Rural Health Policy Briefs

Rural Emergency Medical Service System

Emergency Medical Services (EMS) are an intricate and important component of the health care
system that includes injury prevention, pre-hospital care, emergency in-patient and out-patient
medical care, and rehabilitative care. EMS was initially created by the National Highway Safety
Administration to reduce traffic-related deaths and has been found to reduce human suffering
and to save lives (Mead, 1998). The primary goals of the EMS system are to provide immediate
medical assistance at the scene and while in transit, provide rapid transportation to a medical
facility, and to have a coordinated tier level of hospital care so the most seriously injured or ill
are quickly triaged to specialized facilities while the less severely injured or ill are cared for at
less specialized facilities. The Division of Emergency Health Services (DEHS) is the lead
agency in North Dakota responsible for developing and maintaining statewide programs which
address pre-hospital care. In rural and frontier areas, EMS plays a particularly crucial health care
role.

The average citizen will require ambulance services at least twice in their lifetime. Delays in
receiving care in sparsely populated areas put citizens at greater risk of injury or death than those
in urban areas. EMS services are difficult to deliver to dispersed populations in a quick manner.
The development of effective EMS systems is crucial to the health of rural residents. The
decreased access to local primary care services for rural North Dakotans results in a greater
reliance on local emergency medical services squads for health care provision. Rural hospitals
have struggled to survive a declining and aging population base, fragile rural economies, and
competition for health care providers from urban hospitals. The downsizing and closure of rural
hospitals have placed an increased burden and demand on local ambulance services. In a study of
rural hospital closures in North Dakota (Muus etal,1995), the primary concern of rural residents
was access to care, particularly access to emergency care.

Evidence indicates that rural EMS is experiencing significant challenges. EMS in rural areas has
not achieved the same level of sophistication as in urban areas. A study of rural EMS conducted
by the federal Office of Rural Health Policy cited four reasons for the less advanced care of rural
EMS: (1) sparse populations covering large geographic areas make the cost of providing EMS
care more expensive; (2) state and local governments in rural areas have diminished capacity to
fund programs through taxes; (3) struggling rural economies often have difficulty maintaining
public services and responding to change; (4) rural communities do not have the volume and
profit potential to operate private sector EMS services when the public support system is absent
(ORHP, 1990).

North Dakota EMS Providers

North Dakota's EMS system consists of several components: quick response units (25); rescue



units (68); ground and air ambulances, including 142 surface ground ambulance services;
dispatch centers, radio communications, and EMS personnel.

Rural EMS is highly dependent upon volunteers and that volunteer system is stressed. Few small
communities have a paid, professionally staffed ambulance service. Over 90% of EMS providers
in North Dakota are volunteers. More than 5,000 EMS personnel respond to over 30,000 calls
per year. Most volunteers work full-time in non-health related positions in the community. The
typical volunteer is committed to the community and is often over-committed with school and
community volunteering. The number of volunteers is dwindling and communities are hard
pressed to replace volunteers. In the 1970s, the average squad numbered 30-35 people. The
average squad in the 1990s has declined to 10-15 members. As the ambulance squad members
age and retire in rural areas, there is no one to take over.

There are significant barriers to overcome when relying on volunteers. Two-income families and
busy life-styles leave little time for home and volunteering. Often calls come at inopportune
times: family gatherings, holidays, and night time. Employers are often not supportive of
employees taking time from work to be involved in emergency care provision or training.
Volunteers donate their personal time to emergency care and are often expected to be available
24 hours a day, seven days a week. The amount of time needed for training is a deterrent for
many volunteers. CPR certification of four hours is required just to drive an ambulance.
Although the time involved in training is considerable, there is a consensus of providers not to
lower the training levels or standards (Fehr, 1999).

In small rural communities there may be less than one call per day. Not only does this low
volume of call result in financial difficulties, but personnel have difficulty maintaining
specialized skills. Rural ambulance units can simultaneously be forced to deal with two
conflicting problems: 1) "Burn-out™ where too few health care providers are asked to do too
much; 2) "Rust-out” where due to the limited number of calls, some technical skills deteriorate.

To better understand the EMS system, it is necessary to recognize that there are many different
levels of providers.

First Respondersnvolves 40 hours of training by the Department of Transportation in basic
first aid and stabilization techniques for patients until EMS arrives; certification is issued by the
state Department of Health; recertification is required every two years; are eligible to serve in
quick response units and rescue services.

Advanced First Aida nationally recognized 54 hour curriculum through the American Red
Cross with a completion of written and practical exams; recertification is required every 3 years;
qualified personnel serve on quick response units, rescue squads, and ambulance services.

Emergency Medical Technician-Basic (EMT-8)10 hour course utilizing the U.S. Department
of Transportation curriculum with a national written exam and state practical exam;
recertification is required every two years; personnel serve on quick response units, rescue
services, and ambulance services




Emergency Medical Tkaician-IntermediateEMT-1): must be an EMT-B and attend an
additional 100 hour training in the U.S. Department of Transportation curriculum utilizing a
national written exam and national practical exam; licensed through the N.D. State Board of
Examiners; specialized training in advance life support techniques but not to the extent of
EMT-P and usually requires a direct physician order to perform advanced level techniques;
recertification required every two years

Emergency Medical Technician-Paramedic(EMT+R)ist be certified as an EMT-B and are
trained for 1000 hours inthe U.S. Department of Transportation curriculum; trained in advanced
life support and usually perform these skills under standing orders from a physician; certification
by the National Registry of EMS Standards after successful completion of national standard
written and practice exam; recertification required every two years; serve on quick response
units, rescue services, air and ground ambulances

Ambulance Licensure

Two levels of ground ambulances are licensed: Basic Life Support (BLS) and Advance Life
Support (ALS). BLS services provide non-invasive forms of medical care (e.g. CPR, oxygen
therapy, control of bleeding, splinting, and immobilization). ALS services may perform certain
invasive forms of medical treatment (e.g. defibrillation, endotracheal intubation, intravenous
(1V) therapy, and medication administration).

Funding

Until the last decade, the federal government has been a vital source of funding for EMS
development. Over the past ten years, there has been a shift of fiscal responsibility to the state
and local governments. Stable, dedicated funds are needed to provide support to the ongoing
core functions of the EMS program. Those core functions include the revision of the standards
for EMS services including minimum equipments, personnel and availability; training, testing
and certification standards for personnel; coordination of the overall system including data
collection, quality improvement systems and system policies; maintenance of trauma systems
and the distribution of training and equipment grants. These are outlined by the Department of
Emergency Health Services.
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