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MCCABE AMBULANCE SERVICE, INC. e CCABE

764 KENNEDY BOULEVARD ¢ BAYONNE, NEW JERSEY 07002 201 858-1200
870 BROADWAY ® BAYONNE, NEW JERSEY 07002

June 27. 1980

Frances J. Dunston., MD. MPH

State Commissioner of Health

New Jersey State Department of Health
CN 380

Trenteon., NJ 08625

Dear Dr. Dunston,

It is with great pleasure that I present to you, on
behalf of the Emergency Medical Services Interim
Committee, the enclosed report. We respectfully submit
this document pursuant to Executive Order No. 150,
issued by your predecessor, Molly Joel Coye. MD, MPH.

Qur Final Report, which deals with the future of
EMS in New Jersey, 1is the culmination of many meetings
held since January. It reflects the views of recognized
experts in emergency medical services., as I am sure you
can see by the attached list of committee members. In
the space of six months, individuals with varied
beliefs, concerns. and constituencies reached unanimous
accord on a variety of issues. 1 belileve this multi-
disciplinary effort is indicative of the positive
attitude that currently exists and which can make New
Jersey 's EMB system second to none.

The Committee used the Final Report {Emergency
Medical Services Issues and Recommendations. Phase I,
November 1988) of the Governor s Council on Emergency
Medical Services as a major resource.

Inasmuch as many members of our Interim Committee
also served on the Governor s Council. it was
unnecessary to review the background of its
recommendations in depth. We were, therefore. able to
focus our efforts on preparing a document which we
belive includes a highly workable formula for assuring
that optimal emergency care is provided in our state.

We ask that you pay particular attention to the
recommendation to establish a permanent New Jersey
Emergency Medical Services Council to serve as a
statewide advisory body. This Council is. without a
doubt. the most vital component of our report.

MEMBER
AMERICAN AMBULANCE
ASSOCIATION

MEMBER
MEDICAL TRANSPORTATION
PROVIDING PROFESSIONAL SERVICE SINCE 1973 ASSOCIATION OF N.J.




Once the Council and its various elements have been
established. we feel quite strongly that New Jersey will
be recognized as a leader in the emrgency Medical
Services field.

In closing, I want to say that it has been my
pleasure to have served as chairman of such a
distinguised and caring group of individuals who were
working on such an important project. They each put
aside many perscnal feelings and worked as a unit with
only one concern in mind - the best possible system of
emergency medical services patient care for the citizens
of New Jersey.

Sincerely., .
H. Mickey McCabe
Chairman

Emergency Medical Services
Interim Committee

Enc.



BACKGROUND AND SUMMARY

The Governor's Council on Emergency Medical Services was established
by former Governor Thomas H. Kean, pursuant to Executive Order 146, on
Septanber 5, 1986, The Council was charged with recammending an overall
policy direction that would enable New Jersey to provide a comprehensive
network of emergency medical services. The Council's 33 members,
representing a broad spectrum of viewpoints and expertise, presented its
final (Phase II) report in November 1988. That report contained 35
recommendations which offered directions for developing and implementing an
EMS system that would be among the best in the nation.

Another valuable contribution of the Covernor's Council on Emergency
Medical Services was bringing together, for the first time, representatives
fram all levels of EMS service to discuss EMS as a systems approach to care
of the ill and injured. This created a network of people who were involwved
in BMS and who were Knowledgable about its various aspects. These persons
also served as a valuable resocurce.

In the year following publication of the EMS Council's
recommerdations, several positive steps were taken. However, with the
expiration of the Council's charge at the end of 1988, there was no
comprehensive focal point for addressing EMS issues in the state.

The Emergency Medical Services Interim Committee was formed by
Exxecutive Crder No. 150, dated December 14, 1989, by former State
Camiissioner of Health Molly Joel Coye, MD, MPFH. The Interim Comittee was
charged with the task of reporting to the incoming Camnissioner the status
of issues ard recommendations regarding future development and
implementation of New Jersey's emergency medical services system, utilizing
the recomerdations in the Phase IT report ("Emergency Medical Services
Issues arnd Recommerdations") of the Governor's Council on Emergency Medical
Services.

Specifically, the Comittee was charged with the following
responsibilities:

1. Assure that the recommendations in the report of the Governor's
Council on Emergency Medical Services, released in 1988, form the
basig of the Camiittee's actions.

2. Provide appropriate input on current EMS activities and issues to
the incoming state administration.

3. Provide guidance to the Office of Emergency Medical Services on
emerging issues related to EMS, including review of proposed
guidelines and standards of practice.



4, Draft a proposal with recommerdations and options for the
establishment of a permanent Emergency Medical Services Advisory
Group.

(See Appendix A for the full text of Executive Order No. 150.)

The full Camittee met seven times during a six-month period to
discuss various issues related to its official charges, including review of
all 35 Governor's EMS Council recommendations. Additionally, same
Committee work sessions were held and a Subcommittee on Pediatric EMS was
formed (which held several meetings).

Emergency medical services is a dynamic field. Even while the
Committee was deliberating, new issues arose which needed to be addressed.
Therefore, the major recommendation of the Committee is endorsement of the
Governor's EMS Council Recommendation #35, the establishment of a permanent
Erergency Medical Services Council in New Jersey. The need for such an
advisory body is borne cut by the interest which the previous Governor's
EMS Council's Phase I and Phase II reports generated. There is also a need
for a continuing organization to follow EMS issues and to address the
superstructure of EMS in New Jersey. The structure of such a Council was
also identified, with a broad membership base to include all areas of
expertise to better advise the Governor on EMS development in New Jersey
(Figure 1).

The development of a permanent statewide EMS Council will facilitate
local grassroots input into the state's EMS system through regional
BMS councils, county EMS organizations, and local activities. This
structure can include all camponents of the system ard various aspects of
other EMS-related services (Figure 2). The Council structure can also
identify and deal with new EMS-related issues as they emerge.

To facilitate the operation of the proposed Council, this Committee
also identified eight key interest areas. It recammends that these be
developed into standing rescurce subcommittees to more specifically address
issues. While realizing that many issues overlap, the Comittee assigned
primary responsibility for reviewing each recommendation of the Governor's
BES Council to one of the proposed subcommittees, with certain exceptions
which are noted. This oversight responsibility is shown in Figure 3.

In addition to reviewing and categorizing the Governor's Hmergency
Medical Services Council Phase II recommerdations, the Committee was also
charged with recognizing additional EMS issues which may need discussion
and direction through the structure of the new EMS Council. These issues
-- stable funding for EMS, hospital diversion, and heavy rescue and
extrication training -- are discussed at the end of the recommendations.



RECOMMENDATIONS
The major recommendation of the Emergency Medical Services Interim
Camnittee is endorsement of the Governor's EMS Council's Recommendation
#35.

RECOMMENDATION #35:

Establish a Statewide Advisary Council on EMS.

Such a Council is needed to provide continuity to the development of
New Jersey's emergency medical services system, to follow emerging issues
of concern, ard to serve as a reservoir of knowledge and expertise in
EMS. Surveys have shown that many states have EMS Councils. Most are

The Committee agreed that the permanent New Jersey Emergency Medical
Services Council should have the following mission:

o Make recammendations to, and advise, the Office of the Govermor and
the Camissioner of Health regarding emergency medical services in
New Jersey.

o Monitor legislative developments (New Jersey, federal, and other
states) and their impact on New Jersey EMS.

o Review, update and recommend implementation of the Governor's
Council on Ewergency Medical Services 1988 Final Report.

o Receive reports and recommendations of standing committees and ad
hoc comittees of the Council.

o Support EMS educational activities in New Jersey.

o Develop and support a statewide public information/education program
for consumers regarding emergency medical services in New Jersey.

The proposed membership of the New Jersey Emergency Medical Services
Council is shown in Figure 1. The proposal calls for 21 members with a
broad range of interests and experience, reporting to the Governor.

To facilitate the operation of the proposed Council, the EMS Interim
Committee has also identified eight key interest areas and recommends that
these be developed into standing resource subcomnittees to more
specifically address issues. The subcommittees recommended for formation
are: Operations, Professicnal Education and Certification, Legislative,
System Finance, Public Education, Medical, Trauma, ard Pediatric EMS. As
needed, ad hoc groups could be formed to study short term issues, ideally
reporting through one of the established subcommittees.

Further, it is recammended that the statewide EMS Council be supported
at the grassroots level by three Regional EMS Councils (Northern, Central,



MEMBERSHIP: NEW JERSEY EI"]ERGE’NCY MEDICAL SERVICES COUNCIL

Commissioner, New Jersey State Department of Health

Superintendent, New Jersey State Police

President, New Jersey State First Aid Council

Director, Division of Highway Traffic Safety, New Jersey Department of Law
& Public Safety

President, New Jersey Hospital Association

Director, Office of Emergency Medical Services, New Jersey State Department
of Health

President, Medical Transportation Association of New Jersey

Director, Division of Education in Trauma and Emergency Medical Services,
University of Medicine and Dentistry of New Jersey,

President, MICU Program Administrators' Association

Chairperson, MICU Advisory Council

President, American College of Emergency Physicians, New Jersey Chapter

PxES1dent Hrergency Nurses Association, New Jersey Chapter

, Trauma Center Council *

Member of the Public (Consumer) #

Emergency Medical Technician (EMT) #

Mobile Intensive Care Paramedic (MICP) #

President, Senate - appointee

Speaker of the House - appointee

Northern Region Representative +

Central Region Representative +

Southern Region Representative +

Notes:

* The Committee agreed unanimously to support the proposal recommending the
formation of a permanent state Trauma Center Council and to have the
Chairperson of that Council be a member of the State BMS Council (see

Apperndix E).
# To be appointed by the Governor

+ As regional councils develop, they will designate representatives to the
State EMS Council.

The Office of the Attormey General will act as a resource to the State
EMS Council.

The Office of Emergency Medical Services will act as a resource to the
State EMS Council and will provide staff support.



Southern) and by EMS Councils in the individual counties (see Figure 2 for
an organizational chart of the total proposal).

To follow the proposed system from the bottom up:

(1)

(2)

(3)

(4)

A County BMS Council (21 County EMS Councils to be formed) will be
composed of one representative from each EMS provider in the
respective county.

Each of the three Regional EMS Councils (Northern, Central,
Southern) will be composed of one representative from each County
EMS Council in its respective region, plus area EMS experts.

The statewide New Jersey Emergency Medical Services Council's
membership will include an elected representative from each
Regional EMS Council, as well as specified ex officio and
appointed positions (total of 21 members).

Each of the New Jersey Emergency Medical Services Council's eight
standing subocomuittees will have two representatives from each
Regional EMS Council and two members chosen fram the mambership of
the statewide EMS Council.
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Assignment of Remaining 34 Recommendations

Among its main responsibilities, the EMS Interim Caomittee was charged
with assuring that the recommendations in the report of the Governor's
Council on Emergency Medical Services, released in 1988, formed the basis
of the Camittee's actions. The Camnittee did review all 35 existing
recamendations of the Governor's Council on Emergency Medical Services.

It recommends that the 34 remaining recommendations be apportioned to the
new EMS Council's subcommittees according to Figure 3. The recommendation
nunbers are given on the table. Exact wording of each recommendation is
given below (in bold), along with the subcommittee it is being assigned to,
and the current status of the issue.

RECOMMENDATION 1:

Establish response times for each of the following levels of EMS
providers:

A. First Responder
B. BLS Squads
C. MICU/ALS Units

All citizens should have access to all aspects of emergency medical
services within an acceptable time frame. Such time frames should be
established and administered by the local governing body in accordance with
nationally recognized standards for EMS.

Subcommittee Assignment: Operations

Status: AIS/MICU services must track response times and keep track of
problem areas. Nothing being done at the BIS level. The only published
recamendations are those from the American Heart Association pramoting 4-6
minutes to start BIS and 8-12 minutes to provide AIS to the victim of
cardiac arrest. Suggested response times in New Jersey may vary by setting
(e.g., urban, suburban).

RECOMMENDATION #2:

Require all ambulances to meet appropriate uniform vehicle and
equipment standards.

Subcommittee Assignment: Operations

Status: All paid, municipal, and hospital-based BLS ambulances and invalid
coaches and all MICUs fall under state regulations and must presently meet
standards. In the volunteer sector, the New Jersey State First Aid Council
has a Standards Comnittee which sets similar standards for volunteer squads
which are members of the Council. There is presently no mechanism to check
on the standards of wvehicles or crews for the ron-affiliated volunteer
basic life support sguads.

RECOMMENDATTON #3:

Establish appropriate dispatch criteria, protocols and quality
assurance review.
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Subcommittee Assignment: Operations (cambine discussion with #15)

Status: The 911 Commissicon will be working on calltaker standards and APCO
Training will be used. The MICUs currently have dispatch criteria that is
used by the area police departments (or other local dispatch centers) for
MICU dispatch. Heliocopter dispatch criteria are needed, as well as a
quality assurance mechanism for all EMS dispatch (other than that existing
for MICU).

RECOMMENDATION §#4:

Establish appropriate basic life support, advanced life support and
treatment and triage protocols for all patients, to include the following
specialty classifications of patients: trauma, spinal cord injury, burns,
neonatal and pediatrics.

Subcommittee Assignment: Cooperative Effort - Operations, Medical, Trauma,
Pediatric EMS (combine discussion with #23)

Status: Treatment protocols are being used by the MICUs. BLS treatment
protocols are in the final stages of development. Triage protocols need to
be developed at all levels of care and for special areas (e.g., trauma,
spinal cord injury, burns, pediatric EMS). Some local triage protocols may
exist.

RECOMMENDATION #5:

Establish local, multi-county and statewide emergency medical sexrvice
coordinating areas for all aspects of emergency medical care. -

Subcamuittee Assignment: Operations

Status: The Office of Emergency Medical Services has been working through
three areas (North, Central, Socuth) to provide staff to assist with EMS-
related activities. No area offices exist. The EMT educational effort is
also coordinated through these same three areas by the contract agent.
There is presently no mechanism to receive broad input from the grassroots.
The designation of the three areas is not structured.

RECOMMENDATION #6:

Develop and implement plamning criteria for ALS, trauma services and
all other critical care services.

Subcammittee Assignment: Operations

Status: The certificate-of-need mechanism for trauma services is in place
(NJAC B:33P). An additional Level I and 5 Level II trauma centers should
be named by Fall 1990. ALS/MICU coverage is now designated statewide. The
aeromedical program (NorthStar and SouthStar) has been implemented, but is
not operational around-the-clock. Critical care planning is needed for
pediatric EMS and for neonatal. :

11
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RECOMMENDATION #7:

Develop efficient critical care inter-hospital transfer services,

Subcommittee Assignment: Operations

Status: Changes to the certificate-of-need regulations for MIQUs and
critical care transport units put this activity on hold (CCTU was removed
fraom the pending regulations). There is same interhospital transport being
done, but the system is not cohesive and there are no standards.

RECOMMENDATION #8:

Subcommittee Assignment: Public Education

Status: The 911 Commission is working on the implementation of the
statewide 9-1-1 system. A statewide plan will be developed and regulations
will be pramlgated. Implementation targeted for the end of 1991; some
counties may go on-line sooner. The task of the EMS system will be to
continue to support this effort and to aid in implementation, when
applicable.

RECOMMENDATION #9:

Develop a comprehensive pediatric emergency medical service system to
include pediatric trauma centers, pediatric rehabilitative facilities,
required pediatric equipment for ambulance and MICUs, and specialized
pediatric emergency care training for all levels of EMS providers.

Subcommittee Assignment: Pediatric EMS

Status: This proposal contains a Pediatric EMS subcamuittee to address
issues of pediatric care, including the above. The Office of Emergency
Medical Services has applied for a two-year Emergency Medical Services for
Children grant from the federal Bureau of Maternal and Child Health.
Pediatric ALS (PALS) is being taught at various centers arourd the state.

RECOMMENDATION #10:

Designate responsibility to local goverrments for assuring adequate
EMS services in their conmmities.

Subcommittee Assignment: Legislative

Status: This recommendation requires legislation. Laws mandate that
municipalities provide police ard fire protection; there is no similar law
mandating emergency medical services coverage be available.
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RECOMMENDATION #11:

Establish minimmm training standards/certification for the following
categories of service: FMS Dispatcher, First Responder, Basic Life
Support, EMI' Defibrillation, Intermediate Life Support, Advanced Life
Support and MICU Base Station Physician.

A. Require EMS dispatchers to have Uniform EMS dispatcher training.

B. Require First Responders to maintain current training
certification.

C. Require all drivers of emergency medical service vehicles to
successfully coplete emergency vehicle driver training.

D. The minimum Basic Life Support training will be Emergency Medical
Technician-A provided that:

i. New Jersey State First Aid Council continues to act as one
of the providers of this training; and

ii. New Jersey State First Aid Council personnel will be
certified as testers within this program by the Office of
Emergency Medical Services; and

iii. There can be a variety of mechanisms for delivering this
arriculun including modular training; and

iv. There will be a program of certifying amrent "five/eight
pointers"” as Emergency Medical Technician-As with
appropriate and acceptable standards for recertification.

v. A single practical and written testing program is in place
for new Emergency Medical Technician-As with testing by a
neutral, third party (i.e., not the course instructor.)

E. When EMr-Defibrillation legislation is emacted in New Jersey the
training requirements should follow nationally accepted training
standards

F. The EMI-Intermediate program anrently exists as an approved
demonstration project in five counties. The Council reserves its
recamendations pending final evaluation of the project.

G. BEMI-Paramedic training requirements should continue to meet
Department of Transportation standards.

H. Require MIQU Base Station Physicians to camplete MICU Base Station

Subcommittee Assignment: Professicnal Education/Certification

Status: HEmergency Medical Technician (EMT) is the basic level of care for
regulated (paid, municipal, hospital-based) basic life support services and
for member squads of the New Jersey State First Aid Council, but non-
affiliated volunteer BLS services are not covered. ALS/MICU has standards
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for training and certification. EMT-Defibrillator {EMT-D) is now
authorized by law and a training program is being developed. The EMT-
Intermediate (EMT-I) pilot program is being phased out (being covered by
rural MICUs). Emergency Medical Dispatcher (EMD) training is not yet
mandated (expect training standards to be set by the 911 Commission),
although some training programs have been held. There are minimm training
standards for Crash Injury Management/First Resporder (CIM/FR), but there
are no recertification standards (working with Police Training Cammission).
No standards for Emergency Vehicle Operators. There are standards for MICU
base station physicians, but campliance is not mandatory.

RECOMMENDATION #12:

Implement the EMT-A standard, statewide as the minimum level of
training for all providers of BLS on any ambulance by 1930.

Subcammittee Assignment: Professional Education/Certification

Status: Working to recertify the "grandfathered" EMI members of the New
Jersey State First Aid Council from 1987 (by the end of 1990). No training
requirements for members of non-affiliated volunteer first aid squads. At
least two crew members on regulated basic life support services must be
IMTI's.

RECOMMENDATION #13:

Develop and implement an EMT certification for non-affiliated squad
menmbers.

Subcommittee Assignment: Legislative

Status: A companion process to "grandfathering" qualified, trained members
of the New Jersey State First Aid Council as EMI's was offered to members of
ncn-affiliated squads. Few persons participated in the testing process.
Without enabling legislation, nothing can be done, since volunteer services
are exempt by law (NJSA 27:5F-18 et seq.) from regulation.

RECOMMENDATION #14:

Support legislation to establish the EMT-D level of pre-hospital care
and develop and implement a statewide EMI-D training program.

Subcommittee Assignment: Professional Education/Cextification

Status: Enabling legislation has passed; implementation in process. There
was no appropriation with the law and this is hampering speed of
implementation.

RECOMMENDATION #15:

Uniform EMS dispatch criteria should be promlgated by Department of
Health, Office of Emergency Medical Services to all agencies in New Jersey
responsible for the dispatch of EMS units.

Subcommittee Assignment: Operations (combine discussion with #3)




Status: Dispatch criteria will come through the 911 Commission. OEMS will
not be involved, except in its role on the Camnission.

RECOMMENDATION #16:

Organized pediatric emergency care training curriculum should be
incorporated into the ALS and BLS training programs.

Subcommittee Assignment: Pediatric BVMS

Status: Training will be conducted by the Pediatric ALS Centers and by the
paramedic training coordinators. Training opportunities have also been
included in the pending Emergency Medical Services for Children grant.

RECOMMENDATION #17:

A. Develop a camprehensive MIQU training program that consists of
three concrxrent, integrated components (i.e. didactic and
clinical instruction and practical application).

B. Establish an EMS Management Training Program for EMS supervisors

Subcommittee Assignment: Professional Education/Certification

Status: The four paramedic didactic training sites have developed
integrated curricula for paramedic training. BEMS management training
programs have been incorporated into the annual EMS Symposium and the New
Jersey State First Aid Council convention. The American Ambulance
Association and several other groups have BMS management programs which can
be taken at ocorwentions.

RECOMMENDATION #18:

A. Develop MICU Base Station training for all physicians who operate
a MICU console.

B. Establish that emergency room directors be held responsible for
physicians receiving this training.

C. Require the Department of Health supply the mechanism by which
that training is made available, working in cooperation with
emergency rooms and MICU coordinators.

Subcommittee Assignment: Medical (with cooperation of Training)

Status: Training is currently available, but is not mandatory. The
Camittee recamends that Base Station Physician training be made mandatory
for MICU base station physicians in New Jersey.

RECCMMENDATION #19:

All emergency department mmrses should complete an orientation program
which follows the Emergency Nurses Association's core arriculum (including
practical application of MAST, KED, and other appropriate pre-hospital care
equipment). In addition, all emergency department murses should be

15



certified in Basic Life Support upon employment and certified in advanced
Cardiac Life Support within one year. It is further recommended that
trauma murse training, following the TNCC program cuoriculum, be provided
within one year for emergency mumses.

Subcommittee Assignment: Professicnal Education/Certification

Status: Training is addressed at the local level. No requirements
presently.

RECOMMENDATION $#20:

Require CPR as a necessary course for high school graduates.

Subcamittee Assignment: Public Education

Status: Applicable legislation has been submitted in every recent
Jegislative session, but has not been passed. May be opposed by the
Department of Education, because it would mandate another required course
for high school graduation.

REQOMMENDATION #21:

Encourage statewide citizen participation in CPR and basic first aid
Courses. _

Subcommittee Assignment: Public Education

Status: Cardiopulmonary resuscitation (CPR) training is offered locally by
the American Heart Association and the American Red Cross.

RECOMMENDATION #22:

Establish a Statewide Training Advisory Council.

Subcommittee Assignment: Professional Education/Certification

Status: By virtue of the development of the statewide New Jersey Emergency
Medical Services Council and its subcommittees (including Professional
Education/Certification), the intent of this recomendation will be
realized.

RECOMMENDATTION #23:

Field Triage protocols should be established for all patients. There
should be a uniform reporting system for emergency care, including: basic
life support, intermediate care, advanced life support, emergency
department care, and all aspects of the New Jersey Emergency Medical
Services Systems should be operated under appropriate medical direction
with a system of concurrent and retrospective quality assurance review.

A. All BIS providers should have a medical advisor. This medical
advisor should be involved in all Quality Rssurance. The advisor
and the BLS providers should have a mutually agreeable
relationship. When a BLS provider is unable to find an

16
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appropriate medical advisor, the local medical society should
implement a designation responsibility for a medical advisor. For
example: as part of a hospital staff responsibility.

Under the guidance of this medical advisor each BLS provider will
be responsible for developing its own Quality Assurance program.
The results will be transmitted to the BLS provider's
corresponding regional coordinating council.

B. Since it has been shown that the routine, appropriate and timely,
recording information protects rather than exposes the BLS
provider frem litigation, all runs should be recorded in a
complete and timely manner and documented on a uniform reporting
system in a timely and conplete manner.

These records will provide a vehicle for Quality Assurance,
continuing education, and docmentation of the needs of the BIS
provider for example: personnel, equipment, etc.

C. All run sheets should be evaluated on a regular basis after
implementation to assess usefulness, appropriateness and adequacy
of charting.

Subcommuittee Assignment: Cooperative Effort - Operations, Medical, Trauma,
Pediatric BEMS (combine discussion with #4)

Status: The MICU system has a standard reporting mechanism and each
hospital has quality assurance for MICU. A uniform basic life support
(BLS) run form is being developed, but its use will be voluntary for most
providers. Run forms are required for the regulated BLS services (paid,
municipal, hospital-based), but these are kept locally. Other data
collection elements have not yet been developed. Presently no medical
control or medical director reguired at the BIS level; this will be

encouraged through the EMI-Defibrillator (EMT-D) program.
RECOMMENDATION #24:

Develop and implement standardized statewide ALS and BLS run reporting
systems.

Subcommittee Assignment: Operations (combine discussion with #26)

Status: Run forms under development. ALS is closest to finalization; BLS
should flow from that. The need for data to seek funding and the
implementation of the trauma registry may encourage cooperation.

RECOMMENDATION #25:

Develop and implement a peer review and quality assurance system with
appropriate medical direction for all levels of emergency medical service
providers.

Subcommittee Assignment: Medical

Status: Does not exist.



RECOMMENDATION #26:

Utilize the data reporting system to develop and integrate an EMS
registry.

Subcommittee Asgigrment: Operations (combine discussion with #24)

Status: Trauma registry starting to work on data collection.

RECOMMENDATION #27:

A. Develop, publish and distribute a monthly EMS system newsletter -
develop a statewide logo.

B. Develop and produce film/videotape materials on the EMS systenm.

C. Amually promote the sponsorship of a statewide EMS symposium and
participation in the observation of national EMS week.

Subcamittee Assignment: Public Education

Status: An outside grant or corporate support will praobably be needed to
adequately address this recomendation.

RECOMMENDATION #28:

Develop and implement a statewide public information and education
program on accessing the local EMS system.

Subcamiittee Assignment: Public Education

Status: This may be spearheaded by the 911 Comiission and New Jersey Bell,
once the 9-1-1 system is implemented.

RECOMMENDATION #29:

bevelop and inplement a statewide education program for citizens on
what to do until the ambulance arrives,

Subcommittee Assignment: Public Education

Status: Currently being done only at the local level.

RECOMMENDATION #30:

Develop and distribute educational materials about the EMS system for
medical professionals and government officials.

Subcomittee Assignment: Public Education

Status: Five maps have been developed to picture the State of the State in
EMS (see Apperdix C).
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RECOMMENDATION #31:

Establish a mechanism to identify and clarify pending legislation and
to0 camumicate that information to the leadership in the EMS Commmity and
other interested parties in an effort to provide expert testimony and
support of EMS issues.

Subcommitiee Assignment: ILegislative

Status: The type of mechanism to be developed should be a joint decision
between the New Jersey Hvergency Medical Services Council and the Office of

RECOMMENDATION #32:

Initiate and implement recruitment campaigns for all levels of EMS
providers through the statewide newsletter, the annual EMS symposium and
the EMS Coordinating areas. Encourage citizens to participate in
local volunteer EMS services.

Subcomittes Assignment: Public Education

Status: Scattered efforts have been done locally. New Jersey State First
Aid Council has a program for volunteer recruitment.

RECOMMENDATION #33:

Federal reimbursement criteria for advanced life support should be met
in New Jersey by cambining the use of both Mobile Intensive Care Units and
the volunteer/proprietary Basic Life Services. Transportation of an
advanced life support patient shall be provided by either of the following
procedures:

A. Transportation in a Basic Life Support ambulance which has been
spec1ally equipped to accommodate Advanced Life Support medical
and conmunications equipment, certified by the Department of
Health as RAdvanced Life Support capable, with certified MICU
paramedics on board, amd a patient who requires care which would
qualify for Advanced Life Support reimbursement under federal

B. Transportation in a MICU ambulance which has been specially
equipped with medical and comumications equipment, certified by
the Department of Health as an Advanced Life Support Ambulance,
containing certified MICQU paramedics and a patient who requires
care which would qualify for advanced life support reimbursement
under federal guidelines.

Subcamittes Assignment: System Finance

Status: Reimbursement for ALS has been addressed, but there continue to be
issues revolving around the current reimbursement system, especially
defaults on co-pay (which raises the "normal" billing amount to cover bad
debt).
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RECOMMENDATION #34:

A. BEgplore ongoing methods of EMS funding/support.
B. Explore reimbursement methods for BLS services.

C. Explore reimbursement methods for uncompensated care for MICU.
Subconmittee Assignment: System Finance

Status: No activities currently underway.

Pediatric EMS

At its first meeting, the Comittee discussed the need to address the
pediatric caponent of the state's EMS system. A standing subcommittee was
appointed, chaired by Richard Flyer, MD. The subcomnittee was asked to
make its deliberations and to report back to the full Committee.

At the Comittee’'s March 22 meeting, Dr. Flyer made a brief
presentation on his subcomittee's direction in regard to emergency care
for the pediatric patient. Fourteen pediatric intensivists were identified
in New Jersey ard were included on the subcommittes. The subocommittee
used a white paper (Pediatric Critical Care Systems) from California as a
model document. Also, Dr. Flyer noted that page 143 of the Report of the
97th Ross Conference on Pediatric Research succinctly summarized the needs
for EMS for children. This chart shows how the EDAP { Emergency Departments
Approved for Pediatrics) concept is integrated into the EMS system. EDAPS
agsure that every emergency department which sees children is prepared for
pediatric care. These facilities should be coordinated with a hospital
which can care for the more seriously ill or injured child, as well as with
facilities with pediatric intensive care for trauma and non-trauma. The
New Jersey State Department of Health has written regulations for licensure
of facilities which offer pediatric care, including the transfer of
children to a higher level facility.

The New Jearsey State Department of Health, Office of Emergency Medical
Services is preparing an application for a federal Emergency Medical
Services for Children grant. Last year, a similar application was approved
but not funded (enabling legislation limits funding to four applicants, New
Jersey was ranked fifth).

The final report from the Pediatric EMS subcommittese was received and
reviewed at the Comnittee's May 30 meeting. It was recamended that it be
incorporated into the Committee's Final Report, together with the white
paper and other supporting materials. These materials appear in Appendix
D.

Trauma

Another area of special attention addressed by the Camnittee was
trauma. A proposal was received (see Apperdix E) to create a state trauma
comittee to serve in an advisory capacity and to coordinate the
development of a "trauma system” in New Jersey. The Comittee agreed to
support the proposal, with the trauma commititee to be represented on the



New Jersey Emergency Medical Services Council. The "New Jersey Trauma
Center Council" will examine all trauma-related issues, including
integration of the prehospital EMS services with the existing and soon-to-
be-designated trauma centers, quality assurance, trauma center finance, and
the statewide trauma registry.

providing guidance on emerging issues in emergency medical services. The
Committee has identified three key issues that need to be addressed by the
permanent New Jersey Hmergency Medical Services Council. These issues,
among others, will gain increasing prominence as New Jersey's EMS system
develops.

(1) Stable Funding for EMS: The state portion of the EMS system
depends on legislative appropriations and various grants. Volunteer
services depend on donations and local contributions. Hospitals, regulated
BLS services, and MICU programs depend on patient revenues. The
legislature has mandated that patients be charged for using the statewide
acramedical services. All of these income sources are variable. Several
other states (e.g., Pennsylvania, Virginia) have added a set amount
(earmarked for EMS use) to motor vehicle registrations or fines for moving
violations. The furds are used to assist and enhance the state's BMS
system. Consideration should be given to implementing a similar stable EMS
funding mechanism in New Jersey.

(2) Hospital Diversion: When a hospital's supply of beds or manpower
becames low, a decision may be made to "divert" patients (all patients or
certain critically ill patients arriving by ambulance) to another hospital.
Diversions are a result of many problems in the health care system. Until
these problems (including manpower shortages, critical care bed shortages,
increasing admissions, and increasing severity of patient illness and
injury) are solved, hospital diversions will continue to occur and quality
of care may be jeopardized. Diversion has many negative impacts upon
providers of emcrgency prehospital care. The Camittee made a motion:

We recammend to the Cammissioner that regulations be promulgated
regarding diversion status, based upon the recommendations of
the Governor's Council on Emergency Medical Services Task Force
on Diversion, in order to insure the public health.

The Committee also reviewed the document, A Full House: Hospital
Diversion Guidelines, April 1990, of the New Jersey Hospital Association's
Council on Planning ard Committee on EMS. It recomends that the document
be incorporated by reference into this Final Report (see Appendix F).

(3) Heavy Rescue and Extrication Training: Many emergency medical
services calls, especially motor vehicle accidents, deperd on the use of
heavy rescue or extrication equipment. Except in the regulations for paid,
municipal and hospital-based ambulances (NJAC 8:40), the minimal types of
extrication and related equipment are not mandated. Even then, services
can be provided under written agreement with another agency. Nowhe.rels
training in operation of the equipment addressed, e:mptatt’nelocal .
level. As heavy rescue equipment becomes more expensive and sophisticated
to operate, it will be necessary to develop mechanisms to assure quality,
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trained services are available in a timely manner to extricate accident
victims. Training for appropriate operation would be far in advance of the
"awareness" level training currently taught in EMT classes. Heavy wrecker
operators and other professionals should be consulted when addressing this
issue in the future.

Conclusion

implementation of the above recommendations, especially formation of the
New Jersey Emergency Medical Services Council and its associated county ard
regional councils. Such a formal structure is important to maintaining and
enhancing the high quality of emergency medical care which the citizens of
New Jersey deserve.
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Sate of New Jersey

DEPARTMENT OF HEALTH

MOLLY JOEL COYE, M.D,, M.P.H, CN 360, TRENTON, N.J. 08625-0360
COMMISSIONER

EXECUTIVE ORDER NO. 150 December 14, 1989

whereas, tiera::mmﬁatimsofthesovem'smilmmergecy
MedicalServicestnludedarewmerﬂatimthatanmgoing%advisory
groupbefom‘eﬂtommeedthemm:il;arﬁ .

whereas,tbereisareedtoensurethatthereisccntimﬁtyofﬁe
mrkofﬂueswennr'smunilmarergercywbdimlServicesinprwiding
anmﬁezstarﬁingandanalysisofthesystanmmaezsey}arﬂ

Whereas,thereisaneedforasa.mcaofmgomgexpertiseregaxdmg
ﬁveerergercynedimlservi@mlemﬂesmte'shealﬂucammam
for protooolsregardirgtl‘ehamlmg of emergency medical services calls

oftheac:.t‘oe'arxi critical care medical services retwork and
tramasysbarsarﬁctrervitalissaesaffectirgﬁemdforarﬂﬂ\e
deliveryofexergenq’nedimlsemioes; '

muereas,thecitizensofNewJerseydeserveﬁaehigrestquality
emergercy medical care and;

Whereas, ﬂ'eGovennr'chmilmEme:genc_{MedicalServioesrBs
spent considerable time ard effort on the identification and implementation
of a statewide plan arﬁﬂemreedstObeanechanisntoccntinueﬂ'ese
efforts; : _ :

NOW, THEREFORE, I, MOLLY JOEL COYE, Comissicrer of Bealth of the
State of New Jersey, byvirtueoftheaut}nritymtedinnedohereby
ORDER AND DIRECT:

A, 'mezeisherebycreatedanarergen:yMediczlServices Interim
Camittee, hereafter referred to as the Cammittee.

New Jersey Is An Equal Opportunity Employer
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Appendix A/2

B. 'I‘heccrmlitmeshancorsistofﬂuefonadmmrberm
H. Midwey McCabe
President, Medical Transport

Jeanne Kerwin
MICU Project Director, Tri-County Consortium

Mark Schaffer
Director, CENTEMS, UMDNJ

James Rapp
President, MICU Progrem Administrators

Wimie Hartvigsen
vedical Technician
Dover Brick First Aid Squad

William Hayes
Office of Highway Safety

Joseph Imbesi, D.O.
Chair, MICU Advisory Council

president, New Jersey State First Ald Council
Bartholamew Tortella, M.T.S., M.D.
Acting Director, New Jersey State Trauma Center
MO
Steven Ross, M.D.

Director,SartrernhiaJJeIseyRegiaualT‘z'auraCenter

Colonel Clinton L. Pagano
Superinterdent, New Jersey State Police

leah Z. Ziskin, M.D. ‘
Assistant Comissicrer, Department of Health to serve ex-officio

Additionally, there may be 2 at large members to be appointed at the
discretion of the Chair. :

C.mmersappcintedshénmldofficeforatermmttoexoeedsix
months, beginning from the date of this order.

D. 'I'hec'nairoftrﬁ.swmitbeeshallbem. H. Mickey McCabe,
President of the Medical Transportation Association.
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The Cammittee shall be charged with the following responsibilities:
!

Assure that the recomendations in the report of the Governor's
Council on Emergency Medical Services, released in 1988, farm the
basis of the Camittee's actions.

Provide appropriate input on current BMS activities ard issues o
the incoming state administration. .

Provide guidance to the Office of Emergency Medical Services on
emerging issues related to BMS, including review of proposed
guidelines and standards of practice.

Draft a proposal with reccmmendations and options for the
establishment of a permanent BEmergency Medical Services Advisory
Group.

The Committee shall meet at the call of the Chair to organize

itself and hold sufficient meetings to enable it to make recammendations
set forth in Paragraph E of this order.

This body shall provide a status report of current issues and shall
also make recamendations regarding next steps in the continuing
development of the statewide Emergency Medical Services Systems in New
Jersey to the Camnissioner of Health.

. The Camittee may form any subcommittees necessary for it to

perform its responsibilities. These subcammittees may meet as often as

H.

I.

All members shall serve without compensation.
The Committee shall submit a report to the Camissioner of Health

no later than Jure 30, 1990.

J.

This ORDER shall take effect immediately.
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Mambership

H. Mickey McCabe, chairman: President, Medical Transportation Association
of New Jersey; President, McCabe Ambulance Service

Jearme Kerwin, MICP, vice chairman: Project Cocordinator, Tri-County Mobile
Intensive Care Network/Overlock Hospital

George D. Hansen, Sr.: President, New Jersey State First Aid Council

Robert Hansson: Principal Planner, Office of Emergency Management, New
Jersey State Police

Wimnie Hartvigsen: EMI', Dover-Brick Beach First Aid Squad; Past President,
New Jersey State First Aid Council

William T. Hayes: Deputy Director, Division of Highway Traffic Safety, New
Jersey Department of Law and Public Safety

Joseph T. Imbesi, DO, FACOEP: Chairperson, MICU Advisory Council;
Director, Emergerncy Services, Union Hospital

George Leggett: Chief Administrator, Office of Emergency Medical Services,
New Jersey State Department of Health

Clinton L. Pagano: Director, Division of Motor Vehicles, New Jersey
Department of Law and Public Safety; Past Superintendent, New Jersey
State Police

James Rapp, MICP: FPresident, MICU Program Administrators; MICU
Coordinator, Union Hospital

Steven Ross, MD: Director, Southern New Jersey Regional Trauma Center,
Cooper Hospital/University Medical Center; Assistant Professor of
Surgery, UMDNJ/Robert Wood Johnson Medical School, Camden

Mark H. Schaffer, Ed.M.: Director, Division of Education in Trauma &
Erergency Medical Services, University of Medicine and Dentistry of New
Jersey, Center for Continuing Education in the Health Professions

Diana F. Stager: Director, Hospital Management and Planning, New Jersey
Hospital Association
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Bartholamew J. Tortella, MIS, MD: Medical Director, NorthStar Aercmedical
Program; Acting Medical Director, Emergency Medical Services, University
Hospital

Leah Z. Ziskin, MD, MS: Acting Deputy Cammissioner, New Jersey State
Department of Health

dedkokkdkk

Subcommittee Assistance: Richard H. Flyer, MD, FAAP, Chairman, Committee on
Emergency Medical Services - Children, New Jersey Chapter/American
Academy of Pediatrics, chaired the Caommmittee's Subcomittee on Pediatric
EMS

Editorial Assistance: Sarah M. Mathews, Coordinator, Special Projects,
Office of Hwergency Medical Services, compiled the Committee's
deliberations and recommendations into this final report
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NEW JERSEY
DEPARTMENT OF HEALTH
OFFICE OF EMERGENCY MEDICAL SERVICES

OPERATIONS
363 WEST STATE STREET
CN 364
TRENTON, NEW JERSEY 08625
609-292-6789

George Leggett, Chief Administrator
James Murphy, Chief OEMS Operations
Karen Halupke, Coordinator OEMS Operations

NORTHERN AREA
Nancy Kelly, EMS Coordinator
Victor Carter, Asst. EMS Coordinator
Mary Ann Donovan, Asst. EMS Coordinato

HUNTERDON

SOMERSET
MIDOLESEX
MERCER MONMOUTH
TS
OCEAN

CENTRAL AREA
Susan QOrr, EMS Coordinator
Ray Sweeney, Asst. EMS Coordinator

._l

HERN ARE
Pat Cone, EMS Coordinator
Charles Brothman, Asst. EMS Coordinatorg}j:

G1504
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Appendix C-2
NEW JERSEY
DEPARTMENT OF HEALTH
OFFICE OF EMERGENCY MEDICAL SERVICES

EMS TRAINING PROGRAMS
363 WEST STATE STREET
CN 364
TRENTON, NEW JERSEY 08625
609-292-6789

George Leggett, Chief Administrator
Robert Dinetz, Training Coordinator
Peter Slaton, Assistant Training Coordinator

For information on

EMT Training and Continuing

Education Programs

contact CENTEMS
201-456-3604

CENTEMS

HUNTERDON

CENTEMS
Northern Area
Program Development
Specialist
Mary Danish

Paramedic Didactic
Program
Union County College
Tonnie Glick
201-709-7594

Centrai Area SOMERSET —

p'°°'a§“p§:|:ﬁ::pm°"' MIDDLESEX Paramedic Didactic

Chris Eldridge UM‘;)rr?lgr;TiFlP

MERCER
MONMOUTH Bill Goerlich
N 201-745-6773
Paramedic Didactic
Program o '
WJlersey Health System Paran;edlc Didactic
Regina Twisdale rogram
639-782-2344 OCEAN Community Med Cent
e Renee Keefe

CENTEMS
Southern Area
Program Development
Specialist
Michele D'Andrea

For Information on

EMS Curriculum and Training
Policy

contact OEMS Training Section
609-292-6789

2/90

For Information on
Pediatric Training Programs

Contact Pat Cone or Nancy Kelly
608-292-6789

201-286-6980

For Information on

CIM/First Responder
Training

Contact OEMS Training Section
809-292-6789

For Information on

Prehospital Chart
Documentation Workshops

Contact Susan Orr
609-292-6789

A —— P —
G1503
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NEW JERSEY
DEPARTMENT OF HEALTH
OFFICE OF EMERGENCY MEDICAL SERVICES

MOBILE INTENSIVE CARE UNITS
363 WEST STATE STREET
CN 364
TRENTON, NEW JERSEY 08625
609-292-6789

George Leggett, Chief Administrator
James Murphy, Chief OEMS Operations
Karen Halupke, Coordinator OEMS Operations

ST. CLARES'S/RIVERSIDE (1)  CHILTON MEM HOSP (1) VALLEY HOSP {1.66)
ST. BARNABAS HOSP (i WAYNE GEN (1.5)
SUSSEX ST. JOSEPH HOSP (1.5)
[ WALLKILL VALLEY GEN HOSP {1) |

PASCACK VALLEY HOSP (1)

HACKENSACK HOSP {2)

HOLY NAME HOSP (1)

ENGLEWOOD HOSP (1)

PASSAIC CLIFTON (1)
OUNTAINSIDE HOSP (1.5)

CLARA MAASS MED CENT (1)
UMDNJ (@ JERSEY CITY MED (3)

UNION HOSP {2}
ST. ELIZABETH HOSP (1)

OVERLOGK HOSP (2)
JFK Hosp (1) PAHWAY HOSP (1)

[ DOVER (HACKETTSTOWN) (1) |

DOVER GEN HOSP (1)
{ WARREN HOSP (1) |
J

MORRISTOWN MEM HOSP (1)
HUNTERDON MED CENT (1)
MUHLENBURG REG MED CENT (1)

SOMERSET MED CENT (1.5)

ROBERT WOOD JOHNSON MED CENT (3)

MERCER COUNTY (HELENE FULD) (3) ) MERCER

RARITAN BAY MED CENT (1)
MEM HOSP OF BURLINGTON COUNTY (3)

W. JERSEY HEALTH SYST (4.68) MONOC (€)
UNDERWOCD MEM HOSP (2) 2

» COMMUNITY MED CENT (2 +SEASONAL)

i

ATLANTIC . "':6
<7 SOUTHERN OCEAN COMM HOSP (1)
UNDERWOOD (SALEM) (1) P
WNDEHWOOD (CUMBERLAND)(1) CAPE MA
WEST JERSEY (ATLANTIC/CAPE MAY) (4)

:1 MICU VEHICLE APPROVED
BUT NOT YET OPERATING

G1505
2/90
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NEW JERSEY
DEPARTMENT OF HEALTH
OFFICE OF EMERGENCY MEDICAL SERVICES

AEROMEDICAL / TRAUMA CENTERS
363 WEST STATE STREET
CN 364
TRENTON, NEW JERSEY 08625
609-292-6789

George Leggett, Chief Administrator
James Murphy, Chief OEMS Operations
Kevin Monaghan, Aeromedical Coordinator

™ NORTHSTAR HELICOPTER
Contact

EVEL AUM N

Cooper Hospital / University
Medical Center, Camden

SOUTHSTAR HELICOPTER
Gl Ccc::ntact ot
oucester Communications
1-800-544-4356 BURLINGTON

CUMBERLAND <7

f

SUSSEX RegionalEmergenc Medical
ommunication System
{(REMCS)
p 1-800-332-4356
%ll 9 .
e
RAUMA TER
k

University Hospital, Newar

2/90



Appendix C-4/2
WHAT INFORMATION IS NEEDED TO HAVE THE HELICOPTER DISPATCHED?
ONCE THE NEED FOR AN EMS HELICOPTER TO BE DISPATCHED IS
DETERMINED, DIAL: IN AREA CODE (609) 1-800-544-4356
IN AREA CODE (201) 1-800-332-4356

PROVIDE THE COMMUNICATIONS CENTER WITH THE FOLLOWING INFORMATION:

* Communications Center's name

* Call back number

* County name

* Municipality name

* Nature of incident

* Location of incident with cross streets

* Local weather conditions

* Requesting unit number or name

* VHF communications frequency

* Operating number of the LANDING ZONE COORDINATOR

* Number of patients

* Approximate age and sex

* Number of patients who are entrapped

* Type and extent of injuries

* Vvital signs if possible

* Nearest proposed landing site to the incident which is at
least 110 feet in diameter and free of overhead
obstructions.

* Any nearby landmarks such as radio or water towers

HOW DO WE COMMUNICATE WITH THE HELICOPTER?

Depending on the area of operations, NORTHSTAR AND SOUTHSTAR will
usually communicate with ground units on New Jersey Fire Net
(154.265 MHz.), JEMS 3 (155.280 MHz.), JEMS 2 (155.340 MHz.), or
JEMS/SPEN 4 (153.785 MHz.). This will allow police, fire and/or
EMS personnel to provide the pilot and medical crew with
essential information.

In the event these frequencies are not available at the scene,
other VHF frequencies will need to be designated by the calling
party which can be tuned in by the helicopters on their
multichannel VHF radios. All communications to the helicopter
must be operated in the carrier squelch mode.

Whenever a request is made for the helicopter, the calling Party
should be prepared to identify the VHF landing zone frequency and
the radio call sign cof the LANDING ZONE COORDINATOR.
communications from the helicopter to the ground will be
established as soon as the aircraft is in range. Communications
between the New Jersey State Police helicopters and the NORTHSTAR
and SOUTHSTAR Communications Centers will be on the State Police
800 MHz. Trunked Communications System.

61501
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Appendix C-5

OFFICE OF EMERGENCY MEDICAL SERVICES

EMS SPECIAL SERVICES
363 WEST STATE STREET
CN 364
TRENTON, NEW JERSEY 08625
609-292-6789

George Leggett, Chief Administrator
James Murphy, Chief OEMS Operations

oL

NEW JERSEY
AMBULANCE

LICENSING & INSPECTION

Contact Sherry Nidich
609-292-6789

L
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APOLLO CISD TEAM
201-267-6731

MERCURY CISD TEAM
609-384-1000

™~

NEW JERSEY
AMBULANCE INFANT
SEAT PROGRAM

Contact Pat Cone
609-292-6789
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PHOENIX CISD TEAM
201-358-3000

GEMIN! CISD TEAM

PEGASUS CISD TEAM

_ 80%-384-3800

NEW JERSEY
CISD NETWORK
Statewide 24 Hour Number
609-394-36Q00

NEW JERSEY -
SIDS HOTLINE
Statewide 24 Hour Number
1-800-545-SIDS

NEW JERSEY
POISON CONTROL
Statewide 24 Hour Number
1-800-962-1253

NEW JERSEY
AIDS HOTLINE
Statewide 24 Hour Number
1-800-624-2377
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Appendix D-1
Mew Jersey Department of Heaith
. Interinm Comiittee on Emergency Medical Services
SUBCOMMITTEE ON EMERGENCY MEDICAL SERVICES~CHILDREN

The Governor's Council on Emergency Medical Serviceg report clearly
documented the absence of comprehensive, coordinated emergency nedical
gervices for children (EMSC) in New Jexsey. Statewide energency medical
services {EMS) efforts in New Jersey have been, as it true nationally,
designed to meet the needs of Critically 11l and injured adults.

The speclal and distingt needs of critically ill and injured children,
those New Jerssy citizens aged birth through eighteen years, are not
being optimally met.

Model systems £or EMSC exist. RElezents of EMSC (pre-hospital, hogpital
and rehabilitative) are functioning in New Jersey, but mugt be vastly
impyravad and sasrdinatod.  The Suppass L Lva CLeATION 0L BMSU 18 proad-based.
Ag & state that treasures itg children, New Jersey must assure optimal
care for ite critically 4111 and injured yeoung by racognizing the need

for EM2C aad providing the resources Lu assure ita ¢feation, continuing
fanction and ongoinyg improvenment.,

Richard H. Plyer, M.D., Chairman
General Pediatrics

Pediatric Intensivists

Rebert L. Zanni, M.D., Co-Chairman Janvier L. Sanchez, M.D.

Monmouth Medical Center Tomg River Community Medical Center
Victor Blankson, M.D. Sergei Shushunov, M.D.

UMBRIZobert Wood Johnzon Medical Sohool Newark Beth lsrasl Hespital

Frank Briglia, MN.D. Kendell Sprott, M.D,

Cooper Hospital Childrents Haspital of New Jargssy

Prank Castelle, M.D,
Chilldrents Hoegpital of New Jergey

Orades Chandavazu, M.D. Surgical Adviscre/Pedlatric Trauma:
Jersey City Medical Center

Edward Deoolin, NM.D.
Charles K. Dadzie, M.D, University Medical Center/Canden

Jergey Shore Medical Center
crsey shere i ' Bartholomev Tortella, H.D.

Richard DeGroote, IN.D. University Hospital/Newark
Monmouth Medical Center

Bruce Friedman, M.D.
flewari Peth Israel Medical Center Lisison with Amexiean College of
LDwergeney Physicians:

Ravid Kleid, M.D.
St. Joseph Medical Center Al Sacchetti, M.D.

Barirara Mrez, M.D. veorhees

5t. Joseph Madical Center

Mayer Sagy, M.D.
Morristown Memorial Hospital

May 25, 1990
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APPENDICIES TO REPORT

White paper: DPegdiatric Critical Care Systems

Emargency Madical Services for Children
Rossz Conference Report

State Federal Grant Application
Emergency Medical Services for Children 1989

Report of Governor's Council an Emergonsy Modioal Services
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Appendix E

PROPOSAL FOR TRAUMA CENTER COUNCIL
FOR NEW JERSEY

MAY 28, 1990

Name: State of New Jersey Trauma Center Council

Philosophy:

This Council will serve to improve and strengthen the
developing trauma system in New Jersey, and allow it to
develop as a functional "system" rather than a loose
collection of trauma centers. This is imperative to the
development of excellence in trauma care in this State.

Purpose:

1. To advise and inform the Commissioner of health, and
other appropriate governmental departments, regarding
matters of trauma care, especially those impacting on trauma
center function.

2. To develop medical protocols and quality assurance
standards for designated Level I and II trauma centers in
the State of New Jersey.

3. To develop and foster trauma educational programs to be
sponsored by Level I and II trauma centers in the State
(including, but not limited to, physician, nursing,
prehospital care personnel, and lay public injury-prevention
education programs).

4. To develop quality assurance standards for trauma care
and to assist in the implementation of quality assurance
program for trauma centers.

5. To provide guidance for the State-wide Trauma Registry.

6. To investigate financial and administrative issues
impacting on trauma center care.

7. To provide a forum for coordinated efforts on behalf of
the trauma system in the State of New Jersey.

8. As a subcommittee of the State EMS council, to assist in
the coordination of trauma center and other emergency
medical system functions in the State, including development
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and implementation of field triage, and pre-hospital quality
assurance standards for trauma care.

Membership:

The New Jersey State Trauma Center Council shall
consist of:

New Jersey State Commissioner of Health (or designee)
Director of OEMS (or designee)

The following representatives of each designated trauma
center in the State of New Jersey(both Level I and II):

Medical director (a physician)
Trauma nurse coordinator
Chief executive officer (or his designee)

In addition, a representative of the educational arm of each
Level I trauma center shall sit with voice but without vote
on the Council.

Officers:

The chairman of this Committee shall be the medical
director of a Level I trauma center. This chairmanship
shall rotate among the designated Level I trauma centers on
a yearly basis. The vice-chairman shall be the chairman
elect for the next vyear.

The Executive Committee shall consist of the medical
directors, administrative representative, and nurse
coordinator of the three Level I trauma centers and an
administrator, a trauma nurse coordinator, and a medical
director of Level II trauma centers elected by the members
of the committee representing the Level II trauma centers.
This Committee shall meet on a guarterly basis, or more
freguently as needed. The main Committee shall meet on a
quarterly basis.

Subcommittees:

There will be several standing subcommittees charged
with specific areas of responsibility.

Education Subcommittee
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This subcommittee shall be co-chaired by a clinical
member of the Trauma Center Council (either a physician
or nurse} at the appointment of the chairman of the
main Committee. This shall be neither the chairman of
the Council nor the nurse coordinator of his/her
institution.

This subcommittee will be charged with developing and
implementing educational programs as well as assuring
that programs developed by a single institution will be
shared with other institutions.

Quality Assurance

The chairman of this shall be the chairman of a Level I
trauma center not currently serving as chairman or
vice-chairman of the main Council. The co-chairman
will be the nurse coordinator from that institution.
The purpose of this subcommittee shall be to develop
trauma quality assurance standards and programs for
State-wide use amongst all trauma centers.

Trauma Nursing

This subcommittee with be chaired by the trauma nurse
coordinator of the institution represented by the
chairman of the overall Council. This subcommittee
will deal primarily with trauma nursing issues,
practices, and protocols and will interface with the
Education Subcommittee in terms of trauma nursing
education.

Trauma Center Finance

This will be chaired by a hospital administrator of a
Level I trauma center other than that represented by
the chairman of the overall Council and membership
shall be open to all hospital administrative personnel
serving on the council. A medical director of a Level
I and of a Level II trauma center shall serve ex-
officio as clinical advisors to this subcommittee.
This subcommittee shall consider financial and
administrative issues impacting on trauma centers and
make recommendations to the Council regarding these
issues.

Statewide Trauma Registry Advisory Committee

This committee is already consitituted, under the
direction of Dr. Raymond Talucci, via a Federal Highway
Traffic Safety grant. This committe would be best able
to function as an integral subcommitte of this Trauma
Center Committee.
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All members of this Council will serve without special
compensation. This Council with serve in an advisory
capacity and will not make regulations.



(incorporated by reference)

Hospital Diversion
Guidelines

A Full House

Recommendations of the
Council on Planning, Committee on EMS

April 1990

- NEW JERSEY HOSPITAL ASSOCIATION
At the Center for Health Affairs
760 Alexander Road CN-1
Princeton, NJ 08543-0001 609-275-4000
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EMERGENCY MEDICAL SERVICES (EMS) GLOSSARY

Bdvanced Life Support (ALS) Services - Implementation of the Fifteen
Camporents (see below) of an EMS system to a level of capability which
provides both non-invasive (basic life support) and invasive (intravencus
lineg, drug therapy, etc.) emergency patient care designed to optimize the
patient's chances of surviving the emergency situation. WVehicles are
staffed by Mobile Intensive Care Paramedics (MICPs) and/or Mobile Intensive
Care Nurses (MICNs), providing on-site, prehospital mobile intensive care
under medical direction via two-way voice and/or telemetry. Examples of
ALS care include care at the basic life support level plus administration
of selected medications, drugs and solutions, intravenous therapy, cardiac
defibrillation, and use of specialized techniques, procedures and
equipment.

Basic Life Support (BLS) Services - Implementation of the 15 components of
an BS system to a level of capability which provides prehospital non-
invasive emergency patient care desgigned to optimize the patient's chances
of surviving the emergency situation. Examples of BIS care include
identifying patients with possible illness or injury and assessing those
problems, controlling bleeding, bandaging wourkds, splinting fractures,
administering oxygen, giving cardiopulmonary resuscitation (CFR),
administering basic poisoning antidotes (e.g., Syrup of Ipecac), and
maintaining an open airway.

Cardiopulmonaxry Resuscitation (CPR) - A carnbined, coordinated effort to
artificially restore or maintain normal respiration and circulation
functions (from "cardio" (heart) and "pulmonary" (lungs)).

Critical Care Units (Centers) - Sophisticated treatment facilities in large
medical centers and hospitals that provide advanced definitive care for the
most critically ill ard injured patients. The units are available for the
diagnosis and care of specific patient problems, including major trauma,
critical burns, spinal cord injuries, poisoning, acute cardiac problems,
high risk infant care, arnd behavioral emergencies.

Diversion - A decision made by a hospital, because of a low supply of beds
or manpower, not to admit additional emergency patients arriving by
ambulance (e.g., all patients or all critically ill patients). The
hospital notifies area ambulance services, MICQUs, and hospitals of the
diversion and patients are "diverted" to another hospital until the
shortages are alleviated. A hospital on "divert" must still treat and
stabilize any patient brought to its door and then transfer the patient to
another facility for admission, if appropriately staffed beds are still
unavailable.

Emergency Medical Services (EMS) - Services utilized in respading to an
individual's perceived need for immediate medical care to prevent death or
aggravation of physiological or psychological illness or injury.
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EMS Persaomel - Key individual EMS providers. This includes physicians,
emergency and critical care nurses, Emergency Medical Technicians,
Paramedics, EMT-Intermediates, other volunteer rescue squad personnel
central dispatchers, 'I:elepl'mlc screenars, first responders {police, fire),
project administrators, medical directors, medical consultants, and system
ocoordinators.

EMS System - A system which provides for the arrangement of personnel,
facilities, and equipment for the effective and coordinated delivery of
health care services in an appropriate geographical area under emergency
conditions (ococurring as a result of the patient's condition or because of
natural or mammade disasters).

g
)
y
r

EMS System Coordination - Ensuring the system's integration fram the
of the first responder’'s identification of the emergency through
communications cocordination, transportation (primary and secondary),
hospital, and critical care facilities and/or links to rehabilitation
centers (if needed).

H-

Emergency Medical Tedmnician-Ambulance (EMT-A or EMT) - A person trained in
emergency medical care in aocordance with national standards (i.e. basic
110-hour course). The EMT provides emergency medical services at the basic
life support level.

Emergency Medical Technician-Defibrillator (EMI-D) - An emergency medical
technician who has been certified to perform cardiac defibriliation,
according to rules and regulations adopted by the Camissioner of Health.
Iegislation is pending to create this level of prehospital emergency
medical care provider in New Jersey. (Note-—A defibrillator is a device
which counteracts uncoordinated contractions within the heart muscle by
applying electrical impulses to the heart).

Emergency Medical Tecmician-Imtermediate (EMT-1) - An EMT who has received
additional training in specific advanced life support techniques in an
approved training program accredited by the Commissioner of Health. Once
certified by the Department of Health, the EMI-I is qualified to render
limited services (e.g., cardiac defibrillation, administration of selected
intravenous fluids for fluid replacement) which are generally oonsidered to
be advanced life support, in addition to providing care at the basic life
support level.

Fifteen Camponents - Necessary elements to properly operate an EMS system.
These include: adequate manpower, appropriate training, commmications,
transportation, facilities, critical care units, interfaces with public
safety agencies (e.g., fire and police), consumer participation, access to
care, patient transfer, coordinated patient recordkeeping, public
information and education, review and evaluation, disaster planning and
mutual aid.
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Five Point Training Program - Training program for basic life support
personnel provided by the New Jersey State First Aid Council consisting of
modules relating to various skills. Additional modules were developed
which, when added to the program, resulted in the program being named the
Eight Point Training Program.

Health Care Financing Administration (HCFA) - The Health Care Financing
Administration (HCFA) is the Federal agency which regulates Federal
expenditures for Medicare and Medicaid. Located within the US Department
of Health ard Human Services, the agency has the authority to permit waiver
of certain payment regulations for the purpose of demonstrating innovative
approaches to the delivery of health services.

Health Care Administration Board (BCAB) — The body which has responsibility
for approving final promulgation of all New Jersey State Department of
health regulations in the areas encampassed by the New Jersey Health Care
Facilities Plamning Act of 1971. It is the appeals board for the
certificate of need process.

Medical Control Center - The base station in the hospital where the
physician receives radio and telemetry caommunications fram the EMS

Medical Direction - Directions and advice prov:tded by physicians from a
centrally designated medical facility which is staffed by appropriately
trained EMS perscnnel who utilize regional treatment and triage protocols.
Facility staff supply professional support through radic and/or telephone
communication for onsite and intransit BLS and ALS services given by field
personnel.

Medical Directors - Physicians employed at regional, area or local levels
to direct and to administer the medical portion of EMS programs.

Mobile Intensive Care Paramedic (MICP) or Paramedic - Persons trained in
advanced life support care in acocordance with national standards and
certified by the Camuissioner of the New Jersey State Department of Health.
The New Jersey paramedic training program requires 200 classroom hours and
400 clinical and field hours (cambined) of training beyond the EMT level.

New Jersey State First Aid Council - An organization of volunteer ambulance
first aid squads whose purpose is to enunciate policy directions and
provide support for squads, such as training for personnel, dissemination
of information, and advocacy.

Non-affiliated Provider - Any volunteer first aid or rescue sgquad which is
not a member of the New Jersey State First Adid Council.

Paramedic - See Mobile Intensive Care Paramedic.



Appendix G/4

State of New Jersey Fmergency Medical Commmications Plan (JEMS Plan): - A
coordinated comunications plan, endorsed by major agencies and
organizations within the state, to assure well-planned and integrated
emergency medical services communications systems for access to all
conponents in the most effective way possible.

Telemetry - Specialized electronic commmication which transmits an
electrocardiogram from the location of the patient to the medical control
center in the hospital.

Transfer Agreements - Formal arrangements between hospitals and physicians
oconcerning acoeptance and procedures for interhospital transfer of critical
patients. Included in these agreements are such things as prior physician
consultation, treatment protoools, {zansportation arrangements and
equipment, health professionals who will accampany the patient, and
necessary records.

Transfer Protocols - Prearranged regionwide plans for transferring specific
critical patients to appropriate, designated treatment facilities.

Trauna Center - Specialized critical care service with rescurces to treat
victims of serious injury. These are categorized from Level I (highest) to
Ievel III {lowest).

Treatment Protocols - Written uniform treatment arnd care plans for
emergency and critical patients. These treatment plans must be approved
and sigred by appropriate physicians and/or medical groups.

Triage Protocols - Regionwide plans for identifying, selecting and
transporting specific critical patients to appropriate, designated
treatment facilities.




