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Executive Sumary

The report provides a detailed description of all aspects of the New
Jersey aeromedical program, as currently operated. This description covers
three distinct components, which are transportation, medical, and
canmmunications. Also discussed are backup arrangements with out-of-state
helicopter providers. Finally, data on volume, costs, arnd costs per run
are presented. Also outlined are the recognized strengths of the current
aeramedical program.

The historical background and legislative history is presented to
understand the development of the helicopter response program in New
Jersey. This history includes the development of the ground Mobile
Intensive Care Unit statewide program, which was the forerunner of the
aeramedical program. In addition, the developments leading to passage of
the 1986 legislation which created the New Jersey Fmergency Medical Service

Helicopter Response Frogram are discussed.

There are a number of issues and prcblems which have arisen in the
operation of the New Jersey helicopter response program. These include the
lack of centralized communications and dispatch, high operational costs,
lack of 24-hour service, low call volume in the northern part of the State,
problems associated with patient billing and collection, and improving

triage criteria and training.




A detailed discussion of the Request for Application process which was
used to solicit proposals from private operators of aeromedical services is
provided. This review outlines the RFA requirements and criteria, and
explainstnwtheRFAisdesignedtomrrectthepmblemsinﬂmecuxmnt
program. The applications which were submitted in response to the RFA are
summarized, and their positive and negative points are contrasted. The

applicants' financial assumptions and projections are also presented.

Options and recommendations for how aeromedical services should be
provided in New Jersey in the future are offered ard reviewed. After
evaluating all of the information described in the report and accounting
for unique demographic, geographic and provider attributes in New Jersay,
the Review Committee concluded that the application process should be re-
opened with a modified RFA so that additicnal alternatives could be

explored.



Current Program Description

The New Jersey HelicOpter Response Program currently is comprised of

three distinct camponents. They are:
1. Transportation
2. Medical

3. Camunications

Transportation

This component is the responsibility of the NJ State Police. It
consists of two Sikorsky S-76B helicopters which have medically configured
interiors. These helicopters are twin engine IFR (Instrument Flight
Regulations) certified and are flown by two pilots (see Appendix C). The
reason for IFR/two pilot/and two engine operations is primarily for safety
purposes. They include inflight emergencies, pilot incapability, stressful
conditions, flying into confined areas and the ability to adjust to sudden
changes to weather conditions. When the primary helidopters are out-of-
service (i.e., repairs, maintenance), the service operates with backup
aircraft which currently is the Bell B206L-3 Long Ranger. This aircraft is
amaller and has less capability. The service now operates 16 hours per day
from 7 am to 11 pm. One helicopter is located at the University of
Medicine and Dentistry in Newark. The other helicopter is located at West
Jersey Health Systems in Voorhees. The primary helicopter is capable of
flying with two pilots, two medical crew, and two patients along with all

required advanced life support equipment for patient care. Backup
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helicopter capability consists of two aircraft which are flown by one pilot
mﬁhastheroanfortwomaiically—trainedpexsomelarﬁﬂaeﬁeatrentami
care of one patient. In a disaster situation the backup helicopter can
transport two patients, but medical Personnel are unable to provide in-
flight treatment due to the limited space caused by the litter stacking
arrangements. (See Appendix D for additional data on types of helicopters
utilized on a national basis.)

Medical

This component consists of the flight crew ard medical equipment. The
flight crew consists of one flight paramedic and cne flight nurse who have
received additional training to prepare them to provide ALS in the
geromedical enwironment., This program requires staffing of approximately
13 FTEs for the current 16 hours per day operations. The flight crews
receive medical cammand for onscene trauma from either University Hospital
in Newark or Cooper Medical Center in Camden. These hospitals are level I
Trauma Centers. The medical staff for the NorthStar program is provided by
the University of Medicine and Dentistry of NJ (UMDNJ) in Newark and the
medical staff for SouthStar is provided by West Jersey Health System in
Voorhees. Each program receives an annual Health Services Grant to cover
the medical costs (see Apperdix E). During FY 1990, the NorthStar program
received $630,000 and the SouthStar program received $570,000.

Communications

The current program operates through two communication centers. The



center for the northern area of the state is located at the Regicnal Emer-
gency Medical Communications System (REMCS) and the center for the southern

area of the state is located at Gloucester County Communications Center.

These commnication centers are staffed by emergency medical
technicians (EMT's) that have received additional training to function as a
dispatcher. One of the main functions of these centers is to dispatch
helicopter resources to the scene of an anergency. The regional helicopter
dispatching program respensibilities have been added to the other local
dispatching responsibilities which include ambulance, rescue, police and
fire services. These dispatchers are not dedicated strictly to the
helicopter program. Additicnally, other dispatch centers are responsible
for dispatching all necessary non-medevac resources to emergency scenes
within their respective jurisdiction. Therefore, they are unable to devote
all of their time to dispatching helicopters since they are not solely
dedicated to tracking a flight from the beginning to the end. This can
cause delays ard confusion especially as it relates to backup coverage,
giving and receiving additicnal information and knowledge of the aircrafts’

location at all times.

Backup Aeramedical Services

Realizing that all requests for helicopter assistance could not be met
v the New Jersey program alone, a backup arrangement was negotiated with
University MedEvac, a Permsylvania program. This program included one
helicopter based at Hahnemarm University Hospital in Philadelphia and
another at ILehigh Valley Medical Center, Allentown. These helicopters

provided backup during the 16 hours the New Jersey service was operational.
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They also provided primary service during the 8 hours the New Jersey
service was not operational. Approximately a year later, a similar
arrangement was made with a new program, PennStar (operated by the
University of Pennsylvania, Philadelphia), which provided both onscene and

interfacility flights.

Subsequently, Brandywine Health Services (PA) and Cornell University
Medical Center (NY) were approved and licensed by the Department of Health
10 provide interfacility transfers in New Jersey (arrangements are made
between the sending and receiving hospitals). They also are capable of

providing onscene coverage.

Out-of-state providers are responsible for cocordinating all of their
communications regarding flights into New Jersey through either the
Gloucester County Cammnications Center or the Regional Emergency Medical
Cammunications System (REMCS), located at University Hospital, Newark.
Decisions as to where patients picked up onscene are flown are made by the
on-line trauma medical directors at Cooper Hospital/University Medical
Center in Camden or University Hospital in Newark for their respective

areas,

Program Volume and Costs

The New Jersey Helicopter Response Program became operational in July
of 1988. Since then a total of 2,223 patients have been treated. Table I
aniTableIIslmﬂmeactualcmpletednmsbyboththeNorthStarand
SouthStar programs for FY 1989 through FY 1991. These tables show the
total number of scene and interfacility flights.
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NORTHSTAR PROGRAM
COMPLETED RUNS

ONSCENE FLIGHTS
INTERFACILITY FLIGHTS

TOTAL COMPLETED RUNS
(16 HOUR COVERAGE)

FY 1989 FY 1990 EY 1991

TABLE |

TJOTAL
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SOUTHSTAR PROGRAM

- COMPLETED RUNS

ONSCENE FLIGHTS
INTERFACILITY FLIGHTS

TOTAL COMPLETED RUNS
(16 HOUR COVERAGE)

FY 1989 FY 1990 FY 1991

JABLE Il

TOTAL

- 10B~



Since the New Jersey Emergency Medical Services Helicopter Response
Program became operaticnal in July of 1988, we have relied upon two ocut-of-
state helicopter response programs for backup service and for primary
service during the 11 pm to 7 am pericd when cur program is cut-of-service.

See Table IIa for cut-of-state call volume.

Program Medical Costs

Table ITI shows the total medical costs for both programs for FY 1989

through FY 1991.

Total Program Costs and Costs per Run

Table IV shows the total program costs for FY 1989 through FY 1991.
This total irx:lﬁdes both the medical and transportation camponents of the
program. The master lease payments for the helicopters will decrease to
$1.4 million in FY 1993 and will not be required at all in FY 1994. The FY
1993 payment represents the final payment for the purchase of the
helicopters. Table V shows the estimated total cost per run, which was
calculated by dividing the total program oosts by the total completed runs

for FY 1989 through 1991,
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BACKUP HELICOPTER
RESPONSE CALL VOLUME

NIVERSITY MEDEVA

ONSCENE FLIGHTS
i.-.Mﬁﬁ)O...ﬂ? FLIGHTS
SUB TOTAL
PENNSTAR
ONSCENE FLIGHTS
INTERFACILITY FLIGHTS
SUB TOTAL

BRANDYWINE

ONSCENE FLIGHTS
INTERFACILITY FLIGHTS
SUB TOTAL
CORNELL
ONSCENE FLIGHTS
INTERFACILITY FLIGHTS
SUB TOTAL
TOTAL UNIVERSITY MEDEVAC/

PENNSTAR/BRANDYWINE/CORNELL
PROGRAMS BACKUP VOLUME

TABLE Il A

FY 198 FY1 FY 1991 TOTAL
FY 1989 Y1991
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EMS HELICOPTER
RESPONSE PROGRAM

MEDICAL COSTS

FY 1989 FY 1990

NORTHSTAR
SOUTHSTAR

TOTAL MEDICAL COSTS
(16 HOUR COVERAGE)

INCLUDES COMMUNICATION CENTER COSTS

FY 1991

-i1B~



EMS HELICOPTER
RESPONSE PROGRAM
(ESTIMATED COSTS FOR

16 HOUR COVERAGE)

HELICOPTER MAINTENANCE
AND OPERATIONS

MASTER HELICOPTER LEASE
PAYMENTS

MEDICAL COSTS

TOTAL

FY 1989

FY 1990

FY 1991

TABLE IV

FY 1992
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" EMS HELICOPTER
RESPONSE PROGRAM
(ESTIMATED COST PER RUN

FOR 16 HOUR COVERAGE)

TOTAL PROGRAM COSTS

TOTAL COMPLETED RUNS

TOTAL COST PER RUN

INCLUDES MEDICAL AND
TRANSPORTATION COSTS

FY 1989

FY 1990

TABLE V

FY 1991

-11D-



Background and Legislative History

Helicopter aeromedical services should be an integral component of a
statewide emergency medical services system. It has been demonstrated that
many victims of severe traumatic injury could be saved if they received
prampt emergency care and rapid evacuation to a designated trauma center.
In order to fully understand the development of aeromedical services in
New Jersey, an explanation of the development of ground advanced life

support (ALS) services is necessary.

The ground ALS system was developed in 1973 with legislation which
established mobile intensive care pilot programs in New Jersey. The first
programs became operational in 1975. Because of the suocess of the eight
original pilot programs, legislation making the mobile intensive care
concept permanent was passed into law in June 1979. Since 1979 until the
present, the mobile intensive care unit (MICU) program has expanded
statewide to include 37 hospitals cperating 70 MICUs. In 1990, the program

provided ALS services to 104,000 patients. (See MICU map in Appendix A.)

ALS services are an extension of the hospital bringing the
capabilities of the hospital's emergency facilities to a patient in the
field. Mobile intensive care units are specially equipped vehicles staffed
by paramedics and mobile intensive care nurses (MICN) trained to bring ALS
to the scene of an accident or medical emergency. Among those who benefit
from these advanced life support services are persons suffering from
cardiac emergencies, cerebrovascular accidents, trauma, poisoning, near-
drowning, allergic reactions, and diabetic emergencies.

-12-



In New Jersey, all MICU services are hospital-based and physician-
directed. The paramedics and/or nurses who staff the MICU have been
trained to deal with life threatening emergencies. -New Jersey's paramedics
meet United States Department of Transportation's criteria for full
paramedic status. The paramedics and mobile intensive care nurses operate

under direct radio and telemetry supervision of a qualified physician.

MICUs work side-by-side with basic life support (BLS) squads which are
predominantly volunteer. The MICUs are called in emergencies that require
the more specialized level of care necessary to give a patient the best
chance for survival. Local BLS squads transport the patient to a hospital
accompanied by the MICU personnel who provides continuing advanced life
support care during transport. It is a team effort which provides the

highest level of emergency medical services to New Jersey's communities.

In the early 1980s, hospitals providing ground ALS proposed to also
provide aeromedical services as an airborne extension of the MICU program.
This private service was to be hospital based, utilizing central dispatch
and on-line medical control. Patients would be charged directly for this
service. While this proposal was not approved or implemented, it led to
further discussion and study regarding the need for and potential

effectiveness of an airborne MICU.

As a Ieéult of these discussions, West Jersey Health System filed a
certificate-of-need with the New Jersey Department of Health in September
of 1982 to provide an Emergency Medical Services Helicopter Response
program for the citizens of southern and central New Jersey. No action was
taken at that time. Additional discussions tock place regarding the
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potential effectiveness of this type of program. The prime Sponsor,
Assemblyman John Rocco, coordinated with the West Jersey Health System and
introduced legislation which created the New Jersey Emergency Medical
Services Helicopter Response Program. This law was enacted on September 5,
1986 (N.J.S.A. 26:2K-35) (see Appendix B). The Commissioner of Health was
given the authority to designate an authorized mobile intensive care
hospital arxd a designated regional trauma or critical care center to
develop and maintain a hospital-based emergency medical service helicopter
response unit. Two units were designated to provide service throughout the
state of New Jersey. The NorthStar program is located at Undversity of
Medicine and Dentistry of New Jersey (UMDNJ) in Newark and the SouthStar
program is located at West Jersey Health Systems in Voorhees. These units
are staffed by persons specially trained in advanced life support care in
the aeromedical environment.

The Division of State Police has been given the authority (N.J.S.A.
26:2K-37) to establish an emergency medical transportation service,
operating and maintaining at least one dedicated helicopter for each
designated helicopter response unit approved by the Cammissioner of Health.
A mobile intensive care advisory council was authorized to provide
recommendations to the Department of Health on matters pertaining to mobile
intensive care services, including the helicopter response program.

This legislative mandate allowed a vital service to be established in
New Jersey. Previously, after extensive development studies, limited
aeramedical service had been provided by the New Jersey State Police
between 1979 and 1988. The State Police MedEvac program provided onscene
ard interfacility transfers for seriously ill or injured patients, but the
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the helicopters had very limited space for medical equipment and personnel.
There was space for one pilot, one patient and one medically-trained
person. The helicopters' cramped interior space only allowed for minimal
medical care to be provided. In reality, a form of air transportation and
limited medical care were provided to patients. Most of these patients
were in relatively stable condition. The current program has the ability
to provide sophisticated medical care at the scene of an emergency and
during the flight to the trauma center. The two member medical crew can
provide care for two patients when necessary. The helicopter has
sophisticated medical equipment built into its interior and space for
additional portable medical supplies and eguipment. In essence, they are
now capable of providing emergency department care in the field. This
level of care combined with rapid transportation has been proven to save

lives.

The Office of BEmergency Medical Services (OEMS) was given
responsibility for developing the emergency medical services portion of the
program prior to the initiation of the actual operation of the program on
July 1, 1988. This consisted of developing an aeromedical provider
training program and certification process, policies and procedures, and
written medical protocols. OEMS also provided technical assistance in the
design of the medically-configured interiors for the existing State Police
helicopters and the two newly purchased Sikorsky $-76Bs (delivered in
1989). The decision to purchase the Sikorsky S$-76Bs for the New Jersey
program was made in compliance with state bidding procedures as specified
by the Department of the Treasury. Proposals were received from only two
vendors. Representatives from the Departments of Health, Law and Public

Safety and Treasury served on an evaluation comittee which reviewed and
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recamended selection of the Sikorsky S-76B bid proposal. The Sikorsky
S-76Bs were chosen based on a number of considerations. Operational safety
features were predominant factors in the decision process, but size of
patient compartment, speed and other performance criteria were also
influential factors.

The intent of the legislation was to provide a statewide aercmedical
system which could respond to all areas of New Jersey. This system would
provide onscene and interfacility transfers. The service would be
available to all citizens and visitors without regard to their ability to

pay.
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Recognized Program Strengths

(1)

(2)

(3)

(4)

(5)

The New Jersey aeromedical program has been successful in reducing
patient morbidity and mortality through a concerted effort by five
different organizations working together as one unit., These
organizations are: the New Jersey Department of Health, New Jersey
State Police, University of Medicine and Dentistry/University Hospital
(NorthStar), and Cooper Hospital/University Medical Center along with
West Jersey Health System (SouthStar). This private/public
partnership has one overriding goal: provide the highest level of
prehospital aercmedical care for those who are ill or injured.

The training program which was developed for the aeramedical crew
members meets or exceeds all reoognized standards for the industry.
They are in accordance with the Department of Health approved
curriculum (see Appendix F).

The program is available to all residents and non-residents who
require services in New Jersey, without regard to their ability to

pay.

The aeromedical service provides statewide coverage.
The program has an outstanding safety record as a result of two pilot,

two engine operation, pilot training program and standards for

maintenance and repair of its aircraft.
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(6) A highly sophisticated medically configured aircraft with superior

performance capabilities (i.e., speed, power, size).
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Program Issues

(1) Centralization of Policy and Control

When the helicopter program was first developed, a decision was made
to utilize one dispatch center in the northern part of the State and
another in the southern part of the State. The rationale behind this
decision was that REMCS at University Hospital, Newark, had previous
experience dispatching MedEvac helicopters for interfacility flights on a
limited basis. The Gloucester County Cammunications Center was chosen to
dispatch the heliccpter in the scuth because they had a great deal of

knowledge, experience and communications capability in their area.

After three years of operation, it is evident that this arrangement
has created a number of situations which cause daily operational problems.
The two operations work independently of ore another and have not
established a unified communications system. Due to the fragmentation of
the dispatchers' responsibilities, the consistency and timeliness of
communications response to aeromedical concerns is compromised. There is
some confusion among the ground EMS providers as to which center should be
called, especially on the boundary between northern and southern New
Jersey. Two dispatch centers must maintain staff and equipment which could
be consolidated into one commnicaticons center. Two centers can cause
miscommnication and duplication of communication, especially when more
than one helicopter is called to the same accident site. Problems also
arise when one area's helicopter must frequently fly :mto the other's

service area. The current arrangement also affects the safety of the
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helicopters, the crews, and patients because the dispatchers are unable to
dedicate their full efforts to follow the entire flight once the helicopter
is dispatched. These inefficiencies caused by the lack of centralized
program control have hindered the utilization of the service on statewide

basis.

{(2) High Costs of Operation

All Medevac helicopter programs are expensive to operate. Generally,
the programs serve as loss leaders for hospital operations due to the
inherent high costs associated with air transportation. The Sikorsky S-76B
helicopter is a large sophisticated aircraft which requires two pilots,
costly maintenance and fuel, and other higher ancillary costs such as
insurance. It has been noted by other helicopter operators that
utilization of a smaller aircraft could significantly reduce operational
and maintenance costs. The current program costs the State approximately
$6 million a year, including payments toward ownership of the helicopters.

(3) Lack of 24-Hour Service

The current program operates only 16 hours a day, 7 days a wesk. In
order to provide uninterrupted service, the program will need to expand to
24-hour service. Full coverage will require an increased appropriation,
modification to employee work schedules, and adjustments to manpower needs.
This is necessary since backup coverage from out-of-state helicopter
response programs cannot be guaranteed. In addition, out-of-state services
may have to fly additional distances due to previous responses in their

primary coverage area, thereby causing unavoidable delays. Therefore, it
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is very important to have a primary service available on a 24-hour a day
basis. This would insure that the citizens of New Jersey receive the

highest quality of aeromedical care available.

{4) Low NorthStar Call Volume

It is essential that the call volume for the aeramedical program be
sufficient to assure maximm efficiency and operating effectiveness. The
current call volume for NorthStar has in the past been substantially less
than SouthStar and was far below the desirable level given the population
it serves (see Tables I and II). More recently the gap has narrowed yet
call volume for SouthStar still exceeds that of the NorthStar program. The
current low volume of the NorthStar program is the most significant cause

of the high cost per run in the NorthStar program.

The NorthStar and SouthStar programs operate in campletely different
environments. NorthStar operates in a largely urban/suburban environment,
- except for Sussex, Warren, and Hunterdon Counties. With the high density
of population and hospitals located in the northern half of the state, the
decision as to whether a patient should be transported by ground or air is

often a difficult one to make.

In the southern portion of the state, the helicopter response area is
larger, the distance between hospitals is greater and, therefore, the use
of the helicopter is higher. Where hospital density is high, ground
transportation is often the most common transportation mode. However, it

may not be the most appropriate mode, especially for trauma injuries. It
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is important to educate ground personnel so that both helicopter and ground

transportation are utilized appropriately.

The optimal call volume can only be achieved by promoting total
cocperation among the large number of hospitals and trauma centers. The
call volume issue and related issues were addressed in a letter to the
Comissioner of Health from MONOC, a consortium of hospitals in Monmouth
ard Ccean Counties, (see Appendix G).

(5) Patient Billing Experience

The medical component of aeromedical services is similar to grourd
MICU services. Patients are currently billed for Advanced life Support
MICU services, and the hospitals Operating the MICU are reimbursed by third
party payers such as Medicare, Medicaid, Blue Cross, and camnercial
carriers. A significant payer of health care services delivered as a
result of motor vehicle accidents is auto insurance companies. Recent
changes in auto insurance law in New Jersey allow drivers to select their
health insurance policy as the primary payer of medical expenses resulting
fram car accidents. A preponderance of drivers selecting this option may
reduce the extent to which auto insurers pay for health care services. The
amount of reimbursement for MICU services (grourd based or aircraft
provided) varies among the different payers in accordance with their
coverage policies. Many health insurers will not cover the full cost of
air ambulance services, and in some instances the service may not be

covered at all.
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Prior to 1990, patients receiving aeromedical services through the New
Jersey Helicopter Response Program did not receive a patient bill.
Language in New Jersey's 1990 fiscal year State budget specified that the
subcontractors for aeromedical services were required to seek third party
reimbursement. 2As a result of the budget amendments, the Department of
Health implemented a charge of $535 to cover only the cost of the medical
portion of the aeromedical program since the New Jersey State Police cannot
bill for their services under Federal Aviation Regulations. Both NorthStar
and SouthStar began billing for aercmedical services on July 1, 1990. This
bill excludes any of the transportation costs associated with the programs.
The following represents the billing experience for the two programs
through June 30, 1991:

Patients Total Amount Total Collection

Billed Billed as of April 1991
NorthStar 424 $226,8%0 $14,477
SouthStar 604 $323,140 $97,900

Currently, the New Jersey State Police operate as a public use agency which
precludes regulation by the Federal Aviation Administration (FAA) and, for
safety purposes the New Jersey State Police has chosen independently to
operate under Federal Aviation Regulation Part 91 General Operating Flight
Rules and Regulations. The New Jersey State Police has been advised by the
FAA that any charge for their air transportation service would require
campliance with Federal Aviation Regulation Part 135 Air Transport

Camercial Operators Certificate. This would entail additiocnal
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experditures for equipment modifications to the helicopters and additional

pilot training and supervision requirements.

The above information indicates that there may be a significant
problem in collecting reimbursement from third party payers for aeromedical
services. The Department of Health, the providers of the service and the
third party payers will need to examine what constitutes an appropriate
level of reimbursement in order to maximize the financial feasibility of
this program. Another concern of the Department of Health is to assure the
provision of aeromedical services to all citizens of New Jersey regardless
of their ability to pay. The issue of uncompensated care must also be
resolved.

(6) Improving Triage Criteria and Training

Triage of trauma patients is extremely important. Triage assures that
the patient receives the highest quality of care in a timely fashion.
Without adequate triage criteria education and compliance, the ground
providers may not call for aeromedical services for patients who should
have been flown to a tertiary care center. Without triage criteria
education and compliance, no one, from the First Responders to emergency
department personnel, can be held responsible for this inconsistency. An
institutionalized process to educate and enforce the state’'s triage

criteria within its medical commnity needs to be vigorously pursued.

Program safety has been good. Continuing safety education is a major
CONCern. Classestoteadug:oundpersonnelhcwtoworkintheaerorredical

environment have been offered on a routine basis which needs to be formally
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institutionalized. Ground personnel need to understand basic safety
considerations in preparing a landing zone for the helicopter. They must
also be acclimated as to how the patient is loaded into the aircraft and
what safety precautions are necessary. The nature of New Jersey's
anergency services network with a preporderance of volunteers in the
state's 567 municipalities make ongoing training of emergency service

personnel a continuing concermn.
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Program Gozls

In response to New Jersey's fiscal crisis, the Governor was oampelled
to consider all possible options for reducing State expenditures and making
State programs more efficient. As part of this review, the Governor
determined that cost savings could potentially be achieved by making
changes in the operation of the EMS helicopter response program without
compramising delivery of advanced life support services.

In response to the Governor's concerns, the Department of Health
solicited requests for applications from potential private providers of
aeromedical emergency response services. The Request for Application
(RFA), & copy of which is attached {Appendix B), was designed to achieve at

a minimum the following key cbjectives:

* A statewide system with central communication and dispatch
capable of providing timely aercmedical response throughout New

Jersay
* Continuous 24-hour service, seven days a week
* Close coordination with New Jersey EMS providers, especially

designated level I and Level II trauma centers

* Provision of services to all residents, including those who are

indigent or uninsured, without regard for ability to pay
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* A financially viable program which provides cost-effective
services and receives reasonable third-party reimbursement for

insured patients in order to cover program costs

Consistent with these key elements, the RFA includes numercus detailed

requirements regarding quality assurance, eguipment, staffing, operating

protocols, arnd financial feasibility. In addition, the RFA contains the

following evaluation criteria, which were used by the Department of Health

in reviewing the applications submitted:

(1)

(2)

(3)

(4)

Continuity of service- How well the applicant demonstrated its ability

to transfer the operation from state to applicant operation without

any break in service to the state's residents and visitors.

Quality assurance program- Required the applicant to provide a

rigorous method of assessing and constantly improving the quality of

the medical and aeronautical services of the program.

Financial feasibility and cost- The Department of Health was to

establish a fixed rate for the reimbursement of this service based on
reasonable costs for efficient service. No guarantee of reimbursement
was made. The applicant was required to bill and collect third-party

reimbursement and provide service to uninsured patients.

Utilization and integration with existing resources- How did the

applicant propose to utilize, to the maximum extent possible, the

equipment, physical plant improvements and other resources of the
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(3)

existing state system and interface with the current energency
network?

Affiliation with a level I Trauma Center— Significant consideration

was given to applicants which were designated New Jersey lLevel I
Trauma Centers or which receive medical control, support, and

technical assistance from the Level I Trauma Center.

The RFA was specifically designed to develop a modified EMS helicopter

response program which would address and correct each of the problems with

the current New Jersey aeromedical services described in the previous

section, as follows:

(1)

(2)

Helicopter: The RFA allowed the applicants to contract with private
helicopter companies for any size or type of medically equipped
aircraft which could provide safe, responsive, and cost effective
aeraredical services. Table VI campares the most frequently used
helicopters for aeromedical services. Thus, the State can choose to
use helicopters which are smaller and less expensive than the
Sikorsky's S-76B.

Centralized Coammunications and Dispatch: The RFA requires a single

statewide communications center, thereby eliminating the lack of
ocoordination and fragmentation of responsibility which are caused by
two communications centers. In addition, centralizing communications

will eliminate duplication of equipment and save money.
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HELICOPTER COMPARISON CHART TABLE VI

MESSERSCHMITT

SIKORSKY BELL BOLKOW-BLOHM GmbH

S-76B 206-L MBB BO-105 MBB BK-117 *

ENGINE
PILOTS
IFR/VFR
RANGE
SPEED (CRUSING)

MEDICALLY CONFIGURED

NUMBER OF PATIENTS

SIZE OF LANDING ZONE

*IF VFR CERTIFIED (REQUIRES 1 PILOT)
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(3) Reducing Costs: The RFA seeks to reduce State expenditures on the

helicopter program in three ways. First, it requires applicants to
seek, to the greatest possible extent, reimbursement for all
canporerntts of the service from third party insurers, which will reduce
the need for State subsidy. Second, it permits services +to be
delivered with smaller, less expensive helicopters. Third, it
requires applicants to keep costs within reascnable limits established
by the Department of Health. It is less expensive if there is one
provider of the service since there will be lower administrative costs
as well as lowered operational cost. One communication center will

also increase program efficiency and reduce costs.

(4) Full Time Service: The RFA requires the applicant to expand service

hoursfrunthe.cw:mt161‘10uxsadaytofulltirre24hoursaday,'7
days a week.

(5) Call Volume: The RFA promotes increased utilization of the EMS

helicopter service in three ways:

(2} Expanding from 16 to 24-hour operation;

(b) Improved cammunications and dispatch; and

(c) Enhanced education and cooperation with prehospital EMS
personnel, cammunity hospitals, specialty centers, and
designated trauma centers regarding field triage and protocols
to insure that patients who need trauma or specialty center

services receive them.

-29-



(6)

Improving Patient Billing: The RFA solicits applicants which will

actively seek maximum third party reimbursement, within rates
established by the Department of Health, for all aspects of the
aeramedical service, including transportation costs. The applicants
are also required to secure sufficient revenue to provide services to

patients who are indigent or uninsured.

Improving Triage Criteria and Training: The RFA requires applicants

to develop better triage criteria for use of the helicopter and to
educate BEMS and hospital personnel as to theilr appropriate application
in the field. The other RFA requirements designed to reduce costs and

enhance revenue will assist in funding this training.
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Summary of Applications

The RFA was disseminated to prospective applicants in late April, with

completed applications due May 24.

Two applications were submitted as a result of the Request for

Application (RFA) process:

University Health System of New Jersey (UHSNJ) is a consortium of
eight teaching hospitals, including all three ILevel I trauma centers and
three of the five Level II trauma centers. The UHSNJ application proposes
a statewide system, with a northern helicopter based at University Hospital
in Newark, a southern helicopter based at Cooper Hospital/University
Medical Center in Camden, and a central communications center, The State
Police would continue to operate the current Sikorsky helicopters during a
transition period and subsequently be replaced by smaller private
helicopters provided by a contractor.

West Jersey Health System (WJHS) is a multi-division hospital system
in southern New Jersey which Currently operates a MICU program and provides
the Advanced Life Support staff for SouthStar. WJHS proposes to continue
the SouthStar operation for southern New Jaersey, utilizing a private
helicopter provider for the aviation camponent. The program would continue
to use the SouthStar hangar at Voorhees and the Gloucester County
Cammunications Center.
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Upon receipt of the applications, a Review Committee comprised of
staff from the Department of Health ard the Department of Law and Public
Safety performed a detailed analysis of each proposal and prepared
additional written questions and reguests for information to which the
applicants responded on June 25. Upon completion of the information
gathering process, the Comittee evaluated each proposal individually and

made the following findings:

Positive and Negative Attributes of Each Application

UHSNJ - Positive Attributes:
* Statewide proposal

* The applicant consortium included all level I Trauma Centers and

three of the five level II Trauma Centers
* The applicant proposed one central statewide dlspatch center
* Applicant had experience operating NorthStar program
UHSNJ - Negative Attributes:

The application failed to comply with three of the minimum

requirements in the RFA:

* Did not utilize existing resources, i.e., the hangar at West

Jersey, Voorhees
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* Did not specify triage protocols for onscene flights

* Did not describe where the statewide communications center would

be located or how it would operate
In additicn, the application had the following weaknesses:
* Total program costs are high
* Long transition period
* Required a large state government subsidy
* Required full reimbursement from third party pavers
x Required full reimbursement for uncompensated care
* Required guarantee of $250,000 operating margin
WIHS - Positive Attributes:
* Projected operating costs were reasonable
* Reasonable staffing projections
* Reasonable Camminications Center costs

* Applicant had experience cperating SouthStar program
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* Short transition period

WJIHS - Negative Attributes:

* The application failed to comply with the RFA requirement to
propose a single statewide central dispatch/communication

center.

* Service was limited to southern New Jersey, rather than

providing statewide coverage
* A state government subsidy is required
* Required full reimbursement from third party payers

* Required reimbursement for uncompensated care
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Financial Assumptions of Applications

University Health System of New Jersey (UHSNJ) and West Jersey Health
System (WJHS) in response to the Request for Application (RFA) included
cost, revenue and volume projections which would determine the financial
feasibility for implementing the aeromedical program. The cost projections
for UHSNJ include providing 24-hour coverage on a statewide basis, whereas
the cost projections for WJHS include providing 24-hour coverage for only
the southern part of the State. However, the financial assunptions
specified by both applicants will require some form of subsidy by the State
of New Jersey in order to implement the program. The following represents

the financial assumptions for both applicants.

(1) University Health System of New Jersey

* UHSNJ is requesting a subsidy from the State of New Jersey for
the initial capitalization of the program of $1,850,000. This
subsidy would be repaid over a period of five years. 'This
amount was based upon UHSNJ's assumption that it would take five
months to begin collecting patient revenue. However, in the
event that the program does not meet its revenue projections due
to a shortfall in volume, UHSNJ would request a deferral in the
repayment of the capitalization grant, until such time as the
program's volume can meet its cost of operations and generate

the necessary operating margin to furd the repayment.
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(a)

(b)

UHSNJ is requesting that the program operate with minimum annual
profit margin of $250,000. To the extent that UHSNJ's fees do
not generate this operating margin it will require a subsidy

from the State of New Jersey.

UHSNJ is requesting full reimbursement for uncompensated care
associated with this service either by a subsidy from the state

of New Jersey, or through the Uncompensated Care Trust Fund.

UHSNJ has based its entire reimbursement structure on the
assumption that all third party payers will provide full
reimbursement for aeromedical services, including any cost

shifts for uncompensated care and Medicare limitations.

UHSNJ and the State of New Jersey will develop a transition

plan.

Projected Total Operating Expenses (UHSNJ)

UHSNJ in order to estimate the anticipated operating expenses
for the provision of aeramedical services presented three

scenarios 1-A, 1-B, and 1-C in their application.

Scenario 1-A UHSNJ

This scenario is based upon UHSNJ's assumption that it will be
allowed to operate the two state owned Sikorsky helicopters

during a transition period. UHSNJ estimates that the total
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(c)

(d)

operating expenses for the transition period would be 54,097,009
and the first full year of operation would cost $6,422,284.
UHSNJ is projecting 1,300 flights during the transition period
and anticipates a volume increase of 10% or 1,430 flights during
the first full year of operation. However, the applicant did
not substantiate how they arrived at the 10% projected increase.
This would yield an unsubsidized break even cost per flight
during the transition period of $3,344 and an unsubsidized break
even cost per flight of $4,666 for the first full year of

operation.

Scenario 1-B UHSNJ

This scenario includes the use of three used MBB BK-117 Bl
helicopters. UHSNJ estimates that in the first year of
operation the total operating cost will be $5,255,132. This
assumes a volume projection of 1300 flights and an unsubsidized
cost per flight of $4,235, and no additional increases in volume
over the next three years.

Scenario 1-C UHSNJF

This scenario is similar to 1-B except that it includes a 15%
jncreasejnvolwneoverthefirstyearforthenextthreeyears.
This 15% is an estimate by the applicant without any information
as to how this percentage was arrived. The total operating cost
in the first year of operation is estimated to be $5,329,256,
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assumes 1300 flights and projects an unsubsidized cost per
flight of $4,292.

(2) Wwest Jersey Health System

* WJIHS is requesting that the Department of Health provide them
with a Health Service Grant of $600,000 payable in six months of
FY92, Of this amount, WJHS would repay $306,000 in three
installments during the months of April, May and June of 1992,
The remaining $294,000 would be reimbursed by the State of

New Jersey.

* WJIHS is requesting that a billing rate be established that would

enable the program to recover any initial capitalization costs.

* The new billing rate should be effective July 1, 1991 and
continue through the first six months to pay programmatic costs
and provide working capital for the privatization of the

program.

* The patient charge should be adjusted every six months for the
first 18 months of coperation and adjusted every January to cover

the total operating costs in terms of a break-even analysis.

* All fees collected by the program during FY91 should be returned

or retained by the program for start-up costs.
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* Fees billed before July 1, 1991 but uncollected prior to that
date should be retained by the program upon collection.

* TMDepart:rentofHealthstnuldurgeallthirﬂpartypayersto
pay the rate established by the Department of Health for

acromedical services.

* The Department of Health should allow a carry forward of

unexpernded grant funds.

* WJHS is requesting that uncampensated care be reimbursed through
the Uncompensated Care Trust Fund.

West Jersey Health System presented two financial options which were

based on a form of profit and loss break even analysis.

Type of Cost per

Helicopter Total Cost Volume Flight
Cption 1A MBEB BC-105 $1,597,000 666 $2,398
Option 2A MBB BK-117 $2,030, 080 666 83,048

The difference between the two options is the cost of Operating a
small helicopter (MBB B0O-105) versus a larger helicopter (MBB BK-117). The
main difference between the two helicopters is the size of the patient
Compartment. Many programs across the country prefer the MBB BK-117 mainly

for this reason.
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Options and Recommendations

After meeting to discuss and review two applications, the Review
Committee considered several options for designating an EMS Helicopter

Response Program for New Jersey:

(1) Approve the applications, as submitted or with modifications.

The choices include:

(a) approving the UHSNJ application for a statewide system and

denying the WIHS application;

(b) approving the UHSNJ application for the north and the WJHS

application for the south; or

(c) negotiating with the applicants to combine their

applications into a single program.

(2) Deny both applications and continue the current program until

the debt service on the Sikorsky helicopters is fully paid.

Then, reexamine the issue of aircraft selection to reduce

operating cost.

(3) Deny both applications, close down the NorthStar/SouthStar
programs and discontinue aeromedical services entirely due to

costs.
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(4) Continue to operate the NorthStar and SouthStar programs with
FY92 funding while reopening the application process with a
modified RFA. The RFA would request applications from
additional applicants, including cut-of-state programs. UHSNJ
and WJHS will be permitted to reapply. [Note: Included in the
FY92 approved budget is language requiring the Department of
Health to have the Helicopter Response Program subcontractors
seek reimbursement through third party billing (see Appendix H).
The subcontractors will bill the third parties directly and will
retain revenues. The Department of Health will monitor third
party collections by the subcontractors and prorate the Health
Services Grants to reflect revenues fram third party billing to
achieve the legislative intent of the budgetary language. The
Department of Health may choose to use third party billing for
program enhancement. Any enhancement may only be implamented
with prior Department of Health approval. ]

After meeting and discussing the advantages and disadvantages of these
options, the Review Committee recommends Option 4, re-opening the

application process, for the following reasons:
* Options 1(a) and 1(b) were rejected because neither application
was fully responsive to the RFA requirements, for the reasons

cutlined earlier, and thus should not be approved as submitted.

* Option 1(c), negotiating with the current applicants to modi fy

or combine their proposals, was considered. However, it was
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determined that such modifications could be made in the re-~

application process.

Option 2, continuation of the current program without further
exploration of alferrmtives was also rejected because of the
unacoeptable cost burden on the State budget. In addition, it
was the Camittee's assessment that the potential for providing
high quality aeromedical services more efficiently and at
substantially less cost to taxpayers had not been fully

investigated.

Option 3, discontinuation of asromedical services was found to
be unacceptable because of the potential loss of life and the
established public need for such services in order to ensure

high quality trauma and critical care services in New Jersey.
Option 4 was chosen for two reasons:

First, sufficient funds have been included in the FY1992
budget to continue operation of the current program for an
additional period beyond July 1, 1991. Therefore, the
Department of Health has additional time to make an

appropriate decision.

Second, other potential aeramedical providers, both in New
Jersey and out-of-state, have indicated interest in
submitting applications if they are permitted to do so.

Sare of these prospective applicants have extensive
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experience in financing and operating aercmedical programs
without public subsidies. The Committee felt that it
would be useful to compare applications which reflect this
experience with those already submitted.
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APPENDIX A-2
WHAT INFORMATION 1§ 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 fregquency

* 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

* Vital 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 SBOUTHSTAR 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 of 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.
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NEW JERSEY . APPENDIX A-4
DEPARTMENT OF HEALTH k |
OFFICE OF EMERGENCY MEDICAL SERVICES

OPERATIONS
363 WEST STATE STREET
CN 364
TRENTON, NEW JERSEY 08625
6092926789 FAX 609-292-3580

George Leggett, Chief Administrator
Karen Halupke, Coordinator OEMS Operations

NORTHERN AREA
Nancy Kelly, EMS Coordinator

MERCER
MONMOUTH

CENTRAL AREA
Aot TR LEL _ Susan Om, EMS Coordinator

SOUTHERN AREA —
Ray Sweeney, EMS Coordinator

MaryAnn Donovan, Asst. EMS Coordinator
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APPENDIX B

State of Nefu Jersey

DEPARTMENT OF HEALTH
CN 360

FRANCES J. DUNSTON. M.D.. M.P.H. TRENTON, N.J. 0B625-0360
STATE COMMISSIONER OF HEALTH

ATTENTI ON: ALL INTERESTED PARTIES

The State of New Jersey is soliciting requests for application for
providers of aeramedical emergency response services. Instructions for the
applicatimtnpmvidethissexviceareimhﬂedinmispadcage.
Applicants should camplete the enclosed application in accordance with the
instructions provided herein and return the campleted application no later
than May 24, 1991 to the following address:

New Jersey State Department of Health
Health-Agriculture Building

Jahn Fitch Plaza

CN 360, Roam 604

Trenton, NJ 08625

FRX: (609) 292-3780

ATTENTION: T. Bogue

This application package includes the following: )

1) A description of the evaluation criteria and the process which
will be used for evaluation of the applications.

2) Minimm requirements which must be met by all applicants for these
services,

3) Instructions for completing the application for designation as a
NadJexseyErergercyMadicalSewioeHe]icxpterRespmseP:ogzam.

4) The three (3) page Application form.

5) Selected excerpts of N.J.S.A. 26:2K-35 et.seq.

6) Selected excerpts of N.J.A.C. 8:40-7

Questions regarding the application process should be directed in
writing or by telephone to:

Ceorge Leggett, Chief, Emergency Medical Services
New Jersey State Department of Health

N 364

Trenton, NJ 08625

(609) 292-6789

FARX: (609) 292-3580

New Jersev Is An Egual Opportunity Emplover



APPENDIX B-2

THE NEW JERSEY EMERGENCY MEDICAL SERVICE HELICOPTER RESPONSE PROGRAM

The need for an aeramedical transport system in New Jersey is well
established. Swuch a system is an essential component of the statewide trauma
system plarmed to serve New Jerseyans into the next century. PL 1986, c. 106,
requires the Camnissioner of Health to designate at least two aeramedical
response units to render life support services to accident and trauma victims,
and to provide emergency medical transportation. With the recent expansion
of the statewide trauma network, the need for ongoing aeromedical support is
more important than ever. The state of New Jersey has provided financial
support, technical assistance and regulatory oversight to the current
providers of these services since the inception of the program in 1987.

The State seeks to assure the omntinued operation of high quality, affordable
emergency aeramedical services, which are accessible to all New Jerseyans.
Toward that end, the state is now soliciting requests for applications from
potential providers of aeramedical emergency response services. The
successful applicant should be able to clearly demonstrate the ability to
achieve at a minimum the following cbjectives:

* the provision of oontinuous services during the transition fram state to
"private operation" ,

* quality assurance safeguards which will be ongoing to assure a satisfactory
level of performance

* financial viability of the program, to include the provision of emergency
aseramedical services to indigent residents requiring these servioces

* compliance with the Minimum Requirements.




APPENDIX B-3
ATTACHMENT 1

EVALIATION

Upon receipt of the applications, a review comittee comprised of Department
ofllealﬂxsﬁffwinperfo:madetailedmalysisofeadmmnsalarﬂwill
prepare additional written questions and requests for infarmation, to which
the applicant will be asked to respond. Upon campletion of the information
gathering process, the committee will evaluate each proposal individually.
The review will be conducted according to the following schedule:

* May 24, 1991 - Deadline for filing.

* June 3, 1991 - Department of Health to forward additional questions
regarding the application to the applicant.

* June 14, 1991 - Deadline for applicant's response to Department. of Health

* June 24, 1991 - Department of Health committee recommendations forwarded to
the Camissioner of Health.

- * July 1, 1991 - Anticipated award of designation.

ﬁemmdtbeewillbasethedremluatimarﬁmﬂdngofeadza;plicant's
program on represented performance in the categories:

1) Contimuity of service- How well has the applicant demonstrated its ability
to transfer the operation fram state to applicant operation? Is there a
satisfactory and realistic assessment of the cbstacles to a smooth
transition and how does the applicant propose to address these cbstacles?
As a result of the proposal will there be any break in service to the
state's residents and visitors?

2) Quality assurance program- Will the applicant provide a rigorous method of
assessing and constantly improving the quality of the medical and
aeronautic services of the program? Who will be responsible for this
program and what is its likelihood of suoccess? Included in this category
will be an assessment of the applicant's ability to comply with the
equipment and persamnel requirements of the program.

3) Financial feasibility and cost- The Department of Health will establish a
fixed rate for the reimbursement of this service. Since this service
will not be eligible for guaranteed reimbursement through the hospital
rate setting system of New Jersey, how will the applicant bill for these
services? How will indigent patients benefit from this service? What is
the likely cost of the service and, given the estimated volumes, how
likely is the ongoing sucoess of the program?

4) Utilization and integration with existing resources- Does the applicant
utilize, to the maximm extent possible, the equipment, physical plant
improvements and other resources of the existing state system, If not,
the applicant should demonstrate improved or more econamical service as a
result. Does the applicant interface with the current emergency network
ard how will the emergency network be able to access the aeromedical
services provided by the applicant?
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5) Affiliation with a Level I Trauma Center- Significant consideration will be
given to applicants which are designated New Jersey Level I Trauma
Centers or applicants which have a written and signed agreement with a
designated New Jersey Level I Trauma Center(s) which guarantees that the
Ievel I Trauma Center will provide medical control, support, technical
ass;stam:earﬂfullpartlmptimintheaermedimlsewiceprogmmas
described by the applicant.

Subsequent to the committee's evaluation a recommendation will be made by the
comittee to the Comnissioner of Health for her review and action. All
applicants will receive written notification of the Commissioner's decision
regarding their application. Upon designation the suoccessful applicant will
initiate the transition of the service according to a schedule mutually agreed
upn between the Comissicner of Health and the applicant.
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ATTACHMENT 2

MINIMM REQUTREMENTS

1. Ope:atearﬂmaintzinaliwnsedairarb;larmeervioe?days—a—mek,
24 hours-a-day, in accordance with N.J.S.A. 2K-35. et saqy, amd
N.J.A.C. 8:40-1.1 et seq. (attached). Services shall be dedicated to
NmJemeyarﬂshallbagmassomasfeasibleaftarﬁwedsignatim
process has been completed.

2. Secneapxivabevaﬂorcapableofprmddirgﬁeaviatiaacmmmtof
" the helicopter response program.

3. Prwideallcmmﬁmtimsﬁmmghasﬂ:glecmtraldispatdl
communication center.

4. 'l‘!eappl.imntnusthecneofﬁxefollawing:
a) A designated New Jersey Level I Trauma Center.

b) A New Jersey hospital(s) with an approved Mobile Intensive Care
program.

€) A New Jersey hospital authorized by the Comissioner of Health to
provide regional critical care services.

5. Mappliczntshallprwidefarnedicalamtxolforpatiemsintreir
care by a New Jersey designated level I Trauma Center.

6. The applicant may involve MICU hospitals, helicopber companies or
ccmumcatimcarbsrcsinmdertopmovidehelicopbarm
services. To the extent possible, applicants shall identify
ccntracto:smidmareexpectedtop:wideﬂesesexvic&s,

7. ﬂeamlimnts!nﬂddaramstzateitsabﬂitytopxwidecmtimxityof
service during the transition from state operation to private
operation of the helicopter response program.

8. The applicant should maximize the use of existing resources for
providing aeromedical service.

9. The applicant shall camply with the staffing requirements found in
N.J.S.A. 26:2K-36.b.

10. The applicant shall describe the location and arrangements for housing
the helicopter(s) ard crew.



11.

12.

13.
14.

15.-

16.

17.

18.

19,

APPENDIX B-6

The applicant shall supply and maintain medical equipment in
campliance with the helicopter ambulance requirements found in
N.J.A.C. 8:40-7 (attached).

The applicant shall operateinaccn:daxnewimtheDepartrmtof
Health dispatch protocols, and operational policies and procedures.

The applicant shall submit proposed triage and transfer protocols.

Thea;plicmrtwilldevelopamssmsualtyircidsmtplaninomderto
coope:atewiﬂmtheneparunentofnealﬂlarﬂﬂENwJezseyStabe
Police for radiation emergencies and natural or manmade disasters.

Provideedxmtiamalprwtatiausasmsaryforetergencysendces
pe:sanalcanernjngappmopriatearﬂsafeuseoftherelicnpbar.

The applicant will be required to provide program evaluation
mformatiauasspecifiedandreqmtedbyﬂueneparmentofﬁealﬂx,
Office of Bmergency Medical Services. The information requested will
beutilizedboevaluateservic%pmwidedarxiboasswscmpliazm
with the requirement of this RFA. The program will be subject to

inspections by the Department of Health.

Mapplimtnustdevelopasystanofagoirgqualitymsurancefor
aeranedical crew performance, medical command performance and
helicopter safety; subject to approval of the Department of Health,
Office of Emergency Medical Services. This will be the responsibility
of the designated program medical director.

If designated, the applicant will participate in the Mobile Intensive
Care Unit subcommittee of the Commissioner's Emergency Medical -
Services Council.

ﬂeapplicantshallprwiderelicoptermpameserviwstoall
persons without regard to race, sex, ethnicity, ability to pay, or
souroe of payment.
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ATTACHMENT 3

APPLICATION FOR DESIGNATION BS A
mmmmxmmmmmm
Gereral Instructions

‘Fivea:piesofﬁmeamlicztimshallbesubnitbedandmceivedatﬂn

Department of Health no later than Mayjlf’ 1991.
Please address/deliver applications as follows

New Jersey State Department of Health
Heal th-Agriculture Building

Jaohn Fitch Plaza

N 360, Room 604

Trenton, NJ 08625

Attention: T. Bogue

There is no application fee.

ﬂeattaduedthree(a)pageapplicatimfmmshallbeompletedarﬂ}
submi tted. Irmeﬁmatﬁmeapplicatimpadcageirnludwatanﬂhlnm:

requirements in the RFA. This narrative shall include a timetable
begiming on the date of designation for implementation of the
aeromedical service. In addition, the narrative should identify any
ccntractorstobeutiliza:linprovidingﬁuesewioa. Any written
draft contract materials should be attached. If multiple hospitals
are involved, ﬂuenanativesrnzld.d&ec:ibeﬂaemleplayedbyead\
hospital and the relationships among them. Proposed written triage
and transfer protocols should be attached.
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ATTACHMENT 4

oover page
Newt Jersey State Department of Health

APPLICATION FOR DESIGNATION OF
EMERGENCY MEDICAL SERVICES HELTCOPTER RESPONSE PROGRAM

Name of Hospital

Streat Address

County Zip Code

Type of Hospital

Chief Executive Officer

Contact Persan Telephone Number

Title

The applicant gives assurance that the attached statements and tables are
canplete and correct to the best of the applicant's knowledge and belief.

RESPONSIBLE OFFICER TITLE

SIGNATURE DATE



Projected Staffing

Provide a list of the

response program.

APPENDIX B-9

type, number of Full Time Equivalents (FTE), ard
astdnatndammalsalaryofﬁmepersannlmquﬂredt:stszﬁetelicopber

ESTIMATED NOMBER
ANNUAL OF
JOB TITLE SALARY F.T.E.




APPENDIX B-I(

Financial Data

To provide a basis for the Department of Health to establish a rate to
be charged per helicopter run, the following information is being

L]

1. The applicant shall provide the data on estimated annual
expenses of operating the aeramedical service, as follows:

COOMPONENTS OF PROGRAM:

Expense Item Medical Transportation Caonmmunications Total

Salaries

Fringe Benefits

Rent/Lease

Capital equipment
depreciation

Office Expense

Operating Expense
Contractors

Insurance
Indirect Costs
Cther

TOTAL

"Medical® is for all costs associated with providing Advanced Life
Support services at the scene and in flight.

"Transportation” is for all costs associated with flying and
maintaining the helicopter.

2. For each helicopter or area of the State, the applicant shall
pmjectﬂmeammalmmberofnmsorflightspxwidedbytheaermedical
service when fully operational, broken down by payor and type as follows:

NUMBER OF RUNS:

Payor On _Scere Interfacility Transfers Total

Medicare
Medicaid

Blue Cross

o

Commexcial Auto
Commercial Health
Self Pay

Irdigent

TOTAL

The applicant shall provide a specific explanation of the data and
methodology utilized to make these volume projections.

3. A three year projection of the financial performarce of the
program, including revenue by payor and a pro forma income and expense
statement. ‘



ATTACHMENT 5

N.J.5.A.

EMERGENCY MEDICAL SERVICE HELICOPTER
RESPONSE PROGRAM

26:2K-35. Definttions
_ As used in this act:
a. “Commissioner” means the Commissioner of the Department of

" Health.
¢+ b. “Dispaich” means the coordinated request for and dispatch of the
" emergency medical service helicopter response unit by a central communi.

cations center located in the service area, following protocols developed by

the mobile intensive care hospital, the regional trauma or critical care

center, the commissioner and the superiniendent.

* ¢ "Emergency medical service helicopter response uvnit” means a spe-

cially equipped hospitai-based emergency medical service helicopier siaffed

by advanced life support personnel and operated for the provision of

advanced life support services under the medical direction of a mobile
. intensive care program and the regional trauma or critical care center
* authorized by the commissioner.

- d. "Emergency medical transportation” means the prehospital or inter-
. bospital transportation of an acutely ill or injured patient by a dedicated
~emergency medical services helicopter response unit operated, maintained

and piloted by the Division of State Police of the Department of Law and

Public Safety pursuant to regulations adopted by the commissioner under

chapter 40 of Title 8 of the New Jersey Administrative Code.
;1 & “Medical direction” means the medical conwrol and medical orders
: ransmitted from the phyvsician of the mobile iniensive care hospital or
* from the physician at the regional rauma or critica) care center 10 the staff
“of the helicopter. The mobile intensive care unit coordinating center and
"regional trauma or critical care center shal] have the ability 10 cross patch
+.and consult with each other as approved by the commissioner.

f. “Mobile intensive care bospital” means a hospital authorized by the
commissioner to develop and maintain a mobile intensive care unit 10
provide advanced life Support services in accordance with P.L.1984, c. 146
{C. 262K-7 et al.).

g "Regional trauma center” means a State designated leve] one hospital-
-based trauma center equipped and staffed to provide emergency medical
services 10 an accident or trauma victimn, including, but not limited to, the
level one rauma centers at the University of Medicine and Dentistry of
New Jerseyv-Universiry Hospital in Newark and the Cooper Hospital/Unj-
versity Medical Center in Camden.

b “Critical care center” means a hospital authorized by the comurnission-
er to provide regional critical care services such as trauma, burps, spinal
cord, cardiac, poison or neonatal care.

APPENDIX B-11



26:2K-36. Emergency medical service helicopter response prognm
establishment; units; swaff

a. There is established the New Jersev Emergency Medical Service
Helicopter Response Program in the Division of Local and Community
Health Services of the Department of Health. The commissioner shall
designate a mobile intensive care hospital and a regional trauma or critical
care center which shall develop and mainzain a hospital-based emergency
medical service helicopter response unit. The commissioner shall desig-
nate at least two units in the State, of which no less than one unit each shall
be designated for the northern and southern portions of the State, respec-
tively.

b. Each emergency medical service helicopter response uni: shall be
staffed by at Jeast rwo persons trained in advanced life support and
approved by the commissioner. The staff of the emergency medical service
helicopter response unit shall render life supvort services to an accident or
trauma victim, as necessary, in the course of providing emergency medical
transportation.

L.1986, c. 106, § 2.

Historical Note

Effective date, see Historical Nowe un-
der § 26:2K-35.

26:2K-37. Ermergency medical transporiation service; establishment;
equipment; use

The Division of Staie Police of the Department of Law and Public Safety
shall establish an emergency medical transporiation service to provide
medical transportation service pursuant 1o this amendatory and supple-
mentary act. The superintendent shall operate and maintain at least one
dedicated helicopter for each emergency medical service helicopter re-
sponse unit designated by the commissioner pursuant to section 2 of this
amendatory and supplementary act.!
L.1986, c. 106, § 3.

! Section 26:2K-36.

Historical Note

Effective date, see Historical Note un-
der § 26:2K-33.

26:2K-38. Immunity from Hability

No mobile intensive care paramedic, licensed physician, hospital or its
board of trustees, officers and members of the medical staff, nurses or
wher employees of the hospital, first aid, ambulance or rescue squad
members or officers, is liable for any civil damages as the result of an act
or the omission of an act committed while training for or in rendering
advanced life support services in good faith and in accordance with this
amendatory and supplementary act.
L1986, c. 106, § 4.

APPENDIX B-1:




ATTACHMENT 6

CHAPTER 40

MANUAL OF STANDARDS FOR LICENSURE OF
INVALID COACH AND AMBULANCE SERVICES

Authoricy
NJSA 62H-1 et seq and NJS. A 304D-6.2 et seq.. specifically 10:4D-6.3 and &

Source and Effective Date
R. 1990 d.239_ effecuve May 7, 1990
Sec 22 N.JLR. 595(a), 22 N.J.R. 1364(a).

Executive Order 66(1978; Expiration Date
Chapler 40, Manual of Standards for Licensure of Invalid Coach and Ambulance Services,
expires on May 7, 1991,

Chapter Historical Note

Chapier 40 formerly contained rules concerning abortion. The chapter was originally filed
and became effective August 5, 1974 as R.1974 d.215. See: 6 N.L.R. 345(c). A new rule was
filed and became efieclive November 19, 1974 as R.1974 d.316. See: 6 N.J.R. M5(b), 6 N.1L.R.
472(b). The subchapter was repealed effective June 6, 1983 by R.1983 d.202. See: 15 NER.
30B(a}, 15 N.J.R. 922(a). Requirements for aboruon facilities can be found in N.J.A.C. 8:43A.
Chapter 40, Manual of Siandards for Licensure of invalid Coach and Ambulance Services,
expired on April 15, 1990, The adoption was fited with the Office of Administrative Law on
April 16, 1990 Sce' Source and Effective Date.

See subchapter and section levels {or further amendments.

CHAPTER TABLE OF CONTENTS

SUBCHAPTER I. DEFINITIONS
8:40-1.1 Definitions

SUBCHAPTER 2. AUTHORITY AND LICENSURE

PRCCEDURES
§:40-2.1 Authonity
8:40-2.2 Applicauon of regulations
§:40.2.3 Certilicate of need required
8:40-2 4 Licensing requirements
§:40-2.5 Exempuions lrom licensing requirements
§:40-2.6 Surveys
&40.27 Apphication for licensure andy or vehicie decals or licenses
R40-2.8 Temporary provider permit
&:40-2.9 Fuil provider license
§30-2.10 Vehicle decals and licenses
8-40-2 11 Vehicle recognition number
§-40-2.12 Waiver
830-2.13 Non-transferabilits
£40-2.14 Return of vehicle decal or license
§40-2.18 Discontinuance of vehicie use

40-1 Supp. 11-19-90
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8430.2 57

ACHon aparnsi 2 licensee
Hearings

SUBCHAPTER 3. GENERAL REQUIREMENTS

0.3
RO
b3 2
[ TP
g:4u-3.%
£40.2.6
540.3.7
8:40.3.6
Rd40.3 9
£40-3.10
8.40-3.11
§-40.3,12
£:40.311
5:40-1.14
§:40-3.1%
B:40-3.16
8-40-2.17
§:40-2.)8
8-40-1.19

Agency ownership

Admmistraior reguired

W retten policies, procedures and 1ask outlines
Business locatons

Report of vnusual occurrences

Adverusing resinicirons

Minmmum personnel requirements
Personnet files required

Manienance of records

General vehicle reguirements

Motor vehicle chassis, bods and components

Nehicle hearer sair condinoner

Restrictions on carbon monoxide concentrations
Sanilation requiremenis
Required insurance coverage

Pravision of certificate of insurance

Pneumatic 1esting required
Biomedical equipment 1esting required
Physical behavioral restrainss

SUBCHAPTER 4. SPECIFIC INVALID COACH REQUIREMENTS

8:40-4.1
§:40-4.2
8:40-4.3
8:40-3 4
£:40-4.5
B:40-4.6
8:40-4.7
§:40-4.8
8:40-49
8:40-4.10
8404804
8:40-4.12
B:40-4,§2
B:40-4.14
8-40-4.1%

Patient restrictions

Gencral vehicle requirements

Pauent compariment requirements and dimensions
Ramp or lift required

Vehicle markings

Emergency warning devices prohibited
Litters and stretchers prohibited

General equipment and supplies requirement
Oxygen administralion devices

Safety equipment

Required stafl

Required 1raining of stafl

Duues of siaff

Call repori

Radio communications

SUBCHAPTER 5.  SPECIFIC TRANSPORT AMBULANCE

B:40-5.|
8:40.5.2
8:40-52
8:40-5.4
8:40.5.5
R-30-5.6

REQUIREMENTS
Patient resinictions
General vehicle requiremenis
Patient companment requirements
Palient compartment dimensions
Ramp or lifl
Vehicle markings

Supp. 11-19-90 40-2
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8-40-5 7

§-40-58

8:40-59

540510
B:40.5.11
8:40.5.12
¥:.40-5.13
5-40-5 14
8:40-5.1%
8:40-5.16

Emergency warning devices

Use of emergency warning devices

General equipment and supplies requirement
Standard pauent transport devices

Oxypen administrauen devices

Resuscitation devices

Aspirator/suction devices

Atraay maintenance supplies

Exiernal cardiac compression support

Spine boards. orthopedic itier and sphints

40-2.1

Supp. 5-21-90

APPENDIX B-1I:



Redis? 1T W ound dressing and burn trcatment supphes
PAD-S TN Obsietncal ki

bo40-519 Poison treaiment supplies

b-dQ-5.20 Other patient care equipment

£:40-2.21 Sately equipment

§:40.522 Required staff

B:a0.5.21 Required wraining of staff

§:40.5.24 Duties of staff

8:40-5.25 Call report

8:40-5.26 Radic communicalions

SUBCHAPTER 6. SPECIFIC EMERGENCY AMBULANCE

REQUIREMENTS
8:40-6.1 Patient restrictions
§:40-6.2 . General vehicle requirements
R:40-6.3 Palient compariment requirements
8:40-6.4 Patien1 compariment dimensions
8:40-6.5 Cenification to Federal specifications
8:40-6.6 Ramp or lift
B:40-6.7 Vehicle markings
B:40-6.8 Emergency warning devices
5:40-6.9 Use of emergency warning devices
8:40-6.10 General equipment and supplies requirements
§:40-6.11 Standard patient transpor devices
8:40-6.12 Special patient transport devices
8:40-6.13 Oxygen administration devices
4:40-6.14 "Resuscitation devices
B:40-6.15 Aspirator/suction devices
8:40-6.16 Airway maintenance supplies
8:40-6.17 External cardiac compression support
8:40-6.18 Spine boards, orthopedic litter and splints
8:40-6.19 Wound dressing and burn treaiment supplics
8:40-6.20 QObstetrical kit
§:40-6.21 Poison treatment supplies
8:40-6.22 Other patient care equipment
8:40-6.23 Extrication equipment
8:40-6.24 Safety equipment
8:40-6.2% Required staff
8:40-6.26 Required training of staff
£:40-6.27 Duties of staff
8:40-6.28 Special staff required
8:40-6.29 Call repon
8:40-6.30 Radic communications
8:40-6.31 Disaster planning required

SUBCHAPTER 7. SPECIFIC HELICOPTER AMBULANCE

REQUIREMENTS
§:40-7.1 Patient restrictions
§:40-7.2 General helicopier requirements
8:40-7.3 Palient compartment requirerments

40-3 Supp. 4-15-85
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K:40-7. 3

£:20-7 .5

£8:40-7 %

¥:40-7.7

B:40-7.8

8:40-7.9

B:40-7 10
8:40-7.1]
B:40-7.12
8:40-7,13
8:40-7.14
8:40-7.15
8:40-7.16
8:40-7 17
B:40-7.18
8:40-7.19
8:40-7.20
8:40-7.21
8:40-7.22
8:40-7.23
8:40-7.24
8:40.7.25

APPENDIX A
APPENDIX B

APPENDIX C LOCAL EMS RADIO FREQUENCY TABLE

Supp. 4-15-85

Patieni compariment dimensions
Ceniilication 1o manufacturer /FAA standards
Special hghting required

General equipment and supphies requirement
Standard patient transpori devices

Oxygen adminisiration devices

Resuscitation devices .

Aspirator/suction devices

AIrway maintenance supplies

External cardiac COMPression support

Spine boards, orthopedic Hitter and splints
Wound dressing and burn treatment supplies
Obstetrical kit

Other patient care cquipment

Required staff

Reguired training of stafl

Duties of staff

Special staff required

-Call repon

Radio communications
Written agreements required
Special prohibitions

(RESERVED)
(RESERVED)

40-4
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§:40-1.1

SUBCHAPTER |. DEFINITIONS

Executive Order 601978} Expiration Daie
Pursuant to the requirements and critenia of Executive Order 66(1978), this subchapter
expires on April 15, 1990,

8:40-1.1 Definitions

The following words and terms when used in this chapter shall have
the following meanings unless the context clearly indicates otherwise,

*Advertising"’ means any information directly or indirectly issued,
distributed, hand-delivered or implied through any medium and used for
the purpose of promoting the service of a licensec.

““ Administrator’’ means an individual who may be entitled administra-
tor, captain, chief, director or otherwise. The administrator may also, but
need not, be the owner of the agency.

** Ambulance Service'’ means the provision of emergency or non-¢mer-
gency medical-care and transportation by certified trained personnel in a
vehicle, including a helicopter, which is designed and equipped to provide
medical care at the scene and while transporting sick and/or injured per-
sons to or from a medical care facility or provider.

«AMD Standard"’ means the standard(s) promulgated by the Ambu-
lance Manufacturers Division of the Truck Body and Equipment Associa-
tion. Copies of the cited standard(s) may be purchased from that Associa-
tion at Suite 1220, 5530 Wisconsin Avenue, Washington, D.C. 20015.

“A N.S.I. Standard’" means the standard(s) promulgated by the
American National Standards Institute Inc. Copies of the cited standard(s)
may be purchased from that Institute at 1430 Broadway, New York, NY
10018.

«Available” means ready for immediate use (pertaining to equip-
ment); immediately accessible (pertaining to records}.

“‘Cleaning’’ means the removal by scrubbing and washing, as with hot
water, soap or detergent, and vacuuming, of infectious agents and/or
organic matter from surfaces on which and in which infectious agents may
find conditions for surviving or multiplying.

“'Commissioner’’ means the New Jersey State Commissioner of
Health.

“*Communicable disease’’ means an illness due to a specific infectious
agent or its toxic products, which occurs through transmission of that agent
or its toxic products from a reservoir to a susceptible host.

“Department”’ means the New Jersey State Department of Health.

“Disinfection’ means the killing of infectious agents outside the body,
or organisms transmitling such agents, by chemical and physical means,
directly applied.

40-5 Supp. 4-15-85
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B:40-1.| INVALID COACH AND AMBULANCE SERVICES

“FAR™ means the Federa] Aviation Reguiations.

“FCC" means the Federal Communications Commission.

“'Federal Specification KKK-A-1§22" means the specification and
amendments therero in force at the time of vehicle manufacture and enti-
tled “‘Federal Specification, Ambulance, Emergency Medical Care Surface
Vehicle KKK-A-1822" as published by the Federai Supply Service, of the
U.S. General Services Administration. Single copies of the specification are
availabie, at no charge, from EmHS, CN 363, Trenton, NJ 08625.

“FMVSS'' means Federal Motor Vehicie Safety Standard(s) promui-
gated under 49 CFR 571. Consult Superintendent of Documenis, Washing-
ton, D.C., for copies of the cited standards.

“"Health care facility’’ means a facility so defined in the Health Care
Facilities Planning Act, N.J.S A, 26:2H-1 e seq.

“Helicopter Ambulance Service"’ means those services which provide
aeromedical emergency care and transportation by rotowing aircraft and
which are either provided 10 patients located in New Jersey by currently
existing out-of-state providers or arc provided by the New Jersey State
Police.

**JEMS Communication Plan®’ means the State of New Jersey Emer-
gency Medical Services Communication Plan published by the Department.
Single copies of the plan are available, at no charge, from EmHS, CN 1363,
Trenton, NJ 08625. :

“‘International symbol of access for the handicapped’’ means the out-
line form of a person in a wheelchair as illustrated in Appendix A.

“Invalid Coach Service'' means the provision of non-e¢mergency
health care transportation, by certified trained personnel, for sick, infirm
or otherwise disabled persons who are under the care and supervision of a
physician and whose medical condition is not of sufficient magnitude or
gravity to require transportation by ambulance, but does require transpor-
tation from place to place for medical care, and whose use of an aliernate
form of transportation, such as taxicab, bus, other public conveyance or
private vehicle, might create a serious risk to life and health,

“Licensee” means any person, public or private institution, agency or
business concern granted 2 license under this chapter by the Department,
‘‘Patient™ means any person utilizing services licensed under this chap-
ter, :

“Pneumatic Testing Manual”’ means the Pneumatic Testing Manual
(for Pre-Hospital Respiratory Equipment)} published by the Department,
Singie copies are available, at no charge, from EmHS, CN 163, Trenton,
NJ 08625.

“‘Provide’* means furnishing, conducting, maintaining, advertising, or
in any way engaging in or professing 10 engage in a service licensable under
this chapter,

- Supp. 4-15-85 40-6
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APPERDIX B-2C
K:40-1.1

CProviden mcans any person, public or Provite msiinution. ar ney o
business concern which t providing bnvahd Coach Serviee amd o anbu
lanee Serviee,

“star ol Life' means the svmbol deseribed in certilicanon of regisira-
Lon number 1.058.022 which the United Staies Commussioner of Patents
and Trademarks has rssued to the National Highway Traltic Satety Admin-
istranion. The Star of Lile symbob s illustrated in Appendin B,

“SAE Standard' means the standard(s) promulgated by the Society of
Automotive Engineers. Copies ol the cited standard(s) may be purchased
from that Society a1 400 Commonwcalth Drive, Warrendaic, PA 15096.

*“Valid'" means current, up-to-date, m eficct.

40-7 Supp. 4-15-85



8:40-2.1 INVALID COACH AND AMBULANCE SERVICES

SUBCHAPTER 2. AUTHORITY AND LICENSURE
PROCEDURES

Executive Order 66(1978) Eapirstion Date
Pursuant to the requiremensts and criteria of Executive Order 66{1978), this subchapier
expires on April 15, 1990.

8:40-2.1 Authority

(a) According to N.J.S.A. 30:4D-6.2 et seq., the Commissioner of
Health is required to adopt rules, regulations and administrative orders
which regulate the provision of Invalid Coach Service.

(b) According to N.1.S.A. 26:2H-1 e seq., the Commissioner of
Health is authorized to adopt rules, regulations and administrative orders
which regulate the provision of Invalid Coach and Ambuiance Service.

8:40-2.2 Application of regulations

(a) Subchapters 1 through 4 of this chapter apply to Invalid Coach
Services,

(b) Subchapters | through 3 and subchapter 5 of this chapter apply to
Transport Ambulance Services.

(c) Subchapters 1 through 3 and subchapter 6 of this chapter apply to
Emergency Ambuiance Services.

(d) Subchapters | through 3 and subchapier 7 of this chapter apply 1o
Helicopter Ambujance Services.

8:40-2.3 Certificate of need required
(a) According 1o Chapters 136 and 138, P.L. 1971 Heaith Care Facili-
ties Planning Act, N.J.S.A. 26:2H-] et seq., and amendments thereto, a
heaith care facility shall not be instituted, constructed, expanded, or li-
censed to operate except upon application for and receipt of a Certificate of
Need issued by the Commissioner.
(b) Application forms for a Certificate of Need and instructions for
completion may be obtained from:
Review and Comment Program
Division of Health Planning and Resources
Development
New Jersey State Department of Health
CN 360
Trenton, NJ 08625

8:40-2.4 Licensing requirements
(a) No person, public or private institution, agency or business con-

cern shall provide Invalid Coach Service or Ambulance Service until the -

Supp. 4-15-85 ) 40-8
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8:40-6.31

based on scenarios which can be reasonahly expected to occur in the
licensee's service area such as frain/bus atrcraft accident, tornado or other
weather induced accidents, fire or structural collapse ot off-shore sinking.

(¢} The plan shall describe the spec