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ABSTRACT
Divided into two major parts, this report summarizes

the findings, recommendations, and conclusions of the National
`Academy of Sciences and NationaI,Research Council's analysis of the
current-function and potential capacity of congressionally appointed

'feder141, agencies relative to providing emergency medical care
services. More specifically, the -stuffy was concerned with: (.1)

establishing a national focal point for Emergency Medical Services
(EMS),-(2)' providing technical consultation and guidance to states,
communities, citizens, and.organizationi (3) establishirig an
information center, (4) coordinating 'inter-department and
inter-agency EMS activities', (5) -establishing an EMS data system, and
(6) developing five total emergeny medical systems as demonstration
projects. The demonstration sits selected were: (1) (2) a

3-county-area of Southern '(3) a 7-county area of r.

Northeastern Flori4a (4) Stae'of Illinois, and 45) a 7-county'area
Of SoUthern Ohio.. Contents of ,the report include.; (1) introduction
Add recommendations on initiative by the' Ekecutive Office of the
Rresident and the De-partment pfliealth; Education, and welfare; and
A2): ,implementation of emergency service program's. (SN)
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NOTICE

The study reported herein was undertaken under the aegis of
the National Research Council with the express approval of the
Governing Board of the NRC. Such approval indicated that the
Boa.rd considered that the problem is of national signifiCance,
that elucidation or solution of the problem required scientific
or technical competence, and that the resources of the NRC were
particularly suitable to-the conduct of the project. The insti-
tutional responsibilities of the NRC were then discharged, in the
following manner:

i

,
The members'of the study committee were, selected for their
vidual scholarly competence and judgment taith'due consideration
for the balance and breadth of disciplines. Responsibility for
all aspects of this report rests with the study committee, to
whom we express our sincere appreciation.

Although the reports of Our study committees are not 'submitted
for approval to the Academy membership nor to the Council; each
report is reviewed by a second Troup of'appropriately qualified
persons according to'procedures established and monitored by the
AcadeMy's Report 'Review Committee. Such reviews intended to
determine, inter alia, whether the major questions, nd relevant,
Points of view have been addressed and whether the keported
findings, conclusions, and recommendations arose fro the avail-
able data and information. Distribution ofthe report is approved,
by,--ehe President, only after tatisfactory completion of, this review
process.
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OREWORD

In March, 1972, the month this report was compLete.d, tl-e Special Projects
Office, Emergency Medical Services was established under the Office of
the Administrator, health 6ervices and Mental Health Administra,tion,
Department of Health, Education, and welfare. The establishment of e

Office was in direct response to the President's concern, stated in his
State of the Union Message,' that "We must develop new ways of organizinc,
emergency medical services and of providing.care to accident victims."

The broad objective of the EMS Special Projects Officeis,to provide all
citizens with access ten7quality emergency medical care in a system
related to the cowamunity's health care delivery system.. The specific

, objectives of the Office are: to establi:sh a na'tion'al focal point for
,emerzency medical services; to provide techrlicai consultation and guidance
to.Statesl, communities, citizens, and organizations'; to establish an:;
information,centen....to coordinate intti-department and inter-agency'EMS
activities; mesktablish an EMS, data system; and to develop five total
emergency medical services systems as projects.

In June, 1972the,Administrator of.HSMRA-announced the selection of the
demonstration sites: the State of ArkanSat, a three-county area of
Southern California (San Diego), a seven-county area of-Northeastern
Florida (JacksOnviIle); the Stag of 1.11inois, and a seven- county area
of Sout Stern Ohio, (Athens). Contracts totalling 16 Million dollArs
have be er- .rued with-the agencies in these areas to develop EMS systms.
Projects will 1 elude the upgrading of emergency departments, the improving
of transportation and communication systems, the trligiq of emergency
medical tee nicians, nursestand physicians, and the conducting. of public
and professi a]?information-"programs.

7
The inter-deparitment Committee on Emergency Medical Services;-has been
establis rili\is being staffed. The data system and the information
center re, also in the formatiye piocess-For 11..d13;i, ,t4onal imifortatn,.

wrie,t :I.SpecLal Projects thice, EMS,', ark1 aWn'/41.dg., m. i7-64,
560 Fisher''Lane, Rockville, Maryland 208 2'.
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PREFACE

A.
.

..! --;., i

This study was supported by the Division of Emergency Health
\

Serviced and the National Center for Health Services ReSeazeh and

Development of the Public Hc.:11th,Service,* in response to'a proposal

by the Committee on Emergency- 'Medical Seryces of the Divisicn of

Medical Sciences, NAS-NRC, that studi'ds be carried out a. fol7o)ws:

An analysiA of current legislative assignment of responsibility to th,c

numercius.federal agencies in support if physical faciAities, equipment. .

and training-and employment of persorinel,:as-may be applied to emergwieyt

care areas, and recommendations on ways in which coordinatio:Ti of these .

resources might increase effectivenecs of delivery of emergency care.
. . .

,

Federal agencies whose resources.,, legislative authority or program

responsibility are consiaered 'to 'relate, either directly or indirectly,

to some aspects.ofIneigency.medical 'services were identified by ref-

"sistance

(erence to the U. . Government Organizational Manual, the Catalog of

k'.ederal A. grams of the Office of SConomit Opportunity; the,

Listing of Operating Federal Agency Program;, compiled -in the.Oth

StOy- also.through conferences with representatives 13 federal
. , iv

agencies that, could, be concerned With' ambulance services 'and 9 that

eoth4 be concerned with, emergency medical(commihicatift systeMs, as Well'
,

.a- numerous meetings with of other agencies.
...

1

, 1

1
-

In 'the.peribd before Septelube.e1971, the only federal agencies with

specific legislative support for emergency medical services were the

Divisiolil of Emergency Health services of.the Public Health Service and

the Division Of Eniergency Medical Programs of the National highway

Traffic Safety Administration. The'Committee.on:Emergelicy'Medical
)Servites'of the NAS-NRC found little evidence of concern for implementa-

tion of recdthmendations for'tpgradi,pg of- emergency medic.al services. by

any agency within the Department of'Health, Education, and Welfare above'

the levd1 of the Division of Eniegericy.Health Services, although the.

Division of. M iedicAi Sciences of the NAS-NRC inits report, Wcide 1,.',

Death and Disatbility: The Neglected IliSease of Modern Society, of 1966,

and the American Collegeof Surgeon's and the American Academy pf'..Ortho-.

pa isadc:L2furgeons, in the, AirlAe Conference report ofor969, recommended
"i '

..._ init-tike in 'this field by e, Executive Office of the President, :and

the report `of the Department" of Health", EduCationr_and Welfare Advisory'

Comilittes-on Traffic Safety of 1968, under the'chairminship of Di. Daniel

P..Moynihad, recommended that' the Department of Mehiluld..assume primary

I responsibility to establish emergency medical ge ices and.consoli,xlate. C.

the roles of agencies within'the'Department,for his purpose.
. -

r r,. 1 b
.

., - ..

In the fallof'1971, the Office of Science and Technology and the ,

Office of EmergenCy Preparedness of the Executive Office,of-the:President

requested information from the NASINReblvisionf Medical Sciences on.'

a programs add priorities for upgrading emergency medical services, -These
..1 ..!,

0:-
9

.

*1Contfacts.

-69.69 and liSM 110-70186
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offices, the Assistant Secretary for Health and Scientific Affa.;4-sr,
and the Office of the Director of the Hea/*Services and Mental Health
AdminiatTation of the Department of H. wer9' providedinform'ally with.
"di.aTtS ol etilt.poltioref th-ik-reportyvhichdeals i.741.1,initiative at
the executive r.evel and coordinaVdn of emereencl:_med'Ical"-i.,rograms by
the Departmeri-ocHEW.

In his State-of the Union Message to Congress on .10 January 1972,
the President diciared concern ever emergency health services and the
need for a new program of technological research and development that
courd save thousands of iives annually: This statement serves as.an

'incentive for federal agencies to identify'their roles ii Supportof
emergency health services programs and td coordinate their efforts to
upgAde emergency metrical services throughout the nation. Already-there
have been allocated limited,funds to the Health Services and Mental
Health Administration for this purpose, and a number of bills have been
.introduced in Congress in support of components of an emergencmedical
services program.

It is ,t)1,6 hope of the NAS-NRC Committee. on emergency Medical Setvices
that this,r4port will add momentum.to the further development of adMinis-
trakiVie pOlicies and interdpartmentar coordination ty the Executiye
Office of the Pre'sident, the7,development of program priorities and
consolidation and direction of programs withih the Department' of Health,.
Education,and Welfare, the allocation oft appropriate resources by _the
Officii.of Management Budget, and the appropriation of adequate funds
by the Congress toward the deirelopment and implementation,of optimal-
emergency medical services for every cititzen of the country.

March, 972''

4

Committee on emergency Medical Services
Division of Medical Sciences
National Academy of Sciences-
National .Reseaich Cduncil

V
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INTi-RODUCT ION

Ma nitude of the Problem of Delivery of .:er2enc Medical Service

Accidental injury and acute illness generate a staggering d(7:-in

ambulance and rescue services, allied health personnel, physicians,

hospitals for the delivery of emergency medical services, Accid,L,ntal

injury is the leading cause of death among all persons aged 1 to 3S.

Each year more than 52 million U. S. citizens are injured, of 7'

than 110,000 die, 11 million require Ter, care for a day or rlor,

400,000 suffer lasting disability at a coTof nearly S3 billion in

medical fees and hospital expenses and over $7 billion in lost wag,:.s.

Those requiring hospitalization occupy an average of65,000 beds for

22 million bed-days under the care of 88,000 hospital personnel.2 This

hospital load is equivalent to 130 500-bed hospitals. Of he more than

700,000 deaths from heart disease each year, the majority are due to

acute myocardial infarction and more than half of these deaths occur

before reaching a hospital. Approximately 40 million persons seek care

each year in hospital emergency departments as a result of accidents,

heart disease, stroke, poisoning, diabetic coma, convulsive disorders,

and many other illnesses.

Deficiencies in Delivery of Emergency Care

r".

Emergency medical service is one of the weakest links iq the delivery,

of health care in the nation. Thousands of lives are lost through lack

of systematic application of established principles of emergency care.

Few at the site of accidental injury or sudden illnes are trained in

the fundamentals of restoration of breathing, control of hemorrhage,

or splinting of fractures. The majority of ambulances in the United

States are of the hearse, limousine, or station wagon type which trc in-

adequate in space and equipment and are manned by individuals with

inadequate training to provide essential life support. Pilot studies

better ambulance services indicate that thousands of lives can be SLIVt?

and disability reduced.

Many ambulances lack radio communication' even with their own dis-

patchers. Communication rarely exists between ambulances and hospitals,

so that most patients arrive at emergency departments without prior

notification. Most emergency departments of the Nition are not only

lacking in facilities and personnel, but are overtaxed by millions of non-

emergency cases for whom ancillary outpatient facilities should be

provided, especially during evening hours and 0 weekends. In comparison

with facilities fOr definitive care of illness, few centers of excellence

for the care of the critically ill or injured exist.

`411.

Mobilization of Professional Efforts to Correct Deficiencies of Emer enc

Care

Nationwide attention was focused on thq map1 itude of the problem

of death and disability from accidental,injury and life-thi.eatening,ill-

ness by a publication in 1966 of the National Academy of geiencesNatior.al



';Research Council entitled "Accidental,Death and Disability: The Neglected-\
Disease of Modern.Society."2 At that time, efforts toward upgrading'of
ambulance-services and emergency department care were limited to a,Very
Small number'of dedicated individuals and orgadiza'tions. The principal

', effort of a national scope was that of the Committee on Trauma of the
American Cold,legeW Surgeons and the collaboration with this committee
of the American K-aotiation for the Surgery of Trauma and the National
Safety Council through a Joint.Action Program. -A.

i

ai

Since 1966, ,through forums of the NAS-NRC, medical leaders, hospital
administrators, pioneers in ambulance services, automotive design experts,
communication specialists and others.flave contributed to publication of
guidelines and recommendations on the training of ambulance personne],314
medical requirements for ambulance deign and equipment,5.ambulance design
criteria,6 cardiopUlmonary resusgitation,7,8 and categorization of
hoSpital emergency departments.2 :- e recommendations,together wi -th
principles evolved in current studies on emergency medical communications,
response to cardiac emergencies and trauma registries,have been widely
accepted as an adequate and compelling basis for diredt application.'
What needs to be .done and how to implement a nationwide.comprehensive
emergency medical services system have been delineated.

In the past five years,:there.has been, an -unprecedented surge of
activity among protp,ssional-and-_lay organizations toward upgrading of-
emergehcy medical care. Organizations established before.1966 that have
intensitied their efforts IncludetheCommittee-on Trauma of the American'
College ofSUrgeons, the etimmittee on Cardiopulmonary Resuscitation of the
American Heart Association, the Committee on Acute.Medicine of the American
Society of Anesthesiologists, and the Committee on Injuries of the American
Academy of Orthopaedic Surgeons. Of special.signifibance is the establish-
ment, since 1966,'ot many new organizations, including the Commission on
Emergency Medical Services- of-the Americbn:Medical Association, the
CoMmittee on Community Emergency Health ServiCes of the American Hospital
Association, the Ameriban Trauma Sobiety, the'University Association for
Emergency Medical,Services, the Emergency Department Nurses Association', the
Society of Critical Care Medicine, the Americ-en.College ofEmergencyPhYs-
icians, and the national Re'gi..#y of Emergency Medical Technicians.
The Joint Commission on Accreditation pf Hospitals has recently incorporated
news.emergency department'standar

15

for accreditation purpOses.'I Scores of
e, -'communities havestablished:Commun'-ty.cauncilS on emergency medical..'4-1

services and a few community,governmenthave ccept.ed responsibility
for emergency-medical services on-a scale comp cable to police, and fire

.,.

services. ...__1,
,.. -:

Limitation of Federal.zRe
-----____

/

cognition of the Probl m / --____

------------

.Federal agencies have not kept pace with the efforts .of professiona
and allied health organizations to upgrade emergency medical services. -

--_____
As in 1966, the Division of Emergency Health Services, formerly the
Divisien of Health Mobilization, is the only office-within the Department
of Health, Education, add Welfare that is identified as responsible for
the upgrading and improvement of deliveryand-ctuality-of emergency health

4
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services. The first evidence of congressional concern o,
mediCal services, other thah in.disaster'or a national emerL,
was the mandate ot-the Righway Safety Act of 1966 to set uniform
standards for states, including standards for "emergency services."
Despite the recommendations in the report, in-1968, of the DHEW Advisory.
Committee on .Traffic Safety under the chairmanship of Dr. Daniel P.
Moynithat the DREW should have primary responsibility to establish
emergency medical transportation and care as an ongoing public service
avaitable,to all persons everywhere and maintained at advanced levels
of,quality, 10 and despite the recommendations in June 1970 in the
report of the Sdrgeon.General;s Steering Committee On Emergency Realth

Care and' Injury Control that DREW consolidate splintered efforts to

support emergency medical servides,11 there is meager, evidence that
responsibility to carry out these recommendations has been incorporated
in goals or priorities 'at any Level within DHEW higher than-the Division
f Emergency Health Services of the PHS: While there has been limited,

support of traUma'research centers by the National InstitUte of General.

Medical Sciences,. and of headiniuryresearal centers by the National
:InstituteOf Neurological Diseases and Stroke and of emergency care
of:the victimsiof myoCardial-infarction_by the Regional Medical Programs
Service, the resources 'of other agencies within the DREW hae been
minimal in support of t, raining, emgrgency medical communications, and

.upgrading of'hospital.emergency departments. _Meantime, the Department
'of. Transportation, through enabling'legislation and promulgation of
standards and development of a PrograM in emergency medical services,

has exerted leadership in production of training programs fOr.ambtlance
emergency medical technicians,- delineation of ambulance design criteria,
and planning.of statewide' emergency medical systems. It has provided. .

matching funds for upgrading of ambulance- services through' purchase of

.a.mbulances and equipment, instkla.tion of communication systems, and

initiation-of.training programs:'

c

Z.,



COORDINATION.OF FEDERAL RESOURCES. IN SUPPORT' OF
COMPREMENSIVE EMERGENCY MEDICAL SERVICES

Federal agencies whose resources are related to elements of an
emergency medical services system are identified later in this report.
In its analysis of the ways in which the resource.; of these agencies
might be utilized, the NAS-NRC Committee on Emergency Medical Services
finds that'while most of the- agencies have resources that could 'and
should be used in ,development of a system of emergency mddical serVices,
the most efficient role that each agency may play in an overall pro-
gram is reduced severely because. there are no.federal focal points
of responsibility for delineation of the essential requirements for
communication, transportation,or command and control, which are common
to all emergencies, nor is there a federal focal point for overall plan-
ning, or for coordination of emergency medical services. For these
reasons the Committee recommends the following:

L.adership at The Executive Level.

Executive leadership has proven ;to be effective in identifying the
magnitude of health problems of national concern and in mobilization. of
efforts'to a,feviate these problems through ddclaration 'of administrative
policies in messages' before the Congress, program Planning, establish-
ment Of coordinating and advisory bodies, conduct of conferences at
the Executive level, and assignment of responsibility for impleMentation
of programs to departments of the-Executive Branch. Such support. of
nationwide attacks on problems of heart-disease, cancer, 40t,roke,-traffic
safety, mental retardation', care of the aged and deprived, drug abuse,
alcoholism, consumer protection, environmental contrA, smoking and,
rehabilitation have stimulated public awareness and demand for action, ,

congres-sional support interdepartmental coordination at the ExeCUtive
l'e'vel and departmental impleMentation of comprehensive programs to solve
these problems. Emphasis at the. Executive leyel on the need for /s nation-
wide attack on the problem of delivery of.emergency medical services
would result in salvage of many Chousands of liVes and in a decrease in
disability and suffering. Recommendations that such action be taken by
the Office of the president were made" in the report of 1966,"Accideiltal
Death and Disability: The Neglected Disease of Modern Society,"
the National' Academy of'Sciences-National Research Council, and in the
proceedins of 1969 of the Airjie Conference on Emergency Medical
Services,1g7 sponsored by -the American Copege.of Surgeons and-the Americaii
Academy of Orthopaedic Surgeons.

Recommendation
.

. It is recommended that the Office of the President express as
a policy. of the AdMinistration concern for the magnitude of .

the problem of death and disability from accidents and sudden
illnesses,* and recommend actidn to be taken,by. the Legislative

*4

*-Expression of-spch concern was made .for the 'first time by the Office-of
the Drreident in President Nixon's Message "to Congress on January 20,
1972.



and Executive Branches of. the government to ens6re optimum
emergency care/for every citizenwho needs it.

Designate the Department of Heal h, Education ' Welfarb

as the agency primarily respondi le for del._
administrative goals for a compreFiensive -rEs.

services system and for coordination of pr,

federal agencies designed to meet these goals.

..._ lb_

Assure, in close cooperation with the Office of Management
and Budget, that appropriate resources of all Executive

De artments and a encies with roles.and res onsibilities
related to emergency medicalserviFes plan their programs

in this field in 'accordance with the programs and goals

established b the.De artment of Health Education and

Welfare, and in a manner that avoids gaps, iqbalances, and

duplications.

Audical
all

Interdepartmental Coordination at the Executive Lev-441

Since elivery of emergency medical cafe is a component of programs

of numerous federal departments and agencieA under direction of the

Executive Office of the President, responsibility for planning and coor-

dination of their resources should be fixed at'that level. The m'esources

.... of agencies that can be applied directly to one or More components of an

emergency mediCal services system must be identified. These include:

provision of adequate outpatient and hospital facilities in the Model

Cities Program by the' Department of Houding.and Urban DeveloOment, for
Neighborhood Health Centers by .the Office og Economic Opportunity, and
for adequate outpatient care and initial.emergency management facilities

by the Health Maintenance Organization; analysig of accidental injuries

due to the product%,of industry by the Office of Consumer A fairs of the

Office of the President\and the Food and Drug Administrati , aria of the

iricidence of acute illndss and accidents due to environmental hazards by

the Environmental Protection Agency, the Bureau-of Community Environmental

Management, and the Poison Coritrol Program of the Foodsang Drug Administra-

ticp; recruitment,. training, and placement of allied'health and-professional
personnel by the Department of Labor, the Office of Econopic Opportunity,

the Veterans Administration, the.Departmerit,of Defense, the Office of

-Education, and the Bureau of Health Manpower Education; integration of
communication facilities by th6 Office of Telecommunications Policy and

the Office of Emergency Preparedness of the/Executive Office of the

President; allocation gf'radio and telemetry channels by the Federal

Communications Commission; specifications for modern ambulances funded by

the Department of Transportation, the General Services Administration',-and

the Small BusinessAdministration; requirements for hospital emergency

care facilities under the Hill-Burton Program; definition Of the role of

helicopters by the Department of Defense, the Department of Transportation,

and the Department of Health, Education, and Welfare; and delineation

'of standards:of delivery and quality of ethergency care reimbursable by the

.Social Security Administration.
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Many agencies are responsible for health care programs that are
dependent upon a fully functioning comprehensive system of emergency
care. The extent to which their resources' complement the system and
the articular ways in which delivery of emergenby care apply to their

grog ms miqt be identified and coordliOated in an overall program. These
agency programs include the care of r,r,,hs red in the highway, air-
way, ailway, and maritime syste. tion of the Department
of ansportation; the Appalachiat, onal cummission; and-the Appala-
c an Demonstration,Program, the Community Health Service Program, 4

the Comprehensive' Health Planning Service, the Migrant Health Program,
the Indian Health Service, and the Regional Medical Progrvs Service
of the Department of Health, EchIcation,.and Welfare.

Of special, significance is the need for an ongoing comprehensive
emergency medical services system that functions every hour of every day
in every region of. the country, andcan.respond without delay to ef-
fectively meet'the needs of the. Office of Emergency Preparedness in pre-
disaster mobilization of resources andsystematicidelivery of emergency
care in time of natural disaster or a natipnal emAigency. On a smaller
scale, such a system is essential to community and state response to
the unexpected needs imposed by Civil disorders.

Establishment of an interdepartmental coordinating mechanism at th,e
level of the Executive Office of the President would provide a means by
which all concerned federal agencies would be ipfOrmed-of the ways in
which their resources would be coordinated with. the overall responsibility j
of the DREW in implementing emergency care programs. By bringing together,
representatives of particifIling federal agencies, spokesmen of leading
professional and allied health organizations, and concerned citizens,
the Executive Office would provide a National: Eergency Medical Services
Council.

ti

Recommendation

Because of the multiplicity of federal agencies whose missions
include 'components of emergency medical care, it is recommended
that an effective interdepartmental coordinating mechanism be
established in the Executive Office of the'President for identifi-
cation of the resources of federal departments and agencies that
are related tocomponents of a comprehensive program for the
delivery of emergency medical services,,and for integration of
these reso4rdes with the oVerall health care program of the
Department of Health, Education,/and Welfare.

Administration and Covrdination of Emergency Medical Programs by the
Department-of Health, Education, and Welfare, .

Primary responsibility 'for the health,of the nation is vested in the
MEW. Emergency medical care is an integral element of every component of
the health care sjistem. Currently the priorities of the LIE EW are expressed'

.--
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in a statement. of 18 goals. Al 11, of these goals-are related ee.

health services, none of them il,,-,rifortes provisiOn for delivery of

emergency medical services. A goal expressly designed to intensify

- efforts to establish a comprehensive system of emergency medical services

would identify the roles af3he,executive Iranch'and legislative
r

needs, coordinate the roles Af other f,.-deral departments, and consolidate

the roles of agencies within the DREW.

' It is recommended that the DREW as i n'res onsibilitr at a

level within the Department that would develop admintstative

goals and priorities in support of a comprehensive emergency
medical services_system that would reflect joIicies of they

Office of the President, serve aS a lustification for

budgetary support, coordinate the roles and resources of

0,, other federal departments and agencies, and consolidate and

direct RragEams within the DREW.

, .

k.
Federal-State Rel tionships in Providing Support for Emergency Medical Care

Programs

Implementation of comprehensive emergency medical se-rvices should by

a function Of agencies and organizations of regional areas, the size and

. -number-of which are dete ;ted bypopu-ntionTdensities, industrial and

environmental factors' which influence the incidence of injuries-or acute

illnessT, and the time element involved in the response of emergency-

ambulance and rescue-services, codi-dination through integrated communica-,-

tion facilities, and delivery of th , disabled to hospitals equipped and

staffed to render life-saving care ill accordance-with the gravity of

their conditions. This calls for designation of a number of small

geographic areas' .n metropolitan centers and larger ones that encompass

numbers of communities or widespread rural a eas.

It is essential that a fobal point be derittfied at state levels for

planning-for emergency medical servicesand. for identification of the

state, regional, and local public and private agenbies that implement

emergency medical services programs. Provision for emergency medical

services should be inGOrporated in the programs of the Comprehensive

Health Planning Service through formula grants (314a) for statewide plan-

ning and project grany (314b) to assist public or nonprofit private

agencies in developing regional, metropolitan, or local area health plans.

The utilization of federal and state funds should be in accordance with the

program of the CompreheWsive Health Planning Service. To assist in

determination of needs and ways of implementing programs, Emergency Medical

Services Council's should be established at state, regional, and community

levels.12\Application of the resources of all federal agencies that

support components of emergency medical services should be coordinated

by the DHEW and funnelled to state, regional, and community levels through

and nonprofit private. agencies identified in the Comprehensive

Health Service' programs,



/,-
1

CUrrently the utilizationj.federal,and state funds in upgrading k
emergency medical services is optional at state levels and is influe ced,

f
by limitations of funding, political commitments, and. re6sures of le'

,-.. cons0,tpencY.. Earmarking of appropriated funds for y4pgraaing oY elm_rgency
medical services, under provisions-similar to those that resulted in rapid
implmentation o'fmental health, regional medical, drug abuse,- and law-
enforCement,programs'would assure aVO.lability -of suppOrt'* to public 'and
private agencies responsible for d ivery of embrgecy.mcdical care "to all
citizens. ' -, - 'k ,.

(

Re ion
ge.

It is recommended that those resburces of federal a e cies
that are related to the delivery of emergency medical ervicesef
be utilized at state and regional levels in accordance wit )
requirements delineated by = e Comprehensive Health Plann g
Service at state and regional levels, that application o these
resources be coordinated through the DH ER, and that fund
appropriated by the Legislative specifically
for supports, of public and private agencies and worlaers responsible
for i le entation of co onents ()fan emer enc . medical services
system.
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Few federal agencies are.inforMed of the:extent"' towhich heir re-,

-sOii'fces might be applied -in supp rt of 'components of a coelprehohsrve

. .

emergcricy,medical services syste'. The:purpose pf thisisectic- ',f 0

rl'PrI".. 1.i to,bri'nF7, together bnd -,po reaffirm recommendations,c: c.4.

it:-,. on Umer&ency fiedical'Servicesand of nuMerous other organiza-

tions u,7 need'Oto Implement thlim arid tO:identify the agencies that are

most advaneed in delineation of 'standards, and the sc-,:eral other
.

ahendies whose resources are being..or could he appriel to elenents of.

the system.
, 0 a.

-'

. /

DELINEATION OF.E14ERGEICY MEDICAL SERVICISAREAS
.

ergency Medical Services areas' should be lelinteated or, a nation-
,.
wiae scale to ensure optimal availability and ,Aficient utillAtion of

. emergency facilities and services for every c:itizen. The size and

number of areas should be determined' by popula.L.on demsity, geographic

features, industrial and environmental fictors- that influence the '1

iRcidence of injuries or acute illneases, qt,.:14ty,and location of

medfcal and Otber,resauces, and the time e-Lement involved in the

response of emergency*rand and air ambulance and rescue services and

in' the delivery. of patients to hospitals eqUIpp. and staffed to render .

life- saving care in accgrdance with the gravity .:f.their illnesses or

Anjuries.

The time element in'transport of trained personnel and equipment

to he scene and of victims to hospitals is one of the most important

criteria in determining thelocations ancLnumjaers of ambulance units

and hospitals of various capabilities within an area and in determining

the ,extent towhicii. helicopter and fixed -wing .aircraft are required.

Full collaboration.in utilization of the facilities and personnel ,

and compatibility of the comnunication systems-of multiple political

jurisdictions within an emergency'medical services area are essential

to effective. day-to-day-emergency care within that area. Integration

of multiple areas is essential to optimal response to widespread

natural disasters or a national emergency.

Federal resources that should be coordinated in support of over-

.all planning and assurance of. availability of facilities and services

in emergency medical services, areas include all emergency medical

facilities under theModel Cities. Program of the. Department of Housing

and Urbane Development; th0 clinics of the Neighborhood Health Centers

Program of t e Office of Economic 4..ortunit ; facilities under the

Health Maintenance Organization DH ; uti ization of helicopters

under the MilitaAssistancetcLSafel_cMASTProram°17
the Department of Defense,. the Department of Transportation; e

Department of.Health, EdUcition2 and Welfare' integration of



i'

,

communication and tranatation.faciliti-s_s in consonanciL: e needs
. , of the Office of FLI922&1:12121119a91L2LILIJIJILELS.._Telc sillilUniCat.ti('7' 4ic-, of the Executive Office of the President in coping with

dis., =rL ox d national emergencTWEIWITIon of the resources
..,i zil other ieral 'agencies identified under specific programs below
shn7.11d be in accordpnce with'state.and arawide comprehensive healthy,
planning program 3.

EMERGENCY MEDICAL, COMMUNICATIONS
'

Resporme the medical needs im the case of accidents, epid4mics,
,public disor , and natural disasters involves not only local first-
aid workers, alm4lance,and rescue mita, hospitals, and professional.
arid allied hairn personnel, but also agencies concerned with traffic
control, fir,?'rghting, law enforcement, utilities, public health,
civil d'efens,:2, F,,Id others. With rare exception, communication facili-
ties-Of each of these mergemcy response agencies are restricted to
their separate 1-Leeds. A

Allocati..=, of 'federal; state, and lopal funds to promote improve -
ment of.separal=e,communication systems fosters fragmented, duplicative,
and incompatihi,t communication complexes within political jurisdictions.
A centralized ,ommunication s ', tem that provides compatibility df inter-
dommunicatior.-. letween all. emergency responde agencies is necessary for
the'day,-to-deeds of each political jurisdiction within emdrgency

services areas and for ,command, control, apd'management of
Anergency wavice r§tources of multiple emergency medidal servicits

( areas in cake of natural disaster or national emergency.. -

4

.

\
(

.0 Elements of w comprehensive emergency medical communications service \
that should .se integrated with the communication system of all other
emergency response agencies include:

,
.

Reporting of. adergency Mgdical.Situations

Emergerw" medical situations are4tenerally.'reporte4 dire%tly by
3,. private -or rand- side telephone Or indirectly threigh a telephone relay.

of radio reports frommobilerlaw-enforcement, fire-fighting, or highway
patrol vellicLs; area surveillancellelicopters; commercial trucks or
private .autamobiles with citizen -bans radios;'pr ham operators. ,-The
recipients ad such reports include.loc4 telephone:Operatoei; police,
fire, or high ay patrol stations; ambulance dispatchers; local physicians;
and emergenty. ,departments, each ,with ,limitations of flexibility and of
cross-Conmzuzerzation with other 'emergency response agencies.

. To ensurt7 efficient entry.,of the_emergency -victim int9, the emergency
response Otem, the "911"'emergency.telephone reporting system should be
adapted one* natimnwide basis, the radiofrequencies employed by all
,emergency repottg agencies should be compatible for cross,'-comqunication,.-and the recep==m of telephone calls and monitoring of radiofrequencies
should be atfunzt:Ion of centralized urban or;regional communica-

te centers.

14:



Emergfncy Communication Centers

in urban areas that have adopted the "911"opergency telephone

reporting system, emergency.calls involving law-enforcement, fire-

fighting, or ambulance services are usually directed to a facility in

n police or fire department. In the medical area, the responsibilities

of this'faci4.ity are usually limited.to relaying of ambulance calls

to the dispatchers,6,f one or more ambulance organizations within the

area. In some urbanTireas, Emergency Operating Centers have,been

established fOr tie reception of all emergency calls and inter-

Communicationjar mobilization and direCtion,of agencies required. to

cope witty the'eMergency situation. These tenters are usually, .

activated only,: in case of a major public disorder or a. local natural

disa"ster Mote than 36ao local Emergency Operating Centers have been -

established throughout the nation under the Civil Defense PrOgram for

coordinated response to cope with problemsof logistical support,

restoration of utilities, law enforcement, financial. and welfare

assistance, i d other responsibilities :automatically delega::eF1 to more

than 20 feder 1 agencies for local Supportin disaster areas under

direction of 'ederal Disaster Centers of the Office of Emergency 4

Preparedness of the Executive Office of.the President. The compati-

bilityof communication facilities of these Centers locally, regionally,

and. nationally prOvides'a model for the integration of all emergency

respdnse syStems. They. should be activated and utilized on a 24-hour-

a-day basis on a national scale to serve emergendy medical service

needs and thus be immediately effeCtivein case of natural disaster

or national emergency.

In order to fnstire adequate response to the needs of all citizens

requiring emergency care, centralized urban or regional emergency

communication centers should be established throu out the nation. The

emergency component of each Center should, be prov'cled withradio-

frequeriCies and telephone facilities necessary-to coordinate dispatch-

ing and traffic routing of ambulance and rescue vehicles; .(:) maintain

up-to-date inventories of hospital bQd capacities for_emergency

admissions, of emergency department loads and c abilities, and of

blood supplies, on which to base systematic distribution of casualties

to appropriate hospitals in keeping with their levels of capability to

render care to patients in lEcordance with thiegravity of their injuries

or illnesses; to coordinate the response of eraffi-control, fire-fighting,

and law-enforcement agencies, utilities, and othei agencies necessary to

rescue and accessibility to in'tial'emergency medical care of residents

of the region; Alia to coordinate support from or,provide support to 'oCher

regional or pafional Emergency Commdnicatiou Centers in case of-natural

disaster or natibnal emergency.

Ambulance Communications

In surveys conducted in the period 1965 to March 1971
,16 56 percent

of ambulances were equipped for radio communication between ambulances and

dispatchert, and less than 7 percent were equipped for communication

.,
;15

-40



0,
W

J

between ambulances and hospitals. Although ambulance4s complying with
the design criteria of the National Highwa!, Traffic Safety Administra-
Lion are equipped with radios, many thousands of e hearse, limousine,
and station-wagon typo are not. Two-way radio co nunication between
ambulances and dispatchers is essential not only f r dispatching and
routing, but also for notification of the time of arrival of the ambu-.
lance at the scene, icob a situation .report of the- number of casualties-
and the nature of their injuries

\
r illnesses, and for calls for

rescueancillary,holp, rescue equipment, '';e,:fighting, traffic control, lawt1

enforcemeAt, management of distrupted utilities, and identificati4 of
hospitalg .to which victims are to be delivered. Poytable radios are
necessary for communication between technicians of single ambulances
or rescue units and betWben multiple units at the scene f an mergancy.
In addition, radgi facilities must prdvide duplex cape ility f r
'transmission from the scene and during transport of elec rocardiograms
and other indications of vital signs to hospitals or diagnostic centers
for. interpretation by physicians and for two-way communication between
the ambulance technicians and the,physican for direct consultati'on,
guidance, and direction,,in the care of life-threatening condftions,
including defibrillation and the administration of drugs.

Hospital Communications

. ,--
Intrahospital radio and telephone .comonication systems are- necessary

to mobilize specialty teams, equipment, and supplies for emergencies -
aiising in the emergency department, in intensive-care units, or at the,
patient's bedside, and to monitor vital signs during transfer from the
emergency department and in intensive-care units and wards.t Two-'way
radio communication must be provided between the ho,spital) and ambulna
dispatchers and ambulances foi consultation and direction of emergency
care and triage; with police air control of traffic -id people; with otfiv-
hospitals for transfer of patients, assistance, and continuing inventory

-of patient capacity and suppltes; anewipl ;he emergency dommunication - 7
center for triage 'and distribUtion of patients, Ancillary equipment,-
supptips, and -assistance and/Coord3ination to meetiodigaster requirements.

410thliradio ana\telephone communicattons are required to meet hyspit47.
needs. . Reliance should not/be placed Nolely on telephone cammunicatibns.

Support of Communication Systems

'Federal agencies whose, pr6grams provide Nupport of planning, standards,,
facilities, equipment, training, and assistance at state and local levels
related to ,communication systems that should tte coordinatedto ensure
nationwide compatibility of emergency medical communication'sYstems-in-
elude: the Cosiriunity Health Service, the Appalachian Demonsttatiop Health
Program _of the Comprehensive Health Planning tervice, the Division, of
Emergency Health Services of the Federal Iealth,Programs Service, the
Regional%Medical Programs Service, and the Health Care Facilities Service
(Hill-Burtan),.all of the Health Services and Mental Health Administration
of the department of Health Education and Welfare; the Poison Control
Information Centers and the National Electronic Surveillance'Systemof

1
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the Food and Drug Administratio,n'of the DepartrIont tilaith

and Welfare; the Military Assistance to Safety and Trat.elc (MAT)

helicopter program of the Department (ff- Defense, DepartmeA of Fran!lp,-rta-
,

.1.111n; and Department of Health, Education, and Welfare; the natural

disast6r and national emergency programs, tl.temergency operating centor/..

and the national warning :ystem of the Office of Civil. Deferkse'of-the

Department of .Defense; the Division of Emergency Medical Programs of the

National Highway' Traffic Safety Administration and the health care and '-

safety programs of the Federal Ai.ghway Administration, thZ,."Federal

Railroad Administration, the Federal Aviation Administration, and the

U. S. Coast Guard of the DeParment of Transportation; the Law Enforce-

ment Assistance Administration of the pepartmente of Justice; the fire

control prograTs for state and national forests and the Runl Electrifica-

tion..Administrat:ion of the Department of Agriculture; the Model Cities'

Program 9f -the Department of Housing ;end Urban Development; the National

Weather Service of the Depa*ment of Commercei regulation of telephone,

radio, and television, including allocation of-radio and television

frequencieSt',- 1357 the Federal Communications Commission; and the:voice

communication vital physiologic data transmission programs of the

National Aeronautics and Space Administration.

Recommendation

I

In view of the importance of a centralized communication' system

for dire on of all emer enc res onse agencies to meet the

hourly needs of-every communityathessmirefLeatthat this

system be compatible at-regional andstate levels in case of

natural disastei-s-and. at a national level in case of a national

AtItu,jLthsLteet:tointegratetheretnentsoftiqrgn-
_' eiicy_ medical counnunication with those of all other emergency

`rellosrule§ at all levels, it is recommended that an

.effectivineeraericy coordinating gro,p on emergency coirmunica-

`tions-be estabiished in the Executive Office of the President

under the leadership of the.Office of...Emergency Preparedness

and the Office of Te, ecommunications Policy_ for coordination'of

applica i.on of the resources of. all federal agencies whpse support
of communication,systebis'is related Vb the roles of emergency

response imaciss_at local, regional, 'state, and national levels. .

411
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AMBULANCES AND AMBULANCE EQUIPMENT

More than 20,000 of the 25,000 ambulances of the nation are of tho -

hearse, limousine, or station -wagon type that are inadequate in spew
and equipment.16- Standards for ambulance design an equipment recom-
mended by committees of the National Academy of Sci'nces- National
Research Counci15,6, nd of the American College of urgeons" have been
adopted by the Natigial Highway Traffic,Safety Admini, ation as t1n
basis for matching fund support toward,purchase of ambulances and
their equipment14,15 and by this agency and the Division of EmergencN:
Health Services, PHS, as a basis for comprehensive health planning
and,for assistance to state health departments and public and private
organizations in procurement at state and local levels. These standards
have been widely endorsed by national medical-organizations and providers
of ambulance services and have stimulWtedunprecedented competition among
ambulance-body manufacturers to provide vehicles and equipment suitable
tothe needs of trained.ambulande emergency medical technicians. These
standards to not apply to military field ambulances.

Funding criteria of the National Highway Traffic Safety Administra-
tion in terms of data requirements, training levels of ambulance technic-
ians, and adherence to safety requirements have provided a strong
incentive to improve reporting systems on ambulance services, to establish
training programs for ambulance technicians, and to invoke safety regula-
tions in the operation and maintenance of ambulances.

Other agencies that support purchase of 'ambulances and equipment
include:, the General Services Administration, which prescripes
specifications for purchase of'all ambulances and equipment forthe, use 2
of federal agcies; the" Health Care Facilities Service HSMIlk, for the
purchase of hospital-based ambulances and equipment under the Hill-Burton
program; the Small Tmsiness Administration, which grants low-interest
loans to pu'rchase ambulances,and equipment; the Appalachian Regional
Commission and the Appalachian Demonstration. Program of the Comprehensive
Heal.thPlglninSerAz2riceHSMHA for purchase of ambulances and equipment 4

i'for the Appalachian areWadd the }risAcyjLzSocial..,Secninistration which
,prescribe& conditions for payment for emergency ambulance services.
Funding for surveillance oPthe efficacy and safdty of medical equipment
is also of coptern to the Food and Drug 'Administration. DREW, and to the
Office'Of Consumer ProtectiorrOf the Executive Office of the,Fresident.

Recommendation

4

In view of the leadership of the. Department of Transportation
application of motor safety - standards

th des n and functional.revirements of ambulances and in
of the extent to which this agency has caused these

stanslArdi to be adopted on a national -scale and has- supported
procurement of ambulances Lkent it is recommended
that this program be aecelera' and expanded, that standards

18



prescribed under the Emergency Medical Services Program of

the National Highway Traffic Safety Administration for

design and safety of ambulances and ambulance equipment

be adopted nationwide, and that application of resources

of all other federal agencies -that support the purchase

2farnbularcesandeaptuimantstlton_
compliance with the Department of Transportation standards.

440



EDUCATION AND TRAINING OF EMERGENCY MEDICAL SERVICES PERSONNEL

Ambulance Emergency Medical Technicians

On the basis of current surveys," it is estimated that only 65
percent of the more than 200,000 ambulance attendants of the nation are
trained to the level of the advanced first aid course of the-American
National Red Cross or higher levels, 25 percent are trained at a level
less than the Red Cross course, and 10 percent have no training in -the
fundamentals of first aid.

Guidelines and recommendations of the National Academy of Sciences-.

National Research Council Committee on Emergency Medical Services on P.

training of ambulance personnel,3 published in 1968, and subsequent
recommendations by the Committee on minimal requirements at the basic
level, refresher training, and advanced training4 for ambulance attendants
have been widely adopted-by professional organizations, ambulance
operators, and a limited number of federal and state agencies as stand"-
ards'for'the training of ambulance emergency medical technicians. A
federal job description for ambuldnce emergency medical technicians,
developed through collaboration with-the Division of Emergency Medical
Programs, Department of Transportation, and the Division of Emergency
Health Services, Public Health Service, has been submitted by the
Department of Transportation to the Depai.tment of Labor for incorporation
in the Dictionary of Occupational Titles of the U. S. Employment Service.

The ultimate goal expressed in-the NAS-NRC guidelines and recom-
mendations on the training of ambulance personnel is to create a nation-
wide corps of career ambulance emergency medical technicians who are
qualified to carry out measures now applied by allied health personnel
in emergency departments' and by medical corpsmen in combatareas. It is
estiMated that/fewer than 35 percent 'of all ambulance personnel are now
qualified at the recommended minimal' basic level.

Basic-level Training. A curriculum developed by the American
College of Surgeons" and aidetailed course developed by the Department
of Transportation, 19,20,21 17 hich were published in 1969, serve as the
'basis for an 80-hour basic-level training program, which has been
implemented on a national scale by medical centers, colleges, profes-
sional organizations, and local physicians to the extent that more than

, 25,000 students have undergone this training in the last 2 ye'rs and more
than that number are'in the proce.ss'of training. This'program.qualifies

ffor matching fund support by the Department of Transportation or establish-
ment of training centers,-procurement of training aids, and conduct of
courses, and it is the basis on which the Division of Emergency Medical
Programs; Department of Transportation, and the Division of.Emergency.
Health Services, Public Health Service, provide-guidance and assistance
in 'organizing and darrying.out the ptogram at state and local levels.
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Refresher Training. Formal refresher training programs for ambu-

lance emergency medical technicians are conducted in many sections of

the nation by the American Academy of Orthopaedic Surgeons, the American

College of Surgeons, and others. Guidance for plenning and conducting

such programs is provided in the form of a Course Guide22 and Instructor's

Lesson Plans23 published by the Department of Transportation in 1971.

Satisfactory completion of a refresher course should be required-of every

ambulance emergency medical technician at least every 3, and preferably

every 2, years as a basis for certification and licensure by local and

state regulatory agencies. To ensure a continuing correction of

deficiencies in initial care and transportation, all emergency depart-

ments should conduct critiques with ambulance emergency medical tech-

nicians to emphasize the benefits of giving prOper care and to demonstrate

the penalties of giving improper care. .

Advanced Training. A number of medical centers have ,independently

established training programs for ambulance emergency medical technicians

of greater length than that of programs intended to meet minimal basic-

level requirements. Some of these pilot programs-include specialized

training in the care of the victims of myocardial infarction, several of

which have been supported by the Regional Medical Programs Service.

Graduates telemeter electrocardiographs and are authorized by physiciins,

through voice communication, to carry out defibrillation in selected /

cases. These and other advances have been incorporaLed in a report on

guidelines and recommendations for a 480-hour advanced training program

for ambulance emergency medical technicians that was published by the

National Academy of Sciences-National Research Council Committee on

Emergency Medical Services in 1970.4 A program of this caliber must be

supported, implemented, and progressively expanded, so as to provide

ambulance emergency medical technicians qualified to render optimal

prehospitlal care to the seriously injured or ill.

A 2-year college-level associate-degree program Is now being developed

by the CommiWsion on Emergency Medical Servicet-of the American Medical

Association tb qualify emergency medical. technicians at a level comparable

with that of-certified x ray, laboratory, inhalation therapy, and other

techniciaps. This program would be conducted at medical centers that have

active emergency services with,the collaboration of community or junior

colleges or vocational schools for instruction in basic medical sciences,

rescue procedures, communications, and emergency-vehicle driving. Graduates

would serve in emergendy care areas of hospitals and. on hospital-based

ambulances.

Ambulance Dispatchers

Ambulance dispatchers should be trained at the -basic level required

9f ambulance emergency medical technicians. Operatprs who receive emergency

telephone or radio calls at police departments, fire departments, emerg-

ency communication centers, or "911" telephone exchanges should be versed

in medical terminology, at least to the level of the advanced first-aid

course' of. the American National Red Cross, so that they can obtain neces-
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sari- information from the caller and relay directions to ambulance
dispatchers and information to hospital emergency departments and other
emergency response agencies.

Nurses

It is now recognized that nurses who serve in emergency depart-
ments must be delegated greater responsibility in immediate care
in life-threatening situation,,, and that they require training beyond
that traditionally provided to those serving in operating rooms,
postoperative-recovery,units, intensive-care units, coronary-care units,
and other emergency care areas of the hospital. The need for specialized
training - such as that required for intubation, artificial ventilation,
recognition and correction of cardiac arrhythmias, cardiopulmonary
resuscitation, the utilization of specialized monitoring equipment, and
initial management in case of drug overdose, coma, other unconscious
states, obstetrical complications, and acute psychiatric disturbances -

justifies development of comprehensive training programs and continua-
tion course9 for emergency department nurses, with appropriate
recognition and definition of responsibilitiesof those qualified in
this specialized area.

Emergency Department Physicians

Emergency departments exist be staffed 24 hours a day by physicians
especially qualified and experienced in the management of emergencies of
all magnitUdes. Large numbers of physicians are now devotirig full time
to this practice. Emergency physicians are being recognized as specialists,
national organizations representing this field have been established, and
specialty publications are being produCed. Postgraduate and continua-
tion courses must be developed-to expand the capabilities of those whose
former practice was limited to some specialized fields essential to
comprehensive .care. Residency programs in emergency medicine should be
established-on a nationwide basis, not only to fulfill requirements for
direct patient care, but also to extend the role of.the emergency
physician beyond his responsibilities in the emergency department. He
must be a preceptor for the training of ambulance emergency medical
technicians, allied health- personnel, nurses, and physicians in emergency
care; a leader in his community in stimulating the organization and
activities of emergency medical services councils; a coordinator in
mobilization of emergency_ services in case of public disorder or natural
disaster; and a spokesman for the role of emergency medical services in
the total system of health care.

Medical School Programs in Emergency Care

Training in emergency medical care in graduate and postgraduate pro-
grams of medical schools and affilipted medic'al centers is generally
limited to dealing with emergencies that arise in patients under active
treatment in the hospital or continuation of care of those received on
the ward from the emergency department. Students are rarely exposed to
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the problems of initial care or rescue at the scene of onset of an

emergency or during transport, and few gain experience in the emergency

department. Although the medical school graduate may be expert in

carrying out emergency measur-es applicable to specialized fields,

he is limited.in his capacity to cope with problems involving

nultiplL systems, especially in case of severe injury-.

There is a need to-deVelop a fully comprehensive program in medical

schools that incorporates aspects of Lemergency care of all special7zed

fields and provides instruction and expefrece in initial care in life-

threatening situations; emergency department management; triage; ransport;

communication; mobilization and utilization of personnel, equipment, and

supplie' for mass casualty care in case-oL public disorder or natural

disaster; and orientation to satisfy both' civilian and military require-

ments in case of armed conflict or national emergency. To a varying

extent, many of these subjects were offered on an elective basis at

all medical schools through the Medical Education for National Defense

_
(MEND) program, which was abolished in 1969. The relevant concepts of

that program could welt serve as a basis for development of a fully

comprehensive program in emergency medicine in. itrAical schools.

Support of-Training Programs

Delineation by the Department of Health, Education, and Welfare, of

standards for training programs for emergency medical services personnel and

of guidelines for the application of the resources in support of these

programS would identify the collaborative roles of federal departments

and agencies other than the DREW that are concerned with recruitment,

training, and placement of personnel and would serve as a baS'is for

coordinating and directing the application of resources by agencies

within the Department.of Health,
q

ducation, and Welfare in terms of the

extent to which each agency supp is funding of medical schools, medical

centers, and hospitals; planningimplementation, and evaluation of

training programs; funding for construction or alteration of teaching

facilities; provision of faculties, training:aids, and materiel; and

utilization of representatives_to provide skilled technical assistance

to state and local planning agencies, teaching centers,.professional
bodies, hospitals, and other public and nonprofit organizations that

conduct training programs.

Departments and agencies, other than the Department of Health,

Education, add Welfare, whose roles and resources in support of recruit-

ment, training, and placement ghould be coordinated with DREW training

programs for emergency medical services personnel are identified in the

appendix to this report. These include the Department of Transporta-

tion, the Department of Labor, the Department of Defense, the Department

of Commerce, the Veterans Administration, the Office of Economic

Opportunity, and the Appalachian Regional Commission.

Within the National Institutes of Health, the program 'of the Bureau

of Health Education is applicable to the training of ambulance Tmergency

medical technicians, ambulance dispatchers,' and hospital emergency medical



technicians by the Division 'of Allied Health Manpower; of nurses by the
Division of Nursing; and of physicians by the Division of Physician
and Health Professions, Education. Support of personnel in specialized
research areas'essential to adVancement of emergency medical care is
provided under the fellipship and training programs-in trauma research
centers by the National Institute of General Medical Sciences, in head
injury research centers by the National Institute of Neurological
Diseases and Stroke, and to a varying extent in overall programs in
specialized.fields of other institutes of the National Institutes of
Health.

Within the Health Services and Mental Health Administration, agencie
whose resources are applicable to the training of emergency medical
services personnel at aPt- levels include grants to assist in planning,
developing, and improving training programs by the Comprehensive Health
Planning Service; grants to establish training programs by the Community
Health Service; support of institutions and organizations to carry out
research, training, demonstrations of patient care, etc., by the Regional
Medical Programs Service; development of training standards, surveys, and
assistance at state and local levels in implementation of training programs
by the Division 'of_prTer&mlyilealth-Services of the Federal Health Progfams
Service; and support of demonstration training projects and evaluation and
improvement of training programs by the National Center for Health Services
Research and Development.

Emphasis on the need for training programs in emergency medicine is
so new that nationally accepted standards and guidelines have been
developed only for the basic-level, advanced-level, and refresher train-
ing programs for ambulance emergency medical technicians. Although a
2-year residency program for training physicians in emergency medicine
is underway at the University of Cincinnati School of Medicine, standard
curricula have not been developed for impl%nentation of such courses on a
nationwide scale. Comprehensive programs have not been developed in any
medical school for the training of medical students in emergency medicine,
and there are few refresher or continuing courses for emergency department
puysicians.

At this time, it is incumbent on professional bodies responsible for
the conduct of training programs and on state and local planning agencies
to identify their needs in 'support of training programs so that the roles
of federal agencies can be delineated and the needs for appropriations
by the legislative branch can be determined.

Recommendation

It is recommended that programs for the_training.of ambulance
emergency medical technicians that are now being implemented
on 'a nationwide scale through the joint effort's of the Division
of Emer:ency Medical Programs of the De.artment of Transporta-
tion and the Division of Emer ency Health Services of the Public
Health Service be fully su orted and accelerated that standards
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and requirements for training programs in emerencv medicine

for other allied health personnel nurses, and physicians be

established at the level of the Office of the Secretary, DREW;

and that the Office of the Secretary, DREW. provide guidelines

for the collaboration of other federal departments and for

coordination and direction of application of resources of agencies

within the DHEW in support of professional bodies and state and

local Planningjakencies
responsible for the conduct of training

programs for emergency medical services personnel at all levels.

C
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CATEGORIZATION OF HOSPITAL EMERGENCY CAPABILITIES

In*the NAS-NRC report, "Accidental Death ani Disability: The Neg-
lected Disease*of Modern Society,"2 the following statements appear:

"The current dictum that an ambulance should deliver a patient,to the nearest emergency unit is no longer acceptable."

"The patient must be transported to the emergency 'artment
best prepared for his particular problem. In 'the azence of a
descriptive categorization of the level of care that might
reasonably be expected at a facility, neither the patient nor
the ambulance driver can judge which facility is adequate to
the immediate need."

"There is the obligation to -the severely injured person aswell as to the lone physician, to the small staffs of remote
hospitals, and to institutions with minimal emergency depart-
ment facilities that the public be thoroughly informed of the
extent of care that can be administered,at emergency departmentsof varying levels of competence."

"Hospital emergency departments should be surveyed in a number
of differing geographical areas to determine the numbers and
types of emergency facilities necessary to provide optimal
emergency treatment for the occupants of each region."

"Once the required numbers and types of treatment facilitieshave been determined, it-may be necessary to lessen the re-,.

quitements in small institutions, increase them in others, and
even redistribute resources to support space, equipment, andpersonnel in the:major emergency facilities. Until patient,
ambulance driver, and hospital staff are ip accord as to what
the patient might reasonably expect and what the staff of an
emergency facility can reasonably be expected to administer,
and until effective transportation and adequate communicationare provided to deliver casualties to proper facilities, our
present levels of knowledge cannot be applied to optimal
care and little reduction.in mortality or lasting disabilitycan be expected."

'r

This report contained general guidelines for categorization of hospi-tal emergency capabiliti-_!s that were incorporated in the Highway SafetyProgram Manual (Vol. 11 Emergency Medical Services,) of the Departmentof TransportAtion, published in 196814 for the guidance of the state-planning agencies in applying for matching funds for development of state-wide systems of emergency medical care. These guidelines were the basisfor a large number of state, regional, and metropolitan surveys ofhospitals by state planning agencies, hospital associations, and otherA.Findings from these surveys have stimulated upgrading of some emergency



departments, c 3soiidation of hospital emergency services in some

Tnunities, d r commendation by the Joint Comission cn Acoreditatiorl

Hospitals that the degree to which a hospital provides emergenc; care

should be guided by a community-based plan.9

The NAS-NEC Subcommittee on Hospital Emergency Facilities of the

Committee on Emergency Medical Services reviewed numerous surveys and

developed detailed criteria on which to base categorization. Representa-

tives of federal agencies, professional
organizations, and hospital

associations participated in a conference on categorization of hospital

emergency capabilities, held by the Commission on Emergency Medical

Services of the American, Medical ASsociation early in 1971. The-recom-

mendations of this conference were published-as guidelines for the

categorization of hospital emergency capabilities.24 Detailed criteria

are provided for four categories, summarized as follows:

The Category I,(comprehensive emergency service) hospital shall be

fully equipped, prepared, artd -staffed on a 24-hour basis to provide

prompt, complete and advanced medical care for all emergencies,including

those requiring the most complex and specialized services for adults,

children and infants, including newborns.

The Category II (major emergency service) hospital varies in that,

while it shall be equipped, prepared, and staffed on a-24-hour basis in

all medical and surgical specialties to render resuscitative and life

support for adults, children and infants, including newborns, and supply

defini ;ive care for all such patients, transfer to other hospitals may

be necessa for the occasional at nt who reufres follow-throu h care

invery specialized units not availa le at a Category II hospital.

0

The Category III (general emergency service) hospital varies in

that,while it shall be equipped, prepared, and staffed in the medical

and surgicl specialties necessary to render resuscitative and life-

support care of persons critically ill or injured of all ages, transfer'

'when necessau_shall be proVidedgfor.
0

The Category IV (basic emergency service) hospital varies in that,

while it shall be equipped, prepared, and adequately taffed to render

g2.5L1'esLsatati1]....2kfe-suortl".1ernererledicalser.ces
for all persons

of all ages, transfer when necessary shall be rovided for.

The major differences in criteria for categorization are the number

of specialty services staffed on a 24hour basiS", the readiness to provide

laboratory, rbdiological, blood bank, operating room, postoperative-

recovery, end intensive -ca-re facilities, and an areawide agreement for'

transfer to other hospitals, as necessary, of those patients who, after

resuscitative and life-supRoxt care, require definitive specialty care.

Common denominators of hospitals of all categories are requirements for

acceptance of patients; availability of hospitaPecords; audit and re-

view of services; continuing education programs;
in-house, or access to,

poison control information centers; mass casualty plans, rehearsals, and
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expansi, and telephone communication facilities;and acc( =a- '! = er oind ,:nd air transport vehicles.

In ener,i1 :he I,hospital is in a large medical centerwith postgradJa e training programs in all specialties; the Category
II'hospital is J large roetropolitan facility with postgraduate training
programs which -ay lack ?roVision for some specialized care such as
cardiac bypass, n,nal dialysis, a burn unit, etc.; the Category III

.hospital, with r -without gradate programs, is located in medium
or large communIti,2s 4ith limited specialists, but with physician(s)
in-house 24 hol!--s a day; and the Category IV hospital is in the small
or isolated cos. "ity with few specialists and provision for registered
nurse(s) covera 24 hours a day and physicians on call.

The more remote the location af a facility, the greater is the
requirement for initial life-support care, availability of physiciansand trained allied health personnel, communication facilitie's, accessto ground and air transport vehicles manned, by properly trained and
equipped personnel, and delivery of the patient to the hospital mostsuitable to his needs. Approximately three-fourths of fatalities fromhighway injuries occur in rural areas.and in communities of fewer than2,500 People. It is in these areas that every hoSpital should qualify
at least as a Category IV facility.

Federal resources that should be coordinated in support of hospital
emergency facilities include funding under the Hill-Burton program by theHealth Care Facilities Service, HSMHA; state and areawide determinationof the numbers and location of the facilities by the Comprehensive
Health Plannin_g Service and the Community Health Service, HSMHA; provisionfor facilities in the Model Program of the Department of Housingand Urban Development; and categorization of hospitals of the Public
Health Service, the Veterans Administration, and the Army, the Nava,and the Air Force hospitals of the Department of Defense for the carepopulations served by these agencies and for supplemental service tocitizens of the region served. _-

Agencies supporting some hospital emergency' facilities includeprovision for intensive-care units by the Regional Medical ProgramsService; HSMHA, communication facilities and hospital-based ambulanceservicea.hy the National Highway Traffic Safety Administration of theDepartment of Transportation, and varying support identified in othersections of Lois report.

Recommendation

It is recommended that the utilization of resources of federal
agencies in su..ort of hospital emer enc facilities be based
on the requirement that yrofessional bodies) hospitaradminis-trSorsaunitovernments and state and areawide planning
agencies determine the number and location of hospitals that
aremales____y___Therenc-servircesfor
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CAP:- .7.7ANS:'C',RT. AND HOc?-1-A7

o-Z onset of acute illness, especially heart attack, ahc:
pzential for accidental inury, even mass casualties, is such at

iduzriF,1 plants; large office buildings; airports: railroad stafio:;.s:
recreational, sports and other public assembly areas; and outpatient
clinics, that facilities and trained personnel must be provided to carry
cut emergency resuscitative and life-support care pending transport
of the ill or injured to a hospital. Of special concern is the excessive
demand. impose: on hospital emergency departments by millions of citizens
wnc Fheuld be cared for in outpatient clinics during evening as well as
daytime hours every day. Outpatient clinics of hospitals that maintain
emergency departments should not be so located that\nonemergency patients
impede rapid triage and care of those with life-threatening injuries in.
illnesses. Some large industrial plants and clinics and a few airports
are equipped and staffed to cope with' major emergencies. Occupational
health facilities of federal and some nonfederal buildings have limited
capaSIdities for emergency care. In some areas first aid stations 4nd
ambulances or mobile coronary care units are provided at sports,.re-
creational, and other public assembly events. All ok these facilities
should be fully-eqUipped to carry out.reauscitative/and life-support care
in case t)f external hemorrhage, respiratory obstrution,cardiac arrest,
multiple injuries, diabetic coma, drug overdose, Jndother life-threatening
conclitions, and staffed by a registered nurse and allied health assistants
undP supervision of a priician on-duty or on-call that should be prepared
.o interpret electrocardiOgrams, perform intubation and defibrillation,
administer drugs, and splint frcctul:es.

k
Federal agencies whose resources are applicable to support of non-'.

hospital emergency units include the first aid facilities of industrial
plants under,the Occupational Safety and Health Act by the Department
of Labor, first aid facilities at airports and railway stations by-the
Department of Transportation; federal octupational health facilities
in public buildings by the Civil Service Commission and the Public Health
Service, the neighborhood,clinics of the Office of Economic Opportunity
of the Executive Office of the President and the clinical facilitires of

- the Health Maintenance Or anization of HSMHA.

Recommendation

It is recommended that the Department of Health, Education and
Welfare promulgate nationwide requirements for establishment
of emergency medical care facilities at industrial plants, office
buildings, airports, railway stations public assembly areas, and
outpatient clinics; that such facilities be equipped and staffed
to provide oOttmal resuscitative andslife-support emergency care
for persons acutely ill or in Lured pending transport toga hospital;
and that the a lication of resources of the PHEW and other federal
agencies in support of these facilities be coordinated by compre-
ensive lannin agencies and health departments at state and local
levels.
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bv a task force of the NAS-NRC Co7nittee on Trau7,a

7966,25 with thc stirnort of the Division of HealCh,Me'nilizatien the

Health ,Siervice, the following statements appear:

"There is a large void in the information that arises from

a single significant disaster concerning the Vxact numbers

injured, the extent ofj,njuries, the efficiency of care

srendered before admission to an'"emergency department, the

quality of medical care administered, and the'final'outcome

in terms of lasting disability,"

"The findings of the Task Force cleA*rly indicate that vol-

uminous plans ape directiyes, the extensive stockpiling of

tquipmentlaild supplies, the distribution of guidelines for

medical managei)ent in case of a national disaster and the

conduct ot-grTiodic mass Fasualty drills have hed less than

the desired effectin upgrading the day-to-day care of the

victims of trauma."

"It is evident that a disaster program will not work unless

optimal emergency medical services are practiced every day

in every case requiring first aid, transportation, and

emergency medical care."

"Of special interest is the Unusual stress placed upon the

emergency services ef our American communities during natural

disasters. It is the disaster which brings ; into a magnified

focus many of the deficiencies in daily emergency care. The

striking feature of any review of these emergency and.disaster

situations is the repetition of errors in the medical manage-

ment of injuries by both professional,and nonprofessional. )

personnel. In particular, the deficiencies in supportive

functions of authority, communication, triipsportation, and

hospital warning have made.Chaoi a common denominator of all.

disasters, rendering ineffective much-of the medical opera-

tion."

"The Task Force believes
unanimously that it is not only

feasible but necessary to establish a center for the docu-

.
mentation and analysis of mehicAl managemeikt and of the

incidence and causes of morbidity and morality from in-

juries. The findings of such a center wodld serve as a

continuing basis for adaptation of, measures now available

. but:not used systematically or universally, and for research

toward optimal immediate care, definitive treatment, and

maximal rehabilitation of diSaster victiMs'and those
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Te-cese dis[esrerF ece-er reptatedle in =_Intr,J ']nd btcae:se
prgress -as been elew in s-leing 7reE,lems eI caring fer na
civilian casualties, medical pr6b1-er-:s encountered in disaster
sheuld be under continued study and analysis be multi-disciplin
groups. The need for integratith of public resources in coping
with material damage in disaster,is apparent, but the comrainity
role in handling human casualties is less well prescribed. The
Disaster Research Group of the Division. of Anthropology of the
National Academy of Sciences-National Research Council, in its
extensive studies from 1951 to 1963 for the Office of Civil
Defense, and the Ohio State University Disaster,. Research Center,
established in 1963, have both concentrated on responses of local,
state, and federal agencies to the stresses imposed by unexpected
disaster with emphasis on behavioral and sociological problems.
Efforts of the American College of Surgeons to encourage members
to report on casualty care in disasters have added little
substantive information on which to improve results. The Committee
on Disaster Medical Care of the American Medical Association has
attempted to identify potentials for improved care, but no national
action program has been impleme.n,ted."

"In no single large dislister do we have precise information on the
causes of death, the numbers and types of injuries of survivors,
or the rewards of efficiency and the penalties of inefficiency Ln
rescue, first aid, transportation, and medical care. A pattern
exists in the organization and functions of the Office of Emergency
Planning of the Executive Office of the President for gaining this
type of information and for implementing improvements in management
and.care that would result from its analysis. Trained disaster
specialists based at eight federal centers throughout the nation
move out at first warning to areas imperiled by disaster. On the
basis of their assessments, the Prqsident, can declae a major
disaster; under the "direction of the Office of Emergency Planning
24 agencies would be automatically authorized to provide assist-
ance. These are concerned mainly with supplies,-equipment, and
personnel to clear dtbris; provide food, medicine, and shelter;
restore utilities; enforce law and order; and render financial
assistance and welfare services."

In the-Disaster Relief Act of 1970 (PL 91-606, Sec. 203(h)), the
following statement appears:

,

"The Director of the Office of Emergency Preparedness is
authprized and directed to make in cooperation with the heads
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of other Federal and State agencies, a full and complete invest-

igation and study for the purpose of determining what additional

or improved plans, procedures, and facilities are necessary to

provide immediate effective action to,prevent or minimize 19sses

of publicly or privately, owned property and personnel injuries.

or deaths which could result from fires (forest and grass), earth-

quakes, tornadoes, freezes and frosts, tsunami, storm surges sand

tides, and floods, which are or threaten to become major disasters."

The findings and recommendations in the report of the NAS-NRC Task

Force on the 'easibility of Establishing a National Research and Informa-

tional Center for Emergency and Disaster Medic1 Services are as valid

today as they were in 1966. Revision of the report and apdating of the

references would serve only to reinfotce the case for establishing a

-center. There is no evidence that the findings and recounnendations of the

report were recognized or acted on at any level of the Department of Health,

Education,-and Welfare higher than the. Division of Health Mobilization (now

the Division 'of Ethergency Health Services)1%

Existing programs that should be,expanded and coordinated with the

functions of a National Center for Disaster Emergency Medical Servicesin-

clude those on accident prevention
-.formerly assigned to the Division of

Health Mobilization, PHS, later incorporated in the Injury Control Pidgram

of the Environmental Control Administration, PHS, and now unidentified in

theefunctions of,the Bureau of Community Environmental Management, PHS -

the Poison Control Information Center and the National ElectrOnic Sur-

veillance System,of the. Food and Drug Administrgtion;26 the National Ceer

for Health Statistic HS; thd Office of Emergency Preparedness, Execy,Eive

Otfixe-theo-f-President; and the Office of Civil Defense, DepartmentAf

Defense. The organization and functions of the Ohio State, Disaster Research

Center,as related to the consequences of,disaster in areas other than

medical, and the computerized Trauma Registry of the Illinois Department

of Health27 for analysis of activities of. 20 trauma centers in Illinois

could serve as. models for development of a program for-identification of the

causes of death and disability and analysis of efficiency and quality of

delivery of emergency medigal care in disasters.

Recommendation

It is recommended that the Department of Health, Education, and

Welfare, in collaborationwith the Office of Emergency Prepared-

ness of the ExecutiveJ9ffice of the President, the Office of Civil

IlefensefotlLpnciesreso-
sib ,servicesandrdliefincase

of disaster, support -establishment of a National. Center for

Disaster Emergency Medical.Services. Functions of the Center would

be documentation. and analysis of delivery of emergency Medical

care in disaster-s,. to include the.numbers'and types-cf casualties;

the precise causes of.death or disabiliti.;:preventive measures

necessary to.reduce mortality and morbidity; evaluation of

efficiency and quality of delivery of emergency medical -serVices



in public disorders; disasters, or a national emergency; dispatch
of field teams to disaster sites for coordi.na ion of emergency
medical services requirements with the comman and control functions
of federal disaster centers and of disaster relief agenciesi service;
.as a consultin bod for the overnment the health disci lines,
industry and other organizations affected by d sasters; and
maintenance of an information clearinghouse and educational pro-
grams to disseminate knowledge on the application of existing
technology and the orderly expansion of day- to -day mLrgena
medical care services to meet the needs imposed by disaster.

I
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RESEARCH IN TRAUMA '

While hundreds,of millions of dollars are allocated annually by the

Congress for research in malignancy and cardiovascular diseases, it is

estimated that less than $10 million are spent annually on fundamental

and clinical research in trauma.

To determine accurately the physiological changes produced by trauma

4 alone,-.studies must be initiated pro-_Ttly on persons who are otherwise

healthy at he moment the stresses of trauma are imposed. Only by this

approach ca the hemodynamic, metabolic, ultrastructural, and other

changes of di eases be compared with or differentiated from the hypoxia,

collapse, antother effects of trauma as the sole etiological factor.

Relatively little has been done in fundamental studies on acutely

injured subjects on wound healing, wound infection, hemodynamic, metabolic,

cardiacj and respiratory changes following trauma; ultrastructural altera-

tions in injury and .sho k; the effects of head, spinal cord, and nerve

injuries; paralytic ileus, posttraumatic renal insufficiency;.fracture

healing; resuscitation;)and many other areas.of basic importance.

In 1966 the National Institute of'General Medical Sciences,recogniz-

iing the need for coordination and identification of research needs in

trauma, developed a program that supported establishment of a limited

number of trauma research centers.26 Soon after, the National Institute

of Neurological Diseases and Stroke supported establishment of a number

Of.head injury research centers. These centers have not only contributed

materially to better understanding of physiological changes produced by

trauma, but serve as,models for development of trauma centers that 4

should be established in the majority of the Category I and Category II

hospital services throughout the.nation.

The greatest reduction of mortality and lasting disability from

burns, owing to contributions of specialized burn centers, attests to the

benefits that can be afforded millions of citizens by concentrating the

talents of multidisdiplinary teams of clinicians and basic scientists

in centers devoted to fundamental research on the causes of death and

disability from trauma and advances in resuscitative and definitive

clinical management.

Federal agencies whose resources should be applied in support of

fundamental research in,trauma and the establishment of trauma research

centers include the National Institute of General Medicat Sciences and

the National Institute of Neurological Diseases and Stroke of the NIH;'

the Medical Research and Development'Commands of the'Army, the Navy, and

the Air Force of the Department of Defense; the Veterans Administration;

and the National Center for Health Services Research and Development,

the Health Care Facilities Service, and the Regional Medical Programs

Service of the HSMgA.
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Recommendation

It is recommended that federal resources in support of
fundamen4a1 research in trauma and-in establishment of
trauma research centers he. expanded to a degree that will
ELLtIr appropriate concern that trauma is the'leadin7
cause of death in all:persons a.42sIlto 38 and/funded in
amounts that will be proportionate to,-the vast sums al-
loyated to research in malignancy and cardiovascular.
diseases.
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APPENDIX: FEDERAL AGENCIES WHOSE RESOURCES ARE RELATED TO ELEMENTS

OF AN EMERGENCY MEDICAL SERVICES SYSTEM
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DIVISION -OF EMERGENCY .HEALTH SERVICES,
FEDERAL HEALTH PROGRAMS S ERV IC E ,

HEALTH SERVICES AND MENTAL HEALTH ADMINISTRATION PHS.

The Division of Emergency Health Services is the only unit identified

within the public Health Service whose title connotes a responsibility and

functicin ditjectly related to emergency health cat for the entire population, It

has a mechanism for establishing a comprehensiveinformation clearinghouse,

for providing guidance and assistance in emergency medical care program .

development among all federal agencies, and for coordinating programs

through state health departments and other state and local agencies and

organizations with resources that_Can be used in the development and

implementation of an'effective emergency medical care'system.

The Division's stated mission is the improvement of the delivery and

quality of emergency health services related to both acute illnesses and

injuries as they occur day-to-day and in natural and man- made'disasters,

as follows:

"The Division's ptogram takes into consideration a planned' approach -to

linking the community ambulance services and hospitals into an integrated

system. This system must include:.

"Thelassumption of responsibility by public health officials',

medical organizations and other interested agencies, including

the establishment of a community emergencY health services council.

v'NThe establishment and maintenance of standards for personnel,

vhicIes, equipment, and facilities.

"A communication system that will permit early detection of the

emergency, rapid d4patching of required 'services, and continuous

contact with ambulances and hospitals.

ti
"A training program that will prep ire professional and allied health

personnel to care for patients in accordance with their emergency

needs.

"Public education, including first aid or medical self-help train-

ing, and emergency medical_ identification f9r those with medical

conditions that might create or aggravate an emergency.

"Research to find better emegency health care techniques and ways

of delivering servicer, to,patients where and'when they are needed.

.0*
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"Assistance' in organization and development of emergency health
services systems at community leve16."

The Division's emergency medical stockpile is designed to provide re-
sources for medical care in the event'of nuclear disaster; natural disasters;
such as floods, hurricanes-, and eyplasiohs; and others emergencies, such as
civil disturbances. The medical stockpile consists of 200-bed packaged
disaster hospitals, hospital reserve disaster inventories, and 50-bed
packaged natural-disaster hospitals.

Authorizing legislation: P.L. 78-410 - Public Health Service Act 78
Stat. 682 Sec.' 301 and 311. 50 App. 2281 (h), Civil Defense Act

`.of 1950.

DIVISION OF EMERGENCY MEDICAL PROGRAMS, DEPARTMENT OF TRANSPORTATION

The Highway Safety Act of 1966 requires that states have a highway safety
program in accordance with program standards promulgated by the Secretary
of Transportation. Standard 4.4.11 of this program, entitled VIlergency
Medical Services," broadly outlines the elements required in that part of a.
state's program. The' purpose of this standard is to improve the life-saving
capability of emergency medical services through personnel,training, proper
equipment, communication, operational coordination; and comprehensive planning
qt both state and local levels.

Section' 402 of the Act provides for funding assistance to states for
the conduct of their highway safety programs. Most of the activity in
support.of state highway safety programs under Sec. 402 of the Act, as re-
lated to Standard 4%4.11, can be broadly classified, into the following
categories: (1) survey of emergency medical services resources, (2) develop
*lent of comprehensive emergency medical services plans at state and local
levels, (3) emergency medical personnel training, (4) assistance in purchase
of ambulances and equipment and in operatYon. of ambulance services, (5)
emergency communication, (6) helicopter use, and (7) collectibn and evalua-
tion of data on emergency mediCal services More than 300 state. and local
highway safety projects in emergency medical services had been approved, under
Sec. 402 .of the Highway Safety Act of 1966 and fund 9d in excegs of $18 million,
as of. 30 September 1969. It is estimated that appeoximkely $35 million will
have been obligated by the end of.FY 1972.

Section 403 of the Act authorizes funding of emergency service plans
and de0 monstratiOn projects-dealing with the effectiveness of emergency medical
care systems: 'These funds are expended on ap individual-project basis and
may be used either independently or in cooperation with other federal
departments or agencies for (1) grants to states or loca agencies, institu-
tions, and indilqduals for training or education of highw safety personnel,
(2) researclr fellowships in highway safety, (3) development f improved
accident, investigation procedures, (4) emergency service plans, (5)" demonstra-
tion projects, and,(6) related activities that are deemed by the Secretary
of Transportation to .be necessary to carry out the purposes of this section.
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Authorizing.legislation:
Public Law 89-564, 89th Congress, S-3052,

9 September 1966.

COMPREHENSIVE HEALTH PLANNING SERVICE, HEALTH SERVICES AND MENTAL HEALTH

ADMINISTRATION, PHS

This prOgram, authorized under Sec. 314 of the Public Health'Service

Act, as amended by Public Law 89-749 and amendments of 1967, includes:

Formula Grants to States for Comprehensive Health Planning (314-a)

Graats to assist the designated state agency in administering the

planning process of a "plan for Comprehensive Health Planning" and

its submission to the Surgeon General of the Public Health Service.

Project Grants for Comprehensive Areawide Health Planning (314-b)

Grants to assist public or nonprofit private agencies in developing

comprehensive regional,
metropolitan,. or local area health plans.

Project Grants for Training. Studies and Demonstrations (314-c)

Grants to public or nonprofit private agencies, institutions, or

organizations (including
universities) to improve health planning

(training).

COMMUNITY HEALTH SERVICE, HEALTH SERVICES AND MENTAL HEALTH ADMINISTRATION, PHS

This program, authorized under Sec. 314 of the Public Health Service Act,

as amended by Public Law 89-749 and amendments of 1967, includes:

_Formula Grants to States for Public Health Services (314-d)

Grants to states to establish and maintain adequate public health

Services.

Protect Grants for Health Services Development (314-e)

Grants to-help meet health needs of limited geographic cope or Of

special regiogel or national significance, and to stimulate innova-

tion in provision of health services.

APPALACHIAN DEMONSTRATION HEALTH PROGRAM COMPREHENSIVE HEALTH PLANNING SERVICE,

HEALTH SERVICES AND MENTAL HEALTH ADMINISTRATION, PHS

To demonstrate the value of adequate health facilities and services

to the economic deveilopment'of the Appalachian region, Sec. 202 of the '

Appalachian Regional Development Act authorizes the Secretary of HEW to
,

make grants.for planning, consttucting,
equipping, and op rating Multicounty

debonsttation heal' projects, including hospitals, region 1 health diagnostic

and treatment centers, and other facilities and services necessary to health:

'
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Grants are also authorized under this-section for the operation of a
demonstration health project (including initial operating funds comprising,

.among other things, the colt of employing, training, and retraining qualifiedpersonnel). -Funding is up to 100% of the cost for the first 2-year periodof the grant.

Authorizing_legislation: Appalachian RegionalDevelopment Act of1965, Sec. 202.

REGIONAL MEDICAL PROGRAMS SERV CE HEALTH SERVICES AND MENTAL HEALTH
ADMINISTRATION, PHS

The Division of Regional Medical Programs ,(11P) of this Service, throughgrants and contracts and technical and professional assistance, supports theplanning, development, and'operation of regional programs to reduce illness,disability, and premature deaths resulting from heart disease, cancer, stroke,and related diseases. These prograths link medical schools, medical researchcenters, hospitals, and other health organizations and institutions throughregional cooperative arrangements, in order to carry out research, training,demonstrations of patient care, and 'other activities to achieve more widespreadand effective use of .the latest advances in the diagnosis and treatment ofthese diseases.

AA significant portion of the RMP effort is related to emergency medicalcare. This includes educational programs itt emergency management of victimsof heart attack orstroke, and provision of mobile coronary-care units,-hospital coronary-care units, and intensive-care units.

A library containing general information on emergencyhealth services,transportation, and communication has been developed. The Regional MedicalPrograms Service has also accumulated mathematical and simulation models ofemergency medical service systems, emerspncy communication systems, emergencytransportation systems, and training programs. Consultation and supporthave been provided to numerous RMP regions requesting, assistance in the .formation of emergency medial 3ratems.

Authorizing legislation: Heart Disease, Dancer, -and Stroke Amendmentsof 1965 (Public law 89-239) and of 1970 (Public Law 91- 515)'.

NATIONAL CENTER FOR HEALTH SERVICES RESEARCH AND DEVELOPMENT HEALTH SERVICESAND MEN Ali HEALTH ADMINISTRATION PHS

This organization has the responsibility, by means of grants.and
contracts, for supporting, promoting, and stimulating a national program ofhealth services research, development, and demonstrations,including: improvingthe availability of health services to all people; assisting the healthprofessions in improving their capabilities for assessing the quality'of theirservices; investigating the cotparative cost of alternative methods of
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providing and financing health services; accelerating application of new

or improved techniques for pr ention, diagnosis, treatment, and control

of diseases and disabilities; a d'designating and demonstrating experimental

health service systems in urban nd rural areas.

Demonstration projects,
usinew'methods for the training of manpower,

are the basic interest of this prog am. Once the effectiveness of such

training programs has been demonstra ed, other sources of fynding are

necessary.

Authorizing legislation: Sec. ..307 (42 U.S.C. 241) and Sec. 304 (42 U.S.C.

242 B) of the Public Health Service Act as amended by Public Law 90 -174,

Partnership for Health Amendments 1967, 5 Ddccmber 1967. Federal Register,

Vol. 33, No. 212, 30 October 1968.

HEALTH CARE FACILITIES SERVICE, HEALTH SERVICES AND MENTAL HEALTH ADMINISTRA-

TION PHS

This,progTam provides consultative .and administrative services, under the

Hill-Burton Program,.to the states, in carrying out their programs for the

construction and'modernization of public and private nonprofit community

hospitals and other medical facilities as may 'Se necessary in conjunction

with extending facilities to furnish adequate hospital., clinical, or similar

services. A further objective is to stimulate the development'of new or

improved types of physical facilities, for medical diagnostic, preventive

treatment or rehabilitative
services'and to advance the effective develop-

ment and utilization of hospitals, clinics, and similar facilities and re-

sources through development of guidance mgterial.

Consultative services are-available to any state health department or

health facility requiring, these services in the planning, construction,

modernization, equipping; and utilization of-health facilities. Regional

staffs participate in the'administration-of related programs by providing

administrative, architectural,'and
engineering services for the planning,

construction, and modernization of community mental health centers,

facilities for the mennlly retarded, educational facilities, health

facility projects assisted under the Appalachian Redevelopment Act, and

-sheltered workshops under the Vocational Rehabilitation Act.

A feature of the Hill-Burton Program since its inception has been the

consultative service provided at the regional and federal levels. Architects,

engineers, and equipment speciaLists serve on staffs that help communities

plan hospitals before starting to build. In addition,- guidelines are

published on many phases of design, construction, equipment, and operation.

These aspects' of the program have grown to new dimensions as the hospital

community has come to rely on the state Hill-Burton agencies for guidance and

as Hill-Burton studies have opened the door to new techniques, new methods(
---

of operation, and new concepts of promoting better health.
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AutLEriiiaglutslation: Public Law 83-443, as amended by Title .TVPublic Law 90-574.

NATIONAL INSTITUTEOF GENERAL MEDICAL.SCIENCES, NATIONAL INSTITUTES OFHEALTH

Reources of the National institute of General Medical Sciences thatare related to emergency medical care include grants for research in traumaand shock, support of special trauma research centers, and fellowship andTraining piograms. Current exnditures for support of research grants andseven trauma centers are in.tEe amount of approximately $3 Million annally,a major portion of which is committed to continuation of the centers.

AuthorigIleislation: 42 U.S.C. 241, Public Health Service Act, Sec.301 (h).

NATIONAL INSTITUTE OF NEUROLOGICAL DISEASES AND STROKE NATIONAL INSTITUTESOF HEALTH

Resources* of the National Institute of Nelurological Diseases and Strokethat are related to emergency medical care include research'on accidentalinjury to the central nervous system, grants for)facilities and equipment forspecial head injury centers, and fellowships and training programs.' Currentexpenditures for support of research grants and eight 'head injury centersare in the amount of
approximately $2.-6 million annually of vglich approximately$925,000 is committed to head injury centers. .

-Authorizing legislation: 42 U.S..C. 241 Public Health Service Act, Sec.301 (c) and (h).

DIVISION OF ALLIED HEALTH MANPOWER BUREAU OF HEALTH MANPOWER E DUCATION,
NATIONAL INSTITUTES OF HEALTH

This Division supports training of allied health personnel by grants ofvarious kinds:

Basic I roveme t' Grants to improve the quality of educational programsfor allied health pr fessions specified in regulations. Funds may be usedto support some costs, such as for equipment, supplies, books and periodicals,salaries and. associated finge benefits of faculty and supportive staff,.andalteration and renovation of teaching facilities.. Grants are awarded on.a'formula basis allowing $5,000 for each eligible curriculum plus $500'multipliedby 'the number of students enrolled on 15 October of the federal fiscAl year inwhich application is made,.

Special Improvement Grant's' to contribute toward provision, maintenance,or improvement of specializedsfunctions that a training center serves.Individual grants,-awarded on a competitive basis, up to $100,000 would beavailable from funds not required for Basic Improvement Grant entitlements.
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Advanced Traineeships to rovide support of students taking advancel

training to prepare them to serve as teachers, administiators, 'supervisors,

and specialists in the allied health professions. Awards are made to

individuals through institutions eligible as training centers for allied

health personnel. Trainees must have completed basic piofessional training

necessary for certification, registration,
licensure, or employment in

one of the allied health professions specified in regulations"

Construction Grants to aid in construction of new facilities'or 4-

replacement or renovation of existing faCilities for training centers for

allied health personnel. The federal share may be up to two-thirds of the

cost for a new facility or major, expansion of an existing facility; other-

wise; up to 507..

Developmental Grants to develop, demonstrate, or evaluate curricula and

methods for the training of health technologists.

2g_haisjal:ioaAuthorizi:
Allied Health Professions Personnel Training

Act of 1966,. Public Law 89-751, as amended by Health Manpower Act of 1968,

Public Law 90-490.
(1.

DIVISION OF PHYSICIAN AND HEAL 11PROFESSITH
MANPOWER EDUCA ION, NATIONAL INSTITUTES OF HEALTH

The Physician Manpower Health Professions Training-Program is concerned

with the ed.ucatio n and training of physicians
and with undergraduate courses

in continuing education. The primary thrust of thelpirogram is to increase

the number of physicians. Current emphasis is to identify and promote the

application of ways and ideansto improve-the efficiency of physicians. Of''

particular interest is the current use pf physicians' services in emergency '

departments and the specialized training in support of ttie professionals

involved-in emergency services within other areas of the hospital.

Authorizing legislation: Public Health Service Act, Sec. 301 (c), as

amended in 42 U.S.C. 241 (c), and Sec. 301 .(d), as amended in 42 U.S.C.

241 .(d).

DIVISION OF NURSING BUREAU OF HEALTH MANPdWEk-ED CATI6N: NATIONAL

'INSTITUTP OF HEALTH

Special project grants for IMProvement in nurse training through planning?,

developing, or'establishing new programs or 'modifications of existing programss

of nursing education; improving curricula of 'schools of nursing; conducting.

research in various fields of nursing education; assisting schools of nursing

--that are in serious financial straits to meet their costs of operation or to

maintain or meet accreditation requirements; and assisting agencies, organiza-

tions, or institutions to meet the costs of projects that will help to increase

the supply of adequately trained nursing personnel. Grants are provided both

to schools of wrsing and to individual students.
o
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Authorizing legislation: Health Manpower Act of 1968, Title II.

OFFICE OF EDUCATION DEPARTMENT OF HEALTH EDUCATION, AND WELFARE

Grants Are provided to assist states'in maintaining, extending, impro,ing, or developing new programs in vocational and technical education at lessthan baccalaureate 'level- in high schools, junior and community collegqs,
and technical institutes, and in 4-year colleges and universities undbr

. approved state plans. In addition 'to conduct of training programs, specialservices may include demonstrationik xperimettalprograms, development
of in.itructional material, and tecENW and training supervision.

Eligible for training are persons attending high school; those whohave completed or left high school, but can study full time; those in thplabor market who need training or retraining; and those with academic or
spcioeconomic'handiCaps.

The purpose of the Vocational Education Research Program is to providefunds hreugh the Office of Education't'o state departments of.education for.grants and contracts for research
vocational education; for trainingprograms designed to familiarize vodational and education personnel with researchfunding And successful pilot and demonstration projects; for experimental

development and pilot programs and projects designed to test" the effective-ness of research Tinding for
disseMination of findings of projects; fordevelopment of new curricula; and for projects related to education for newcareens and ',occupation.

The Divi.sion of Manpower Development and Training in the Office of
Education, through delegation, administers the responsibilities of theSecretary of*Realth, Education, and Welfare under the-Manpower l'evelopmentand Training Act (MDT4). HEW's primary responsibility is to provide
institutional training, including basic education, communication skills

.\

training, and prdvocational, vocational, and,technical training, on a part-time or full-time basis. When undertaken in cooperation with.industries
? andbusiness," this type of education is referred to as "cooperative

training." Necessary supportive services - such as legal, social, and healthguidance and counseling - may also, be provided. It is the responsibility
the Secretary of Labor to place qualified trainees in employment whenfraining is completed.

Authorizing legislation: VoCational Education Act of 1963.

NEW CAREERS - SPECIAL PROJECTS, DHEW

This program provides grants to state vocational
rehabilitation agenciesto ,enable them to develop new programs to recruit and train the handicapped

to provide them 'with new career opportunities in rehabilitation, health,welfare, public safety, law enforcement, and other appropriate fields.
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Arthorizing 1egi:lation:

Act of 1964, as amended.

7,c1- C )11p, Ct 11.1' i t

OFFICE OF ECONOMIC OMR(' NIFY, EXECUTIVE OFFICE OF THE PRESIDE

The Community Acti

ment of health-Centers t

persons.

Program of 0E0 provides grants for the v:,taoji,b-

offer comprehensive health care for low-inccro

The health cart_ may include treatment, screening and diagnostic

services, home care, out-reach rehabilitation, dental cmre, family plan-

mental'health care, and other health-related services. In addition,

the grants may help in obtaining equipMent and supplies, training persona,!

evaluating projects, and transporting patients.

This program, through
comprehensive health care at neighborhood levcl,

provides a resource that renders outpatient care tot
those who would other-

wise seek services at overcrowded hospital emergency departments.
4

-Representativ6s of the Community Health Service, PHS, render

professional medical advice on projects involving neighborhood health

center activities..

Authorizing legislation: Economic Opportunity Act of 1964, as amended;

Public Law 89-749; Public-Law 90-222, 81 Stat. 672.
164

COOPERATIVE AREA MANPOWER' PLANNING SYSTEM (CAMPS}

This program, formdlized by Executive Order 11422, is headed by a

National Manpdwer Coordinating
Committee composed of one representative cf

each participating agency - namely the Department of Labor; the Department

of Health, Education, and Welfare; the Department. of Agriculture; the

Department of the Interior; the Department of Housing and Urban Development;

the DepartMent of C9mmerce; the CivIl Service Commission; and the Office of

Economic Opportunity. The Committee chairman is the Department of Labor

.representative, currently the Assistant Secretary for Manpower.

The purpose of the program is to provide for the systematic planning of

manpower and related programs at the national, regional, state, and area

levels. The National Committee issues policy guidelines and budget estimates

each year." State and area CAMPS committees develop comprehensive manpower

plans in conformity with these guidelines. After approval of the plans by.

regional committees,-individual projects are processed by the participating

program agencies.

Reference:

1969 Listing of Operating Federal Assistance, Programs Compiled During

the Roth Study, p. 674.
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FFIC7 OF CI' IL OFFENS:,
)

the basic program of this office are disaster-orient. Howev,:,t.several aspects of these programs have a direct relationship to day-to-day emergency medical services systems throughout the country.

On a matching fund basis, more-than 3000'0CD Emergency OperatingCenters are in existence throughout the United States,-,Although they areto be 1,,sed primarily for civil-defense emergencies (nuclear and naturaldisasters), a mechanism eyists to adapt these-facilities to serve as
community emergency communication centers on,a day-to-day basis; this
resource has rarely been utilized at local, state, or regional levels.

Through the surplus-property program, local civil-defense agenciesca purchase surplus military equipment and supplieS for use in theirco, unities. Communication equipment is thus available for use in supportof a community's emergency medical services system,

Authorizing legislation: .Federal Civil Defense Act of 1950, as amended
by Public Law 81-920.

MILITARY ASSTSTANCE TO SAFETY AND TRAFFIC (MAST), DEPARTMENT 0?_PEFENSE, DEPART-MENT OF TRANSPORTATION, AND DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE

The MAST project, announced jointly by the Secretaries of the Depart-ment cif Def nse and the\Department of Transportation on 15- July 1970, isdesigned ,t determinethse value of helicopters in providing medical assist-ance to t affic-accident victims and other persons needing emergency medicalcare, Army is designated as the Department of Defense Executive Agentfor the proiect.

The initial program was begun in mid-July in the an Antonio, Texas,area by Army air ambulance companies of Fort Sam Houston,,Texas. Additional,programs are conducted.at Mountain Home Air Force base, Idaho; Luke Air ForceB5se, Arizona; Fort Lewis, Washington; anclibrt,Carson, Colorado.

At the ,7,omp1etion of the test. period on 317December 1970, the programwas evaluated to determine the effectiveness of Communication and coordinat-ing systems, requirements for civilian and military participation, thefei,sibility of, the use of other services 'and reserve army aviation units, andtrOning requirements for program participants.,

BUREAU OF COMMUNITY ENVIRONMENTAL MANAGEMENT, HEAL111 SERVICES AND MENTAL HEALTHADMINISTRATION, PHS

Under a recent organizational directive, the functions of the InjuryControl Program of the Environmental Control Administration have been transferredto the Bureau of Community Environdental Management, The mission of the Injury9ontrol Program had direct rel4ionship to. the delivery of emergency medical:Care.Jje
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Data on the incidence and nature of accidental inuries and emergency ilincs.:!s

were derived through identification of the ways in which the products of in-

dustry are involved in the etiology of these emergencies. This information

influences the type of emergency care administered and the ultimat,e nrognsis.

while serving environmental
control.agencies in identifying etiologic factors.

the correction of which may prevent or Minimize injury or illness.

In.addition to thefunctions performed, by that agency in surveillance. tt,,it-

ing, epidemiology, laboratory research, industry liaison, criteria and standards.

and public information and edUcation, grants were made for data gathering,

determination of improved methods of treatment, research training grants, and

training programs for physicians, nurses, and allied health personnel. The

extent to which these functions will be carried out by the Bureau of Community

Environmental Management has not been clarified to date.

horizin 42-U.S.C. 241 and 246, Public Health Service

Act, Sec. 301.

NATIONAL CENTER FOR H&LTH STATISTICS, HEALTH SERVICES AND MENTAL HEALTH

ADMINISTRATION PHS

The Center collects national data on mortality and morbidity on an,

annual basis. These data are compiled from death certificates, health interview

surveys of households, and hospital discharge surveys. The data collected have

formed one of the major sources of information with regard to mortality and

morbidity related to illnesses,injuries, chronic conditions and other impair-

ments', and other health topics.

The data of the Center relate directly ,to activities involved in the

delivery ofemergency medicalcare only to the extent that they delineate the

numbers of persons requiring emergency care i!n terms of age distribution,

mortality, disability", costs, and days of confinement in hospitals. This

information, available annually and for geographic subdivisions of the country,

is thus important in determining the regional, state, and local requirements

for and distrihution,of ambulance services, communication systems, .hospital

emergency' facilities, and health-manpower personnel.

Allisurrently 'the resources of the Center-are not applied to data-gathering

es or severity of accidental injury or emergency illnoses in specific

etiologic categories. To acquire this information, special questionnaires,

considerable lead time, and additional resources would be required.

Auti_1242g.eislkitiont Public Health Service Act of 1 July 1944, as

amended, _ : .

SOCIAL SECURITY ADMINISTRATION DREW

,
,

Medicare'Title 18/ regulation No. 5 (Federal Health Insurance for the

Aged - 20 C.F.A. 405), subpart J, contains the condition that hospitals are

reqUired.to meet if participating as providers of service in the Health

-Insurance for the Aged ogram.
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Under Section .=:5.1033 - Conditions of Participation a hospital must
have 7t least a orocdure for taking care of the occasional emergency case
it miZht `be called on to handle. In ho5pitals'that have organized emergency
services .or departments, participation requires standards with regard to
nrgareization and direction (the departmPpt or service must be well organized,
directed by qualified perSonnel, and infegrated with other departments of
the hospital), facilities'(facilities must he provided to ensure prompt
diagalosi's.andTemergency treatment), medical and nursing personnel (adequatA
medical and nursing personnel must be available at all times), and medical
records (adequate medical records on every patient must be kept).

Medicaid Title 19 provides for,the payment of health services to include
outpatient and emergency care and ambulance services, as determined by the
state agency (usually the state welfare or health department) responsible
for administering/the program. Federal funds are made available to the state
Jo!,ency on a formula-grant population basis. Assistance to states currently
ranges from 5070 to 807 federal funds.

Authorizing legislation: Social Security Administration RegulationsNo. 5, Title 20, Chapter III/ Part 405. Social Security Act, Title, 18 and
19, Public Law 89-97, 79 Stat. 301-313, 79 Stat. 331, as amended by Public
Law 90-248.

VETERANS ADMINISTRATION: VETERANS EDUCATIONAL ASSISTANCE, DEPARTMENT OFVETERANS BENEFITS

,Within the Veterans Administration, particularly its medical and nursingchool affiliated hospita15, are unique teaching staffs, facilities, and
other resources currently engaged in patient care, training and research
programs fully capable of augmenting community programs for emergency servicepersonnel.

In accord with the national' reassessment and implementation of optimummedical services, the Veterans Administration has reviewed its current
program with the aid of a national 'advisory group: A series of demonstration
systems for veterans is planned at a number of VA hospitals to proVide emergency
services to be integrated with community or regional programs.

dr4The educational assistance program of the Veterans Administration wascreated to make service in the armed forces more attractive by extelliding
benefits of a higher edutation to qualifieciyoung persons who might not
otherwise be able to afford such an education to provide vocational re-
adjustment and restore lost educational opportunities to those whose
educatiOn-or careers were interrupted by activeAuty, and to help persons
attain, the vocational and educational status that\they Might normally haveaspired to and obtained had they not served their country.

An educational assistance allowance is paid to help the veteran meet,
in part, the expenses of his tuition, fees, §.upplids, books, equipment,and other educational costs, and subsistence. Monthly benefits'not to exceed36 months range from $30 to 175 plug up to $10 for each dependent in excessof two, if a veteran is attendingan approved educational institution. If
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the v'eteran is following an approved pre-gra-n of appren:ices::ip

the-job training, monthly benefits range fror:$20 to $100; benefits

other on-±he-job training are limited to 2 years. Educational and vcc.11:11

counseling are available to veterans eligible for educational ass roo

Eligibility requirements, assistance prerequisites, and applicati,,n

deadlines are prescribed by the Department of Veterans Benefits.

Authorizing-legislation: 38 U.S.C. 34, Section 1651.

DEPARTMENT OF LABOR

Manpower resources of the Department of Labor, are nJated to emergency

medical services through grants provided to tr.-,in unemployed and under-

employed persons to return Ahern to suitab] cm; 'went or to upgrade their

abilities. The Occupational Training Program p_ vides for refresher

coursed fnr professional workers who would be unemployable unless their

skills were upgraded. Payment is authorized for institutional (classroom)

and on-the-job training to prepare` workers for job oiportunities that

haves been found through such programs 4s job market surveys and manpowr

research programs. Training in basic educational skills is provided when

necessary. Institutional training is supported through payment of training

alloWances for up to 104 weeks, plus? tranbpartation and subsistence, cost

of instruction, and instructors' salaries. In on-the-job training projects,

trainees are paid by employers, but the federal government will subsidize

instructor fees, instructional supplies, and rental of equipment or space.

Authorizing legislation: Manpower Development and'Training Act, Title

2, Act of 1962, and Vocational Education Act of 1963. A

DEVELOPMENT AREA TRAINING, ECONOMIC DEVELOPMENT ADMINISTTATION, DEPARTMENT

OF COMMERCE

This program, fun ed by the D'apartment of Commerce, is supplem ntal

to the Manpower Develo ment and Training Program of'DHEW for the pfr

of providing training or underemployed persons residing in redevellb

areas. is no cost to trainees. Training is conducted both in

schdols a on the job in facilities of cooperating employers or organ' a-

tionp.

Authorising legislation: Manpower Development and Training Act, Sec. 241.

SMALL BUSINESS ADMINISTRATION

..The Small Business Administration's low - interest loans to purchase

ambulances and equipment and to operate ambulance services on a "profit-

making basis" are authorized by the Small Business Act of 1953. as amended;

the Small Business Investment Act of 1968, as amended; acid Title 4 of the

Esionamic Opportunity Act, as amended. If credit is not otherwise available,

the Small Business Administration cangmake loans in cooperation wit banks

or directly to the providers of servicemt, °

Authorizing legislation: Small Businea'Act as amended, Secs. 2

.
and 7, 15 U.S.C. 631 and 636.
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