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I.  INTRODUCTION
Emergency and disaster medical services in California are rooted in the skills and commitment of the first responders, emergency medical technicians (EMTs), paramedics, nurses, physicians, and administrators who deliver care to the public and operate the system. In order for high quality services to be delivered with high efficiency, all aspects of emergency medical services (EMS) systems must work together for mutual reinforcement and support to benefit the patient.  The EMS Authority plays a central role in improving the quality of EMS for all Californians through standard setting, consensus building, and leadership. 

This Statewide EMS Plan will assist in achieving system standardization, streamlining field operations, and continuing the EMS Authority’s commitment to comprehensive planning for EMS statewide.  This plan establishes and incorporates the recommendations, goals, objectives, and action plans that will institute the necessary changes to California’s EMS system to ensure continued growth and improvement.  As its separate objectives are accomplished, the plan will help link the numerous programs together into one coordinated statewide EMS system.

The plan is organized by the eight components of EMS outlined in the Health and Safety Code: System Organization and Management, Staffing and Training, Communications, Response and Transportation, Facilities and Critical Care Centers, Data Collection and System Evaluation, Public Information and Education, and Disaster Medical Response.  It begins with a description of the current EMS system, EMS Authority programs, and statewide program accomplishments to date.  This provides the reader with an overview of the EMS structure throughout California, which is essential to the implementation of the plan.  A table is provided with each objective that identifies the activities to achieve the objective, evaluation points, and timelines.
There are eight goals and 66 objectives in the plan.  Each goal and objective has been cross-referenced with the recommendations from the Vision Project and the assessment from the National Highway Traffic Safety Administration (NHTSA) to ensure that the entire system has been addressed and to ensure that no recommendations have been overlooked.  A matrix of references is available in the Appendix of this document.  

In addition to the goals for the original six Vision Project areas (funding, system access, governance and medical control, education and personnel, system evaluation and improvement, and injury prevention and public education), this plan includes sections covering goals and objectives of other EMS components, including trauma system development and evaluation, emergency medical services for children (EMSC), and disaster medical planning and preparedness. Whenever possible, this plan attempts to integrate all goals so that various EMS components are developed together and in conjunction with one another to create a system.

This plan meets the needs of the EMS system as articulated through the Vision Project, the NHTSA Assessment, and EMS constituents.  Implementation of this plan is critically dependent on cooperation and dedication of EMS constituents throughout California.  Ultimately, the goal of this plan, the Vision, is an integrated, effective, and more accessible statewide EMS system.

The EMS Authority would like to thank the many volunteers who have dedicated their time to the effort to improve EMS in California, and the individuals who deliver professional emergency medical services each and every day. 
II. History of California EMS System Development

In 1966, the National Academy of Sciences/National Research Council (NAS/NRC) wrote a white paper entitled, Accidental Death and Disability: The Neglected Disease of Modern Society.  This paper provided the impetus to improve emergency medical care throughout the nation by identifying the many weaknesses of the EMS system.  To address these problems, the federal government established the National Highway Traffic Safety Administration (NHTSA) and the EMS Systems Act of 1973.  NHTSA, which is part of the Department of Transportation, was responsible for setting standards by developing the training curricula for prehospital providers while the EMS Systems Act of 1973 provided the momentum from the federal level for development of EMS systems.  In addition, the federal Department of Health, Education, and Welfare (now the Department of Health and Human Services [DHHS]) provided funding to develop regional EMS organizations to plan, implement, and coordinate EMS systems.  

Many of these regional organizations were never fully funded and/or have faced multiple political challenges which presented barriers to their success.  Initially, the federal EMS program provided grants for three types of projects: (1) feasibility studies and system planning; (2) implementation and system operation; and (3) system expansion and improvement.  However, in 1981, the Consolidated Omnibus Reconciliation Act was passed, changing the process for funding.  Federal grant money was now included in the DHHS Preventative Health and Health Services block grant program and funds were distributed by the individual states.   

In California, the EMS system began its development with the passage of the Wedworth-Townsend Pilot Paramedic Act SB 772 (Wedworth, Chapter 1188, Statutes of 1974).  Paramedic programs began forming throughout the state without regard to EMS system planning.  The first paramedic program was formed in 1970 in the County of Los Angeles. California was seen as a leader in EMS, with the utilization of paramedics in the EMS system.  Although most EMS systems that developed nationwide have been structured with state involvement and/or standardization, the EMS system in California evolved at the local level.
Prior to 1981, California did not have a central state agency responsible for ensuring the development and coordination of EMS services and programs statewide.  Because of the manner in which EMS evolved in California, system management and operation developed independently from county to county throughout the state.   Each county established its own EMS system (including protocols, scope of practice, training standards, etc.) and tailored it to meet the specific needs of its geography, economy, and client population.  Though fragmented, these individual systems worked well as long as EMS calls were confined within the local jurisdiction.  However, when the services of one county were required across county lines (e.g., for multi-casualty incidents, patient transport, or mutual aid), the absence of common operating procedures and methodologies often resulted in inconsistency of care.   Questions regarding scope of practice, specific protocols, etc. created indecision and confusion among responders at the scene.  

Although the many stakeholders in EMS, including local administrators, fire services, ambulance companies, hospitals, physicians, nurses, and other healthcare providers, did not agree on many issues, there was a consensus that a more unified approach to emergency and disaster medical services was needed.  As the result of several years of effort by the EMS constituents to establish a state lead agency and centralized resource to oversee emergency and disaster medical services, the Emergency Medical Services System and Prehospital Emergency Care Personnel Act SB 125 (Garamendi, Chapter 1260, Statutes of 1980) was passed.  The Act provided the foundation for EMS in California by creating the EMS Authority, effective January 1, 1981, and adding Division 2.5 to the Health and Safety Code (Sections 1797-1799).   This legislation was the culmination of several years of effort by local administrators, healthcare providers, consumer groups, and legislators to establish a state lead agency and centralized resource to deal with emergency and disaster medical services. The Act also formed the Commission on EMS, which includes representation from all sectors of EMS in California, and the local EMS agencies (LEMSAs) as part of the system of accountability.     
In addition, the Act requires the following areas are addressed in EMS system development:

· Manpower and training
· Communications

· Transportation

· Assessment of hospitals and critical care centers
· System organization and management
· Data collection and evaluation
· Public information and education
· Disaster response
These eight functional areas address the entire EMS system, and provide a holistic approach to EMS planning.  

In the years following the passage of the Act, there have been many revisions to keep it updated, and regulations have been established to further develop the EMS system.   

III. EMS System Organization in California

(Information from EMS System Standards and Guidelines, EMSA #103)
EMS system requirements for emergency medical care, communication, transportation, facilities assessment, disaster response, and other services are delineated in the California Codes and Regulations.  Within the different Codes and Regulations, state and federal agencies have defined EMS roles and responsibilities.  However, the EMS system is also made up of a variety of private, professional, and voluntary organizations.  Integrating these entities to provide a statewide EMS system that can provide care to individual patients requires centralized planning and coordination.  

The statewide EMS system is composed of the EMS Authority, Commission on EMS, LEMSAs, and EMS providers, both public and private.  In addition, there are a number of voluntary and professional organizations dedicated to EMS.  The key responsibilities of the different components of the system are as follows:

EMS Authority
The EMS Authority is charged with providing leadership in developing and implementing EMS systems throughout California (H&SC 1797.102-105).  It also has the responsibility for promoting disaster medical preparedness throughout the state, and if required, managing the State’s medical response to major disasters.  The EMS Authority’s Director, or the EMS Authority’s Medical Director, in the event the Director is not a physician, provide medical oversight through determination of local optional scopes of practice, approval of trial studies, and establishment and maintenance of standards of medical direction in the system (H&SC 1797.176).   These actions provide the foundation for a standardized approach to medical oversight for the system and are completed in consultation with the Emergency Medical Directors Association of California (EMDAC).    
The mission of the EMS Authority is to ensure quality patient care by administering an effective, statewide system of coordinated emergency medical care, injury prevention, and disaster medical response.  

The EMS Authority is responsible for:

· Development of minimum training and certification standards for prehospital emergency medical care personnel in addition to development of first aid and CPR training and examination standards for firefighters, lifeguards, peace officers, and school bus drivers.

· Review and approval of expanded scopes of practice for paramedics (EMT-P).
· Administration of the testing program for certification and recertification of paramedics and administration of the Paramedic Registry.

· Publication of standards and guidelines for the development of EMS systems throughout the state.  

· Review and approval of local EMS plans and trauma care system plans according to minimum standards set by the EMS Authority.

· Assessment of EMS systems to coordinate EMS activity based upon community needs and the effective and efficient delivery of EMS.

· Coordination of medical and hospital preparedness with local, state, and federal agencies.
· Establishment of minimum standards for medical control and accountability of EMS systems.

· Provision of technical assistance to local and state agencies developing or implementing components of an EMS system and provision of funding, when available, to EMS agencies.

· Development of statewide trauma systems regulations.

· Review of county Emergency Medical Care Committee (EMCC) reports and recommendations.

· Development and oversight of the statewide poison control system.  
· Securing of funding for special statewide projects.

(H&SC, Division 2.5, Chapters 1, 3, and 5)
Commission on EMS
The Commission on EMS is made up of 16 individuals representing many constituent groups within California.  Ten commissioners are appointed by the Governor, three by the Senate, and three by the Speaker of the Assembly.  The commissioners are not compensated. They meet on a quarterly basis and act in an advisory capacity to the Director and the EMS Authority.  They are responsible for reviewing and approving regulations, standards, and guidelines developed by the EMS Authority for implementation.  The commission reviews and provides input with regard to communications, medical equipment, training personnel, facilities, and other components of an EMS system.  The commission also makes recommendations as necessary for further development and future directions of EMS in the state. 

Local Emergency Medical Services Agencies (LEMSAs)

The LEMSA is the lead agency for the EMS system at the local level and must exist in any county that chooses to implement an EMS program.  It is through these agencies that the EMS Authority works to promote quality EMS services statewide.  The LEMSA and its medical director provide clinical oversight through medical protocols and the quality improvement process.  The LEMSA medical director is responsible for the medical direction and management for medical control of the local EMS system.  Specifically, the LEMSA medical director establishes written medical policies and procedures for the local advanced life support (ALS) and basic life support (BLS) systems.  

The LEMSA’s core responsibilities are to plan, implement, monitor, and evaluate the local EMS system.  Its tasks include planning the finances for system operation and collecting, analyzing, and disseminating EMS-related data.  
(H&SC, Division 2.5, Chapter 4)
The LEMSA is also responsible for:  

· Establishing policies and procedures for EMS system operations (using state minimum standards).
· Developing and submitting a plan to the EMS Authority for its EMS system and, if desired, its trauma care system.

· Designating and/or contracting with EMS base hospitals and specialty care centers.

· Developing guidelines, standards, and protocols for the triage, prehospital treatment, and transfer of emergency patients.  

· Authorizing and implementing a prehospital advanced life support program, if desired.

· Certifying and accrediting prehospital medical care personnel and approving EMS personnel training programs.  
Division 2.5 of the Health and Safety Code allows for the development of regional EMS systems.  These multi-county agencies are formed through a joint powers agreement or a contract that specifies responsibilities to be conducted regionally as well as those to be retained at the county level.  This type of agency can provide increased coordination and standardization of EMS across a large geographic area.  Regional agencies are generally more prevalent in the rural areas in California.  

California has 32 separate EMS systems, which comprise 25 local and seven regional agencies that provide emergency medical services and medical control for California’s 58 counties.  

Providers

The provider’s medical director ensures medical control and quality improvement within the organization.  The medical director also coordinates activities with the LEMSA’s medical director to ensure system medical control.
Dispatch

When a person is experiencing a medical emergency, the call for help is made to 911.  This emergency telephone system relays the call to a dispatch center where dispatchers send out the appropriate response to the emergency. If the dispatchers are trained in Emergency Medical Dispatch (EMD), they will also provide potentially lifesaving pre-arrival medical instructions, such as CPR instructions.  The EMS Authority and LEMSAs help to coordinate this component of EMS response.  
Field

California’s professional and volunteer fire agencies provide most first responder services throughout the state.  The role of the first responder ranges from fire suppression to basic or advanced life support emergency medical care.  Private and public ambulance companies, aeromedical transport, and aeromedical rescue work in conjunction with multiple first responder agencies at the scene of the incident.  All field providers in the EMS system work together for the provision of quality pre-hospital care for the patient in the field.

Hospital

After treatment at the scene, the patient is taken to the closest appropriate facility.  The role of the hospital is to provide the best possible care for the patient.  In addition to standard emergency departments, trauma centers, burn centers, cardiac centers, and pediatric care facilities exist throughout California to provide definitive care for patients in need.  

Developing Strategies for an Improved EMS System

The delivery of emergency healthcare requires the participation and coordination of numerous independent organizations and individuals.  Many organizations, including public safety agencies, ambulance services, and hospitals, must work together to form an effective system structure.  Individual personnel, such as first responders, emergency medical technicians (EMTs), paramedics, nurses, and physicians, are the backbone of the day-to-day emergency response.
These multiple, autonomous organizations, both public and private, have high degrees of functional interdependence as they work to provide emergency medical care to individual patients.  Managing this interdependence requires planning, standardization, and mutual adjustment.  A lack of statewide system planning results in conflicts among providers, inefficiencies, and a lower level of patient care.  
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Figure 1- Interdependence of the EMS System

California has not had a statewide EMS plan or a process for evaluating the effectiveness of local EMS systems.  Beginning in 1997, and in cooperation with the EMS agencies and constituent groups, the EMS Authority coordinated a series of statewide conferences focusing on the improvement of EMS systems in California.  The issues of funding, system access, governance and medical control, education and personnel, system review and data collection, and injury prevention were explored and discussed, culminating in a set of recommendations that were outlined and published in the final report entitled A Vision for the Future of EMS in California.  The goal of the Vision process undertaken by the EMS Authority was to improve the quality of patient care that can be delivered through a coordinated, statewide, EMS system that focuses upon both prevention and response. 

In order to confirm the findings of the Vision Project, a state assessment of the EMS system was requested from the National Highway and Traffic Safety Administration (NHTSA) in the summer of 1999.  Over an extensive four-day review period, NHTSA’s six-member team developed a report of findings and presented 90 recommendations for improvement of California’s EMS system, many of which paralleled the objectives of the Vision Project.  
Through the work of the Vision Project and the development of this State EMS Plan, California has established a plan for the future of EMS in California and solidified the collaborative nature of the process that will enable us to provide consistent, quality EMS.
Quality Improvement

The purpose of the guidelines developed by the Paramedic Task Force is to provide a model for the development and implementation of a Quality Improvement Program (QI Program) for EMS [image: image1.png]


[image: image4.bmp]providers, the LEMSAs, and the EMS Authority. This is a model program, which will develop over time with individual variances based on available resources.

Government decision makers, sponsors, and consumers need objective evidence that they are receiving value and quality for the cost of EMS. The statewide EMS system and its participants require objective feedback about performance that can be used internally to support quality improvement efforts and externally to demonstrate accountability to the public governing boards and other stakeholders. The primary goal of each QI Program shall be to ensure continued high quality of patient care. 

The QI Program guidelines were established to assist EMS professionals in the development and implementation of a quality improvement program to address the following components:
· Organizational structure

· Data collection and reporting 

· Evaluation of EMS system indicators

· Methods for improvement
· Training and education
.   

A collaborative effort to promote quality improvement began during the Vision Project and was solidified through the activities of the Paramedic Task Force.  The task force established the Emergency Medical Services System Quality Improvement Program Model Guidelines to guide EMS agencies and providers in establishing quality improvement programs.

Challenges to Implementation of the State EMS Plan

As funding allocated for healthcare shrinks each year, all aspects of patient care are affected, including EMS.  Both nationally and statewide, there are fewer medical personnel, fewer hospitals, and tighter budgets.  The recent rise in the cost of ambulance services, prevalence of ambulance diversion policies, overcrowding of emergency departments, increase in required reporting and other paperwork, and the escalation of preparations for terrorism response are all indicators that the healthcare system is undergoing tremendous change.  California is not isolated from these events, and the resulting challenges must be considered in the implementation of the State EMS Plan.   

EMS as an Essential Public Service

Many people believe that EMS is a public health program; however, it is actually a combination of public health and public safety programs.  The California General Code Section 53102 defines a public safety agency as “a functional division of a public agency which provides firefighting, police, medical, or other emergency services.”  EMS providers are as critical to public safety, regarding preparedness and response to a disaster or emergency, as are law enforcement and firefighters.  The EMS Authority has statutory responsibility to ensure the State’s medical readiness to respond to any disaster, including acts of terrorism resulting in medical casualties.   In these times of budget crisis and the new climate of terrorism threats, it is imperative to endorse and promote EMS as an essential public service.
EMS System Governance
In California, multiple systems and organizations must work together to achieve EMS system coordination.  The EMS System and Prehospital Emergency Care Personnel Act is intended to ensure a statewide, coordinated EMS system and promote the provision of lifesaving emergency medical care.  However, during the last decade, there have been disputes over the issue of local control of EMS systems.  When governmental bodies, policy makers, or providers are making decisions regarding these systems, the consideration of potential consequence of uncoordinated response  inhibiting adequate patient care must be paramount.   Issues over local control have improved with the Vision Project and constituent collaboration, but issues still pervade many areas of EMS.  
Trauma Funding
Financial losses, due to a high volume of uninsured or underinsured patients, have been cited as the primary reason for hospitals to give up their designation as trauma centers.  This problem has continued to plague the system for a number of years.  Some increases in funding have helped these centers in recent years, but more funding is still desperately needed.  

EMS System Funding

California is experiencing a crisis of its EMS systems as many providers and agencies need additional funding to maintain services that meet the public’s needs.  The California Chapter of the American College of Emergency Physicians and the California Medical Association have been lobbying for additional funding, especially funding to cover uncompensated care by emergency physicians and physicians who provide backup services to emergency departments.  Fire services have also sought ongoing state funding or authorization to charge fees for their first responder services. 
All EMS payment sources have sought to reduce their costs for EMS (and other healthcare) services. The federal government, the largest payer for EMS, has been cutting its costs by decreasing payment rates in fee schedules and limiting coverage.  Allowable payment rates have been set and capped for physicians, hospitals, and, most recently, ambulance services.  In California, Medi-Cal payments are significantly lower than community medical charges and many providers feel that Medicaid (Medi-Cal) payment rates are below their actual cost. All of these factors combine to perpetuate an EMS funding problem in the state.   

Centers for Medicare and Medicaid Services (CMS) Medicare Ambulance Fee Schedule
Through Medicare and Medicaid, the federal government is the largest payer for EMS.  Prior to implementation of the CMS ambulance fee schedule, reimbursement for ambulance services was on a reasonable cost basis. These services were the only healthcare service to be paid in this manner.  Over the past 20 years, however, Congress has favored fee schedules and prospective payment systems for Medicare payment.  Under the Balanced Budget Act of 1997, Congress mandated a fee schedule for payment of ambulance services.  Negotiated rulemaking began for the ambulance fee schedule in February of 1999, and the scheduled four-year phase in of the new rates began in January of 2001.  The major impact of this proposed ambulance fee schedule for California is that the significant reductions in EMS reimbursement will result in a reduction of services for providers that are unable to absorb or offset the revenue loss.  
Emergency Department Closures
In the past decade, there has been a substantial decrease in the number of emergency departments in California.  In addition, many basic emergency departments (i.e., departments with 24-hour, in-house emergency physician availability) have downgraded to standby emergency department status, which does not require 24-hour emergency physician availability.  Ambulance traffic is being sent to standby emergency departments in rural areas more frequently.   The remaining emergency departments are faced with additional patients, resulting in more overcrowding and longer wait times.  
Ambulance Diversion

In the late 1980s, as California’s hospitals began to experience dangerous overcrowding in emergency departments and intensive care units, many local EMS agencies developed policies to divert ambulances to more distant hospitals, citing Health & Safety Code §1797.220 as the sanctioning statutory authority.  The situation reached crisis proportions in the winter of 1997-1998, with the Influenza or Influenza-Like Illness (ILI) outbreak that began in southern California and spread throughout the state.  Since that time, the problem of ambulance diversions has worsened, with sporadic crises occurring statewide.  
Nursing/Healthcare Personnel Shortages
There is a critical shortage of nurses and other healthcare personnel throughout the United States, and the problem is no different in California.  Hospitals across the state are experiencing high inpatient census, lack of staff, and high turnover rates.  
Through AB 394 (Kuehl, Chapter 945, Statutes of 1999), California established minimum nurse-to-patient ratios for hospitals.  These ratios define the maximum number of patients that can be assigned to a nurse in acute care areas, including the emergency department, acute psychiatric, and specialty hospitals in California.  California became the first state in the nation to pass such legislation when the Governor signed the bill in October 1999.  After extensive public comment, the final regulations are due to be issued this fall for implementation on January 1, 2004.  
As a result of AB 394, there are additional staffing challenges presented for base hospitals.  When a registered nurse is assigned to the duty of base radio responder, the nurse may perform other nursing tasks when not responding to radio calls, but must be available immediately to requests for medical direction on the base radio. In addition, the registered nurse assigned as base radio responder cannot be counted in the licensed nurse-to-patient ratios.  (Title 22, Division 5, Chapter 1, Article 3, §70217).  
These healthcare personnel shortage issues affect the day to day operations of emergency medical services and are a contributing factor for ambulance diversion.  Prehospital personnel are impacted when multiple facilities are on diversion, creating a scarcity of available destinations.  A multitude of factors coalesce to cause ambulance diversion, including high emergency department census, a lack of inpatient beds, and staff shortages.   
Lack of EMS Data 

Currently, statewide evaluation of EMS is not possible because comprehensive data to perform such an evaluation does not exist.  Adequate evaluation and process improvement require sound data upon which to base decisions to change, and could have significant impacts on the specification of standard lifesaving procedures, including the sequence in which the tasks are performed.  Lack of data perpetuates the inability to completely assess the applicability efficacy of new and potentially lifesaving drugs. Decisions about which drugs to carry on ambulanced that provide advanced life support (ALS) or require data regarding the number of times that the drugs could be used, the survivability of patients when existing techniques and drugs are used, and the cost to train the medics to use the new drugs.  These data are not readily available.  

The objective of the California EMS Information System (CEMSIS) project undertaken by the EMS Authority is to create a statewide database of EMS-based patient information and to then probabilistically link that data to data from other systems to create a picture of the EMS care continuum. The CEMSIS database will contain general statistical and quality improvement data.  The system will calculate quality indicators to assist state and local administrators by providing data to use in program decision making.  Thus CEMSIS will provide local agencies with the comparative data they need to improve the quality of their EMS systems, including dispatch, transport and patient care.  Any changes in medical protocols, training, processes or personnel issues must be addressed at the local level.  The EMS Authority intends to use the data only to meet administrative needs and for drafting and evaluating legislation and grant requests.  The general public will have the ability to view the compiled data to get an overview of the EMS system.  Much work remains to be completed and will require the commitment and cooperation of EMS constituents statewide.   

Disaster Medical System Funding Cuts

Budget cuts in fiscal year 2002-03 resulted in a $140,000 reduction (down 50 percent from original $280,000 allocation) in local assistance funds to the six California Disaster Medical Assistance Teams (DMATs).  The National Disaster Medical System (NDMS) did provide some additional funding that has helped to mitigate some of the effect of this cut, however, the teams have had to take some cost-cutting measures, including eliminating some training events and scaling back equipment replacement and maintenance.  Unfortunately, these cuts are occurring when the DMAT teams are most visible and most needed as a State resource, in addition to their traditional role as responders to major federal disasters.  Most recently, the teams have provided medical response to the California Department of Forestry (CDF) at fires in both Northern and Southern California. The teams are also being written into many of the terrorism response plans in development at the local, regional, and State levels.
Other Challenges

Geography 

The diversity of California’s landscape and population presents many challenges to the development of a comprehensive, statewide EMS system.  California is one of the largest states in the nation, consisting of nearly 160,000 square miles of highly diverse geographical regions.  Although most California residents live in metropolitan areas (including San Francisco, Oakland, San Jose, Stockton, Fresno, Los Angeles, San Diego, and Riverside), a small percentage of Californians live in vast rural areas where long distances and rugged terrain inhibit immediate access to EMS.  In addition, because California is a worldwide tourist destination, many of its regions experience large seasonal influxes of visitors.  
Demographics

California’s diverse residents speak over 100 languages.  The June 2003 California Current Population Survey Report from the California State Department of Finance indicated that 45.7 percent of the population was classified as white, 34.5 percent as Hispanic, 12.2 percent as Asian/Pacific Islander, 6.1 percent as black, and 1.4 percent as “other.”  In addition, as of March 2002, there were 3.2 million Californians over the age of 65 and 4.6 million between 50 and 64 years of age.  The total population of California is 34.4 million.  As time progresses, these age groups will present an ever increasing challenge to the healthcare system.  People are living longer with more complex health problems, and the EMS system will need to adapt to meet those increasing needs.
Traffic Collisions  
California has a total of 170,500 miles of paved roadways, approximately 21 million licensed drivers, and 30 million registered motor vehicles throughout the state.  As a result of traffic collisions, 303,000 persons in California required emergency medical services (2000 California Highway Patrol data).  Currently, traffic-related injuries in California account for approximately 25 percent of all emergency calls in metropolitan areas and 15 percent in rural areas.  Of these calls, in 2000, approximately 44,000 people were hospitalized (40,000 nonfatal injuries, 4,000 fatal injuries) due to traffic-related accidents, the majority of which (approximately 18,000) were in the 21-44 age group (2000 Department of Health Services, Epidemiology and Prevention for Injury Control Branch data).

Injuries 

In addition to traffic collisions, Californians injure themselves daily in the course of work and play.  

Falls
Falls are the major cause of hospitalization for all age groups.  In 2000, a total of 96,638 falls were recorded (95,387 nonfatal, 1,251 fatal), exceeding even the number of traffic-related hospitalizations.  People aged 65 and over are the most vulnerable, with 61,298 people hospitalized as a result of falling (2000 Department of Health Services, Epidemiology and Prevention for Injury Control Branch data).
Poisoning
Self-inflicted poisonings, predominately drug-related, put 13,404 people (12,833 nonfatal, 571 fatal) in the hospital in 2000. The majority of these poisonings occurred within the 21-44 age group (7,093).  Accidental poisoning accounted for 11,554 (9,675 nonfatal, and 1,879 fatal). Again, adults ages 21-44 were the largest group, probably due to drug overdoses (2000 Department of Health Services, Epidemiology and Prevention for Injury Control Branch data).
Violence (intentional and unintentional)  
Acts of violence accounted for 34,749 hospitalizations in 2000.  After traffic-related deaths, suicide and homicide accounted for the highest number of fatalities in 2000 (3,105 suicides and 2,052 homicides) and the third highest number of nonfatal injuries (16,461 suicide attempts and 13,131 assaults).  Firearms accounted for 72 percent of all homicides (2000 DHS EPIC data).                 

Hazards

Natural Hazards 

Despite California’s scenic beauty, the state has suffered more than its share of natural disasters.  Its unique topography, climate, and geology have contributed to the many wild fires, floods, mudslides, and earthquakes.  To a lesser degree, the state has suffered through occasional tsunamis, pestilence, civil unrest, and occasional tornadoes (rare), and the threat of volcanic activity is ever-present within the sleeping giants of Mount Shasta, Mount Whitney, and Mammoth Mountain.

Of all the naturally occurring disasters, earthquakes, because of their sudden onset and unpredictability, harbor the greatest potential for causing mass casualties.  Although the majority of California’s earthquake faults lie beneath unpopulated, rural areas, many still transect densely populated metropolitan areas and harbor an even greater threat than the Northridge Earthquake (1995) and the Loma Prieta Earthquake (1989).  These two earthquakes alone caused approximately 6,000 injuries, over 100 deaths, and billions of dollars in property damage. 

The Disaster Medical Services Division of the EMS Authority continues to work with local and federal agencies to develop disaster response plans that address the most dangerous faults.  These include the San Andreas Fault, the Hayward Fault, the Newport-Inglewood Fault, the Cascadia Fault Zone, and the Elysian Park Fault.  All are on or near California’s highly populated coastline and have the greatest potential for causing unprecedented destruction and mass casualties.  

Man-Made Hazards 

California is home to many research and biotechnology companies, as well as manufacturers and other businesses that use or ship all types of hazardous and dangerous materials.  Such materials are usually stored and secured away from the general public so, for the most part, they pose no direct threat to either the local community or the environment.  However, such sites can be vulnerable to accidents or sabotage, despite safety precautions.  Liquid materials may evaporate into toxic gases, contaminate our water supply, or simply explode while spontaneous combustion, errors, fires, or earthquakes can result in hazardous spills into the environment.  Because toxic chemicals are transported daily along our roads and railways, there is the ongoing threat of contamination to the community and the environment in the event of an accidental spill.
Terrorism

There is also the threat of deliberate contamination by those who are determined, for whatever reason, to inflict harm on society.  Despite all security efforts, the 2001 attacks on the World Trade Center and Pentagon require California to be vigilant and prepared against further terrorist threats.  Such attacks could include the use of chemical, biological, or nuclear weapons of mass destruction or a direct attack on one of the hundreds of hazardous materials sites within the state.

Overcoming Challenges
The EMS Authority and EMS constituents have worked to continue to improve the system in the face of the many challenges present in EMS and the healthcare system today.  There have been many accomplishments to date, and the State EMS Plan sets the course to continue to improve the system, address the problems, and overcome the challenges.  
IV. EMS Authority Structure and Statewide Program 
     Accomplishments
The EMS Authority is one of 13 departments within California’s Health and Human Services Agency. Funding for EMS Authority programs comes from the State General Fund, federal Preventive Health and Health Services Block Grant, paramedic licensure fees, childcare training program fees, and grants from the California Office of Traffic Safety and the U.S. Health Resources and Services Administration. 

In California, day-to-day EMS system management is the responsibility of the local and regional EMS agencies. It is principally through these agencies that the EMS Authority works to promote quality EMS services statewide. Other agencies and organizations involved include many local, state and federal agencies, as well as private enterprises with emergency and disaster medical services roles and responsibilities.

EMS Authority Program Responsibilities 
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(Figure 2) EMS Authority Structure

1.  System Organization and Management
EMS Systems Planning and Development

It is the EMS Authority’s responsibility to provide statewide coordination and leadership for the planning, development, and implementation of local EMS systems.  
Responsibilities for EMS system planning and development include the following: 
· Development of statewide standards and guidelines for EMS systems.
· Provision of technical assistance to local agencies that are developing, implementing, or evaluating components of an EMS system.
· Review and approval of local EMS plans to ensure compliance with the minimum standards set by the EMS Authority.
· Assessment of EMS systems to ensure that LEMSAs are meeting community needs. 

(H&SC 1797.102-103, 1797.105, 1797.250, 1797.254)
For local planning and daily management of EMS services, California has 32 separate EMS systems comprising 25 local and seven regional agencies that provide EMS for California’s 58 counties.  The seven regional EMS agencies encompass 33 counties.  In general, regional systems serve the smaller, more rural counties while single-county systems serve the larger, urban counties.  Both single and multi-county LEMSAs must develop and submit a five-year plan and annual updates to the EMS Authority for a local EMS system according to the State’s EMS System Standards and Guidelines (EMSA #101)  The purpose of the local EMS plans is to meet community needs through the effective use of local resources. 

Figure 3-Local EMS Agencies: Appendix E, page 135
Program Accomplishments
EMS System Standards and Guidelines 
The EMS Authority has established planning and implementation guidelines for EMS systems.  These guidelines consist of three parts: Part I establishes the standards for local EMS systems, Part II is a resource directory that is updated annually, and Part III provides instructions for developing a local EMS plan to meet the standards.  Part I was first established in 1984 and then updated in 1993. It is currently undergoing its second update. 

Local System Planning 

After the 1993 update of Part I, of the EMS System Standards and Guidelines, each LEMSA was required to submit a new five-year plan to the EMS Authority for approval.  As of June 2003, the EMS Authority had received all 32 plans, had approved 30, and was still reviewing two.
2.  Staffing and Training

EMS Personnel Standards Programs 

Public Safety Personnel First Aid and CPR Training Standards 

The EMS Authority establishes regulations that set the standards for first aid and CPR training for public safety personnel (e.g., peace officers, firefighters, lifeguards).  The current regulations, which went into effect June 2000, included minimum training and approval requirements for the use of automated external defibrillator (AED) by public safety personnel. 
(H&SC 1797.182-183)
Program Accomplishments 

The regulations that establish minimum standards for first aid and CPR training for public safety personnel were last revised in June 2000 and are current at this time. 

EMT-I Standards and Certification

The EMS Authority establishes regulations that set the standards for EMT-I certification, recertification, training, and scope of practice.  California has 62 EMT-I certifying authorities, which consist of 32 local and regional EMS agencies, two statewide public safety agencies (the State Fire Marshal and California Highway Patrol), and 28 local public safety agencies. There are approximately 60,000 EMT-I’s who are certified in California.  Most of the responsibilities for enforcement of the EMT-I regulations occur at the local EMS agency level and include approving EMT-I training programs, developing and maintaining EMT-I certification procedures, developing and administering certification examinations, and approving public safety and EMT-based automated external defibrillator (AED) programs.  The EMS Authority is responsible for approving the local EMT-I scope of practice and providing technical support for local, regional, and out-of-state EMS agencies regarding EMT-I programs and certification.
(H&SC 1797.170, 1797.175)
Program Accomplishments  

The training and certification standards for EMT-I’s were revised in 1998 and again in 2000.  In 2001, emergency regulations were released covering revisions to specific portions (e.g., optional skills).  These emergency regulations were rescinded after 120 days.  

The EMS Authority is currently in the process of revising the EMT-I regulations to meet a number of objectives, such as standardizing the certification procedure, adopting a single standardized EMT-I certification exam, and adopting the National Standard EMT-Basic Curriculum for EMT-I training in California.

EMT-II Standards and Certification 

The EMS Authority establishes regulations that set the standards for EMT-II certification, recertification, training standards, and scope of practice. California has 32 local and regional EMS agencies, five of which utilize EMT-II’s.  There are approximately 110 EMT-II’s who are certified in California.  Most of the responsibilities for enforcement of the EMT-II regulations occur at the LEMSA level and include approving EMT-II training programs, developing and maintaining EMT-II certification procedures, developing and administering certification examinations, and approving the local EMT-II scope of practice.  Additional program responsibilities at the EMS Authority include providing technical support for LEMSAs and out-of-state parties pertaining to EMT-II programs and certification. 
(H&SC 1797.171, 1797.175)

Program Accomplishments 

The training and certification standards for EMT-II’s were last revised in September 1988.  

Day Care Provider and School Bus Driver First Aid and CPR Training Programs  

The EMS Authority is required by statute to set standards and give approval for training programs in first aid and CPR for childcare providers and school bus drivers.  Licensed childcare facilities in California are required to have at least one staff member certified in pediatric first aid and CPR on duty whenever children are present.  Legislation was passed in fiscal year 1998-99 mandating the Authority to develop and establish regulations for training childcare providers in preventive health and safety practices.  The Preventive Health Unit oversees training in prevention measures for health and safety in childcare, which includes information on immunizations, children’s communicable diseases, and injury prevention.  The Legislature further mandated that the EMS Authority add to the first aid curriculum training in the use of inhaled medications in childcare for children with respiratory illnesses.  This law was established to allow children with lung diseases such as asthma to remain in mainstream childcare while getting their medical needs met.  

In 1994, legislation was passed to require the EMS Authority to review and approve first aid and CPR training for school bus drivers.  School bus drivers in California are required to have basic knowledge of pediatric medical emergencies and to be certified in first aid and CPR.  The California Highway Patrol tests school bus drivers in first aid and CPR; however, the test may be waived if drivers take a training course approved by the EMS Authority. 

The EMS Authority is also authorized to assess fees for reviewing training programs.  In September 1999, the fee structure was revised to require childcare programs approved by the EMS Authority to purchase tamper-resistant stickers from the Authority for $3.00 each.  The program instructor is required to affix a sticker to the back of each course completion document, to be visible to program auditors of the California Department of Social Services.  The following is a summary of the specific childcare training program responsibilities:  development, adoption, implementation, and maintenance of regulations, policies, and procedures for training programs; review and approval of training programs; provision of technical assistance regarding regulations and training program requirements to persons and organizations seeking approval of training programs; provision of technical assistance regarding regulations and training requirements to childcare personnel, school bus drivers, schools, and others seeking information on approved training; auditing of training programs; investigation of complaints about training programs; and taking disciplinary action as necessary.  

(H&SC 1797.191)
Program Accomplishments 

Since the childcare program was established, the EMS Authority has developed and implemented regulations, reviewed and approved 130 training programs, and established a limited investigative component to address complaints and provide due process to programs that are not in compliance with EMS Authority regulations.  The oversight of the childcare first aid/CPR and preventive health training programs requires that Preventive Health staff spend significant time providing technical assistance to the public, EMS Authority-approved training programs, childcare providers, and EMS constituents.  In addition, staff must collect and process the review fees from the training programs that support the program.

Since the Preventive Health program was established, the EMS Authority has received 70 training programs to review.  As of June 2003, 56 training programs have been formally approved.  The average length of time to complete an initial review of a training curriculum is 30 hours, which includes time for follow-up reviews and consultations.  Those training programs that do not receive initial approval are given technical assistance to help them meet the requirements.  The total process for review and approval of each program encompasses much more staff time than initially anticipated.    

A monitoring program was begun in October 2002.  The goal was to visit three to four training programs per month for on-site curriculum review, classroom training, and technical assistance. This program, however, was discontinued in January 2003 due to staff reductions. 

Since January 2000, approximately 124,000 childcare providers have been trained in first aid and CPR and approximately 65,000 childcare providers have been trained in Preventive Health. Also since January 2000, when the inhaled medications component was added to the first aid curriculum, approximately 124,000 childcare providers have received training regarding the use of inhaled medications and children with lung diseases such as asthma.  In September 2003, the EMS Authority completed a demonstration video for administering inhaled medications as part of the inhaled medications curriculum.  This video is narrated in both English and Spanish and is available at no cost to approved first aid, CPR, and preventive health training programs.

Automatic External Defibrillators (AEDs) – Lay Public Use Standards 

Heart attacks claim more lives each year than any other disease. A cardiac arrest victim’s chance of survival decreases 7 to 10 percent for every minute that passes without early defibrillation.  AED technology has drastically improved over the last four to five years, and the cost of these devices has also dropped considerably with these improvements in technology.  AEDs may someday be as common as fire extinguishers in public places.  The EMS Authority will promote the use of AEDs and provide the technical assistance to interpret the statutes and regulations.

(H&SC 1797.190, 1797.196)

Program Accomplishments

The EMS Authority originally promulgated regulations for the training, medical control, and use of AEDs in 1991.  Since 1991, improvements in technology have produced AEDs that are more compact, lightweight, and easy to use.  Most AEDs have voice and visual prompts to instruct the user on their proper use.  In 2003, the EMS Authority revised the regulations governing layperson use of AEDs to become more public access friendly.  The major impacts of these revisions are as follows:
1. To replace the requirement for quarterly training and skills proficiency demonstrations with a requirement for the AED provider to determine the frequency of training because the devices have become so simple to use and the AED provider can best determine the ability of the authorized AED users to retain the information.
2. To combine CPR and AED training into a single, four-hour course.  Previously CPR training was a prerequisite for AED training.  The previous regulations also required that AED training was a minimum of four hours.  

3. To require AED vendors to notify purchasers both verbally and in writing of the responsibility to comply with the regulations.

The EMS Authority had proposed that each AED training program designate a physician affiliate to satisfy the statutory requirement that every AED user is authorized by a physician to use an AED.  However, this requirement was eliminated in September 2002 when Assembly Bill 2041 (Vargas, Chapter 718, Statutes of 2002), was signed by the Governor.
Figure 4, Locations of AEDs and Eligible Rural Areas: Appendix E, p. 139
Paramedic Standards and Licensure 

The EMS Authority is responsible for establishing and updating regulations that set the standards for scope of practice, training, testing, licensure, relicensure, local accreditation, continuing education, medical control and discipline for paramedics. The EMS Authority also provides technical assistance on these standards to local EMS agencies (LEMSAs), training programs, paramedic employers, paramedic applicants, other states’ EMS offices, national EMS organizations, and the public.

In 1994, the EMS Authority took over the responsibility of licensing paramedics.  Prior to licensure, the EMS Authority ensures that an applicant has successfully completed an approved paramedic training program, passed the state written and practical licensing examination, passed a state (and in some cases a federal) background check , shown proof of citizenship or legal residency, complied with child support requirements when applicable, and paid licensure related fees.  Prior to relicensure, the EMS Authority ensures that an applicant has met the continuing education requirements, remained eligible for relicensure, and paid relicensure related fees.

(H&SC 1797.172)

Program Accomplishments

The standards for paramedic practice were revised in July 2002 to include standards for the denial and revocation of a license and to establish Recommended Guidelines for Disciplinary Orders and Conditions of Probation.  These guidelines are used by the EMS Authority and administrative law judges in providing consistent and equitable discipline for paramedic applicants or licensees found to be in violation of the statute and regulations governing the practice of paramedics.

Since 1994, the number of paramedic licensees has increased approximately 500 annually.  As of September 2002, the EMS Authority has licensed over 12,000 paramedics.

Local Optional Scope of Practice and Trial Studies

The EMS Authority reviews and makes decisions on requests from LEMSA medical directors for optional scope of practice procedures and medications that go beyond the basic scope of practice for EMS personnel.  These items are acceptable for use in the prehospital setting yet do not qualify as basic scope of practice items because of one or more of the following reasons:

· They do not have wide acceptance in the medical or EMS community yet have some evidence or expert opinion that the intervention may be of value.

· They represent skills or medications applied in less common emergency situations in which more intensive review and demonstration of competency as well as enhanced monitoring of their use are believed to be required.

· They represent interventions that fall outside of basic paramedic curriculum. 

Requests for local optional scope of practice are reviewed in consultation with the members of the Scope of Practice Committee of the Emergency Medical Services Medical Directors’ Association of California (EMDAC). 

In addition, the EMS Authority reviews and makes decisions on requests from local EMS agency medical directors for trial studies utilizing EMS personnel.  The purpose of trial studies is to study the efficacy of the prehospital emergency use of any drug, device, or treatment procedure within a local EMS system that is administered by any level of prehospital EMS personnel.  Trial studies allow for the study of a procedure or medication as follows:

· Despite acceptable use in medical settings, it has no substantial evidence of efficacy or demonstrated safety when used in the prehospital environment.
· It represents an intervention that may have significant risks in terms of patient safety.
· It represents new technology specific to prehospital care.

(H&SC 1797.171-172)
Program Accomplishments

In fiscal year 2001-02, the EMS Authority approved 15 requests for local optional scope of practice, approved two trial studies, and monitored eight ongoing trial studies. 

Enforcement 

The EMS Authority’s Enforcement Unit is responsible for investigating allegations of paramedic misconduct and, when necessary, taking disciplinary action.  This process ensures that the citizens of California receive appropriate prehospital emergency care.  Cases in which the Enforcement Unit has taken disciplinary action include sexual misconduct with patients, physical abuse of patients, theft from patients, gross negligence, drug abuse, and fraud.  Responsibilities of the Enforcement Unit include investigating allegations of paramedic misconduct; taking disciplinary action against a paramedic whose conduct demonstrates that the licensee is a threat to public health and safety; conducting background investigations on initial applicants for a paramedic license who disclose prior criminal convictions; ensuring the rehabilitation of paramedics who are placed on probation or who are issued provisional licenses; providing advice and counsel to paramedics, LEMSAs, EMS providers, and the public concerning the disciplinary process; conducting random continuing education audits; developing standards; and ensuring consistency in disciplining paramedics.  

(H&SC 1798.201-202, 1798.204)
Program Accomplishments 

The Paramedic Task Force, in conjunction with the Enforcement Unit, developed the Standards for the Revocation/Denial of a Paramedic License and the Recommended Guidelines for Disciplinary Actions.  These documents were adopted as regulations in July 2002.

The Standards for the Revocation/Denial of a Paramedic License provide more definitive direction to aspiring paramedics, licensed paramedics, and the Enforcement Unit regarding the types of criminal convictions that will result in the denial or revocation of a paramedic license.  

The Recommended Guidelines for Disciplinary Actions will ensure consistent and equitable discipline in cases dealing with violations of the Health and Safety Code Section 1798.200.  The EMS Authority will use this document as a standard in settling disciplinary matters when a respondent wishes to resolve the allegations through a negotiated settlement.  The Administrative Law Judge uses this document as a guide in making his/her recommendations for discipline to the EMS Authority.  

The Enforcement Unit has commenced, investigated, and/or taken final disciplinary action as follows:
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These amounts represent the total number of cases that were opened during that year wherein disciplinary action was undertaken.  For calendar years 1996, 1997, and 1998, all investigations and disciplinary actions have been concluded.  The number of disciplinary actions for cases originating in the years 2000 through 2003 will increase once all the investigations have been concluded.

As of December 2, 2003, there were over 21 cases at the California Attorney General’s Office pending disciplinary action.

3.  Communications

EMS Communications Systems

Currently, the EMS Systems Standards and Guidelines, (EMSA #101), provide direction to local EMS agencies in two-way communications between personnel and facilities and criteria for an EMS communications system that includes public access, resource management, and medical direction to both basic life support and advanced life support levels.   
During the 1990s, the EMS Authority received numerous grant requests to replace existing repeaters and communications equipment.  Many small EMS agencies did not have the funds to replace or update their communications systems that were established in the 1970s when the federal government was creating regional EMS systems. The life cycle of communications equipment is 10-15 years at most.  Yet, many agencies had been making do with their existing equipment because there were no other alternatives. 

(H&SC 1797.5, 1797.76, 1797.220, 1797.103)
Program Accomplishments 

Communications Systems Study 
Before committing significant amounts of funding to update EMS communications, the EMS Authority needed to find out what the condition or status of EMS communications systems was in California.  Therefore, the EMS Authority funded a grant to conduct a feasibility study to survey the state’s EMS communications systems.  The study confirmed that EMS agencies did not talk to one another and that EMS agencies did not talk to other public safety agencies.  Communications systems differed from county to county, and law enforcement and fire services were on different radio frequencies that EMS could not access.  Consequently, there was little coordination among the agencies.  The study revealed further that communications equipment and infrastructure were outdated and needed replacement.  

State EMS Communications Plan 
In response to the feasibility study’s findings and in order to provide leadership and a unified planning approach, The EMS Authority established an EMS Communications Plan Committee to develop a State EMS Communications Plan.  Committee members consisted of EMS stakeholders.  The draft communications plan is based on the NHTSA EMS Communications Plan Mode, which consists of two parts:  a general state plan, and a more technical, local communications plan template.  The EMS Communications Plan Committee has completed the general state plan.  

Local Communications Plan Template
The second phase of the plan is the development of a template for a local EMS communications system plan, which was made possible through a California Office of Traffic Safety (OTS) grant to the EMS Authority.  The EMS Authority had partnered with 11 other State agencies in the Public Safety Radio System Management (PRISM) Project for development of a statewide communications system, and intended to develop the local plan template in conjunction with the project, but the PRISM Project was put on hold due to funding issues. Planning for a statewide communications system has resumed since the passage of AB 2018 (Nakano, Chapter 1091, Statutes of 2002) and the establishment of the new Public Safety Radio Strategic Planning Committee. This new committee continues the work of the PRISM Project in overseeing the development and coordination of a statewide radio communications system.  The EMS Authority will develop the local EMS communications plan template in conjunction with its participation on the committee. The plan will be based on an EMS communications system project in Imperial County. 
.  

Emergency Medical Dispatch (EMD) Guidelines

The EMS Authority’s responsibilities for emergency medical dispatch (EMD) include:

· Development of statewide training standards for emergency medical dispatchers.
· Development of statewide standards for the provision of pre-arrival emergency care instructions. 

· Provision of technical assistance to agencies that use EMD and their staff.

The EMS Authority first established voluntary guidelines for EMD training and scope of practice in 1986.  These guidelines have since become outdated; therefore, under the authority of Section 1797.107 of the California Health and Safety Code (H&SC), the EMS Authority convened an ad hoc EMD Committee of interested constituents to revise the guidelines to reflect current practices. 

Without up-to-date guidelines, dispatch agencies throughout the State have been following inconsistent EMD training standards and protocols for some years.  A focal point of this inconsistency is the delivery of pre-arrival emergency care instructions.  A caller dialing 911 in one part of the state could receive potentially lifesaving,
 pre-arrival medical instructions, such as CPR instructions, from the dispatch agency, while in another area, dispatchers may not be trained or equipped to provide such instructions.  Some local agencies do not provide this information primarily due to the fear of increased liability; however, following current, uniform statewide standards will give dispatch agencies a basis to justify qualified immunity legislation for EMD.  If such legislation is passed, dispatch agencies will have a stronger incentive to provide EMD.

The ad hoc EMD Committee met five times over the course of a year and a half to develop draft EMD guidelines, which were forwarded to the Vision Access Committee for incorporation into the objectives for the Vision Project.  The final guidelines are the product of numerous meetings by the Vision Access Committee conducted over a two-year period and were developed for usage within the 911 universal access system.  The intent of the document is to provide voluntary, statewide EMD Guidelines to encourage both primary and secondary public safety answering points (PSAPs) to use pre-arrival emergency care instructions and uniform EMD protocols.  

Program Accomplishments 

These guidelines were approved by the Commission on EMS in the spring of 2003 and are awaiting approval by the Secretary for Health and Human Services.  The EMS Authority anticipates that these Guidelines will standardize EMD protocols, encourage the use of pre-arrival emergency care instructions, and provide the basis for qualified immunity from civil litigation for dispatchers giving these instructions.  

4.  Response and Transportation

Transportation Systems and Standards

Exclusive Operating Areas

The Health and Safety Code allows LEMSAs to establish exclusive operating areas (EOAs) which can restrict operations to one or more emergency ambulance providers.  LEMSAs establishing EOAs must ensure that it is included in their EMS plan and that their plan details the type of exclusivity and how exclusivity was determined (i.e., competitive bid or grandfathered).  Section 1797.224 requires a competitive process in selecting a provider for an EOA.  It also allows a LEMSA to “grandfather” a provider that has been operating with a local EMS area in the manner and scope in which the services have been provided without interruption since January 1, 1981.  Establishment of EOAs must strictly follow the provisions of H&SC Section 1797.224 or state action immunity, under federal antitrust laws provided under H&SC Section 1797.6, may not be granted. 

Aircraft Regulations

The EMS Authority sets minimum standards through regulations for the integration of EMS aircraft and personnel into the local patient transport system.  The regulations outline requirements for LEMSAs, medical personnel staffing requirements for the aircraft, provisions for systems operations, and aircraft specifications including space and equipment.  This component of the local EMS plans is reviewed and approved by the EMS Authority to ensure that all minimum standards are met.  The EMS Authority works with the LEMSA as necessary to address issues that develop.  In addition, the EMS Authority is responsible for classification of aircraft for the California Highway Patrol, Department of Forestry, and the California National Guard.

(H&SC 1797.1, 1797.107)
Interfacility Transport 

While the term “interfacility transport” is cited throughout EMS statute and regulations, there are few local guidelines or standards for this practice, and interfacility transport is currently unregulated by the State.  This is an issue for both transportation and facilities and affects both ambulance providers and hospitals.   To address these issues, the Interfacility Transport Task Force was created in January 2001 with members from all interested constituent groups.  In June 2003, the task force finalized the Paramedic Interfacility Transport Program Guidelines.  This document includes a Model Expanded Scope of Practice Paramedic Interfacility Transfer Program.  Until paramedic interfacility transport regulations are adopted, this program is intended to serve as a template for LEMSAs wishing to implement paramedic interfacility transfers through an expanded scope of practice.
Ground Ambulances  

Pursuant to the Vehicle Code, the California Highway Patrol regulates, licenses, and inspects private ambulances in the state while the Department of Motor Vehicles issues licenses for ambulance drivers.  The EMS Authority’s role is to establish personnel requirements (e.g., staffing and scope of practice) for ambulance attendants and to ensure that ambulance services are adequately addressed in local EMS plans.  The EMS Authority reviews the personnel-staffing component as part of the EMS plan review and works with the LEMSA to resolve any personnel issues.

Program Accomplishments 

Exclusive Operating Areas (EOAs)
The EMS Authority has been standardizing all of the documentation related to EOAs and ambulance zones in the state upon review of their EMS plans and any updates.  In addition, a master listing of all ambulance zones in the state is being compiled.

Aircraft Regulations

The EMS Authority established aircraft regulations in April 1988.  Prior to that date, aircraft response was sporadic, uncontrolled, and often uncoordinated with ground response.  The regulations resolved those issues.  

Interfacility transport 

In January 2001, at the request of the Commission on EMS, the EMS Authority created an Interfacility Transport (IFT) Task Force to focus on EMS issues surrounding interfacility transfer/transport.  

Ambulances 
The EMS Authority is nearing completion of a master ambulance zone listing, providing a standardized format for its EOA documentation.  In addition, the Authority has reconfirmed the classification of the California Highway Patrol’s aircraft fleet.  
5.  Facilities and Critical Care

Trauma Care System Planning and Development

The EMS Authority provides statewide coordination and leadership for the planning, development, and implementation of local trauma care systems.  Trauma care systems are a specialty care subsystem and must be integrated into the overall EMS system. 
EMSA responsibilities for trauma care systems planning and development include the following: 
· Developing minimum statewide standards for trauma care systems and trauma centers.
· Providing technical assistance to local agencies. 
· Developing, implementing, or evaluating components of a trauma care system.
· Reviewing and approving local trauma care system plans and annual plan updates to ensure compliance with the minimum standards.
· Developing criteria for standardized reporting of trauma patients to local trauma registries.
· Developing state trauma registry.
· Distributing any funds made available for trauma centers.
· Reviewing LEMSA reports regarding distribution of funds to trauma centers.
(H&SC Division 2.5, Chapter 6, Article 2.5)
LEMSAs are responsible for planning, implementing, and managing local trauma care systems.  Their responsibilities include assessing needs, developing the design of the system, designating trauma care centers, collecting trauma care data, and providing quality assurance.  LEMSAs are not required to implement a trauma system, but if they do, they must follow state regulations and submit a trauma system plan to the EMS Authority for approval.

Program Accomplishments 

Trauma System Standards and Guidelines--Effective August 12, 1999, the EMS Authority revised the outdated 1986 trauma regulations to incorporate current medical practices, standards, and knowledge in order to promote quality care for trauma patients.  The new regulations contain provisions that are expected to create an environment that encourages LEMSAs to develop and implement trauma systems, update current systems, and designate trauma centers.  The EMS Authority also revised the trauma plan development guidelines to assist local LEMSAs in updating or establishing their trauma care system plans.  
Trauma System Funding--In 2001, the Governor signed AB 430 (Cardenas, Chapter 171, Statutes of 2001) into law, provided funding for existing trauma centers and planning and implementation for new trauma care systems.  The EMS Authority distributed the trauma center funding to the LEMSAs based upon the statewide percentage of trauma patients.   The Authority also provided funding for planning and implementation to ten LEMSAs currently without a trauma care system and continues to monitor and work closely with those agencies to establish their systems.  The Governor also signed AB 425 (Oropeza, Chapter 379, Statutes of 2002) in 2002 to provide another year’s funding for existing trauma centers in California.  Distribution of these funds was again based upon the statewide percentage of trauma patients.
Trauma Advisory Committee 
The EMS Authority has established a standing Trauma Advisory Committee, comprising representatives from some of California’s most knowledgeable trauma care experts.  Committee members represent the major constituent groups involved in trauma care to advise on trauma care issues and work on the development of a statewide trauma care system. 

Trauma Care Web Page

The EMS Authority staff maintains a trauma care Web page on its department Web site.  The trauma care Web page contains general trauma information and provides answers to commonly asked questions.  Copies of the H&SC, trauma regulations, and Trauma Advisory Committee agendas and minutes are also included for reference.  The site is updated regularly.

Local Trauma System Planning and Implementation 

Currently, there are 20 local trauma care systems representing 40 counties.  While there are 12 local EMS systems, representing 18 counties that do not have trauma systems, given AB430’s provision of trauma planning/implementation funding, there are now 10 additional LEMSAs representing 16 counties that are developing trauma care systems.  A dialogue has been established to encourage the remaining two LEMSAs that do not have pending plans to develop a trauma care system to ensure that all citizens of California have ready access to lifesaving trauma care.  
Figure 4-LEMSAs and Trauma System: Appendix E, page 136
Emergency Medical Services for Children (EMSC)

Like trauma care, the EMSC system is a specialty care subsystem of the general EMS system.  The overall goal of the EMSC program is to ensure that acutely ill and injured children have access to high quality, coordinated, and comprehensive emergency and critical care services appropriate for children’s special needs.  The EMSC model provides a continuum of care, beginning with the detection of an illness or injury, to emergency department care and rehabilitation.  The EMS Authority’s EMSC coordinator provides in-depth technical assistance to LEMSAs to assist in EMSC implementation into EMS systems and provides additional consultation to the systems that have implemented EMSC as needed.  Technical assistance includes an emphasis on quality of care, continuity of care, family-centered care, cultural diversity, care of special needs children, and rehabilitation.  The EMSC coordinator is responsible for the development of pediatric-specific data included in the state quality improvement (QI) program and the State EMS Data System.  In addition, the coordinator serves as the national EMSC liaison for California, plans the annual EMSC Conference, and facilitates the quarterly EMSC Technical Advisory Committee and the quarterly EMSC coordinator’s group.

(H&SC Division 2.5, Chapter 12)
Program Accomplishments 

EMSC Model 
The EMS Authority, using a grant from the Maternal and Child Health Bureau and the U.S. Department of Health and Human Services, and with the assistance of subcommittees comprised of experts in various aspects of pediatric care, has developed guidelines, standards, and key products that create a comprehensive model for EMSC services.  There are 13 major components to the EMSC model.  The model developed in California has been used as a template to develop EMSC programs in other states. An EMSC implementation guide has been completed and distributed to all LEMSAs throughout the state.

EMSC Technical Advisory Board
Five-Year Plan -- The EMSC Technical Advisory Board has developed five-year goals and objectives for EMSC.  The EMSC Five-Year Plan outlines specific EMSC needs along with action steps necessary to achieve the goals.  The plan reflects the Maternal and Child Health Bureau and National Highway Traffic Safety Administration (NHTSA) five-year plan and includes sections on pediatric data collection and quality improvement; goals for achieving 100 percent participation in the EMSC system; illness and injury prevention; pediatric emergency and critical care facility capability; quality pediatric trauma care; prehospital and interfacility pediatric transport; developing broad-based support for improving EMSC; improvement and expansion of pediatric emergency training programs; coordination of EMSC with all agencies; and universal access to EMSC. 
Local Implementation -- The EMSC model has been adopted for use in 20 out of California’s 32 single- and multiple-county EMS agencies that serve two-thirds of California’s pediatric population. Because of the complexity of the California EMS system, coordination and implementation of EMSC statewide has not been a simple task; however, all 32 EMS agencies are expected to eventually implement EMSC.  

Figure 5-EMSC Systems: Appendix E, page 137
Annual EMSC Conference 
An annual EMSC conference is sponsored by the State to address the latest EMSC issues.  The EMS Authority has held a total of five annual EMSC conferences that have provided a forum for the sharing of knowledge and promotion of EMSC issues for EMS personnel, physicians, nurses, children’s advocates, and the general public.  The conference draws noted faculty from around the United States who are experts on children’s medical issues.  Two trainings on Pediatric Education for Prehospital Providers (PEPP) have also been held in conjunction with the third and fourth annual Conferences.  
Local EMSC Coordinators Network 

To improve communication among local EMSC coordinators, a networking group has been established. This group meets quarterly at various locations around the state and provides a forum for the exchange of experiences and ideas to promote the continued implementation of EMSC goals and objectives.  

Statewide Needs Assessment 

An EMSC needs assessment has been developed and distributed to selected LEMSAs that have implemented EMSC programs. Results will be tabulated and reviewed by both the EMS Authority and the EMSC Technical Advisory Committee.  Based on the results, selected areas will be targeted for system improvement or enhancement.  

The objectives of the assessment are as follows:
· To provide a baseline assessment of the current state of EMSC development and implementation in California.
· To identify EMSC programs that have been successfully implemented by EMS agencies statewide and barriers to implementation.
· To develop recommendations about the methodology for future assessments of EMSC by the EMS Authority, using information gained in this assessment process.

Pediatric Technical Assessment
The California EMSC Program underwent a statewide Pediatric Technical Assessment as part of a six-state grant project awarded by the Health Resources and Service Administration, in collaboration with the National Highway Traffic Safety Administration, to Harvard University.  The assessment was held March 4-6, 2002. The Pediatric Technical Assessment Team tested pediatric specific protocols and indicators and the assessment process.  Thirty-six individuals, including physicians, nurses, EMS personnel, educators, EMS administrators, EMSA staff and other EMSC advocates, provided testimony to the team on various components of California’s EMSC program.  The Pediatric Technical Assessment Final Report was received April 2, 2002.  Recommendations from the team covered the following categories:

· Regulation and policy
· Resource management
· Human resources and training
· Transportation

· Facilities

· Communications

· Public information and education and injury prevention
· Medical direction
· Trauma systems

· Evaluation

· Integration of health system
The EMS Authority, the EMSC Technical Advisory Committee, and the EMSC coordinators group will use this final report to assist them in future EMSC projects.
6.  Data Collection and System Evaluation

EMS Data and Information Services Programs

Data Systems Development 

The EMS Authority’s Information Systems Division (ISD) is responsible for providing the technical equipment and assistance needed to support each program’s goals.  This includes:

· The purchase and installation of new hardware and software.
· The development and maintenance of the EMS Authority’s Web site. 
· The maintenance of electronic communications.
· The development and maintenance of the EMS Authority’s Operational Recovery Plan. 

· The provision of technical assistance to programs in the design and development of applications/systems.

The ISD reviews and makes recommendations on all grant requests from LEMSAs for funds for hardware and software through Prevention 2010 grants.  These funds are allocated only when the LEMSA can demonstrate that the project to be undertaken will have a statewide benefit. 

Program Accomplishments
The California EMS Information System (CEMSIS) is a project undertaken by the ISD that will house a statewide database that will available via the Internet by EMS stakeholders throughout the state. Initially, only LEMSAs will be able to access the system as the cost for generalized use is prohibitive. Ultimately that database will contain patient outcome information when the Office of Statewide Health Planning and Development (OSHPD) make the data available in late 2004.  As part of that project, workgroup participants created a new California EMS data specification that represents the EMS stakeholder community.

Data Standards 
The ISD is responsible for the design, development, implementation, and maintenance of a statewide database to support local quality improvement and administrative efforts.  As part of the CEMSIS project described above, the ISD is working with stakeholders throughout the state in defining business rules and establishing a data set and processes for submitting data to the database.
Program Accomplishments 

The EMS Authority's ISD was established in 1990 with the receipt of grant funding from the California Office of Traffic Safety (OTS) with funding from the National Highway Traffic Safety Administration (NHTSA) to accomplish the following goals: 

· Increase and improve data capacities and capabilities for the LEMSAs.
· Standardize data collection of prehospital and trauma data from LEMSAs; 

· Develop an aggregated, statewide database for prehospital care.
· Study the efficacy of EMS systems and traffic safety measures and conditions.  
· Reduce morbidity and mortality associated with traffic injuries in California by expanding the role of EMS personnel in injury control activities. 

One of the ISD's major objectives has been the creation of the Sensitivity Index (SI) and a related data project that links prehospital, police traffic, and patient outcome data in order to analyze the state's care of vehicular crash victims. The CEMSIS project is the first in a series of steps to accomplish that objective.  All successive steps will utilize the data repository that has been created as part of the CEMSIS project.  Another major objective was accomplished by the Data Ad Hoc Group, a subcommittee of the Vision System Evaluation and Improvement Committee.  They examined existing local, state, and national EMS data practices and produced a core data set for California EMS.  The creation of the prehospital data set was also completed in conjunction with the CEMSIS project.  A separate effort is underway to add trauma information to that core data set.
7.  Public Information and Education

Injury Prevention and Public Education

Prevention and public education is part of the EMS Authority’s mission to coordinate and integrate emergency medical care and preventive services.  The California EMS Vision Project, the NHTSA Assessment of California, the Centers for Disease Control and Prevention, and the National Association of EMTs have all defined injury prevention and public education as valuable components of EMS.  While these are not mandated functions for the EMS Authority, the Authority is committed to helping reduce the numbers of preventable deaths and injuries in California as well as their related human and financial costs.  The EMS Authority encourages involving EMS personnel in injury and illness prevention programs, including promoting first aid and CPR training for the public and teaching the appropriate use of the 911 system.  In addition, the most recent revisions to the U.S. Department of Transportation national training curriculum for paramedics and EMT-Intermediate include coursework in prevention and public education.

(H&SC 1797.103, 1797.105)
Program Accomplishments

Funding of Local EMS Projects

For over 12 years, the EMS Authority has been promoting the growth of prevention and public education activities in California’s EMS community, and encouraging the training of EMTs and paramedics in prevention strategies.  The EMS Authority’s program began in 1991, with the development of the Partnership for Injury Prevention Program (PIPP), designed to reduce morbidity and mortality associated with traumatic injuries in California.  Through an Office of Traffic Safety (OTS) grant, the program produced a Pedestrian Safety Task Force and State Plan, for which the EMS Authority won a traffic safety award, and a Prevention Clearinghouse.   In 1994, the Authority held a joint Injury Prevention and Data Conference.  Throughout the decade, the EMS Authority has provided block grant funding and technical assistance to over a dozen LEMSAs that implement prevention or public education programs in their communities.  These successful programs have included childhood pedestrian and bicycle safety projects, teen violence and suicide prevention, grief support and CISD training, public first aid and CPR training, elderly injury and suicide prevention, stroke education, domestic violence prevention, and teen drunk-driving prevention.  The EMS Authority also funded the development and distribution of an injury and violence prevention training curricula for EMTs and paramedics, titled "Accidents Aren't," which has been used throughout California and in other states.  

Coordinating With Other State and Federal Agencies

The EMS Authority has served on a number of committees and task forces, alongside other state departments and federal agencies, to work toward common prevention-related goals.  In 2000, the EMS Authority’s injury prevention program was one of a dozen different states’ such programs featured in a federal publication as having developed a successful program through a partnership with OTS.  An EMS Authority representative is currently serving on the Older Californian Traffic Safety Task Force along with representatives of the California Highway Patrol and OTS.
Web Site and Registry

The EMS Authority maintains an Injury Prevention Web site, which includes an Injury Prevention Registry developed by Vision Project committee members.  The registry includes a list of successful programs, a comprehensive list of injury-related data, a program development instructional resource, links to other sites, and an events calendar. 

Current Office of Traffic Safety (OTS) Grants

The EMS Authority is currently working on two OTS grant projects on high school traffic safety education.  One runs from October 2001 to March 2004, and the other runs from January 2004 to December 2005. The first, titled “First There, First Care–Bystander Care for the Injured” (a program designed by NHTSA) , is bringing emergency roadside care training to high schools in 11 rural counties in Northern California.  The program has two primary objectives: (1) to teach the students to assist the injured at a crash scene, including airway and bleeding control; and (2) to reinforce the consequences of unsafe driving.  EMSA selected high school juniors and seniors for the “First There, First Care” program because recent California Highway Patrol data indicated that 17-19 year-old drivers are responsible for 10 percent of all automobile crashes, and because they are likely to be driving on weekend evenings when most serious crashes occur.   Each student is given a first aid kit and a certificate signed by the EMS Authority’s Director.  Students and schools are assured freedom from litigation by crash victims through the “Good Samaritan” provision of the Health and Safety Code.  The project intends to reach over 1,000 students and to follow up to determine skill usage.  
Figure 5, First There, First Care Class Locations, Appendix E, p. 138

The grant project that began in October 2003 is titled “Drive Sober, Arrive Safe:  High School DUI Education” and will follow an approach similar to the “Every Fifteen Minutes” or “Sober Grad” programs by using a staged crash on school grounds, complete with fatally and severely injured students (with mock wounds) to dramatize the dangers of driving while under the influence.  This program will also be staged in rural Northern California high schools.   Videos will be made of the training and distributed with training manuals to high schools throughout the state.
Poison Control System 

The EMS Authority oversees the operation of California’s statewide Poison Control System.   Poison control services can help to save lives, prevent disabilities, and reduce healthcare costs.  These are provided free of charge and can be accessed statewide through a single, toll-free telephone number.  The EMS Authority’s responsibilities for California’s statewide Poison Control System include the following: developing state standards for poison control services and poison centers, designating and monitoring the poison control services contractor, evaluating poison control system operations and site reviews of poison center answering points, providing technical assistance to poison control center administrators, and providing assistance to the poison control services contractor in identifying sources of funding to support their operations.

(H&SC Division 2.5, Chapter 6, Article 4)
Program Accomplishments 

California’s current Poison Control System, which was selected through a competitive bidding process, began official operation in January 1997 with answering points in Fresno, Sacramento, San Diego, and San Francisco.  The central office of the system is located in San Francisco.  Each year the system handles 360,000 statewide calls from the public, health professionals, and 911 as well as calls regarding health education.  

8.  Disaster Medical Response 
Disaster Medical Services Preparedness and Response

The EMS Authority is designated the lead State agency for disaster medical services preparedness and response by Division 2.5 of the Health and Safety Code, the State Emergency Plan, and Administrative Orders from the Governor’s Office of Emergency Services (OES).  The EMS Authority is responsible for planning, and if necessary, managing the State’s medical response to a major disaster under the overall direction of OES.  As required by OES, the EMS Authority, along with all other State agencies, utilizes the Standardized Emergency Management System (SEMS) and Incident Command System (ICS) in the conduct of its disaster response activities.

The EMS Authority provides medical resources to local governments in support of their disaster response.  This may include the identification, acquisition, and deployment of medical supplies and personnel from unaffected regions of the State to meet the needs of disaster victims.  Response activities may also include arranging for the evacuation of injured victims to hospitals in areas or regions not impacted by a disaster 
The medical response to disasters requires the contribution of numerous entities.   Many of these entities, such as the military, are not part of the traditional, “day-to-day” EMS system, yet they are critical to minimizing death and human suffering during and in the aftermath of a large-scale medical emergency. The EMS Authority works closely with OES, the Departments of Health and Social Services, the California National Guard, and other local, State, and federal agencies to improve disaster preparedness and response.  The EMS Authority also works closely with the private and not-for-profit sectors, hospitals, ambulance providers, and medical supply vendors.

Responsibilities for disaster medical services preparedness and response include the following:

· Leadership in developing and addressing hazard-specific (e.g., terrorism and earthquakes) and population-specific (e.g., sheltering of the medically fragile) issues.

· Development and maintenance of disaster medical response plans, policies, and procedures.
· Provision of guidance and technical assistance to LEMSAs, county health departments, and hospitals for the development of local disaster medical plans, policies, and procedures.
· Enhancement of state and local disaster medical response capabilities through the development of civilian-staffed volunteer Disaster Medical Assistance Teams (DMATs), response management teams, disaster medical communication systems, and a statewide medical mutual aid and mutual assistance cooperative systems.
· Testing of disaster medical response plans through periodic exercises with local, State, and federal agencies and the private sector.
· Provision of disaster medical preparedness and response training and education to governmental response agencies and healthcare providers.
· Management of California’s medical response to a disaster.
· Field response coordination and logistical support of DMATs.
(H&SC Division 2.5, Chapter 3, Article 4)
Program Accomplishments 

The EMS Authority has revised the EMS Authority Disaster Medical Response Plan and is in the process of draft review and input before submission of the document for approval.  In addition, a draft Regional Disaster Medical Response Plan template has been created and is available through the EMS Authority.  The template for regional disaster medical response plans will assist the mutual aid regions in developing or revising their disaster medical and health plans.  

The Disaster Medical Standards Project, a project funded through an EMS Authority Prevention 2000-01 block grant, has created a set of standards defining the LEMSAs roles and responsibility in planning for and providing an effective disaster medical system in their jurisdiction(s).  The Commission on EMS adopted the standards as state guidelines in June 2003.  The EMS Authority will begin the process of codifying those guidelines into regulations beginning in August 2003.

The EMS Authority participates in numerous State and federal committees and task forces to provide disaster medical response expertise in creating State and national policies for meeting the medical needs of disaster victims.  The EMS Authority was instrumental in establishing the California Health and Human Services Agency’s Disaster Coordinating Council, which brings together other State departments that are concerned with meeting the direct needs of disaster victims.  The EMS Authority served as the only State government representative to collaborate on the emergency management white paper produced by the Joint Commission on Accreditation of Healthcare Organization’s (JCAHO) to address hospital disaster preparedness and response.

The EMS Authority’s department response plans and operating procedures are being developed, revised, and updated.  Department-wide disaster medical response training is conducted on an annual basis.   Departmental staff also participates in local, State and federal disaster seminars and exercises as course instructors and exercise controllers.

The day-to-day EMS system (including hospitals and ambulance providers) provides the cornerstone to medical response and capabilities in a disaster.  To promote preparedness and raise the level of disaster awareness in the healthcare community, the EMS Authority plans and coordinates an annual statewide Disaster Medical and Health Disaster Exercise each November.  The exercise, now in its fifth year, involves over 300 hospitals, over 100 ambulance providers, amateur radio operators, and local and State governments. 

In preparation for the annual exercise, the EMS Authority convenes three statewide disaster medical and healthcare conferences in the month prior to the event.  The conferences present best practices and disseminate timely medical information regarding response to disaster issues.  The focus over the last three years has been on terrorism issues, including chemical, biological, and nuclear threats.  Average attendance for the conferences is more than 1,200 attendees.
The EMS Authority has emphasized terrorism preparedness and response and escalated these activities subsequent to the terrorist attacks in September 2001 and subsequent anthrax attacks.  The EMS Authority is a member of the State Strategic Committee on Terrorism (SSCOT) and the State Threat Advisory Committee.   The Authority co-chairs the SSCOT medical and health working group to develop policy recommendations to the Administration on terrorism response issues.  EMS Authority staff participates in SSCOT sub-committees that address radiological, chemical, equipment, volunteer, and training issues.  

The EMS Authority has convened a working group of hospital and health system experts to develop statewide approaches to emergency management issues.  Through a consensus process, the Disaster Interest Group has developed landmark protocols and best practices for response to hospital hazardous materials and decontamination (including chemical terrorism) along with recommendations for staff guidelines for Personal Protective Equipment.  This “for hospitals, by hospitals” approach has been highlighted by JCAHO and the American Hospital Association (AHA) to use in national disaster planning models.  

JCAHO and AHA have also highlighted California’s Hospital Emergency Incident Command System (HEICS) model as a prototypical management tool for hospital disaster response.  HEICS has been developed and continuously updated under grants from the EMS Authority to Orange County and San Mateo County LEMSAs.  HEICS adapts field ICS principles for the hospital setting. These methods have demonstrated success in several disaster events, and enabled hospitals to coordinate internal and external emergencies.  The EMS Authority is now planning to develop a fourth version of the HEICS model to include a component on weapons of mass destruction, clinic and outpatient facility models, and instructor and student training syllabuses and course materials.  With the majority of California hospitals utilizing HEICS, as well as over a thousand hospitals nationally and worldwide, the EMS Authority and its public and private healthcare partners in California continue to demonstrate leadership disaster planning and preparedness.

In March 2002, the EMS Authority assumed leadership of the Health Resources and Services Administration (HRSA) award to the State of California for $9.9 million to enhance the planning and preparedness of emergency departments, hospitals and other healthcare providers to respond to and manage a bioterrorism event or other outbreak of infectious disease.  As required by HRSA, the EMS Authority formed a Hospital Bioterrorism Preparedness Planning Committee (HBPPC) to oversee a statewide hospital and clinic needs assessment, and develop an implementation plan to utilize the funding to enhance hospital preparedness.   
The HBPPC established the following priorities, which were adopted by the Administration , for funding this first year:
1. Communications;

2. Medications (Pharmaceuticals);

3. Personal Protective Equipment;

4. Decontamination Facilities

5. Surge Capacity

6. Smallpox

7. Standardized Training Programs for Healthcare Providers

8. Clinic Focus-enhancement of general and terrorism emergency management planning and preparedness
9. Statewide Standardized Training Program

The EMS Authority’s approach to management and coordination of the funds was cited by HRSA as one of the more effective models in its report to Congress on the national implementation of the Disaster Medical Services Preparedness and Response Program.

In 2002, EMSA confirmed the need for Ambulance Strike Teams or Medical Task Forces and regional ambulance deployment as a critical resource for California disaster planning and preparedness, whether the event is caused by terrorism, a hazardous materials accident, or natural disaster.  

Ambulances have self-dispatched in past California disasters (e.g., Loma Prieta and Northridge earthquakes as well as Northern California floods in 1997).  Managing single resources becomes cumbersome, and self-dispatching can cause negative consequences.  However, the supervision of resources organized in task forces or teams is a proven manageable model.  To provide the best possible response during a major disaster in the state, the EMS Authority convened a task force to develop recommendations for one unified system that combines the resources of public and private ambulance providers under the State’s disaster management process.   This disaster medical response system will process and provide supplemental ambulances and personnel to "impacted counties" whose resources are overwhelmed by an emergency.   
The task force recommendations were adopted by the Commission on EMS in June 2003 as guidelines for Ambulance Strike Teams to provide an organized, deployable asset that will be fully integrated into the ICS structure for major disaster response.

In the development of both the HRSA and Ambulance Strike Team programs, communications were identified as a top priority to connect field responders, hospitals, clinics and coordinative entities including local dispatch centers, EMS agencies, health departments and emergency operations centers.  The EMS Authority has long recognized the need for dedicated tactical and strategic disaster communications systems to meet medical response requirements.  The EMS Authority is working to improve and enhance disaster medical communication systems by participating in the refinement of the Governor’s Office of Emergency Services’ (OES) Response Information Management System (RIMS), linkage of RIMS with other disaster communication platforms, the development and coordination of a statewide amateur radio net, and the identification of frequencies for ambulance response. 
In carrying out the EMS Authority’s leadership role, the department reconvened the SEMS Shelter Medical Group and has held monthly meetings since October 2000.  The EMS Authority has led the group in the development of a strategic plan and the development of a local government “tool kit” to implement the Medical Shelter Report recommendations.  The implementation of these recommendations is intended to improve local government and healthcare providers’ understanding of issues affecting sheltering the medically fragile and to offer viable solutions.

Regional Disaster Medical Mutual Aid Response System

California’s medical response to disasters is based in large part on the redirection of medical resources from unaffected areas of the state to the area affected by the disaster.  The system to facilitate this redirection is the medical and health mutual aid system.  This system utilizes Regional Disaster Medical/Health Coordinators (RDMHC), as defined in Health and Safety Code Section 1797.152. These RDMHCs are local health department, LEMSA, or OES officials who coordinate the acquisition of resources in unaffected areas of the state for use in disaster areas.  The RDMHCs represent the policy interests of the region and the State as they relate to medical and health mutual aid and the development of a regional response system of the various operational areas within the mutual aid region.

The EMS Authority developed the Regional Disaster Medical/Health Specialist (RDMHS) concept to provide staff support to the RDMHC. The purpose of this designation is to improve the provision of medical and health emergency response within the mutual aid regions.  The RDMHS assists in the development of a coordinated regional medical and health response system.  The RDMHS works with the RDMHC and receives policy guidance and direction from the RDMHC concerning regional issues.  As a regional representative of the State, the RDMHS also receives policy guidance and direction on timely issues from the EMS Authority in coordination and cooperation with the Department of Health Services (DHS).  The EMS Authority has provided annual funding for each of the six RDMHS personnel, one in each of the six OES mutual aid regions.  The RDMHS implements the program through annual contract objectives in a contract between a LEMSA within the mutual aid region and the EMS Authority.

Responsibility for the Regional Disaster Medical/Health Response System includes the following:

· Management and improvement of the region medical and health mutual aid and mutual assistance cooperative systems.
· Coordination of medical and health resources.
· Support development of the Operational Area (county-wide) Medical and Health Disaster Response System.
· Support the State medical and health response system through the development of information and emergency management systems.

Due to General Fund reductions in the EMS Authority’s local assistance funding, the RDMHS Program will be restructured beginning in the fiscal year 2004-2005 budget.  The revamped program will result in a more refined system with a reduced number of RDMHS position each serving more counties.  

Program Accomplishments 

RDMHS personnel have coordinated response to several actual and potential medical disaster events.  They are working to strengthen alerting, reporting, and information management systems based upon lessons learned.  RDMHS personnel have provided technical assistance to counties in developing their disaster plans, coordinating exercises, and promoting statewide response standardization to address common operating procedures and methodologies.   

The two Southern California RDMHS personnel have developed a cooperative assistance agreement that provides a mechanism for medical resource acquisition, particularly for non-governmental suppliers and responders, across county lines.  The agreement was adopted by 11 counties comprising 60 percent of the state’s population.  All the RDMHS staff are now working with the EMS Authority on drafting a statewide cooperative assistance agreement. 

Disaster Medical Field Response System

In response to a major disaster, the EMS Authority initiates and manages a disaster medical field response and support organization.  This occurs in three parts:  (1) providing staffing for state-level medical response policy direction and the acquisition of medical resources at emergency operation centers; (2) Providing direct management support to deployed medical resources; and (3) developing and maintaining California’s Disaster Medical Assistance Teams (DMATs).

EMS Authority Disaster Staffing – In the event of a disaster, the department will establish a Joint Emergency Operations Center (JEOC) in conjunction with the Department of Health Services (DHS).  Staff assigned to the JEOC are responsible for coordinating statewide and some nationwide procurement of public and private medical supply and personnel resources to support emergency medical and public health operations in the disaster area.  The EMS Authority sets State medical policy and direction while DHS sets State public health policy and direction.

In addition to the JEOC, EMS Authority usually provides staff at a variety of other emergency operation centers including the OES State Operation Center (SOC) in Sacramento and three Regional Emergency Operation Centers (REOCs) as well as the EMS Authority Department Operation Center (DOC).  At these various centers, the EMS Authority staff provides disaster medical expertise, coordinates with other responding disciplines, and acts as the medical liaison between the operation center and the EMS Authority.  The DOC provides support to staff assigned to other locations.

Management Support Team

The EMS Authority, at both the State level and working in coordination with the federal government, is creating a California and west-coast Management Support Team (MST) to provide on-scene management and logistical support to a deployed DMAT or other medical resource.  The, west-coast MST is the result of a groundbreaking California/National Disaster Medical Services System Memorandum of Understanding to improve the country’s rapid medical response capabilities.  The MST is comprised of individuals trained to provide initial operational and logistical support for the DMAT responding to a disaster in the western states.  As part of this effort, the EMS Authority has a cache of emergency vehicles, equipment, and medical supplies stored in a Sacramento warehouse to be deployed in support of the disaster response.  

Disaster Medical Assistance Teams (DMATs)
The response in California’s disasters, as well as those in other parts of the country and around the world, has proven the efficacy of rapid deployment of trained volunteer DMATs.  The EMS Authority, in cooperation with the Department of Homeland Security National Disaster Medical Services System (formerly under the U.S. Public Health Service), has developed a network of volunteer DMATs to provide supplemental or replacement medical care and other services to communities impacted by natural and technological disasters as well as terrorist events.  The California DMATs are part of the Department of Homeland Security’s national network of response teams.  Each team is composed of approximately 35 - 100 civilian volunteers from the medical, health, and mental health professions. California DMATs practice providing disaster medical care services in annual exercises organized by the EMS Authority. 

Program Accomplishments  

EMS Authority Disaster Staffing

Management Support Team
In recent years, the EMS Authority has expanded its EOC responsibilities to include on-site management support.  The EMS Authority participated as part of the MST in several recent deployments, including the National Democratic Convention in Los Angeles; World Trade Organization demonstrations in Seattle; 2001 terrorist attacks in New York City, Winter Olympics in Salt Lake City, and Top Off II exercise in Chicago and Seattle.  In support of its MST function, the EMS Authority leased warehouse space to hold west coast DMAT and MST caches.   The department purchased several emergency vehicles and trailers as well as and medical equipment and supplies.
Disaster Medical Assistant Teams (DMATs)
The EMS Authority provides ongoing maintenance and development of the California DMATs through State General Fund contracts.  Funds are used for equipment, storage space, part-time staff, and training.  The EMS Authority has supported the development of a new Northern California DMAT, CA 11.   

Funding for the State DMAT Program was recently reduced by 50 percent due to State budget cuts.  

The EMS Authority provides an annual field training exercise for DMATs.  The exercise provides the opportunity for all California DMATs (including the Mental Health Specialty DMAT) as well as teams from other western states to practice field living and medical treatment skills and interfacing with local responders and the military in a major medical response.  Over 400 participants normally participate. 

An additional field training activity has been introduced in recent years.  In cooperation with the California National Guard, the EMS Authority has sponsored DMAT and MST participation in overseas deployment with the Ukraine.  As part of the State Partnership for Peace Program, California MST and DMAT members have traveled to the Ukraine to train with Ukrainian counterparts in realistic field and EOC events.  The training has provided unique cultural and professional opportunities for the California participants to interact with the Ukrainian counterparts and demonstrate American approaches to field medical care and emergency management.  In turn, the Ukrainians have provided information on the services and approaches they have used in responding to their own disasters and providing international assistance to victims of the catastrophic earthquakes in Turkey and India.

A new activity for the California DMATs is medical support for the California Department of Forestry (CDF) during the annual wildland fire campaign.  On a pilot basis, five-member DMAT response groups supported and coordinated by the EMS Authority began support to CDF during summer 2002.  Medical care services provided by the DMATs enabled firefighters to remain on the fire lines rather than be transported to distant healthcare facilities.  The program has been extremely well received and will be expanded during future years as it provides an excellent opportunity to engage the volunteer DMATs in annual service to California.

V. EMS SYSTEM FIVE YEAR PLAN
The State Commission on EMS approved this EMS State Plan on December 9, 2003.  The plan will be published and distributed throughout the state and will be made available on the EMS Authority’s Web Site.  Implementation of the plan will begin immediately and progress toward goals will be evaluated and reported to the Commission on EMS on a regular basis, with a final report issued no later than August 1 of each year.  The plan will be reviewed and revised as necessary every five years.

Timelines in the plan are as follows: Short term (within two years), Long term (three to five) years, and continuous (ongoing activity).  
1.  System Organization and Management

INTRODUCTION

A cohesive, structured system is necessary to provide quality patient care throughout California. The EMS system requires adequate funding, standardization to ensure optimum efficiency, and a clearly outlined governance structure by which decisions are made.

GOAL

To ensure an effective and efficient organizational structure exists at the state and local level that provides for system planning, which includes stakeholder input; a coordinated process for system implementation, local and statewide system oversight, and a process to ensure the availability of all necessary system resources.  
OBJECTIVE

1. Develop a mechanism to ensure involvement and collaboration of local EMS constituent groups in local EMS planning activities.  
	Action Steps
	Timeline

	Mandate Emergency Medical Care Committees with a minimum specified representation and greater responsibilities.
	Long term

	Evaluation: 


2. Continue the work of the Vision Project and implement the State EMS Plan objectives.  
	Action Steps
	Timeline

	Establish statewide EMS committee structure recommended by Planning Implementation Committee.
	Short term

	Implement recommendation of Vision Governance Committee to utilize stakeholders to review and revise statutes, regulations, and system guidelines prior to release for public comment by inclusion of policy in EMSA Policy and Procedure Manual.
	Short term

	Implement State EMS plan utilizing principles identified in the Quality Improvement Program Guidelines.
	Long term

	Evaluation: 

	


3. Continue to seek and identify sources of funding for EMS system activities for administration, system planning, and evaluation activities.  
	Action Steps
	Timeline

	Encourage LEMSAs to apply for block grant funding for projects with statewide implication.
	Continuous

	Provide technical assistance to LEMSAs for availability of federal funds for EMS.
	Continuous

	Explore the EMS Authority obtaining federal funds to improve the system.
	Continuous

	Evaluation: 

	Long term


4. Implement assessment and technical assistance reviews of LEMSAs, at periodic intervals, based upon EMS Systems Standards and Guidelines.  
	Action Steps
	Timeline

	Complete interagency agreement with CSUS for consulting on revision of EMS System Standards and Guidelines.
	Short term

	Develop assessment tools for LEMSAs specific to the EMS System Standards and Guidelines, incorporating the work from Vision Group D.
	Short term

	Continue Local EMS Plan Review Process and update to remain consistent with revised EMS System Standards and Guidelines.
	Continuous and long term

	Begin assessment and technical assistance reviews of LEMSAs.
	Long term

	Evaluation: 

	


5. Ensure that the EMS Authority has formal statewide medical direction at all times.  
	Action Steps
	Timeline

	Facilitate stakeholder collaboration and negotiation to introduce legislative language developed to allow a non-physician Director, with a contract medical consultant who is Board Certified in Emergency Medicine developed through Vision Group B.
	Short term

	Include EMS Authority commitment to ensuring medical direction in the EMS Authority Administrative Policy Manual.
	Short term

	Ensure language developed is consistent with statutory requirements.
	Short term

	Evaluation: 

	


6. Ensure that the special needs of rural communities are adequately addressed in Local EMS plans and in any new regulations. 
	Action Steps
	Timeline

	Strengthen rural communities’ component in the EMS System Standards and Guidelines through the revision process.
	Short term

	Consideration for rural communities’ needs will be addressed in any new regulations or guidelines from the EMS Authority.
	Continuous

	Evaluation: 

	


7. Address specific needs of children, older adults, and other special needs populations through integration into EMS system planning. 

	Action Steps
	Timeline

	Adopt U.S. Department of Transportation (U.S. DOT) standard curriculum for all levels of prehospital care.  
	Short term

	Integrate requirement for special needs individuals system planning into the revision of the EMS System Standards and Guidelines.
	Continuous

	Integrate considerations for other special needs populations, including older adults and persons with disabilities, into disaster system planning.
	Continuous

	Evaluation: 

	


2.  Staffing and Training
INTRODUCTION
EMS in California has grown substantially since the establishment of the EMS Authority in the Health and Safety Code that went into effect in 1980, with the appointment of the Director of the Authority in 1981.   When the EMS Authority took over the licensing function for paramedics in 1994, there were approximately 6,000 paramedics in the state.  This number has grown to over 12,000 in 2002.  In addition, there are approximately 60,000 EMT-I’s in the state.  This unprecedented growth in personnel has driven the need to standardize training and staffing throughout California to provide a more efficient system as well as fostered high quality personnel.   

Goal

Ensure uniformity and quality in the education and performance of all EMS personnel.  
Objectives
1. Develop consistent regulations and standards for EMS personnel training and licensing, certification, accreditation, and medical direction and management.  
	Action Steps
	Timeline

	Revise paramedic regulations to improve and update sections on continuous quality improvement (CQI), scope of practice, continuing education, training, and licensing as identified and developed through the Vision Process, EMS Authority, and Paramedic Task Force.
	Short term

	Revise EMT I regulations to be consistent with the National Standard Curriculum, including the subjects of training and EMT-I basic and optional scope of practice.
	Short term

	Adopt the National Registry written and skills exams as the standardized exam statewide.
	Short term

	Update the EMT-I regulations to meet the need for prehospital personnel to be trained for preparation, response, and treatment of a terrorist event.
	Short term

	Update the EMT-I CE requirements to be consistent with the paramedic regulations.
	Short term

	Improve the EMT-I training program approval process.
	Short term

	Revise and update the EMS Authority’s publication #112 for requesting local optional scope of practice and trial studies.
	Short term

	Evaluation: 

	


2. Adopt uniform statewide disciplinary guidelines for all levels of EMS personnel.  
	Action Steps
	Timeline

	Standards for the denial and revocation of a paramedic license and Recommended Guidelines for Disciplinary Orders and Conditions of Probation were developed and became law (Paramedic Regulations, Chapter 4, Division 9, Title 22, CCR) on July 10, 2002.
	Short term

	A draft of Recommended Guidelines for Disciplinary Orders and Conditions of Probation for EMT-I and EMT-II personnel certification actions has been developed and will undergo the rulemaking process for inclusion in regulations (Chapter 6, Process for EMT-I and EMT-II Certification Disciplinary Action, Division 9, Title 22, CCR).
	Long term

	Evaluation: 

	


3. Develop a statewide EMT-I registry.  
	Action Steps
	Timeline

	Explore the feasibility of utilizing an EMT-I registry developed through a private contractor.
	Short term

	Work with DGS to redesign the paramedic database.
	Long term

	Explore possibility of developing a Paramedic Program Unit database enabling various certifying authorities to add EMT-I information.
	Long term

	Evaluation: 

	


4. Implement standardized EMT-I curriculum and testing.  
	Action Steps
	Timeline

	Begin EMT-I regulatory revision to implement EMT-I task force recommendations.
	Short term

	Evaluation: 

	


5. Encourage associate degree and bachelor’s degree programs in EMS in California through collaborative efforts with academic institutions and training centers.  
	Action Steps
	Timeline

	Accredit paramedic training programs by the Educational Quality Committee on Accreditation of Educational Programs for EMS Professions.
	Short term

	Open a dialogue with constituent groups on development of paramedicine as a degree program.
	Long term

	Evaluation: 

	


6. Revise public safety regulations to encourage U.S. Department of Transportation (U.S. DOT) First Responder National Standard Curriculum training for firefighters, peace officers, and lifeguards who have medical response as their majority responsibility.
	Action Steps
	Timeline

	Evaluate efficacy of project for feasibility of statewide implementation of a first responder course for public safety personnel.
	Long term

	Evaluation: 

	


7. Adopt the U.S. DOT’s National Standard Curricula for all levels of EMS personnel.  

	Action Steps
	Timeline

	Revise EMT-I and paramedic regulations to include the U.S. DOT National Standard Curricula.
	Short term

	Evaluation: 

	


8. Standardize first aid, CPR, and preventive health training for workers in licensed childcare facilities.  

	Action Steps
	Timeline

	Publicize approved training programs and areas served.  
	Short term

	Develop promotional brochure advocating CPR, first aid, and preventive health training for childcare providers to be distributed to community resource and referral centers.
	Long term

	Evaluation: 

	


9. Standardize first aid training for school bus drivers.  

	Action Steps
	Timeline

	Update standards after consultation with the State Department of Education, the California Highway Patrol, and the Department of Motor Vehicles pertaining to first aid training of school bus drivers.
	Long term

	Evaluation: 

	


10. Continue to seek and identify funding sources for EMS education and training activities.  

	Action Steps
	Timeline

	Research current grant funding sources through networking with education professionals and post information on the EMS Authority’s Web site.
	Continuous

	Provide technical assistance to education professionals seeking funding opportunities.
	Continuous

	Evaluation: 

	


3.  Communications 

INTRODUCTION
Improved public safety communications has become an issue of national concern.  Improving communications systems has been identified as one of 14 categories proposed for continued development by the National Highway Traffic Safety Administration’s “EMS Agenda for the Future.”  California is committed to improving and maintaining a cohesive communications structure that will serve the needs of California’s population in any disaster or emergency incident.  

Goals
To provide coordinated EMS communications systems with all partners to provide effective links for EMS providers throughout California.

Objectives
1. Encourage use of Emergency Medical Dispatch (EMD) as well as the provision of pre-arrival medical instructions for primary or secondary public safety answering points (PSAPs), which dispatch EMS calls or interact with callers reporting EMS incidents.  

	Action Steps
	Timeline

	Increase number of PSAPs that use EMD by:
-Adopting the state EMD Guidelines.
-Supporting legislation for qualified immunity for emergency medical dispatchers based on the EMD Guidelines.
-Surveying PSAPs in California for number of dispatch agencies using EMD for baseline data.
-Surveying state annually to assess increase in EMD use.
-Providing assistance in securing grant funding for EMD training and implementation of an EMD program.  
	Short term

Short term

Long term

Ongoing

Ongoing

	Evaluation: 

	


2. Obtain liability protection for certified/licensed dispatchers who provide emergency instructions following approved EMD protocols.  

	Action Steps
	Timeline

	Establish a committee to negotiate and introduce legislation establishing liability protection.
	Long term

	Evaluation: 

	


3. Ensure the State EMS Communications Plan is coordinated with other communication systems and integrated with public safety.  

	Action Steps
	Timeline

	Participate on the State Public Safety Radio Strategic Planning Committee.
	Ongoing

	Evaluation: 

	


4. Implement the State EMS Communications Plan through development of models/templates that will integrate communications throughout all EMS system components. 

	Action Steps
	Timeline

	Complete the Office of Traffic Safety (OTS) communications grant to produce local plan templates.
	Short term

	Incorporate template into State EMS Communications Plan.
	Short term

	Establish a statewide committee to review existing draft communications plan and revise to make it consistent with the local model developed through the OTS grant.
	Long term

	Evaluation: 

	


5. Identify and adopt multiple coordination frequencies (e.g., command, travel, tactical, etc.) to be used by the EMS system in the event of medical disasters.    

	Action Steps
	Timeline

	Develop a frequency plan with the Department of General Services’ (DGS) Telecommunications Division, the EMS Authority, and the LEMSAs.
	Long term

	Evaluation: 

	


6. Integrate a linked EMS radio system for all EMS system infrastructure components–dispatch centers, ambulance and EMS units, and hospitals. 
	Action Steps
	Timeline

	Secure 700 megahertz frequencies for statewide EMS use.
	Short term

	Monitor Federal Communications Commission (FCC) reports and new orders on radio frequency allocations.
	Ongoing

	Evaluation: 

	


7. Publish and maintain a statewide EMS communications handbook identifying PSAPs, radio frequencies, etc.   

	Action Steps
	Timeline

	Convert existing communications handbook to a Web-based format.
	Short term

	Survey counties to identify current communications system (e.g., frequency, mutual aid, emergency departments, providers).
Revise handbook and post on-line.
Enable LEMSAs to update information on-line.
	Short term
Short term

Long term

	Evaluation: 

	


8. Partner with Department of General Services’ (DGS) 911 Program and the California Highway Patrol to develop an integrated system for a wireless 911 system.  

	Action Steps
	Timeline

	Participate with lead agencies to ensure EMS needs are represented statewide.
	Ongoing

	Evaluation: 

	


4.  Response and Transportation

INTRODUCTION

EMS provides the necessary response and transportation to patients who enter the system through a variety of access points.  Appropriate transportation and response is critical to providing adequate patient care.  

Goal
EMS will be delivered to the patient through a system accurately matching resources to patient need.  

Objectives
1. Revise EMS System Standards and Guidelines to recommend that all ambulances with basic life support (BLS) staff are equipped with automated external defibrillators (AEDs). 
	Action Steps
	Timeline

	Add language “BLS-staffed ambulances should be equipped with AEDs” as a recommended guideline.
	Short term

	Evaluation: 

	


2. All ambulances should be equipped with standard statewide radio channel(s) to allow for disaster coordination. 
	Action Steps
	Timeline

	Designate CALCORD as a communications channel for vehicle-to-vehicle communications.
	Short term

	
	

	Evaluation: 

	


3. All ambulances should be constructed and equipped to U.S. DOT KKK-1822 standards. 

	Action Steps
	Timeline

	Survey LEMSAs to discern current status of meeting this standard.
	Short term

	Work with CHP to adopt National Standard for California.
	Long term

	Require LEMSA to include in RFP when establishing an EOA.
	Long term

	Evaluation: 

	


4. All ambulances should be equipped with Automatic Vehicle Locator (AVL) systems to allow for dispatch of the closest and most appropriate unit. 

	Action Steps
	Timeline

	Designate a portion of the EMS Authority block grant funding to develop necessary radio and technical infrastructure statewide.
	Short term

	Add this requirement in the recommended category of the EMS System Standards and Guidelines.
	Short term

	Require the EMS Authority communications dispatch coordinator to remain abreast of new funding opportunities and distribute this information to counties.
	Ongoing

	Evaluation: 

	


5. Facilitate resolution of issues regarding air medical services in California.  

	Action Steps
	Timeline

	Map air ambulance coverage throughout California.
	Short term

	Evaluate efficiency of coverage based on mapping.
	Short term

	Evaluation: 

	


5.  Facilities and Critical Care Centers

INTRODUCTION

Trauma is the leading cause of death in people 1-40 years old; the fourth leading cause of death for all ages behind heart disease, cancer, and stroke; and the leading cause of disability for all ages.  It is critical that trauma care systems be in place in all areas of California to immediately move trauma patients to an appropriate facility.  Like trauma care, the Emergency Medical Services for Children (EMSC) system is a specialty care subsystem of the general EMS system.  The overall goal of the California EMSC program is to ensure that acutely ill and injured children have access to high quality, coordinated, and comprehensive emergency and critical care services appropriate for children’s special needs.  By the late 1980s, hospitals began to experience dangerous overcrowding in emergency departments and intensive care units.  This trend has continued as more hospitals have closed and barriers to patient care have increased.  It is critical that these needs continue to be addressed through a statewide specialty care system.  
GOAL
To establish a comprehensive statewide specialty care system that will improve patient care and survivability throughout California.

Objectives

1. All LEMSAs should have a trauma system with an approved trauma plan.  
	Action Steps
	Timeline

	Distribute funding provided to ten LEMSAs to design and implement trauma care systems AB 430 (Cardenas, Chapter 171, Statutes of 2001).
	Short term

	Hold trauma planning workshops to provide information and assistance to fund recipients and other interested parties.  
	Short term

	Closely monitor the progress of projects holding them to submitted timelines.
	Short term

	Encourage Ventura and Monterey LEMSAs to develop a trauma care system plan by:

-Providing block grant funding opportunities for planning and implementation.
-Providing technical assistance.
-Encouraging collaboration with neighboring jurisdictions.
	Long term

	Evaluation: 

	


2. A statewide trauma system and plan should be developed.  

	Action Steps
	Timeline

	Develop goals and objectives associated with nationally accepted resources for trauma planning and development.
	Short term

	Continue to develop and finalize state trauma plan, incorporating issues of standardization and intercounty agreements for distribution to the EMS community.
	Short term

	Assess LEMSAs statewide to ensure trauma coverage and explore opportunities for regionalization.
	Long term

	Evaluation: 

	


3. A statewide trauma registry with standardized elements and definitions should be developed.  

	Action Steps
	Timeline

	Develop minimum data set and data definitions for registry.
	Short term

	Determine data format to be provided to the EMS Authority through consensus process with the Trauma Advisory Committee.
	Short term

	Develop a state registry to house data and explore possibilities for collaboration with the ACS national trauma database.
	Long term

	Evaluation: 

	


4. Research opportunities for stable funding for emergency departments and trauma centers performing federally mandated “safety net” services, e.g., Emergency Medical Treatment and Active Labor Act (EMTALA).  

	Action Steps
	Timeline

	Trauma coordinator at the EMS Authority will remain abreast of opportunities for funding and disseminate information to LEMSAs.
	Ongoing

	Seek additional opportunities for federal, state, and/or local funding for trauma care.
	Ongoing

	Evaluation: 

	


5. Encourage all LEMSAs to integrate EMSC into local EMS systems. 
	Action Steps
	Timeline

	Analyze report from Riverside LEMSA to discern strength of programs throughout the state.
	Short term

	Formulate plan to reenergize EMSC programs in need.
	Short term

	Conduct site visits at LEMSAs to determine needs.
	Long term

	Utilize technical advisory committee and EMSC coordinators to review findings and formulate opportunities for improvement.
	Long term

	Evaluation: 

	


6. Develop an inventory and registry of facilities utilized by EMS throughout California. 
	Action Steps
	Timeline

	Obtain current information on emergency facilities from the Department of Health Services (DHS) and the Office of Statewide Health Planning and Development (OSHPD).
	Short term

	Survey state agencies to find available information on the EMS system and facilities statewide.
	Short term

	Compile information at the EMS Authority into a registry.
Coordinate with DHS to make the registry available to the EMS system providers and LEMSAs.
	Long term

	Evaluation: 

	


6.  Data Collection and System Evaluation

INTRODUCTION
As stated by Theodore R. Delbridge, MD, MPH, in Emergency Medical Services: Agenda for the Future, (page 57), “The ability of EMS to optimally meet communities’ and individual patients’ needs in the future is dependent on evaluation processes that assess and improve the quality of EMS.  Continuous evaluation is essential and should pervade all aspects of every EMS system.”  California is dedicated to providing a comprehensive statewide data system for EMS that supports efforts at the local and State level that improve the quality of California’s EMS systems.  

GOAL

To establish a mechanism for data collection, comprehensive performance evaluation, and continuous improvement of all components of the EMS delivery system.



Objectives

1. Establish a mechanism for the periodic performance evaluation of the State’s EMS regulatory agencies. 

	Action Steps
	Timeline

	Beta test LEMSA Assessment developed through the Vision Project.
	Short term

	Develop performance benchmarks linked to the revised EMS System Standards and Guidelines and the State EMS Plan to be used as part of an annual system evaluation process.
	Long term

	Evaluation: 

	


2. Continue to update standardized definitions, indicators, and benchmarks established through the Vision Project.
	Action Steps
	Timeline

	Conduct a comparative analysis of the State data set, indicators, and benchmarks developed through the Vision Project with the recently established National data set.
	National data set has no indicators

(Ongoing)

	Promulgate the revised data set, indicators, and benchmarks into the EMS Authority’s Standards and Guidelines.  
	Short term

	Propose and implement ongoing modifications to indicators based upon system evaluation and improvement findings.
	Continuous

	Evaluation: 

	


3. Complete the establishment of a comprehensive data collection system capable of gathering and integrating pertinent, timely, and accurate data from all state EMS system participants.  

	Action Steps
	Timeline

	Complete the development of the California EMS Information System (CEMSIS) data collection system.
	Short term

	Complete the translation and mapping of data from existing local EMS systems to CEMSIS specifications.
	Short term/long term
Ongoing projects.  Eventually will select one or two systems for use statewide.

	Complete documentation of LEMSA data submission process including timeline requirements.
	Short term

Contracted

	Purchase and distribute software to enable LEMSAs to link existing computer-aided dispatch (CAD) and (patient care report) PCR data.
	Short term

Purchased

	Beta test system of data collection from LEMSAs.
	Short term

	Explore possibility for regulation to ensure all LEMSAs provide necessary data to CEMSIS.
	Long term

	Seek data collection linkages with other private, state, and federal agencies and organizations as appropriate.
	Short term/long term
HHSA has data sharing policy

	Integrate linked data into existing CEMSIS database.
	Short term/long term

	Ensure confidentiality requirements are met as specified by Health Information Portability and Accountability Act (HIPAA). 
	Continuous

	Evaluation: 

	


4. Establish a mechanism to ensure feedback of data to all contributing agencies while maintaining confidentiality and security of the data.  

	Action Steps
	Timeline

	Continue the development of the CEMSIS Web-based data reporting system.
	Short term/continuous
Initial development complete; needs to evolve through use

	Continue development of a standardized system quality improvement (QI) indicator report format and policies regarding the release/dissemination of those reports.
	Ongoing

	Return linked, nonspecific case data to data providers for continuous quality improvement (CQI) activities.  
	Continuous
Based upon submission and future availability of linked data

	Ensure confidentiality requirements are met as specified by Health Information Portability and Accountability Act (HIPAA). 
	Continuous

	Evaluation: 

	


5. Establish a mechanism for data to be utilized for continuous quality improvement. 
	Action Steps
	Timeline

	Purchase software to enable LEMSAs to link existing CAD and PCR data.
	Short term

	Return linked non specific case data to data providers for continuous quality improvement activities.
	Continuous

	Evaluation: 

	


6. Develop and implement a statewide EMS evaluation and quality improvement (QI Program) program, which utilizes the data collected through the statewide integrated information system. 
	Action Steps
	Timeline

	Begin the rulemaking process to reference the EMS System Evaluation and QI Guidelines in the paramedic, EMT-I, and QI regulations.  
	Short term

	Develop training manual on EMS system, indicators as referenced in the guidelines, through block grant funding to a LEMSA.
	Short term

	Implement the QI Program as resources are available as indicated in the guidelines.
	Long term

	Evaluation: 

	


7. Establish communication linkages with EMS training and prevention programs to ensure needs identified through the evaluation process are integrated into the EMS training curriculum and prevention programs. 

	Action Steps
	Timeline

	Continue the use of stakeholder driven forums within the evaluation process.
	Continuous

	Involve training curriculum and prevention program representatives to communicate the needs identified through the data collection system to the local level.
	Continuous

	Utilize information from the collaboration with training curriculum and prevention program representatives to effect change proposals.
	Continuous

	Evaluation: 

	


8. Ensure immunity for medical control and quality improvement processes and discovery protection for all local and state EMS quality improvement efforts to ensure cooperation and participation of all EMS participants in patient care and EMS service evaluation. 

	Action Steps
	Timeline

	Facilitate stakeholder collaboration and negotiation to introduce legislation developed for immunity and discovery protection during the Vision Project.
	Short term

	Evaluation: 

	


9. Establish a System Evaluation and Improvement Advisory Committee to continue efforts towards statewide EMS data collection, evaluation, and improvement processes.  
	Action Steps
	Timeline

	Explore possibility for system evaluation/improvement training for all levels of EMS system personnel to ensure proper documentation, data entry, analysis, utilization of data, and an understanding of the principles of research.  
	Short term

	Evaluation: 

	


7.  Public Information and Education

INTRODUCTION  

Prevention and public education is part of the EMS Authority’s mission to coordinate and integrate emergency medical care and preventive services.  The California EMS Vision Project, the National Highway Transportation Safety Administration (NHTSA) Assessment, the Centers for Disease Control and Prevention, and the National Association of EMTs have all defined injury prevention and public education as valuable components of EMS.  While these functions are not mandated for the EMS Authority, the Authority assumes the responsibility for facilitating the principles of injury and illness prevention among EMS personnel and helping to educate the public in the appropriate use of the 911 system.
GOAL

To establish effective programs to ensure citizens of California are appropriately educated in EMS system access, injury and illness prevention, and basic care for patients prior to arrival of EMS personnel, and to ensure that EMTs and paramedics are taught illness and injury prevention strategies as part of their standard training, according to the newest U.S. Department of Transportation (U.S. DOT) standards. 

Objectives

1. Educate the public about the use of the 911 system and the emergency department. 

	Action Steps
	Timeline

	Encourage LEMSAs to seek grant funding to develop an ongoing and active education campaign with statewide applicability including a focus on terrorism.
	Short term

	Collaborate with the Department of Health Services (DHS), NHTSA, LEMSA prevention professionals, and other groups as needed to develop an approach for education.
	Long term

	Evaluation: 

	


2. Produce and disseminate information on disaster medical preparedness to the public in order to increase Californian’s readiness for a disaster.  

	Action Steps
	Timeline

	Complete review of national disaster medical preparedness publications for the educating the public.  
	Short term

	Create draft publications specific to California.
	Short term

	Collaborate with constituents to finalize publications.
	Long term

	Disseminate information to the public through: the EMS Authority web site, community groups as appropriate, and U.S. mail as requested for those without access to the Internet.
	Long term

	Evaluation: 
	


3. Ensure prevention leadership at the State level by the EMS Authority with coordinated active involvement by local participants.  
	Action Steps
	Timeline

	Maintain the EMS Authority’s commitment to prevention and public education activities.
	Continuous

	Seek block grant funding and technical assistance to LEMSAs and provide recognition for successful projects with statewide applicability.
	Continuous

	Serve on various committees, including NHTSA region IX Prevention Network, Childhood Injury Control Planning Committee, California Taskforce on Older Adults and Traffic Safety, and others as requested or required.
	Continuous

	Develop stakeholder committee to work with the EMS Authority staff to continue planning and implementation of prevention and public education programs.
	Short term

	Produce and disseminate information on disaster medical preparedness to the public in order to increase Californians’ readiness for a disaster.
	Continuous

	Evaluation: 

	


4. Strengthen EMS training curricula to include U.S. DOT provisions for injury and illness prevention, public education, and wellness. 

	Action Steps
	Timeline

	Revise EMT-I and paramedic regulations to incorporate the U.S. DOT curriculum provisions.
	Short term

	Develop and recommend EMS personnel regulation revisions relating to prevention, education, and wellness.
	Long term

	Evaluation: 

	


5. Develop standardized public information messages for various scenarios, including routine EMS, medical information, and disaster situations.  

	Action Steps
	Timeline

	Utilize the stakeholder committee to develop public information messages for access via the Prevention and Public Education page of the EMSA Web site.  
	Short term

	
	

	Evaluation: 

	


6. Promote layperson automated external defibrillator (AED) programs in public places.  
	Action Steps
	Timeline

	Encourage LEMSAs to submit a proposal for a grant project to study the use of layperson AEDs (e.g., where they are, how they have been used).
	Short term

	Evaluation: 

	


7. Maintain and continue development of an injury prevention registry on the EMS Authority Web site for new and established prevention programs to provide a resource to prevention professionals in the EMS community.  

	Action Steps
	Timeline

	Add a requirement for all Prevention 2010 block grantees to list their programs and projects on the registry.  
	Short term

	Expand efforts of the Vision Prevention and Public Education Committee to promote and expand the registry.                                                                                                                                                                                                              
	Continuous

	Evaluation: 

	


8. Continue to seek and identify funding sources for EMS prevention and public education activities.  

	Action Steps
	Timeline

	Research current grant funding sources through networking with prevention professionals and post information on the EMS Authority’s Web site.
	Continuous

	Provide technical assistance to prevention professionals seeking funding opportunities.
	Continuous

	Evaluation: 

	


8.  Disaster Medical Response

INTRODUCTION
Californians are vulnerable to multiple threats from natural and human-induced events, and the EMS Authority uses an all-hazards approach to prepare and plan for medical disasters.  There are natural and man-made and technological hazards.  Natural hazards include disease outbreak, wildland fires, winter storms, flooding, landslides/avalanches, earthquakes, and volcanic eruptions.  Man-made and technological hazards include utility loss or failure, hazardous materials releases, nuclear power plant accidents, dam failures, structural fires/explosions, aircraft/ship/train collisions, attacks using weapons of mass destruction, and terrorism.  The possibility of numerous hazards has required the state and the EMS Authority to be well prepared in the event of a disaster.

GOAL

To maintain the system of disaster medical services in all phases of the disaster management cycle: preparedness, response, recovery, and mitigation at local, operational, regional, and state levels.   

OBJECTIVES

1. Continue to seek and develop funding sources to provide for the development and implementation of a comprehensive, coordinated medical disaster system in California. 
	Action Steps
	Timeline

	Research current grant funding sources through networking with federal, regional, and local disaster professionals and disseminate information as appropriate.
	Continuous

	Provide technical assistance to disaster professionals seeking funding opportunities.
	Continuous

	Evaluation: 

	


2. Continue to develop and implement the Ambulance Strike Team Guidelines.  
	Action Steps
	Timeline

	Develop a plan for ambulance communication protocols and reimbursement mechanisms for disaster response with the Ambulance Strike Team Committee.
	Short term

	Develop ambulance strike team regulations with the committee.
	Long term

	Evaluation: 

	


3. Finalize the State Disaster Medical Plan. 
	Action Steps
	Timeline

	Revise draft of Disaster Medical Plan with the EMS Authority’s Disaster Medical Services Division and ensure compliance with the Standardized Emergency Management System (SEMS).
	Short term

	Develop regional and local standardized all hazard (including terrorism) response and policy templates for regional and local disaster medical plans.
	Long term

	Submit finalized Disaster Medical Plan to the Commission on EMS and the Governor’s Office of Emergency Services (OES) for approval.
	Long term

	Evaluation: 

	


4. Develop a standard statewide multi-casualty incident (MCI) plan and procedures.
	Action Steps
	Timeline

	Establish Advisory Group to develop a State MCI plan and procedures.
	Short term/Long term

	Establish Simple Triage and Rapid Treatment  (S.T.A.R.T) triage system and the California Fire Chiefs’ Association disaster triage tags as Statewide EMS standards in conjunction with Firefighting Resources of California Organized for Potential Emergencies (FIRESCOPE). 
	Long term

	Evaluation: 

	


5. Enhance the State’s acquisition system for disaster medical supplies and medicines.   

	Action Steps
	Timeline

	Develop and execute drills to test the established system and implement improvements based on needs identified.
	Continuous

	Ensure interoperability of Strategic National Stockpile receipt and distribution procedures with the state acquisition system through collaboration with DHS, OES, California National Guard, and the EMS Authority.
	Short term

	Evaluation: 

	


6. Promote the stabilization and enhancement of the regional disaster medical/health coordination system.  
	Action Steps
	Timeline

	Develop policy alternatives for reconfiguration of the Regional Disaster Medical and Health Specialist (RDMHS) system in conjunction with the Emergency Medical Services Administrators Association of California (EMSAAC) and in consultation with the California Conference of Local Health Officers.
	Short term

	Implement and fund new RDMHS Program for fiscal year 2004-2005.
	Long term

	Evaluation: 

	


7. Develop regulations to implement the Disaster Medical Standards and Guidelines that define the planning, response, and recovery roles of LEMSAs in disasters.  
	Action Steps
	Timeline

	Begin regulatory process to develop regulations.
	Short term

	Take regulations to Commission for approval.
	Long term

	Evaluation: 

	


8. Improve state and local response capabilities through conducting annual statewide training, education programs, conferences, and exercises that highlight current disaster medical system issues.  
	Action Steps
	Timeline

	Conduct evaluations of each training and exercise to determine weaknesses and strengths.
	Continuous

	Improve training and exercises based upon needs identified through evaluation.
	Continuous

	Develop a standard local disaster medical training and education program with additional modules for specialization including EMS terrorism response.
	Long term

	Evaluation: 

	


9. Improve hospitals’ ability to respond locally and regionally to patient medical needs following a bioterrorism attack or communicable disease outbreak.

	Action Steps
	Timeline

	Manage Health Resources and Services Administration (HRSA) bioterrorism agreement (year 1) and dispense resources in accordance with implementation plans.
	Short term

	Act as a resource for hospitals, LEMSAs, and the EMS community for bioterrorism.
	Continuous

	Evaluation: 

	


10. Provide direction and standards to improve mass decontamination capabilities at hospitals, in collaboration with the healthcare industry and governmental agencies. 

	Action Steps
	Timeline

	Convene Disaster Interest Group to develop contaminated water run-off guidance in conjunction with the California Environmental Protection Agency (Cal/EPA) and Department of Water Resources.
	Short term

	Evaluation: 

	


11. Promote the implementation of the Hospital Emergency Incident Command System (HEICS) for use as the national standard for hospital disaster management. 

	Action Steps
	Timeline

	Promote and provide HEICS training through Regional Disaster Medical Health Specialists (RDMHS) statewide.
	Continuous

	Secure funding for the development of an expanded version to address terrorism response issues.
	Long term

	Evaluation: 

	


12. Continue building operational response capabilities within the EMS Authority. 
	Action Steps
	Timeline

	Develop the capability to deploy the State Management Support Team (MST) as needed in California.
	Short term

	Finalize policies and procedures for the oversight and maintenance system for State and federal disaster response vehicles, equipment, and supplies.
	Short term

	Evaluation: 
Source:
	


13. Build and augment Disaster Medical Assistance Team (DMAT) response capabilities to improve “rapid reaction” deployment for California incidents.  
	Action Steps
	Timeline

	Continue to augment funding to DMATs through State funds.
	Continuous

	Act as a resource and liaison to determine needs and disseminate pertinent information to DMAT commanders.
	Continuous

	Hold an annual training exercise for the DMATs in California to improve ability to respond.
	Continuous

	Evaluation: 

	


VI.  THE ONGOING PROCESS FOR IMPROVEMENT

California began its process for improvement of EMS in 1997.  The EMS constituents came together to establish objectives, and the Vision Project has worked toward implementation of those objectives.  In the spirit of the collaborative nature of the Vision Project, a Planning Implementation Committee was formed at the December 2002 conference to finalize this State EMS Plan.  An Advisory Committee will be formed to advise and provide recommendations to the Director regarding policy level issues.  The committee will utilize this State EMS Plan as a guide for its activities.
VII. APPENDICES
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Constituent Involvement
Overall Vision efforts grew to include over 200 participants, which included the six Vision committees, the Paramedic Task Force, the EMT-I Task Force, the Trauma Advisory Committee, the EMSC Advisory Committee, the Interfacility Task Force, and a number of Disaster Medical Services Committees.  All of these represent such affiliations as the Commission on EMS, fire services, the League of California Cities, the California State Association of Counties, the American College of Emergency Physicians, the Emergency Medical Directors Association of California, the California Medical Association, the California Ambulance Association, Kaiser Permanente, the California Emergency Nurses Association, the California Fire Chiefs Association, the California State Firefighters Association, the California Professional Firefighters Association, the American Pediatric Conference, the California State Fire Marshal, the California Healthcare Association, the California Poison Control System, local EMS Agencies, the Emergency Medical Services Association of California, the Rural Health Policy Council, the Association of Prehospital Care Coordinators, the California Paramedic Program Directors, the California Peace Officers Association, the Commission on Peace Officers’ Standards and Training, the California Highway Patrol, the California Sheriffs’ Association, and the California Chapter of the National Emergency Numbers Association.  
Appendix B- Utilization of Committees/Task Forces

Upon a recommendation from the EMS Vision Governance and Medical Control Committee, the EMS Authority has formalized their approach to establishing task forces.  The following core groups will be invited to serve on any task force established by the EMS Authority:

California Ambulance Association

California Chapter of the American College of Emergency Physicians

Council of California Local Health Officers 

California Emergency Nurses Association 

California Fire Chiefs Association

California Healthcare Association

California Medical Association

California Nurses Association

California Chapter of the American Nurses Association

California Paramedic Program Directors

California Peace Officers Association

California Professional Firefighters

California State Association of Counties

California State Firefighters Association

Emergency Medical Services Administrators Association of California

Emergency Medical Services Directors Association of California

League of California Cities

Service Employees International Union

Law Enforcement Organizations

This is not meant to be a comprehensive list of programs or representatives.  Other programs and representatives will be added as needed.
The EMS Authority will utilize task forces and committees to review and provide input on specified EMS components or subcomponents.  In addition to specific working groups, there is a Planning Implementation Committee, which is responsible for assisting the EMS Authority in the implementation of the State EMS Plan.  This committee has diverse constituent involvement, as with the other committees and task forces.  
APPENDIX C 

Glossary of Terms
911


Emergency reporting system whereby the caller dials a common number for police, fire, and medical emergencies.

Access


The perception of healthcare need, determined by the consumer.

Access Management


Managing the perceptual need, denial, or inaccessibility of services.

Advanced Life Support (ALS)


For ambulance services, this includes the services of basic life support (BLS) and advanced emergency care provided by EMT-paramedics under medical control.  Therapies and techniques may include intravenous therapy, endotracheal intubation, use of antishock trousers, administering electrocardiograms (EKG), cardiac defibrillation, administering drugs, pneumothorax relief through chest decompression, or other invasive procedures and services.

Aeromedical Transport


Emergency transport by rotor or fixed wing aircraft; may be from the scene (primary transport) or interfacility (secondary transport).

Automatic External Defibrillator (AED)
An external defibrillator capable of cardiac rhythm analysis that will charge and deliver a shock after electronically, detecting and assessing ventricular fibrillation or rapid ventricular tachycardia in the patient.

Ambulance Service


An individual, partnership, association, corporation, or municipality or any legal or public entity or subdivision engaged in providing emergency medical care and the transportation of sick or injured persons by motor vehicle, aircraft, or other forms of transportation to, from, or between general hospitals or other healthcare facilities.

Basic Life Support (BLS)


For ambulance service, this includes only transportation, first aid (noninvasive procedures), and the administration of oxygen, if needed. 

Constituent


A participant in a group or body that patronizes, supports, or offers representation.

Call Dispatching

The functions or persons directly involved in alerting agencies and individuals responsible for providing medical and operational resources for pre-hospital emergency medical care.

Continuum of Care


The continuous delivery of healthcare services for the ill or injured made possible by linking services in such a way as to prevent any interruption in the delivery of services.

Cost-Effectiveness


Providing the maximum healthcare outcome at the least cost.

Disaster Preparedness


Efforts necessary to ensure readiness for potential natural or manmade disasters, including development of disaster plans.

Dispatcher


The individual responsible for receiving calls for assistance and directing resources to the scene.

Diversion


The procedure used by hospitals to notify EMS systems that no beds are available.

Efficacy

The power to produce an effect.

County Emergency Medical Care Committee
Emergency Medical Care Committees are responsible for reviewing emergency medical care in each county.  At least annually, this committee must review emergency medical transport and treatment services, including first aid and CPR training programs, available to the public.  The committee reports its observations and recommendations to the EMS Authority and to the county board(s) of supervisors which it serves.  The EMCC advises both the county board(s) of supervisors and the local EMS agency.  
Emergency Medical Dispatch (EMD) 


A system of providing prompt and accurate processing of calls for emergency medical assistance by trained individuals using a medically approved dispatch protocol system utilizing pre-arrival instructions and functioning under medical supervision.

Emergency Medical Services
 (EMS)
The agencies, personnel, and institutions that provide emergency medical care including, but not limited to, the treatment of trauma, burn, respiratory, circulatory, and obstetrical emergencies.

Emergency Medical Services (EMS) System


The administrative and operational arrangement of personnel, equipment, communications, facilities, agencies and other resources for planning, providing and monitoring the effective and coordinated delivery of emergency medical services.

Emergency Medical Technician – I (EMT-I)

An individual who meets the minimum requirements established by the EMS Authority and who is responsible for administration or supervision of basic life support (BLS) emergency medical care.  The minimum requirements are the following: an individual trained in all facets of basic life support according to standards prescribed by this part and who has a valid certificate issued pursuant to this part.  This definition shall include, but not limited to, EMT-I (FS) and EMT-I-A.

(H&SC Section 1797.80)

Emergency Medical Technician – II (EMT-II)

An EMT-I with additional training in limited advanced life support according to standards prescribed by this division and who has a valid certificate issued pursuant to this part.

(H&SC Section 1797.82)

Emergency Medical Technician – Paramedic (EMT-P)


An individual trained and licensed by the State to perform advanced life support procedures under the direction of a physician.

Emergency Medical Treatment and Active Labor Act (EMTALA)

A statute which governs when and how a patient may be: (1) refused treatment; or (2) transferred from one hospital to another when he is in an unstable medical condition.

Enhanced 911 System


Telephone service providing public access to emergency services, which automatically identifies the caller’s telephone number and location.

Evaluation and Quality Improvement Program
 (QI Program)

Activities that seek to improve and enhance the quality and appropriateness of patient care and clinical performance.

Exclusive Operating Area
 (EOA)
An EMS area or sub area defined by the EMS plan for which a local EMA agency, upon the recommendation of a county, restricts operations to one or more emergency ambulance services or providers of limited advanced life support or advanced life support (H&SC Section 1797.224).
First Responder


First provider arriving at the scene of an emergency; usually a public safety provider. Care may include first-aid, BLS, or ALS levels of service.

Grandfather

To exempt a practice, person, etc., from a new law or regulation.

Incident Command System (ICS)


A structured system for managing an emergency incident.

Interfacility Transport (IFT)
Patient transfer between two facilities or between facilities and a specialty care resource (NHTSA definition).
Injury Prevention Program
 (IPP)
Activities designed to prevent injuries (primary), reduce further injury once it has occurred (secondary) and effect rehabilitation (tertiary).

Integrated Healthcare Delivery System


A linkage of providers and services that unifies all available resources into an overall healthcare delivery system and increases a patient(s access to all those health resources.

Integrated Patient Information


Patient information that is linked to multiple sources through the use of unique identifiers in order to track a patient’s care for the purpose of providing a continuum of patient care and EMS system evaluation and research.

Layperson

A person who does not belong to the EMS profession or is not an expert in the EMS field.

Local EMS Agency (LEMSA)

The agency, department, or office having primary responsibility for administration of emergency medical services in a county and which is designated pursuant to Chapter 4 (commencing with Section 1797.171).

(H&SC Section 1797.94)

Managed Care


A prospectively agreed upon amount for specified term for all services might be expressed as a dollar amount per member per month.

Managed Care Network


A formal system linking multiple sites, units, healthcare providers, and services that is intended to achieve economy and improved quality of care.

Medical Control


On-Line: Includes real time advice and direction provided by a physician or under the direction of a physician at a base hospital to certified first responders, EMTs, or paramedics who are providing medical care at the scene of an emergency or en route to a healthcare facility.

Prospective: Physician-supervised review activities such as training, testing, and orientation that occur prior to an incident.

Retrospective: Physician-supervised review activities conducted after an incident.

Medical Director


The physician under whose license and authority EMTs and paramedics provide services.  This position has the ultimate responsibility and authority to provide management, supervision, and guidance for all aspects of EMS in an effort to assure its quality of care. 

Medical Oversight


The ultimate responsibility and authority for the medical actions of an EMS system.

Methodologies


Systematic and orderly processes.

National Highway Traffic Safety Administration (NHTSA)

Under the U.S. Department of Transportation, was established by the Highway Safety Act of 1970, as the successor to the National Highway Safety Bureau, to carry out safety programs under the National Traffic and Motor Vehicle Act of 1966 and the Highway Safety Act of 1966.  NHTSA also carries out consumer programs established by the Motor Vehicle Information and Cost Savings Act of 1972, which has been recodified in various Chapters under Title 49.

Operations


Those issues dealing with the staffing, equipping, and administrative functions of the EMS system.  Operations also include scene management of the emergency medical incident.

Pre-Arrival Instructions


Instruction given to a caller to provide immediate first aid to an injured or critically ill person prior to the arrival of EMS personnel.

Protocol


A physician-approved written plan for a course of medical treatment; the current standard of medical practice.

Public Health


The science of providing protection and promotion of community health through an organized community effort.

Public Safety


An agency or individual primarily responsible for the health and safety of the community as a whole.

Public Safety Answering Point (PSAP)


An entity that receives calls for assistance, usually through 911 or another emergency number, dispatches assistance, and provides pre-arrival instructions.

Quality Assurance/Quality Improvement (QA/QI)


The review, analysis, audit, and evaluation of emergency medical services for the purpose of improvement and providing a quality service.

Regional Disaster Medical & Health Coordinator (RDMHC)


An emergency manager or physician or health officer with ultimate responsibility for facilitating disaster planning within the region and for coordinating the acquisition and transportation of medical mutual aid from non-impacted areas to disaster-impacted areas as requested by the State EMS Authority.

Regional Disaster Medical & Health Specialist (RDMHS)


Support staff that is funded by the State to coordinate planning and response activities under the authority of the RDMHC.

RFP Process

Request for Proposal Process.

Scope of Practice


Defined parameters of various duties or services, which may be provided by an individual with specific credentials.  Whether regulated by a rule, statute, or court decision, scope of practice tends to represent the limits of what services an individual may perform.

Simple Triage and Rapid Treatment (START)

A specific triage method that evaluates patients’ respiratory, circulatory, and neurological function and categorizes them in one of four care categories.

Standardized Emergency Management System (SEMS)

The system required by Government Code § 8607 (a) for managing response to multi-agency and multi-jurisdictional emergencies in California.  

Statewide Trauma Registry


A statewide repository for trauma-related information designed to evaluate the effectiveness of the trauma system on patient outcomes.

Transport


EMS transportation an acute facility or from an acute care facility to a specialty care facilities or from acute care facilities to home or skilled nursing facility.

U.S. DOT Standards

The minimum standards for training established by the U.S. Department of Transportation.

Appendix D - Vision Objectives

Funding - Workgroup A

1. Secure adequate and stable funding for LEMSAs and the EMS Authority for administration, system planning, and evaluation activities. 
Status:  Identified potential sources, began definition of value of service by splitting it into three levels of prehospital care, and established funding principles to define “adequate” and “stable.”  The group was not able to secure additional funding but was able to provide a forum for collaboration of EMS constituents on this issue. The Emergency Medical Services Administrators Association of California (EMSAAC) has formed a committee to work on funding issues. 
Not completed under grant timelines  
Related State Plan Objective 1.3

2. Implement a mechanism for periodic review of EMS funding needs and appropriate sources. Establish performance criteria in order to evaluate effectiveness of funding.

Status:  The group was unable to address this issue and recommended that the funding levels for EMS be examined. The group formed recommendations and questions for the study of current funding levels and future status. EMSAAC has formed a committee to work on funding issues.

Not completed under grant timelines

3. Develop a multi-disciplinary task force of federal, state, and local government EMS regulators, providers, and payers to address first responder and medical transportation funding needs.

Status:  The group’s members included constituents as listed in this objective and addressed the objective through their individual constituent groups. The group was also involved in efforts to make the Medicare Ambulance fee schedule less of a hardship for providers in California through work with the State EMS Commission as well as through the California Ambulance Association (CAA). Members identified the first response and medical transportation level of service, defined the payers that finance it, and defined the payment criteria. 
Completed

4. Develop a multi-disciplinary task force of federal, state, and local government and EMS representatives to define and measure the problem and recommend funding source(s), process(es), and an action plan that would meet the stated needs for disaster, medical, and mutual aid planning. If necessary, develop a legislative proposal that responds to the recommended action plan. Develop an advocacy effort to assist with the legislative platform’s execution. 
Status:  The Disaster Medical Services Unit at the EMS Authority has been working with OES on this issue. The unit also developed Ambulance Strike Team Guidelines that provide one unified system to combine the resources from both the fire-based and other ambulance providers under the State’s disaster management process. Disaster Medical Guidelines were also developed that provide definitive guidance and templates to LEMSAs regarding their responsibilities in disaster medical planning, response, and recovery. Both of these sets of guidelines were approved by the State EMS Commission in June 2003.

Completed  

5. Support legislative efforts to require payers to pay allowable costs in a timely manner. 
Status:  The group provided comments and advocacy through individual stakeholder groups.

Completed 

6. Support legislation to require payers to pay for hospital medical evaluation.

Status:  This has been completed through current statute/regulation by other constituencies. Issues still remain in terms of timely payment, “downcoding,” etc. 
Completed  

7. Provision of EMS data processing services is a fundamental responsibility of the EMS Authority and should be adequately funded. Funding should be continued and coupled to measuring the ongoing effect of the EMS System. 

Status:  This objective was referred to the System Evaluation and Improvement Committee. The EMS Authority currently has funding for the California EMS Information System (CEMSIS) through an Office of Traffic Safety (OTS) grant. The Authority has made it a priority to maintain and enhance the information processing and quality indicator presentation. 
Completed

8. Obtain stable funding for California’s poison control system (through a State General Fund increase of $5.5 million annually. 
Status:  The EMS Authority has continued its work to establish stable funding for poison control. In recognition of the essential service of poison control, despite extremely difficult economic times, the Governor has agreed to raise the amount of General Fund support to $6.9 million for fiscal year 2003-04 and future years so that the CPCS can continue to operate at its current level.

Completed
9. Seek legislative funding for hospital services.

Status:  The group did not undertake this objective. 
10. Explore and obtain adequate state funding to accomplish statewide QI capability to be compatible with national standards.

Status:  This objective was referred to the System Evaluation and Improvement Committee. The EMS Authority currently has funding for the California EMS Information System (CEMSIS), which has established QI capability as part of the Vision Project, through an OTS grant. The Authority has made it a priority to maintain and enhance the information processing and quality indicator presentation. 
Completed

Governance and Medical Control - Workgroup B

1. Formalize the recently implemented process by the EMS Authority of utilizing interested stakeholders in a task force makeup to review and revise statutes, regulations, and system guidelines prior to release for public comment. 
Status:  The EMS Authority developed a written process and matrix for the group and the Vision Leadership Team to review. The process was approved and will be included in the State EMS Plan.

Completed

Related State Plan Objective 1.2
2. Finalize and adopt the definitions and matrix identifying areas of responsibility. 
Status:  The matrix was finalized by the group and will be included in the State EMS Plan. 
Completed

3. The Health and Safety Code should be changed regarding the qualifications for the State EMS Authority Director. The changes should increase the emphasis on administrative skills and experience and change the requirement that the appointee be a physician from mandatory to “desirable.”  If a physician does not fill this position, then the job should be split between an administrator and an emergency physician, with the physician possessing ultimate medical authority. 
Status: An approach was finalized by the committee to change existing statutes to reinforce the qualifications required as a physician with substantial experience in the practice of emergency medicine. In the event a qualified physician is not appointed within a specified period of time, a Director who is not a physician would be appointed. The Director would have a specifically described method to ensure that medical control of clinical issues rests with an emergency physician. 
Completed  
Related State Plan Objective 1.5

4. The authority of the EMS Authority should be expanded to include monitoring and evaluating of LEMSAs. This process should be according to set performance criteria, provide for a complaint-based review, have consequences, and be conducted by individuals with experience in organizational and system evaluation. 
Status:  Vision Group D developed a LEMSA Assessment Tool which focuses on customer satisfaction and quality improvement and will be beta testing in the next year. The group developed criteria that require the assessment panel to have appropriate EMS administration and system expertise and the budget required for each assessment. This information will be included in the State EMS Plan. 
Completed  
Related State Plan Objective 1.4, 6.1

5. The membership of the State EMS Commission should be changed to reflect current stakeholders and achieve a balance of influence that reflects true shared governance. 
Status:  The group agreed that some changes to the membership may be appropriate but determined that it was unable to resolve the issue.

Unresolved

6. Define system medical control to be vested with the LEMSA medical director with the ability to delegate certain functions to a provider medical director via a contract. 
Status:  The group reached general agreement that this practice should be allowed as long as the LEMSA medical director was able to receive more detailed data upon request and was the final arbiter of clinical decisions. There were still unresolved issues around two questions:  (1) whether the LEMSA and the LEMSA medical director are legally insulated from liability arising out of the actions or inactions of a provider medical director; and (2) whether any statutory/regulatory change is required to allow this practice, or if it is already permissible under the current framework. 
Objectives remaining near completion will be brought to the Planning and Implementation Committee for decisions on future status. 
Not completed under grant timelines

7. Define the role of the EMS Authority regarding interfacility transfers on a statewide basis.

Status:  The Interfacility (IFT) Task Force developed guidelines that detail a model program for expanded scope of practice for paramedic interfacility transfer. The Paramedic Interfacility Transport Program Guidelines encourage expanding the skills developed for paramedics under the paramedics’ existing scope of practice for medically appropriate interfacility transports.

Completed  

8. Integrate Rural EMS into a healthcare system that is cooperative, shares limited healthcare resources, provides a broad education to the EMS providers, recognizes innovative methods of healthcare delivery, and is adequately reimbursed. 
Status:  The EMS Authority has an ongoing presence with the Rural Health Policy Council. Vision Group C also developed several recommendations for rural providers, and there is an objective in the State EMS plan to integrate rural health into EMS systems. 
Not completed under grant timelines  
Related State Plan Objective 1.6
9. Clarify cross border relationships for rural areas where sparse populations and resources require interstate transportation by air or ground. 
Status:  Mutual Aid policies cover this issue, which is a LEMSA responsibility. 
Completed
10. There shall be consistency in the process for certification/licensure and disciplinary procedures for all categories of personnel. 
Status:  The Paramedic Task Force established EMS Authority Recommended Guidelines for Disciplinary Orders and Conditions of Probation (MDOs) to ensure consistent application of disciplinary action for offenses. In addition, the Education and Personnel Committee adopted these MDOs, with slight customization for EMT-I and EMT-II’s. This objective will be included in the State EMS Plan. 
Not completed under grant timelines  
Related State Plan Objective 2.1, 2.2

11. Maintain the need for all personnel performing advanced and invasive procedures to practice only within an organized and authorized EMS system. 
Status:  This issue is no longer identified as a concern. Personnel do perform these procedures appropriately within the system. 
Completed

12. A standing committee of the Emergency Medical Services Medical Directors Association of California (EMDAC) or the State EMS Commission should be formed, with other appropriate groups represented, to develop a consistent and medically sound process for the establishment and revision of scope of practice, including baseline practice parameters, which could be applicable at the basic scope of practice. Additional practice parameters could be developed for expanded scope items. 
Status:   The group formed a decision-making model in collaboration with the EMDAC Scope of Practice Committee. This model was approved by the Vision Leadership Team. The first step of the model reinforces that the clinical safety of a proposed change is the paramount issue and that determination of this must remain physician driven through the EMDAC Scope of Practice Committee. The second part of the model includes a separate review and recommendation of the proposed change by a multi-disciplinary group with a specified membership. The two recommendations would then be considered by the State Medical Director in the final determination of any changes. 
Completed  

13. The standing committee should be charged with establishing clear and consistent standards for the approval, review, and termination of trial studies and research projects. 
Status:  The Education and Personnel Committee revised the document EMSA #112 – retitled, Guidelines for the Basic Scope of Practice, Local Optional Scope of Practice, and Trial Studies for EMS Personnel: EMT-I (Basic), EMT-II (Intermediate), and EMT-P in conjunction with the EMDAC Scope of Practice Committee. This revision provided a clarification and update to the standards. 
Completed  

14. The standing committee should also be charged with reviewing the existing scope of practice and evaluating what medications and procedures are evidenced-based. Items that fail to meet a minimal standard would be identified and subjected to study, debate, and reevaluation regarding their efficacy and either be maintained or eliminated from the scope of practice. 
Status:  The Education and Personnel Committee met with EMDAC and reviewed the existing scope of practice, medications, and procedures. The EMDAC Scope of Practice Committee is continuing this effort.

Not completed under grant timelines  

15. The Health and Safety Code should be amended to require the establishment of local EMS commissions balanced to ensure true-shared governance with mandated final authority in defined areas of mutual interest. 
Status:  The group had considerable discussion on this objective and considered and rejected several proposed models. The issue was then elevated to the level of California State Association of Counties (CSAC) and the California League of Cities, who began meeting on this issue. The two groups funded a study to examine the strengths and weaknesses of current EMS governance structures in California. Based on the survey results, they developed a dispute resolution process that relies on local Emergency Medical Care Committees. This process is still being finalized between CSAC and the League. 
Not completed under grant timelines  
Related State Plan Objective 1.1 

16. Health and Safety Code Sections 1797.201 and 1797.224 should be modified to narrow the scope to transportation, to mandate contracts with providers that specify the manner of participation, and to provide grandfathering sunsets on providers that refuse to participate in the system through the execution of a contract. This recommendation is partnered with and dependent upon the successful implementation of local EMS commissions. 
Status:  Not Undertaken
17. The duties and powers of the State EMS Commission should be broadened to include more oversight and appeal functions of the EMS Authority and LEMSA activities such as local EMS and trauma plans. This recommendation is dependent upon a successfully balanced commission.

Status:  This objective was not undertaken by the Governance Committee, but it is addressed in part in the proposed dispute resolution process developed by CSAC and the League of California Cities. 
Not completed under grant timelines

Education and Personnel - Vision Group C

1. Expand the role of public health in the efforts to educate the public about effectively and appropriately using the ER.
Status:   The group developed a brochure on the appropriate use of the emergency department that was forwarded to the EMS Authority for use as a resource for EMS systems upon request.

Completed  
Related State Plan Objective 7.1

2. Improve awareness of and increased participation by all EMS system participants in injury and illness prevention.

Status:  This issue was referred to the Injury Prevention Committee, which developed an injury prevention registry to be posted on the EMS Authority Web site. The registry allows EMS professionals to share resources and programs in injury prevention. The committee also recommended the formation of an ongoing committee dedicated to injury prevention issues. This recommendation has been forwarded to the Planning Implementation Committee. 
Not completed under grant timelines  
Related State Plan Objective 7.3, 7.4, 7.7

3. Standardize California Emergency Medical Technician-Paramedic training with the National Standard Curriculum. 
Status:  After comparing the U.S. Department of Transportation (U.S. DOT) National Curriculum for EMT-Paramedic with the State regulations, the group recommended to the EMS Authority to include in the next revision of the regulations a requirement that paramedic programs teach, at minimum, the U.S. DOT National Standard Curriculum for EMT-Paramedic. 
Completed  
Related State Plan Objective 2.8

4. Implement Critical Care Transport Personnel Training. 
Status:  This training is part of the new Paramedic Interfacility Task Force Guidelines and is outlined in the Advanced Training Module. 

Completed  

5. Develop methods to communicate to the public where Urgent Care and First Aid Facilities are located. 
Status:  Not Undertaken
6. Improve the implementation and success of EMS education in rural areas. 
Status:  The group developed a survey and disseminated it through the LEMSAs to rural providers in California to identify problems in rural education. Members also surveyed other states to compare problem areas.  and identified potential barriers to care as well as methods to conquer barriers. Overall, results from the survey indicated that areas were not experiencing insurmountable problems and had strategies to provide EMS education to their prehospital personnel.

Completed

7. Primary education of EMS providers should be consistent with national standards and should allow for enhanced training where evidence-based studies or local needs indicate the necessity for an expanded scope of practice. 
Status:  The committee worked with EMDAC to revise EMSA #112 - Guidelines for the Basic Scope, Local Optional Scope, and Trial Studies for EMS Personnel: EMT-I (Basic), EMT-II (Intermediate), and EMT-P. The draft defines the scope of practice for EMT-I’s, EMT-II’s, and paramedics. It explains the requirements, purpose, and process for applying for an optional scope or trial study. The document will be submitted to the commission for approval. The committee also recommended the use of the U.S. DOT National Standard Curriculum terminology for practitioners (i.e., EMT-Basic, EMT-Intermediate, and Paramedic), as well as adoption of that curriculum to be used as the minimum for training programs for all levels of prehospital personnel. These changes will be included in the next regulatory revision. 
Completed

Related State Plan Objective 2.1
8. EMS personnel should be encouraged to participate in professional activities to further develop the field of EMS as a profession. 
Status:  The committee recommended to the EMS Authority to have a “Star of Life” award to recognize practitioners that had shown professionalism, outstanding performance, or accomplishments in EMS care, research, or prevention. The EMS Authority completed research and developed criteria to select individuals for awards. A brochure was developed outlining the awards and criteria and was presented at the conference. The EMS Authority is anticipating beginning the program in 2003 or 2004. 
Completed

9. Encourage relationships between EMS and academic institutions for the purpose of research. 
Status:  This objective was listed as a low priority and was not addressed. 
Not undertaken

10. Develop a plan to provide information to legislators and the Governor on the problems with emergency department and hospital funding.

Status:  This objective was referred to the Funding Committee. A specific plan was not formed, but comments on this issue were provided through individual constituent groups. The Emergency Medical Services Administrators Association of California (EMSAAC) has formed a committee to review funding issues. 
Not completed under grant timelines  

11. Develop a multi-disciplinary task force of providers and employees to identify the expectations and needs of individuals seeking jobs as an EMT or paramedic. 
Status:  A task force with representatives from the California League of Cities, California State Association of Counties (CSAC), California Highway Patrol (CHP), California Department of Forestry (CDF), California Peace Officers Association (CPOA), and the California Fire Chiefs Association (CFCA) addressed this objective and developed a brochure containing information on job descriptions and expectations for first responders, emergency medical dispatchers, EMT’s, and paramedics. These brochures will be posted on the EMS Authority’s Web site and distributed to community colleges and high schools for career advancement as requested.

Completed
System Evaluation and Improvement - Work Group D

1. Identify two to three indicators for QI in each of the three areas: dispatch, field, and hospital. 
Status:  The group developed an extended list of quality indicators including those for dispatch, field, and hospital.

Completed

2. Develop benchmarks for EMS system evaluation based on results. Share results internally and with the EMS Authority. Evaluate and publish results where appropriate. 
Status:  All quality indicators developed have an associated benchmark included based on available resources. 
Completed

3. Assess the need for, and if necessary promote, legislation to ensure continuous medical quality improvement in the EMS system.

Status:  Legislative language regarding QI protection from discoverability was developed, but the proposal was not successfully carried. Similar language will need to be introduced in future legislative sessions. Promotion of legislation to ensure key players’ involvement in CQI efforts would have been premature as the statewide CQI model is still being finalized. This objective will be included in the State EMS Plan. 
Completed  
Related State Plan Objective 6.8

4. Develop a Statewide Integrated Information System driven by the scope and purpose to acquire process and disseminate information to all necessary stakeholders in order to evaluate and improve delivery of all services delivered by the EMS System. The information system will contain all of the following components:

· Funding

· Identification of all customers

· Standardized data sets

· Coordination of all participants

· Client identification

· Confidentiality and security

· Transmission

· Central repository

· Database linkage

· Dissemination
Status:  A comprehensive draft State EMS Data Set and Data Dictionary was completed. In addition, a centralized state EMS data repository was designed and developed. The California EMS Information System (CEMSIS) has evolved to the point of beta testing. Future plans for the system include collection of data from all LEMSAs and linkages of the data with, at minimum, data from the Office of Statewide Health Planning and Development (OSHPD) and Department of Health Services’ (DHS) Vital Statistics section. Once the data have been incorporated, the EMS community will be able to make use of Web-based reporting and data access with multiple security levels, including LEMSAs, EMS providers, and the general public. 
Completed  
Related State Plan Objective 6.2, 6.3, 6.4

5. Research, identify, and expand non-traditional roles for all practitioners based on community needs and benefits. 
Status:  Objective 5 was referred to the Education and Personnel Committee. The committee listed this objective as a low priority. 
Not Undertaken

6. Implement QI programs in order to provide continuing review of program effectiveness for administration, system planning, and evaluation activities. 
Status:  See objective #10. 

Related State Plan Objective 6.6, 6.9
7. Document the costs to medical facilities associated with their support of the EMS System. 
Status:  The Funding Committee was assigned this objective. The Committee found that there were too many confounding variables to accurately depict these costs. 
Tabled    

8. Work with the hospital industry to determine the amount of uncompensated care provided through the ER. 
Status:  The Funding Committee was assigned this objective. The Committee found that there were too many confounding variables to accurately depict these costs. 
Tabled

9. Establish a multi-disciplinary task force to include payers to develop suggestions for studies and cooperative ventures between public health, public safety, and payers directed at education which may reduce morbidity and mortality of certain patient populations and/or disease and injury processes locally. Actively seek out and broker the establishment of cooperative ventures and measurement parameters (of intervention success, cost of delivery, and cost avoidance) and report its findings to the State EMS Commission. Distribute the results of these ventures into the healthcare community with the goal of reporting successful and unsuccessful methodologies. 
Status:  Six of the goals for the group addressed these issues. Input was actively sought from the EMS community in creating indicators to reduce morbidity and mortality. Also, the Injury Prevention Committee coordinated with Work Group D to include injury prevention data points in the set. 
Completed  
Related State Plan Objective 6.7

10. Design and establish a statewide QI capability in collaboration with the identified EMS stakeholders.

Status:  The group has developed the EMS System Evaluation and Quality Improvement Guidelines, which identify an organizational structure and operational procedures for a statewide QI program and detail a model QI program. The EMS Authority will begin the rulemaking process to reference these guidelines in the QI regulations. 
Completed  
Related State Plan Objective 6.5, 6.6, 6.9
11. The Health and Safety Code should be modified to provide immunity for medical control and quality improvement for LEMSA medical directors and provider agencies.

Status:  See objective #3

Not completed under grant timelines  
Related State Plan Objective 6.8

12. The Health and Safety Code should be modified to provide discovery protection for provider and LEMSA quality improvement activities.

Status:  See objective #3

Not completed under grant timelines  
Related State Plan Objective 6.8

13. Due to the unique nature of interfacility transport (IFT), this area needs to be evaluated and addressed as a unique entity within emergency services.

Status:  Objective 13 was reassigned to the IFT Task Force. The IFT Task Force developed guidelines that detail a model program for expanding the scope of practice for paramedic interfacility transfer. The Paramedic Interfacility Transport Program Guidelines encourage expanding the skills developed for paramedics under the existing paramedic scope of practice for medically appropriate interfacility transports.

Completed  

14. Conduct an assessment of Public Safety Answering Points (PSAPs) in California to determine optimal configuration and interface with EMS. Status:  This objective was reassigned to the Access Committee. 

Not Undertaken. 
Access Committee – Work Group E

1. Implement pathway management programs in PSAPs and promote the development of and participation in large regional centers as a cost-effective way to reduce unnecessary costs and redirect patients from mandatory hospital transports (when transported) to more cost-effective destinations.

Status:  The committee completed a position paper on this issue and determined this was not possible to implement in PSAPs that do not follow EMD protocols. EMD is an essential first step for implementation of an access management program. The committee also formed additional recommendations for systems. 
Completed  

2. Access to EMS for perceived emergency needs should be via a universal access system, such as 911. This system should have the ability to distinguish and provide care appropriate to need. 
Status:  The group completed a position paper on universal access to 911. The paper was approved by the Vision Leadership Team. The group also established EMD Guidelines, which were approved by the State EMS Commission in March 2003. 
Completed

3. Education of both users and providers of universal access systems must have a central role. 
Status:  This objective was referred to the Education and Personnel Committee. The group did not undertake this objective.

Not undertaken

4. Emergency medical dispatch principles should be a core element of all universal access systems. 
Status:  The group developed the EMD Guidelines, which the State EMS Commission approved in March 2003. 
Completed

5. Improve enhanced 911 system access in rural areas. Support and advocate installation of call boxes on federal/state highways.

Status:  The group developed a position paper on universal access to 911. The members concluded that this need had been met.

Completed

6. Integration of alternate (non-911) access should be developed in all universal access systems. 
Status:  The group completed a position paper on this objective.

Completed

7. Consider a new universal statewide non-911 number (e.g., 311) staffed by personnel trained at the same level as 911. 
Status:   The group completed a position paper on this objective. 

Completed  

8. Access to the appropriate level of emergency medical and acute care services should be based on objective medical decision making. 
Status:  The group developed the EMD Guidelines, which the State EMS Commission approved in March 2003. The use of EMD in more PSAPS throughout the state should be strongly encouraged.

Completed
Related State Plan Objective 3.1, 3.2
Prevention- Work Group F

1. Champion prevention leadership at the State level through the EMS Authority and maintain the coordinated, active involvement of LEMSA and system participants. 
Status:  The group developed a resolution emphasizing the need for Prevention and Public Education (PPE) within the EMS Authority and LEMSAs. The group also recommended the formation of a standing PPE committee. An Injury Prevention and Public Education section has been added to the EMS Authority Web site. It includes the injury prevention registry and data templates, information on prevention education, and material on evaluation of prevention programs and funding. 
Completed  
Related State Plan Objective 7.3, 7.7
2. Increase permanent funding for EMS prevention activities. 
Status:  The injury prevention registry has a funding section to assist those who seek grants for prevention programs. It also provides suggestions for successful grant applications. A focus of the proposed standing PPE committee would be to pursue funds. This recommendation has been forwarded to the Planning and Implementation Committee. 
Not completed under grant timelines  
Related State Plan Objective 7.8

3. Develop an integrated database linked to other statewide systems focused on prevention. 
Status:  The group developed data elements focused on prevention, which have been included in the California EMS Information System (CEMSIS). Additional condition-specific data elements were developed and are available on the EMS Authority Web site for use in individual injury prevention programs.

Completed  
Related State Plan Objective 6.7

4. Increased focus on injury and illness prevention in the EMS workplace among employers and employees. Create accessible wellness programs for all system participants. 
Status:  The committee developed a section on the EMS Authority Web site that is designed to aid employers in becoming familiar with federal and California Occupational Safety and Health Act (Cal/OSHA) requirements for injury prevention and employee wellness and to serve as a resource for EMS providers. Employee wellness programs may be shared through the injury prevention registry.

Completed

5. Promote policy and legislation to develop effective prevention activities. 

Status:  The committee provided comments to strengthen the prevention component of the EMS System Standards and Guidelines. The EMS Authority’s prevention coordinator continues to analyze proposed legislation related to prevention, education, and wellness issues and provide input as deemed appropriate. 
Completed

6. Create an effective process for development and evaluation of prevention programs. 
Status:  The injury prevention registry includes a section to identify the types of evaluation needed to measure the effectiveness of each program. As additional data are collected from the registry regarding the types of evaluation completed, the group will refer the continuing design of effective methods of evaluation to an ongoing, statewide, multi-disciplinary committee. The group also created a resource document for the Web site on the evaluation of prevention programs. 
Completed

Appendix E- NHTSA Objectives
	NHTSA OBJECTIVES / RECOMMENDATIONS


	Status
	Comments/Related State Plan Objectives

	REGULATION AND POLICY
	

	1
	The EMS Authority should aggressively pursue consistent, statewide standardization and coordination of treatment, transport, communications, and evaluation. While there should be uniform, minimum standards, there should also be reasonable provisions for local flexibility in exceeding those standards. 
	Status:  The EMS Authority is continuing its work on this objective. Current activities are outlined in the State EMS Plan. 
	4.2, 4.3

3.5, 3.6

	2
	The EMS Authority, in collaboration with its EMS partners, should develop a State EMS Plan.*


	Draft plan has been completed. The draft will be reviewed, finalized, and implemented by constituents and the EMS Authority. 
	1.2

	3
	The EMS Authority and counties should pursue adequate and stable funding for LEMSAs and for the EMS Authority for administration, system planning, and evaluation activities. 
	Included objective in State EMS Plan.
	1.3

	4
	There should be consistent and uniformly enforced regulations (not guidelines) for EMS provider service licensing, facility designation, personnel licensing, and medical direction.*
	Adopted U.S. DOT National Standard Curriculum.
Adopted National Registry exam as test for EMT-I’s.

Pediatric trauma center criteria added to the trauma regulations.
	2.1,2.4,2.7

	5
	There should be uniform statewide licensing of all levels of EMS services (providers) including public, private, and air medical services. This should include a process for license suspension, revocation, or other disciplinary actions.*  
	Model disciplinary orders (MDOs) were developed for paramedics by the Paramedic Task Force, and draft MDOs were established for EMT-I’s and EMT-II’s by the Vision Education and Personnel Committee. 
A task is included in the State EMS Plan to have more LEMSAs perform ambulance inspections.


	2.2


* Indicates duplicate objective
	NHTSA OBJECTIVES / RECOMMENDATIONS


	Status
	Comments/Related State Plan Objectives

	6
	There should be uniform and consistent statewide licensing of all EMS prehospital personnel. This should include a process for license suspension, revocation, or other disciplinary actions.*  


	Model disciplinary orders (MDOs) were developed for paramedics by the Paramedic Task Force, and draft MDOs were established for EMT-I’s and II’s by the Vision Education and Personnel Committee.
	2.1, 2.2

	7
	The EMS Authority should promulgate regulations that establish Emergency Medical Dispatcher certification/licensure.*
	Completed EMD Guidelines. 
	3.1, 3.2

	8
	The EMS Authority, in collaboration with all appropriate EMS stakeholders, should continue the Vision Project.
	The formal Vision Project was completed in December 2002. 
	

	9
	The EMS Authority should establish performance standards for LEMSAs and should develop a system for monitoring and evaluating the LEMSA including the provision of technical assistance in areas needing improvement.*  
	The EMS Authority is working to develop evaluation criteria for each of the EMS System Standards and Guidelines. The Vision Data and Governance group has established a LEMSA Assessment document as well that employs peer review. 
	1.4, 6.1

	10
	The EMS Authority should convene the Interdepartmental Committee on Emergency Medical Services (1797.132) to assure improved coordination and collaboration with other departments which have authority over other components of the EMS system such as hospital licensing standards, California Children’s Services and injury prevention.* 
	It is not financially feasible to convene this committee at this time. However, the EMS Authority has improved collaboration in many areas. It improved collaboration and coordination with OSHPD through the CEMSIS project, California Children’s Services through work on EMSC activities, and DHS with injury prevention. The EMS Authority liaisons with DHS as issues arise. Emergency department licensure regulations must be revised; however, this is a project under DHS. 
	

	11
	The EMS Authority should write, and help shepherd through the legislative process, legislation to assure confidentiality and non-discoverability of EMS and trauma records, and EMS provider protection while participating in EMS quality improvement (QI) activities.*  
	The System Evaluation and Improvement Committee wrote such legislation, but the EMS Authority was unsuccessful in finding an author.
	6.8

	12
	The EMS Authority, in collaboration with the Commission on EMS, should re-evaluate which issues should be addressed by guidelines and which areas should be addressed by regulations. 
	The EMS Authority is in the process of revising the EMS System Standards and Guidelines. It is examining which issues need to be addressed by regulation through the minimum standards established in this process. 
	1.4

	13
	The EMS Authority, in collaboration with the Commission on EMS, should define the role of the EMS Authority regarding interfacility transfers on a statewide basis.*  
	The EMS Authority formed the IFT Task Force to examine this issue, among others. The committee decided not to address the role of the Authority, but instead delineated the LEMSA role. The guidelines the group established outline the role of the task force, and developed a model program for advanced paramedic scope of practice for these transfers. Complete.
	

	14
	The EMS Authority should acquire a formal State EMS medical director. 
	The EMS Authority has contracted with a medical advisor to the Director. Complete.
	


	NHTSA OBJECTIVES / RECOMMENDATIONS
	Status
	Comments/Related State Plan Objectives

	15
	Pursue an EMS Authority Director appointment for sustained, qualified leadership with both administrative and medical expertise. 
	The Vision Governance group has established draft language that would provide for the case in which the Director is not a physician. The EMS Authority has contracted with a medical advisor to the Director to fulfill the role of Medical Director. 
	1.5

	
	RESOURCE MANAGEMENT
	
	

	16
	Acquire a formal State EMS Medical Director.* 
	The EMS Authority has contracted with a medical advisor to the Director. 
	

	17
	Proceed with the development of a comprehensive State EMS Plan. 
	Draft is completed for presentation to the State EMS Commission in December 2003.
	

	18
	Develop and implement more definitive EMS Authority review criteria and process for LEMSA plans and other requests.* 
	EMS Authority is working with a consultant to develop evaluation criteria.
	1.4


	NHTSA OBJECTIVES / RECOMMENDATIONS
	Status
	Comments/Related State Plan Objectives

	19
	Develop a resource assessment process with and through the LEMSAs.*
	The LEMSA annual plan updates include a resource assessment through the EMS System Planning Guidelines. These guidelines are being updated as part of the guidelines revision process, which began in 2003 and is continuing through 2004. 
	5.6

	20
	Increase the availability of technical assistance to existing agencies, counties, and cities through the EMS Authority, as specified in current law. 
	The EMS Authority is providing assistance specifically through programs. 
	

	21
	Establish an Interdepartmental Committee on Emergency Medical Services to assure improved coordination and collaboration with other departments which have authority over other components of the EMS system such as hospital licensing standards, California Children’s Services, and injury prevention.*  
	It is not financially feasible to convene this committee at this time. However, the EMS Authority has improved collaboration in many areas. It improved collaboration and coordination with OSHPD through the CEMSIS project, California Children’s Services through work on EMSC, and DHS with injury prevention. The EMS Authority does work with DHS as issues arise. Emergency department licensure regulations need to be revised; however, this is a project under DHS. 
	


	NHTSA OBJECTIVES / RECOMMENDATIONS
	Status
	Comments/Related State Plan Objectives

	22
	Continue to improve EMS Authority-LEMSA and inter-LEMSA communications. 
	Efforts have been made to strengthen this communication through an Administrative Advisory group to the Director, various task forces, and attendance of the EMS Authority at EMSAAC meetings/conferences.
	

	23
	Establish a comprehensive statewide EMS and trauma data collection and EMS system resource information system.*  
	The System Evaluation and Improvement Committee, Trauma Advisory Committee, and CEMSIS project are establishing this system.
	5.3

	24
	Develop a formal method to orient new EMS Authority staff to EMS; where possible; establish appropriate EMS experience and expertise as a hiring requirement. 
	Formal method of orientation is done through each unit; EMS experience and expertise has been established as a hiring requirement. Complete.
	

	25
	Assess the types and locations of EMS recruitment and retention needs and design interventions for problems identified. 
	The Vision Education Committee assessed this need, and designed career brochures for prehospital personnel for distribution at high schools.
	

	26
	Evaluation continuing needs and improvement to service delivery and efficiency of the current poison control arrangement. 
	The quarterly reports are examined on an ongoing basis. This process is continually evaluated by the EMS Authority. 
	

	
	Human Resources and Training
	
	

	27
	The EMS Authority should require the use of U.S. DOT National Standard Curricula at all levels. 
	This is a recommendation of the Education Committee and will be implemented in the next regulatory revision. 
	2.7


	NHTSA OBJECTIVES / RECOMMENDATIONS
	Status
	Comments/Related State Plan Objectives

	28
	The EMS Authority should develop and introduce uniform and consistent statewide certification/licensure of all prehospital personnel.* 
	The National Registry examination will become the statewide test for EMT-I’s in the next regulatory revision. The EMS Authority has no further action planned on this issue.
	2.4, 2.1

	29
	The EMS Authority should standardize EMT-I and EMT-II certification/licensure examination standards. 
	See objective #28.
	2.4, 2.1

	30
	The EMS Authority and LEMSAs should consider adoption of the National Registry as the EMT-I’s and EMT-II’s examination. 
	The National Registry examination will become the statewide test for EMT-I’s in the next regulatory revision. The EMS Authority has no further action planned on this issue.
	2.4, 2.1

	31
	The EMS Authority should promulgate regulations establishing Emergency Medical Dispatcher as a level of EMS certification/licensure.*  
	The Access Committee developed guidelines. 
	3.1, 3.2

	32
	The EMS Authority and LEMSAs should secure funding commensurate with the training, certification, /licensure, and disciplinary roles for both the EMS Authority and LEMSAs. 
	
	Not undertaken. 

	
	TRANSPORTATION
	
	

	33
	Develop and implement a comprehensive EMS plan that includes appropriate transportation elements including those for air medical services.*  
	The EMS Authority maintains a log of all air ambulances throughout the state. The EMS Authority will begin mapping coverage as part of the State EMS Plan objective to facilitate resolution of issues with air medical services. 
	4.5

	34
	Develop and implement a statewide air medical activation protocol. 
	The EMS Authority is currently mapping coverage of air service in California. 
	4.5


	NHTSA OBJECTIVES / RECOMMENDATIONS
	Status
	Comments/Related State Plan Objectives

	35
	Develop and implement a standardized statewide mutual aid plan for EMS. 
	The EMS Authority continues to explore the issue of medical mutual aid within California. Two of the six mutual aid regions have signed a “mutual assistance” agreement providing for the identification, acquisition, deployment, and reimbursement of private sector medical mutual aid resources. The other four regions are currently studying this agreement and its statewide applicability. The EMS Authority developed Ambulance Strike Team Guidelines that were approved by the State EMS Commission in June 2003. 
	8.2, 8.6

	36
	The EMS Authority should develop a statewide evaluation, through the LEMSAs, of compliance with the transportation elements of the EMS plan. This evaluation should be repeated at appropriate intervals.*  
	This evaluation is currently done through reviewing EMS plans; updates are required annually. Complete.
	

	
	FACILITIES
	
	

	37
	Develop and implement uniform statewide licensing and inspection standards and procedures that apply to all EMS services, both public and private.* 
	This objective was not undertaken.
	


	NHTSA OBJECTIVES / RECOMMENDATIONS
	Status
	Comments/Related State Plan Objectives

	38
	The EMS Authority should work with the Interdepartmental Committee on EMS to ensure coordination of regulatory function and oversight of such components as emergency department categorization and pediatric intensive care requirements. This coordination should include a mechanism for updates of both standards and regulations on a regular basis.*  
	This objective was not undertaken. 
	

	39
	The Interdepartmental Committee on EMS should meet with the representatives of EMSAAC and the ad hoc task force attempting to address the concern of emergency department overcrowding, ambulance diversion and helipad availability. The development of ambulance diversion guidelines should be considered. 
	The EMS Authority Disaster Unit formed a committee to address this issue. Efforts are continuing. 
	

	40
	The LEMSA should continually monitor the magnitude of emergency diversion and report to the EMS Authority on a regular basis. 
	A pilot program has been implemented with DHS’s Communicable Disease Control Division to study the correlation of ambulance diversions with other statewide sentinel influenza reporting systems. 
	

	41
	The EMS Authority should develop statewide protocols for the triage and transfer of burns (both adult and pediatric) and spinal cord injuries. 
	The following policies exist at the LEMSA level: patients with spinal cord injuries are triaged through trauma triage at the LEMSA level; burn patients are sent to the closest facility and, after stabilization, transferred to a burn bed where available. 
	


	NHTSA OBJECTIVES / RECOMMENDATIONS
	Status
	Comments/Related State Plan Objectives

	42
	The EMS Authority should develop guidelines for interfacility transfer of specialty care patients.* 
	Trauma regulations developed in 2000 require LEMSAs to develop policies for IFT of specialty care patients. Guidelines for IFT of children are being revised through the EMSC Technical Advisory Committee. 
	

	43
	The EMS Authority should establish a process to ensure statewide compliance with developed triage and transfer policies. 
	Policies are developed through the LEMSA, which ensures compliance with these policies. The QI Program ties the EMS Authority into the system. 
	6.6

	
	COMMUNICATIONS
	
	

	44
	The EMS Authority should coordinate closely with the Department of General Services (DGS) in the planning and implementation of a statewide public safety agency telecommunications system and should make a concerted effort to assure the inclusion of EMS in that plan. 
	The PRISM Project has been put on hold. Planning will be continuing for a statewide communications system following the passage of AB 2018 (Nakano, Chapter 1091, Statutes of 2002)   and establishment of the new Public Safety Radio Strategic Planning Committee. 
	

	45
	The EMS Authority should continue to assess EMS communications needs, do EMS communications planning, provide technical assistance to LEMSAs, and attempt to secure funding to improve the State EMS communications infrastructure. Ideally, this should be done in coordination with the DGS Planning. 
	Established State EMS Communications Plan.
	3.3, 3.4

	46
	The EMS Authority should complete, disseminate, and implement a State EMS Communications Plan. 
	Established State EMS Communications Plan.
	3.3, 3.4


	
	NHTSA OBJECTIVES / RECOMMENDATIONS
	Status
	Comments/Related State Plan Objectives

	47
	Emergency Medical Dispatch should become an EMS personnel certification/licensure level and should be required of EMS dispatch centers.*  
	The Access Committee developed the EMD Guidelines that have been approved by the State EMS Commission. 
	3.1, 3.2

	48
	Any PSAP dispatching emergency medical services calls directly or interacting with callers reporting EMS incidents should be required to take EMD training. 
	The Access Committee developed the EMD Guidelines that have been approved by the State EMS Commission. 
	3.1, 3.2

	49
	The EMS Authority should work to increase the availability of EMD training in the basic dispatcher training programs. 
	The Access Committee developed the EMD Guidelines that have been approved by the State EMS Commission. 
	3.1, 3.2

	50
	California Highway Patrol dispatchers should be trained in Emergency Medical Dispatch. 
	This task was not undertaken and is not within the EMS Authority’s purview. 
	

	51
	There should be a statewide, interagency communications channel. 
	The FCC has designated channels that the EMS Authority will use with other EMS and public safety agencies. 
	3.5, 3.6

	52
	There should be a statewide medical coordination channel. 
	Partially completed. 
	3.6

	53
	EMS communications frequency use should be tracked through EMS agency licensing and requirements for access to State interagency communication channels should be required in State licensure regulations. 
	The EMS Authority does not have the expertise or funding resources to complete this objective. The EMS Authority does track MED-10 applications, review eligibility, and provide letters of support if recommending approval. 
	

	54
	Any introduction of a 311 type access number must have policy and procedures complimentary to current 911 communications centers. 
	311 is not prevalent in California, and this is a local function. 
	


	NHTSA OBJECTIVES / RECOMMENDATIONS


	Status
	Comments/Related State Plan Objectives

	55
	The California Highway Patrol should continue working with new MAYDAY and other technologies and should recognize the potential opportunities to communicate valuable pre-arrival information to EMS providers. 
	This is a CHP task. The EMS Authority does not have the resources to address this objective. 
	

	56
	The EMS Authority should be integrally involved with the planning for MAYDAY systems and other intelligent transportation system modalities. 
	This is a CHP task. The EMS Authority does not have the resources to address this objective. 
	

	57
	The EMS Authority and others should support technological and regulatory changes that improve the processing of wireless calls to 911, including automatic number identification (ANI), automatic location information (ALI), and selective routing to the most appropriate PSAP. 
	The EMS Authority does not have the funding to pursue this objective but fully supports the concept. 
	

	
	PUBLIC INFORMATION, EDUCATION, AND PREVENTION
	
	

	58
	The prevention component of the State EMS Plan should be developed in coordination with other State agencies that have existing prevention programs. 
	The project administrator has developed the plan with consultation from different agencies through the Prevention and Public Education Committee. Complete.
	

	59
	The EMS Authority should use its Web site to serve as a clearinghouse for prevention programs including linkages to other Web sites. 
	The Prevention and Public Education Committee has developed an injury prevention registry that is available on the EMS Authority Web site. Complete. 
	7.7

	60
	Continue to seek funding sources for statewide and local prevention programs, including funding for research to establish the effectiveness of such programs. 
	This has been established as an objective in the State EMS Plan. In process. 
	7.8


	NHTSA OBJECTIVES / RECOMMENDATIONS


	Status
	Comments/Related State Plan Objectives

	61
	Ensure that adequate personnel and funding resources are assigned to public information, education, and prevention tasks at the EMS Authority. 
	The EMS Authority currently has dedicated many resources and personnel to first aid, CPR, and preventative health training programs through an OTS Prevention Grant. 
	7.3

	62
	The EMS Authority should cooperate with the DPH Injury Prevention and Control Plan to ensure coordination of injury prevention activities. 
	The EMS Authority has included DHS in Vision Prevention Committee planning and both departments regularly participate on each other’s prevention related committees. The EMS Authority also collaborates with DHS on legislative analysis on bills that affect the departments. 
	

	
	MEDICAL DIRECTION
	
	

	63
	The position of the State EMS Medical Director should be created with a clearly defined role, legislative authority, and responsibility for EMS system standards, protocols, and evaluation of patient care. Appropriate qualifications, selection process, and compensation must accompany this new position.*
	The EMS Authority is required by statute to have a Director who is a physician. In the past, it has been difficult for the Governor to find a qualified physician to appoint as Director. Financial constraints prevent the addition of a separate Medical Director. Currently, the EMS Authority has an Interim Director, who is not a physician, and contracts with a medical consultant. 
	

	64
	A standing Medical Advisory Committee should be established. EMDAC is an excellent source of potential physician members. Committee members should be compensated for their time and expertise. 
	A medical advisory group to the Director has been established. Complete. 
	


	NHTSA OBJECTIVES / RECOMMENDATIONS


	Status
	Comments/Related State Plan Objectives

	65
	A statewide minimum scope of practice should be established for all levels of EMS providers. 
	Standardization is examined for the EMT-II modular format, which will establish a minimum standard dependent on modules adopted. The EMT-I task force established a minimum standard scope, with optional skill. Currently in the regulatory process. 
	The EMS Authority mandates the basic scope for paramedics, EMT-I’s, and EMT-II’s. The LEMSA medical director can choose from criteria allowed under the basic scope for EMT-I and EMT-II.

2.1 

	66
	Statewide minimum patient care standards, treatment protocols, and triage guidelines should be established for all levels of EMS providers. 
	
	2.1

	67
	LEMSA medical directors should have the authority to grant the privilege of practice to all EMS providers in their region. 
	LEMSA medical directors have the ability to designate ALS and EMT/AED service providers. They are not able to designate a BLS provider. 
	

	68
	A process should exist that allows a LEMSA medical director to petition the EMS Authority to enhance the scope of practice of EMS providers in their region. 
	There is a process for LEMSA medical directors to petition to enhance the local paramedic optional scope. However, the EMT-I optional scope is limited, and the LEMSA medical director can only select from established choices. 
	

	69
	Standards should be developed for LEMSA and provider agency medical directors, online medical control base physicians, and Mobile Intensive Care Nurses (MICNs).
	This objective was not undertaken. 
	


	NHTSA OBJECTIVES / RECOMMENDATIONS


	Status
	Comments/Related State Plan Objectives

	70
	The role and authority of the LEMSA medical director should be clarified and defined by the EMS Authority.
	This objective was not addressed due to the variability of funding at the LEMSA level. Not all agencies can provide funding for a full-time medical director. 
	

	71
	The EMS Authority should define a mechanism to provide physician oversight to review patient care, establish performance indicators, and development of ongoing quality improvement programs in the State EMS Plan. 
	This mechanism has been defined through the new State EMS Evaluation and Quality Improvement Guidelines. Complete. 
	6.6

	72
	The EMS Authority should develop or make available resources that orient, prepare, and foster a physician’s involvement in California EMS.
	This objective was not undertaken. 
	

	73
	Medical oversight and patient care standards should be developed for interfacility transports. 
	The Interfacility Transport Task Force developed IFT guidelines. 
	


	NHTSA OBJECTIVES / RECOMMENDATIONS


	Status
	Comments/Related State Plan Objectives

	
	TRAUMA SYSTEMS
	
	

	74
	Mandatory autopsies for all trauma deaths with incorporation of data from such autopsies into the trauma registry. 
	This is a local function. 
	

	75
	Information and trends developed from the trauma registry should be utilized in PIER and injury prevention programs. 
	This is a local function. 
	

	76
	Funding should be ensured that the components of the new regulations can all be implemented by both the EMS Authority and the LEMSA to ensure that a true statewide system plan can be realized. This includes support that will be required for optimal management and utilization of the data systems at both State and LEMSA levels. 
	Block grant funds are made available each year for local EMS projects. In fiscal year 2001-02, AB 430 (Cardenas, Chapter 171, Statutes of 2001) provided $2.5 million to fund development and implementation of trauma care systems in areas of California currently without systems. Ten of the twelve remaining LEMSAs without trauma care systems have received funding and are currently developing their systems. One component of the development will be the establishment of a local trauma registry. In addition, AB 430 provided $25 million in fiscal year 2001/2002 and $20 million in fiscal year 2002-03 to help offset costs for existing trauma centers. 
	1.3, 5.4


	NHTSA OBJECTIVES / RECOMMENDATIONS


	Status
	Comments/Related State Plan Objectives

	77
	Mechanisms should be delineated to ensure that data on trauma patients from all hospitals that deliver care to these patients must be entered into the LEMSA and state trauma registry and that the data are managed in a confidential manner. 
	The current trauma care regulations require all facilities that receive trauma patients to report trauma data. The EMS Authority is currently working with the Trauma Data Ad Hoc Committee to develop a statewide trauma registry. Minimum inclusion criteria have already been developed and sent to all LEMSAs for use beginning in July 2003. The group is in the process of developing a set of minimum data elements. 
	5.3

	
	EVALUATION
	
	

	78
	Develop a comprehensive, medically directed statewide quality improvement program to evaluate patient care processes and outcomes. 
	The Paramedic Task Force developed Quality Improvement Program Model Guidelines to outline a comprehensive statewide quality improvement program. The EMS Authority is planning to incorporate these guidelines in regulation and implement the model program as resources are available. 
	6.6, 6.9


	NHTSA OBJECTIVES / RECOMMENDATIONS


	Status
	Comments/Related State Plan Objectives

	79
	Develop a statewide integrated information system (as described in the Vision document) that will have the capability to monitor, evaluate, and elucidate emergency medical services and trauma care in California.*
	A comprehensive draft State EMS Data Set and Data Dictionary was completed. In addition, a centralized state EMS data repository was designed and developed. CEMSIS has evolved to the point of beta testing. 
	6.3

	80
	Ensure the design capability for linkages of the statewide-integrated information system to other public and private data systems.                                   
	Plans for the CEMSIS system include collection of data from all LEMSAs, linkages of data with, at a minimum, OSHPD and DHS’s Vital Statistics section data and Web-based reporting and data access with several security levels including LEMSAs, EMS providers, and the general public. 
	6.3, 6.4, 6.5


	NHTSA OBJECTIVES / RECOMMENDATIONS


	Status
	Comments/Related State Plan Objectives

	81
	Allocate personnel and resources to implement the statewide-integrated information system, including necessary technical assistance, materials, and funding to LEMSAs.
	The EMS Authority is purchasing software to enable LEMSAs to link existing CAD and PCR data. 
	6.2, 6.3, 6.5

	82
	Enforce the use of a uniform prehospital data set consistent with the NHTSA Uniform Prehospital Data Set. Mandate submission of an agreed upon, timely, limited, uniform, common language data set from the LEMSAs to the EMS Authority.*                                                                                                                                           
	Vision Group D developed a California prehospital data set consistent with the NHTSA Uniform Prehospital Data Set and the National Fire Incident Reporting System (NFIRS). Use of the data set will initially be voluntary, and then the EMS Authority will explore entering the regulatory process to make the data set mandatory. 
	6.2



	83
	Seek ways to improve the number of completed patient care records that are delivered to the emergency department staff upon patient arrival with a goal of 98 percent compliance.
	Local protocols require that PCRs must be delivered to the hospital upon patient arrival. This is a local issue, and the EMS Authority does track compliance with local protocols for PCRs on enforcement cases that arise. 
	

	84
	Request that NHTSA to conduct its leadership workshop on QI for EMS Systems in California. 
	This workshop was completed in November 2001 with funding from the OTS grant for the Vision Project.
	


	NHTSA OBJECTIVES / RECOMMENDATIONS


	Status
	Comments/Related State Plan Objectives

	85
	The EMS Authority should write, and help shepherd through the legislative process, legislation to assure confidentiality and non-discoverability of EMS and trauma records and EMS provider protection while participating in EMS QI activities.*  
	Vision Group D developed legislative language to achieve this objective. The EMS Authority attempted to find an author for legislation this year, but was unsuccessful. This language is likely to be proposed again by stakeholders from Fire or EMSAAC. 
	6.8

	86
	Promote, support, and reduce barriers to performing EMS research in California. Vigorously develop a statewide human subject review approval process for out-of-hospital research.
	This objective was not undertaken. 
	

	
	DISASTER SYSTEMS
	
	

	87
	The EMS Authority should continue to develop emergency medical and health disaster contingency plans. 
	The EMS Authority is updating the State Disaster Medical Response Plan utilizing guidance provided to all State agencies by the OES. The Local EMS Agency Disaster Medical Guidelines will provide definitive guidance and templates to LEMSAs regarding their responsibilities in disaster medical planning, response, and recovery. Future plans include drafting the guidelines as regulations. The EMS Authority is also in the process of developing Continuity of Operations Plans (COOP) and Continuity of Government (COG) Plans. 
	


	NHTSA OBJECTIVES / RECOMMENDATIONS


	Status
	Comments/Related State Plan Objectives

	88
	The EMS Authority should develop a statewide mutual aid plan for mobilization of EMS and ambulance resources. 
	See #35 above. 
	8.2, 8.6, 8.7

	89
	The EMS Authority should develop a uniform EMS disaster communication system to ensure that communications be maintained during a disaster. 
	The EMS Authority is studying the feasibility of a new statewide EMS communications system, which will include disaster communication needs. This is a long-term project and is heavily dependent upon substantial funding allocations. In the interim, the EMS Authority is using the existing California On-Scene Emergency Coordination System (CALCORD) 156.075 MHz frequency for interagency coordination (car-to car). CALCORD was established to provide common radio frequencies to be used statewide by State and local public safety and special emergency agencies during periods of man-made or natural disasters when interagency coordination is required. 
	3.5


	NHTSA OBJECTIVES / RECOMMENDATIONS


	Status
	Comments/Related State Plan Objectives

	90
	The EMS Authority should develop a system to ensure that EMS resources utilized for disaster response be reimbursed. 
	See Objective #35 above. The EMS Authority believes that substantial changes in the federal government’s system for reimbursing healthcare providers for their disaster response need to be addressed at the congressional level and will raise this issue with OES. 
	8.1


APPENDIX F-State Plan Objective Matrix
	System Organization and Management

	State Plan Objective
	Related NHTSA Objective
	Related Vision Objective

	1
	
	Governance 15

	2
	2
	

	3
	3
	Funding 1

	4
	9, 12, 18
	Governance 4

	5
	15
	Governance 3                                                                                                                                            

	6
	
	Governance 8

	7
	
	

	Staffing and Training

	State Plan Objective
	Related NHTSA Objective
	Related Vision Objective

	1
	4, 65
	Governance 10

	2
	5, 6
	Governance 10

	3
	
	

	4
	4, 28, 29, 30
	

	5
	
	

	6
	
	

	7
	4, 27
	Education 3, 7

	8
	
	

	9
	
	

	10
	
	

	Communications

	State Plan Objective
	Related NHTSA Objective
	Related Vision Objective

	1
	7, 31, 47, 48
	Access 8

	2
	7, 31
	Access 8

	3
	45, 46
	

	4
	45, 46
	

	5
	1, 51,89
	

	6
	1, 51, 52
	

	7
	
	

	8
	
	


	Response and Transportation

	State Plan Objective
	Related NHTSA Objective
	Related Vision Objective

	1
	
	

	2
	1
	

	3
	1
	

	4
	
	

	5
	33, 34
	

	Facilities and Critical Care

	State Plan Objective
	Related NHTSA Objective
	Related Vision Objective

	1
	
	

	2
	
	

	3
	23, 77
	

	4
	76
	

	5
	
	

	6
	19
	

	Data Collection and System Evaluation

	State Plan Objective
	Related NHTSA Objective
	Related Vision Objective

	1
	9
	Governance 4

	2
	81, 82
	Data 4

	3
	79, 80, 81
	Data 4

	4
	80
	Data 4

	5
	80, 81
	Data 6, 10

	6
	43, 78
	Data 6, 10

	7
	
	Data 9

	8
	11, 85
	Data 3, 11, 12

	9
	78
	Data 10


	Public Information and Education

	State Plan Objective
	Related NHTSA Objective
	Related Vision Objective

	1
	
	Education 1

	2
	
	

	3
	61
	Education 2, Prevention 1

	4
	
	Education 2

	5
	
	

	6
	
	

	7
	59
	Education 2, Prevention 1

	8
	60
	Prevention 2

	Disaster Medical Response

	State Plan Objective
	Related NHTSA Objective
	Related Vision Objective

	1
	90
	

	2
	35, 88
	

	3
	
	

	4
	
	

	5
	
	

	6
	35, 88
	

	7
	88
	

	8
	
	

	9
	
	

	10
	
	

	11
	
	

	12
	
	

	13
	
	

	14
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