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MEMORANDUM OF AGREEMENT (MOA)
BETWEEN
Department of Health and Hospitals, Office of Public Health
Bureau of Emergency Medical Services (DHH/OPH/BEMYS)

And
EMS Provider
This MOA is entered into by DHH/OPH/ BEMS and , EMS
Provider, (hereinafter “Provider”) to ensure that provides ambulances, air
medical transportation, personnel, and equipment in the event of disaster operations, Strategic
National Stockpile , DHH Special Needs Shelter Operations, Mass

Immunization/Medication Distribution/Screening Clinics, and Mass Evacuee/Disaster Victim
transportation as agreed between the parties hereto.

L Purpose: There is a recognizable need to coordinate Emergency Medical Services Operations
in the event of a natural or man-made disaster, or terrorist attack on the United States,
including the State of Louisiana. Agreements for the provision of on-scene triage, medical
care, transportation of patients and evacuees to and from residences and treatment facilities,
distribution and administration of antibiotics/immunizations of the Strategic National
Stockpile and medical care in Department of Health and Hospitals Medical Special Needs
Shelters will be adopted by the Department of Health and Hospitals, Office of Public Health,
Bureau of Emergency Medical Services (DHH/OPH/BEMS) and Emergency Medical Service
(EMS) Providers in the State of Louisiana.

IL Deliverables: It is agreed that Provider in DHH Region #  will provide logistical and
medical support to the Department of Health and Hospitals, Office of Public Health, Bureau
of Emergency Medical Services in the form of First Responders, Emergency Medical
Technicians, Paramedics and the necessary equipment including transportation vehicles at
designated medical special needs shelters, medication /immunizations distribution clinics and
the site of a disaster. The Department of Health and Hospitals, Office of Public Health,
Bureau of Emergency Medical Services may provide appropriate training for the
administration of antibiotics and immunizations necessary for the adequate protection and
performance of Provider’s personnel. Provider is required to attend HHS grant rounds in
order to be considered for funding.

III.  Apnual Spending Agreements/Addendums: For such service, DHH has allocated funds to
give EMS Providers the necessary equipment for such response. In the past, DHH has
specified the type and amount of equipment to be purchased and the training necessary for
each year in the annual spending agreement which became addendums to the contract as they
were signed. If Provider has purchased and has, in its possession, the equipment detailed on
pages 2 - 4 of the Spending Agreement Form made part of this contract, funding Provider
receives through this contract may be spent on equipment and items chosen by the Provider
and listed on Exhibit as a line item budget.

Initial & Date
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Iv.

V.

Initial & Date

Goals of Medical Support Activity:

1.

Enhance patient/evacuee triage, medical treatment, transport, and transfer
of care during emergencies and disasters.

Develop and/or enhance regional transfer/transport agreements and mass
casualty plans.

Reduce the likelihood of death, injury, and/or illness, and their related
effects to response personnel, victims and bystanders.

Enhance the working relationship between EMS Providers and the
Department of Health and Hospitals, Office of Public Health, Bureau of
EMS and hospitals.

Mitigate or mediate liability for injuries and/or illness that are a direct
result of a disaster, biological, chemical, radiological and nuclear event.

Maintain good team morale when true concern for the member’s good
health and well-being is realized.

Identify and obtain contractor participation in developed trauma system
pre-hospital needs in Louisiana, through BEMS, OPH, DHH, or LERN

Responsibilities of Provider:

1.

Emergency System for Advanced Registration of Volunteer
Healthcare Providers (ESAR-VHP): Acquire and maintain important
medical history, immunization status, current health status and
education/specialty training on each of its personnel.

Provider will ensure the transfer of pertinent medical information to
appropriate medical personnel to save valuable time during the treatment
of injury/illness.

Standardized Equipment: Acquire and maintain standardized
emergency medical equipment, supplies, triage systems, personal
protective equipment and nerve antidote for responders according to the
guidelines set forth by the DHH/OPH/BEMS.

Communications Requirements: Acquire and maintain communication
systems that are interoperable between other emergency responders
including, but not limited to, public health, fire departments, law
enforcement, hospitals, and other EMS Providers. R

Biological/Chemical Event: Provide ambulance(s) and/or Emergency
Medical Services personnel who will provide medical care and assist the
Office of Public Health in mass distribution/administration of
immunizations, antibiotics and medical treatment at designated Office of
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Initial & Date

10.

11.

Public Health clinics, medical special needs shelters, and other sites of
respite during a biological/chemical event.

Special Needs Shelters: Support DHH in their role identified in the
DHH Special Needs Sheltering Plan, by providing ambulance(s) for
standby and/or EMS personnel at medical special needs shelters as
determined by the Office of Public Health.

Mass Casualty Plan: Provide field medical treatment for response team
members and/or victims of a disaster, biological/chemical (CBRNE)
agent and other hazards; provide transportation to designated triage,
clinics, and medical facilities or from one medical facility to another.

Trauma Plan: Provide to DHH/OPH/BEMS designated pre-hospital
patient care data.

Public Health Surveillance: Participate in the DHH/OPH EMS
Syndromic Surveillance program.

If Provider is unable because of state law or local ordinance to dedicate
ambulances for a regional or state response, it must make available
supplies and equipment acquired in accordance with the HHS grant funds
for a regional or state response.

Provider must follow the manufacturers’ instructions and guidelines on
use, storage and handling of antidotes, medication and lifesaving
equipment required to be purchased and available for use including
temperature and expiration recommendations.

Responsibilities of Department of Health and Hospitals, Office of Public Health, Bureau
of Emergency Medical Services:

1.

2.

3.

5.

4

Guidance: Provide adequate information to the responders; safety
precautions to be taken by EMS personnel to safely respond to the needs
of the incident. Preferably, pertinent information should be in a written
form to allow personnel to reference information as needed.

Antibiotic/Immunization Training: Provide Provider’s personnel with
adequate training and information to distribute and administer
antibiotics/immunizations safely as needed.

Special Needs Sheltering Training: Provide Provider’s personnel with
adequate training and information on patient care in Department of
Health and Hospitals, Special Needs Assistance Population Shelters.

‘Disaster Training: Offer Provider’s personnel training and information

for Core/Basic/Advanced Disaster Life Support (CDLS/BDLS/ADLS)
on-scene care.

Data Collection: Provide guidelines and information for data collection
to track victims of mass casualty or terrorism incidents using the existing
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health care databases, incorporating National Highway and Safety
Traffic Safety Administration (NHTSA) data elements.

VII. Training and Qualifications:

1.. Strategic National Stockpile: EMS members must be a Certified First
Responder, EMT-Basic, EMT-Intermediate or EMT-Paramedic and will
be required to maintain current certification through the National
Registry of EMTs and DHH/OPH/BEMS. :

2. DHH Special Needs Shelters: EMS members must be a current
Louisiana Certified First Responder, or an EMT-Basic, EMT-
Intermediate or EMT-Paramedic and will be required to maintain current
certification  through the National Registry of EMTs and
DHH/OPH/BEMS.

3. Immunization Training: EMS immunization team members shall
complete specialized training, which teaches the skills necessary to
safely administer immunizations.

_4. Training and Qualifications are the ultimate responsibility of each EMS
Provider despite training being offered by DHH/OPH/EMS.

VIL Selling, Transferring Or Going Out Of Business:

In the event that Provider should cease to provide EMS services in the DHH Region spelled out above,
because of either selling or transferring its business or closing its business, voluntarily or involuntarily;
Provider must return the funds or emergency medical equipment received by it from the HHS grant within
15 days of the sale, transfer or closure, to DHH/OPH/BEMS or such other entity as BEMS may designate.

The terms, conditions and undertakings are understood and agreed upon by both parties. This Agreement
supersedes any previous agreement between the parties and will remain in effect until June 30, 2008.
This Agreement may be modified by written, signed, mutual agreement of both parties.

DHH/OPH/BEMS REPRESENTATIVE DATE
EMS Provider DATE
Print Name:

Initial & Date
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'ADDRESS:

Health and Human Services (HHS) Hospital Preparedness Grant
Spending Agreement

ALLOCATION AMOUNT:

EMS PROVIDER!

CEO/ADMINISTRATOR:

CITY:

PHONE:

do so may result in the forfeiture of your grant funds
certified mail to:

xpendfcures (receipts marked paid or copies of canceled checks) must be
provided to the edical Services no later than 90 working days after receipt of your allocation

check.

HHS grant funding must; he priority spending area for emergency medical services as outlined in the state
HHS grant application. HHS: funding can only support items that will enhance the ability of EMS services to meet
the objective of the “level 3 capability: EMS surge capacity” as stated in the State of Louisiana HHS grant
application.



Page 2 of 6

LEVEL 3 CAPABILITY: EMS SURGE CAPACITY:

Objective: Emergency Medical Services

Erihance the statewide mutual aid plan to deploy EMS units in jurisdictions/regions they do not normally cover, in
response to a mass casualty incident due to terrorism.

This plan must ensure the capability of providing EMS triage, transportation and patient tracking for at least 5 00
adult and pediatric patients per million populations within 3 hours post-event. In addition, for each metropolitan
area or other region of the state for which a predictable high-risk scenario has b 7 entified during a HVA, the
plan must describe a mechanism for transporting patients from an incident scep '

oF from local hospitals to
healthcare facilities in adjacent jurisdictions, to temporary healthcare facilities:yithin or near the affected

outlined in the state HHS grant application.

Spending Suggestions:

agent or EMS personnel may arrive on a scene and encounter symptomatic
lecontaminated and need immediate treatment. Therefore, EMS personnel

1. Chemical resistant full body coverage coveralls

2. Inner and outer chemical gloves ) -
3. Air purifying respirators (APR or PAPR)

4. N-95 mask

5. Disposable gowns and gloves

6. Body bags

7.

Patient decontamination systems
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Oxygen Equipment:
EMS providers must have the ability to transport patients out of their normal service area during a mass casualty
incident. Many mass casualty incident victims require oxygen as part of their medical treatment and EMS services
must have a greater than normal ability to meet this requirement '

Disposable ventilators
NIPPV (Non-invasive positive pressure ventilation) CPAP, BiP
Oxygen distribution stations
Oxygen condensing stations
Oxygen driven ventilators
Oxygen regulators
Oxygen carrying cases
Portable suction devices
Disposable airway maintenance devices
. Disposable end tidal C02 devices
. Endotracheal intubation equipment
. Supraglottic airway devices
. Oxygen delivery supplies

evices and supplies

W &=

— o
W —=O

Patient movement, monitoring, treatment and tﬁ?%ge eq
EMS providers must adequately be prepared to triagéiand tre
million population involved in mass casualty incidé"ifi‘jgs
requiring immediate medical att Ation N
radiological, nuclear or e>9)16§1ve (CB]
austere conditions with ited re-sup

S

al Aift)zae
permanent useboards — no disposable or cardboard boards)

. Automated vital'signs monitors

. Mass casualty incident response kits

13. Mass casualty incident shelters/Command shelters
14. Mass casualty treatment supplies

15. Nerve agent treatment kits
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Education and training:
EMS providers must be proactive in the education of their respected personnel in the fields of emergency

preparedness disaster management, disaster response and the incident command system. This training will allow
EMS services to fully integrate their operations with public health and other public safety response partners.

1. Moulage kits
2. Simulator manikins and or accessory equipment
BLS and ALS airway management kits
Cricothyrotomy insertion training devices
Chest decompression training devices
IV and IO access training devices
EKG rhythm generators

o po P

3. Mass casualty incident training
4. Training classes and conference attendance

Educational programs must include eme
NIMS as the primary focus.

HHS Hospltal Preparedn 's Grant Funds for a regional or state response.

MUTUAL AID AGREEMENTS
EMS Providers must partlclpate na reglonal mutual aid agreement or establish mutual aid agreements with other

EMS Providers in all geographical regions sutrounding their respected area of operations. This includes, but is not

limited to, EMS Providers in bordering communities, parishes or across state lines (e.g. Texas, Arkansas, and

Mississippi).
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EMERGENCY OPERATIONS PLAN (EOP):
EMS Providers must submit an all hazard Emergency Operations Plan to the Bureau of Emergency Medical
Services. Emergency planning is paramount for an efficient response to incidents of major consequences. A
comprehensive NIMS compliant, all hazards Emergency Operations Plan (EOP) is vitally important to define roles
and responsibilities, safety, incident command and control, concepts of operations, triage, transport. EMS Providers
should use an internal planning team to develop and implement this all-hazard Emergency Operation Plan (EOP).
The Emergency Operations Plan (EOP) must be submitted to the Louisiana Office of/Public Health/Bureau of EMS
by July 31, 2008.

STATEWIDE EMS COMMUNICATIONS NETWORK:
EMS Providers must participate in scheduled statewide radio testing. EMS* ust participate in statewide
resource assessments during drills and during local, regional and statewi ;

NATIONAL INCIDENT MANAGEMENT SYSTEM:
In FY 2006, EMS Providers were required to complete elemef

, 9,10 and 11. EMS pro:
statement that confirms that the EMS Provider has met th

/igements S

EMS SYNDROMIC SURVEILLANCE PROGRAM:
EMS Providers must participate in EMS Syndromic Surveillance Pr
personnel must enter information into the websbased system in real when possible. If real time reporting is

ANNUAL INVENTORY: .

EMS Providers must agree to participate in an annuali ' items that are purchased with HHS Hospital
Preparedness funds.

The Louisiana Office 6f i
funds. A memorandum of agr
required.

jprove any special project prior to expenditure of
d/or the association outlining the special project is

TRANSEERRING, SEL ' UCTION OF HHS PREPAREDNESS EQUIPMENT:
elling, trading in, or destroying equipment and supplies purchased

DISSOLUTION;
In the event that
above, because of eithe;
EMS Provider must retu

ds or emergency medical equipment received by it from the HHS grant within 15
days of the sale, transfer o

ure, to DHH/OPH/BEMS or such other entity as BEMS may designate.
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ACCEPTANCE OF TERMS:

By accepting your allocation check your agree to the terms outlined above and to submit purchase orders no later
than 60 working days after receipt of your allocation check. The appropriate documentation for these
expenditures (receipts marked paid or copies of canceled checks) must be provided to the Bureau of Emergency

Medical Services no later than 90 working days after receipt of your allocation check.

Service CEO Signature Date

Phone

Please return all documents via certified mail to:

State of Louisiana ;
Bureau of Emergency M
Attn: HHS GRANT STAF L
8919 World Ministry Aveﬁue Suite /Ay
Baton Rouge, LA 70810 .

cal Servnces

our partici,
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STATE EMS PLAN

The Louisiana Bureau of EMS and the Louisiana Emergency Medical Task Force will start the
planning process in January of 2009 to create the state’s first EMS state plan,

The Bureau will utilize the model State Emergency Medical Services System planning documents
as published by the National Association of State EMS Officials and the National Highway
Traffic Safety Administration. This document will provide the Bureau and its stakeholders with
a multiyear process that will assist the Bureau in state EMS system development.
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State Emergency Medical Services Systems:
A Model

July, 2008

By:
The National Association of State EMS Officials

With Support From:
Office of Emergency Medical Services
National Highway Traffic Safety Administration
US Department of Transportation



State Emergency Medical Services Systems: A Model
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State Emergency Medical Services Systems: A Model

Note of thanks: The National Association of State EMS Officials and the National
Highway Traffic Safety Administration depended on a volunteer Steering Panel to guide
this project (see list of members in Appendix B, page 85) and volunteer state EMS
agencies in Florida, New Hampshire, and Pennsylvania to pilot the Self- Assessment tool.
We are deeply grateful for their significant assistance.

L Introduction and Purpose

Milestone documents in the early development of Emergency Medical Services Systems
(EMSS) have included the National Academy of Sciences-National Research Council
White Paper “Accidental Death and Disability: The Neglected Disease of Modern
Society”, the federal Highway Safety Act of 1966, and the federal Emergency Medical
Services (EMS) Systems Act of 1973. They guided the first thirty years of booming
Emergency Medical Services System growth on the local, regional and state levels.
Assisting in organized regional and, to a lesser degree, state system growth was _
significant funding provided by a large federal Health and Human Services (USDHHS)
emergency medical services agency under the 1973 EMSS Act. Both the EMS agency
and its categorical funding for EMS were eliminated in the early 1980’s.

The National Highway Traffic Safety Administration’s Emergency Medical Services
program (NHTSA EMS) has provided state and local system development support since
the late 1960’s. It has innovated programs such as the state EMS system Technical
Assistance Team evaluation process and, with its federal partners, created the visionary
1996 EMS Agenda for the Future. The “EMS for Children” and the “Trauma System”
programs in USDHHS have also provided system development support over the years.

This history contributed to an environment of varying focus of resources and guidance on
the development of state EMS systems. As a result, state systems have evolved
inconsistently across the country. Some have mature networks of leadership connecting
state, regional and local systems with broad responsibility for all aspects of emergency
care. Others have narrow responsibility for the regulation of certain aspects of
prehospital EMS providers.

A recent report by the Institutes of Medicine (IOM) underscores that:

“In states and regions across the country, there is substantial variation among emergency
and trauma care systems. These systems differ along a number of dimensions, such as the
Jeve] of development of trauma systems, the effectiveness of state EMS offices and
regional EMS councils, and the degree of coordination between fire, EMS, hospitals,
trauma centers, and emergency management.” ! And, as a result:



« . .today the system is more fragmented than ever, and the lack of effective coordination
and accountability stand in the way of further progress and improved quality of care.
EMS has an opportunity to move toward a more integrated and accountable system
through fundamental, systemic changes. Or it can continue on its current path and risk
further entrenchment of the fragmentation that stands in the way of system
improvement.”

The premise of the Model State Emergency Medical Services System Project accepts the
challenge of these observations.

The 1973 EMS System Act described an “EMS system” very broadly to include a system
for preventing emergent illness and injury and, where these could not be prevented, for
mitigating their impact through emergency, acute and rehabilitative patient care including
all subsystems of care such as emergency cardiac and trauma care. This original
definition has become less clear with time. Some have come to define EMS as cssentlally
only the prehospital phase of emergency care.

The PrOJect s Steering Group recognizes the IOM’s concept of “emergency care system”
as being in essence what the EMS Systems Act construed to be the broadly defined
“EMS system”. One purpose of the Project is to reinforce this broader definition of
EMSS and the notion that state offices of EMS can be broadly effective leaders of such
systems. This is especially important as EMS evolves and innovates to meet the
changing needs of an aging population.

The Projéct approaches these challenges through a multi-year process of developing the
following products to assist in state EMS system development:

e Year 1 (Calendar 2007)

o Model State Emergency Medical Services System This is a description
of the idealized state emergency medical services system. It is organized
in ten subsystems which generally reflect the evolution of thinking about
the components and attributes of the EMS system. These have ranged
from the original “15 components” of the EMSS Act of 1973 through the
10 components of the NHTSA Technical Assistance Teamn state EMS
evaluation process, and the 14 components or attributes of the 1996 EMS
Agenda for the Future. Bach subsystem is then considered by the three
core functions of public health system planning: assessment processes,
policy processes, and assurance processes. The descriptions of each core
function are based on the “highest” scoring (“5” on a “0 to 5” scale)
descriptions for indicators of each as found in the State Emergency
Medical Services System Self-Assessment tool (below).

o State Emergency Medical Services System Self-Assessment. This is a
guide to rating the strengths and weaknesses of the state emergency
medical services system. For each subsystem, indicators have been
developed and arranged by the three core public health functions



(assessment processes, policy processes, and assurance processes) and by
the “ten essential services” of public health which have been adapted for
this tool (for more information on public health planning applications in
EMS, please see the USDHHS Trauma Program document Model Trauma
System Planning and Evaluation, pages 18 to 32). These indicators
recognize that a state EMS system should be a planned and coordinated
organization of local, regional and state EMS capabilities on a statewide
basis. Therefore, the indicators are broad in some respects (e.g. statutory
authorization of the state system and its lead agency) and very specific in
others (e.g. use of performance indicators, and performance against certain
performance standards such as treatment rates).

o Model State Emergency System Planning Process. This is a brief
discussion of the process for implementing the Self-Assessment and then
incorporating the results into an EMSS plan for the state.

¢ Year 2 (and Beyond)

o State Officials Toolbox to Implementing the Model State EMS System
Plan. This is a set of guidance tools to assist state emergency medical
services system officials in implementing the state emergency medical
services system plan. These include:

» (Year2) The State of Emergency Medical Services System
Model Office. This will describe the idealized office, functions,
staff, and responsibilities of the lead agency for the broadly
defined state emergency medical services system.

* (Year 2) State Emergency Medical Services System Model
Legislation. This will be model state legislation to establish,

~authorize, fund and operate a state EMS system.

* (Year 3 and beyond) “Rainbow Series” of State EMS System
Guidance Tools.. These will be guidance documents for state EMS
planners on a variety of topics dictated by contemporary need.
These might include: ‘

e Integrating Within the State Highway Strategic Plan
» Using NEMSIS Effectively in System Development
» Providing Effective Local Technical and Funding Support
in an Era of Changing Emergency Medical Services System
Provider Types and Self-Sufficiency
o Integrating EMS Communications Planning in Statewide
Interoperable Systems '
e Role of State Emergency Care Medical Directors
e The Public Health Approach to Emergency Medical
— Services System Planning and Implementation
-« Revised Curriculum for NASEMSO “New Directors Boot
' Camp”



IL. Model, Self-Assessment, Planning and Implementation

A. Model State Emergency Medical Services System

The model state EMS System (EMSS) broadly encompasses the emergent illness or
injury event from its prevention, where possible, to its mitigation. Its mitigation includes
not only prehospital phases of intervention, but care in the emergency department as well
as specialty and rehabilitation facilities. It includes an array of specialty care disciplines
such as trauma, cardiac, pediatric, and mass casualty care. The system’s goal is to reduce
morbidity, mortality, long-term impact, and cost to society..

The mode! state EMS system is organized into ten subsystems. These ten reflect a natural
evolution of thinking about the components and attributes of the EMS system starting
with the “original 15 components” of the EMSS Act of 1973. Other updates of the
“original 15” include the NHTSA Technical Assistance Team state EMS evaluation
process with 10 components, and the 14 components or attributes of the 1996 EMS
Agenda for the Future. The ten subsystems include:

1. System Leadership, Organization, Regulation & Policy Subsystem

2. Resource Management Subsystems — Financial

3. Resource Management Subsystems - Human Resources

4, Resource Management Subsystems — Transportation

5. Resource Management Subsystems — Facility and Specialty Care Regionalization
6. Public Access and Communications Subsystems '

7. Public Information, Education and Prevention Subsystem -

8. Clinical Care, Integration of Care, and Medical Direction

9. Information, Evaluation, and Research Subsystem

10. Large Scale Event Preparedness and Respense Subsystem

The Model Trauma System Planning and Evaluation (MTSPE) document published by
the USDHHS Trauma Program in 2006, introduced the concept of using public health
planning concepts in EMS. It wove trauma system planning, implementation and
evaluation around the “three core functions” of public health planning:

» Assessment

e Policy Development

e Assurance

It further utilized “ten essential services” to further refine these concepts:

1. Monitor health status to identify community health problems

2. Diagnose and investigate health problems and health hazards in the community
3. Inform, educate, and empower people about health issues

4. Mobilize community partnerships to identify and solve health problems

5. Develop policies and plans that support individual and community health efforts
6. Enforce laws and regulations that protect health and ensure safety



7. Link people to needed personal health services and ensure the provision of health care

when otherwise unavailable
8. Ensure a competent public health and personal health care workforce

9. Evaluate effectiveness, accessibility, and quality of personal and population-based

health services
10. Conduct research to attain new insights and innovative solutions to health problems

In the MTSPE approach, the traditionally used EMS “component” approach to planning
is replaced, by and large, by the public health methodology/terminology.

In the Model State EMS System Project, the tradition’alr EMS component approach and
the public health approach are integrated. In doing so, both the components traditionally
used and some of the public health “ten essential services” were adapted or eliminated as

portrayed in Table 1, below.

Table 1

The model state EMS system described in this section and the state EM'S self-assessment
in the next section are organized in this format.

The state EMS system self-assessment tool has 76 indicators. In each indicator, the
element of the system and subsystem being considered may be judged from “0” to “5”
based on the completeness and maturity of that element. The lower the score, the less
complete or mature that element of the system is judged to be (or “0” is given if the
element’s status is not known). The statements associated with a “top” score of “5” have
been designed by the Project Steering Group to reflect the most mature and complete



status for that element of the system. Therefore, the following “model” state EMS
system description is based on compiling those highest scoring statements of the 76
indicators organized by the 10 subsystems of the state EMS system. The model
description has been altered somewhat from the specific scoring statements in the self-

assessment tool for readability.



1. System Leadership, Organization, Regulation & Policy Subsystem

Overview v

A single state agency is statutorily charged with the comprehensive leadership,
development and regulation of the Emergency Medical Services System (EMSS). It has
developed the EMSS based on statewide regionalized, coordinated and accountable
systems of emergency care and has the authority and funding to lead these. It utilizes a
multi-disciplinary, multi-agency, broadly representative stakeholder body and committee
structure in the development of the EMSS. The agency has routine and direct access to its
cabinet level policy-maker.

Components

A. Assessment :

There are clearly defined statewide regionalized, coordinated and accountable systems of
emergency care. These have regional infrastructures established uniformly under the
state EMSS lead agency by statute, rules, regulations, protocols or other policies to guide
and monitor care. These regionalized, coordinated and accountable systems of
emergency care routinely and uniformly report on care performance through the state
EMSS lead agency.

There is an independent external assessment of the EMSS at least every five years. In
substitution for this, a broad-based statewide quality improvement process may be
employed on an on-going fashion. Whichever process is used utilizes the Model EMSS
self-assessment as a basis. The assessment process is linked with a strategic planning
process to update the EMSS plan. <

B. Policy Development

The lead agency has brought together multiple stakeholder groups and other state
agencies to assist with, and make recommendations on, the development and
implementation of the EMSS. Ideally, this is accomplished through a statewide,
statutorily authorized, multidisciplinary, multi-agency body acting in an advisory or
authority capacity. There is evidence that the needs of pediatric and other special
populations have been integrated into state statutes, rules, and regulations and are
represented on this body.

The lead agency, state EMS director, and state EMS medical director are identified in
State statute. The lead agency is authorized to plan, develop, lead, monitor and regulate a
comprehensive statewide EMSS system. This system is specified as including a
statewide organization of regionalized, coordinated and accountable systems of
emergency care with the component subsystems described in the model EMSS. The lead
agency is required to regularly report to government and the public on the progress and
effectiveness of system implementation based on a quality improvement process. -



The lead agency regularly reviews, through established committees and stakeholders, the
rules/regulations governing system performance, including policies and procedures for
system operations at the State, regional, and Jocal levels. -

The lead agency has adopted clearly defined EMSS standards (e.g., facility standards,
triage and transfer guidelines, data collection standards) and has sufficient legal authority
to ensure and enforce compliance. These EMSS performance standards are in place and
compliance is being actively monitored and enforced through well-defined policies and
procedures. '

Lead agency leaders, in consultation with their statewide multidisciplinary, multi-agency
body, have established measurable program goals and outcome-based, time-specific,
quantifiable, and measurable objectives that guide system effectiveness and system
performance.

A comprehensive EMSS plan has been developed and adopted in conjunction with all
key EMSS stakeholders, and includes the integration of all subsystem components. This
plan is linked to the Strategic Highway Safety Plan to ensure that EMSS information is
used to evaluate highway safety problems and to improve post crash care and
survivability.

C. Assurance
The EMSS lead agency maintains ongoing EMSS performance improvement processes
and enforces prehospital agency compliance with all rules, regulations, or protocols (e.g.,

 taking patients to the correct facility in accordance with pre-existing destination

protocols).

The EMSS lead agency provides an array of services addressing system needs such as
leadership, planning, coordination, implementation, response and techmical assistance. It
performs an internal or external examination of the EMSS including an assessment of
needs for such services at least every five years. Such an assessment may be replaced by
a system of performance improvement which generates data sufficient to evaluate needs
and update services on an on-going basis.

Comprehensive annual reports on the status of the statewide EMSS, including the
effectiveness of all subsystems, are written by the lead agency in conjunction with
providers and other stakeholders. These routinely report state emergency medical
services system information system (EMSIS) data and performance measures derived
from this self-assessment tool and integrate comparisons with similar states through
National Emergency Medical Services Information System (NEMSIS) data.

10



2. Resource Management Subsystems — Financial

Overview

The EMSS infrastructure, including its lead agency, is adequately funded. Mechanisms
exist to assure adequate payment for emergency care and to maintain the prehospital
EMS safety net. There is effective integration of emergency care, primary care, specialty
care and other patient preventive and treatment services and the mechanisms for
reimbursement for these services provides incentives for this integration.

Components

A. Assessment

The lead agency routinely utilizes strategic planning processes, with broad-based
stakeholder representation and participation, to develop its budget for the EMSS and its
subsystems. The strategic planning processes utilize data from state EMSS evaluations
and/or specific statewide needs assessment processes. Regardless of which of these
sources of overall baseline information is used, the planning process utilizes on-going
system performance improvement data to make budgetary decisions.

Financial data are routinely derived from the EMSIS, insurers, emergency department,
" hospital discharge, death certificate and rehabilitation data and, along with data on
general EMSS infrastructure costs, are used to assess cost/benefit of the system. A
method exists to investigate, diagnose and intervene in problems identified.

B. Policy Development

The legislature has identified and appropriated infrastructure funding from general fund
and non-lapsing sources for the lead agency which is consistent with its legislated
responsibilities.

C. Assurance . '
The annual reporting cited in model section 1.C includes system financial reporting.
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3, Resource Management Subsystems - Human Resources

Overview

Organized processes exist for work force assessment, recruitment, retention, education as
needed, and for identification and deployment of emergency medical care providers
within the state for routine and large scale event operations.

Components

A. Assessment

A performance standard has been established for the turnover rate of prehospital
licensed/certified personnel. The NHTSA Performance Measures (PM) Indicator *“2-
Annual Turnover Rate” or a similar measure has been adopted as a statewide PM
indicator and data contributing to it are routinely collected, results analyzed and
interventions souvht where necessary on a local, regional, and state level.

B. Policy Development
Written evidence exists that EMS education opportumtles are routinely impacted by
regular reviews of EMS system performance.

The EMSS lead agency has adopted scopes of practice consistent with the National EMS
Scope of Practice and these have been implemented with accompanying guidance and
requirements.

The EMSS lead agency requires national certification for state licensure/certification of
all levels of EMS personnel. “National certification” implies a testing process similar to
that of the current National Registry of EMTs.

The EMSS lead agency requires national accreditation of paramedic education programs.
It has an internal mechanism for approving other levels of education programs or courses
until such time as national accreditation is available at one or more of these levels. This
internal mechanism includes standards that are consistent with the National EMS
Education Standards. The lead agency has committed to requiring national accreditation
within two years of accreditation availability. “National accreditation” implies a -
qualifying process similar to that of the current Commission on the Accreditation of EMS
Programs (CoAEMSP).

C. Assurance

The EMS lead agency maintains clear procedures for enforcing personnel compliance
with laws, regulations, and policies pertaining to provider licensure/certification. These
include processes for adequate review and due process in enforcement.

The EMSS lead agency assures an on-going needs assessment for areas of personnel

shortage, trends in statewide personne] utilization, and for health/safety issues specific to
the EMS working environment. Based on this on-going needs assessment, the lead
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agency has either documented actions to address human resources needs in the state or
has documented that no significant workforce needs or provider agency management

issues exist.

A structured mechanism exists to educate personnel in new protocols and treatment
apprgaches, as .adopted by medical direction, in a timely manner. There is a method to
monitor compliance with new procedures as they are instituted.
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4. Resource Management Subsystems — Transportation

Overview

A mechanism exists to identify and assure adequate deployment of ground, air, and water
response and transportation resources. These resources must meet specific standards of
quality, to assure timely and appropriate response scaled to the nature of an event. There
is an ability to monitor safety and response time issues.

Components

A. Assessment

A performance standard has been established for response, scene, and transport time
intervals by both mean and 90" percentile measures. The NHTSA Performance
Measures (PM) Indicators “10.1- Mean Emergency Patient Response Interval”,

¢10.2- 90" Percentile Emergency Response Interval”, “10.3- Mean Emergency Scene
Interval”,“10.4- 90™ Percentile Emergency Scene Interval”, ¢10.5- Mean Emergency
Transport Interval”, and “10.6- 90™ Percentile Emergency Transport Interval”, or similar
measures, have been adopted as statewide PM indicators and data contributing to them
are routinely collected, results analyzed and interventions sought where necessary on a
local, regional, and state level, Statewide performance meets or exceeds the performance
standard as a whole.

B. Policy Development

The lead EMSS agency has established standards, drawing upon national or otherwise
evidence-based standards where possible, for the equipping and operation of ground and
water ambulances and other EMS vehicles, and for the clinical operations of air medical -
services. Performance standards have been established as policy for the indicators in
section 4.A. There is a policy to inspect vehicles and/or review performance measures
on a regular basis. '

C. Assnrance

The lead EMSS agency conducts on-going performance improvement and/or regularly
inspects vehicles utilizing the standards and performance indicators it has established.
The agency has enforcement authority, including well-defined due process procedures, to
take timely and effective action when inadequacies are discovered that may pose a hazard
to patients or the public.

The EMSS lead agency is responsible for and has the authority to lead EMSS operations
in statewide disaster planning and in mass casualty events that exceed local EMS agency
and hospital mutual aid capabilities. It is empowered to provide (directly or through
contract) EMS coordinating, patient care, and transportation services in areas where usual
and customary EMS services have been withdrawn, or otherwise do not exist, and have
been determined to be necessary.
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5. Resource Management Subsystems — Facility and Specialty Care
Regionalization

Overview

Regional, accountable subsystems of emergency medical care are effectively integrated
into the statewide EMSS and formally designated by the lead agency, These subsystems
are organized to identify, treat and route critically ill or injured patients who would
benefit from immediate trauma, cardiac, pediatric, bum or other types of specialty care.
The EMSS lead agency must be authorized and adequately funded to supervise the
activities of these statewide, contiguous regionalized, accountable systems of care.

Components

A. Assessment

A performance standard has been established for “Major Trauma Triage to Trauma

Center Rate”. The NHTSA Performance Measures (PM) Indicator “5S- Major Trauma
Triage to Trauma Center Rate” or a similar measure has been adopted as a statewide PM -
indicator and data contributing to it are routinely collected, results analyzed and
interventions sought where necessary on a local, regional, and state level. Statewide
performance meets or exceeds the performance standard as a whole.

A performance standard has been established for “STEMI Triage to Specialty Center
Rate”. The NHTSA Performance Measures (PM) Indicator “9- STEMI Triage to
Specialty Center Rate” or a similar measure has been adopted as a statewide PM indicator
and data contributing to it are routinely collected, results analyzed and interventions
sought where necessary on a local, regional, and state level. Statewide performance
meets or exceeds the performance standard as a whole.

B. Policy Development

The lead agency has two or more on-going committees with broad stakeholder
representation meeting regularly to develop and implement specialty care subsystems
(e.g. trauma, cardiac, stroke, pediatric, burns). These are formally organized as
multidisciplinary, multi-agency subcommittees of the state EMSS body. Their plans are
integrated effectively into the statewide EMSS plan and its on-going review and
improvement. Subsystem components coordinate well through the lead agency and its
representative body (e.g. medical direction subsystem development of prehospital
protocols draws upon representatives of specialty care subsystems for protocols in those
areas).

There is a legislatively authorized process for the designation of specialty care facilities
that is governed by the EMSS lead agency and its specialty care subsystem committees.
The lead agency is actively designating and monitoring specialty care facilities as
components of at least two subsystems (e.g. trauma, cardiac, pediatric, burn).
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A standard definition of transfer “qualifying patient” and statewide processes to
implement transfers based on it are in place for two or more specialty care subsystems.
These are linked to performance improvement and medical direction review subsystems,
and updated as needed on a statewide bass.

State EMSS-wide prehospital triage criteria are in place for two or more specialty care
subsystems (e.g. the ACS/COT Trauma Field Triage Criteria for any trauma system).
These are linked to performance improvement and medical direction review for
appropriateness  in identifying qualifying patients and in ensuring that they are
transported to the appropriate specialty care facility. Sensitivity and specificity (over-
and under-triage rates) of the criteria used are regularly reported through the EMSS lead -
authority. Updates to the triage criteria are made -as necessary to improve system
performance.

Specialty care center designation processes in two or more specialty care subsystems are
mature. “Natural” regions, based on the geographic organization of those facilities and
patient flow around them, have become apparent. The EMSS lead agency has developed
a participatory, representative process for the designation of regional, accountable
systems of care, including the ability to negotiate regional boundaries as necessary, and
has designated these. It has included emergency management, emergency health
preparedness, and public safety partners in these discussions in order to coordinate
regional response organization. Where necessary, the EMSS lead agency has established
processes and administrative infrastructure, to support planning, implementation and
coordination of regional system development. :

The emergency medical services for children (EMSC) specialty care subsystem is mature
as reflected by the existence of an EMSC specialty care subsystem committee of the lead
agency, a legislatively authorized facility recognition system for pediatrics, a formal
definition of “qualifying pediatric patient” for the purpose of transfer to a facility more
highly recognized for pediatric care, and prehospital triage criteria for pediatrics.

C. Assurance :

Facilities are represented in the regional, accountable systems of care performance
improvement processes and benchmark their performance against local and national
standards. Issues of noncompliance are monitored and addressed as part of the regional
performance improvement process. De-designation is reserved only as a final public
health safeguard and is delegated to the regions by the lead agency.

There is authority, budget, and job description for a full-time EMSS medical director and
one is in place. The job description includes requisite education, experience and
certification for this position.

There is evidence to show a well-integrated program of rehabilitation is available for all
EMSS patients. Rehabilitation programs are included in the EMSS plan, and specialty
care centers work closely with rehabilitation centers and services to ensure quality
outcomes for EMSS patients.
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6. Public Access and Communications Subsystems

Overview ,

A subsystem exists to organize wire-line, cellular, voice over internet protocol, automatic
crash notification, patient alerting system device and other public 9-1-1 access to the
Emergency Medical Services System. The EMSS utilizes all voice, video, telemetry, and
other data communications as necessary to best enhance real-time information
management for patient care. Medically directed systems of emergency medical dispatch
(EMD) and comumunications are in place to adequately support the statewide
regionalized, accountable systems of care.

Components

A. Assessment

There is a regularly updated statewide index of EMS agencies, emergency medical
dispatch centers, and hospitals listing (as appropriate) their emergency access type (9-1-1,
E-9-1-1, other), direct ten-digit dispatch number, ten-digit business number, dispatch
voice frequency, dispatch data frequency, field to hospital frequency/ies, hospital to
hospital frequency/ies, EMS tactical frequency/ies, broadband or wideband frequency/ies
and purpose. The index also lists major communications system assets (at least fixed
radio consoles and mobile units, towers, base stations, and recording equipment) by date
and type.

B. Policy Development

A statewide interoperability executive committee (S IEC)® or similarly named and
functioning body with EMSS representation produces and disseminates a public safety
statewide communications interoperability plan (SCIP) integrating the EMSS
communications system plan. In addition, a “system users guide” is produced which
explains NIMS and SafeCom compliant policies and procedures for participation in the
public safety communications interoperable system (e.g. use of interoperability channels
in major events and plain language usage at all times). '

There is an authorized, adequately funded SIEC within the executive branch to plan,
coordinate, implement, manage, and enforce policies for interoperable communications
including instate frequency coordination The EMSS is actively represented on the SIEC.

C. Assurance

EMD protocols have been developed with statewide coordination and with EMSS
medical direction oversight. It is recognized that EMD protocols for resource dispatch
must be specific to the resources present in any given locale and decisions on these
protocols must reflect input of those Jocales. There are established procedures to involve
representatives of EMD staff in EMD and EMSS performance improvement and a
“feedback loop” to change protocols or to update dispatcher education when appropriate.
These protocols include, but are not limited to, which resources to dispatch (for example,
Advanced Life Support (ALS) versus Basic Life Support (BLS), use of lights and sirens

17



mode, early notification of the air medical and specialty facility resources, pre-arrival
instructions, and other procedures necessary to ensure resources dispatched are consistent
with the needs of emergency patients.

All emergency callers to PSAPs are assured of interaction with EMD certified staff in a
facility whose EMD program has a medical director and has been reviewed and
approved/certified by the EMSS lead agency.

State-of-the-art electronic, seamlessly linked citizen access (specifically E-9-1-1 and
wireless E-9-1-1) and dispatch communication systems are available within all
jurisdictions and utilize state-of-art EMD and other dispatch procedures routinely
evaluated in an on-going performance improvement program.

State-of-the-art electronic communication systems are available within all jurisdictions
and are coordinated by an SIEC or similar body. The systems constitute a linkable
statewide system, ideally coordinated in a single EMS state communications center or
‘through linked, statewide regional communications centers, that is utilized for day to
operations and is effective in all-hazards responses. The system is linked to public health
and other nontraditional partners. The system is routinely evaluated on a statewide basis
and affords narrowband, wideband and broadband solutions to EMS agencies and
facilities in all jurisdictions. All jurisdictions are at least at mid-point, and most are at the
far right on the Interoperability Continuum (below). The maturity of statewide EMSS
communications interoperability is as a whole at the far right as defined by the USDHS
SafeCom Interoperability Continuum.

Table 2

interoperabifity Continium
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7. Public Information, Education and Prevention Subsystem

Overview

A subsystem exists which is organized to monitor and identify the public’s health care
needs that can be addressed by the Emergency Medical Services System (as integrated
with the primary care and other systems of care). Specific public information and
education components should include the public’s familiarity with the Emergency
Medical Services System and appropriate access to that system, self-help and bystander
care.

Components

A. Assessment - _

There is a written descriptive, graphic, and tabular comparison of the fop ten leading
causes of emergent illness and injury death using local, regional, statewide, and national
data. An attempt is made to compare data to EMS system improvement efforts.

The public health epidemiologist, along with EMSS leaders, is involved in the
development of emergent illness/injury reports. There is clear evidence of data sharing,
data linkage, and well-defined reporting roles and responsibilities.

The EMSS conducts a scientific consumer poll on a periodic basis to gauge expectations
about the EMSS such as access, speed of response, and level and type of care expected.
Results are utilized to focus certain public information and education activities and
system service development.

B. Policy Development .

A well-orchestrated and continuing EMSS media campaign is evident. There is clear
evidence that key policy makers at the state, regional, and local levels are keenly aware
of the benefits of the EMSS and of the importance of emergent illness/injury prevention
programs.

C. Assurance :

The EMSS lead agency has developed a formal technical assistance package for
communities which includes a detailed explanation of community EMS system
evaluation methods and informed self-determination processes”. It has developed or
adapted its own informed self-determination program (generically, a process through
which communities are encouraged to evaluate their local EMSS, learn about alternative
Jevels and type of EMS response and their comparative costs and then determine the type.
of syster and leve] of public cost they prefer), and provides a range of staff support,
guidance materials and subsidies to encourage adoption of the program.

The EMSS lead agency routinely distributes PIER support materials to provider agencies,

publicizes this availability, and provides staff technical assistance as requested. This
program includes not only robust resources on raising the profile of the local EMSS and
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emergency illness/injury prevention efforts in the community, but enables agency leaders |
to explore opportunities to become involved in directly meeting preventive health,

. primary care and other needs in the community in order to strengthen the clinical base

and response capabilities of the agency. This effort encourages consideration of EMS
based community health services (“community paramedicine”)’, or other programs
appropriate to the health needs of the state’s various community types, and offers
technical assistance in approaching issues such as medical direction and training for such

services.
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8. Clinical Care, Integration of Care, and Medical Direction Subsystem

Overview _

This subsystem identifies and guides the organized relationships among local, regional,
and state providers of medical direction, their mechanisms and authority for clinical
oversight and the establishment of medical and operational protocols, for the clinical
services of EMSS providers and their integration within other community systems of

care.
Components

A. Assessment

The NHTSA Performance Measures (PM) Attributes “17.1- Call Complaint
Distribution” and *“17.2 — Call Complaint Rate” have been adopted as statewide PM
attributes and data contributing to them are routinely collected, results analyzed at all

levels and system planning interventions sought where necessary on a local, regional, and

state level (e.g. better matching resources to call types experienced).

A performance standard has been established for prehospital relief of pain. The NHTSA
Performance Measures (PM) Indicators “6.1- Pain Relief Rate”, ““6.2- Pain Worsened
Rate”, and “6.3- Pain Unchanged Rate” have been adopted as statewide PM indicators
and data contributing to them are routinely collected, results analyzed and interventions
sought where necessary on a local, regional, and state level. Statewide performance meets
or exceeds the performance standard as a whole. .

A performance standard has been established for “EMS Cardiac Arrest Survival Rate to
Hospital Discharge”. The NHTSA Performance Measures (PM) Indicator “18.2- EMS
Cardiac Arrest Survival Rate to Hospital Discharge” has been adopted as a statewide PM
indicator and data contributing to it are routinely collected, results analyzed and
interventions sought where necessary on a local, regional, and state level. Statewide
performance meets or exceeds the performance standard as a whole.

A performance standard has been established for at least one additional indicator of
system interest in expanding its role to meet the changing needs of the patient population.
This measure might involve the rate of red light and siren use (indicating changing
response practice and/or call urgency), the rate of non-transports by patient complaint
(indicating greater frequency of non-emergency care) or some other indicator of the EMS
system adapting to meet other patient needs. Data contributing to it are routinely
collected, results analyzed and interventions sought where necessary on a local, regional,
and state level. Statewide performance meets or exceeds the performance standard as a
whole, o
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B. Policy Development

There is a clear-cut organization and division of legal authority and responsibility for
medical direction and for information flow involved in the processes of protocol
adoption, performance improvement, and restricting the practice of prehospital care
providers. As dictated by the size and complexity of the statewide, regional and local
systems there are medical committees at appropriate levels to encourage and facilitate the
flow of information and input to fuel these processes and to serve as deliberative bodies
in these processes. Ultimate authority and responsibility for medical direction is
specified in statute and extends from the state medical director through the statewide
medical committee to regional medical directors to regional medical committees to local
medical directors and providers as appropriate.

There is clearly defined legal authority and responsibility for the EMSS medical direction
subsystem incliding the authority and responsibility to adopt protocols, to implement a
performance improvement system, to credential the practice of prehospital care providers,
and to generally ensure medical appropriateness of the EMS system. There is a paid
statewide EMSS medical director from whom this statutory authority and responsibility
extends, and with it limitations on liability, to regional and, where applicable, local
medical directors. The system for creating protocols lies at the state level but is the
responsibility of the state and regional medical directors as a group with input from local
medical directors, other physicians and EMS providers and with opportunities for local
variation approved by the lead agency. ~

C. Assurance

The EMSS lead agency enforces, utilizing well-defined standards, policies, procedures,
and authority, all prehospital clinical practice. It employs a documented, effective system
of performance improvement which has specific points of integration with and separation
from disciplinary and other licensure/certification actions and is coordinated well with
the statewide medical direction system. In all enforcement practices, the lead agency has
well-defined procedures for adequate review and due process.

The EMSS lead agency requires EMSS medical directors to be credentialed. The EMSS

lead agency credential requires a specific initial training program and on-going
continuing education.
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9. Information, Evaluation, and Research Subsystem

Overview

- This subsystem assures the collection of accurate data on EMSS activity, including a

NEMSIS compliant and integrated patient care/call reporting (PCR) subsystem with
100% provider participation, a regionalized subsystem of performance improvement, and
a mechanism to encourage research to improve patient care and EMSS operations.

Components

A. Assessment
Death certificate data, by E-code, are used as part of the overall assessment of EMSS
care, including statewide rural and urban preventable mortality studies.

All EMSS data stakeholders (including insurance cairiers, FARS, and rehabilitation, in
addition to typical EMS system resources) have been identified, data access agreements
executed, hardware and software resources secured, and the staff allocated to
deterministically and probabilistically link, analyze, and report a variety of data sources
in a timely manner and this occurs routinely.

There is a comprehensive written policy and demonstrated compliance concerning data
management and governance including an evaluation of the quality, timeliness, and
completeness of data, with confidential protection of records ensured while allowing
appropriate access for research purposes.

B. Policy Development

The EMSS lead agency routinely utilizes NHTSA Performance Measures (PM) and their
own created indicators (including outcome measures) and attributes to gauge the
effectiveness of the EMSS at all levels and against state and national results. The lead
agency provides these to the public with appropriate explanation and system
improvement suggestions.

A well-integrated emergent illness/injury reporting system exists. Evidence is available to

~ demonstrate how system providers routinely use EMS information system (EMSIS) data

to identify program needs, to develop strategies on program priorities, and to set annual

. goals for emergent illness/injury prevention. There is specific monitoring of work-related

illnesses and injuries for the EMS workforce.

The statewide multidisciplinary, multi-agency EMSS (advisory or authority) body
formally delegates by rule to a statewide medical direction comumittee, or other similar
body, the responsibility to complete regular reviews of annotated EMSIS data reports to

~ determine and recommend the need for system modifications. This committee meets

regularly with stakeholders and reviews EMSIS data reports to assess system
performance over time, looking for ways to improve system effectiveness and patient
outcomes.



General statewide, regional, and jurisdictional/local agency EMSIS data reports are
generated by the EMSS (or by regional/jurisdictional bodies as appropriate) no less than
once per year and are made available to EMSS leaders on all levels and to other
stakeholders and the public as appropriate to evaluate and improve system performance.

There is a legislative mandate that an EMSIS is implemented and maintained by the lead
agency, and that all EMSS provider agencies provide data electronically on a regular,
timely basis. EMSS hospitals and other facilities facilitate real-time data linkage and
transmission for operational and clinical purposes (e.g. field access to patient history; on-
line medical direction access to field data on patients and resources) and outcome
evaluation. The EMSIS is NEMSIS-compliant and sends data to NEMSIS.

There is a statewide performance improvement (PI) plan implemented and mandatory at
the state, regional, jurisdictional, and local agency level with dedicated, specified medical
oversight. There is legislated protection from discoverability of all EMS data. This plan
includes a mechanism for reporting patient care/treatment errors.

EMSS lead agency policies for educational programs require that familiarity with the
scientific literature, appropriate research principles, and the value of initiating and
participating in research to produce evidence-based advancement of the field are included
in EMS education content.

C. Assurance
The state EMS lead agency enforces provider agency part1c1pat10n in the EMSIS and

statewide performance improvement (PI) system, as well as facility participation in
EMSIS for operational, clinical, and outcome evaluation purposes.
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10. Large Scale Event Preparedness and Response Subsystem

Overview

A NIMS compliant subsystem exists to enable the scaling up of day-to-day operations to
meet the needs of larger, all-hazards events. Threat and capabilities assessments have
identified the likeliest events to occur in the state and the capabilities required and
available to address them. It is essential that mass casualty responses involve logical
expansion and extension of daily practices and not the establishment of new practices
reserved for large scale events. Equipment, human and other resources are described in a
manner compliant with NIMS resource typing definitions.

Components

A. Assessment

There is a resource assessment of the EMISS’ ability to expand its capacity to respond to
mass casualty incidents (MCIs) in an all-hazards approach. The written inventory of
trauma system-wide MCI capacity has been shared with, and incorporated into, broader
statewide planning efforts for all-hazards responses.

The EMSS has completed a gap analysis based on the resource assessment for EMSS
emergency preparedness and on system resource standards adopted.

B. Policy Development

The EMSS plan has established clearly defined methods of integrating with other
emergency preparedness plans (all-hazards). The EMSS plan addresses the lead agency
coordination among EMS, public health, public safety and emergency management.
Plans are well integrated and include annual multidisciplinary exercises to test this
capability using scenarios based on risk vulnerability assessment and Homeland Security
Exercise and Evaluation Program (HSEEP) guidelines, Results from drills and live
responses are used to further improve the plans and processes. The plan describes means
to allow EMS resources to be used across jurisdictions, both intrastate and interstate,
using the Emergency Management Assistance Compact and NIMS.

The EMSS plan includes identification of additional resources (both manpower and
equipment) necessary to respond to a mass casualty. EMS leaders coordinate with
emergency management officials to accomplish this. The plan utilizes NIMS compliant
resource typing definitions to describe these. There is a well-drafted and rehearsed
EMSS plan, along with sufficient caches of equipment and backup personnel, that
ensures the rapid deployment of additional resources during mass casualty incidents.
The plan has specific provisions for a pandemic influenza event.

C. Assurance _ ‘

The EMSS, through the lead agency, has access to additional equipment, materials, and
personnel for large-scale events. The lead agency has acquired additional equipment and
materials for both the prehospital and hospital response to all-hazards events.
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A deployment mechanism to share personnel resources has been developed and tested in
both the prehospital and hospital settings (e.g., mutual aid, precredentialing of
practitioners, and rapid assignment of privileges). The system routinely tests its
capabilities in this area.

There has been an assessment of need for protective resources (including vaccinations,
prophylaxis, and personal protective equipment) for prehospital providers and their
families. All of the resources identified as being needed have been made available. There
is a system for routinely reassessing need for protective resources and for identifying new

providers as they enter the EMSS.



B. The Emergency Medical Services System Self-Assessment Tool

The model employed for the Self-Assessment Tool and the Emergency Medical Services
System itself is a refinement of the model developed in 2006 by the federal Trauma
Program (USDHHS). The Model Trauma System Planning and Evaluation (MTSPE)
document employed a Benchmark/Indicator/Scoring (BIS) approach to assessment and
completely replaced the categorical subsystem approach of the federal 1992 Model
Trauma Plan template with a public health model. The categorical subsystem or attribute
approach has been endemic to EMS since the 1973 federal EMS Systems Act established
a 15 component approach to system planning and implementation.

" The National Hi ghway Traffic Safety Administration (NHTSA) Technical Assistance

Team process has been virtually universally employed to assess and reassess statewide
EMS systems for over fifteen years. It takes a system categorical approach with some 70

. indicators employed. The EMS Agenda for the Future, a visionary 1996 map for the

future of EMS system development has been widely embraced for planning purposes. It,
too, uses a categorical approach with just over 80 indicators. Citing the historical and
widespread use of this approach to EMS planning is not intended as a reason for rejecting
the public health or any other model in Emergency Medical Services System planning. It
is a significant factor, however, in the potential success of introducing new models.

Recognizing the merit of the public health model core function processes ‘and the
rationale of the MTSPE developers, and also recognizing the benefit of retaining enough
of a categorical system component approach to be recognizable to EMS planners, the
Emergency Medical Services System Self- Assessment and model plan incorporate a
hybrid described in Table 2 on the following page. ‘
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The “Emergency Medical Services System Categorical Components” are a result of
revisiting the component structures employed by the NHTSA Technical Assistance Team
program and the EMS Agenda for the Future and achieving an updated blend (e.g. the
addition of the post 9/11 consideration of a subsystem for large scale events).

The “Core Functions” derive from the public health model and its three core functions
and ten essential services. The definitions and inclusion of these have been remodeled
somewhat to address the issue of “square pegs and round holes” in trying to shoehorn
some EMS concepts into the current public health definitions. These new definitions

include:

1. Assessment Process - The regular and systematic collection and analysis of data
(monitoring) from a variety of sources to diagnose the status and cause of a
problem and to identify potential opportunities for interventions.

2. Policy Process - Using the results of the assessment process in an organized
manner to inform and organize stakeholders to develop policies intended to
achieve specific goals to improve the public’s health.

3. Assurance Process — The enforcement of policies (administrative dictates,
regulations and laws), provision of direct services, and gvaluation of the
effectiveness of that enforcement and those services to achieve specific goals to
improve the public’s health. '

Even retooled, there are not indicators for every essential service under all the core
functions. Indicators were prioritized to produce a clear system-wide assessment using a
manageable number of indicators (76).
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MEMORANDUM OF AGREEMENT (MOA)
BETWEEN
Department of Health and Hospitals, Office of Public Health
Bureau of Emergency Medical Services (DHH/OPH/BEMS)

And
EMS Provider
This MOA is entered into by DHH/OPH/ BEMS and , EMS
Provider, (hereinafter “Provider”) to ensure that provides ambulances, air
medical transportation, personnel, and equipment in the event of disaster operations, Strategic
National = Stockpile , DHH Special Needs Shelter Operations, Mass

Immunization/Medication Distribution/Screening Clinics, and Mass Evacuee/Disaster Victim
transportation as agreed between the parties hereto.

L Purpose: There is a recognizable need to coordinate Emergency Medical Services Operations
in the event of a natural or man-made disaster, or terrorist attack on the United States,
including the State of Louisiana. Agreements for the provision of on-scene triage, medical
care, transportation of patients and evacuees to and from residences and treatment facilities,
distribution and administration of antibiotics/immunizations of the Strategic National
Stockpile and medical care in Department of Health and Hospitals Medical Special Needs
Shelters will be adopted by the Department of Health and Hospitals, Office of Public Health,
Bureau of Emergency Medical Services (DHH/OPH/BEMS) and Emergency Medical Service
(EMS) Providers in the State of Louisiana.

IL Deliverables: It is agreed that Provider in DHH Region # will provide logistical and
medical support to the Department of Health and Hospitals, Office of Public Health, Bureau
of Emergency Medical Services in the form of First Responders, Emergency Medical
Technicians, Paramedics and the necessary equipment including transportation vehicles at
designated medical special needs shelters, medication /immunizations distribution clinics and
the site of a disaster. The Department of Health and Hospitals, Office of Public Health,
Bureau of Emergency Medical Services may provide appropriate training for the
administration of antibiotics and immunizations necessary for the adequate protection and
performance of Provider’s personnel. Provider is required to attend HHS grant rounds in
order to be considered for funding.

III.  Annual Spending Agreements/Addendums: For such service, DHH has allocated funds to
give EMS Providers the necessary equipment for such response. In the past, DHH has
specified the type and amount of equipment to be purchased and the training necessary for
each year in the annual spending agreement which became addendums to the contract as they
were signed. 1f Provider has purchased and has, in its possession, the equipment detailed on
pages 2 - 4 of the Spending Agreement Form made part of this contract, funding Provider
recejves through this contract may be spent on equipment and items chosen by the Provider
and listed on Exhibit as a line item budget.

Initial & Date
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Iv.

V.

Initial & Date

Goals of Medical Support Activity:

1.

Enhance patient/evacuee triage, medical treatment, transport, and transfer
of care during emergencies and disasters.

Develop and/or enhance regional transfer/transport agreements and mass
casualty plans.

Reduce the likelihood of death, injury, and/or illness, and their related
effects to response personnel, victims and bystanders.

Enhance the working relationship between EMS Providers and the
Department of Health and Hospitals, Office of Public Health, Bureau of
EMS and hospitals.

Mitigate or mediate liability for injuries and/or illness that are a direct
result of a disaster, biological, chemical, radiological and nuclear event.

Maintain good team morale when true concern for the member’s good
health and well-being is realized.

Identify and obtain contractor participation in developed trauma system
pre-hospital needs in Louisiana, through BEMS, OPH, DHH, or LERN

Responsibilities of Provider:

1.

Emergency System for Advanced Registration of Volunteer
Healthcare Providers (ESAR-VHP): Acquire and maintain important
medical history, immunization status, current health status and
education/specialty training on each of its personnel.

Provider will ensure the transfer of pertinent medical information to
appropriate medical personnel to save valuable time during the treatment
of injury/iliness.

Standardized Equipment: Acquire and maintain standardized
emergency medical equipment, supplies, triage systems, personal
protective equipment and nerve antidote for responders according to the
guidelines set forth by the DHH/OPH/BEMS.

Communications Requirements: Acquire and maintain communication
systems that are interoperable between other emergency responders
including, but not limited to, public heaith, fire departments, law
enforcement, hospitals, and other EMS Providers.

Biological/Chemical Event: Provide ambulance(s) and/or Emergency
Medical Services personnel who will provide medical care and assist the
Office of Public Health in mass distribution/administration of
immunizations, antibiotics and medical treatment at designated Office of
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VI.

Initial & Date

10.

11.

Public Health clinics, medical special needs shelters, and other sites of
respite during a biological/chemical event.

Special Needs Shelters: Support DHH in their role identified in the
DHH Special Needs Sheltering Plan, by providing ambulance(s) for
standby and/or EMS personnel at medical special needs shelters as
determined by the Office of Public Health.

Mass Casualty Plan: Provide field medical treatment for response team
members and/or victims of a disaster, biological/chemical (CBRNE)
agent and other hazards; provide transportation to designated triage,
clinics, and medical facilities or from one medical facility to another.

Trauma Plan: Provide to DHH/OPH/BEMS designated pre-hospital
patient care data.

Public Health Surveillance: Participate in the DHH/OPH EMS
Syndromic Surveillance program.

If Provider is unable because of state law or local ordinance to dedicate
ambulances for a regional or state response, it must make available
supplies and equipment acquired in accordance with the HHS grant funds
for a regional or state response.

Provider must follow the manufacturers’ instructions and guidelines on
use, storage and handling of antidotes, medication and lifesaving
equipment required to be purchased and available for use including
temperature and expiration recommendations.

Responsibilities of Department of Health and Hospitals, Office of Public Health, Bureau
of Emergency Medical Services:

1.

Guidance: Provide adequate information to the responders; safety
precautions to be taken by EMS personnel to safely respond to the needs
of the incident. Preferably, pertinent information should be in a written
form to allow personnel to reference information as needed.

Antibiotic/Immunization Training: Provide Provider’s personnel with
adequate training and information to distribute and administer
antibiotics/immunizations safely as needed.

Special Needs Sheltering Training: Provide Provider’s personnel with
adequate training and information on patient care in Department of
Health and Hospitals, Special Needs Assistance Population Shelters.

Disaster Training: Offer Provider’s personnel training and information
for Core/Basic/Advanced Disaster Life Support (CDLS/BDLS/ADLS)
on-scene care.

Data Collection: Provide guidelines and information for data collection
to track victims of mass casualty or terrorism incidents using the existing
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health care databases, incorporating National Highway and Safety
Traffic Safety Administration (NHTSA) data elements.

VII. Training and Qualifications:

1. Strategic National Stockpile: EMS members must be a Certified First
Responder, EMT-Basic, EMT-Intermediate or EMT-Paramedic and will
be required to maintain current certification through the National
Registry of EMTs and DHH/OPH/BEMS. :

2. DHH Special Needs Shelters: EMS members must be a current
Louisiana Certified First Responder, or an EMT-Basic, EMT-
Intermediate or EMT-Paramedic and will be required to maintain current
certification  through the National Registry of EMTs and
DHH/OPH/BEMS.

3. Immunization Training: EMS immunization team members shall
complete specialized training, which teaches the skills necessary to
safely administer immunizations.

_4. Training and Qualifications are the ultimate responsibility of each EMS
Provider despite training being offered by DHH/OPH/EMS.

VI Selling, Transferring Or Going Out Of Business:

In the event that Provider should cease to provide EMS services in the DHH Region spelled out above,
because of either selling or transferring its business or closing its business, voluntarily or involuntarily;
Provider must return the funds or emergency medical equipment received by it from the HHS grant within
15 days of the sale, transfer or closure, to DHH/OPH/BEMS or such other entity as BEMS may designate.

The terms, conditions and undertakings are understood and agreed upon by both parties. This Agreement
supersedes any previous agreement between the parties and will remain in effect until June 30, 2008.
This Agreement may be modified by written, signed, mutual agreement of both parties.

DHH/OPH/BEMS REPRESENTATIVE DATE
EMS Provider DATE
Print Name:

Initial & Date



1. System Leadership, Organization, Regulation & Policy Subsystem
a. Assessment Process
i, Momtorw

Regional, accountable | 0. Not known.
systems of care are
established and
monitored.

1. There is no formal substate structure of care other than local EMS jurisdictions.

2. Individual trauma, cardiac or other specialty subsystems have evolved but are |
not formally recognized in EMSS statute, rules, regulations, protocols or other
policies.

3. Individual trauma, cardiac or other specialty subsystems have evolved and have
some functional meaning in EMSS statute, rules, regulations, protocols or other
policies. Some systems of accountability have been developed within regions.

4, There are clearly defined specialty subsystems of care with regional
infrastructures established uniformly under the state EMSS lead agency by statute,
rules, regulations, protocols or other policies to guide and monitor care.

5. There are clearly defined specialty subsystems of care with regional
infrastructures established uniformly under the state EMSS lead agency by statute,
rules, regulations, protocols or other policies to guide and monitor care. These
regional systems of care routinely and uniformly report on care performance
through the state EMSS lead agency, which routinely monitors these regional,
accountable systems of care.

Strategic plannmg process exists | 0. Not known

ii. Dia nose/Investl ate
TR D et ;
s

to develop or update the state
EMSS plan supported by
external review and/or QI
Process.

1. No external examination of the EMSS or individual components has
occurred.

2. An internal or external examination of the EMSS is scheduled
within the next 6 months.

3. An internal review has been conducted by the EMSS lead agency
utilizing the Model EMS System Self-Assessment and a strategic
planning process has been employed to develop or update the state
EMSS plan.

4, A formal evaluation has been conducted by outside EMSS
“experts”, at a minimum utilizing the Mode] EMS System Self-
Assessment indicators and format, and a strategic planning process has
been employed to develop or update the state EMSS plan. .

5. Independent external reassessment occurs regularly, at least-every
five years, and/or a broad-based statewide quality improvement
process is employed on an on-going fashion. Either employs the Model
EMSS Self- Assessment as a basis, and is linked with a strategic

planning process to update the EMSS plan.

30



b. Policy Process :
i. Inform & Organize

The lead agency demonstrates

that it can bring organizations
together to implement and
maintain an EMSS which
integrates the needs of special
populations. :

1. There is no evidence of partnerships, alliances, or organizations
working together to implement and maintain a comprehensive EMSS.

2. There have been limited attempts to organize groups, but to date no
ongoing system committees meeting regularly to design or implement
the EMSS.

3. The lead agency has multiple committees meeting regularly to
develop and implement a comprehensive EMSS plan.

4, The lead agency demonstrates, through its various committees, an
ability to bring together multidisciplinary groups interested in
developing, implementing, and maintaining a comprehensive EMSS
plan which addresses the needs of children and other special
populations. Multiple stakeholders for various disciplines are
routinely recruited to participate in system operational issues and
refinement depending on expertise needed.

5. The lead agency has brought together multiple stakeholder groups .
and other state agencies to assist with, and make recommendations omn,
the development and implementation of the EMSS, preferably through
a statewide, statutorily authorized, multidisciplinary, multi-agency
body acting in an advisory or authority capacity. There is evidence
that the needs of pediatric and other special populations have been
integrated into state statutes, rules, and regulations, and are represented
on this body.

2 AT e
Legislative authority (state regulations, rules
and/or statute) identifies an EMSS lead agency,
director, and medical director, and authorizes
system development and oversight
responsibilities.

2

‘0. Not 1€nown.

1. There is no specific Jegislative authority to plan,
develop, implement, manage, and evaluate, or fund, the
EMSS and its component parts.

2. There is legislative authority for establishing an
EMSS, and specific timelines for adoption are being
drafted and reviewed by emergency care constituencies.
3. The lead agency is identified in State statute and is
authorized to plan, develop, lead, and regulate a
comprehensive statewide EMSS system including the
component subsystems described in the Model EMSS
Plan.
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4, The lead agency is identified in State statute and is
authorized to plan, develop, lead, and regulate a
comprehensive statewide EMSS system including the
component subsystems described in the Model EMSS
Plan., and is required to report on the progress and
effectiveness of system implementation.

5. The lead agency, state EMS director, and state EMS
medical director are identified in State statute. The lead
agency is authorized to plan, develop, lead, monitor and
regulate a comprehensive statewide EMSS system, This
system is specified as including a statewide organization
of regionalized, coordinated and accountable systems of
emergency care with the component subsystems
described in the model EMSS. The lead agency is
required to regularly report to government and the public
on the progress and effectiveness of system
implementation based on a quality improvement process.

Administrative rules/regulations direct the 0. Not known.
development of operational policies and
procedures at the State, regional, and local levels,

1. There is no legal authority to adopt administrative
rules/regulations regarding the development of the
EMSS at the State, regional, or local levels,

2. There is legal authority, but there are no
administrative rules/regulations governing EMSS
development, including component subsystems of the
EMSS. ‘

3. There are draft State, regional, or local
rules/regulations for the different subsystem
components of EMSS development.

4. There are existing statewide administrative
rulesfregulations for planning, developing, and
implementing the EMSS and its subsystem
components at the State, regional, and local levels.
5. The lead agency regularly reviews, through
established committees and stakeholders, the
rules/regulations governing systern performance,
including policies and procedures for system

\ operations at the State, Tegional, and loca levels.

The lead agency has adopted clearly 0. Not known,
defined EMSS standards (e.g., facility
standards, triage and transfer
guidelines, data collection standards)
and has sufficient legal authority to
ensure and enforce compliance.

1. The lead agency does not have sufficient legal authority and
has not adopted or defined EMSS performance and operating
standards, nor is there sufficient legal authority to do so.

2. Sufficient authority exists to define and adopt standards for
EMSS performance and operations, but the Jead agency has not
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" L

yet completed this process,

3. There is sufficient legal authority to adopt and
implement operation and performance standards

including enforcement. Draft process procedures have been
developed.

4, The authority exists to fully develop all operational
guidelines and standards; the stakeholders are reviewing draft
policies and procedures; and adoption by the lead agency,
including implementation and enforcement, is pending,

5. The lead agency has adopted clearly defined EMSS standards
(e.g., facility standards, triage and transfer guidelines, data
collection standards) and has sufficient legal authority to ensure
and enforce compliance. These EMSS performance standards
are in place and compliance is being actively monitored and
enforced through well-defined policies and procedures.

objectives for the EMSS.

The léad agency has adopted and uses goals 0. Not kn
and time-specific, quantifiable, and measurable

£

own,

1. There are no goals or time-specific, quantifiable, and
measurable objectives for the EMSS,

2. The lead agency leaders have met to discuss time-
specific, quantifiable goals.

3. The lead agency leaders are beginning the process of
identifying measurable program goals and outcome-
based, time-specific, quantifiable, and measurable
objectives.

4, The lead agency leaders have adopted goals and time-
specific, quantifiable, and measurable objectives that
guide system performance.

5. Lead agency leaders, in consultation with their
statewide multidisciplinary, multi-agency board, have
established measurable program goals and outcome-
based, time-specific, quantifiable, and measurable
objectives that guide system effectiveness and system
performance.

A1LE;

The lead agency has 0. Not known.,
adopted an Emergency
Medical Services
System plan.

1. There is no EMSS plan, and one is not in progress,

its development.

2. There is no EMSS plan, although some groups have begun meeting to discuss

however, has no

3. An EMSS plan was developed and adopted by the Jead agency. The plan,

t been endorsed by EMSS stakeholders.

4. An EMSS plan has been developed with multi-agency groups, adopted, and
endorsed by those groups.

5. A comprehensive EMSS plan has been developed and adopted in conjunction
with all key EMSS stakeholders, and includes the intepration of all subsystem
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components (and the Transportation Resources component specifically defines
EMS service areas and their integration in regional, accountable systems of care).
This plan is linked to the Strategic Highway Safety Plan to ensure that EMSS
information is used to evaluate highway safety problems and to improve post
crash care and survivability.

c. Assurance Process

i. Enforce Policies
T - AT sy e 2y
“Andicat i
The lead agency ensures that prehospital care is
provided by licensed agencies.

10 Notknown.

1. There is no evidence that the state ensures appropriate
agency licensure and compliance.

2. The EMSS lead agency refers complaints concerning
issues of prehospital agency performance to another
agency charged with prehospital EMS regulation.

3. The EMSS lead agency resolves complaints
involving prehospital agencies.

4. The EMSS lead agency monitors compliance of
prehospital agencies with rules, regulations, and
protocols.

5. The EMSS lead agency maintains ongoing EMSS
performance improvement processes and enforces
prehospital agency compliance with any rules,
regulations, or protocols (e.g., taking patients to the
correct facility in accordance with pre-existing
destination protocols).

provided by licensed personnel.

1. There is no evidence that the state ensures appropriate
agency licensure and compliance. '

2. The EMSS lead agency refers complaints concerning
issues of prehospital personnel performance to another
agency charged with prehospital EMLS regulation.

3. The EMSS lead agency resolves complaints
involving prehospital personnel.

4. The EMSS lead agency monitors compliance of
prehospital personnel with rules, regulations, and
protocols.

5. The EMSS lead agency maintains ongoing EMSS
performance, improvement processes and enforces
prehospital personnel compliance with any rules,
regulations, or protocols (e.g., taking patients to the
correct facility in accordance with pre-existing
destination protocols).
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imdicatorilidk ,
The lead agency provides an | 0. Not known,
array of system services to
EMSS agencies, facilities,
and others based on
identified needs.

1. No process for assessing the needs of EMSS participants or others has
been conducted or is planned.

2. An internal or external examination of the EMSS including, leading to,
or for the sole purpose of a needs assessment is scheduled within the next 6
months,

3. An internal or external examination of the EMSS including, leading to,-
or for the sole purpose of a needs assessment has been performed. An
array of service needs has been identified and plans to develop or update
those services are being pursued.

4. An internal or external examination of the EMSS including, leading to,
or for the sole purpose of a needs assessment is regularly performed. An
array of service needs including leadership, planning, coordination,
implementation, response and technical assistance services are evaluated.

5. The EMSS lead agency provides an array of services addressing system
needs such as leadership, planning, coordination, impiementation, response
and technical assistance. It performs an internal or external examination of
the EMSS including an assessment of needs for snch services at least every
five years. Such an assessment may be replaced by a system of
performance improvement which generates data sufficient to evaluate needs
and update services on an on-going basis.

iii. Evaluate

i AL
The lead agency prepares annual reports on 0. Not known,
the status of the statewide EMSS.

| 1. No annual reports are available.

2. Annual reports are prepared but are not based on input
from providers and other key stakeholders.

3. Annual reports are written by the lead agency with
input from providers and other key stakeholders. Many
subsystem reports are produced without reference to one
another. ’

4. Comprehensive annual reports on the status of the
statewide EMSS, including the effectiveness of all
subsystems are written by the lead agency'in conjunction
with providers and other stakeholders. These have begun
to incorporate state EMSIS data and performance measures
derived from this self-assessment tool.

5. Comprehensive annual reports on the status of the
statewide EMSS, including the effectiveness of all
subsystems, are written by the lead agency in conjunction
with providers and other stakeholders. These routinely
report state EMSIS data and performance measures
derived from this self-assessment tool and integrate
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| comparisons with similar states through NEMSIS data.
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2. Resource Management Subsystems — Financial
a. Assessment Process
i. Monitor

Eudg;fs are developed for the lead agency
and other EMSS subsystemn infrastructure.

0. Not Known

1. There is no funding to support the EMSS lead agency
infrastructure and/or there are no processes in place upon
which to base budgets.

2. The only budgeting process is that of the lead agency’s
executive branch department. There may be some ad hoc
interested party input sought in that process. There may be
separate legislative initiatives for specific EMSS needs by
outside special interests. ‘

3. The lead agency utilizes a participative process
representative of EMSS stakeholders to develop its budget.

4., The lead agency incorporates the results of a regular
state EMSS evaluation, needs assessment or a strategic
planning process in a participative, representative process
to develop its budget. :

5. The lead agency routinely utilizes strategic planning
processes, with broad-based stakeholder representation and
participation, to develop its budget for the EMSS and its
subsystems. The strategic planning processes utilize data
from state EMSS evaluations and/or specific statewide
needs assessment processes. Regardless of which of these
sources of overall baseline information is used, the
planning process utilizes on-going system performance

improvement data to make budgetary decisions.

EMSS financial data from all health care
facilities and EMS agencies including patient
charges as well as administrative and system
costs.

0. No'twknOIWn

1. Financial data are not collected as part of the EMS
information system (EMSIS).

2. Financial data are collected as part of the EMSIS at
individual facilities and agencies but are not reported to the
lead agency.

3. Financial data are collected as part of the EMSIS and
are analyzed and reported by the lead apency.

4. Financial data from the EMSIS are linked with
at least ope other source of cost data such as hospital
discharge data.

5, Financial data are routinely derived from the EMSIS,
insurers, emergency department, hospital discharge, death
certificate and rehabilitation data and, along with data on
general EMSS infrastructure costs, are used to assess
cost/benefit of the system. A method exists to investigate,
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diagnose and intervene in problems identified.

ii. Diagnose/Investigate
See 2.a.1.2.
See 2.a.1.3 on resource assessment.

b. Policy Process
i. Inform & Organize
See 2.a.i.1 (includes stakeholder participation).

0. i\iot known

agency.

L. There is no specific funding to support the EMSS lead
agency and other EMSS infrastructure.

2. Occasional funding has been directed at EMSS
infrastructure support, and appropriations have

been made to the lead agency budget for this purpose.

3, Occasional funding has been directed at EMSS
infrastructure support, and appropriations have

been made to the lead agency budget for this purpose.
More stable sources of funds have been identified, but the
funds have not been appropriated for EMSS.

4. Consistent, though limited, infrastructure funding has
been appropriated to the lead agency budget.

5. The legislature has identified and appropriated
infrastructure funding from general fund and non-lapsing
sources for the lead agency which is consistent with its
legislated responsibilities,

c. Assurance Process
i. Enforce Policies

il. Provide Services

iii. Evaluate
See 1.c.iil.]1 on annual reporting
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3. Resource Management Subsystems - Human Resources
a. Assessment Process

1. Monitor

a g
A performance standard has been established for 0. Not known
prehospital licensed/certified personnel turnover
rate. The NHTSA Performance Measures (PM)
Indicator “2- Annual Turnover Rate” or a similar
measure has been adopted as a statewide PM
indicator and data contributing to it are routinely
collected, results analyzed and interventions sought
where necessary on & Jocal, regional, and state Jevel.

1. There is no such performance standard or PM
indicator and none is planned at this time.

2. Such a performance standard and PM indicator
have been adopted on a jurisdiction by jurisdiction
basis without statewide coordination.

3. There is no such performance standard or PM
indicator, or they have been adopted on a
jurisdiction by jurisdiction basis without statewide
coordination, but both are planned for statewide
implementation within the next year. '

4, This performance standard and PM indicator
have been established on a statewide basis and data
are now being collected, results analyzed and
interventions sought as identified. Statewide
performance does not meet the performance
standard as a whole,

5. This performance standard and PM indicator
have been adopted as a statewide PM indicator and
data contributing to it are routinely collected, results
analyzed and interventions sought where necessary
on a local, regional, and state level, Statewide
performance meets or exceeds the performance

standard as a whole.

See 2.a.1.3 on resource assessment.

ii. Diagnose/Investigate
See 2.a.1.3 on resource assessment.

b. Policy Process
1. Inform & Organize
tﬁ P o.r STEL

OX:AIL

'Ed'ucaﬁd.n'fél: EMSS partiélp;énts is de\'z\éibped based | 0. Not known
on & review and evaluation of EMSS information
system (EMSIS) or other system performance data.

1. There is no correlation between training programs
for providers and the EMSIS or other data.

2. There is limited use of EMSIS reports or other
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data to targel educational opportunities.

3. There is evidence that some providers are using
EMSIS reports or other data to identify educational
needs and to incorporate them into training
programs.

4. There is written documentation (e.g. meeting
minutes) that many educational forums have been
conducted based on EMSS data, their use in

ongoing performance improvement processes and
review by medical direction.

5. Written evidence exists that EMS education
opportunities are routinely impacted by regular

reviews of EMS system performance.,

ii. Develop Policies

116

| Tﬁé EMSS lead-agency has adoptéd séopés of

practice consistent with national standards.

O Nat‘ kno-Wn-.

1. The EMSS lead agency has neither guidance nor
requirements for scopes of practice in the
licensure/certification of EMS personnel.

2. The EMSS lead agency has some guidance or
requirements for scopes of practice in the
licensure/certification of EMS personnel. These
reflect a minimum or maximum scope of practice
with much jurisdictional or regional varijation.

3, The EMSS lead agency has extensive gunidance
and requirements for scopes of practice in the
licensure/certification of EMS personnel. These
have established fairly uniform practices across the
state with some local variation. These do not reflect
impact from the National EMS Scope of Practice
Model, nor is there a plan for bridging to that
Model.

4, The EMSS lead agency has extensive guidance
"and requirements for scopes of practice in the
licensure/certification of EMS personnel. These
have established fairly uniform practices across the
state with some local variation, These may or may
not reflect impact from the National EMS Scope of
Practice, but there is there a clear EMSS jead
agency plan for bridging to that model.

5. The EMSS lead agency has adopted scopes of
practice consistent with the National EMS Scope of
Practice and these have been implemented with
accompanying guidance and requirements.

ndicato:

d

R

The EMSS lead agency requires national
certification for state licensure/certification.

0. Not known.

1. The EMSS lead agency does not require national
certification for the Hicensure/certification of EMS

personnel. It grants reciprocity on a case by case
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basis for out of state applicants. It has no plan to
change these practices in the next year,

2. The EMSS lead agency does nol require national
certification for the licensure/certification of EMS
personnel. It grants reciprocity on a case by case
basis for out of state applicants, It has plans to
adopt national certification in at least some levels in
the next year.

3. The EMSS lead agency requires national
certification for the licensure/certification of some,
but not all, levels of EMS personnel. It grants
reciprocity on a case by case basis for out of state
applicants in levels for which it does not recognize
national certification. It has no plan to change these
_practices in the next year.

4, The EMSS lead agency requires national
certification for the licensure/certification of some,
but not all, levels of EMS personnel. 1t grants
reciprocity on a case by case basis for out of state
applicants in levels for which it does not recognize
national certification. It has plans to adopt national
certification for all levels in the next year.

5. The EMSS lead agency requires national
certification for state licensure/certification of all
levels of EMS personnel.

The EMSS lead agenc national
accreditation of education programs.

Vindicator, i e

1. The EMSS lead agency does not require national
accreditation of education programs. It has no
mechanism for approving education programs or
courses. It has no plan to change these practices in
the next year.

2. The EMSS lead agency does not require national
accreditation of education programs. It has an
internal mechanism for approving education
programs or courses. It has no plan to change these
practices in the next year.

3. The EMSS lead agency does not require national
accreditation of education programs. It has an
internal mechanism for approving education
programs or courses. 1t has plans to require national
accreditation of paramedic education programs
within the pext year.

4. The EMSS lead agency requires national
accreditation of paramedic education programs. It
has an internal mechanism for approving other
levels of education programs or courses which
includes standards that are consistent with the
Nationa] EMS Education Standards. It has no plan
to change these practices in the next year.

5. The EMSS lead agency requires national
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accreditation of paramedic education programs. It
has an internal mechanism for approving other
levels of education programs or courses until such
time as national accreditation is available at one or
more of these levels. This internal mechanism
includes standards that are consistent with the
National EMS Education Standards. It has
committed to requiring national accreditation within

two years of accreditation availability.

c. Assurance Process

i. Enforce Policies

o ad N

ne:

compliance with license/certification laws,

0. Not vknown.

regulations, and policies.

1. There are no laws, regulations, and policies
pertaining to EMS personnel! licensure/certification.

2. There are laws, regulations, and policies
pertaining to EMS personnel licensure/certification,
but there are no clear enforcement procedures.

3. There are laws, regulations, and policies
pertaining to EMS personnel licensure/certification.
There are multiple agencies including or instead of
the EMSS lead agency involved in enforcing these,
reducing the clarity of responsibility for
enforcement and producing potential inter-agency
conflict.

4, There are laws, regulations, and policies
pertaining to EMS personnel licensure/certification.
There are multiple agencies including the EMSS
jead agency involved in enforcing these, however
the relationships among these seem effective and
procedures should be clear to the EMS community.

5. The EMS lead agency maintains clear
procedures for enforcing personnel compliance with
laws, regulations, and policies pertaining to provider
licensure/certification. The EMS lead agency
maintains clear procedures for enforcing personnel
compliance with laws, regulations, and policies
pertaining to provider licensure/certification. These
include processes for adeguate review and due
process in enforcement,

oring

' Theh EMSS agency monitors and

workforce needs.

O‘. Not known.

1. The EMSS lead agency does not formally
monitor workforce needs or provide assistance for

otherwise perceived workforce issues.
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2. The EMSS lead agency does not formally
monitor workforce needs but makes resources such
as managemen! guidance or recruitment/retention
support materials available to provider agencies
upon request.

3. The EMSS lead agency does not formally
monitor workforce needs, but in response to
otherwise perceived needs it routinely investigates
health/safety issues, distributes management
guidance or recruitment/retention suppor( materials
to provider agencies, publicizes this availability, and
provides staff technical assistance as requested.

4, The EMSS lead agency is establishing a system
to formally monitor workforce needs. In the
interim, it routinely investigates health/safety issues,
distributes management guidance and
recruitment/retention support materials to provider
agencies, publicizes this availability, has developed
training programs to address these issues, and
provides staff technical assistance as requested.

5. The EMSS lead agency assures an on-going.
needs assessment for areas of personnel shortage,
trends in statewide personnel utilization, and for
health/safety issues specific to the EMS working
environment. Based on this on-going needs
assessment, the lead agency has either documented
actions to address human resources needs in the
state or has documented that no significant
warkforce needs or provider agency management
issues exist.

A structured mechanism exists to implement
medical direction mediated changes in protocol and
treatment practices.

0. Not kngwn

1. There is no structured mechanism to inform or
educate personnel in new protocols or treatment
approaches adopted by medical direction.

2. A structured mechanism is in place to inform or
educate personnel in new protocols or treatment
approaches adopted by medical direction, but it has
not been tried or tested.

3. A structured mechanism is in place to inform
personnel in new protocols or treatment approaches
adopted by medical directiorn.

4, A structured mechanism is in place to educate
personnel in new protocols and treatment
approaches adopted by medical direction.

5. A structured mechanism exists to educate
personnel in new protocols and treatment
approaches, as adopted by medical direction, in a
timely manner. There is a method to monitor
compliance with new procedures as they are
instituted.




iii.

Evaluate
See 1.c.iii.1 on annual reporting.
See 7.c.ii.2.
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4, Resource Management Subsystems — Transportation

a. Assessment Process
1. Monitor

A performance standard has been established for
response, sccne and transport time intervals by both
mean and 90" percentile measures. The NHTSA
Performance Measures (PM) Indicators “16.1-
Mean Emergency Patient Response Interval”,
%10.2- 90" Percentile Emergency Response
Interval”, “10.3- Mean Emergency Scene Interval”,
“10.4- 90" Percentile Emergency Scene Interval®”
«10.5- Mean Emergency Transport Interval”, and
“10.6- 90 Percentile Emergency Transport
Interval™ , or similar measures, have been adopted
as statewide PM indicators and data contributing to
them are routinely collected, results analyzed and
interventions sought where necessary on a Jocal,

0 Not known

regional, and state level.

1. There are no such performance standards or PM
indicators and none are planned at this time.

2. Such performance standards and PM indicators
have been adopted on a jurisdiction by jurisdiction
basis without statewide coordination.

3. There is no such performance standard or PM
indicators, or they have been adopted on a
jurisdiction by jurisdiction basis without statewide
coordination, but both are planned for statewide
implementation within the next year.

4. . This performance standard and PM indicators
have been established on a statewide basis and data -
are now being collected, results analyzed and
interventions sought as identified. Statewide
performance does not meet the performance
standard as a whole.

5. This performance standard and PM indicator(or
similar measures) have been adopted as a statewide
PM indicator and data contributing to it are
routinely collected, results analyzed and
interventions sought where necessary on a jocal,
regional, and state level. Statewide performance
meets or exceeds the performance standard as a

whole.

See 2.a.1.3 on resource assessment.

ii. Diagnose/Investigate
See 4.2.i.1 and 4.2.1.2.
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See 2.4.1.3 on resource assessment. .

b. Policy Process
i. Inform & Organize
ii. Develop Policies

{Thelead EMSS zlgéncjl has established standards
for the equipping and operation EMS vehicles.

0. Not iznown

1. There are no performance or review standards
for EMS mobile medical and transportation
services.

2. There are performance/review standards for
EMS mobile medical and transportation services,
but they are incomplete and there is no documented
schedule for update.

3. There are performance/review standards for
EMS mobile medical and transportation services,
but they are incomplete. They will be updated and
completed within the next year,

4. There are performance/review standards for
EMS mobile medical and transportation services,
but there is no effort to utilize or create evidence-
based standards where possible.

5. The lead EMSS agency has established
standards, drawing upon national or otherwise
evidence-based standards where possible, for the
equipping and operation of ground and water
ambulances and other EMS vehicles, and for the
clinical operations of air medical services.
Performance standards have been established as
policy for the indicators in section 4.a. There isa
policy to inspect vehicles and/or review
performance measures on a regular basis.

“The Jead

c. Assurance Process
i. Enforce Policies

1

EMSS agency inspects vehicles and/or
conducts an on-going system of performance
improvement and takes action to correct
inadeguacies.

X

0. Noi known

1. There are no performance improvement or
inspection standards for EMS mobile medical and
transportation services.

2. There are performance improvement or
inspection standards for EMS mobile medical and
transportation services, but they are incomplete or
there is inadequate staff to enforce them. No
changes are planned.
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3. There are performance improvement or
inspection standards for EMS mobile medical and
transportation services, but they are incomplete or
there is inadequate staff to enforce them. Changes to
rectify these inadequacies are documented to be
completed within the next year.

4. The Jead EMSS agency regularly inspects
vehicles and/or conducts on-going performance
improvement, utilizing the standards and
performance indicators it has established.. The
agency’s authority and latitude to take timely and
effective action when inadequacies are discovered
that may pose a hazard to patients or the public is
limited.

5. The lead EMSS agency conducts on-going
performance improvement and/or regularly inspects
vehicles utilizing the standards and performance
indicators it has established. The agency is has
enforcement authority, including well-defined due
process procedures, to take timely and effective
action when inadequacies are discovered that may
pose a hazard to patients or the public,

u. Provxde Serwces

EMS coordmatmg, patient care, and transportation
services when deemed appropriate.

‘ 0. Not known

1. Thelead EMSS agency is not empowered to
provide EMS coordinating, patient care, or
transportation services.

2. The EMSS lead agency has a role in disaster
planning and mass casualty operation coordination
through its role in the state’s emergency operations
center/emergency management agency, but has no
other capabilities.

3. The EMSS lead agency is responmble for and
has the authority to lead EMSS operations in
statewide disaster planning and in mass casualty
events that exceed local EMS agency and hospital
mutual aid capabilities. It has no other operatlona]
role,

4, The EMSS lead agency is responsible for and
has the authority to Jead EMSS operations in
statewide disaster planning and in mass casualty
events that exceed local EMS agency and hospital
mutual aid capabilities. It has the responsibility to
seek, contracl with and coordinate EMSS services in
areas that are or become inadequately served as it
determines.

5. The EMSS lead agency is responsible for and
has the authority to lead EMSS operations in
statewide disaster planning and in mass casualty
events that exceed local EMS agency and hospital

mutual aid capabilities. It is empowered to provide
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(directly or through contract) EMS coordinating,
patient care, and transportation services in areas
where usual and customary EMS services have been
withdrawn, or otherwise do not exist, and have been
determined to be necessary.

jii.

Evaluate
See 1.c.iii.1 on annual reporting
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5. Resource Management Subsystems — Facility and Specialty Care

Regionalization
a. Assessment Process

i. Monitor
PRI

prsaz g;g;yz&ﬁ%t& "

AN AICAVOL: ) «¢ ‘ i)
A performance standard has been established for
“Major Trauma Triage to Trauma Center Rate”.
The NHTSA Performance Measures (PM) Indicator
5. Major Trauma Triage to Trauma Center Rate”
or a similar measure has been adopted as a
statewide PM indicator and data contributing to it
are routinely collected, results analyzed and
interventions sought where necessary on a local,

egional, and state level.

Seoring

0. i\lot i<:r10wn

1. There is no such performance standard or PM
indicator and none is planned at this time.

‘basis without statewide coordination.

2. Such a performance standard and PM indicator
have been adopted on a jurisdiction by jurisdiction

3. There is no such performance standard or PM
indicator, or they have been adopted on a
jurisdiction by jurisdiction basis without statewide
coordination, but both are planned for statewide
implementation within the next year.

4, This performance standard and PM indicator
have been established on a statewide basis and data
are now being collected, results analyzed and
interventions sought as identified. Statewide
performance does not meet the performance
standard as a whole.

5. This performance standard and PM indicator
have been adopted as a statewide PM indicator and
data contributing to it are routinely collected, results
analyzed and interventions sought where necessary
on a local, regional, and state level. Statewide
performance meets or exceeds the performance
standard as a whole.

; OF:
| A performance standard has been established for
“STEMI Triage to Specialty Center Rate”, The
NHTSA Performance Measures (PM) Indicator *9-
STEMI Triage to Specialty Center Rate” or a
similar measure has been adopted as a statewide PM
indicator and data contributing to it are routinely
collected, results analyzed and interventions sought
where necessary on a local, regional, and state level.

1. There is no such performance standard or PM
indicator and none is planned at this time,

2. Such a performance standard and PM indicator
have been adopted on a jurisdiction by jurisdiction
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basis without statewide coordination.

3. There is no such performance standard or PM
indicator, or they have been adopted on a
jurisdiction by jurisdiction basis without statewide
coordination, but both are planned for statewide
implementation within the next year.

4, This performance standard and PM indicator
have been established on a statewide basis and data
are now being collected, results analyzed and
interventions sought as identified. Statewide
performance does not meet the performance
standard as a whole,

5. This performance standard and PM indicator
have been adopted as a statewide PM indicator and
data contributing to it are routinely collected, results
analyzed and interventions sought where necessary
on a local, regional, and state level, Statewide
performance meets or exceeds the performance
standard as a whole.

See 2.a.1.3 on resource assessment.

ii. Diagnose/Investigate
See 5.a.i.1, 5.a.1.a.2, and 5.b.ii.2
See 2.2.1.3 on resource assessment.

b. Policy Process
i

stakeholder organizations together
to implement and improve EMSS
specialty care subsystems (e.g.
trauma, cardiac, stroke, pediatric).

Inform & Oramze

'The EMSS lead agency'bnngs“ ]

0. Not known

1. There is no evidence of partnerships, alliances, or organizations
working together to implement and maintain specialty care
subsystems.

2. There have been limited attempts to organize groups, but to date no
ongoing subsystem committees are meeting regularly to design or
implement specialty care subsystems of the EMSS,

3. The lead agency has at least one on-going comumittee with broad
stakeholder representation meeting regularly to develop and
implement a specialty care subsystem.

4. The lead agency has two or more on-going cornmittees with broad
stakeholder representation meeting regularly to develop and
implement specialty care subsystems.

5. The lead agency has two or more on-going committees with broad
stakeholder representation meeting regularly to develop and
implement specialty care subsystems (e.g. trauma, cardiac, stroke,
pediatric). These are formally organized as multidisciplinary, multi-
agency subcommittees of the state EMSS body. Their plans are
integrated effectively into the statewide EMSS plan and its on-going
review and improvement, and subsystem components coordinate wel]
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[ through the lead agency and body (e.g. medical direction subsystem
development of prehospital protocols draws upon representatives of
specialty care subsystems for protocols in those areas).

ii. Devglo Po_l ci es

B b l i) Pverdatn
There is a legislatively authorized process for the 0. Not known
designation of specialty care facilities.

1. There is no process for the designation of
specialty care facilities.

2. There is no process for the designation of
specialty care facilities but such a process is being
planned for implementation within the next two-
years. :

3. There s a process for the designation of at least
one type of specialty care subsystem facilities.

4. There is a process for the designation of one or
more types of specialty care subsystem facilities.
This process is linked to the EMSS lead agency and
can be used as a template for designation of other
specialty care subsystem facilities.

5. There is a legislatively anthorized process for the
designation of specialty care facilities that is
governed by the EMSS lead agency and its specialty
care subsystem committees. The lead agency is
actively designating and monitoring specialty care
facilities as components of at least two subsystems
(e.g. trauma, cardiac, pediatric, burn).

.....
R

For each specialty care subsystem statewide, the 0. Not known
definition of patients who qualify for transfer to '
another level of specialty care facility is standard
and those transfers are routinely made in a timely
fashion. :

1, There 1s no standard definition of transfer
“qualifying patient” in any specialty care subsystem
or region. Such decisions are ad hoc and rely on
relationships and experience between referring and
receiving providers and facilities.

2. There are fragmented processes within specialty
care subsystems, based around specialty centers on
a regional basis, which may or may not have
“qualifying patient” definitions and procedures for
transfer.

3. A standard definition of transfer “qualifying
patient” and statewide processes to implement
transfers based on it should be in place in at least
one specialty care subsystem within a year.

4, A standard definition of transfer “qualifying
patient” and statewide processes to implement
transfers based on it are in place in at least one
specialty care subsystemn. These are linked to
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performance improvement and medical direction
review subsystems, and updated as needed on a
statewide basis.

5. A standard definition of transfer “qualifying
patient” and statewide processes to implement
transfers based on it are in place in two or more
specialty care subsystems. These are linked.to
performance improvement and medical direction
review subsystems, and updated as needed on a
statewide basis.

T 7
ndi o

Bl

hS’t;f‘eﬂﬁMSS-mde prehospital triage criteria exist to
ensure appropriate emergency transport to specialty
care cenfers.

0. Not known

1. There are no formal triage criteria to ensure
qualifying patients are transported to the most
appropriate specialty facility.

2. There are differing triage criteria guidelines used
by different providers or jurisdictions.

3. State EMSS-wide prehospital triage criteria are
being developed and should be in place within the
next year for at least one subspecialty system.

4, State EMSS-wide prehospital triage criteria are in
place for at least one subspecialty system. These are
linked to performance improvement and medical
direction review for appropriateness in identifying
qualifying patients and in ensuring that they are
trangported to the appropriate specialty care facility.

5. State EMSS-wide prehospital triage criteria are in
place for two or more specialty care subsystems
(e.g. the ACS/COT Trauma Field Triage Criteria for
any trauma system). These are linked to
performance improvement and medical direction
review for appropriateness in identifying qualifying
patients and in ensuring that they are transported to
the appropriate specialty care facility. Sensitivity
and specificity (over- and under-triage rates) of the
criteria used are regularly reported through the
EMSS lead authority. Updates to the triage criteria
are made as necessary to improve system
performance.

.The ﬁMSS has designated re
systems of care.

1. There has been no coordinated attempt to
designate specialty care facilities therefore there is
no basis upon which to base such regionalization.

2. Some facilities have been designated in at least
one subsystem of specialty care and regions are
beginning to emerge informally.
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3. There is a coordinated effort linked to or
governed by the EMSS lead agency to designate
facilities in at least one specialty care subsystem.
Facilities have been designated and “natural”
regions, based on the geographic organization of
those facilities and patient flow around them, have
become apparent. There is no existing system of

| independent or EMSS lead agency regional

offices/programs or those that do exist have
boundaries other than those of the emerging natural
regions.

4. There is a coordinated effort linked to or
governed by the EMSS lead agency to designate
facilities in at least one specialty care subsystem.
Facilities have been designated and “natural”
regions, based on the geographic organization of
those facilities and patient flow around them, have
become apparent. The EMSS lead agency is
fostering an initiative to realign or establish
meaningful infrastructure services around these new
regions to establish accountable systems of care and
is working with current EMS regions in states where
they exist.

5. Specialty care center designation processes in .
two or more specialty care subsystems are mature.
“Natural” regions, based on the geographic
organization of those facilities and patient flow
around them, have become apparent. The EMSS
lead agency has developed a participatory,
representative process for the designation of
regional, accountable systems of care, including the
ability to negotiate regional boundaries as
necessary, and has designated these. It has included
emergency management, emergency health
preparedness, and public safety partners in these
discussions in order coordinate regional response
organization. Where necessary, the EMSS lead
agency has established processes and perhaps
administrative infrastructure, to support planning,
implementation and coordination of regional system
development.

subsystem exists.

A mature EMS for children specialty care

0. Not known

1. The emergency medical services for children
(EMSC) specialty care subsystem has none of the
following: an EMSC specialty care subsystem
committee of the lead agency, a legislatively
authorized facility recognition system for pediatrics,
a formal definition of “qualifying pediatric patient”
for the purpose of transfer to a facility more highly
recognized for pediatric care, and prehogpital triage
criteria for pediatrics,
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2. The emergency medical services for children
(EMSC) specialty care subsystemn has begun to
develop as reflected by the existence of one of the
following: an EMSC specialty care subsystem
committee of the lead agency, a legislatively
authorized facility recognition system for pediatrics,
a formal definition of “qualifying pediatric patient”
for the purpose of transfer to a facility more highly
recognized for pediatric care, and prehospital triage
criteria for pediatrics.

3. The emergency medical services for chiidren
(EMSC) specialty care subsystem is developing
well as reflected by the existence of two of the
following; an EMSC specialty care subsystem
committee of the lead agency, a legislatively
authorized facility recognition system for pediatrics,
a formal definition of “qualifying pediatric patient”
for the purpose of transfer to a facility more highly
recognized for pediatric care, and prehospital triage
criteria for pediatrics.

4, The emergency medical services for children
(BEMSC) specialty care subsystem has begun to
mature as reflected by the existence of three of the
following: an EMSC specialty care subsystem
committee of the lead agency, a legislatively
authorized facility recognition system for pediatrics,
a formal definition of “qualifying pediatric patient”
for the purpose of transfer to a facility more highly
recognized for pediatric care, and prehospital triage
criteria for pediatrics.

5. The emergency medical services for children
(EMSC) specialty care subsystem is mature as
reflected by the existence of an EMSC specialty
care subsystem committee of the lead agency, a
legislatively authorized facility recognition system
for pediatrics, a formal definition of “qualifying
pediatric patient” for the purpose of transfer to a
facility more highly recognized for pediatric care,
and prehospital triage criteria for pediatrics.

c¢. Assurance Process
i

AT T
VR -.'"‘S-.'

The EMSS lead agency enforces laws, rules, and
regulations concerning the designation of specialty
care centers, including the ability to de-designate
facilities for matters of noncompliance.

O Nc;t ignown
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1. The lead agency does not have the authority
to de-designate facilities for matters of
noncompliance.

2. The lead agency has the authority to de-designate
facilities for matters of noncompliance but does not
monitor facility performance.

3. The lead agency has the authority to de-designate
facilities for matters of noncompliance and monitors
facility performance,

4. The lead agency has the authority to de-designate
facilities for matters of noncompliance, monitors
facility performance, and has taken one or more
administrative actions to bring noncompliant
facilities into compliance. The development of
regional, accountable systems of care with adequate
infrastructure is underway. Planning to delegate to
these regions the authority to review and de-
designate facilities and take other corrective actions
is on-going,

5. Facilities are represented in the regional,
accountable systems of care performance
improvement processes and benchmark their
performance against local and national standards.
Issues of noncompliance are monitored and
addressed as part of the regional performance
improvement process. De-designation is

reserved only as a final public health safeguard and
is delegated to the regions.

See 5.b.i1.2.

“There is authomty and adequate budget for an EMSS
lead agency medical director.

0. Not known

1. There is no requirement for an EMSS medical
director, and no job description or budget has been
developed.

2. Authority, budget and job description for an
EMSS medical director are being developed.

3. Some parts of authority, budget, and job
description are in place and a medical director is
serving on a volunteer or part-time basis.

4, There is authority, budget, and job description for
a part-time EMSS medical director and one is in
place, The job description includes requisite
education, training, and certification for this
position

5. There is authority, budgel, and job description for
4 full-time EMSS medical director and one is in
place, The job description includes requisite
education, experience, and certification for this

position.
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o A NN B
The EMSS lead agency has incorporated
rehabiljtation services, within the
EMSS plan and specialty care facilities standards.

1. There are no written standards or plans for the
integration of rehabilitation services within the
EMSS or with specialty care facilities.

2. The EMSS plan has incorporated the use of
rehabilitation services, but the use of those facilities
for EMSS patients has not been fully realized.

3. The EMSS plan has incorporated requirements
for rehabilitation services. The specialty care
centers routinely use the rehabilitation expertise
although written agreements do not exist.

4. The EMSS plan incorporates rehabilitation
services throughout the continuum of care.
Specialty care centers have actively included .
rehabilitation services and their programs in EMSS
patient care plans.

5. There is evidence to show a well-integrated
program of rehabilitation is available for all EMSS
patients. Rehabilitation programs are included in the
EMSS plan, and specialty care centers work closely
with rehabilitation centers and services to ensure
quality outcomes for EMSS patients.

Also see 5.b.11.2 and 5.b.11.3.

iii. Evaluate
See 1.c.iii.l on annual reporting.
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6. Public Access and Communications Subsystems

a. Assessment Process
i. Monitor

There is a regularly updated statewide
communications index of EMS agencies, emergency

medical dispatch centers, and hospitals.

0. Not known

1. There is no such index, and none is planned at
this time.

2. There is no such index, but one is planned within
the next year.

3. There is an index listing some of these elements,
with no plans to add elements.

4. There is an index listing some of these elements,
with plans to add all elements within the next year.

5. There is a regularly updated statewide index of
EMS agencies, emergency medical dispatch centers,
and hospitals listing their (as appropriate)
emergency access type (5-1-1, E-9-1-1, other),
direct ten-digit dispatch number, ten-digit business
number, dispatch voice frequency, dispatch data
frequency, field to hospital frequency/ies, hospital
to hospital frequency/ies, EMS tactical
frequencyfies, broadband or wideband frequency/ies
and purpose. The index also lists major
communications systemn assets (at least fixed radio
consoles and mobile units, towers, base stations, and
recording equipment) by date and type.

il. Diagnose/Investigate
See 6.b.i1.1 “Develop Policies”

b. Policy Process

i. Inform & Organize
= ST

g.-,y_

A public safety/emergency management statewide
interoperability executive committee produces and
dissemninates a statewide public safety statewide

communications interoperability plan (SCIP). The

0. Not known

EMSS is represented.

1. There is no SIEC or similar committee, and there
is no current SCIP or EMSS communications plan,

2. There is a statewide interoperability committee
which meets on an ad hoc basis or otherwise
infrequent basis and has little meaningful
coordinating activity. There is no current EMSS
comiunications plan, '

3, There is a statewide interoperability committee
which meets on an ad hoc basis or otherwise
infrequent basis and has little meaningful
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coordinating activity for the EMSS. There is a
current EMSS communications plan and the EMSS
Jead agency disseminates the plan and 4 system
users guide.

4, There is an SIEC or similar committee which
meets regularly and is developing a SCIP with
multidisciplinary, multiagency input which will
integrate the EMSS communications plan. The
SIEC plans to then develop a systems users guide.

5. The Statewide Interoperability Executive
Committee (SIEC) or similarly named and
functioning body with EMSS representation
produces and disseminates a public safety statewide
communications interoperability plan (SCIP)
integrating the EMISS communications system plan.
In addition, 2 *‘system users guide” is produced
which explains NIMS and SafeCom compliant
policies and procedures for participation in the
public safety communications interoperable systemn
(e.g. use of interoperability channels in major events

and plain language usage at all times).

Wﬁiz}‘

A public safety/emerge
interoperability executive committee is authorized
as a policy-making body.

R S
JSeenine

O Not known

1. There is no SIEC or similar committee.

2. There is a statewide interoperability committee
which meets on an ad hoc basis or otherwise
infrequent basis and has little meaningful
coordinating activity.

3. There is a statewide interoperability committee
which meets on an ad hoc basis or otherwise
infrequent basis, has developed and oversees a
SCIP, but has little meaningful coordinating activity
for the EMSS.

4. There is an SIEC or similar committee which
meets regularly and is developing a SCIP which will
integrate the EMSS communications plan. The
SIEC or similar body has the authority to enforce
communications interoperability policies, including
use of public safety frequencies within the state as
allowed by FCC rules.

5. There is an authorized, adequately funded SIEC
within the executive branch to plan, coordinate,
implement, manage, and enforce policies for
interoperable communications including instate
frequency coordination The EMSS is actively
represented on the SIEC.
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¢c. Assurance Process
i. Enforce Policies

gt ¢, s
Lol
B

4

There is a statewide coordinated system for the
development, implementation, and ongoing
evaluation of emergency medical dispatch (EMD)
protocols

0. Not known

1. There are no EMD protocols.

2. EMD protocols have been adopted on a limited
jurisdiction by jurisdiction basis without statewide
coordination or regard to the design of the EMSS.

3. EMD protocols have been adopted on a
widespread jurisdiction by jurisdiction basis without
statewide coordination, EMSS medical direction
oversight for the most part, or regard to the design
of the EMS system, but are not in conflict with
EMSS design,

4. EMD protocols have been developed without
statewide coordination but in close coordination
with EMSS medical direction oversight in most
jurisdictions and are congruent with EMSS design.

5. EMD protocols have been developed with
statewide coordination and with EMSS medical
direction oversight. 1t is recognized that EMD
protocols for resource dispatch must be specific to
the resources present in any given locale and
decisions on these protocols must reflect input of
those locales, There are established procedures to
involve representatives of EMD staff in EMD and
EMSS performance improvement and a “feedback
loop” to change protocols or to update dispatcher
education when appropriate. These protocols
include, but are not limited to, which resources to
dispatch (for example, Advanced Life Support
(ALS) versus Basic Life Support (BLS), use of
lights and sirens mode, early notification of the air
medical and specialty facility resources, pre-arrival
instructions, and other procedures necessary to
ensure resources dispatched are consistent with the
needs of emergency patients.

i

emergency medical dispatch.

0. N-o”t known

1. PSAPs do not utilize EMD.

2. PSAPs have begun to train staff in EMD.

3. All PSAPs have some level of EMD trained staff.

4, All emergency callers to PSAPs are assured of
interaction with EMD trained staff.,

5. All emergency callers to PSAPs are assured of
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| lead agency.

interaction with EMD certified staff in a facility
whose EMD program has a medical director and has
been reviewed and approved/certified by the EMSS

See also 6.b.ii.1 “Develop Policies”

u. Provnde Servnces

P PR,

T T
'{;;s 2‘%, ,m %’«”’4)" W CON

Thcre isa umvcrsa] access number (9-1-1) for
citizens to access the EMSS, with dispatch of
appropriate medical resources.

0. Not known

1, There are still locales without a universal access
number (9-1-1) for easy citizen access to the EMSS.

2. There is a universal access number (9-1-1) for
quick citizen access fo care, though wireless 9-1-1 is
not universally reliable.

3. A universal access number (9-1-1) is rehably
available for all landline and wireless callers
statewide.

4, A universal access number (9-1-1) is reliably
available for all landline and wireless callers
statewide and is integrated with all EMS
jurisdictions’ central communication systems under
the statewide EMSS communications plan.

program.

5. State-of-the-art electronic, seamlessly linked
citizen access (specifically E-3-1-1 and wireless E-
9-1-1) and dispatch communication systems are
available within all jurisdictions and utilize state-of-
art EMD and other dispatch procedures routinely
evaluated in an on-going performance improvement |

There is a statemde coordinated communication
system for the EMSS to ensure field-to-field, field-
to-facility, and interfacility bi- or multi-directional
communications among all system participants,

0. Not icnown

1. There is no statewide coordinated communication
system for triage, treatment, and transport of
patients for either single or multiple patient
encounters and most jurisdictions still rely on
1970’s era VHF/UHF systems. Interoperability is at
“minimal” on the Interoperability Continuum (Table
3, below).

2, There is no statewide, coordinated EMSS
communication system, bowever many jurisdictions
have updated EMS communications systems in a
planned fashion. Many jurisdictions bave moved
beyond “minimal” on the Interoperability
Continuum.

3. Most jurisdictions have updated their EMS
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communications systems and they are coordinated
on a statewide basis according to an EMSS and/or
SIEC communications plan, Most jurisdictions are
beyond “‘minimal” on the Interoperability
Continuum,

4, Many systems have begun to adopt wideband or
broadband capabilities to transit data and to access
time-critical data bases (e.g. response resource
status) in real-time. Most jurisdictions are at Jeast at
mid-point on the Interoperability Continuum,
Evaluation of the effectiveness of the
communication system is done routinely by the
EMSS lead agency or as part of the SIEC.

5. State-of-the-art electronic communication
systems are available within all jurisdictions and are
coordinated by an SIEC or similar body. The
systems constitute a linkable statewide system,
ideally coordinated in a single EMS state
communications center or through linked, statewide
regional communications centers, that is utilized for
day to operations and is effective in all-hazards
responses. The system is linked to public health and
other nontraditional partners. The system is
routinely evaluated on a statewide basis and affords
narrowband, wideband and broadband solutions to
EMS agencies and facilities in all jurisdictions. All
jurisdictions are at least at mid-point, and most are
at the far right on the Interoperability Continuum
(below). The maturity of statewide EMSS
communications interoperability is as a whole at the

~far-right-as-defined-by-the-USDHS-SafeCom
Interoperability Continuum.

Table 4

iii. Evaluate

interoperability Cantinuum

See 6.c.ii.1, above, “Provide Services”. See 1.c.iii.l on annual reporting.

61



7. Public Information, Education and Prevention Subsystem

a. Assessment Process

i. Monitor

mortality using local, regional, statewide, qnd
national data.

orme

0. Nét known

1. There is no written comparison of emergent
illness/injury mortality using local, regional,
statewide, and national data.

2. There is a written descriptive comparison of at
least the leading cause of emergent illness/injury
death using local, regional, and statewide data,

3. There is a written descriptive, graphic, and
tabular comparison of the leading cause of emergent
iliness/injury death using local, regional, statewide,
and national data. An attempt is made to compare
data to EMS system improvement efforts.

4, There is a written descriptive, graphic, and
tabular comparison of the top three leading causes
of emergent illness/injury death using local,
regional, statewide, and national data. An attempt is
made to compare data to EMS system improvement
efforts.

“tabular comparison of the fop ten leading causes of

5. There is a written descriptive, graphic, and

emergent illness/injury death using local, regional,
statewide, and national data. An attempt is made to

compare data to EMS system improvement efforts.

LI

Collaboration exists between EMSS and public
health leaders to complete emergent illness/injury
risk assessments.

0. Not known. .

1. No emergent illness/injury risk assessments are
conducted.

2. EMSS officials conduct emergent illness/injury
assessments; however, there is no involvement of
public health officials in those assessments.

3. Public health officials, along with EMSS
participants, assist with the design of emergent
illness/injury risk assessments.

4. Public health officials, along with EMSS leaders,
assist with the design and analysis of emerpent
iliness/injury risk assessments.

5. The public health epidemiologist, along with

EMSS leaders, is involved in the development
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of emergent illness/injury reports. There is clear
evidence of data sharing, data linkage, and well-
defined reporting roles and responsibilities.

periodic basis to gauge expectations about the

EMSS.

1. No such poll is conducted or planned.

2. Such a poll is being investigated.

3. Such a poll is planned in the next year,

4. Such a poll has been conducted and the results
reported, The results are being utilized to focus
public information and education efforts and system
service development.

5. The EMSS conducts a scientific consumer poll
on a periodic basis to gauge expectations about the
EMSS such as access, speed of response, and level
and type of care expected. Results are utilized to
focus certain public information and education
activities and system service development.

ii. Diagnose/Investigate

b. Policy Process

__i._Inform & Organize

i e
EMSS leaders (lead agency, advisory
committees, and others) inform and educate about

emergent illness/injury prevention and EMSS
development.

S
o

! e,

0. Not known.

1. No targeted messaging or media campaigns have
begun to educate and inform community and State -
leaders or policy makers about either emergent
illness/injury prevention needs or EMSS system
development activities.

2. Limited interfaces with policy makers and the
media, aimed at both emergent illness/injury
prevention and EMSS development, have occurred.
Community development activities have been
limited to incident-specific response opportunities.
3. Community activities have begun with the
development of targeted emergent illness/injury
prevention campaigns, and there have been

initia) discussions with policy makers regarding
EMSS development.

4, EMS System leaders are engaging policy makers
in discussions about emergent iliness/injury
prevention and the EMSS. Examples are evident of
media awareness and media messaging targeted at
emergent illness/injury prevention activities.
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5. A well-orchestrated and continuing EMMSS
media campaign is evident. There is clear evidence
that key policy makers at the State, regional, and
local levels are keenly aware of the benefits of the
EMSS and of the importance of emergent

“The EMSS lead agency has developed or adopted- a

ii. Develop Policies

¢. Assurance Process
i. Enforce Policies

ii. Provnde Services

illness/injury prevention programs.

:3‘%;&& Eﬁ "E;(‘p

community outreach informed self-determination

{ program to help communities determine the type of

Jocal EMS system and level of public cost they
prefer.

0. Not ktnown.

1. The EMSS lead agency does not provide
community EMS system assessment or informed
self-determination services (generically, a process
through which communities are encouraged to
evaluate their local EMSS, learn about alternative
levels and type of EMS response and their
comparative costs and then determine the type of
system and leve] of public cost they prefer).

2. The EMSS lead agency refers communities
seeking such services to known suppliers of such
services.

3., The EMSS lead agency provides some guidance
materials, advice, and information on suppliers of
such services,

4, The EMSS lead agency has developed a formal
technical assistance package for communities which
includes a detailed explanation of community EMS
assessment methods, informed self-determination
processes, and limited staff consultation.

5. The EMSS lead agency has developed a formal
technical assistance package for communities which
includes a detailed explanation of community EMS
system evaluation methods and informed self-
determination processes. It has developed or
adapted its own informed self-determination
program (generically, a process through which
communities are encouraged to evaluate their local
EMSS, learn about alternative levels and type of
EMS response and their comparative costs and then
determine the type of system and level of public
cost they prefer), and provides a range of staff
support, guidance materials and subsidies to
encourage adoption of the program.
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GO

| The EMSS lead agency has developed or adopted a
program to better enable provider agency leaders to
effect public information, education, and relations
(PIER) programs utilizing NHTSA and other
materials.

0. Not known,

1. The EMSS lead agency does not provide PIER
support services for provider agencies.

2, The EMSS lead agency makes PIER support
materials available to provider agencies upon
request.

3. The EMSS lead agency routinely distributes
PIER support materials to provider agencies, and
publicizes this availability. .

4, The EMSS lead agency routinely distributes
PIER support materials to provider agencies,
publicizes this availability, and provides staff
technical assistance as requested. This effort
encourages consideration of EMS based community
health servicés (“community paramedicine”) as a
means of meeting community health needs and
strengthening local EMS response or other
programs appropriate to the health needs of the
state’s various community types.

5. The EMSS lead agency routinely distributes
PIER support materials to provider agencies,
publicizes this availability, and provides staff
technical assistance as requested. This program
inclndes not only robust resources on raising the
profile of the Jocal EMSS and emergency
illness/injury prevention efforts in the community,
but enables agency leaders to explore opportunities
to become involved in directly meeting preventive
health, primary care and other needs in the
community in order to strengthen the clinical base -
and response capabilities of the agency. This effort
encourages consideration of EMS based community
health services (*‘community paramedicine”), or
other programs appropriate to the health needs of
the state’s various community types, and offers
technical assistance in approaching issues such as
medical direction and training for such services.

iii. Evaluate

See 1.c.iii.] on annual reporting
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8. Clinical Care, Integration of Care, and Medical Direction Subsystem

a. Assessment Process

i. Monitor

T

)

R
{5 %&»bm

res (PM)
Attributes “17.1- Call Complaint Distribution” and
«37.2 — Call Complaint Rate” have been adopted as
statewide PM attributes and data contributing to
them are routinely collected, results analyzed at all
levels and system planning interventions sought
where necessary on a local, regional, and state level
(e.g. better matching resources to call types
experienced).

O Nol.known

1. There are no such PM attributes for which data is
collected and none are planned at this time.

2. Such PM attributes have been adopted on a
jurisdiction by jurisdiction basis without statewide
coardination.

3. There are no such PM indicators, or they have
been adopted on a jurisdiction by jurisdiction basis
without statewide coordination, but are planned for
statewide implementation within the next year.

4. These PM atiribute have been established on a
statewide basis and data are now being collected,
but analysis of results have not been mtegrated into
planning processes.

5. These PM attributes have been adopted on a
statewide basis and data contributing to them are
routinely collected, results analyzed at all levels and
system planning interventions sought where
necessary on a local, regional, and state level (e.g.
better matching resources to call types experienced).

A performance standard has been established for
prehospital relief of pain. The NHTSA
Performance Measures (PM) Indicators “6.1- Pain
Relief Rate”, “6.2- Pain Worsened Rate”, and “6.3-
Pain Unchanged Rate” have been adopted as
statewide PM indicators and data contributing to
them are routinely collected, results analyzed and
interventions sought where necessary on a local,
regional, and state level.

0. Not known

1. There is no such performance standard or PM
indicators and none is planned at this time.

2. Such a performance standard and PM indicators
have been adopted on a jurisdiction by jurisdiction
basis without statewide coordination.

3. There is no such performance standard or PM
indicators, or they have been adopted on a
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jurisdiction by jurisdiction basis without statewide
coordination, but both are planned for statewide
implementation within the next year.

4, This performance standard and these PM
indicators have been established on a statewide
basis and data are now being collected, results
analyzed and interventions sought as identified.
Statewide performance does not meet the
performance standard as a whole.,

5. This performance standard and these PM
indicators have been adopted statewide and data
contributing to them are routinely collected, results
analyzed and interventions sought where necessary
on a local, regional, and state level. Statewide
performance meets or exceeds the performance

standard as a whole.

A performance standard has been established for
“EMS Cardiac Arrest Survival Rate to Hospital
Discharge”. The NHTSA Performance Measures
(PM) Indicator “18.2- EMS Cardiac Arrest Survival
Rate to Hospital Discharge” has been adopted as a
statewide PM indicator and data contributing to it
are routinely collected, results analyzed and
interventions sought where necessary on a local,
regional, and state level.

1. There is no such performance standard or PM
indicator and none is planned at this time.

2. Such a performance standard and PM indicator
have been adopted on a jurisdiction by jurisdiction
basis without statewide coordination.

3. There is no such performance standard or PM
indicator, or they have been adopted on a
jurisdiction by jurisdiction basis without statewide
coordination, but both are planned for statewide
implementation within the next year.

4, This performance standard and PM indicator
have been established on a statewide basis and data
are now being collected, results analyzed and
interventions sought as identified. Statewide
performance does not meet the performance
standard as a whole,

5. This performance standard and PM indicator
have been adopted as a statewide PM indicator and
data contributing to it are routinely collected, results
analyzed and interventions sought where necessary
on a local, regional, and state level. Statewide
performance meets or exceeds the performance

standard as a whole.
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A performance standard has been esLabhshed for at

least one additional indicator of system interest in

expanding its role to meet the changing needs of the
patient population. This measure might involve the
rate of red light and siren use (indicating changing
response practice and/or call urgency), the rate of
non-transports by patient complaint (indicating
greater frequency of non-emergency care) or some
other indicator of the EMS system adapting to meet
other patient needs. Data contributing to it are
routinely collected, results analyzed and
interventions sought where necessary on a local,
regional, and state level,

@. Not known

1. There is no such performance standard or PM
indicator and none is planned at this time.

2. Such a performance standard and PM indicator
have been adopted on a jurisdiction by jurisdiction
basis without statewide coordination.

3. There is no such performance standard or PM
indicator, or they have been adopted on a
jurisdiction by jurisdiction basis without statewide
coordination, but both are planned for statewide
implementation within the next year.

“are now being collected, results analyzed and

4, This performance standard and PM indicator
have been established on a statewide basis and data

interventions sought as identified. Statewide
performance does not meet the performance
standard as a whole.

5. This performance standard and PM indicator
have been adopted as a statewide PM indicator and
data contributing to it are routinely collected, results
analyzed and interventions sought where necessary
on a local, regional, and state level. Statewide
performance meets or exceeds the performance
standard as a2 whole.

ii. Diagnose/Investigate
See 8.a.1.1 through 8.a.i.4

b. Policy Process

Inform & Or amze

i.
;lyI\"H‘Ld‘ #EAL fagnl no e by g :‘

There is a clear cul orgamzatlon of mformatlon
flow, authority and responsibility for medical
direction from the state level through the local level.

0 Not known

1. There is no statewide EMSS medical direction
commijttee system.

2. There have been informal efforts to organize

multijurisdictional or regional committees of local
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medical directors and others to standardize
protocols, performance improvement mechanisms
and other processes.

3. There is a distinct and uniform history of
organizing medical committees on the regional
and/or state levels to pursue standardization of
practices and processes. There is no legislated
authorization of this structure and therefore no
formal authority, responsibility or protections from
liability.

4. There is a distinct and uniform history of
organizing medical committees on the regional
and/or state levels to pursue standardization of
practices and processes. There is no legislated
authorization of this structure and therefore no
formal authority or responsibility for these
committees. Responsibility for protocol adoption
and other related activities may be vested in
individuals at the Jocal level promoting
fragmentation of practice across regions and the
state, or at the regional or state levels where input
into decision-making may be uneven,

| processes of protocol adoption, performance

- medical committees at appropriate levels to

5. There is a clear-cut organization and division of
legal authority and responsibility for medical
direction and for information flow involved in the

improvement, and restricting the practice of
prehospital care providers as described in 8.b.il.1,
As dictated by the size and complexity of the
statewide, regional and local systems there are

encourage and facilitate the flow of information and
input to fuel these processes and to serve as
deliberative bodies in these processes. Ultimate
authority and responsibility for medical directionis
specified in statute and extends from the state
medical director through the statewide medical
committee to regional medical directors to regional
medical committees to Jocal medical directors and
providers as appropriate.

. e
There is clearly defined legal auth
responsibility for the EMSS medical direction
subsystem.

ii. Develop Policie

ority and

1. There is no statewide EMSS medica] direction
systemn or formal medical directors at any but the
local level, and these are not consistent from
jurisdiction to jurisdiction in function or
responsibility/authority.

2. There is EMS systern medical direction on the
local, regional and/or state levels. Some medical
directors have a written job description; however,

these indjvidual generally have no specific EMSS-
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derived legal authority or time allocated for those
tasks.

3. There is a loose EMSS medical direction
subsystem with a statewide EMSS medical director, -
with medical directors often having written job
descriptions, but with no specific legal authority
above the local level. Local medical directors have
adopted protocols, have in some cases implemented
performance improvement programs, and are
generally taking steps to improve the medical
appropriateness of the EMS system, There is some
activity on a regional or statewide basis to bring
uniformity to these processes.

4, There is a distinct EMSS medical dlrecuon
subsystem with uniform job descriptions for
medical directors on the state, and regional and/or
local levels as applicable. There is legislated
authority to adopt protocols and performance
improvement programs at the local or regional level.
If such authority is-at the local level, there is formal
activity at the regional and/or state level to
standardize these.

5. There is clearly defined legal authority and
responsibility for the EMSS medical direction
subsystem including the authority and responsibility
to adopt protocols, to implement a performance
improvement system, to credential the practice of
prehospital care providers, and to generally ensure
medical appropriateness of the EMS system. There
is a paid statewide EMSS medical director from
whom this statutory authority and responsibility
extends, and with it limitations on liability, to
regional and, where applicable, local medical
directors. The system for creating protocols lies at
the state level but is the responsibility of the state
and regional medical directors as a group with input
from local medical directors, other physicians and
EMS providers and with opportunities for Jocal
variation approved by the lead agency.

¢. Assurance Process
i. Enforce Pollcles '

s
The EMSS 1ead agency enforces utmzmg well-
defined standards, policies, procedures, and
authority, enforcement of all prehospital clinical
practice.

0. N't').t kn6 wn

1. There are no clinical standards to enforce.

2. Clinical standards will be completed within the
next year.

3, Clinical standards are in effect or will be
completed within the next year. There are some
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standards, policies, procedures, and authority for the
enforcement of clinical practice standards, but they
are incomplete,

4, Clinical standards are in effect. There are
standards, policies, procedures, and authority for the
enforcement of clinical standards, however they are
implemented without consideration of and therefore
completely separate from, state and regional or local
performance improvement systems.

5. The EMSS lead agency enforces, utilizing well-
defined standards, policies, procedures, and
authority, all prehospital clinical practice. 1t
employs a documented, effective system of
performance improvement which has specific points
of integration with and separation from disciplinary
and other licensure/certification actions and is
coordinated well with the statewide medical
direction system. In all enforcement practices, the
iead agency has well-defined procedures for
adequate review and due process,

E03:
The EMSS lead agency trains and credentials all
EMSS medical directors.

0. Not known

1. There is no training for EMSS medical directors
in the state.

2. There is no training for EMSS medical directors
in the state. Many EMSS medical directors have
taken NAEMSP and other national medical director
training programs out of state.

3. There is limited training for EMSS medical
directors in the state, The EMSS lead agency also
provides incentives to EMSS medical directors to
take NAEMSP and other national medical director
training programs out of state.

4. There is a uniform training program for EMSS
medical directors that is made available on a regular
basis. Most EMSS medical directors have taken
this trajning.

5, The EMSS lead agency requires EMSS medical
directors to be credentialed, The EMSS lead agency
credential requires a specific initial training program

and on-going continuing education,

ii. Provide Services

iii. Evaluate

See 1.c.iii.] on annual reporting
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9, Information, Evaluation, and Research Subsystem

a. Assessment Process
I.

ficat S

There is .a“'fﬁordu‘gh ‘description of the epidemiology
of emergent illness/injury mortality in the EMSS
using population-based data.

0. Nc')‘t known

1. There is no thorough description of the
epidemiology of emergent iliness/injury mortality in
the EMSS.

2. Death certificate data have been used to describe
the statewide incidence of emergent illness/injury
deaths aggregating all etiologies, but no E-code
reporting is available.

3. Death certificate data, by E-code, are reported on
a statewide basis, but are not reported by sub-State
Jurisdictions.

4, Death certificate data, by E-code, are reported on
statewide and sub-State jurisdictions. These data are
compared to national benchmarks, if available.

5. Death certificate data, by E-code, are used as part
of the overall assessment of EMSS care, including
statewide rural and urban preventable mortality
studies.

EMSS data are electronically linked,
deterministically or probabilistically, from a variety
of sources (e.g, trauma registry, ED discharge,
vehicle crash, hospital discharge, death certificate).

Note: Deterministically means with such patient
identifiers as name and date of birth.
Probabilistically means software is used to match
likely records through such less certain identifiers as
date of incident, patient age, gender, and others.

0. Not known

1. EMSS data exist éentrally or are not
deterministically or probabilistically linked to other
databases.

2. EMSS data exist and can be deterministically
linked through hand-sorting processes to one or
more other sources.

3. EMSS data exist and can be probabilistically
linked through computer-matching processes to one
or more other sources,

4. EMSS data exist and can be deterministically
and probabilistically linked through computer-
matching processes and this occurs on an ad hoc
basis.

5. All EMSS data stakeholders (including insurance
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[ carriers, FARS, and rehabilitation, in addition to
_typical EMS system resources) have been identified,
data access agreements executed, hardware and
software resources secured, and the staff allocated
to deterministically and probabilistically link,
analyze, and report a variety of data sources in 2
timely manner and this occurs routinely.

33
R

LI
ot known

There is a process to evaluate the quality,
timeliness, completeness, and confidentiality of
data.

1. There is no process or written policy to evaluate
the quality, timeliness, completeness, and
confidentiality of the data collected in the system.
2. There is a process of evaluation and written
policy but no compliance with governance.
Confidentiality of information is not ensured.

3. The process of reviewing the quality, timeliness,
completeness, and confidentiality of data is just
beginning. There is some compliance with a draft
written policy.

4. There are draft written policies in place for
evaluating the quality (including both reliability and
validity), timeliness, and completeness of data and
for ensuring confidentiality.

5. There is a comprehensive written policy and
demonstrated compliance concerning data
management and governance including an
evaluation of the quality, timeliness, and
completeness of data, with confidential protection
of records ensured while allowing appropriate
access for research purposes.

ii. Diagnose/Investigate
See 9.a.1.3 for issues of data diagnosis and investigation, and throughout
“monitor” and “diagnose/investigate” sections of other subsystems for
system clinical, administrative and operational issues.

b. Policy Process
’ i. Inform & Organize

T Y
The EMSS lead agency routinely utilizes NHTSA
Performance Measures (PM) and other indicators.

0. Not known.

1. The EMSS lead agency does not collect the data
necessary to utilize these PM indicators and
attributes,

2. The EMSS lead agency collects the data
necessary to utilize many if not most of these
measures, but has no plan to do so.

3. The EMSS lead agency plans to begin utilizing
and reporting on these measures in the next year,
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4. The EMSS lead agency has begun to utilize and
report on some of the available measures,

5. The EMSS lead agency routinely utilizes NHTSA
Performance Measures (PM) and their own created
indicators (including outcome measures) and
attributes to gauge the effectiveness of the EMSS at
all levels and against state and national results and
provides these to the public with appropriate
explanation and system improvement suggestions.

cd il : ; h

Emergent illness/injury prevention programs use
EMSS Information System (EMSIS) data to develop
intervention strategies.

0. Not known

1. There is no evidence to suggest that EMSIS data
are used to determine emergent illness/injury
prevention strategies.

2, There is some evidence that EMSIS data are
available for emergent illness/injury prevention
program strategies, but the use of these data is
limited and sporadic.

3. EMSIS data reports are routinely provided to the
emergent illness/injury prevention programs. The
usefulness of the reports has not been measured, and
emergent iliness/injury prevention providers are just
beginning to use EMSIS data reports for program
strategies and decision making,

4, EMSIS reports on the status of injury, and injury
mechanisms, are routinely available to emergent
illness/injury prevention providers and are used
routinely to realign injury programs to target the
greatest need,

5. A well-integrated emergent illness/injury
reporting system exists. Evidence is available to
demonstrate how system providers routinely use
EMSIS data to identify program needs, to develop
strategies on program priorities, and to set annual
goals for emergent illness/injury prevention. There
is specific monitoring of work-related illnesses and
injuries for the EMS workforce.

The statewide multidiscipiinary, multi-agency
EMSS (advisory or authority) body formally assures
expert review of system performance data, ‘

0. i\fot known

1. There is no statewide muitidisciplinary, multi-
agency EMSS committee, and there are no regular
reports of system performance.

2. There is a statewide multidisciplinary,
multi-agency EMSS committee, but it does not
delegate routine reviews of EMSIS data reports to a
qualified body or conduct them itself,

3. The statewide EMS comnmittee delepated to do
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data review meets regularly and reviews process-
type reports; no critical assessment of system
performance has been completed.

4. The statewide EMSS committee delegated to do
data review meets regularly and routinely assesses
reports from EMSIS data to determine system
compliance and operational issues needing
attention.

5. The statewide multidisciplinary, multi-agency
EMSS (advisory or authority) body formally
delegates by rule to a statewide medical direction
committee, or other similar body, the responsibility
to complete regular reviews of annotated EMSIS
data reports to determine and recommend the need
for system modifications, This committee meets
regularly with stakeholders and reviews EMSIS data
reports to assess system performance over time,
looking for ways to improve system effectiveness
and patient outcomes,

agency EMSIS data reports are generated by the
EMSS.

”General statcwmle regxonalv and Junsdlctlonal/local .

1. No EMSIS data reports are generated to evaluate
and improve system performance effectiveness.

2. Some general EMSIS information is available for
the stakeholders, but it is not consistent or regular.

3, EMSIS data reports are done on an annual basis,
but are not used for decision making and evaluating
systern effectiveness.

4, Routine reports are generaied using EMSIS data
and other databases so that the system can be
analyzed, standards evaluated, and performance
measured.

5. General statewide, regional, and
jurisdictional/local agency EMSIS data reports are
generated by the EMSS (or by regional/
jurisdictional bodies as appropriate) no less than
once per year and are made available to EMSS
leaders on all levels and to other stakeholders and
the public as appropriate to evaluate and improve

systermn performance.

ii. Develo Policies

There is a legislative mandate that an EMSIS is
implemented and maintained by the Jead agency.

O Not known

1. There is no EMSIS and none is planned.

2. There is no EMSIS but one is planned for
implementation in the next year.
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3. An electronic EMSIS is being implemented as a
new system or in transition from a paper-based
system.

4, An electronic, NEMSIS-compliant EMSIS exists
and most of the legislative mandate to maintain the
system, to have mandatory agency participation and
hospital linkage components are in place. There are
plans to send at least “national level” data to
NEMSIS within the next year,

5. There is a legislative mandate that an EMSIS is
implemented and maintained by the lead agency,
and that all EMSS provider agencies provide data
electronically on a regular, timely basis, EMSS
hospitals and other facilities facilitate real-time data
linkage and transmission for operational and clinical
purposes (e.g. field access to patient history; on-line
medical direction access to field data on patients
and resources) and outcome evaluation. The EMSIS
is NEMSIS-compliant and sends data to NEMSIS,

Hndicatoni9iniiid e
There is a statewide, mandatory performance
improvement (PI) system.

0. Not knqwn

1. There is no statewide PI system, regional PI
system, or local PL

2. There are no statewide or regional PI systems,
but many jurisdictions and/or local agencies utilize
PI systems,

3. There is no statewide PI system, but many
regions and most jurisdictions and/or local agencies
PI systems are documented. '

4, There is a statewide PI system in development
which is or will be utilized at all levels and
considers/builds upon existing regional and
jurisdictional/local agency PI systems which are
already in place.

5. There is a statewide performance improvement
(PI) plan implemented and mandatory at the state,
regional, jurisdictional, and local agency level with
dedicated, specified medical oversight. There is
legislated protection from discoverability of all
EMS data. This plan includes a mechanism for
reporting patient care/treatment errors.

for educational programs:require research concepts
are included in EMS education content.

1. No such requirements exist or are planned.

2. No such requirements exist but planning is
underway to incorporate them at some levels,
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3. No such requirements exist, planning is
underway to incorporate them, and some courses
cover this content now.

4, Such requirements are in development for
inclusion in all curricula within the next year.

5. EMSS lead agency policies for educational
programs require that familiarity with the scientific
literature, appropriate research principles, and the
value of initiating and participating in research to
produce evidence-based advancement of the field

“The state EMS lead agency enforces provider

c. Assurance Process

are included in EMS education content.

i. Enforce Policies
ey
N

agency participation in the EMSIS and statewide
performance improvement (PI) system, as well as
facility participation in EMSIS for operational,
clinical, and outcome evaluation purposes.

g
0. Not known

1. No such requirements exist to enforce or are
planned. ‘

2. Such requirements exist in part and are enforced
as exist,

3. Such requirements exist, and some are enforced.

4, Such requirements exist, and complete
enforcement is planned within the next year,

5. The state EMS lead agency enforces provider
agency participation in the EMSIS and statewide
performance improvement (PI) system, as well as
facility participation in EMSIS for operational,
clinical, and outcome evaluation purposes.

ii. Provide Services

ni. Evaluate

See 1.c.iil.] on annual reporting.

See 9.a.1.3.
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10. Large Scale Event Preparedness and Response Subsystem

a. Assessment Process

i. Monitor

0. Not k'nown‘

1. There is no resource assessment of the EMSS”’ ability
to expand its capacity to respond to mass casualty
incidents for in an all-hazards approach.

2. An assessment of the ability of some components of
the EMSS to respond to a mass casualty incident has
been included in all-hazards planning. This includes
personnel, supplies and equipment.

3. An assessment of the ability of all components of the
EMSS to respond to a mass casualty incident has been
conducted on a state-wide basis.

4, A written inventory of system-wide MCI capacity has
been completed and includes: medical reserve personnel,
facility surge capacity, additional equipment resources
and caches, communications interoperability, overall
management structure such as NIMS (National Incident
Management System) to respond and manage a
catastrophic incident until Federal resources become
available.

5, There 15 a resource assessment of the EMSS” ability to
expand its capacity to respond to mass casualty incidents
(MClIs) in an all-hazards approach. The written
inventory of trauma system-wide MCI capacity has been
shared with, and incorporated into, broader statewide
planning efforts for all-hazards responses.

ii. Diagnose/Investigate

“The EiQISS has cdmpletéd a gap .ana.lysis.

0. Not known.

1. There are no resource standards on which to base
a gap analysis,

2. The statewide EMSS board, in conjunction with
appropriate incident management personnel, has begun
to develop statewide MCI

response resource standards.

3. State resource staridards for EMSS response
during a mass casualty incident have been developed
and approved.

4. Some components of the EMSS (e.g.. prehospital
EMS), have completed a gap analysis based on the
adopted standards,
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5. A system-wide MCI resource gap analysis has been
completed based on the system resource standards
adopted.

b. Policy Process

i. Inform & Or anize _

4

defined methods of integrating with other
emergency preparedness plans (all-hazards).

O.'Not'k-nown

1. There is no EMSS plan and no integration
between the EMSS and other emergency preparedness
agencies.

2. There is an established EMSS plan; but it

is silent on emergency integration, and no evidence
is present to demonstrate integrated incident
management and EMS systems, .

3, The EMSS plan addresses the interaction of the

EMSS lead agency, public health, and the lead emergency
management system agency. Close coordination and
clearly defined goals and objectives are in process and
documented.

4, The EMSS plan addresses coordination between the
EMSS lead agency, public health, and the lead emergency
management system agencies. Plans are integrated, and
working collaboration exists and is demonstrated. Routine
working drills and training exercises are incorporated into
operational plans, '

5. The EMSS plan addresses the lead agency coordination
among EMS, public health, public safety, and emergency
management. Plans are well integrated and include annual
multidisciplinary exercises to test this capability using
scenarios based on risk vulnerability assessment and
Homeland Security Exercise and Evaluation Program
(HSEEP) guidelines. Results from drills and live responses
are used to further improve the plans and processes. The
plan describes means to allow EMS resources to be used
across jurisdictions, both intrastate and interstate, using the

The EMSS plan includes identification of
additional resources (both manpower and
equipment) necessary to respond 0 a mass

casualty event and utilizes NIMS compliant
resource typing definitions to describe these.

Emergency Management Assistance Compact and NIMS.

0. Not known

1. The EMSS plan does not include the identification of
additional resources necessary to respond to mass casualty
incidents.

2. The EMSS system plan addresses mass casualty
incidents but has not identified additional resources,
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3. The EMSS plan identifies resources, but it is
unclear how the needs are going to be met.

4, The EMSS plan identifies both equipment and manpower
resources available currently and additional resources
needed, but does not utilize NIMS compliant resource
typing definitions to describe these. It also defines a process
for securing and ensuring that equipment and human
resources are available,

5. There is a well-drafted and rehearsed EMSS plan, along
with sufficient caches of equipment and personnel, to
ensure the rapid deployment of additional resources during
mass casualty incidents and utilizes NIMS compliant
resource typmg definitions to describe these, The plan has
specific provisions for a pandemic influenza event.

ii. Develop Policies

c. Assurance Process
i. Enforce Policies

The EMSS, through'the lead agency, has4 -

access to additional equipment, materials,
and personne! for large-scale traumatic
gvents.

1. There is no surge capacity (prehospital, hospital, clinic,
or coroner) built into the systemn for either smaller multi-
patient events or mass casualty incidents.

2. The EMSS has begun to identify additional equipment,
materials, and personnel needed to respond to all-hazards
events in light of new threats and emergencies. The EMSS
lead agency has assessed medical resources at the state,
regional and local levels for specialty care centers to
include trauma and burn centers, pediatric and acute care
facilities

3. The EMSS lead agency, working with stakeholders,
has in place additional equipment and materials for
mass casualty incidents. A process to utilize additional
personnel resources is in development. Testing of newly
acquired equipment, material, and personnel resources
has not yet been completed.

4. The EMSS lead agency, in conjunction with
stakeholders, has begun to test a method of deploying
additional equipment, materials, and personne] during
all-hazards events.

5. The lead agency has acquired additional equipment and
materials for both the prehospital and hospital response

to all-hazards events. A deployment mechanism to share
personnel resources has been developed and tested in both
the prehospital and hospital settings (e.g., mutual aid,
precredentialing of practitioners, and rapid assignment of
privileges), The systemn routinely tests its capabilities in this
area. :
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4 ca g
The EMSS, through the lead agency, ensures
protective resources are available for
prehospital providers and their families.

0. Not {cnown

1. There has been no assessment of need for protective
resources (including vaccinations, prophylaxis, and
personal protective equipment) for prehospital providers
and their families. There is no system for ensuring
availability of such protective resources,

2. A system for ensuring protective resources is planned to
be in place within the next year.

3. There has been an assessment of need for protective
resources (including vaccinations, prophylaxis, and
personal protective equipment) for prehospital providers
and their families. Some, but not all, of the resources
identified as being needed have been made available.

4, There has been an assessment of need for protective
resources (including vaccinations, prophylaxis, and
personal protective equipment) for prehospital providers
and their families. All of the resources identified as being
needed have been made available.

5. There has been an assessment of need for protective
resources (including vaccinations, prophylaxis, and
personal protective equipment) for prehospital providers
and their families. All of the resources identified as being
needed have been made available. There is a system for
routinely reassessing need for protective resources and for
identifying new providers as they enter the EMSS.

iii. Evaluate

See 1.c.iii.1 on annual reporting
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C. State EMS System Planning and Implementation Process

The following process is a suggestion for utilizing the Self-Assessment too] in a planning
process that leads to establishing or updating a state EMSS plan. The Model Emergency
Medical Services System Self-Assessment has been created to give a clear but relatively
high level picture of the state’s system status and to be as easy to administer as possible
in a limited amount of time so that its results are attainable. The Model State EMS
System description in section A, above, was derived from the highest scoring (“level 5)
descriptions for the 76 indicators of the Self-Assessment. It is intended to create
attainable goals. It is recognized, however, that states may elect an “ideal” or goal for
some indicators that is different from the “level 57 description and therefore different
than the model system. Step 3, below, accommodates this. If the lead agency wishes to
use the model entirely, Step 3 can be omitted.

Step 1 — Name a planning committee.

It is recommended that the state’s multidisciplinary EMSS board, or a similar ad hoc
group representative of the EMSS subsystems, be utilized for the planning process.

Step 2 — Complete the Self-Assessment

State office staff should complete the Self-Assessment using the Individual Scoresheet
embedded below in this document (just double click on the icon). Place the “0” — “5”
score in the space to the right of the corresponding indicator number. When all the scores
have been entered for one of the ten subsystems, the correct median score for the
subsystem will be automatically computed and listed in the yellow box at the bottom of
that category. Note: because the Self-Assessment produces results based on category
scoring, it is “ordinal” data. As such it expresses an order of hierarchy from “0” to “57,
but cannot accurately express the magnitude of the interval between each or multiple
levels (that is reserved for “interval” and other data). Certain statistical processes, though
tempting, are not valid. It is not, for instance, accurate to say that that a score of “2” is
half as “good” as a score of “4™. Nor can one use a “‘mean” to average the results.
Therefore, a “median” (half the scores are higher and half lower than the score which is
the median) is used as the average.

If more than one staff member participates, Individual Scoresheet results can be pasted
onto the Group Rater Summary Scoresheet provided below and an average staff score
achieved. Note: The averaging formula in each cell in Column B (click on any cell, and
you will see the formula in the formula box at the top of the sheet....for example, these
are circled in the diagram below for Row 3) allows entry of the scores of up to 100 raters.
In order to obtain an accurate median score, the formula must be adjusted for each
indicator row (except for the “Median” score formula row at the end of each of the ten
sets of indicators; rows 15, 21, 32, 39, 53, 63, 72, 83, 97, 106). The adjustment is to
reflect the actua) last column of score entries for the number of raters used. The default
in the formula is set to include Column “CX” as the last column included in the formula.
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This corresponds to 100 raters. If, for example, 5 raters are used then “CX” needs to be

changed to “G”. “G”, as can be seen in the diagram below, corresponds to the column

for “Rater 5" which will be the last completed in a 5 rater summary. The formula needs
to be adjusted for every row except the “Median” rows specified above.
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When logistically possible, it is a better process to have raters meet together and discuss
the results and, each member referring to his/her Scoresheet and to the Group Rater
Summary Scoresheet results, determine the best score for each indicator. This allows for
rationalizing two scores which are very different (perhaps resulting from
misunderstanding on one rater’s part) rather than just adding them into the average result.

Step 3 — Establish “ideal state” goals

The completed Self-Assessment and the summary score should then be sent to the
planning committee. The committee, using the same Self-Assessment Individual
Scoresheet, should complete the Self-Assessment, selecting the choice (0 =5) that
represents their opinion of what the improvernent goal should be for that indicator. This
gives the group the opportunity to select an “ideal state” that is less than “level 5 or to
suggest other goals entirely (by leaving the scoring column blank for that indicator and
filling in a suggested goal under the “C. Comments” column. Committee members should
then e-mail their completed Self-Assessments to the state office. Staff should review all
sheets and note which indicators have any entries of less than “5” or are blank with
comments. These become subjects for the planning meeting. '
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Step 4 — Planning meeting

The planning group will be brought together for one face-to-face meeting lasting most of
one day. During this meeting, the results of the Self-Assessment and “improvement
goal/ideal state” exercises will be reviewed. Using an outside facilitator, the group will
prioritize the subsystems and indicators to be addressed. If there were indicators that
committee members thought should have an improvement goal or ideal state of other than
that reflected by the description associated with the “level 5 state, consensus should be
gained on this. The system used for prioritization should be consistent with the state’s
planning prioritization system, if any. The prioritization should be scaled generally from
“high”to “low”. Staff and the planning committee should discuss what, given the
priorities identified, can realistically be achieved in the work cycle in which the plan will
be pursued. Some targeted improvements may need to be held for future work cycles.

Step 5 — Create a planning outline

Following this meeting, staff will draft a planning outline for the EMSS Plan based on the
steering group input. The prioritization assignments should guide staff in assigning time-
frames for completion. A sample template follows below. It should be completed
primarily, or only, for those indicators in which work is targeted for the next work cycle.

Indicator Number

Priority Status:

Current Status (self-assessment level and descriptive statement):
Goal (desired next self-assessment level step and descriptive statement):
Objective(s) to achieve the goal:

Tasks to achieve objective:

Who:

What:

When:

Where:

How:

Barriers:

Strategies for Overcoming Barriers:

Resources Required:

e pe o P

Finally, staff sends the EMSS planning draft to the steering group, beginning an iterative
writing process by e-mail until a final draft acceptable to the planning comunittee is
achieved. This becomes either a first EMSS plan or material with which to update an
existing plan.
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B. Model State EMS System Project Steering Group and Staff

Steering Group

Core Members (in addition, all NASEMSO member Councils and major national EMS
associations were consulted in the development and review of this document)

Terry Mullins - Chair
Chief
Arizona Department of Health Services

Dan Manz
Director
VYermont Dep artment of Health

Dan Smiley
Deputy Director
California State EMS Authority

Steve Diaz, M.D.

Medical Director
Maine EMS
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James Blumenstock
Senior Principal Director
Association of State and Territorial Health Officials

Federal Partners/Participants

Drew Dawson

Director

Office of EMS

National Highway Traffic Safety Administration
US Department of Transportation

Susan McHenry

EMS Specialist

Office of EMS

National Highway Traffic Safety Administration
US Department of Transportation

Catherine Gotschall

Senior Health Scientist

Office of EMS

National Highway Traffic Safety Administration
US Department of Transportation

Gamunu Wijetunge

EMS Specialist

Office of EMS

National Highway Traffic Safety Administration
US Department of Transportation

Dan Kavanaugh

Senior Program Manager

Emergency Medical Services for Children Program
Maternal and Child Health Bureau

Health Resources and Services Administration

US Department of Health and Human Services

Jocelyn Hulbert
Outreach Coordinator

Emergency Medical Services for Children Program -

Maternal and Child Health Bureau
Health Resources and Services Administration
US Department of Health and Human Services

Staff
Leslee Stein-Spencer R.N.
Principal Investigator
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National Association of State EMS Officials
Kevin McGinnis, MPS, EMT-P

Principal Technical Writer
National Association of State EMS Officials

C. Strategic Planning Key Terms

This Appendix was compiled and contributed by Florida EMS staff. -

Action Plan
Tool used to deploy resources and/or assign activities to achieve specific objectives.
Plans usually include the following: ‘
- key activities for the corresponding objective;

« lead person/accountability mechanism for each activity;

¢ timeframes/milestones for completing activities;

¢ status of activities; and

e evaluation indicators to determine quality and effectiveness of the

activities in reaching the strategy

Balanced Scorecard _
A tool to measure success against strategic goals and objectives

Benchmarking

Gathering information about model efforts or best practices by other

organizations or systems engaged in similar endeavors to help establish project targets
and goals. Benchmarking is often incorporated into a balanced scorecard.

Charter

The charter is a clear description of the goal team's purpose or mission, and identifies the
champions, team members, technical support, resources, and stakeholders. It clarifies
team expectations, keeping the team focused and aligned with organizational priorities. It
serves as a contract to ensure accountability by team members. A

Goal
Broad statement describing a desired result. Goals may be results or process oriented.

Goal Owner

EMS Advisory Council Subcommittee that provides oversight to the objective leads fora
specific goal. The chairpersons of these subcommittees provide a high-level overview of
the status of their specific goal at the EMS Advisory Council meetings.

Lead

EMS Advisory Council Subcommittee, constituency group, or other work group that is
responsible for the fulfillment of a specific objective. The chairperson of the committee
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or their designated liaison provides quarterly status reports to the Goal Owner, the
Strategic Visions Comumittee, and Strategic Planning Coordinator.

Legislation A proposed or enacted law or group of laws.

Measure
A specific indicator that tracks your progression or status of point in reaching an end

result or specific target. Answers the questions: 1)”What’s our current performance?”;
“How do we compare against others?”; “Are we improving or declining?”’. Indicators to
measure/monitor success against strategic goals and objectives. The frequency in which .
measures are reviewed assists teams to identify potential process problems in order to
meet desired outcome (i.e. complete objective to fulfill goal).

Mission
A brief, comprehensive statement of purpose of the organization or system. Answers the
questions: 1)*“What is our purpose?”; 2)“What do we stand for?”; and 3)*“What will we

strive to do?” :

Objectives
Specific and measurable targets for accomplishing goals to be accomplished by specific

teams or individuals within time limits; Addresses the questions, ““What do we have to do
to get there?” '

Outcomes The long-term end goals that are influenced by the project,
" but that usually have other influences affecting them as well.
Outcomes reflect the actual results achieved, as well as the

impact or benefit, of a program.

Resource , :

EMS Advisory Council Subcommittee, constituency group, workgroup, ot other EMS
partner that an objective lead may contact as subject matter experts or for other assistance
to complete action plan activities associated with a specific objective. Note: Some
groups may be identified as resources after the publication of this plan.

Stakeholder
Any person or group with a vested interest in the outcome of a project or plan.

Sterling Management System

Business framework adapted from the National Institute of Standards and Technology
Malcolm Baldrige National Quality Award Program (i.e. in Florida it is the Governor’s
Sterling Award). The framework is based around seven categories that makeup the
award criteria; leadership; strategic planning; customer and market focus; measurement,
analysis, and knowledge management; workforce focus; process management, and
results.

The criteria are used by organizations of all kinds for self-assessment and training and as
a tool to develop performance and business processes. For many organizations, using the
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criteria results in better employee relations, higher productivity, greater customer
satisfaction, increased market share, and improved profitability. For more information
visit: http://www.floridasterling.com.

Strategic Planning Process

A process by which the Florida Department of Health, Bureau of Emercrency Medical
Services, the EMS Advisory Council, and EMS constituency envision the future and
develop goals, objectives strategies and action plans to achieve that future.

Strategy
Techniques or tactics that may be used to accomplish an objective or goal. Note: the

strategies listed in this plan are meant to be fluid and revised as needed.

SWOT
A tool to conduct an analysis of environmental strengths, weaknesses, opportunities and

threats (sometimes referred to as an environmental scan or informal internal/external
assessment) that affect the organization or system. Often organizations or systems
use/build upon existing strengths to overcome areas 1dent1fled as opportunities for
improvement. Provides situational awareness for those involved in the development of a
strategic plan in order to develop the plan.

Yalues
The EMS Advisory Council’s framework for carrying out its mission and activities --

Values that guide the priorities, attitudes, policies and behaviors of the EMS Advisory
Council and those working to implement the strategic plan.

Vision
An overarching statement of the way we want to be; an ideal state of being at a future
point. Answers the questions; 1)“Where do we want to go?”; and 2)*“Where do we want

to be?
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Report on HCR 197 (2008)

EMERGENCY MEDICAL SERVICES
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ROSTER OF EMERGENCY MEDICAL SERVICE PERSONNEL

The Bureau of EMS maintains a roster of all individuals certified as EMT’s and First Responders. The
roster is a part of the Bureau’s certification portal which is a data base of all certified personnel as well as
all Bureau approved training courses.

The Bureau’s staff is able to produce a roster on request. There are 17,140 personne] that are currently
certified as of December 2008.
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For Fiscal Year 7/1/2007 — 6/30/2008 the EMS Certification Commission has reviewed disciplinary, scope
of practice and policy and procedure issues. Within this time frame that review consisted of a total of
535 issues within which there were 46 disciplinary hearings held. The grounds for the disciplinary
proceedings are set out in La.R.S. 40:1232.6 and Louisiana Administrative Code LAC Title 46, Part
XXXVII § 503(D) and are denoted as follows:

1232.6(2)- 20 issues

Conviction of a crime or offense which reflects the inability of a certified emergency medical technician
or certified first responder to provide emergency medical services with due regard for the health and
safety of clients or patients or enters a plea of guilty or nolo contendere to a criminal charge regardless
of final disposition of the criminal proceeding, including but not limited to expungement or
nonadjudication.-

1232.6(3) — 44 issues

Is unfit or incompetent by reason of negligence, habit, or other cause.

1232.6(4) - 1 issue

Is habitually intemperate in the use or abuses alcohol or habit-forming drugs.

1232.6(7) — 2 issues

Endeavors to deceive or defraud the public.

1232.6(9) — 24 issues

Unprofessional conduct.

1232.6(10) — 4 issues

Continuing or recurring practices which fail to meet the standards of EMS care in this state.



1232.6(12) — 2 issues

Has had a certification or license to practice as an EMS professional or to practice as another health care
- provider denied, revoked, suspended, or otherwise restricted.

1232.6(13) - 27 issues

Is guilty of moral turpitude

1232.6(14) — 36 issues

Has violated any rules and regulations of the commission or the bureau or any provision of this Subpart.

Under the Administrative Code: LAC Title 46, Part XXXVIII § 503(D):

LAC Title 46, Part XXXVIII § 503(D)(1): is guilty of selling or attempting to sell, falsely obtaining, or
furnishing to a person a certified emergency medical technician or certified first responder certification
document ~ 1 issue

LAC Title 46, Part XXXVIII § 503(D)(2): is guilty of a felony or is convicted of a crime or offense which
reflects the inability to practice EMS with due regard for the health and safety of clients or patients or
enters a plea of guilty or nolo contendere to a criminal charge regardless of final disposition of the
criminal proceeding, including, but not limited to, expungement, non-adjudication or pardon - 17 issues

LAC Title 46, Part XXXVIil § 503(D)(3): is unfit or incompetent by reason of negligence, habit, or other
cause; - 44 issues

LAC Title 46, Part XXXV1i § 503(D){4): is habitually intemperate in the use of or abuses alcohol or habit
forming drugs — 1 issue

LAC Title 46, Part XXXVIII § 503(D)(7}): has had a certification to practice EMS or to p'raétice as another
health care provider denied, revoked, suspended, or otherwise restricted — 2 issues

LAC Title 46, Part XXXVIII § 503(D)(8): is guilty of moral turpitude — 24 issues

LAC Title 46, Part XXXVIII § 503(D)(9): has violated any provision of this Subpart — 12 issues



