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Concerned community leaders need to know . . .

The American Medical Association, from te day-to-day X periance
of P00,000 physician members. is aware of the thousands of pacple who
die from sccidenls each yeer. Since 1965, the Assoclation's Commission
on Emergency Medicel Services has lec a national effort 1o upgrade
emergency medical care and reduce the numbsr of nee s accidental
desths.

What happens when a medical emarjency oocurs in your com-
runity?

Concerned community leaders need to know . . .

|5 everything possible done to preven! needless drath or disabillty?
|5 your home town's emergancy care a real, solid iink in the detlvery of
health care?

The Commission on Emergency Medical Services has reviewed the

i of itiae with ized emergency madical services
councils and has sought the apinione of expents from numercue grouns.
Thi cansenaus is thal concsrtad ity-wida actlon is ial 1o
adequate emergensy service.

The Commission, theretare, offars the ioliowing guldelines to ald in
{ha formation of community programs

Each community is, however, B separale entity; the agencies, the
wolunlary argenizations, the resources availzblae, the primary problem
areaa are seldom identical in two commurities. These, therafore, are fruly
“guidelines”, not hard-and-fast rules. They are starting paints, aubject to
change 1o mesl individual situations.

The Commisslon beligves, however, that tiey will bs of assistance in
maating & very rezl national prablem.

I, E. Hendrysen, M.O.

Chairman

Commission on Emergency Medical Services
American Medical Associaton



Letl's define terms . . .

Websters defines “ o ¥ 88 “Bn unf En i of
circumatances which calls for immediale action”. In the contest of meci-
cal services. the emergency can be of any magnitude, fram the single
traffic casually or cardiac arrest to the mess victims of a firs, 2n explosion,
or a hurricane.

A guad emergency medical services system will be capabla of mar-
shalling the nocessary health resocurces available in the community fo
maet such emergenciea. whatever thair magnitude, Once the basic EVEA)
capable of meeting the smaller, day-lo-day les iz established
&nd operaling, it ia primarily a mattar of phasing in more communily re-
sources when fhe number of casualtiea increasss,

There are four basie componants to a good EMargency cars systam:

{1} Broad-basad treining, for on-the-apot st aid;

(21 A communications system which assures profmpt responae to the
hagd;

(8) Well-equipped emergency vehicles, stalled by emergency medi-
cal tachniclans—ambulance, trained 2nd equipped to provide all
necessary life support at the sceng and during transportation:

[4) High quality emergency care facilities, stalf and aguipment at he
hespital level.

In addition, these tour basic should be B
v\jorlking together toward the single goal of quality care for the BMErgancy
wigtim,

Obviausly, many communities today fall short of thess standards, The
reasans are leglon: failure in any one of the components, fragmented
=fforts, lack of coordination, public or private apathy.

Equally obvivusly, the first step in developmant of an BoEqUALE mar-
gency medical services eyatern Is 10 sscure the cooperation and involve-
ment of all approprizte community agencles and healh fecillties,

Ta these lour, tharefore, must be added another;

{5} & community council or emergency medicel services council to
bring togather the leaders providing such care, for planning, adu-
cation, and funding,

The following guidelines, sccardingly, deal firet with the establish-
ment of the smergency medical services council, and then with the varioua
stages of developing the system or improving an existing one.

I. THE EMERGENCY MEDICAL SERVICES COUNCIL

In all action programs, thers |s an Innovator, & misslonary-—an indi-
widual or group involved—the man or men who see the urgency of the
program as & personal responsibility and devots thair time and snargy o
gatting it under way.

Whowver this initisting force mey be, howaver, he muat realizs that
&n emergency care system will not wark unless the organizations, agen-
cies, and facilities which must contribute to the system are involved In the
planning.

The primary role of this leadership group sheuld, thereiore, be the
eetablishment of a fact-finding, planning, coordinating, and acvisory
council oroadly based in the community.

THE COMMUNITY-—There are no hard-and-fast rules for sstablishing
the geographic boundaries of the emergency syslem, Il may encompass a
relropelitan area, a county or a region, depenc ng on population daneity,
trace and hospitalization pattermns, palilical or natural boundaries,

Groups and agenciea auch aa local medical societies, professional
cammitiees an frauma, on disaster medical care, or on sutomotive safety
have long been active in the imp of lacets of care.

Mary axisting prag heve potential or actual emer-
aency carg | ive healih ragional medical
programs for heart, cencer end stroke; rural and migrant heelth programs;
ani others,

While it will be clear fo the council organizers that many of these
planning groups, professional committees, and programe should be in-
valved in the councll struclure, it may be less clear at first that their re-
spactive geographic limite should elao be explored.

Frequently, the “‘community” served diffars with the organization or
program involved znd mey encampass & neighborhood, 2 ¢lty, a county, or
a larger region. A functional community. for the purposes of the emargan-
cy medical services syslem, can only be defined at the local level. Initially,
ite geographic bounderies nead not be tully spelled out,

be made to include representation from existing planning groups, profes-
sional committesa, or programa serving the community and involved in
planning health services, particularly those with participeting interaata in
the field of emergency care,

Essential 1 the succass of almost any cauncil, however, 1S represen-
tatlon of three main groups: the providers of haaith services: public agen-
cigs involvad with health and salely; and communily leaders.

A, Providers: Included in thia group should be the local medical
sociely or socleties, hospital administratora, nursing groupe, am-
bulance services, and local chaplers of voluntary health ergani-
zaligns.
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BE. Public agencies: This would include fire end police depart-
ments, health departments, including the medical examiner or
coroner, health planning agencles, and local government,

C. Community lesdera: Here would be included representativea of
civic and eervice clubs, traffic and highway safety groups, fele-
phona companies and public ulilities, and generaily, any groups
which would have an interest in emergency care and which could
atrengthen the council or increese community suppoart and in-
wolvement, including the news media.

it should be noted here {as elsewhers in these guidelings) that the
ligting is by no means all-inclusive, nor can it be the szame for all commu-
nities. If is intended as a starling poirt or & check-lisi.

For examale, the school syslem might have a role in the teaching of
firat ald: any major industry or employer in the community hes 8 vital
interast in gency cara; i i have an inter-
ast both in prevention of accidental injury and in the cost of emergency
care, In rural areas, farm organizetions may be involved. Soma women's
organizatione can play a8 major role in 'selling” tha program ta the com-
munily. The American Natlonal Red Gross has a definile role,

Singe communication plays & major role in an effective emergency
medical ssrvices systam, it will also be important, fo invalve in the plan-
ning boln technlcal experts and decislan-maklng executives from the
communications induatry.

ORGAMIZATION GF COUNCIL—The first guestion is whethar the
council is to be an l ion ar & ¢ i of a pre-
exlsting organization, There are edventagee to sach approach.

Ne sp=cific patiern is recommended ior organization of the council,
but several different patlerms have emerged. In soma aress, the councll
Itself is & comparatively small body, representing a limiled number of

1

agancies with primary r ibility in the ituat E:
the madical society, hospital adminisirators. police and fire departments,
medical technlci ith the I+ I

[those with a leas direct intarest in actual provision of services) in an
advisory capacity.

Sometimes the councll [tselt is large, with twenly to thirty agencles
repreaented, but with most action teken by subcemmittees, perhaps one
in each of tha four basic s, Ished with council app 1.
Often there Is a small committee or board of directora, which s respon-
aible for day-to-day decisicns.

While it is ial that a ¥ i be drawn into the
council's planning and operations, it alsc aeeme preferable that a full
council represanting all these sgencies should not become invelved In
e minutine of such operations. The logistical problem of gathering
repregentatives from thirty or forty agencies together st one time and
place. at ragular intarvals, and of cbiaining agresment on agenda items
4

within the limits of usual mesting times milltales against such & method
and lor some form of dividing up the work among smaller groups.

Many zpproaches are possible: technical advisery committees ta the
council or the app of certain rep ) a3 ity
ta the counclt, dealing anly with specific areas, Here again, he reeds and
resources of the local community will tend 1o defing the structure of the
council.

Ih essence, twa points are imporiant: thal all interested agencies
have an cpportunity to contribute to coungll deliberations; and that the
council's operational struciure not becoma too unwicldy for action.

The pesential compromize may be to inltlate the council with & small
group of those people experf in the provision of emergency services and
to subzequently enlarge the council frem fhis.

STAFFING—The iype of statfing nesded, and the amount of staff lime
invelved, will alse depend on the community and the scope of the plan-
ning. The organizing members may perform staff funcilans themaaives
ar, if the council iz organized under tha segis of a community Brganiza-
tlan or a planning agency, some of the agency's stafi may b delegetad
1o perform clerical functions for the council

The council organizers should recogniza thal there may come a point
at which aome full er pan-time ataff may become essential for such teske
&k collecting dala cancaming the inventary of current emergency BATVICOS
or collating data provided by member organizafions,

Such censiderations should not delay inltiating the councll, The moat
important thing is 1o get started] 1f the council is initially argenized as a
committee of the county medical socisty, or of the mayor's office, or af
the public health olficer's offica. or of a community sarvice organization.
much can be accomplished with no staff except for the membera and their
own offices.

FINANGING—Stalling ions lead {0 financing g Projects
undartaken will cost money, even though cash outlay may be significantly
reduced by conation of services &nd meefing space Dy membars of the
council.

A number of sources of financing are avaeilabls. In addlilan 1o con-
tribulians frem mamber organizations, some councils have recaived finan-
gial support from local clvic or marvice organlzations. Othar community
resources inciude local industry, labor organizations, foundations. Many
servlees will be at least partially self-supporting, on a fee-fo ice basis,

Governmant programs of the Deparirment o1 Transportation’s Highway
Bafaty Bureau and of the Departmen! of Health, Education, and Walfars's
Gommunity Health Service, Heaith Facilities Planning and Construction
Service, and Regional Medical Programs are potential sources of tunding,
as are funds allocated for arsa-wide heelth planning. In some areas of
Appalachis, redevalopment funds or OEQ grarts may apply. HEW's Divl-
sion of Emergency Heslth Services has Iralning matarials and technical
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sesiatance available. (I should be recognized thal changing Fedaral
budgetary pressures aflect the amcunt of governmental funds available
for the program.)

MEETINGS-—A regularly scheduled meeting of the council s recom-
mended, preferably on a set day in each month, especially during the
arganizational and planning stages. 1o preserve the Impetus given by the
faunders, These should have planned agendas—perhaps proposed schad-
ules for the communily survey or progress reparts from groups conducl-
ing fhe survays. Subcommitiees may mest more frequently, being emaller
and better able o arrange this, depending on individusl tesks sel them.

Il. COMMUNITY EVALUATION

With the emergency medical services council Initiated, its first taak
shauld be to survey the current stalus of emergancy medical care in the
community, &5 a basis for identifying areas where improved coordination
is hoeded, as well a3 areas where gape in emergency rescurces sxist.

In essence, this survey consists of two separats studies:

(1) A survey of the current need for emergency medical care; ang

(@) A survey of the peoply, faciiities. and equipment currantly ran-

dering such cars.

Survey of nesd lor emergency care: includes a slatistical analysis
of the number of people requiring emergency care in hospital
amergency departments (and by prlvale physicians. if the data is
available) ane the number raquiring ambulance fransporfation.
Mal enly is he numoer important, bul also the ages (padiatric vs,
adults), ypes of problama (injuries, psychlalric, boart attacks),
and the time of day [day vs. night} and week (weesday va. weok
end) involved. How many emeargency viclims die bafore reaching

Currant amargency sysiem: as noted in the Intro-
dugtion, 1he faur bagic components of a godd emergency care
system ara:

(1) Broad-based training far an-1he-spot first @id;

120 A communications system which assures prompt responss
o the need;

(31 Well equipped emargency vehicles, staffad by amergency
medical leghnicians—ambulance, trained and equippad
to provide all necessary life suppon at the scene and
during transporation;

4} High quallty erergency care facilities.

Accordingly, these four also provice the basis for eveluation of cur-
rant community efforts 10 handle emergency situations.
&

In general, the type of information which the councll should acquire
concerning these four components is as follows:

(1) FIRST AID AT THE SCENE: The extent fo which American ha-
ticnal Red Cross first aid treining, or 115 eguivalent, is made
available to all segments of the public, through Inclusion in the
curriculum of elementary and sacondary schools, in adult pro-
grams. and in industrizl safety programs; the extent to which
advanced first ald training is required of police and fire per-
sonnel, aven though nat directly invalved in ambulance service;
end the extent to which the public has actually acquired such
training.

EMERGENCY COMMUNIGATIONS: The capability of present
emergency communications systems o provide, on a 24-hour
basie, two-way voice ication betwesn =l va-
hicles and facilities and bolwean law entercement agencies and
other agencies involved In emerqency ssrvicss: to provice cen-
tral dizpatching for emergency vahicles and personnel; and to
handle major ss well as individual emergency situations, Aller-
nate arranfements in case of pawer failure. In addition, the ays-
tern through which the individual petient seeks help—such as
that provided through use of the single emargency telephane
number (8111—should be reviewsd.

TRANZPOATATION: The equinment of embulances, In compari-
|on with ifien by Lhe i Callege of Sur-
geons and the Matlonal Ftessan::h Caouncll; the number of trained

madical hinl bulance ilable for each
\'Bhlc|a to provide emergency care al the scene and during
transport. and amount of training such technicians have re-
ceived: the lraining in emergency driving required for drivers
of such wehicles [all should avail themselves of the defensive
driving courses of the Natlonal Safety Gouncil); the number of
such vehicles available for 24-haur emergency service and the
number availeble anly parl-ime, and their locatlons in the cem-
munity ta be served. The degree of coeperation between various
agencies providing sech service and thelr availability to the
entlre geographic communily should alsn be reviewed, What
records are keptT OF the sbove, e mos .’mvnﬂdn? facet is the
training of the 2] ¥ medizal o
rander lile support at the scene of the emergsncy end in transis,
EMERGENCY HOS, L FACILITIES, STAFF. EQUIPMENT:
Emergency departments should be evaluated in terms of facili-
fies, staffing, equipment, and geograshic location; the types of
emergency the facility can handie; current community mecha-
nisma for determining the facility 1o which an emergency cass is
laken: and arrangements for transfer of the patient to a more

T
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appropriate facillly, Within the facility, evaluation should be
mace of the metheds used 1o diatinguish nonurgent cases from
e emergencies and lor seperating the lwo types of care so
that the emergency facility remains avaliable for emergencies:
the availabilly of poisen control data to the fac he evail-

ability, In addition 1o customary emergency services, of psy
chigtric care; and the adequacy of medical records
On BMergency care.

This survay of the current stalus of carg in the

is pssential to any realistic planning for the future, and its importance
should be clearly recognized by the councll members since, in at |=ast
some inslances, it will be the adequacy af their cwn services that the
councl membars will be reviewing, One advantage of having all providers
ol emergency services repreaented an the councll is that it facilitates the
gathering of this information. For this reason, an intensive eflan should
ae made 1o have all local community hospitals invelved In the council's

Tr‘c Impartance of this survey should also be recagmized beceuse it
can, cepending on Ihe size and comolexity of the community and ihe
number of services invalvad, be a process lasting several months.

Mot only the size of the community afiects the length of the study,
but zlac the facl 1nal, 10 be effective, it must concem itsalf with tn_c han-
diing of emergency situations as it actually exiasta in the community, nat
as 1t may appear "on paper”. The community may have & seemingly
quate program ch exists only in theary,

To give P fram ion of tha faur con : The
‘\r‘h')cls may include fikst aid training for children and ad..lts but how
marny indi la have actually ] jon? If there |s & uni-
versal emergency felephong number, how wall is il known; how often is
It used in reporling emargencies in conlrasl 1o other methods ? Amillance
sarvices may have standards Tor attendants” training which are satisfac-
tory, but how many ol the attendants now on duty actually maei those
standards? Hospitel emergency rooms may be theoratically preparsd
io trpat emergency cases, bul how many arg adeguately staffed and
equipped?

Regardiess of the time involved, obtaining factual informaticn In thaae
four areas is the esaential first step in council planning.

It should &lso be recognized that this type of survey is not a “one-
time thing"”, bul shauled he a continuing activity of the council, Gnee the
initial is d. the situation in each of the
four should be af regular Intervals to identiy
bath improvemants and still-existing paps ar defects in the service. Such
evaluations serve & double purpose: they provide the councl with infarma-
tion needed to plan further improvement in the service; and serve a8 a
stimulus o the varlous agencies providing the ssrvices to keep them at
as high a level as poesible.

8

EVALUATION REPORTS: Ag indicated in the saction on organizing

a councll, it is recommended that council subcommittess for the four

be ghven Ihility for actually ing these surveys.
and that reporta on their progress be presented at the council'a monthly
meetlngs. | this way, not only will the subcemmittess be encouraged
to keep the raview under way more than if they are glven a set deadline
for presantation of & final repart, bat also the council will be eble to iden-
tify reare rapidly the problem arsas bath in thz current emergency care
aystem and in the survey ing data praviously omitted and
matheds for obteining better nuonena ion fror those surveyed.

These suggusted arcas of investigation ara given primarily to indicata
the need for continuing investigative activity in the four companents after
the initial review ie completed. Both tha initiation of sugoested arses of
study and the galhering of dafa. onee the courcil appraves such a study,
ahould be a regularly scheduled ‘supcommities activity,

Hl. PLANNING FOR BETTER EMERGENCY CARE

The surveys provide the basis for planning and might well be com-
piled with ocwerall plans for the future in a "White Papar” on the present
and proposed future of emargency medical sarvlces In the community.

Az noted in the introduction. & good emergency medical services
sysiam is capable of marshalling the health resources essential to meet
the medical emergency, whatever its magnitude.

Ideally, whan an emergency—a traffic aoaident. for example—acours,
tha saguence of events should ba:

1. Approprlate first-ald measures are inltiated and an cbaerver calls
the universel emergency number (211) for halp;

2. The call is transmitled to the emergency medical services dia-
patcher, who gets the essential data concerning the accident:

3. The dispatcher calls the nearest availetle emergency vehlcle sta-
fion to render emergency care and transport the accldent victim,
celle the police for traffic control, and the fire etation in cass of fire;

4. Tha ambulance arrives promptly and i tramad. pursonnel cvaluale
the Injurles, provide v an-site care, Incl &l
life aupport, end radio the dispatcher to find out the nearest hospital
with space and appropriate facilities; records of injuries and treat-
ment are hegun;

5. As the smbulance lsaves the scene, tie diapatchsr nofifies the
hospital that it is an the way;

& En route, It not earller, the emergency medical b
lance mekea radio contact with the hospital emergency physician
an duty, reporting on the patient's condition and receiving furiher
inatructions for care during the trlp;

7. At the hospital, the ambufence iz met by 8 physician, the patiant
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and 1he records are transferred 1o the hospital, and all the staeff,
supplies and equipment necesaary for optimal suppert of tha patient
are mobilized in his behalf. Such a staff and services should be
available 24 hours a day—seven days a week,

The community evaluation should ingicate to the council whaere its
awn community services hori of this ideal. The planning process then
bagine with the identificaiion of short-range and long-range improve-
mants: hose which can be inltlated simply by better coordination and use
of existing resources, and thoss which require creaticn of some new
resource.

Agaln, the areas for impravement come under the four basic com-
ponents praviously listed. How can youngsters and adults be better trained
in basic first aid, and how can madizal I 1hulancs
be |ra|ned to give better on-the-scene emergency cere? How can the

ions network be i to pravide guicker notification of
pmergency silualions, ouicker dispalch of emergency vehlcles, quicker
assignment of the patient 10 the maoat appropriste hospital. end adequate
cemmunication with the Fospital emergency deparlment physician while
fhe patlent Is en route? How can standards for ambulance services be
improved, both Bs 10 the equlpnent of the vehizles and &= to the training
af ol madical i 7 How can hasplital emer-
gency depariment servlces be Improved ?

Tha fellowing recommendatione, based largaly on the American Med-
Ical ion's 1967 Canference on y Medical Serv =, but
updated in the light of |ater information, orovide general planning guide-
lines for the four companents of the emergeney system. To seme exlent,
these recommendations alse form the basis for the earlier suggestions for
evaluation of the community's currant system.

A. FIRST AID AT THE SCENE

1. All sagmenta of the public should be trained In American
Mational Aed Cross standard firet aid, or its equivalent.

a, Training should be part of the curriculum of elementary
and eecondary echoola.

b. First aid training should be sncouraged for adult pro-
qrams.

. Mensgement and lsbor should include Red Cross or
aguivalent standards as part of ite indusirial safety train-
ing program,

2. Raview of first aid, the fundamentals of emergency medical
treatment and 1he appropriate rale of allied health profes-
sionala should be an early pert of medical, dental, and nurs-
ing schoal curricula.

3. Advanced first aid training should be requirad for all police
and fire parsonnel.

g oal v Ddparindrt g Camaini i Jias, 52 WO Okietrn
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4. Local medical societies should offer advice to local Red
Cross chaplers, police and fire academies, and any clher
parties invalved in feaching first zlg,

COMMUMICATIONS

1. A stugy should be made of svailable infarmation on axisting
Bmergency communication sysiams relating to urban and
rural areas, Information ahould include:

#, Dataon cost
b, Bistances invelved
©. Installation time and cost

d. Controls

-]

i

Equipment
Perindic investigation

2. Emergency communications should include, but nol be lim-

ited to. the fallowing 24-hour cepetlity:

B Ta provide the avallability of a single emergency tela-
phore number (the 811 cancepl);

b T provide central dispatching:

. To dlirect bwo-way ion between
wehicles and emergency fecilities;

d. T have flaxibility to handie emergencies of any magni-
fude;

& To provids two-way commurication between physicians
and emergency facilities;

1 To provide two-way communication with law enforoe-
ment agencies end other agarcies charged with amer-
gency services,

. TRAMNSPORTATICN

1.

Spacifications of 1he American College of Surgecns and the
Maticnal Reeearch Councll for minimum eguipment for am-
bulances should be accepted. with certain additions, inglug-
ing antidotes for poison;

2 Ewery ambulance should kave al least two amergency med-

“

ical tachnicians-ambulance availekle for on the scene care
and garg en route to the hespila. Technicians should be
given baslc emergency care tralning in courses taught by
physicians at the community level, with advanced first sid
tralning required aa & prerenuisite. Annual refresher courses
should be glven,

Cugrsua in defenslve driving, such a3 those belng conductad
nationwide, should be required for all personnal driving
amergency vehicles,
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4, The madel ambulance ordinance should be endorsed and
pramuotad,

L Occupation of emergency madical technician-ambulzncs
should be develeped 1o & “career status” 1o enhance effec-
tiveness. fecruitmant, and stability.

6. Study should be made of the feasillity of using a mulii-
purpeas helicopler service in transporting the il m’:d injurad,
both in urkan and reral areas, especially in moving emer-
gency palignts fram primary to spacially hospisals.

. EMERGENCY FACILITIES

1. The cammunity's emergency depanments shauls ba uval_u-
ated in terms of tacilities, servicss, and parsonum!_wqh
emphusis on the importance of the immediata avallability in
the emergency deparment of skilled physiclan care. Con-
sideration snould be given to the concept of emergency
= ion ar qorizetion at a oo ity level, based
an the type of medical care that can be rendered. Standards
should be establishod gaverning the transfer of patlenta to
ather emargency facliities when necesaary.

2. Mew patterne of mecicel care. especially in tho emergency
cepartment, emphasize the need for separation of the non-
wrgent patient from {he frue emargency. Altsrnative facilities
Jor the care af the non-urgent patient should be developed,
whather It be in hospilal outpatient clinles, group practice
eilnics, industrial elinics, private physicians’ offices, or other.
The design of emergency depertments and services shaould
e such that they couls be rapidly sugmenied for maes
casualtios.

3. Every emergency department should have a poisen contral
canter or immediale accese to one cperating under the
standards of the Amsrican Associstion of Poison Gontrol
Ceners.

4. Mare emphasis shiould be plaged on recagnition of pf_;ychi-
atric emergencies and the role of the phychialrist in the
emergency department,

5, Emargency department records should become a par? of the
unit record system of the hospital and evalusted using the
same slandards employed elsewhare in the hospital,

& A commitiee of the hospital medical staif should be respon-
sible far the continuous review of the emergancy department

Brvice qui 1acilitiss, p and record

as to assure optimal madical care.”

T. A mechanizm should exlst o permit perodic roview, by
phyeicians, nurses, and medical fechnicians-ambulanca, of
the camalleations and fatalities sxperienced during e pravi-
ous week or menth,

SHORT AANGE PLANNING.

Essential to elfective health care planning, becausa of the cost of
tructing and ippi | mew faciities, Is Wl and efficient
use of existing facilitivs as preliminary to edding new rasources.

In emergency care, deflclencies are often due to lack of planning,
lack of coordination, and lack of any central point ta pravide the coardina-
tion. Many communities already have the facilities, the perscnnal to pro-
vide improven care; the council's first rale is 10 provide the facus Tor
conrdination of these reaources.

While improvernents are wsually possible within all four areas, il
remains a truiam In emergency care ihat “deliverate speed 15 2
—speed in reporting the smergency, spead in gatting an emergency
vehicla to the patient, and speed in providing he i
Treatment.

Clearly, thls speed will be dependeni upon the communications nel-
work, and particulerly upon the existence ol & contrnl center for all
amergency silvations. Lack of a single agency to which all emargency
medical calla can be routed, with the ility of the
wehicle nearest 1o the scene of the accident and routing it to the nearest
emargency facility with the necessary aouipment, persannel, and space—
this lack can bae the single greatest factor in delaying cars.

Accordingly, establishment ol such a dispatching center may well b
the first major addifion to be contemplated in the community's emergency
medical service system,

LONG RANGE PLANNING
Under the head of long-range planning will coma such mattera aa
d service, helicopler use where justibod, improved
communication equipment. new training progrema far ambulance person-
nel, the public, and health professicnals generally, improved ordinances
goveming emargency vehicles and other facats of the emargency system,
and p For largs I g ics. Some h itals may desire
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o close thelr emergency depariments, others to upgrade theirs s part
of a community-basad plan,

“Shon-range’ and “long-range” are only relative terms. The “short-
range’ planning outlined here is “short-range” only in the sense that it
takas pricrty in planning, and consists primarily in tnaking batter use of
exrisling resources; It may take months, er Gven years to bring o fruitkon.
The “iong-range’ planning has no terminal point—there is unliksly to be
any paint of fime at which tha council can say ita work i3 complete z_ancl
the system is now perfectly capable of meating any and all emergencies.

The community changes, the health facililies change, the emargan-
cies change, &nd the council musl be prepared to change the smergency
system accordingly. The first step—bringing the interested parties fo-
gether in a councit ta atack this unending problem—may well be the most
important
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