which employs, sponsors
or controls the activities of persons certified under Section 82
of this Chapter, who administers emergency medical services to
an injured 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 subsection does not preclude liability for
civil damages the proximate result of gross negligence or intention—
al misconduct, nor preclude imposition of liability on a person
or public agency which employs, sponsors, or controls the activities
of a person certified under Section 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 purposes of this Section, "gross negli—

gence" means reckless, willful, or wanton misconduct.

Section 08.64.366 - Liability for services rendered by a physician-
trained mobile intensive care paramedic. No act or omission of
a ,hysician-trained mobile intensive care paramedic done or omitted
in good faith uMle rendering emergency lifcsaving service to a
person who 1is 1immediate danger of loss of life shall 1impose any
liability upon the physician-trained mobile intensive care para—
medic, the supervising physician, a hospital, the officers, members
of the staff, nurses or other employees of a hospital or upon a
federal, state, borough, city or other 1local government unit or
upon other employees of a governmental unit; however, this section
docs not relieve a physician or a hospital of a duty otherwise
imposed by law upon the physician or hospital for the designation
or training of a physician-trained mobile intensive care paramedic
or for the provision or maintenance of equipment to be used by

the physician-trained mobile intensive care paramedic.



The above statutes address the concerns, expressed by numerous emergency
medical téchnicians, paramedics, ambulance service chiefs, and physician
supervisors, about potential liability in rendering emergency medical
care in a Tield setting. Since both of these statutes only address
irrmriity from liability in life-threatening emergencies, the Emergency-
Med cal Services Section and the State Advisory Council on Emergency
Medical Services recommended that these statutes .be amended to include
any situation whereby the patient was in danger of "loss of life or
serious harm." This, 1in effect, would cover all situations requiring
the assistance of EMTs or paramedics. Unfortunately, the adiminisration
chose not tr. sponsor this suggested legislative amendment.

However, based on the advice of Jim Page, a nationally noted EMS legal
expert, any statute which attempts to grant immunity from liability
to a specific group may ultimately be judged unconstitutional by the
courts. Whether or not this 1is true, the statutes themselves do not
preclude someon from filing a suit, which could result in costly legal

expenses for the defendents, even if they are found not guilty.

Currently a law suit 1is pending against some Juneau Fire Department
EMTs, physicians, Bartlett Memorial Hospital, and the City of Juneau
regarding a 3-year-old cold water near-drowning case. While the City
and Borough of Juneau can probably afford to cover its own legal de—
fense, nany volunteer EMTs, and rural physicians 1in Alaska may not
be able to afford the legal expenses of such a case.

A recent report from the Emergency Medical Services CoomLlItre, National

Research Council, National Academy of Sciences, also addresses legal
issues in EMS:

4. Legal Considerations

"Experience of various EMS systems with and without medical control
strongly suggests that a firm system of medical control, with treat—
ment, triage, and transport protocols accepted by the medical com—
munity and enforced by the system®s medical director is the best
insurance against legal action. It does not appear that Good Samaritan
laws, designed originally to protect lay persons offering assistance

at an emergency, should be applied to professionally trained EMS

2



personnel. In any event, malpractice lawsuits involving EMS
personnel are so rare that the question of legal liability does

not appear to be a major barrier to the development of an ALS (ad—
vanced life support) system.”

A_ "All persons within an EMS system who directly provide emergency
medical care should be legally responsible for providing care
appropriate to their training and skills. However, we recorrmend
that the EMS system itself, or its parent body, such as a munici—
pality, should bear insurance costs entailed in the legal liabil—
ity of EMTs, paramedics, and of medical supervisors in their
exercise of medical control functions. State Good Samaritan
laws should apply only to lay persons providing aid at the scene
of an emergency."

B. "The responsibility to attempt resuscitation exists as long as
there is possibility of brain life; once begun, resuscitation
should be terminated only on order of the supervising physician.
The question of possible liability for resuscitation after brain
damage is unresolved, but does not appear to differ in kind from
the more general questions related to artificial prolongation
of life."”

The key legal issue in the Nationa Academy of Sciences report seems
to be the recotTmendatlon that "the EMS system itself, or its parent
body, such as a municipality, shcwld bear Insurance costs entailed
in the iegal liability of EMTs, paramedics, and of medical supervision
in their exercise of medical control fun.tions."

Given the fact that most EMTs 1in Alaska are volunteers, and the fact
that physician supervisors often do not even reside in the same commun—
ity, perhaps the question of state sponsored liability insurance for
EMTs, paramedics, and physician supervisors should be explored. While
it doesn"t [ -on unreasonable to expect physicians to carry malpractice
insurance for themselves, it also does not seem unreasonable that the
state would provide insurance coverage for EMTs or paramedics under
the supervision of these physicians. Of course, strict quality control
must be a consideration. Otherwise EMTs 1in the field may not feel

the need to continually train and update their skills.



The question of liability for emergency care 1is especially difficult
because there often 1is not clear evidence of appropriate treatment
for various types of emergency medical situations. Depending upon
distance from a hospital and skill levels of personnel, treatment may
differ. Furthermore, the patient may have undiagnosed complications
which could result in unanticipated outcomes. Lawsuits stemming from
these situations may discourage volunteers from getting involved in
the system, or may result in an overly conservative approach to treat—
ment. Perhaps state certified ENTs and paramedics could be extended

the privileges of state employees for the purposes of insurance cover—
age.

In summary, the entire issue of potential [liability forEMTs, para—
medics, ambulance agency chiefs, and physician supervisors is extremely
complex, and should be studied throughly by the state.

The EMS Section of the Division of Public Health and the State Advisory
Camcil on Emergency Medical Services will be more than willing to
offer additional assistance in exploring this issue.””



Excerpts from Alaska EMS Goals Outlining Ultimate,
ldeal Deployment of EMS and Other Medical Personnel
and Facilities in Alaska



LEVELS OF CARE:

ALASKA®"S APPROACH TO ORGANIZING A HEALTH CARE SYSTEM

Organization of the Alaska health care system, as conceptualized
in the Alaska State Health Plan, utilizes a regional approach, identi—
fying appropriate health resources and services for five community
levels. These levels are categorized as:

Level | Village

Level 11 Sub-Regional Center
Level 111 Regional Center
Level 1V Urban Center

Level V Metropolis

Health services, manpower and racilities generally appropriate for
each of the five levels are recommended in the Plan. * However, specific
resources to be provided 1in any individual ccrmunity are to be deter—
mined by considering such factors as population characteristics, health
status, anticipated frequency that the service will be required, and
economic feasibility of providing the service. Regardless of the level

in which a community may be classified, economic realities may not
permit provision of all reccr-"nded health resources in each community.

Compromises also must be made with respect to time and distance fron
services as well as with che scope of services available.

The ™"levels of care" concept encompasses the elements of continuity,
coordination and a continuum of service delivery and referral patterns,
generally from one level to the next highest level. However, there
will be times when a comrnnity will relee directly to the level which

can provide appropriate care 1in the m,st expeditious and convenient
manner.

Services for Level | Ccnmunities - Villages

Level 1 Cammities are those equated with primary health care, those
elements of health care tnat people use most frequently. Services
allocated to Level | Ccnmunities generally meet one or more of the

following criteria:

1, SerV| es tha% can he provided conveniently at that level on
3 Continuing basks.

2. Servmes designed primarily for ambulatory carc.
3. Emergency measures that nust be provided In a timely matter.

anary{ healtk\ care i Irevel | un|t|es udes the ‘arhge f sef-
VIce hq ‘ adequat prov or. Most ersona care
needs &5 oni {1 evaI at|on an emen of ||on§j

eneral, 01sca fort. ear om n( O{n ro fms 4
chiromc, aspects o disease. 0 |nc &5 HevenvE main-
tenance — heal

? d|s%ase s%ch argeaseuﬁ%s(gjccieﬂga

2 incidence of smlaness
1on and promotion of " pos|

ﬁ] %rfeﬁfance Innunizotions, educa-
Ive health



Direction of patients to specialized health care is a major function
of primary health care. Primary health care does not in itself provide
total or comprehensive care. It does, however, have a unique potential

for becoming the key element in a comprehensive community health .care
system.

Services for Level Il Cotrmunities — Sub-Regional Centers

Levfl 11 Communities are also equated with primary health care. Gen-
er\ily, a broader range of services than those provided in Level |
Communities would be available to the residents of Level Il Ccnmunities.
The additional services are not generally of an emergency nature, but
include those that must be reasonably close to consumers to assure
availability, accessibility and use as needed and appropriate.

Services for Level 111 Communities — Regional Centers
Level 111 Conmunities provide expanded services which can be equated
with secondary health care. Services are extended to include basic

hospital services and bed care in a facility which can provide for
diagnostic workup, routine laboratory services, services for normal

obstetrical cases, general surgery as appropriate and other hospital -
inpatient episodic care.

Services for Level 1V Communities - Urban Centers

To Level 1V Corrmunities are allocatec a larger range and scope of ser—
vices, including those that co not need to be as close to people.
These additional services tend to be institutionally related, more

specialized and lers frequently- used than the services provided in
Levels I, Il, and 111I.

In addition to providing primary and secondary services, Level 1V Com—
munities act as a focal point for economically feasible specialized
health services for a wide geographic area. Certain recognized cen—
ters for specialized services, such as those tor neonatal intensive
care, open heart surgery, treatment of head and spinal injury and of
thermal injury, generally require a significant population "base to
justify their establishment and maintenance, according to na:icnal
guidelines. The economic viability of these centers and the prc/ision
an *ntenance of clinical expertise and technolt are ljrgely depen—

dent on an appropriate population base which may not exist 1in each
Level 1V Community.

Services for a Level V Cenrnjrlty - Metropolis

Presently within Alaska, no Level V Community exists. While future
growth may foster a Level V Community in Alaska, the closest and most

frequently used Level V is now Seattle, Washington. This is the Level

which wjuld encompass highly advanced, specialized and technologically
sophisticated care. Alaska®"s pofxilation currently does not justify
the expense of providing the type of care envisioned within this*Level.

Equally Importanc 1is that this aspect of tertiary care often deals

with entities of relatively low incidence in the general population,

so that centralization is necessary for a sufficient case load to main—
tain Che technical proficiency of the staff. Economics and quality
thus warrant provision of Level V services outside of the state.

V-2



CN THE FOLLOWING PAGES ARE DEPICTED THE FIVE COMMUNITY LEVELS CATEGOR—
IZED IN THE ALASKA STATE HEALTH PLAN. FOR EACH LEVEL THERE ARE LISTED
THE CRITERIA CONSIDERED FOR DESIGNATING A COMMUNITY AT THAT LEVEL.
LISTED ALSO ARE THE SERVICES, FACILITIES AND MANPOWER WHICH SHOULD
BE PRESENT AT THAT "LEVEL OF CARE"™, INCLUDING THOSE RELATING TO EMER—
GENCY MEDICAL SERVICES.

THE RECOMMENDATIONS OUTLINED ON THE COLORED PAGES OF THIS EMS PLANNING
GUIDE ARE AN EXPANSION OF THE RECOMMENDED SERVICES, FACILITIES AND
MANPOWER GUIDELINES FOR EACH OF THESE COMMUNITY "LEVELS OF CARE".
THE RECOMMENDATIONS FOCUS ON EMERGENCY MEDICAL SERVICES APPROPRIATE
FOR EACH "LEVEL OF CARE".



Populat ion.

Proximitvt.

SERVICES

+Primary Core for common acute
illness

.Reception, System entry
.Referral services

.Dia%nostic screening,
preliminary workup

Preventive services

*Limited formulary pharmacy
Services

.Education, counseling
Health Promotion Services

Jdtinerant Services

-Dental

-Eye

-Behavioral Health
-Physician
-Audiology
-Preventive

LEVEL 1

VILLAGE

CRITERIA

.25 - 750, immediate community
.more than 30 minute access
to a higher level (of care)

Hr.ne Health Aide/Homemaker Services

Basic Life Support System

by year-round surface transpor-
tation.

GUIDELINES
FACILITIES
.Space that can be wused for
Clinic purposes. As possible
the space should be provided
with:
-Electricity
-Water
-Heat
-Private Examination Area
with  Examination  Table
-Secure Storage
-Reliable Communications
Line tc a Referral Center
(Radio and/or Telephone)
MANPOWER
.Community  Health Aide and
Alternate Person, trained
at EMT 1 level
. Homemaker
*Itinerant- Public Health Nurse
eltinerant Behavioral Health
Worker
JAtinerant Health Specialist(s)

Proximity refers to a given community's nearness to another community

of the same and/or higher
to prevent unnecessary

level,

e Proximity criteria are
uplication of resources.

intended



LEVEL 11

SU3-REG10ONAL CENTER

Government (or Social

Organization)

Popularion

Proximity*

Accessibility**

Tr-insportat ion

Communlcat

Economic Development

G

SERVICES

.All Services proposed for Level
.Consultation to Providers 1in Le
.Ambulatory M"dlcal & Surgical
Procedures

.Supervised overnight Patient Ca
.Itinerant Dental Services
.Basic Diagnostic Services Inclu
Limited X-ray & Lab Capability
.General Pharmaceutical Services
.Education, Counseling, Promotiv
Services

.Support, Supply, Administrative
Services for Level 1 Communitie
.Long Term Care Alternatives
.Nutrition Services

.Advanced Life Support Systenm
without cardiac capability

*

Accessibility refers to the

be reached from

outlying areas.
1O foster access 1O resources™ .

CRITERIA

preferably incorporated  government;
de facto town council; active formal
community  organizations, especially

those with human services orientation.

500 - 2500 in immediate community or
a service area population of at [east
1000.

enerally should be more than 30 minutes

i

y year-round surface transportation
from another communit) providing a
Level 11 or higher level of services.
generally should be within 30 minutes
access time to outlying villages.
transportation  network to  outlying
villages and to a Level 111 or IV Com-
munity.

a reliable radio or phone service to
a Level 111 or IV Community.
basic services to outlying village!
UIDELINES

FACILITIES

1 Health Center
vel 1 MANPOWER*

re ePhysician assistant or nurse
pract itionrr

.P"blic Health Nurse

.LHT 11

.Behavioral Health Counselor
eHome Health Aide(s)/Home-

mekers tas appropriate)

ding

e

*(Hanpower should be avail—
able as appropriate to
the particular community)

S

ease with which a given community can
Accessibility criteria are Intended

o o ]



I
)

REGIONAL CENTER

CRITERIA

Government.. ... * ... ... .. ..... should be 1incorporated

Population ® e 1500 50,000 in immediate community and
greater than 3,000 1in Primary Service Area

Proximity* ... ... ... Should be more than 30 minutes by year
round surface transportation from another
community providing a level 111 or higher
level of services.

Accessibility*? ... ... ...... Immediate community should be within 60
minutes travel time forat Jleast 90*£ of
population in Primary service area.

Transportation................. shculd have daily scheduled airline, rail,
marine, or bus services to a Level 1V or
V. Community, or should have less than 60
minutes travel time byprivate auto to
a Level 1V or V Community.

Communications................ Statewide phone network; radio, some T.V.

Economic Development........ serve as service center (maintenance
services, commodities, financial, transpor—

tation) to Level

1 and 11 Communities within

its primary service area.***

GUIDELINES

SERVICES

.All Service- Proposed for Level
_Consultation to Level 1 & 1l
Providers

.Short Stay Institutional
.Chronic Care & Long-Stay
Institutional Services
.Pharmacy Services
.Optometrist Services
.Diagnostic X-ray Services
eSupport, supply A Administrative
Services to Level 11
.Community Based:

-Mental Health
-Subatance Abuae/Alcohol

.Mobile EMS Capacity

.Short Term Shelter Care
eDetox. Capabilities
.Dental Servlcct
eClinical Laboratory St -vices
including:

Ualk-In Blood Bank

.Advancad Life Support Systems
with Cardiac Capabilities

Services

Rehab.

FACILITIES
.Hospital:
-general surgery as appro-—
priate
-acute A long term beds

-class 3 emergency care

.Health-Center

.Community Mental Health Ctr.
.Physician Cllnic(s)

eDental Cllnic(s)

.Nursing Home or LTC nursing
beds associated with hospital

MANPOWER

.Same as Level 11 plus:
.Primary Care Physlclan(s)
.Itinerant Specialist Physi—
cians.
eHospital Support Staff:
-X-Ray Technician
-Medical Technologist

-Lab Technician
eDentist(a)



FACILITIES Con't.

.ORtom etrist(s)
.Pharmacist(s)
*Psychologist/Mental Health
Clinic m_n(s%/v

*MSW/Social Workcr(s)
.danitarian

***9rimarv service area refers to that area which rationally relates
to the community for most of the services not provided elsewhere
in that area and includes that population within the immediate and
surrounding area.



Government

be incorporated and cither be a Unified
home rule municipalitiy (preferably having

health powers and providing health ser—
vices” or be located in an organized
borough.

Population .. ... ....... 30,000 - 750,000 immediate community.

Transoortation. [ daily scheduled transportation services
to Level 111 Communities within its health
service area and to closest Level V Com—
munity.

communicationsS ..o eeoeeeeaann. statewide phone network; radio, T.V.

Economic Development serve as [ commercial service center
including * icialty health services to
Level 111 C "(unities within 1its secondary
service area (generally, a health service
area); preferably some industrial activity
GUIDELINES

SERVICES FACILITIES

.All Services Proposed for Levels 1, See discussion <cf services

11, and 111 Communities on previous pages. Appropri—

.Consultation to Level 1, 11, 111 ateness in general will be

Providers determined on the basis of

.Specialized Major Medical Services population and expected utili—

.Class 11 Emergency Services sation of such facilities

Capability (Hospital) as well as economic & practi—

.Major Diagnostic Services cal feasibility. Delineation

.Clinical Laboratory Services
including Blood Bank

.Basic Rehabilitation Services
.Opthalmic Care Services
.Center for a Uniform Health
Information System
.Communication nkages to all
Levels
.Hechanisms fo-
Services for
involving mass casualties

Mobilising EMS

.acasrrophic Disasters

of such
tions

facilities (or
theriof) will occur
through the review of new
& existing Institutional
health services.

por —

MANPOWER

To be determined
to services.

according

.Therapeutic Radiation Capability
.Pathology and Autopsy Capability

.State designated Capacity for
Mental Health & Alcoholism
Inpatient committal.

V-8



A

LKFE.1. V

METROPOLIS *

AOVO Incorpi-rat »d, within a higher level suh-
stnte eenifty (county equivalent) havine
health powers and providing health ser-
vices .mtl/or health industry regulation.

Pot™1-*l fon 650,0011 «, immediate community

Accessihility, daily major airline service to Level
V- Communities.

Communications. sophisticated and comprehensive communi-
cat ions network.

economic Development...s major trade and service center; stable
industry.

RECOMMENDATIONS

Highly advanced specialized care is recommended for Level V, including
the following examples:

SERVICES FACILITIES

Organ transplants Mcdical/Dental School Facility
Complex Pediatric Heart Surgery
durn Center

['Z [ shce will develop other recommendations to influence decisions

concerning Level V services which serve as multistate resources.

* There are no Level V Communities in Alaska at present.



Appendix X: Transcript of EMS-related Testimony Presented at
Senate HESS Interim Hearings



Senate HESS Committee Hearing in Fairbanks, September 12, 19B1.

Jeanne Ostnes, Interior Sub-region CMS Coordinator: She spoke

on several issues related to EMS problems 1in the Interior. Equip—
ment retrieval (back to villages from hospitals) a continuing”
problem. More backup equipment 1is needed 1in the villages. Pay —

ment for transportation costs to private air ambulance carriers

is a problem (no method of ensuring payment from private citizens,
especially those who may reside Outside). Stresses all EMS funds
should be funneled through the same department e suggest H c SS.
Pointed out deficiencies in EMS communications. Statewide insur—
ance package a possibility for ambulance services? (Insurance
comes through fire departments at present...all except those of
largest towns are volunteer. Stressed the need for an EMS training
center in the Fairbanks area, where equipment could be rtored and
EMT training classes held. Discussed MAST (Military Assistance to
Safety and Traffic) helicopter medivac.

Jennifer Cleason, EMS Northern Region Director: She touched on the
need for someone to enforce the new EMS regulations when they come
into effect in January 1982. She emphasized EMS on-going training

was the biggest need, especially 1in rural areas, also the coordin—
ation between hospitals and EMT expertise in the field needed to be
better. EMT training in field could be accomplished by *curcuit
riders*. She also pointed out that a central dispatch (911) was
very helpful. She also felt Iliability insurance must be given con—
sideration - Alaska has three sets of *Good Samaritan* laws. (Con—
flicting Attorney General opinion on this.)

Arturo Frizzera, Interior Region EMSi He said there were about 3,000
EMT-2, 1,500 EMT XI, 100 EMT 111 and 35 1llcensed paramedics 1in the
state at this time. He felt the state needed a trainer plus one
staff person to coordinate regional trainers. The Interior needs a
training facility (building) of its own, they are presently spending
from S1,300 - 3,300 per class on renting school space. He praised
the central dispatch system being set up in other communities and
stressed the need for same in Fairbanks, Mentioned MAS? helicopter
service prov“ded by the military to points 1in the Inter“or, and some
problems with coverage of wide area.

Senate HESS Committee Hearing 1in Scldoltna. September 26, 1991.

Michael Herring, South Peninsula Hospital Coordinator! In response
to a question he stated that there were excellent EMTs associated
with the fire department (in Homer? Peninsula wide?), but that
their service district wss very large... and also mentioned the

problems the carriers had collecting from the emergency patients they
hauled.

Senate HESS Committee Hearing in Nose. November 7. 1I»tl.

Dick Sullock, Horten Sound EMSi Only ? villages of 16 have phones
(specifically) for health aides. Indian Health Service has stopped



funding the $850 per month to subsidize these phones. No privacy in
discussion of patient®"s problems on public phone Jlocated in the

store...also difficulties 1in access sometimes. NSEMS trained Nat—
ional Guard last year, eight of whom qualified as EMT-1. There are
about ten EMTs 1in Nome at present, but there is a high turnover.
Problems experienced with payment 1lor ambulance. Eugipment retrieval
fron Anchorage a problem. Problems with maintenance of EMS commun—
ications si«gle sideband radios... equipment old. Trained village
health aiues in EMS techniques. Problems with funding - lost federal

funding to travel to the villages to give instruction this past year.
Hard to maintain enough EMTs to man the ambulance in Nome because of
turnover in people. EMS trains for medical care (emergency) in the
area, while the troopers provide search and rescue training. Disaster
preparedness 1is not dealt with at all, funds being the big problem.

Fred Angleton, Alaska State Trooper, President of EMS Advisory Coun—
cil: Air costs are going up and often must charter, trip from a
village to Nome can run $300 - 500 for a round trip. Most single
sideband communications equipment about 12 years old and in need

of frequent repair. A study 1is being done at present to make plans
for a communications network on the west coast to serve EMS, search
and rescue, troopers, etc. The intent 1is to put together material
from many sources into a packet before attempting to upgrade commun-
catlons.

Comments on EMS from Jeanette Morton, Norton Found Hospital, during
tour of hospital prior to public hearing: The Nome ambulance ser—
vice 1is run by volunteeri. The ambulance is owned by tie Norton
aound Regional (Native) Corporation, which rents it back to the
volunteera for a dollar a year.

Senate HESS Committee Hearing 1in Bethel. November 14. 1981.

Joe Ryan, 1HS Hospital Administrator: Emergency charters are the
most expensive forms of air travel, which 1is tremendously 1increasing
in cost . Travel and communication a priority 1in area.

Dr. John Weatherby: Many villages have a phone 1in public places, 15
villages have phones 1in clinics, 4b have side-band radio communica—
tions. Emergencies can generally be handled with system, although

phones sometimes don"t work, privacy 1is a problem.
Joe Friedman: EMS does patient education 1in the villages occasionally
Notes on the Senate HESS Committee Hearing in Anchorage, or. December

IS, 19B1, will be available to the Committee at the start of the leg-—
islative session in T"anuary.



Tanana Chiefs Conference Resolution,
the 1981 AFF Convention



EMERGENCY MEDICAL ASSISTANCE

RESOLUTION NO. 81-00

WHEREAS, The State of,Alaska bears the respons?bility for
emergency medical assistance for residents and visitors to the
State, and

WEEREAS, currently State financial support for ambulance ser—
vices in rural communities is not adequate to assist in offsetting
costs incurred 1in responding to emergencies occurring inside/out—
side of their usual service areas, and

WHEREASL reimbursement by consumers for the costs of these
responses has been historically low, placing a financial burden
on the ambulance services, and

NOW, THEREFORE BE IT RESOLVED that the Alaska Federation of
Natives, 1Inc. hereby urges the Alaska State Legislature and the
Division of Emergency Medical Services to provide adequate contin—
uing supplemental financial assistance to ambulance services 1in

rural communities to support their responses to reocte emergencies.

APPROVED:






Health, Education and
Social Services Committee

Crarlie Parr, Chairman S Pouch V
Terry Stimson, Vice-Chairman Official Business . State Capitol
Vic Fischer Juneau, Alaska 99811
aska State Legislature "
Mike Colletta 465-4908
Senate
June 1981

Dear Sir or Madam:

Health care issues and the cost of providing health services
has become a national concern. Proposed changes in Federal
funding and regulations makes this an appropriate time to

reconsider the health systems 1in Alaska.

To this end, the Senate HESS Committee is investigating
many health issues in preparation for the 1982 Legislative

Session.

The Committee would appreciate your cooperation in promptly
returning this questionnaire to the above address. Any further
comments you wish to make on any health care topics will be

welcomed and fully considered.

Chairman

e AR

CA |

GES N

RIFb




PROFESSIONAL

6. Are there conditic effecting vour profession that you think are
unioue to Alaska?

Yes 272
No 66
No response 73
Unknown 1A
COMVENTS TIMES REPORTED
1. Continuing Education not local, travel, expense, time-off 56
2. isolation/rural bl e
3. Travel for health care 50
/\ Lifestyle-violence, accidents, alcoholism, transience 31
5. Rural professionals more responsibility, distance from
supervisor 23
6. Travel to give care, itinerant 19
7. Weather 14
8. Difficult to continue patient follow-up 12
9. Socio-cultural differences, dual systea-narive/non-native 11
Overhead/cost of living H
11. 1solated, lack of professional stimulation 6

Do you see an increased need for Para-professionels?

Lwrol

Yes 1pA

No LAS

No response 26

Unknown 9

COMVENTS TIMES REPORTED
Mid-level practitioners needed for rural 58
Too many health care providers at present 26
Need to sponsor training for ANP and family practice RK 20
EMSIEKT special training 11
Routine Primary care. 11
Prevention/Education 9
Efficient, cost effective, immediate car# 8

0o * > o

Poorly trained, dangerous 8



All physicians were sent a copy of HB 327, concerning the licensing
of Naturopathic Practitioners, and the questionnaire asked for

cttjwer.ts. Those received were:
Favor
57 Opposed
5 Unknown
12 No comment
Remarks; . Number of respondents
Quackery ] 25
Pocrly trained, inadequate for duties inbill 18
Licensing would mislead public, dangerto citizens 15
May delay needed treatment 9

No surgery, x-ray

No obstetrics

No prescription capabilities

Fraudulent, life threatening

State cannot legislate hospital privileges

State should investigate practitioners for education/
preparation; follovup on fraud andincompetence

Responsibilities too broad

Waste of state money

O ~J OO OO «© O

All Physicians were asked If they had any contact with the rural nearen
delivery system, and for comments;

*5 Yes
25 No
44%, No response
2 Unknown
Cosaents Number of respondents
System in good -balance, appropriate, constantly
upgraded . 18
Health Aidas work well, need more financial support.
skill upgrading 1

Need alcohol abuse education

Need EMS coocunications upgrading
Need more health promotion, prevention
Expensive

10101 JO



Need more Mental Health Serrvices(violence, lifestyle)

Travel greatest problenm

Unsophisticated, minimal care

HS should not compete with private practice
Need survival techniques

Need more school health education

Abolish AANHS/IHS

No payment mechanism for M.D. fees

Need rehabilitative medicine, specialists

Other comments:

The state needs to promote older, more experienced physicians looking
for a change in lifestyle to work in rural alaska.

Federal and state regulations are incompatible for rural health and
hospitals.

Travel and lodging payments to physicians would encourage more to have
rural clinics, as fees do not meet expenses.

State needs to assist Native Corporations as they assume health care
responsibilities, and local control.

Need strict penalties for alcohol related crime.

.EKT skill, 1improved communication and transportation have greatly

upgraded care in the Fairbanks area



Number of respondents 18"1

Yes . No - "Unknown
1. Is health care accessible in vour area? 169 4
2. Is transportation to facilities £ problem? 24 164
Comments old, handicapped and poor 7 poor public transportation 2
X Are Emergency Medical Services available? 182 1
Do thev functic j efficiently? 182 1
4. Does your area have an alternative birth— 157 7 19
ing center?
Is there a demand for one*~ 18 8 5
5. Does anv doctor in vour area do heme births? 28 56 76
6. Is there a lav midwife in vour area? 27
Is there a nurse midwife in vour area? 93
- Should the state license lav miowives? .70 80 18
6. .Have you had contact with ncme health? 83 73 10
Is there a demand for this service? 50 3 6
Comments good progranm 78 need more funds/staff 36 need RN 4
cost effective 21 preserve dignity at home 17 local control
Does vour area have mental health services? 151 3 3
Dees vour area have alcohol/drug abuse services? 165 1 2
Is Familv Planning available? 92 g
Is health education in vour school-curriculum? 119 3 35
Docs vour area have hospice services? 56 64- 43
Is there.an interest in services for the
terminally ill? 69 6 9

iwhat SEIVIiCes and providers are needed in vour aret?
Nurse 1q h|gh al{ty mental health 6 ?h
3 S{S t

B-CYN Cl Hl
Sihste, ., BlCHESHadt oreening 1



10.

>*

i

ong

Yes

Is health care accessible in vour area? 6b
Is transportation to facilities a problem? 15
Comnenas distance/rural 1A -expense 3 weather A
Are Emergency Medical Services available? 62
Do they function efficiently? 61

Does your area have an alternative birth—

ing center? 2A
Is there a demand for one? 19
Does anv doctor in vour area do hone births? 10
Is there a lav midwife in vour area? 1/
Is there a nurse f.cwife 1iIn vour area? 16
Shouic the state license =av midvives? *26
Have vou had contact with Hone Health? 33
Is there a demand for this service? 21

Cements trgoodtprogram 28 contract locally 1
Doms vour area have mental health services? AA

Does your area have alcohol/drug abuse services? Ul

Is Familv Planning available?

33
Is health education 1in vour school:curriculum? 1
Does vour area have hosnice services? *3
Is there an interest in services for the
terminally ill? 10

What services and nroviders are needed In vour area?

No

A3

19

32

21

2A

15

Se. 10 mental health follov up/sheltered
c|a]I|sts 12 rehabilitation facility 5
11 arv services A alcohol halfway house b

teitD care radiation therapy 2

eUnknown

11

19

"9

living 15



JuDeau

"Unknown

Comments expense 3 rural non-natives served in Juneau

Are Emergency Medical Services available? 29

Should trie state license I»v

6. "Have vou bad contact with Eoae Health?

Comments good program 21  cost effective #
expand to rural 2 need foster care 1

7. Does vourarea have mental health services?
6. Does vourarea hevetlcohol/dr-uc abuse services?
9. Is Faailv Planning available?
10. Is health education in vour schocleurriculum?
11. Does voura-ca havehosnice services?

s there ‘an interest in services tor the

12" What services andProviders are needed in vour arei?

Central Practitioners 7 Mental Health 8 edult screening 6
0B-GYN 15 halfway house 3 expand W1C 2
nurse A child protection 3 Prevention §
specialists 10 Accident prevention 3



Communi ty Palmer-vJasil Number cf respondents

mUnknown

Are Emergency Medical Services avaitabie?
Do thev function efficiently?

Is there a demand for one?

Should the state license 1V niovives?
6. Save vou had contact with Home Health?

Comments  good program 9  expansion needed 5

Does vourarea have mental health services? 12 U
Does vcurarc* havealcohol/drug thuse services? 15 2
9. Is F»«*1t Planning available? 17
10. Is health education in vour school «urriculum? 9 1
11. Docs vourarea havehosoice services? 2 1A
Is there an interest ir. services for the
terminally 1117 6 A

What services and providers are needed ir. vcur area?

Men aI altr] unseling, residential 6 Eeesa||dﬁntaE adletoxz
IC

Ccf eve entaI optical
amily planning (minimal, infreque-t) P



Is health care accessible in vcur area? 20 2

Is transportation to facilities a problem? 15 5
Cornetts py-npneivp ?

Are Emergency Medical Services available? 22

Do they function efficiently? 22

Does your area have an alternative birth— 22

ing center?

Is there a demand for one? 19 3

Does my doctor in vour area do home births? 6 16

Is there a lav midwife in vour are*? 12

Is there a nurse midwife in vour area? 9

Should the state license lav rudwives? *9. 12 1
Have vou had contact with Hone Health? 15 6 1
Is there a demand for this service? 12 1 3

Contents good orog-am 11 Keed RN 4 More funding/staff 2

Does vour area have mental health services? 21 1
Does your area have alcohol/drug Abuse services? 20 ?
Ss F*m-siT Pinning available? 20 1 1
1s health education ir. vour Schooleurriculur**  * 3 5
Does vour area have hospice services? 2 26
Is there ‘an interest in services for the
terminally 1l1? 13 9
What services and providers ere seeded IN tout area?
Er e 4 Earrm[le)( planning(Hooer) shel E% red living 5

Mental I-?fealth 3 + m{?at}/ent oental health 4 dp agnostic

Specialities 16 Detox



Is health care accessible 1n your area? 10

Is transportation to facilities a problem? 4 6
Comments weather 1

Axe Emergency Medical Services available? ) 10

Do they function efficiently? 10

Does vour area have an alternative birth— b 4

ing center?

Is there a demand for one? 3
Does anv doctor in vour area do home births( 5 5
Is there a lav midwife iIn vour area? 3

Is there a nurse midwife in vour area?

Should the state license lav midwives? 2 7
Have vou had contact with Hcae Health? 8 1
Is there a demand for this service? 3
Comments pood program 8 needs expansion 6
Ik s» your area have mental health services? $ 1
Does vour area have alcohol/”ru,: abuse services?io
Is fnHIv Planning available? 9 i

Is health education 1in vour school curriculum? &
m

Docs your area have hospice services? 5 4
0
Is there s interest in services for the
terminally ill? 6

What aarvica* and providers art needed in your area?

Nurse 3 0OB-GYN 2
therapy 2 Mental health outpatient and follow-up 4
specialist* 4 . Psychiatrist 2

Home Health 2 Prevention/adult screening *



r.nfT—_mxzv Valdet Nuaber of respondents

Is health cere accessible in vour area?

Is transportation to facilities a oroblen?

Ccments weather 2

Are Eaergencv Medical Services available?

Do thev function efficiently?

Does your area have an alternative birth-
ing center?

Is there a demand for one?

Does am? doctcr in vour area do hone births?

Is there a lav aidwife in vour area?

Is rh._tre i nurse aidwife 1in vour area?

Should the state license lar aidwjves?

Have vou had contact with Koae Health?

Is there [ derand for this service?

Consents

Does vour area have mental health services?

Does your area hive alcohol/drug abuse services?

Is Planning available?
Is health education in vour schoolecurriculua?

Does yoor area have hosnice services?
4
Is there an interest in services for the

tensioallv 11l1l1?
What services and providers are needed 1in vour

Sur er¥ school health ed.
specialist*

alcohol crisis intervention
prevention

Yes No
3
3
3
3
3
1
3

w

1 2

area?

inadequate 1

Unknov



