-~ © . DOCUMERT RESUME

*

ED 075 640 . | 7 VUT 019 958

- : C, g 3
TITLE -Foles and Resources of Federal Agencies in Support of
) ’ comprehensive EZmergency Medical Services.
~INSTITUTION = Health Services ani Mental Health Administration
- I (DHEW), Rockville, ¥3, Div. of Emergency Health
Serviees.; National Academy of Sciences - National
Tesearch Council, Washington, D.C. Piv. of Medical
S Sciences. _ ‘ '
REPORT NO' DHEW-HSM-73-13 . -
PUB TATE -~ . Mar 72
i - NOTFE S 61p.

AVAILARBLE FROM U. S. Department of Hesalth, EduéatiOn, and wWelfare,
? P. O. Box 911, Pockville, Maryland 20852 (Single copy

free)
EDRS-PRICE MF-$0.65 HC-$3.29 _
DESCRIPTORS *Agency Kole; Develonmental Programs; *Emergency.

Programs; *Emergency Squad Personnel; *Federal
Programs; Health Facilities; Interagency
coordinationi Interagency Planning; Medical
] - consultants; *Medical Services; Pilot Projects
. IDENTIFIERS ¥*Comprehensive Emergency Medical Services

ABSTRACT :
. Divided into two maior parts, this report summarizes
- +he findings, recommendations, and conclusions of the National
Academy of Sciences and Naticnal Research Council's analysis of the
current -function and potential capaci*y of congressicnally appointed
- federal agencies relative to providing emergency medical care
services. More specifically, the 'stuly was concerned with: (1)
establishing a national focal point for Emergency Medical Services
(EMS) , -{2) providing technical consultation and guidance to states,
communitie$, citizens, and.organization, (3) establishing an
information center, (4) coordinating ‘inter-department and
inter-agency EMS activitiés), (5) -establishing an EMS data system, and
(6) dewveloping five total em@rgendy medical systems as demonstration
projects. The demonstration sltes selected were: (1) Arkansas, (2) a
3-county-area of Southern California, (3) a 7-county area of : .
Northeastern Florida, (4) state:-of Illinois, and (5) a 7- county area
. of Southern Ohio..Contents of ‘the report include: (1) introduction -
, ard recommendations on 1n1t1at1ve by the Executive Office of the °
R;e51dent and the Department cf ‘Health, Education, and wWwelfar€, and
"(2) ;mplementatlon of emergency service programs. (SN)

v Lo >
3 N . N " ,







1
}*:Ya/‘ 1‘

N L 7 DCCATION & WELFARE
= | - L e
D - _ : . S-U;:i? Ef\n'(‘f\*_;r‘:.s RECE!\.‘EHD FAOM
5 ROLES AND RESOURCES o st on ancamsnon v
N~ OF FEDERAL AGENCIES
CATION POSIT ON LR POy
< IN SUPPORT OF - ‘
= COMPREHENSIVE EMERGENCY
i
— MEDICAL SERVICES
Prepared by the
Committee on Emergency Medlcal Services
Division of Medical Sciences
National Academy of Sciences/National Research Council
" Washingion, D.C.
March, 1972
fF
.
DHEW Publication No. (HSM) 73-13  + |
Reprinted December 1972 v . L.
U S. DEPARTMENT OF HEALTH, EDUCATION, AND WFLFARE v
Public Health Service _ .
X 3 Health Servnccs and Mental anlth Adrinistration LR
Special Projects Office Emergency Mgdical Services ’ -
5600 Fishers Lane, Rockville; Marylan ’
I \
) Ly [ .
. R )
! # [( .
. .
1 1 -




- ’
1]
( 4
NOTICE
The study reported hérein was undertaken under the aegis of “
; the National Research Council with the express approval of the . _ -~

Governihg Board of the NRC. Such approval indicated that the
Board considered that the problem is of national sighificance,
that elucidation or solution of the problem required scientific -~ _ -
or techhical competence, and that the resocurces of the NRC were
particularly suitable to" ‘the conduct of thé project. The insti-
tutional responsibilities of the NRC were then discharged_in the
following manner: /. Lj
%, The members'of the study committee‘@erq selected for their indi-
 vidual scholarly competence and judgment with’due consideration
Van for the balance and breadth of disciplipes. Reésponsibility for
all aspects of this réport rests with the study committee, to - - -
whom we express our sincere appreciation. 4
Although the repofts of our study committees are not submitted
for approval to the Academy membership nor to the Council; each
repoxt is revieyed by a second group of appropriatély qualified
persons according to procedures established and monltored by the
Acadefiy's Report Review Committee. Such reviews are intended to

determine, inter alia, whether the maJor questions \and relevant.
points of view have been addressed and whether the‘iﬁported e
) . findings, conclusions, and recommendations arose froM the avail- a3
¥ able data and information. Distribution of the report is approved,
. by~the President, only after'eatisfactpry completion of, this review
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FOREWORD
.
, - % . .
In March, 1972, the month this report was completed, tHe Special Projects
Office, Emergencyv Mecdical Services was established under the Offlce of

the Administrator, Health Services and Mental Health Agministration, |
Lepartment of Health, Education, anc Welfare. The estaBlishment of #he
Cffice was in direct response to the President's concern, stated in hisg
State of the Union Message,’ that "We must develop new wavs of organizing
emergency medical services and of providing.care to accident victinms,"
THe broszd objective of the EMS Special Projects Office ig, to provide all
citizens with acéess to ‘quality emergency medical care in a system
related to the cogmunity's health _care delivery system. The .specific -
ofjectives of the Office are: to establish a nationhl focal point for

emergency medical services; to provide techpicail consultation and guidance

tawStatesy communities, citizens, and organizatiens; ‘to establlsh an
1nformdtlon center;.to cocrdinate inter-department and inter- agency’ EMS .
activities; to establish an EMS, data system; and to develop five total
emergency medical services systems as femonotratLon projects. -

\ ; ‘ . ~
In June, 1972,,the ,Administrator of HSMHA-afinounced the selection of the
demonstration sites: the State of Arkansa}, a three-county area of
Southern Callfornla (San Diego), a seven-county area of -Northeastern
Florida (Jacksonv111e), the Sta of I)linois, and a seven-county; arei
of Sout dtern Ohlo\(A*hens). Contracts totalling 16 million dollars .
have beém-stgned with the agencies in these areas to develop EMS systems.-
Projects will DTnclude the upgrading of emergency.departments, the improving
of transportanlon and communication systems, the tr§1ﬂln§ ~f emergency
medical tec n1c1ans, nursesyand physicians, and the conductlng of public
and professippal)information™] programs.

/ T s . .
I . b}

The inter- depaqtment Committee on Emergency Medlcal Serv1mes, has been ~.
establis n8\1s being staffed. The gata system and the information

centgr gre also in the formatiye process.\.Fér ional Lnformat}bn

td s SpecLal Projects of ice, EMS,! arkl dg.,Jﬂm. 17 64

5600 Fis hert Lane, Rockville, Maryland 20 N o ,
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This study was supported bv the Division of Emeféency Health
Serviced and the National Center for. Health Services Research and
Development of the Public Hc;ﬂth_Ser\*ice,* in response to & proposal
by the Committee on Emergency Medical Services of the Divisicn of
Medical Sciences, NAS-NRC, that studiés bie carried out as folliws:

An analysi$ of gurrent legislative assignment of responsibility to tiw

. numerous- federal agencies in support gf phvsical facélities, equipment.
and training and employment of pe}sbnhql,fas-may be applied to emergeney”
care areas, and recormendations on ways in which coordinatio® of these
resoutrces might increase effectivgne;é of,gflivcry of emergency care. .

. . -
-

Federal agencies whqée resources,. legislative autherity or progranm
responsibility are considered 'to relate, either directly or indirectly,
to some asgects.of'@héigency medical services were identified by ref-
«erence to the U. {. Government Organizational Manual, the Cataleg of
.. .Federal Assistance grams of the Office of Econemic Opportunity; the
‘Listing of Operating Federal Agency Programs, compiled 'in the.Roth
Study,; also-through conferences with representatives 8f 13 federal
agencies that could be concerned with' ambulance services'and 9 that » — .°
éo&id'be concerned with, emergency medical fcommunicatidn systems, as well’
. as humerpus meetings with representatives of other agencies.

'
§ . -

In'the.peribﬁ before Septenber 1971, the pnly féderal agencies with *
specific legislative support for emergengy medical services were thei
Divisiof of Emergency Health Services of_ the Public Health Service and
the Division of Emergency Medical Programs of the National Highway
Traffic Safety Administration. The Committee on-Emergency Medical

- -\)SgrviCes'of.the NAS-NRC found little gvidenceé of concern for implementa-
" tion of recommendations for’upgrading of-emergency medi~al services by
any agency wjthin the Department of'Health, Education, and Welfare above' .
the levcl of the Division of Emekgency. Health Services, although thes
Division 6}{Medical Sciences of the NAS-NRC fin its report, "Adcideptal
Death and Disability: The Neglected Disease of Modern Society,! of 1966,
and the Americdn College ‘of Surgeon’s and the American Academy of Ortho-
paedic)\Surgeons, in the, Ain%iﬁrConference réport of ¢1969, recommended I
- initidtinve in ‘this field by the Executive Office of the Rresident, and
" the rqéort'bf the Department:of'HealtH} Edubationrwand Welfaré Advisory
4 Comhittee - on Traffic Safety of 1968, under the* chaizmanship of Dr. Daniel
Lo P.. Moynihan, recommended that’ the Department of‘%fW'%hbuld}assume primary

¢ responsibility to establish: emergency medical Sevices and, consolidate.

; >
the roles of agencies within the Department .for this purpose. ;> . |
[ ' LA .
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.\': In the fall of 1971, the Qffice of Scienceyand Techﬁdlbgy qﬁd the N
" .- Office of Emergency Preparedness of the Executive Office of the President
requested information from the NAS=NRC Division of Medical Sciences on ~ (

™ = programs and pgiorities for upgrading emergqncyﬁHeﬁical services. ~These
g S R ' ) e | NI e e
- R 'J. X ‘.."' . . . ] ) ,.' L . ‘ »u oj~ .
a ‘&\(}on{:x‘acts HS™J10-69+69 and HSM 110-70-386 =~ = . . .
- ‘ . . . N ' )‘r-t’”.‘, . . . v N - .
EMC ' ' : . b ‘ ’ x- ) Lo M —"ﬂ B .0 - ’ LA ’



|
offices, the Assistant Secretary for Health and Sciemtific Affa:*s
and the Office of the Director of the Healtﬁ\serv1ces and Mental HeaTt“
Administ®ation of the Department of HEW. were provided 19forma11x with
‘drafis of that ‘poitiomgf thaé‘rhport ‘vhich deals with lnltlatlve at
the executive Iével and coordlnation of emergegvﬁ medical prngrams bu

the Department-of HEW. : -
. : - / - g
o
Tn his State offthe Unj.on Message ‘to Congress on 20 Januar\ 1672
the Presicdent daclared concern over emergency\hea1th setvices and tne ;

need for a dew program Qf technological research and development that
could save thousands of iives annually‘ This statement serves as an
“incentive for federal agencies to ldentlfj their roles ip Support<of
emergency health services programs and to coordinate their efforts to
'upgfﬁde emergency meflical services throughout thé nation. Already there’
“have been allocated limited, funds to thé Health Services and Mental
Health Admlnxstratlon for this purpose, and a fumber of bills have been
-introduced in Congress in support of components of an emergency- medlcal
serv1¢es program
. It is 1] hope of the NAS-NRC Commlttee on Emergency Medlcal SeTV1cee
that this reéport will add momentum-to the further development of adminis-
trative p011c1es and 1nterd"partmentaf coordination by the Executive
Office of the President, the.development of program priorities and ,
consolidation and direction of programs withxn the Department of Health,
Education, and Welfare, the allocation of approprlate resources by the
Offick of Management and Budget, and the appropr13t1on of adequate funds

A

by the Congress toward the development an¢ implementation of optimal-~ @
emergency medlcal serv1ces for every C1t}zen of the country o '
, . * b
A . . Y . .
! . o - Committee on' Emergency Medical Serv1ces
- , ", Division 6f Medical Sciences
‘ . , National Academy of Sciences- £
; j ‘ N National Research Council .
March, 19777~ . : oy T B - -
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INTRGDUCTION

Mzgnitude of the Problem of Delivery of Emergency Medical Service:

e

Accidental iniury znd acute illness generate a staggering ceranc T
s=bulance and rescue services, allied health perscanel, phrsicians, arl
hospitals for the delivery of emergency medical services, Accicuent
injury is the leading cavse of death among all persons aged 1 to 35.
Each vear more than 52 millien U. S. citizens are inijured, of whom 7o
than 110,000 die, 11 million require hed care for a dav or mor~e, snd
400,000 suffer iasting disability at a cost”of nearly $3 billion in |
medical fees and hospital expenses and over $7 bpillion in lost wazes.®
Those requiring hospitalization occupy an average of 65,000 teds Ior
22 willion bed-days under the care of 88,000 hospital personnel.2 This
hospital load is equivalent to 130 500-bed hospitals. O0f the 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 disordcers,
and many other illnesses. e

-

34

Deficiencies in Delivery of Emergency Care

Emergency medical service is ome of the weakest links ig 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 illnesr 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 #rec in-
adequate in space and equipment and are menned by individuals with
inadequate training to provide essential life support. Pilot studies with
better ambulance services indicate that thousands of lives can be saveq
and disability reduced.

Many ambulances lack radio commnication’ even with their own dféA
patchers. Communication rarely exists between ambulances and hospitals,
so that most patients arrive at emergency departments without prior
notification. Most emergency departments of the fation are not only
lacking in facilities and persomnel, but are overtaxed by millions cof non-
emergency cases for whom ancillary outpatient facilities should be
( provided, especially during evening hours and on weekends. 1In comparison

with facilities for definitive care of illness, few centers of excellence
for the care of the critically i1l or injured exist. v

- .
Mobilization of Professional Efforts to Correct Deficiencies of Emergency |
Care i R ‘

Nationwide attention was focussed on the magﬂitude of the préblem

. of death and disability from accidental injury and life-thfeateniqg.ill-
. niess by a publication in 1966 of the National Academy of deiences-National

) 7
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!Research Council entitled "Accidental -Death and Disability? The Neglected
Disease of Modern. Society. "2 At that time, efforts toward upgrading of '\»
ambplance services and emergency department care were limited to a.very
small number of dedigated individuals and organizations The principal

, effort -of a national scépe was that of the Committee on Trauma of the
American CoL;egeK? Syrgeons and the collaboration with this committee
of the American Asfociation for the Surgery. of Trauma and the National

Safety Council through a Joint.Action Prqgram.", ) ?‘

a R . -
Since 1966, through forums of the NAS-NRC, medical leaders, hospital ‘ ‘

administrators, plioneers in ambulance services, automotive design experts, -
communication specialists and others have contrnbuted to publication of
guidelines and regormendations on the training of ambulance personnel,3,4
medical requirements for ambulance design_and equipment, 5_ambulance oesign
criteria,” cardiopulmonary resuséitation, and categorization of
hospital emergency departments.2 [ ‘e recommendations ,together with
principles evolved in current studies on emergency medlcal communjcations,
response to cardiac emergenc1es, and trauma registries,have been w1deiy
accepted-as an adequate and compelling basis for direcdt application, - .
What needs to be .done and how to implement a nationwide comprehensive

emergency medical services system have been delineated

In the past f1ve years ‘there has been an ‘unprecedented surge of
act1v1ty among progess1onal and ldy organizations toward upgrading of-. ‘
emergency medical care. Organizations established before.1966 that have T
intensified their efforts include- the\Committee on Trauma of the American ’ ’
College of Surgeons, the @mmittee 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. 51gn1f1cance is the establish-
ment, since 1966, of many new organizations, 1nc1ud1ng the Commission on
Emergency Medical Services of- the Americ%n_Medical Associatian, the

" Committee on Community Emergency Health SerV1ces of the American Hospital
Association, the American Trauma Society, the Un1Vers1ty Association for ) v
Emergency Medical Serv1ces the Emergency Department Nurses Association, the
Society of Critlcal Care Med1C1ne, the Americen College of Emergency- Phys—
jcians, and the natiomal Regi -ry of Emergency Medical Techn1c1ans. =
The Joint Commission on Accreditation of Hosgitals has recentl 1ncorp0rated .
new, emergency department’ standar for accredipation purposes. Scores of
communities have- established" comm \;y councils on emergency medical
services and a few community\governmenbs\bave ccepted responsibility - =
for emergency medical serv1ces on a scale Comp rable to police and fire -

F3

services. - PO = T~ o S ' d

e e
P . . ) —

Limitation of Federai&keccgnition of'the~Prob1 m \*\*\\\:h. ’
—/ —— c

Federal agenc1es have not kept pace with the efforts of profess;;;aT\\ :

"and allied health orgsnizations to upgrade emergency medical services. - ?\i\\\\\\

- As in 1966, the Division of Emergency Health Services, formerly the ' T

Division of Health Mobilization, is the only office within the Department

of Health, Education, and Welfare that is identified as respons1b1e for .

the upgrading and 1mprovement of delivery~and-qna%1ty ﬂf emergency health

——
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services. The first evidence of congressional concern o -
medical services, other than in disaster or a national emer, .. .

was the mandate of the Highway Safety Acti 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 ot Traffic Safety under the chairmanship of Dr. Daniel P.

Moynijian, that the DHEW should have primary responsibility to establish

emergency medical transportation and care as an ongoiﬁg public service

available-to all persons everywhere and maintained at advanced levels

of quality,l0 and despite the recommendations in June 1970 in _the «~ .

report of the Surgeon .General;s Steering Committee ¢n Emergency Health

Care and Injury Contrpl that DHEW consolidate splintered efforts to

support emergency medical servic:‘es,]jl 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‘regearqh centers by the Nagional Institute of General
. Médical Sciences; and of head- injury. research centers by the National .
‘Institute of Neurological Diseases and Stroke and of emergency care
ofithe victims jof myocardial -infarction. by the Regional Meiﬁcal Programs
Service, thé resources of other agencies within the DHEW ha é been
minimal in support of fraining, emgrgency medical communications, and
_ .upgrading of-hpspital.emergéncy depar ments« .Meantime, the Department {Z}
" “of Transportation, through enabling leggislation and promulgation of .
standards and development of a program in emergency medical services,
_ ‘has exerted leadership im production of training programs for. ambulance

.~ emexgency 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
iambulgﬁces and equipment, igstélla;ion of communication systems, and
initiation of training programs.’ ' :

’
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COORPINATION.OF FEDERAL RESOURCES. IN SUPPdﬁT'OF
' COMPREHENSTVE EMERGENCY MEDICAL SERVICES

-

Federal agenciés whose resources are related to eleﬁepts of an
emergency medical services system are identified later in this report.
In its analysis of the ways in which the resourceés 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 médical services, -
the most efficient role that each agency may play in an éve;all pro-
‘gram is reduced severely because there are no* federal focal peints

K33 responsibility for delineation of the essential requirements for
communication, tran3portation,or command and control, which are common

to ail emergencies, nor is thereé a federal focal point for overall plan-
ning, or for coordination of emergency medical services., For these
"Teasons the Committee retommends the following: . . *

.

-

. F

LJadership qt‘the-Executive Level. © ) .,

EkecutiVe‘leadeiship has proven jto be effective in identifying the -
magnitude of health probjems of national concern and in mobilization.of
efforts’ to alleviate these problems through declaration 'of administrative
policids in messages before the Congress,.program planning, establish-
ment df coordinating and advisory bodies, conduct of confierences. at
the Executive level, and assifnment of responsibility for implementation
of programs to departments of the" Executive Branch. . Such support. of
nationwide attacks on problems of heart.disease, cancer, mstroke,-traffic .
safety, mental retardation}rcare of the aged and deprived, drug abuse,
alcoholism, consumer protection, envi;dhmental c0ntr§&5 smoking and_ - X
rehabilitation have stimulated public awareness and demand for action, . .
congressional support, ,interdepartmental coordination at the Exedutive
1ével and departmental implementation of comprehensive programs to solve
these problems. Emphasis at the. Executive leyel on the néed for.a nation-
wide attack on the problem of delivery of emergency medical seryices.
would result in salvage of many thousands of lLives 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, " Accidehtal

~

. - -

Death and Disability: The Neglected Disease of Madern Societj,"% A
the National Academy of Sciences-National Research Council, and in-the
,proceedin%S'of 1969 of the Airlie Conference on Emergency Medical .
Services, 7 sponsored bﬁ'the American Coﬁlege,of Surgeons andvtﬁe_Americaﬁ
Academy of Orthopaedic Surgeons. I, RUR ., S
Recommendation . i o » . o : S

. 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<aisability from accidents and®*sudden
illnesses,” and recommend actidn to . be taken,by the Legislative

~

: , 9 _ .
*  Expression of such concern was made-for the first time by the Office.of

*hClQIeSident in President Nixon's Message 'to Corgress on January 20,
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and Executive Branches of- the government to ensure optimum
emergency care’ for every citizen who needs it. '

5 L .
Designate the'Deﬁartment of Heéll£, Education ! Welfare
as the agency primarily responSLble for del’ ~f '
adminisfrative goals for a comprehensive , ~rge: aedical
services system and for coordination of px B . all” ‘ .
" federal agencies designed to meet these goals. Y I
S R - e ) :

Assure, ‘in close cooperation with the Office of Management

and Budget, that appropriate resources of all Executive

Departments and - agencies with roles. and responsibilities i
related to emergency medical seruwices plan their programs . '
in this field in -accordance with the programs and goals
established by the .Department of Health, Education, and
Welfare, and in a manner that avoids gaps, imgbalances, and

duplications. ‘ \\\\\_—’////,/ \

Interdepartmental Coordination at the Executive Levgl

i Since delivery of emergency medical ¢aye is a component of programs
of numerous ‘federal departments and agencies 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 resources
of agencies that. can be applied directly to. one or more components of an
emergency medidal services system must be identified.' These include:
provision of adequate outpatient and hospital facilities in the Model

°

Cities Program by the‘Department'of.Houéing\and Urban Development, for

" - Neighborhood Health Centers by the Office of Economic Opportunity, and

for adequate outpatient care and initial.emergency management facilities
by the Health Maintenance Organization; analysi8 of accidental injuries

due to the productgbofLindustry by the Office of Consumer Affairs of the
Office of the President‘and the Food and Drug AdminiStrat%zﬁg and of the

. idcidence of acute illness and accidents due to environmental hazards by

the Environmental Protection Agency, the Bureauw of Communify Environmental
Management, and the Poispn Coritrol Program of the Food "and Drug Administra-

‘ticng recruitmen;,_training; and placement of allied healfh and- professiondl

peréonnel by the Department of Labor, the Office of Economic Opportunity,

the Veterans Administration, the.Department of Defense, the Office of
.Education, and the Bureau of Health Manpower Education; integration of
communication facilities by thé Office of Telecommunications Policy and
the Office of Emergency Preparedness of the, Executive Office of the
President; allocation gf  radio and telemet¥y channels by the Federal
Communications Commission; specifications for modern -ambulances funded by 

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

the Small Business Administration; requirements for hospital emergency

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

'hqlidOPters by the Department of Défense, the Department of Transportation,

and the Department of Health, Education, and Welfare; and delineation
of standards.of delivery and quality of emexgency care reimbursable by the

~

.Social Security Administration. :

]
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Many agencies are respon51ble for health care programs that are
_ dependent upon a fully functioning comprehensive system of cmergency
%t care. The extent to which their resource® complement the system and
the-jarticular ways in which delivery of emergenby care apply to their
- progkams mugt be identified and coordpnated in an overall program. These
agency) programs include the care of nrreahs red in the highway, air-
way, faflway, and maritime syste. “tion of the Department
of Tfansportation; the Appalachiai.. . _.onal Commissien; and-the Appala-~
chfan Demopstration, Program, the Community Health Service Program, *
the Comprehensive Health Planning Service, the Migrant Health Progranm,
the Indian Health Service, and the Regional Medical Progrqms Service
of the Department of Health Educatlon and‘Welfare.,

Of special. s1gn1flcance is the need for an ongoing comprehensive

emergency medical services system that functions every hour of every day
in every region of. the country, and can.respond without delay to ef-
fectively meet the. needs of the Office of Emergency Preparedness in pre-
disaster mobilization of resources and systematic {delivery of emergency -
care in time of natural disaster or a nat1pnal eme y.. On a smaller

4 scale, such a system is essential to commuhity and state response to
the unexpected needs imposed by c¢ivil dlsorders. : ! S '

Establlshmenb of an 1ntérdepartmental coordlnatlng mechanism at the
level of the Executive Office of the President would provide s means by
which all concerned federal agencies would be ipformed of the ways in

'which their resources would be coordinated with' the overall responsibllity J
of the DHEW in implementing emergency care programs., By bringing together
representatives of participd¥ing federal agencies, spokesmen of leading
professional and allied health organizations, and concerned citizens,
the Executive Offlce would provide a Natlonal Emergency‘Med1cal Services
Council. '

-

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 to components of a comprehensive program for the
delivery of emergency medical services,, and for integration of
these resoyrces with the overall héalth care program of the
Department of Health Education“fand Welfare. ‘
e , N Qo ..
-Admlnistration and Cogrdination of Emergency Medical Programs by the
Department of Health Education, and Welfare . o '

L *

Przmary responsiblllty ‘for the health of the nation is vested in the
DHEW. Emergency medical care-is an integral element of every component of
the health care system Currently the priorities of the DHEW are expressed

% A

- [y

3

rv.i ] ) ) B ‘ 8 - ] ) M ‘

r?”




.
v . ¢ s
» ) . . )
; i v . . I} . : .
. N > ¢ . .
0 " * .
. . - ¢ - »

e

La - . N )
in a statement of 18 goals. Al ;53 11 of these goals~are related to.
" health services, none of them iuc. ¥ ggtés provision for delivery of
- emergency medical services. A goal ‘expressly designed to iftensify
. offorts to cstablish a comprehensive system of emergency medical services
. would identify the roles Of(Zhe‘executive branch ‘and legislative .
needs, coordinate the roles &f other f.deral depbrthents, and consolidate
. the roles of agencies within the DHEW. ' vooo.
\\. Recoymendation . ' ‘ /= , T o
& | / N ‘ "« v . T I ’
s It is recommgnded that the DHEW aséigp‘responsibility at a
lovel within the Department that would develop adminjstrative
goals and priorities in support of a comprehensive emergency

A T medical services system that would reflect policies of the:”
\ Office of the President ' serve a$ a justification for -
budgetary support, coordinate the roles and resources of . ?b

Q) other federal departments and agercies, and consolidate and
& direct programs within the THEW. ' ‘

' Al
1%

s

' " “Federal-State Relptionships in Providing Suppoft-for Emergency Medical Care
Programs : . ' ’

Implementation of comprehénsive emergenp§ medical setvices should b
a fuoction of agencies and organizations of regional areas, the size andF
+ " mumber of which—are determingﬂ“byﬁpoPﬁTEEion~densities; industrial and
environmental factors’ which influence the incidence of injuries.or acute
i1lnesses, and the time element involved in thg response of emergency-
ambulande and rescue -services, codrdination through integrated communica-
tion facilities, and delivery of th- disabled to hospitals equipped and
staffed to render life-saving care iu accordance-with the gravity of
their conditions. This calls for designation of a number of small
geographic areas'ﬁn’metropolfﬁan‘centers and, larger ones that encompass

numbers of communities or widespread rural afeas.
= _ .

o It is essential that a focal point be jldentified at state levels for ™
planning -for emergency medical services'and |for identification of the
state, regional, and local public and private agenties that implement
emergency medical services programs. Provision for emergency medical
services should be incorporated in the programs of the Comprehensive
Health Planning Service through formula grants (3l4a) for statewide plan-

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

L 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 Comp¥ehersive Health Planning Service. To assist in
determination of needs and ways of implementing programs; Emergency Medical
Services Councils should be established at state, regional, and community
levels.l12\ Application of the resources of all federal agencies that
Support components of emergency medicali services should be coordinated

by the DHEW and funnelled to state, regional, and community levels through
.public and nonpro¥fit private agencies identified in the Comprehensive
‘Health Planning Service programs. ‘ ‘ S

o . s s 7 ¢ _ T .
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. emergency medical services is optional at state levels and is influ;Fccd_
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Currently the utilization'gé,federal‘and state funds in upgrading of

by limitations of funding, political commitments, and pressures of theé -
consﬁ;tpencyn Earmarking of appropriated funds for Hpgraaing of emérgency
medical services, under provisions similar to those that resulfed in rapid
implé&entation of  mental health, regional medical, drug abuse, and law-
enforcement _programs ‘would assure availability of support; to public -and
private agencies rlesponsible for d ivery of enfergency, medical care to all
citizens. * : ?l\\\\\\ : L
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It is recommended that those resburces of federal‘ggéﬁgies .
“that are related to the delivery of emergency medical services £
< be utilized at state and regional levels in accordance with
requirements delineated by‘éie Comprehensive Health Plannjfig
Service at state and regional levels, that application of these
~  resources be coordihated through the DHEW, and that funds .
appropriated by the Legislative Branch be designated specifically
for supporf of public and private agencies and worlers responsible
for implepfentation of components of an emergency. medical services
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o Few federal agencies are. informed of the extent tg-which their re-,
, sdﬁ?ces might be applied in suppprt of ‘components of & comprehehsfbe
e emerg¥mcy‘pedica} services systex, The purposé of thig sectic If t
. TepeTt is to.brine together &nd fo reaffirm recommendations ¢ : tng
it~ on Buergency Medical Services ,and of numerous other organiza-
tions on need¥ to implemerit them and to identify the agencies that are
most advanced in delineation of standards, and the se¢reral otner |
‘agenéies-whose iesources ame beihg:or could he applicd to elem?nts of-

s g . ¢ %o
the system. 2.

~¥

o ) ;s -

{  DELINEATION CF. EMERGENCY MEDICA. SERY ICZS™AREAS
- _ ' . : : ,' : . . P 4
} I Emcrgency Medical Services dreas’ should be delimeated or 2 nation-
wide scale to cnsure optimal availability ardd 2tficient utiliz4tion Qf
.. ¥ emergency fgcilities and services for every citizen. The size and
. aumber of areas should be determined by population demsity, geograppic
’ © features, industridl and environmental fdctors that imfluence the
s . iqcidéncé of injuries or atute illpesses, quzl4ty .and location of
" medfcal and Other resgmgced, and the time e.ement involved in the
response of emergency “land and air ambulance and rescue services and
. in' the delivery.of patients to hospitals eduipped and staffed to rendar
life-saving care in acecgrdance with the gravity -f.their illnesses or
~ - Amjuries. g ' b - ) e .
‘ . N .
The time element in'tranéport of trained personnel and equipment
. to fhe scene and of victims to hospitals is ome of the most important
criteria in determining the’ locations and, numper:s of ambulance units
and héspitals of various capabilities within an area amd in determining

the .extent to:whichi helicopter and fixed-wing aircraft are required.

- -

- ~

Full collaboratioms in urilization of the facilities and personnel .
and compatibility of the communication systems.of mulziplé political
jurisdictions within an emergency medical services area are essential

¢ to effective day-to-day “emergency cave within that area, - Integration
.- of multiple areas is essential to optimal response to widespread
" patural disasters or a national emergency. )
.Federal resources that should be coordinated in' support of over-
all planning and assurance of availability of facilities ana services
in emergency medical services,areas include zll emergency medical BN
facilities under the Model Cities Program of the. Department of Housing
and Urban- Development; the clinics of the Neighborhood Health Centers
Program of the Office of Economic Opportunity; facilities under the.
Health Maintenance Organization of DHEW; utilization of helicopters
.- .under the Military Assistance to Safety and Traffic (MAST) Program oz
the Department of Defense,. the Department of Transportation, and the
Departmeat of Health, Eddcation, and Welfere #nd integration of

E3
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communication and taansportatiop.faciliries in consonance- . iL: ‘¢ needs
of the Office of Fmergency Preparedness and the Office of Tele  umunicas
rie==slicv of the Execvtive Office of the President in coping with

- dls.  =rs or 4 national emergency. Utilization of the resources

-1 cil other .cietal agencies identified under specific programs below
should be in accotd;nce with*state and areawide comprehensive health,
planning programs, = . .

¥

.EMERGENCY MEDICAL TOMMUNICATIONS '

: Y -

Response .  the medical needs im the case of accidents, epidemics, -
public disori?=» , and natural disasters involves not only local first-
aid workers, smtulance.and rescue units, hospitals, and professional .
and alli&d h=slzh personnel, but alsc agencies concerned with traffic

" control, fir='f* ghting, law enforcement, utilities, public health,
civii deéfensz, amd others, With rare exception, communication facili-
ties -6f each of these .emergency response agencies are restricted to
their separaze needs., ) o 2

Allocatizm: of Eeéeralf state, and logal funds to promote improve-
ment of. separame.communication systems fosters fragmented, duplicative,
and incompatib: i+ communication complexes within political jurisdictions.

A centralized .ommunication sybtem that provides compatibility of inter-
communicatiom retween all emergency responde agencies is necessary for
* the day-to-d=mv meeds of each political jurisdiction within emergency
zsdical servrices areas and for .command, control, apd“management of !
ergency §i?wiee rgsources of multiple emergency medical servicés
e

{ areas in came of matural disaster or national emergency, . !
’ N - - « il ’

N

¢

that should bé integrated with the communication system of‘a}l other
emergency ressponse agencies include:

\

.

_ Reportiﬁg of Zmergency Medical Situations |,

N .

Emergen<: ggdical situations are enerally “reported direg;ly by
\ private-or road-side telephone or indifectly throfigh a telephone relay.
of radio repeorts from mobile .law-enforcement, fire-fighting, or highway
patrol vehic. :s; grea survelllance helicopters; commercial trucks or
private autamobiles with citizen-band radios;’ vr ham operatars. - "The
recipients af such reports include- loca telephonq:bperatofﬁ; police,
fire, or higmway patrol stations; ambukgnce digpatchers; local physicians;
and emergency :departments, each with limitations of flexibility and of
cross-communizmation with other emergency response agencies. ! '

To ensurc efficient entfy“of the_emergency victim intg the emergency
response Syskem, ‘the "911""emergency_telephone reporting ssgtem‘should be
addpted on & natﬁnnwiQe basis, the radiofrequencies Employed by all

. emergency repuoirtiimg agehcles should be compatible for cross-comrpunication,

.-~and the recepruwm of telephone calls and monitoring of radiofrequencies
should be @, function of centralized urban Or regional emergency communica- -
tion tenters. . 4 ‘ .

o
o

Q . . : v

4 -

~ Element:s of @ comprehensive emérgency medical communications service \\"
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Emergency Communication Centers

fn urban areas that have adopted the "911" gmergency telephone
reporting system, emergency calls involving law-cnforcement, fire-
fighting, or ambulance services are usually directed to a facility in
a police or fire department. In the medical area, the responsibilities
of this “facility are usually limited -to relaying of ambulance calls
to the dispatchers.df one or more ambulance organizations witliin the
arca. _ In some urbayeatreas, Emergency Operating Centers have “been
¢stablished for the reception of all emergency calls and inter-
communication’ for mobilization and direétion of agencieg required-to
cope with the! emergency situation. These tenters are usually. .=
activated only,in case of a major public disorder or a.local natural
disaster. More than 3680 local Emergency Operatimg Centers have been - ./
cstablished throughout the nation under the Civil Defense Program for
coordinated response to cope with problems of logistical support, ‘
restsration of utilities, law enforcement, financial and welfare .
assistance, and other responsibilities automatically delegated to more
than 20 féderEl agencies for local support -in disaster areas under
direction of Federal Disaster Centers of the Office of Emergency }
Preparcdness of the Executive Office of the President. The compati- i
bility' of communication facilities of these Centers locally, regionally,
and nationally provides 'a model for the integration'oflall emergency
respdnse systems. They. should be activated and utilized on a 24-hour-
a-day basis on a national scale to serve emergency medical service
- nceds and thus be immediately effedtive: in case of natural disaster

or national emergency. IR o ’

- 1

In ordéer to €nstire adequate rgsponse to the needs of all citizens
' requiring emergency care, centralized urban or regional emergency
communication centers should be established throuphout the nation. The
g emergency component of each Center should be proy¥ded with- radio-
+ frequencies "and telephone facilities necessaryfto coordinate dispatch-
ing and tratfic routing of ambulance and rescue'\yehicles; o maintain
up-to-date inventories of hospital bed capacities for. emergency . °
. admissions, of emergency department loads and capabilities, and of
@ blood supplie$, on which to Bas%.systematic digtribution of casualties
_to appropriate hospitals in keeping with their levels of capability to
~ render ctare to patients in chordance with thi_gravity of their injuries
or illnesses; to coordinate the response of t affic-control, fire-fighting,
and law-enforcement-agencies, utilities, and other agencies necassary to
rescue and accessibility to initial’ emergency medical care of residegté
_of the region; afid to coordinate support from or provide support to “other
regional or‘pdtional Emergency Comminicatiou Centers in case of natural
, disaster or national emergency. °. .

»~
. °

Ambulance Communications

-

7

. In surveys conducted in thé perioq 1965 to March 19_71,16 56 péfcenf
of ambulances were equipped for radio communigcation between ambulances and.
dispatcher’, and less than 7 percent were equipped for cormmunication

y A : ,
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Hospital Communications A .

- of patient capacity and suppli@s; and®with the emergency fommumrication -

L

L

-

¢ N

between awmbulances and hospitals, Although ambulanceg complyiné with

the design eriteria of the National Highwa¥$ Traffic Safety Administra-
tion are equipped with radios, many thousands of tife hearsec, limousine, .’
and station-wagon type are not. Two-way radio coffmunication between
ambulances and dispatchers is cssential not only fbr dispatching and
routirg, but also {or netification of the time of arrival of the ambu-.
Tance at the scene, for a situation report of the number of casuabties 2%
and the nature of their injuries or illnesses, and for calls for

ancillary ,help, rescue equipment, dre,fighting, traffic control, law
enforcemeft, management of distrupted utilities, and identificatibg of
hospitals to which victims are to be delivered. Portable radiocs are \
neceseary for communication between technicians of single ambulances
or rescue units and betwten multiple units at the scen§<:f an emergency. C '

.

In addition, radid facilities must prdvide duplex capability far

‘transmission from the scene an# during transport of electrocardiograms e {

and other indications of vital signs to hospitals or diagnostic centers
for ,interpretation by physicians and for two-way communication between
the ambulance tethnicians and the.,physician for direct consultation,
guidance, and direction,in the care of life-threatening condit jons,
including defibrillation and the administration of drugs.

!

)

Intrahospital radio and te1e§;0ne-commﬁnication systems érﬁ’gécesﬁary
to mobilize specialty teams, equipment, and supplies for emergencies . T
atising in the emergency department, in intensive-care units, or at fhe,
patient's bedside, and to monitor vital signs during transfer from the , A
emergency department and in intensive-care units and wards. Two-way - .
radio commurication must be provided between the hospital) and ambulancé -
dispatchers and ambulances for consultation and directiof of emergercy .
care and triage; with police for control of traffic-apnd people; with others T
hospitals for transfer of patients, assistance, and continuing inventory ° .

center for triage and distribution of pa%ients, ancillary equipment, - B .

. supplies, and ;assistance and /coordination to meet, disaster requirements. .

Both Wadio amd| telephone cowmunications are required to meet, hospitale . .
needs. . Reliance should not/be placed golely on telephone communicatibns.

- N o - st T
L4 N ra > .
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Support of Communication Systems - L .
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‘Federal agencies whose programs provide §uppo§t of planning, standards,:
facilities, equipment, training, and assistance at state and local levels - oo
related to communitation systems that should bg coordinated to ensure :
nationwide compatibility of emergency medical communication’ systems -in-
clude: the Cogfunity Health Service, the Appalachian Demonsttatign Health
Program of the Comprehensive Health Planning Service, the Division of . - -
Emergency- Health Services of the Federal ﬁealth\?rograms Service, the -
Regionaly Medical Programs Service, and the He{lth Care Facilities Service -
(Hill~Burton),.all of the Health Services and Mentdl Htalth Administration - .
of the Department of Health, Edﬁcationl and Welfare; the Poison Control . 5
Information-Cenqers and the Natiole Electronic Surveillance‘System of '

< - .
. . .
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the Food and Drug Administration of the Department ¢ Health, Bdvecativn,
and Welfare; the Military Assistance te Safety and Tralfic (MAST) -
holicopter’program of the Depatrtment af Defense, chprtmqﬁ} of lTranesperta-
tign,; and Department of Health, Education, and Welfare; the natural
disastér and national emergency programs, the—emergency operating coenters.
and the national warning .ystem of the 0ffice of Civil Defemse’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 Bighway Administration, tht Federal
Railroad Administration, the Federal Aviation Administration, and the
U. S. Coast Guard of the Department of Transportation; the Law Enforce-
ment Assistance Administration of the Depaxtmentr of Justice; the fire
control prograps for state and national forests and the Rufal Elcctrifica-
tiow.Administration of the Department of Agriculture; the Model Cities ~
Program of ‘thé Department of Housing and Urban Development; the National
Weather Service of the Depazgment of Commercc; regulation of telephone,
radio, and television, including allocation of radio and television
frequencieé; by the Federal Communications Commission; and the, voice
.communicatfen vital physiologic data transmission programs of the
National Aeronautics -and Space Administration.

. g ¢

Recommendatjon
M ¥

-

v

In view of the importance of a centralized communication system
for direckion of all emergency respomnse agencies to meect the
hourly needs of-every community, the requirement that this
. system be compatible at regional and-state levels in case of
_-natural disaste¥s and at a national level in case of a national
.- cmergency, and the need to integrate tHe requirements of emerg-
" ency medical communication with those of all other.emergency
‘response\dgencies at alil levels, it is recommended that an
-'.effectivé_inEeraéency;poordinaiing proup On _emergency cofmunica-
xions.be established in the Executive Office of the President
under the leadership of the'0ffice of-Emergency Preparedhess
-and the Dffice of Teleconmunications Policy. for coordinatien of
. application of the resources of all federal agencies whgse support.
of commmnication systemg-is related €o the roles of emergency
response agencies at local, regional, state, and national levels.
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AMBULANCES AND AMBULANCE EQUIPMENT
: ) ) . f .

More than 20,000 of the 25,000 ambulances of the nation aro of the
hearse, limousine, or station-wagon type that are inadequate in spaco
and cquipment.l® Standards for ambulance design an equipment recon-
mended by committees of the National Academy of Scifnces-National
Rgsearch Council3,6, and of the American College of Surgeonsl3 have boen
adopted by thevNatiécal Highway Traffic.Safety Adminidtsation as the
basis for matching fund support toward purchase of ambulances and
their equipmcnt14:15 and by this agency and the Division of Emergency
Health Serviees, 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 yedical.organizations and providers -
of ambulance services and have stimulated unprecedented competition among
ambulance-body manufacturers to provide vehicles and ghu;pmcnb suitable
to ‘the needs of trained ambulancde emergency medical techpicians. Those

standards Ho not apply to military field ambulances.

OIS
"~ 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 oo
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.

.Y
Other agencies that support purchase of ‘ambulances and equipment -’ e

include:, the General Services Administration, which prescrfBes
specificationsy for purchase of all ambulances and equipment for the use '
of federal agéficies; the Health Care Facilities Service, HSMHA, " for the
purchase of hospital-based ambulances and equipment under the Hill-Burton
program; the Small Business Administration, which grants low-interest
loans to purchase ambulances,and equipment; the Appalachian Regiomal
Commission and the Appalachian Demonstration Program of the Comprehensive
- _Health Planning Service, HSMHA, for purchase of ambulances and equipment .,
*féfor the Appalachian area;‘and the Social Security Administration, which
. prescribes conditions for payment for emergency ambulance services. L
Funding for Surveillance of"thg efficacy and safety of medical equipment
is also of cofitern to the Food and Drug,AdministrationngHEW, and to the
Office”of Consumer Protectiod of the Executive Office of the.President. - .

. - - M - . N . - . . ., —. ’
Recommendation PN . _ S - ~
. . .

)

In view of the leadership of the Department of Transportation A

in_application of federal motor vehicle safety—standards to

theqdesiggfand functional.requirements of ambulances, and in .
\\‘“'vfaﬁ1of the extent to which this agency has caused these .

standards €o be adopted on_a national scale and has supported -

procurement aof ambulances, and equipment, it is recommended

that this program be accelerated)and expanded, that standards

: o | 18
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prescribed under the Emergency Medical Services Program of

the National Highway Traffic Safety Administration for

desien and safety of ambulances and ambulance equipment

be adopted nationwide, and that application of resources

of all other federal agencies that support the purchase

of ambulances and equipment should be contingent on

compliance with the Department of Transportation standards.

L
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- EDUCATION AND TRAINING OF EMERGENCY MEDICAL SERVICES PERSONNEL

Ambulance Emergency Medical Technicians

On the basis of current surveys,16 it is estimated that only &5
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 7
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 training® 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 ambulince 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 Department cf Labor for incorporation
in the Dictionary of Oceupation:l Titles of the U. S. Employment Service. .

Thé 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 combat ‘areas. It is
estiriated that /ffewer than 35 percent 'of all ambulance persennel are now
qualified at the recommended m1n1mal basic 1l1evel.

Basic-level Training;. A curriculum developed by the American
College of Surgeons!® and a,detailed course developed by the Department
of Transportation,19,20,21 thch were published in 1969, cserve as the
‘basis for an 80-hour ba51c level training program, which has been \
implemented on a national scale hy medical centers, colleges, profes-
sional organizations, and local phy51c1ans to the extent that mére than

. 25,000 students have undergome this training in the last 2 years and more
than that number are 'in the process of training. This program qualifies
for matching fund support by the Department of Transportation for 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
BHealth Services, Public Health Service, provide. guidance and assistance
in organizing and darrylng out the program at state and local 1evels
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Refresher Training. Formal refresher training programs for ambu-
lance emergency medical technicians are ¢onducted in many sections of
the naticn 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
ambulznce 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 continuingzcofrection 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 myccardial infarction, several of
which have been supported by the Regional Medical Programs Service.
Graduates telemeter ef%ctrocardiographs and are authorized by physicigns,
through voice communication, to carry out defibrillation in selected
cases. These and other advances have been incorporated 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
prehospital care to the seriously injured or 1ill.

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

by the Commigsion on Emergency Medical Services of the American Medical ’
Association tb qualify emergency medical- technicians at a level comparable

. with that of‘tertiﬁied x~ray, laboratory, inhalation therapy, and other
technicians. This program would be conducted at medical centers that have
active éﬁergency services with .the collaboration of community or jun{or
colleges or vocational schools for instruction in basic medical sciences,
rescue procedures, communications, and emérgency-vehicle driving. Graduates
would serve in emergency care areas of hospitals and on hospital-based
ambulances. T 4 '

Ambulance Digpaéthers . . .

-" Ambulance dispatchers should be trained at the basic level required
qf ambulance emergency medicél 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
o - course of. the American National Red Cross, so that they can obtain neces-
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sary 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 situations, 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 devnolopment of comprehensive trdining programs and continua-
tion courses for emergency department nurses, with appropriate
recognition and definition of responsibilities of those qualified in
this specialized area.

»

Emergency Department Physiciaﬁs

Emergency departments st be statfed 24 hours a day by physicians
especially qualified and experienced in the management of emergencies of
all magnitudes. Large numbers of physicians are now devoting full time
to this practice. Emergency physicians are being recognized as specialists,
national organizations representing thi§ field have. been established, and
specialty publications are being produ¢ed. Postgraduate and. continua-~
tion courses must be developed to expand the capabilities of those whos

: former practice was limited to come specialized fields essential to '
N 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 By
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

Trainidg in emergency medical care in graduate and ‘postgraduate pro-
grams of medical schools and affiliated medical 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

o . , T .
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the problems of initial care or rescue at the saene of onset oI an
¢mergency or during transport, and few gain experience in the emergenc:
department. Although the medical school graduate may be expert in
carrving out emergency measures applicable to specialized fields,

e i limited.in his capacity to cope with problems involving

rultipic systems, especially in case of severe injury-.

« There is a need to-develop a fully comprehensiye program in medical
=cheols that incorporates aspects of emergency care of all specialized
fields and provides instruction and experience in initial care in!&ife—
threatening situations; emergency department management; triage; tWansport,
communication; mobilization and utilization of personnel, equipment, and
supplicl for mass casualty care in case of. public disorder or natural
disaster; and orientation to satisfy botht civilian and military require-

"ments in case of armed conflict or naticnal 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 well serve as a basis for development of a fully
comprehensive program in emergency medicine in m2dical schools.

Support of Training Prograﬁs

Delineation by the Department of Health, Education, and Welfare, of
standards for training programs for emergency medical serdices 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 DHEW that are concerned with recruitment,
training, and placement of personnel and would serve as a basis for
coordinating and directing the application of resources by agencies
within the Department_of-Health,ggducation, and Welfare in terms of the
extent to which ealh agency supp&Fts zunding of medical schools, medical
centérs, and hospitals; planning, @mplémentation, and evaluation of
training programs; funding for construcfion 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, arnd Welfare, whose roles and resources in support of recruit-
ment, training, and placement dhould be coordinated with DHEW 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 o% Health, the program'of the Bureau
of Health Education is applicable to the training of ambulance ®emergency

medical technicians, ambulance dispatchers,’ and hospital emergency medical
[N . . .
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technicians by the Division of Allied Health Manpower; of nurses bv the
Division of Nursing; and of physicians by the Division of Phvsician

z6d Health Professions Educstion. Support of personnel in specialized
T“Tresearch areas essential to advancement of emergency medical care is
provided under the fellgwship and trzining 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. _,JI

Within the Health Services and Mental Health Administration, agencies

whose resources are applicable to the training of emergency medical

" se¥vices personnel at afl- levels include grants to 4ssist 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 Divisicn of Emergency Health -Services of the Federal Health Programs
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 medigine
is underway at the University of Cincinnati School of Medicine, standard
curricula have not been developed for implementation 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, ) , Y !

\

At this time, it is incumbent on professional bodies respons&ble,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 legislztive branch can be determined. : '

Recommendation

It is recommended that prqgjams for the _training.of ambulance
emergency medical technicidns that are now being implemented
on a nationwide scale through the joint efforts of the Division

" of Emergency Medical Programs of the Department of Transporta-
tion and the Division of Emergency Health Services of the Public
Health Service be fully supported and accelerated; that standards

Q
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and requirements for training programs in emergency medicine

for other allied health personnel, nurses, and phvsicians be
established at the level of the Office of the Sececretarv, DHEW:
and that the Office of the Secretary., DHEW. srovide guidelines

for the collaboration of other federal departments and for
coordination and direction of application of rescurces of agencies
within the DHEW in support of p;oféssional bodies and state and

local planning agencies Tesponsible fcr the conduct of training
programs for emergency medical services personnel at all levels.
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CATEGORIZATION OF HOSPITAL EMERGENCY CAPABILITIES

o,

» . * . . A -
in the NAS-NRC report, "Accidental Death anl Disability: The Nog-
lected Discasesof Modern Society,"2 the following statements appear:

S
"The current dictum that an ambulance should deliver 3 patient,
to the nearest emergency unit is no longer acceptable."

"The pa‘tient must be transported to the emergency “Sartment
best prepared for his particular problem. 1In the avsence of a
descriptive categorization of the level of care that might
reasonably be expected at g 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 as

well 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 departments
of varving levels of competence,"

"Hospital emergency departments should be Surveyed in 3 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 facilities
.have been determined, it’ may be necessary to lessen the re-
quirements in small institutions, increase them in others, and
even redistribute resources to Ssupport space, equipment, and
personnel in the major emergency facilities, Until patient,
ambulance driver, and hospital staff are in accord as to what
the patient might Teasonably expect and what the staff of an
emergency facility can reasonably be expected to administer,
and until effective transportation and adequate communication
are 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 disability
can be expected." ' ' \

This report contained general guidelines for categorization of hospi-
tal emergency capabilitios that were incorporated in the Highway Safety
Program Manual (Vol. 11 Emergency Medical Servites) of the Department
of TranSportétion, 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 basis
for a ‘large number of state, regional, and metropolitan surveys of
hospitals by state Planning agencies,- hospital associations, and others.
Findings from these surveys*have stimulated upgrading of some emergency

\
O
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departmants, =sasolidation cof hospital emeTrgenth: seyrvices in some Cow-
munities, d rdcormendation by the Joint Commissien ca Accreditaticon o7
Hospitals that the degree to which a hospiral provides pmeTgency <are

should be guided by a community-based plan.

The NAS-NRC Subcommittee cn 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 organizatiocns, and hospital

, dssociations 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
categorizaticn of hospital emergency capabilities.24 Detailed criteria
are provided for four categories, summarized as follows:

The Category 1 (comprehensive emergency service) hospital shall be
fully equipped, prepared, and 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,
childran 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 newbornms, and supply
definitive care for all such patients, transfer to cther hospitals may
be necessary for the occasional patifgg who requires follow-through care
in. very specialized units not available at a Category II hospital.

L4
The Category IIT (general emergency service) hospital varies in
that,while it shall be equipped, prepared, and staffed in the medical
and surgical specialties necessary to render resuscitative and life-
support care of persons critically ill or injured of all ages, transfer’
*when necessary shall be provided ‘for. . i : '

The CategoTy IV (basic emergency service) hospital varies in that,
while it shall be equipped, prepared, and adequately staffed to render
emergency resuscitative and 1i fe-support medical services for all persons
of all ages, transfer when necessary shall be provided for. -

The major differences in criteria for categorization are the number
of specialty services staffed on a 244hour basis) the readiness to provide
jaboratory, radiological, blood bank, operating room, postoperative-
recovery, and intensive-care facilities, and an areawide agreement for' ..
transfer to other hospitals, as necessary, of those patients who, after
resuscitative and life-support care, require definitive specialty care.
Common denominators of hospitals of all categories are requirements for
acceptance o%spatients; availability of hospital’records; audit and re-
view of services; continuing education programs; in-house, OT access to,
poison contro} information centers; mass casualty plans,‘rehearsals, and

.
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expansi.  vcuouwsl [ities: racdieo and telephone comrmunication facilities;
and scce cik' Ty . pround snd air transport vehicles.

In seneril  the lazegors I-hospital is in a large medical center
with postgracua e tra.nimg programs in all specialties; the Category
II hospital is . large matropolitan facility with postgraduate training
programs which —ay lack provision for some specialized care such as
cardiac bypass, rcual dialysis, a burn unit, etc.; the Category III
hospital, with r -without gradulte programs, is located in medium -
or large ¢ommun: tiws .ith limited specialists, but with physician(s)
in-house 24 hou—s 3 day; and the Category IV hospital is in the small
or isclated coun. ity with few specialists and provision for registered
nurse(s) covera. 24 hours a day and physicians on call.

The more remote the location of a facility, the greater is the
requirement for initial life-support care, availability of physicians
and trained allied health personnel, communicat;og facilities, access
to ground and air transport vehicles manned, by properly trained and
cquipped personnel, and delivery of the patient to the hospital most
suitable to his needs. Approximately three-fourths of fatalities from
highway injuries occur in rural areas .and in communities of fewer than
2,500 people. It is in these areas that every hospital shquld qualify
at least as g Category 1V facility. )

-~

Federal resources that should be coordinated in support of hospital
emergency facilities indlude funding under the Hill-Burton program by the
Health Care Facilities Service, HSMHA; state and areawide determination

of the numbers and location of the facilities by the Comprehensive
Health Planning Service and the Community Health Service, HSMHA; provision

for facilities in the Model Citics Program of the Department of Housing
and Urban Development; and categorization of hospitals of the Public
Health Service, the Veterans Administration, and the Army, the Navy,

and the Air Force hospitals of the Department of Defense for the care
of populations served by these agencies and for supplemental service to
citizens of the region served. : ’ -7,

4

Agencies supporting some hospital emergency facilities include
provision for intensive-care units b§ ‘the Regional Medical Programs
Service; HSMHA, communication facilities and hospital-based ambulance
services by the National Highway Traffic Safety Administration of the
Department of Transportation, and varying support identified in other
sections of this report, ' .

-~ . . .

Recommendation

¢

It is recommended that the utilization of resources of federal
agencies in support of hospital emergency facilities be based

on the requirement that professional bodies, hospital® adminis-
trators, community governments and state and areawide planning
agencies determing the number and location of hospitals that -

are nedessdry to provide optimal emergency services for

-
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~AC TTIES FIP OEMERGENCY CARS FENDING TRANSPORT AND HOSPITALIZATION

Tiv Iregusncey oI onset of acute illness, especiallv hear tack, an
the potential for accidental injuryv, even mass casualries, is such at
industrial plants; large office buildings: airports: railroad ctaticas
recreational, sports znd other public assembly areas; and outpatient
clinics, that facilities and trained personne!l rust be provided to carrw
cut emergency resuscitstive and life-support care pending transport
of the 1!l or injured to a hospital. Of special concern is rhe excessive
demand, imposed on hospital erergency departments by millions of citizens

whe cheuld be cared for in cutpatient clinics during evening as well as
dayvtime hours every day. Outpatient ciinics of hospitals that maintain
emergency departments should not be so located that, nonemergency patiénts
impede rapid triage and care of those with life-threatening injuries ¢r
illnesses. -Some large industrial p-ants and clinics and a few airports
are equipped and staffed to cope with major eﬁergeqcies. Occupational
health facilities of federal and scme nonfederal buildings have 1imited
capab¥lities for emergency care. In some areas first aid stations dnd
ambulances or mobile coronary care units are provided at sports, re-
creational, and other public assembly events. All of these facilities ,
should be fully-equipped to carry out.rendscitativ/ and life-support care
in case ©{ external hemorrhage, respiratory obstruttion, -cardiac arrest,
rultiple injuries, diabetic coma, drug- overdose, nd other life-threatening
conditions, and staffed by a registered nurse and allied health aSsistants
unde? supervision of a pRykician on-duty or on-call that should be prepared
to interpret electrocardi&érams, perform intubation and defibrillation,
administer drugs, and splint frectvies. ! :

&

Federal agencie§ whose resources are applicable to support of non-'
hospital emergency unifs include the first aid facilities of industrial
plants under, the Occupational Safety and Health Act by the Department
of Labor, first aid fac%lities at airports apd railway stations by -the . -
Department of Transportation; federal octupational health facilities
ip public buildings by the Civil Service Commission and the Publtic Health o
Service, the neighborhood clinics of the Office of Ecanomic Opportunity '
of the Executive Office of the President and the clinical facilitjes of
the Health Maintenance Organization of HSMHA. -

Recommendation , 7 .
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 clinjcs; that such facjlities be equipped and staffed
to provide optimal resuscitative and, life-support emergency care
for persons acutely ill or injured pending transport to «a hospital;
and that the application of resources of the MHEW and other federal
3gencies in support of these facilities be coozdinated by compre-

..‘hensive planning apencies and health departments at state and local
levels, ' : ' : .

?
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' cr on the Toasihiliveoz cetabiicnine a naticnal Yosedarcn
EheY 31 center for cmergencs and disaster rodical serviceslT
Y pa ssk force of the NAS-NRC Cormittee on Trauma in 1G85~
1666 the support of the Division of Health Meobilizetion of the
Piatiic Health Service, the following statements appeal:

.

"There is & large void in the information that arises from
a single significant disaster concerning the ¥xact nurmbe
injured, the extent of injuries, the efficiency of care

4 rendered before admission tc an“emergency department, the
quality of medical care administered, and the final outcome
in terms of lasting disability." ‘

»

"The findings of the Task Force cledrly indicate that vol-
uminous plans ané directiyes, the extensive stockpiling of
tquipment yand supplies, the distribution of guidelines for
medical management in case of a national disaster and the
conduct of-prriodic mass gasuaity drills have had less than
the desired effectsin 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 everv case requiring first aid, transportation, and
cmergency medical care."

"Of special interest is the pnusual stress placed upon the
emergency services of our American communities during natural
gisasters. It is the disaster whicb brings into a magni fied
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 iﬁjuries by both professioﬁalfand nonprofessional. +
personnel. In particular, the deficiencies in supportive
functions of authority, communication, -trgpsportation, and
hospital warning have made chao§ a common denominator of all.
disasters, rendering ineffective much of the medical opera-
tion."

" "The Taek Force believes unanimously that it is not only ‘
feasible but recessary to establish a center for the docu-
mentation and analysis of me icM managemepnt and of the
incidence and causes of morbidity and mortality from in-
juries. The findings of such a center would serve as a
continuing basis for adaptation of: measures now available
but® not used systematically or universally, and for research -
toward optimal immediate care, definitdve treatment, and o
maximal rehabilitation of disaster victims’ and those

l .
.
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"Ioecuse dicastors ocour rems country and bhecauce
w -
PICRT=sE has heon slow i en T : caring for mass
civilian casualtics, medical b1 sncountered in disaster
a inl

o~ ~

should he under continued study
groups. The need for integrativn of public rescurces in coping
with material damage in disaster,is apparent, but the comrunity
role in handling human casualties is less well prescribed.  The
Disaster Rescarch 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 Ohie State University Disaster Research Center,
established in 1963, have beth concentrated on responses of local,
state, and federal agencies to the stresses imposed by unexpected
disaster with emphasis on behavioral and sociological problems.
Eiforts 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 Cormmittee
on Disaster Medical Care of the American Medical Association has
attempted to identify potentials for improved care, but no natiocnal
action program has been implemeg}ed.?

isa
nd analyvsis »yv multi-discip

"In no single large dis3ster do we have precise information on the
causes of death, the nimbers and types of injuries of survivors,

or the rewards of cfficiency and the penalties of inefficiency in
rescue, ﬁ}rst aid, transportation, and medical care. A pattern
exists ir the organization and functions of the Office of Emergency
Planning of the Executive NDffice 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
¢épecialists 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 Pregsident  can declare a major
disaster; under the direction of the 0ffice of Emergency Planning

) 24 agencies would be automatically authorized to provide assist-
ance. These are cohcerned mainly with supplies, -equipment, and
personnel to clear debris; 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
authgrized and directed to make in cooperation with the heads

O
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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 lgsses ~ " "y

of publicly or privately, cwned property and personnel injuries,

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

quakes, tornadoes, freezes and frosts, tsunami, storm surges &nd ° 7

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

The findings and recommendations in the reﬁbrt of the NAS-NRC Task
Force on the feasibility of Establishing a National Research and Informa-
tional Center for Emergency and Disaster Medic#l Services are as valid
today as they were in 1966. Revision of the report and updating of the
references would serve only to reinforce the case for establishing a 1
.center. There is no evidence that thie findings and recommendations 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 Emergency Health Services)® .

Existing programs that should be\kxpaﬁdéd and coordinated with the i~

functions of. a National Center for Disaster Emergency Medical Services in-

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

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

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

thes functions of, the Bureau of Commuaity Environmental Management, PHS - -

the Poison Control Information Center and the National Electronic Sur-

veillance System of the Food and Drug Administrétion;2 the National Cezier

for Health Statistics; PHS; the Office of Emergency Preparedness, Execytive
_’giiieefcf’fEE'President; and the Office of Civil Defense, Department,\f

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

Center,as telated to the consequences of. disaster in areas other than
" medical, and the computerized Trauma Registry of the Illinois Department
of Health27'for analysié of activities of 20 trauma centers in I1linois
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. e

Recommendation

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

Welfare, in collaboration.with the Office of Emergency Prepared-

ness of the Executive &ffice of the President, the Office of Civil
. Defense of the Department of Defense, and other agencies respon-
"sible for day-to-day emergency medical services and ré&lief in case
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 Vs
care in disasters, to include the numbers and types of casualties;
the precise causes of death or disability;:preventive measures
necessary to reduce mortality and morbidity; evaluation of
efficiency and quality of delivery of emergency medical services

¢
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in public disorders; disastérs, or a national\eme:géncy; dispatch

of field tcams to disaster sites for coordinadion of emergency .
medical services requirements with the command| and control functians
of federal disaster centers and of disaster relief agencies; servick
.as_a consulting body for the government, the hehlth disciplines,
industry, and other organizations affected by qjsastersj and
maintenance of an information Clearinghouse ahd‘educational;pro-
grams to disseminate knowledge on the applitation of existing
technology and the ordexly expansion of day-to-day emergency

C medical care services to meet the needs imposed by disaster.

w7t
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RESEARCH IN TRAUMA

While hundreds.of millions of dollars are allocated annually by the
Congress fou research in malignancy and cardiovascular diseases, it is
estimated that less than $10 million are spent annually on fundamental
and clinical Yeséarch in trauma. v , : ;

To determine accurately the physiological changes produced by trauma
alone,. studies must be jnitiated preomgtly on persons who are otherwise
‘healthy at the moment the stresses of trauma are imposed, Only by this #
approach caﬁ\éhe hemodynamic, metabolic, ultrastructural, and other
changes of diseases be compared with or differentiated from the hypoxia,
collapse, ani'other 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,
cardiac,; and respiratory/changes following trauma; ultrastructural altera-
tions in injury and -shock; the effects of head, spinal cord, and nerve '
injuries; paralytic ileuss posttraumatic renal insufficiency; . fracture
healing; resuscitation;jand many other areas-of basic importance.

In 1966 the National Institute of General Medical Sciences,recogniz-
. ing the need for coordination and identification of research needs in
trauma, developed a program that.sugported establishment of a limited
number of trauma research centers.28 Soon after, the National Institute
of Neqrological Diseases and Stroke supported establishment o§ 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

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 multidisciplinary 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
ctinical management. ' . .

Federal agencies whose resources should be applied in support of
fundamental Pesearch in trauma and the establishment of trauma research
centers ijnclude the National Institute of General Medical Sciences and
the Natignal Institute of Neurological Diseases and Stroke of the NIH;
the Medical Research and Development 'Commands of the ‘Army, the Navy, anrd
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 HSMHA. . '
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Recommendation |

It is rechHmmended that federal resources in support of
fundamenfal. research in trauma and -in cstablishment of
trauma research centers be expanded to a degree that will

reflect appropriate concern that trauma is the'leading
cause of death in all persons aged 1 to 38 and yfunded in
amounts that will be proportionate to-the vast sums al-
lo¢ated to research in malignancy and cardiovascular .

7 j
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AFPENDIX: FEDERAL AGENCIES WHOSE RESOURCES ARE RELATED TO ELEMENTS

OF AN_EMERGENCY MEDICAL SERVICES SYSTEM
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DIVISTON OF EMERGENCY HEALTH SERVICES, FEDERAL HEALTH PROGRAMS SERVICH,

HEATTH SERVICES AND MENTAL HEALTH ADMINTISTRATION, PHS. -

The Division of Emergency Health Services is the only unit identified
within the Public Health Service whose title connotes a responsibility and

. 7 . . - B
functién directly rilated to cmergeney health cary for the entire population, It
has a mechanism for establishing a comprehensivesinformation clearinghouse,

for providing guidance and assistance in emergency medical carc program .

development among all federal agencies, and for coordinating programs
through statc health departments and other state and local agencics and
organizations with resources that tan be used in the ‘development and
implementation of an ecffective emergéncy 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:

"Ihe Division's program takes into consideration a planned approach to
linking the community ambulance services and hospitals into an integrated :
system. This system must include:. ' . . ‘

" "The jassumption of responsibility by public health officials)
\ medical organizations and other interested agencies, including
. . LR . . .
the establishment of a community emergency health services council.

'\'"The establishment and maintenance of standards for personnel,
veghicles, equipment, and facilifies. '
\ : .
"A c¢ommunication system that will permit early detection of the
emergency, rapid digpatching of required ‘services, and continuous
contact with ambulances and hospitals. ¢ N
v K ) S
~
"A training program that will prep@®e 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 .ewergcucy medical identification fQr those with medical
conditions that miﬁht create or aggravate anremérgency.
R 7 ) -
"Research to find better eme;gency health care techniques and ways
of delivering services to patients where and when they are needed.
\ _
i S . \\ ?\'/
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"Assistance in organization and development of emergency health
services systems at community levels." X
_ 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 erplosions; and other’ 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 U.S.C., App. 2281 (h), Civil Defense Act
“of 1950.

DIVISION OF EMERGENCY MEDICAL PROGRAMS, DEPARTMENT OF TRANSPORTATION i

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 N@mergency
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 persornel training, proper
equipment, communication, operational coordination; and comprehensive planning
gt both state and local levels.

Section 402 of the Act provides for funding assistance to states for

the conduct of their'highway safety programsi ‘Most of the activity in

support .of state highway saféty 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-
rent of comprehensive emergency medical services plans at state and local
levels, (3) emergency medical persontriel training, (4) assistance in purchase
of ambulances and equipment and in operatfbn-of ambulance services, (5)
emergency communication, (6) helicopter use, and (7) collection 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 fundef in excess of $18 million.
as of, 30 September 1969. It i's estimated that approximately $35 million will
have been obligated by the end of FY 1972. g ;

Section 403 of the Act authorizes funding of emergency service plans

and demonstration pProjects-dealing with the effectiveness of emergency medical
care systems. 'These fundé are expended on ap individual-project basis and

may be used either independently or in cooperation with other federal -
departments or agencies for ) grants to states or loca agencies, institu-
tions, and individuals for training or education of high::&\:aféty personnel, -
(2) research fellowships in highway safety, (3) development df 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.

A
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Autbo;fzingnlegislation: Public Law 89—564: 89th Congress, S-3052,
9 September 1966.

COMPREHENS IVE_HEALTH PTANNING SERVICE, HEALTH SERVICES AND MENTAL HEALTH
ADMINISTRATION, PHS . N

N
This program, authorized under Sec. 314 of the Public Health Service R
Act, as amended by public Law 89-749 and amendments of 1967, includes: ’

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

Grants to assist the designated state agency in administering the

‘planning process of a "plan for Comprehensive lealth Planning' and

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

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

N . .
Grants to assist public or nonprofit private‘agencigq in developing
compreheunsive regional, metropolitan,. or local area health plans.

Pro ject Grants for Training. Studies and Demonstrations (314-c) ©

. Grants to public or nonprofit private agencies, institutions, or
organizations (including universities) to improve health planning
(tra;ning). : : ‘

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

This‘prOgram, authorized under Sec. 314 of the Public:ﬂealth Service Act,
as amended by Public Law 89-749 and amendments of 1967, includes: *

J,Eg;mula Grants to States for public Health Services (314-d)

c Grants to states to‘estabiish'and maintain adequate public health
- services. L

Project Grants for Health Services Development (314-e)

© grants to-help meet health aeeds of limited geographic cope orT of
special regional or national significance, and to stimulate innova-
tion in provision of health services. - '

APPALACHTAN DEMONSTRATION HEALTH PROGRAM, COMPREHENS IVE HEALTH PLANNING SERVICE,
HEALTH SERVICES AND MENTAL HEALTH ADMINISTRATION, PHS - : '

i ‘To demonstrate the value of adequate health facilities and services
to the economic development ‘of the Appalachian region, Sec. 202 of the
Appalachian Regional Development Act authorizes the Secretary of HEW to -
make grants. for planning, constructing, equipping, and Opégating‘multicounty
. demonstration healTh projects, including hospitals, regional health diagnostic
and treatment centers, and other facilities and services necessary to health.
. " e
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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 codt of employing, training, and retraining qualified
personnel). Funding is up to 100% of the cost for the first 2-year period

of the grant, ' : ’

Authorizing legislation: Appalachian Regional ‘Development Act of
1965, Sec, 202, - -
' A
REGIONAL MEDICAL PROGRAMS SERVICE, HEALTH SERVICES ANDWMENTAL HEALTH
ADMINISTRATION, PHS \ R :

: A v :

The Division of Regional Medical Programs (RMP) of this Seivice, through
grants and contracts and technical and professional assistance, supports the
planuing, development, and’operation of regional programs to reduce illness,
disability, and premature deaths resulting from heart disease, cancer, stroke,
and related diseases. These programs link medical schools, medical redearch *
centers, hospitals, and other health organizations and institutiong through -
regional cooperative grrangements, in order to carry out research, training,
demonstrations of patient care, and other activities to achieve more widespread
and cffective use of 'the latest advances in the diagnosis and treatment of
these diseases; -

. : _ , !

\A significant portion of the RMP effort is related to emergency medical

care. This includes educational programs in emergency management of victims
of heart attack or' stroke, and provision of mobile coronary-care units,

-hospital coronary-care units, and intensive-care units,

A library containing gendral information on emergency health services,
transportation, and communication has been developed. The Regional Medical
Programs Service has also accumulated mathematical and simulation models of -
emergency medical service Systems, emergency communication Systems, emergency
transpoftat;on Systems, and training programs. Consultation and support
‘have been provided to numerous RMP regions requesting assistance in the .

- formation of emergency medital Fystems. St . ‘

Authoriziﬁg‘leéfslation:' Heart Disease, €ancer,-and Stroke Amendments
of 1965 (Public Law 89-239) and of 1970 (Public Lay 91-515). S

3

NATIONAL CENTER.FOR HEALTH SERVICES RESEARCH AND- DEVELOPMENT, HEALTH SERVICES
AND MENTAL: HEALTH ADMINISTRATION, PHS . -

This organization has the responsibility, by means of grants.and
contracts, for supporting, promoting, and stimulating a national program of
‘health services research; development, and demonstrations,'including: improving
the availability of health services to all people; assisting the health
professions in improving their capabilities for assessing the quality'of their
services; invéstigating the comparative cost of alternative methods of .

fi

42 L




\

\
\

providing and financing health services; accelerating application of new
or improved techniques for preyention, diagnosis, treatment, and control
of diseases and disabilities; a d- designating and demonstrating experimental
health service systems in urban 3nd rural areas.
\ .

Demonstration projects, usiné\ﬁeW‘methods for the training of manpowerl,
are the basic interest of this progkam. Once the effectiveness of such
training programs has been demonstrated, other sources of fuynding arc
necessary. m

\. . . : . .
Authorizing legislation: Sec. 301 (42 U.S.C. 2641) 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 Décember 1967. Federal Register,
Vol. 33, No. 212, 30 October 1968. L

bl

HEALTH GARE FACILITIES SERVICE, HEALTH SERVICES AND MENTAL HEALTH AbMINISTRA-

TION, PHS

il B

o

~ This, program provides consultative .and allministrative services, under the
Hill~Burton Program,. to the states in carrying out their programs for the
constructibn‘and”modérnization of public and private nonprofit community
hospitals and other medical facilities as may e 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 miterial. B “

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 mentally retarded, educational facilities, health
facility projects assisted under the Appalachian Redevelopment Act, and
sheltered workshops under the Vocational Rehabilitatiom Act. n

A feature of the Hill-Burton Program since its-inception has been the
consultative service provided at the regional and federal leyels. Architects,
engineers, and equipment specialists serve on staffs that help communities
plan hospitals before starting to build. In addition, -guidelines are
published on‘maﬁy phases of design, construction, equipment, and operation.
These asbects'of the program have grown to mnew 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. - {

4
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Authorizing legislation: Public Law 83;443, as amended by Title .1V
Public Law 90-574, )

- NATIONAL INSTITUTE OF GENERAL MEDICAL SCIENCES . NATIONAL INSTITUTES OF
HEALTH .

ReSources of the National Institute of General Medical Sciences that
are related to emergency medical care include grants for resecarch in traums.
and shock, support of special trauma resecarch centers, and fellowship and °
‘training programs. Current expénditures for support of redcarch grants and
Seven trauma centers are in the amount of approximately $3 million annu?lly,
a major portion of which #s committed to continuation of the centers.

- Authorizing legislation: 42 U.s.C. 241, Public Health Service Act. Scc.
301 (h). -

NATIONAL INSTITUTE OF NEUROLOGICAL DISEASES AND CTROKE, NATIONAL INSTITUTES
OF HFALTH 3

Resources of the National Institute of Nehrological Disecases and Stroke
that are related to emergency medical care include research:on accidental
injury to the central nervous system, grants forjfacilities and eyuipment for
special head injury centers, and fellowships and training programs. Current
expenditures for support of research grantg and eight head injury centers '
are in the amount of dpproximately $2.6 million annually of which approximately
$925,000 is committed to head injury centers, e e ~

*

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

DIVISION OF ALLIED HEALTH MANPOWER, BUREAU OF HEALTH MANPOWER.EDUCATION,
NATTONAT INSTITUTES OF HEALTH. ) '

This Division Supports training of allied health personnel by grants of
various kinds: v , ) '
Basic Improvemeht Grants to improve the qQuality of educational programs
for allied health prﬁféssions specified in regulations., Funds may be used-
to support some costs, such as for equipment, supplies, books and periodicals,
salaries and associated fxinge benefits of faculty ar@ supportive staff, .angd
alteration and renovation of teaching facilities. . Grants are awarded on, a

‘formula basis allowing $5,000 for each eligible curriculum plus $500 multiplied

by the number of students enrolled on 15 October of the federal fiscadl year in
. which application is made./~ "

Special Improvément‘cranth”tq contribute toward provision, maintenance,
or improvement of.speciaLized'fqutions that a training center serves, )
Individual grants, ‘awarded on g competitive basis, up to $100,000 would be

available from funds not required for Basic Improvement Grant entitlements,

4
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Advanced Trainceships to “provide support of students taking advanced
training to prepare them to serve as teachers, administrators, ‘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 basig pfofessioﬁal training
necessary for cortification, registration, licensure, or employment in N
one of the allied health professions specified in regulations.” ‘ ¢ A
- » oy ' A
Constrhétion Grants to aid in construction of new facilities or
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 5U%. ‘.

(_

;. )

-

Developmental Grants to develop, demonstrate, Or evaluate curricula and
methods for the training of health technologists.

Authorizing legislation: Allied Health Professions Phrsghnel Training
Act of 1966,. Public Law 89-751, as amended by Health Manpower Act of 1968,

Public Law 90-490. ,\;\; ’

DIVISION OF PHYSICIAN AND HEALTH ®PROFESSIONS EDUCATION , 'BUREAU OF HEALTH
MANPOWER EDUCATION, NATIONAL INSTITUTES OF HEALTH | :

f

The Physician Manpower Health Professions Training Program is conccrned ’
with the education and training of physicians and with undergraduate courses
in continuing education. The -primary thrust of the{g;ogram is to increase
the number, of physicians. Current emphasis is to identify and promote the
application of ways and means-to 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 the professionals - <

involved.in emergency services within other areas of the hoepital.

e

Authorizing legislation: ~ Public Health Service Act, Seg. 301 (c), as
amended in &2 U.S.C. 241 (c), and Sec. 301 d), as amended in 42 U.S.C.
241 ¢d). . o

e

DIVISION OF NURSING, BUREAU OF HEALTH MANPGWER EDUCATION . NABIONAL
INSTITUTES OF HEALTH g

[

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 educatdon; assisting schools of nursing

_that are in serious financial straits to meet their costs of operation or to .
maintain or meet accreditation requirements; and gksisting agencies, organiza-
tions, or institutions to meet the costs of projects that will help. to increase
the supply of adeguately trained nursing personnel. Grants are provided both

. to schools of nursing and to individual students. ' '

*
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¥ Authorizing legislation:” Health Manpower Act of 1968,‘Tit1c 1I.

UFFICE OF EDUCATIONJ DEPARTMENT QF HEALTH, EDUCATION, AND WELFARE

Grants are provided tg assist states “in maintaining, extending, improGﬁ\
ing, or developing new programs in vocational and téchnical education at less
than baccalaureate ‘lgvel in high schools, junior and community colleges,
and technical institutes, and in 4-year colleges and universities uner
approved state plans. In addition tp conduct of training programs, special
services may include demonstration sxperimeftal programs, development
of Ingtructional maferial, and tecﬁﬂica and tra‘nihg supervision,

Eligible for training are persons attending high school; those who
have completed or left high school, but can study full time; those in the
labor market who nged training or retraining; and those with academic or
gnciooconomic‘handfbaps. : _ ¢ ,

The purpose of the Vocational Education Research Program is to provide
funds through the 0ffice of Education to state departments of education for

-grants and contracts for research in votational education; for training

-

. programs designed to familiarize vocdational and education personnel with research

funding and successful pilot and demonstration projects; for experimental
development and pilot programs and prdjects designed to test the effective- '
ness of research ¥indings; for dissemination of findings of projects; for
development of new curricula; and for projects related to education for new
carccys and ‘occupations. . '

The Division of Manpower Development and Training in the Office of
Education, through delegation, administers the responsibilities of the
Secretary of'Health, Education, and Welfare under the- Manpower Bevelopment
and Training Act (MDTA). HEW's primary responsibility is to provide "
inst%tutional training, including‘basic education, communication skills
training, and prevocational, vocational, and technical training, on a part-
time or full-time basis. When undertaken in cooperation with. industries
and. business,' this type of education is referred to as "cooperative ,
training." Necessary supportive services - such as legal, social, and health
guidance and counseling - may also be provided. It is the responsibility

.

‘ gf the Secretary of Labor to place qualified trainees in employment when

raining is completed,

°

Authorizing legislation: Vocational Education Act of 1963.

I

NEW CAREERS ~ SPECIAL PROJECTS,' DHEW

This program provides grants to state vocational rehabilitation agencies
to.enable them to .develop new programs to recruit g and train the handicapped
to provide them'with new career opportunities in rehabilitation, health,
welfare, public safety, law enforcement, and other appropriate fields.

v, .
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CAct of 1964, as amended.
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Q&-55 . Feonemic Oppertunit

OFFICE OF ECONUMLIC OPPORL

NITY, EXECUTIVE OFFICI OF THE, PRESTHENT

The Community Actifn Program of OEQ provides grants for the estabaish-

ment of health centers tiw
persons.

of fer comprchensive Lealth care for low-incewe

, .

¢ The health carc may include treatment, screening and diagnostic

“gervices, home care, out-reach rehabilitation, dental care, family plan-

ning, mental health care, and other health-related gervices. In addition,
the grants may help in obtaining equipment and supplies, training personinel .

evaluating projects, and transporting pa

tients.-

This program, through comprechensive health care at neighborhood Tovels.
provides a resource that renders outpatient care to those who woultd other-
wise scek services at overcrowded hospital cmergency departments.

. . 3

Representativés of the Community Health Service, PHS, render

professional medical advice on projects
center activities. -

’

Authorizing legislation: Economic

involving neighborhood health

Opportunity Act of 1964, as amended;

Public Law 89;%?9; Public .Law 90-222, 81 Stat. 672.

COO?ERATIVE AREA MANPOWER‘PLANNING SYSTEM gCAMPSi

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

National Manpower 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 Departme
the Department of Commerce; the Civil Se
Economic Opportunity. The Committee cha

representative, currently the Assistant

The purpose of the program is to pr
manpower and related programs at the nat
jevels. The National Committee issues P
each year.' State and area CAMPS committ
plans in conformity with these guideline

"regional committees,- individual projects

program agencies. ’
Reference:

1969 Listing of Operating Federal A
the Roth Study, p. 674.
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nt of Housing and Urban Development;
rviée Commission; and the Office of
irman is the Department of Labor
Secretary -for Manpower.

ovide for the systematic planning of
ional, regional, state, and area

olicy guidelines and- budget estimates
ees develop comprehensive manpower

s. After approval of the plans by.
are processec by the participating

-
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DOF CIVIL DEFENSE, DEpaniaes, F ﬂl[iiig
_ |
- 1he basic prograr of this office are disaster-crientod. Hewever.
severzl aspects of these Programs have a direct relationship to dav-to-
day emergency medical services svstems throughout the countrv., '

On a matching fund basis, more than 300070CD Emergency Operating
Centers are in eristence throughout the United States, .Although thev are
to be used primarily for civil-defense emergencies {fuclear and netural _
disasters), a mechanism evists to adapt these-facilities to serve as . 3
community emergency communication centers on.a day-to-day basis; this

resource has ravely been utilized at local, state, or regional levels.

Through the surplus-property program, local civil-defense agencies
carg purchase surplus military equipment and supplies for use in their
counities. Communication equipment is thus available for use in support

of a community's emergency medical services System.
- g

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

‘ ( .
MILTTARY ASSTSTANCE TO SAFETY AND TRAFFIC (MAST) , DEPARTMENT of DEFENSE, DEPART-
MENT OF TRANSPORTATION, AND DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE

-

The MAST project, announced jointly by the Secretaries of the Depart-

ment of Defense and the Department of Transportation on 15 July 1970, is
Ijfedetermine_th‘e value of helicopters in providing medical assist-
ance to tyaffic-accident victims and other persons needing emergency medical

designed t i

¢ care. In: Army is designated as the Department of Defense Evecutive Agent

for the proiect. . ' , . -
_ The initial program was begun in mid-July in the San Antonio, Tevas,
area by Army air ambulance companiés of Fort Sam Houston, 'Texas. Additional
.programs are conducted.at Mountain Home Air Force Base, Idaho; Luke Air Force
i?se, Arizona: Fort_tewis, Washington; andfFort,Carson, Colorado.

Q
.

At the completion of the test. period on 31;December 1970, the program
was evaluated to determine the efféctiveness o'f éommunicatiOn and coordinat-
ing systems, requirements for ¢ivilian and military participation, the
fersibility of the use of other services 'and reserve army aviation units, ‘and
treining requiremepts for,programlparticipants" o .

BUREAU OF COMMUNITY [NVIRONMENTAL MANAGEMENT , HEALTH SERVICES AND MENTAL HEALTH
ADMINISTRATION, PHS o o ot — —- .

Under a recent oﬁganizational d;rectiye, the functions of the Injury
Control Program of the Environmental Control Administration have been transferred
to the Bureau of Community Environnfental Management. -The mission of the Injury
/?ontrol Program had direct relstionship to. the delivery of emergency medical care,

4 * - ) ‘
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Data on the incidence and mnature af accidental iniuries and emergency illnes
were derived through identification of the ways in which the products of in-
dustry aré javolived in the etiology of these emergencies. This information

influenceS the type of emergency care administered and the ultimate prognosi
while serving environmental contro1‘agencies in identifving etiologic factor
the correction of whigh may prevent of minimize injury or illness.

5,
s

In - 2ddition to the -functions performed by that agency in surveillance. tost-
ing. epidemiology, laboratory research, industry iiaison, criteria and standards.
and puhlic information snd education, grants were made for data gathering,
determination of improved methods of treatment, research training grents, and
training Programs for physicians, nurses, and allied health personnel. The
evtent to which these functions will be carried out by the Bureau of Community
Environmental Management has not been clarified to date.

authorizing legislation: 42 U.S.C. 241 and 246. Public Health Service ‘
Act, Sec. 301. ’ ‘ o ,

«NATIONAL CENTER EQg_HﬁgLTH STATISTICS, HEALTH SERVICES AND MENTAL HEALIH
ADMINISTRATION, PHS -

The Center coliects national data on mortality and morbidity on an
annual basis., These data are compiled from death certificates, health intcrview
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 of emergency medical.care only to the extent that they delineate the
numbers Of persons requirirg emergency care im 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 distributiom:of ambulance services, communication systems,.hqspifal
emergency facilities, and health manpower personnel. v g . ‘

mrrently ‘the resources-of the Center are not applied to data-gathering
es or severity of accidental dinjury or emergency i1lncgs in specific
etiologic categories. To acquire this informationm, special questionnaires, °
considerable lead time, and additional resources would be required.

v

Authorizing legisldrion: Public Health Service Act of 1 Juiy 1944, as
amended . h e '

e ¥ +

SOCIAL SECURITY ADMINISTRATION, DHEW s
\5Y . ’ " \ .
Medicare Title 18, regulation No. 5 (Federal Health Insurance for the
Aged - 20 C,F.R. 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 Pxrogram,
_ o | o \
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Under Section 05,1033 -~ Conditions o1 Participstion - a hospital must

nave 2t leoast & procédure for taking care of the occasiconal emergency case

1t micht B alled on to handle. 1In hospitals that have organized emergency
services .ot departments, participation requires standards with regard to ‘
organization and direction (the departmfnt or service must be well organized,
directed by qualified personnel, and infegrated with other departments of

the hospital), facilities' (facilities must be provided to ensure prompt
diagnosib.andiemergency treatmenc), medical and nursing personnel (adequatoe~y
‘medical and nursing personnel must be available at all times), and medical
records (adequate medica?! records on every patient must be kept).

- © Medicaid Title 19 provides for the pavment of health services to include
cutpatient and emergency care and ambulance services, as determined by .the
state agency (usually the state welfare or health department) responsible
for admiristeringf/the program. Féderal funds are made available to the state
agency on a formula-grant population basis. Assistance to states currently
ranges from 50% to 80% federal {unds. N .

Authorifing legislation: Social Security Administration Regulations
No. 5, Title 2Z0, 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 OF
VETERANS BENEF1TS - ’ .

" Within the Veterans Administration, particularly its medical and nursing
school affiliated hospitals, 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 service
personnel.

¢ In accord with t%e national reassessment and implementation of optimum
medical 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. :

The educational assistance progrgﬁ of the Veterans Administration was
created to make service in the armed forces more attractive by extepding
benefits of a higher education to qualifiéd\young persons who might not ..
otherwise be able to afford such an education, to provide vocational re-
ad justment and restore lost educational opportunities to thoSe whose
education or careers were interrupted by active duty, and to help persons
attain the vocational and educational status that, they might normally have
aspired to and obtained had they not served their\cpuntry. o o

: . ‘ N - . >
An educational assistance allowancc is paid to help the veteran meef,
“in part, the expenses of his tuition, fees, supplies, books, equipment,
and other educational costs, -and subsistence. Monthly benefits not to exceed
36 months range from $30 to $175 pluz up to $10 for each dependent in excess
> of two, if a veteran is attending- an approved educational institution. If
. . * .
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rhe veteran is following an approved Pregraem o

f zpprenticeship or cinaT o T
the-job training, monthly benefits range frem 82¢ to $100; benefits 107
other on-fhe-jicb training are limited to 2 vears Educativonal and wvooitio
counseling are available to veterans eligible for educational assistand

s

)

Eligibility requirements, assistance prerequisites and appiication
deadlines are prescribed by the Department of Veterans n :

Authorizing legislation: 38 U.5.C. 34, Section 1651.

DEPARTMENT OF LABOR -

Manpower resources of the Department of Labor, are rolated to emergency
medical services through grants provided to trsin unemploved and under- '
employed persons to return them to suitabl!. emp ~ment or to upgrade their
abilities. The Occupational Training Program p. vides for refresher
courses fqr professional workexs 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 opportunities that
havz been found through such- programs 3s job market surveys and manpower

 research programs. Trainitg in basic educational skills is provided when
necessary. Institutional training is supported through payment of training
allowances for up to 104 weeks, plus transportation 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
_instructer fees, instructional supplies, and rental of equipment or spacc.

Authorizing legislation: Manpower Development and’Training‘Act, Title

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

DEVELOPMENT AREA TRAINING, ECONOMIC DEVELOPMENT ADMINISTRATION, DEPARTMENT
OF COMMERCE . '

"' This program, funded by the Départment of Commerce, is supplemgnral
to the Manpower Develogpment and Training Program of" DHEW for the p SEUSe
of providing training or underemployed peérsons residing in redeveEE
areas. ngip is no coust to trainees. Training is conducted both in

a

schools ‘on the job in facilities of cooperating employers ox organi¥a-
tiong.

. !
Authori;ing}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 bty the Small Business Act of 1953, as amended;
the Small Business Investment Act of 1968, as amended; aud Title &4 of the
Egonomic Opportunity Act, as amended. If credit is not ntherwise avgilable,
the Small Business Administration cangmake loans in cooperation witﬁjbanks
or directly to the providers of servicequ .

N Authérizing legislation:. Small BusineggéAct as amended, Secs. 2
FRIC . and 7, 15 U.5.C. 631 and 636. L
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