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INTRODUCTION

This report, prepared by the Health Systems Researcn Center of
the Georgia Institute of Technology, prasents an independent review and
evaluation of Year 02 (1 July 1976 - 30 June 1977) program activities
of Metropolitan Emergency Medical Services, Inc. (MEMS). Such an evalu-
ation is mandated by law for those EMS systems receiving support under
the Emergency Medical Services Systems Act of 1973.

Consistent with the HEW Program Guidelines for the Act, this
report provides a descriptive evaluation of the 15 system components
enumerated in the Act under Section 1206. The components are examined
with respect to the following:

® System resources, capabilities, and performance prior to
Year (2.

¢ Interventions in the system occurring during Year 02.

® System resources, capabilities, and performance at the end of
Year 0Z.

® Recommendations for future activities.
In particular, the report compares Year 02 project accomplishments with
specific project objectives as they are stated in the MEMS Continuation
Project grant application of March 1976.

Information for the report was obtained through site visits,
interviews with MEMS and other personnel, and through the examination
of project records, reports and grant applications. Although not
limited by MEMS personnel, who were most cooperative in providing avail-
able information, the scope of the report was necessarily limited by
thne financial support made available for the evaluation itself, and by
the scarcity of useful data required for a more thorough assessment of

the progress and impact of MEMS.



EMSS COMPONENTS

In this section is a descriptive evaluation of MEMS Year 02
activities as they relate to each of the 15 system components enumerated
in the EMSS Act of 1973. For each component, system resources, capa-
bilities, and performance prior to Year 02 are discussed under "Pre-
Year 02." Year 02 interventions, system resources, capabilities,
performance, and recommendations are discussed under "End-Year 02."

Preceding the discussion of each component is the appropriate
excerpt from the Act. Following the discussion of each component is
a parallel listing of specific project objectives as they are stated
in the MEMS Continuation Project grant application of March 1976, and

actual Year 02 accomplishments.



Manpower

An adequate number of health professionals, allied health pro-
fessionals, and other health personnel, with appropriate training
and experience.”*
Pre-Year 02
EMS manpower status and needs were well documented. The level of
manpower resources indicated that the Atlanta area had access to adequate
manpower to achieve an effective level of emergency medical services. Al]l
of the approximately 350 employed ambulance attendants had successfully
completed, as a minimum, the 125-hour emergency medical technician ambu-
lance course offered by the State in compliance with the Department of
Transportation's EMT standards. There were approximately an additional
770 firemen and policemen in the Atlanta area who had completed the
State's EMT-ambulance course but were not employed by area ambulance or
fire department EMS providers.
Although disaster drills had been held on a local basis, no
system-wide disaster drill had been held, and the capability of mobi-
1izing and assembling adequate manpower to meet the medical requirements

of a disaster had not been demonstrated.

End-Year 02

MEMS has not been continuously aware of the system manpower avail-
able to provide routine manpower services. In preparation of the MEMS
Continuation Project grant proposal of March 1976, MEMS surveyed system
manpower, but has undertaken no efforts since then to monitor system

manpower. There is no computerized information management system as

*At the beginning of the discussion of each EMS component is
the appropriate descriptive excerpt from the EMSS Act of 1973.



such, and MEMS did not collect weekly perscnnel logs from ambulance
providers. Because there were no procedures for continuously monitoring
manpower Ievefs, manpower information reports were not supplied to pro-
viders. No objective determination of areas of under- or over-utilized
manpower could be made, and no action to‘address manpower needs was
taken.

The MEMS orientation toward manpower has been that there is no
manpower shortage in the Atlanta area, and that no perceived shortage
of service could be traced toc a lack of manpower. MEMS has operated
under the assumption that, because State law requires that every
ambulance have two EMTs, any ambulance dispatched by a provider con-
tacted by MEMS will be properly manned. Thus, each provider in the
MEMS system has been expected to monitor its own manpower needs. It
should be more clearly determined exactly what agency is to monitor
ambulance staffing, in what manner this is to be accomplished, and how
MEMS is to be involved.

MEMS has not demonstrated that it is capable of mobilizing or
assembling manpower to meet the medical requirements of a disaster.
Although the major area hospital and civil defense disaster plans were
obtained and reviewed, available staff reserves were not identified
or verified. Manpower reserve data were not incorporated as such into
the disaster plan. The area disaster plan accounts for reserve man-
power on an as-needed basis; i.e., in the event of a disaster, area
components will be asked to identify reserve manpower if normal |
levels of manpower are insufficient. Alerting procedures to inform
on-duty ambulances, hospital emergency departments, public safety,
and civil defense agencies have been developed, but these procedures

do not include specific procedures for mobilizing reserve manpower.



Because MEMS did not conduct a disaster drill to test manpower mobiliza-
tion, there has been no indication of how MEMS and system components
would react in the event of a disaster requiring manpower beyond

normal, on-duty levels. MEMS did participate in the two "Big Bird"
disaster drills at Hartsfield International Airport (the second was

in July 1977) and the Paulding County airplane disaster (November 1976).
As a result of the two mock disasters and the airplane disaster, MEMS
did participate in, comment, and review system mobilizations.

To be "continuously" (and truly) aware of system manpower may be
an overly ambitious undertaking for any EMS coordinator. Given the
relative stability of a large EMS system's manpower capabilities, it
is unlikely that significant corrective intervention of system manpower
can be accomplished within very short periods of time. Therefore, it
may not be particularly worthwhile to make large investments to con-
tinuously monitor manpower levels. MEMS did a relatively thorough job
of identifying system manpower levels in preparation of the MEMS Con-
tinuation Project grant proposal of March 1976; it may be sufficient
and quite worthwhile to repeat this same procedure on a yearly basis
rather than attempting to update system manpower levels on a weekly
basis. Although MEMS does not have the authority to alter manpower
levels or distribution, a thorough annual survey of available manpower
would be valuable for identifying manpower requirements for potential
disasters as well as "routine" emergency services. Some of the
evaluative measures which would be most helpful in regard to systeé
manpower might include:

1. Number and proportion of fire, police, and ambulance

personnel with specific levels of EMS (e.g., CPR, EMT I,
EMT I1) training.



Number and proportion of emergency department RNs and

physicians with specific levels of EMS training and/or
qualifications.

Number of full-time equivalents of various categories of
emnergency department personnel per 1,000 emergency depart-
ment visits for each hospital.

Number and proportion of EMS system directors, coordinators,
and related personnel who have participated in specific EMS
conferences or training courses.



1.0.0. MANPOWER
Year 02 Objectives Year 02 Accomplishments
1.1.0. To be continuously aware of the system manpower. 1.1.0.  MEMS has not been continuously aware of the sys-
available to provide routine emergency services. tem manpower available to provide routine emer-
geny services.

1.7.1. Review data collected through computer- 1.1.1.  The "computerized information manage-

, 1zed information system, including ment system" contains no manpower
standardized weekly personnel log for data. Standardized weekly personnel
ambulance providers. logs for ambulance providers were not

collected.

1.1.2. Provide information reports to each 1.1.2.  No information reports to providers
provider for their management uses. for their management use were provided

(data unavailable).

1.1.3. Determine any areas of under- orover- 1.1.3. No determination of areas of under- or
utilized EMS manpower based upon above over-utilized EMS manpower was made
data. (data unavailable).

1.1.4.  Work with area providers to assist in 1.1.4. No work with area providers to assist
correcting manpower needs as determined. in correcting manpower needs was under-

taken (data unavailable).
1.2.0. To be capable of assembling adequate manpower to 1.2.0. MEMS has not demonstrated that it is capable of

meet the medical requirements of a disaster.

1.2.7. Obtain disaster plans from system
hospitals.

1.2.2. Review plans to jdentify staff reserves
avaitable.

1.2.3. Meet with individual hospitals as
necessary to verify staff reserves.

assembling manpower to meet the medical require-
ments of a disaster.

1.2.1. Disaster plans have been obtained from
some, but not all, system hospitals,
and some local cjvil defense agencies.

1.2.2. Disaster plans were reviewed.
1.2.3. Meeting was held with Grady Hospital;

however, staff reserves were not dis-
cussed.



Year 02 Objectives

Year 02 Accomplishments

.10.

T

Request ambulance components to describe
manpower reserves.

Incorporate manpower reserve data into
disaster plan.

Develop alerting procedure to inform
components of disaster status.

Develop procedures for components to
report readiness of reserve manpower.

Review procedures with components, and
finalize.

Disseminate procedures to components'
EMS procedure manuals.

Test ability of components to assemble
manpower reserves in a disaster drill.

Review manpower problems observed in
drill.

.10.

LT,

Ambulance components provided informa-
tion on manpower reserves prior to
Year 02, but have not been requested
to update information since that time.

No manpower reserve data have been
incorporated into disaster plan (data
unavailable).

An alerting procedure to inform com-
ponents of disaster status has been
developed.

No procedures for components to report
readiness of reserve manpower have
been developed (no data on reserve
manpower).

No procedures.

No procedures.

No disaster drill undertaken.

No review of disaster drill was under-
taken (no disaster drill).




Training

The provision for appropriate training (including clinical train-
ing) and continuing education programs which (1) are coordinated
with other programs in the system's service area which provide
similar training and education and (2) emphasize recruitment
and necessary training of Veterans of .the Armed Forces with mili-
tary training and experience in health care fields and of appro-
priate public safety personnel in such areas.
Pre-Year 02
There was no apparent shortage of trained EMS manpower or training
facilities. The need for coordinated training among training schools
was not great, since these resources had apparently avoided duplica-
tion among themselves.
No clearinghouse existed in the region for interested individuals
to Tearn what EMS training courses and programs were available.
No organization was actively encouraging the recruitment of

appropriate military and public safety personnel in EMS training

programs.

End-Year 02

MEMS has not acted as a clearinghouse for EMS training; it has
acted only as an informal referral source. MEMS refers inquiries re-
garding EMS training to the Emergency Health Section of the State
Department of Human Resources or to specific training schools, depend-
ing upon the nature of the inguiry or the person's county of residence.
MEMS has not formally disseminated information regarding training -
prodram curricula or course schedules, although it does receive in-
formation period}ca11y about area training programs. MEMS has not

acted to coordinate the scheduling of the EMS training programs in

the area. MEMS has assisted in the development and provision of



training for the new Georgia State University Associate Degree Program
in Emergency Medical Services.
MEMS has not actively emphasized the recruitment of EMS per-
sonnel. As an informal referral service, MEMS refers inquiries re-
garding EMS employment to various providers of care, such as the
major ambulance providers. MEMS has made no formal provisions for
maintaining awareness of EMS job openings for persons desirous of
employment. Thus, MEMS is unable to disseminate such information on
a regular basis.
Although EMS training schools in the MEMS region do not
apparently duplicate their efforts, and persons seeking EMS training
or employment have little apparent difficulty in locating EMS train-
ing schools or employers, MEMS might pursue monitoring system train-
ing in a more active fashion in order to better evaluate system
capabilities and needs. This wouid, in conjunction with monitoring
manpower levels, help establish whether or not there exists a need
for better training program coordination or recruitment efforts. Some
of the evaluative measures which would be most helpful in regard to
system training might include:
1. Percentage of persons enrolled in and graduating during
the previous year from various EMS training courses (e.g.,
CPR, EMT I, EMT II, EMT refresher).

2. Percentage of nurses and physicians enrolled in and
graduating during the previous year from emergency nurse
training courses and trauma care physician training

courses, respectively.

3. Number of all types of EMS training courses offered during
previous year.

4. Graduates of specific EMS courses as a percentage of all
corresponding EMS personnel (e.g., graduates of EMT I
courses as a percentage of all EMTs).

5. Percentage of EMS course graduates who are Armed Forces
veterans.

10



2.0.0. TRAINING
Year 02 Objectives Year 02 Accomplishments
2.1.0. To coordinate training programs provided through 2.1.0. MEMS has not coordinated training programs in
agreements to MEMS, with other training programs the service area; it has acted in a referral
conducted in the service area. capacity only.

2.1.1. Survey training schools in the service 2.1.1.  No formal survey of training schools
area to identify programs with compatible in the service area was made to identify
curricula and training schedules (dura- programs with compatible curricula and
tion of programs, beginning dates). training schedules.

2.1.2.  Establish mechanism for receiving an- 2.1.2. MEMS receives announcements of course
nouncement of course offerings. offerings from the State and other sour-

ces as they choose to inform MEMS.

2.1.3. Disseminate information regarding avail- 2.1.3. Information regarding available train-
able training to system components. ing was informally disseminated upon

request; no formal or periodic dissem-
ination of such information was made.

2.1.4. Work with training schools in area to 2.1.4. No work with training schools in the
schedule training programs to minimize area to schedule training programs was
duplication with other schools and maxi- undertaken,
mize availability to system component
employees, when possible.

2.2.0. To emphasize recruitment of appropriate military 2.2.0.  MEMS did not actively emphasize the recruitment

and public safety personnel.

2.2.1.

Establish routine communication proce-
dures with system components to receive
notification of vacant EMS positions and
to advise components of persons request-
ing EMS employment.

of appropriate military public safety personnel;
it acted only in an ad hoc referral capacity.

2.2.1.

No routiné communication procedures
were established with system components
regarding EMS employment.

11



Year 02 Objectives

Year 02 Accomplishments

2.2.2.

2.2.3.

Establish communication with MEDIHC to
receive notification of persons de-
sirous of employment in EMS and to
notify MEDIHC of vacant positions in
MEMS system components.

Establish communication with area public
safety personnel administrators to re-
cejve notification of persons desirous
of employment in EMS and to notify these
agencies of vacant positions in MEMS
system components. Disseminate infor-
mation periodically.

2.2.2.

2.2.3.

No formal communication was established
with MEDIHC regarding EMS employment.

No formal communication was established

with area public safety personnel ad-
ministrators regarding EMS employment;
information was not periodically dis-
seminated regarding EMS employment.
Again, MEMS personnel responded to tele-
phoned or written inquiries to the best
of their abilities on an ad hoc basis.

el
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Communications

The EMS system shall join the personnel, facilities, and equip-
ment of the system by a central communications system so that
requests for emergency health care services will be handled by
a communications facility which (1) utilizes emergency tele-
phonic screening, (2) utilizes or will utilize the universal
emergency telephone number 911, and (3) will have direct com-
munication connections and interconnections with the personnel,
facilities, and equipment of the system and with other appro-
priate emergency services systems.

Pre-Year 02

The MEMS communications center and computer-aided dispatch
system had been installed and was functional. The MEMS communications
hardware and software resources and capabilities, too extensive to
describe here, were documented in the MEMS Continuation Project grant
application (March 1976) and other reports and publications. The
portable and mobile radios for area providers had been distributed.
The communications center was staffed with medical communicators.
Operational and cooperative procedures with system components were
still being developed; e.g., the MEMS communications manual had not yet
been completed and distributed to users of MEMS communications equip-
ment. Certain public information and education programs had just
started in June 1977 to inform the public of how and when to access
the regional system. The communications objective of developing a
single number accessed, centrally coordinated regional ambulance
dispatch system had apparently been accomplished by the end of Year
01. No major new expenses for communications were anticipated for
Year 02.

There was a need to develop communication capabilities with
EMS resources outside of the MEMS service area.

There was a need to initiate formal action regarding the de-

velopment of 911 for emergency services in the MEMS service area.



End-Year 02

MEMS has operationalized, though not formalized, a number of
communications procedures with EMS resources in areas outside of the
MEMS service area. These procedures have been worked out through
meetings and phone conversations. They include putting certain out-
lying providers on the "auto-dial" system for the purpose of con-
tacting them for emergency calls in certain outlying areas, and
arranging for phone-patches with outiying providers who enter the
MEMS service area without the proper radio frequency to contact
facilities in the area. Other communications procedures are worked
out on a day-to-day, as-needed basis. These procedures do not appear
in formalized agreements or in communications manuals.

MEMS did not receive a response from ARC in regard to its
request that ARC initiate procedures to study the feasibility and
implementation of 911 in the area. The Georgia General Assembly has
passed legislation enabling a State-wide 911 plan for Georgia, to be
administered by the State Department of Administrative Services. MEMS
has strongly supported 911 and has offered to assist the State in
addressing 911; however, MEMS has not yet been invited to partake in
the State's 911 efforts.

In an independent effort, the DeKalb County government has
planned a 911 system for ambulance and fire calls (not police calls)
which is scheduled for implementation in October 1977. Because some
telephone exchanges extend across county borders, it is possible, for
exaﬁp]e, that a Clayton County resident could dial 911 and be connected
to a DeKalb Cougty emergency answering center. Such calls are to be
transferred to Clayton County officials. Cobb County is also examining

the possibility of its own county-wide 911 system.
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No other significant changes were made in system communications
hardware and software resources and capabilities. Several radios
changed hands, and the satellite ambulance dispatch stations ex-
perienced several site changes. The MEMS communications manual was
completed during Year 02 and distributed to users of MEMS communications
equipment.

Certainly, valuable experience has been gained in the use of an
advanced, sophisticated, and unique system-wide communications network.
This experience, once it can be adequately documented and described,
may prove invaluable to other developing, region-wide communications
systems, EMS or otherwise. The ability, however, of the sophisticated
and expensive MEMS communications equipment to accomplish what it was
purchased to accomplish, i.e., positively impact upon the‘qua11ty of
EMS in the seven county metropolitan Atlanta area and in outlying
areas, has been severely handicapped by communications problems of
another kind. MEMS communications with State and county officials,
ambulance providers, and other vital components of the EMS system have
been poorly planned and inadequate, especially early in MEMS develop-
ment when problems being experienced now might have been alleviated.

Useful monitoring of the communications component should en-
compass, to the best extent possible, the EMS system, rather than just
the MEMS communications center capabilities. To reliably document
system communications capabilities would require a major improvement
in cooperative arrangements among system components. Evaluative
measures such as these would be useful for monitoring the communica-
tions component:

1. Proportion of all ambulances accessible through a common
radio frequency.
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Proportion of all hospital emergency departments accessible
through a common radio frequency.

Proportion of all ambulance dispatches from the MEMS dis-
patch center and other dispatch centers.

Average minutes between dispatchers' receipt of ambulance
request and vehicle leaving for scene.

Proportion of all requests for ambulance aid received through
the common access number (231-2323 or 911).



cies, the Atlanta Regional Commission to deter-
mine the feasibility of and implementation
strategy for establishing one police department,
fire department, and other emergency telephone
number to be 917.

3.2.1. Request, by resolution from the MEMS
Board, the ARC to develop a task force
consisting of representatives of police
and fire departments in the Atlanta
region, and also representatives of MEMS,
to investigate 911 and to make recommen-
dations regarding procurement, by ARC,

of consultants to perform technical eval-
uations; this task force shall examine

3.0.0. COMMUNICATIONS
Year 02 QObjectives Year 02 Accomplishments
3.1.0. To develop communication capabilities with EMS 3.1.0. MEMS has developed unwritten communication capa-
* resources in appropriate areas outside of the bilities with EMS resources in areas outside
MEMS service area. of the MEMS service area.
3.1.1.  Meet with non-system disaster and rou- 3.1.1. Meetings and phone conversations with
" tine EMS components to develop procedures non-system disaster and routine EMS
for communication via the State EMS radio components have been made to develop
network. communications procedures.

3.1.2. Finalize and adopt procedures. 3.1.2. Procedures such as telephone, radio,
and phone-patch arrangements have been
implemented, and various similar co-
operative arrangements are made on a
day-to-day, as-needed, basis. However,
they have not been formally written or
adopted.

3.1.3. Distribute procedures to appropriate 3.1.3.  These procedures have not been formally

non-system components. distributed.
. 3.2.0.  To request, on behalf of all public safety agen- 3.2.0. MEMS requested the ARC:-to Took into the establish-

ment of a 911 system in the region. ARC has not
responded to the request. The Georgia General
Assembly passed legislation enabling a State-wide
911 plan for Georgia.

ARC did not respond to the MEMS request,
and no 911 task force has been formed.

3.2.1.

LT



Year 02 Objectives

Year 02 Accomplishments

3.2.2.

the feasibility of implementing 911 in
the call free area for EMS only as a
first priority.

Provide appropriate representation for
MEMS and provide data as appropriate.

3.2.2.

Although MEMS has offered to assist in
911 efforts by the State, MEMS has not
been asked to do so.

81
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Transportation

This component shall include an adequate number of necessary
ground, air, and water vehicles and other transportation facili-
ties properly equipped to meet the transportation and EMS char-
acteristics of the system area. Such vehicles and facilities
must meet appropriate standards relating to location, design,
performance, and equipment; and the operators and other per-
sonnel for such vehicles and facilities must meet appropriate
training and experience requirements.

Pre-Year 02

A11 18 ambulance providers in the service area and their
vehicles had received full State Ticensing, all conformed to at
least minimum standards, and all had two-way radio communications.
Seventeen of the 18 ambulance providers had agreed to participate in
the regional system.

Forty-one UHF mobile and portable radios purchased by MEMS were
installed in area ALS ambulances; three were being held to substitute
when repairs were to be made. Seven VHF radios were provided by MEMS
to BLS ambulances in the region. The MEMS Board of Directors had
established a priority system for responding to emergency calls.

No arrangements had been made to coordinate the use of MAST
helicopters in the MEMS service area.

There was a need to objectively and continually monitor trans-

portation response capabilities in the region. Ambulance providers

were not well distributed throughout the service area in all cases.

Endeear 02

MEMS did not pursue the use of MAST helicopters during Year 02.
MEMS decided that, for its generally high-density, metropolitan service
area, there would be few, if any, situations where an ambulance would

not prove more useful than a helicopter. MEMS felt that the use of
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ground transportation would be more practical and safer to the public
than using a helicopter, especially since the nearest MAST operations
were located in Augusta (Ft. Gordon) and Columbus (Ft. Benning), Georgia.
‘MEMS assumes that MAST helicopters would be available from these loca-
tions if they were needed, and that MEMS would coordinate their response
in the MEMS service area. No request was made for helicopters during
the year.

Although the MEMS computer is fed the relevant information and
is capable of assessing the frequency and location of calls, it has not
been used to do so. No computer programs have been used to access the
proper data. MEMS has not yet undertaken this activity because (accord-
ing to MEMS) its ability to prompt ambulance providers to modify unit
location assignments is questionable, regardiess of assessments of call
frequency and location. MEMS has made such assessments on a subjective,
“seat-of-the-pants" basis, such as in the two separate cases where three
ambulance services were located within blocks of each other in Buckhead
and East Point. Following Year 02, after urging by MEMS, Grady Hospital
decentralized its ambulance service. However, no documentation exists
which indicates this move was done as the result of MEMS urging. Moves
were also made by the South Fulton and METRO ambulance companies, and
although MEMS did not urge these moves, the ambulance companies may
have undertaken these moves to take advantage of MEMS calls in the new
locations. The fact that such moves were made infers that ambulance
providers would respond to feedback regarding frequency and Tocation
of calls.

In regard to ambulances meeting appropriate standards, MEMS
has operated under the assumption that any ambulance responding to

a MEMS call meets all State standards. Thus, each ambulance provider
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is assumed to monitor the standards of its own units. It should be
more clearly determined exactly what agency is to monitor ambulance
standards, in what manner this is to be accomplished, and how MEMS is
to be involved. Relevant data should be monitored accordingly.

Certain valuable information regarding transportation is avail-
able in the MEMS computer and elsewhere in the system; however, it has
not been accessed. MEMS has had considerable difficulty in regard to
standardization of ambulance trip report forms and associated data collec-
tion. MEMS has not yet received January 1977 ambulance trip report data
from the State which are necessary for the RAND Corporation to complete
an evaluation of MEMS. MEMS has not had reliable response from ambulance
providers regarding status, location, and dispatch and arrival (response)
times. As of April 1977, MEMS was receiving ambulance response times
(via radio) for only about 40 percent of MEMS-dispatched calls. As of
the end of Year 02, the ambulance providers in the MEMS system were re-
sponding according to a "“zone" system, wherein MEMS contacts the base
station of the provider nearest a call. MEMS now receives no status,
location, or other similar information. These and other conditions
have obviated the opportunity to reliably evaluate the transportation
component of the system, especially in terms of frequency, location, and
response time of calls. Other transportation evaluation measures, such
as percentage of EMS patients in the various critical care categories
arriving at emergency departments by means other than ambulance, and
proportion of ambulances transporting patients with myocardial infarc-
tion receiving cardiac telemetry, would be desirable. However, it is
unlikely, given the existing state of the transportation component and
the difficulty of obtaining relevant data, that MEMS will be able to

reliably make these types of measurements in the near future.



4.0.0.

TRANSPORTATION

Year 02 Accomplishments

4.17.0.

4.2.0.

Year 07 Obiectives

To coordinate the use of MAST helicopters in the
MEMS service area.

4.1.1. Meet with MAST program personnel to
+ finalize arrangements for receiving

helicopter service through MEMS,

4.1.2. Identify landing sites at area
hospitals.

4.1.3. Obtain agreements from hospitals to
construct landing facilities.

4.1.4. Solicit funds for construction.

4.1.5. Award contracts.

4.1.6. Develop procedures to be used by EMS
components to summon helicopter.

4.1.7. Distribute procedures to components’

EMS procedure manuals.

To continually monitor transportation response
capabilities in the region.

4.2.1. Utilizing the computerized information
management system, assess the frequency
and location of calls for advanced and
basic 1ife support units.

4.1.0.

4.2.0.

MEMS has decided not to address the issue of
coordination of the use of MAST helicopters in
the service area.

No meeting with MAST program personnel

4.1.1.
was held.
4.1.2. No MAST.

4.1.3.  No MAST.

4.1.4. No MAST.
4.1.5.  No MAST.

4.1.6.  No MAST.

4.1.7.  No MAST.

MEMS has not continuously monitored the transpor-
tation response capabilities in the region.
4.2.1. The computerized information management
system has not been utilized to assess
frequency and Tlocation of calls.

Ze



Year 02 Objectives

Year 02 Accomplishments

4.2.2.

4,2.3.

Determine areas of under- and over-
utilized transportation resources
based on above data.

Work with appropriate ambulance pro-

viders to change location assignment

of vehicles as indicated by above
needs.

4.2.2.

4.2.3.

Certain areas of under- and over-
utilized transportation resources have
been determined; however, this has been
done by subjective means only, and has
not been based upon hard data.

Changes 1in location of assignments of
ambulance providers have occurred;
however, MEMS influence in this regard
has not been documented.

£l



Facilities

The EMS system shall include an adequate number of easily ac-
cessible emergency medical services facilities which are col-
lectively capable of providing services on a continuous basis,
which have appropriate nonduplicative and categorized capabi-
lities, which meet appropriate standards relating to capacity,
location, personnel, and equipment, and which are coordinated
with other health care facilities of the system.
Pre-Year 02

MEMS was in the process of compiling a vertical categorization
of area hospital critical care facilities. The latest hospital cate-
gorization completed had been a horizontal categorization developed by
the EMS Task Force of the Atlanta Regional Commission in 1973. The
MEMS vertical categorization instrument was a self-administered survey
form designed by MEMS to be completed jointly by hospital administra-
tors and emergency department physicians in area hospitals. The sur-
vey form covered critical capabilities for burns, poison and drug
overdose, trauma, high-risk infants, cardiac care, and behavioral
emergencies. MEMS had acquired necessary information on the Shepherd
Spinal Cord Center at West Paces Ferry Hospital, which was the only
area facility fully equipped to treat cranial and spinal injuries.
West Paces Ferry had signed a transfer agreement in Year- 01 enabling
acceptance to the Clinic of any patient in the seven county metropol-
itan area with cranial or spinal injuries.

By the end of Year 01, most hospitals surveyed had comp]eted
the form and returned it to MEMS. By that time, MEMS had compiled
adequate information on the capabilities of most critical care faci-
lities in the area. This information was to be used in generating

critical care plans, associated transfer agreements, and related

recommendations for increasing accessibility to critical care.
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There was a need to complete and periodically update the verti-
cal categorization of area hospitals. There was also an ongoing need
to monitor and evaluate patient flow within the area for the purpose

of altering patient flow where appropriate.

End-Year 02

MEMS compieted a thorough vertical categorization of all 21
hospitals in the seven county metropolitan area with 24-hour emergency
departments during Year 02. The categorization was distributed to ail
hospital administrators, emergency department directors, and MEMS crit-
ical care committee chairmen. No update of the vertical categorization
was made during Year 02, as there were no significant changes in area
critical care capabilities.

MEMS did not meet the need to monitor and evaluate patient flow
and distrubution among area EMS facilities during Year 02. One major
difficulty in collecting data for evaluating patient flow and distri-
bution stems from MEMS inability to effectively manage the use of
standardized data collection forms. MEMS reviewed, and forwarded to
the RAND Corporation for evaluation, April 1976 dispatch log, emer-
gency room log, and ambulance trip report data, and January 1977 dis-
patch log and emergency room log data. However, MEMS has not yet
acquired the January 1977 ambulance trip report data from the State
which is needed for RAND to complete the evaluation. Even if RAND
did have the designated data to complete that particular evaluation,
which will compare system performance before and after MEMS operation,
it is doubtful that it would provide sufficient information to des-
cribe the capabilities of area EMS facilities and patient flow among

them. The April and January 1977 sampling of data is, in many ways,
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inappropriate for evaluating MEMS effect on the EMS system, and inap-
propriate for evaluating patient flow and distribution among facilities.
MEMS has no provisions for following a patient's movements through the
system once the patient has left the emergency department. Thus,
although MEMS did a thorough job of categorizing facilities, it is not
adequately documenting the ability of the facilities to meet patient
needs.

In order to evaluate its performance in the categorization of

facilities, MEMS should periodically update indicators such as these:

1. Percentage of area hospitals which have been horizontally
categorized by onsite inspection, by self-categorization,
and by indirect means.

2. Percentage of area hospitals which have been vertically
categorized by onsite inspection, by self-categorization,
and by indirect means.

3. Proportion of random sample of emergency department rec-
ords that, in the judgement of specified qualified person-
nel, indicate that the patient was treated in a facility
significantly lacking the clinical resources necessary

for appropriate treatment.

4. Proportion of hospital facilities in compliance with
Joint Commission on Accreditation of Hospitals standards.



5.0.0. -FACILITIES

Year 02 Objectives

Year 02 Accomplishments

5.1.

0.

To monitor and evaluate data describing patient
flow patterns within the regional system for
the purpose of altering patient distribution
where appropriate.

5.1.1. Review data received from standardized
ER logs, dispatch logs, and ambulance
report (votomatic) cards on a monthly
basis.

5.1.2. Summarize data pertinent to flow of
critically i1l or injured patients
between facilities.

5.1.3. Identify areas of inappropriate patient
distribution of certain patient cate-
gories.

5.1.4. Present findings with supporting data
to EMS provider as appropriate.

5.1

.0.

MEMS has minimally monitored and not evaluated
patient flow within the EMS system. MEMS has
not documented patient distribution in the
system.

5.1.1.  MEMS reviewed, and forwarded to the
RAND Corporation for evaluation,
April 1976 dispatch log, emergency
room log, and ambulance trip report
data, and January 1977 dispatch Tog
and emergency room log data. Be-
cause MEMS has not yet acquired the
January 1977 ambulance trip report
data from the State, the evaluation
has not been completed.

5.1.2.  No data pertinent to patient flow
between facilities have been sum-
marized.

5.1.3. No areas of inappropriate patient
distribution have been identified.

5.1.4. HNo findings have been made.

Le



Critical Care Units

The critical care component requires providing access (including

appropriate transportation) to specialized critical medical care

units. These units should be in the number and variety necessary

to meet the demands of the service area. If there are no such

units in the EMS region, then the system will provide access to

units in neighboring areas if feasible in terms of time and

distance.
Pre-Year 02

The MEMS service area had comprehensive capabilities for providing

medical care for most critical patients. There was a need to establish
ongoing access for critically i11 or injured patients anywhere in the
region to the appropriate level of each of the critical care categories.
Specifically, there was a need to continue the development and review
of critical care plans addressing specific patient flow patterns within
the region. These plans needed to be based upon a current vertical

categorization of facilities, and to be distributed to appropriate

system components.

End Year 02

The vertical categorization of area emergency departments was
completed early in Year 02. Critical care plans were completed by
six of the seven MEMS critical care committees, and in August 1977
were reviewed and approved by members of the emergency physicians
group. Critical care plans were completed and approved for poison
control, behavioral emergencies, trauma, cardiac care, cranial and,
spinal cord injuries, and burns. The plan for high-risk neonates was
not completed. ~The MEMS Board felt that high-risk neonatal care rarely
interfaces with EMS in the Atlanta region; therefore, a critical care

plan was not developed for that category of care.
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Certain of the emergency physicians group were not present at
their August 1977 meeting and have not yet seen the critical careplans.
The plans have not been distributed to ambulance providers. The con-
tent of the plans does not differ significantly from traditional and
informal critical care procedures that had previously been in operation.

The need for MEMS to improve its ability to access and compile
data for evaluating the EMS system is especially important in regard
to critical care. In order to properly monitor the EMS system's
ability to provide critical care, evaluative measures such as these
would be helpful:

1. Proportion of poison, alcohol, or drug abuse patients
treated at poison or detoxification centers.

2. Proportion of behavioral emergency patients treated at
psychiatric units or centers.

3. Proportion of severe multiple trauma victims treated at
trauma units or centers.

4, Proportion of myocardial infarction patients treated at
coronary care units.

5. Proportion of patients with suspected spinal cord injuries
treated at spinal cord treatment centers.

6. Proportion of severe burn victims treated at burn units
or centers.

7. Proportion of high-risk neonates treated at high-risk
infant centers.



6.0.0.

CRITICAL CARE UNITS

Year 072 Accomplishments

6. 1.

0.

Year 02 Objectives

To continually update regional critical care plans
(including proposed distribution of patients) to
reflect changing capabilities of area emergency
departments.

Y
\

6.1.1, Present patient distribution data as
described above to emergency department

physicians group semi-annually for their

reviev.

6.1.2. Request each emergency department to up-
date its vertical categorization assess-
ment at least semi-annually.

6.1.3. Present updated vertical categorization
assessments to emergency department
physicians group for their review.

6.1.4. Update existing critical care plans as

needed based upon above information.

6.1

.0.

Critical care plans for poison control, behavior-
al emergencies, trauma, cardiac care, cranial and
spinal cord injuries, and burns (but not high-
risk neonates) were developed during Year 02.
These six critical care plans were approved by an
emergency department physicians group in August
1977.
6.1.1. Limited patient distribution data were
presented to emergency department physi-
cians group in August 1977.

6.1.2. Each emergency department was requested
to assess its vertical categorization

one time prior to Year 02. The categori-
zations were completed and returned to
MEMS on or about the beginning of Year 02.
6.1.3. The vertical categorization assessments
were presented to the emergency depart-
ment physicians group for their review.
6.1.4. Critical care plans were developed for
poison control, behavioral emergencies,
trauma, cardiac care, cranial and spinal
cord injuries, and burns based upon the
vertical categorization assessments. A
plan was not developed for high-risk
neonates. Critical care plans for the
six categories (other than high-risk
neonates) were approved by the emergency
department physicians group in August
1977.
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Year 02 Objectives

Year 02 Accomplishments

6.1.

5.

Inform appropriate EMS providers of
changes in existing regional critical
care plans. '

6.1

. 5.

Critical care plans have not been dis-
tributed to all of the members of the
emergency physicians group, and have
not been distributed to ambulance and
other providers.

1€
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Public Safety Agencies

Provisions must be made for effective utilization of appropriate
personnel, facilities, and equipment of each public safety agency
in the area.

Pre-Year 02

There were approximately 3,480 policemen and sheriffs and 2,720
firemen employed by the region's 47 different police departments and 35
fire departments. The extent of EMS training among these personnel
was not well documented.

Public safety agencies were represented on the MEMS Board of
Directors, Advisory Council, and Communications and Ambulance Providers
Committees.

A number of cooperative arrangements were being developed with
public safety agencies. These inciuded automatic dialing arrangements
with the Atlanta Police Bureau, Cobb County Police Department, Fulton
County Police Department, and Atlanta Fire Bureau. MEMS planned to
notify appropriate police agencies of every ambulance dispatched within
their area, and the police agencies planned to transfer to MEMS all
ambulance requests they received. MEMS had developed a number of
operational agreements with the Georgia State Patrol, including notify-
ing appropriate local ambulance providers for emergencies reported by
the State Patrol in any county in the 17 cdunty tol1-free call area.
The MEMS communications center included a hear radio tuned to the area
law enforcement frequency in order to enable monitoring of emergenc%es.

There was-a need to extend appropriate medical aid capabilities
within the respective area public safety agencies, including but not

limited to CPR training.



End-Year 02

The ability of public safety agencies to provide medical aid in

the event of a medical emergency has been extended with MEMS assistance.

In regard to training public safety perspnne], MEMS acts, for the most
part, as a referral source and lender of CPR equipment. "Most" (an
accurate count is unavailable) of the Atlanta Fire Bureau firemen re-
ceived CPR training on MEMS equipment during Year 02.

The MEMS Medical Director trained about 40 firemen in the
Atlanta and College Park fire departments to the level of cardiac
technician for the purpose of functioning as first responders. Each of
these two fire departments has a sufficiently manned and equipped ALS
unit which is available to answer a MEMS call (in their service areas)
in the event that an ambulance is not available.

MEMS ability to communicate with public-safety agencies has
proven exceptional. MEMS has direct telephone lines to the Atlanta
Police and Fire Bureaué, the Cobb County Police Department, and the
Fulton County Police Department. MEMS notifies appropriate police
agencies of every ambulance dispatched within their area, and the
police agencies transfer to MEMS all ambulance requests they receive.
MEMS worked closely with several public safety agencies during the
response to the Paulding County airline crash. In the final quarter
of Year 02, public safety agencies were the sources of nearly half of
the approximately 6,000 MEMS dispatches. Cobb County public safetx
agencies were the sources of about seven percent of those dispatches.
As of September "1977, Cobb County public safety agencies stopped
routing emergency calls to MEMS, and contacted ambulance providers in

the county directly.
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Public safety agencies were represented on the MEMS Board of
Directors, Advisory Council, and Communications and Ambulance Pro-
viders Committees. The Atlanta Bureau of Police Services and the
Fulton County Police Department printed and distributed about 70,000
telephone stickers with the appropriate police and fire department
numbers, and the MEMS number.

The extent of EMS training among public safety personnel,
although significantly improved during Year 02, 1is still inadequately
documented. Some evaluative indicators which would be helpful in
monitoring the public safety component of the EMS system include:

1. Proportion of all non-EMS public safety personnel who
have completed specific EMS training courses.

2. Proportion and attendance rates of MEMS Board and com-
mittee members who represent public safety agencies.

3. Proportion of public safety radios that are frequency-
compatible with MEMS dispatch frequencies.



7.0.0. PUBLIC SAFETY AGENCIES

Year 02 Objectives

Year 02 Accomplishments

7.1.

0.

To develop a system of resource mobilization to
allow public safety agencies to provide emer-
gency medical service aid and to assist those
agencies in developing a medical treatment plan.

7.1.1. Meet with those agencies that will
provide EMS medical aid to identify
individual training needs.

7.1.2. Assist public safety agencies in
developing training by providing
1iaison between agencies and area
EMS training schools.

7.1.3.  Develop, in conjunction with the
agencies' communication departments,
procedures for initiating a response
of medical aid, jointly with ambulance
response.

7.1.4. Finalize procedures and obtain endorse-

ments from public safety agencies.

7.1.5. Incorporate procedures into MEMS com-
munication center operating procedures.

7.1

.0.

Resource mobilization procedures have been
developed and operationalized on a limited
basis to allow public safety agencies to pro-
vide medical service aid.

7.71.7. MEMS met with public safety agencies
to discuss cooperative arrangements
and training needs.

7.1.2. MEMS has not acted as a Tiaison be-
tween agencies and area EMS training
schools. The major contribution of
MEMS to the training of public safety
personnel has been in loaning CPR
training equipment to agencies on a
top priority basis.

7.1.3.  MEMS has developed procedures with the
Atlanta Fire Bureau and the College
Park Fire Department for initiating a
response of medical aid; in the event
that an ambulance is unavailable, MEMS
may request that an ALS unit from
one of these fire departments answer a
call (if it is in their service areas).

7.1.4. These procedures have been reviewed and
approved by the public safety agencies
and MEMS,

7.1.5. These procedures have been incorporated
into MEMS communication center operating
procedures.
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Year 02 Objectives

Year 02 Accomplishments

7.1.

7.1.

6.

7.

Develop procedures and policy for
identifying emergencies that require
an EMS response from agencies.

Train MEMS communicators to notify
appropriate public safety agencies
for EMS responses.

7.1

7.1

.6,

.

Procedures and policies for identifying
emergencies that require EMS response
from agencies have been developed.

MEMS communicators have been trained

to notify public safety agencies for
appropriate EMS response, and to process
all other communications between public
safety agencies and MEMS.

9¢
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Consumer Participation

The EMS system must make provisions in its management that per-
sons residing in the area and having no professional training or
financial interest in the provision of health care may partici-
pate in policy making for the system.
Pre-Year 02
Fifteen of the 80 members of the MEMS Advisory Council were listed
as consumer representatives. Consumers were represented on the Steering

Committee, and the Communications, Constitution and Bylaws, Information

Management, and Public Information and Education subcommittees.

End-Year 02

Consumer representation on MEMS committees and subcommittees remained
virtually unchanged during Year 02. Noc new committees were formed. Atten-
dance and participation of committee and subcommittee members of all
categories, including consumer representatives, was poor. This may have
been a reflection of the threatened state of MEMS existence throughout
Year 02. However, this lack of constructive input from all facets of the
EMS community must certainly have contributed to MEMS threatened existence.
The extent of consumer participation in MEMS policy making would be easy
to monitor; however, this information has not been made readily available.
Simple evaluative indicators such as these would provide minimum documen-
tation regarding consumer participation:

1. Number and proportion of MEMS Board, Advisory Council, and
respective subcommittee members who are consumers.

2. Attendance rate of consumer members on MEMS Board, Advisory
Council, and respective subcommittees.



8.0.0.

CONSUMER PARTICIPATION

Year 02 Qbjectives

Year 07 Accomplishments

8.1.0.

8.2.0.

To maintain adequate consumer representation on
MEMS Advisory Council.

8.1.1. Annually, as provided in Advisory
Council Bylaws, choose consumers

to serve on the Council.

To maintain adequate consumer representation on
MEMS Advisory Council subcommittees.

8.2.1. Appoint additional committees, with
adequate consumer representatives, to
address program components as appro-
priate.

8.2.2. Maintain present subcommittees for

ongoing review and program direction.

8.1.0.

8.2.0.

8.1.1.

The level of consumer representation on the
MEMS Advisory Council has remained virtually
unchanged during Year 02. However, attendance
at meetings by all categories of Advisory
Council members, including consumer repre-
sentatives, has generally been poor.

As of the Tast update of the Advisory
Council member 1ist in December 1976,
consumer representation has remained

virtually unchanged.

The level of consumer representation on MEMS
Advisory Council subcommittees has remained
virtually unchanged during Year 02. Consumer
representatives remained on the Steering Com-
mittee, and the Communications, Constitution
and Bylaws, Information Management, and Public
Information and Education subcommittees. How-
ever, participation in subcommittee activities
by all categories of subcommittee members, in-
cluding consumer representatives, has generally
been poor.

8.2.1.
during Year 02; however, the Advanced
EMT Training subcommittee was renamed
"Pre-Hospital Coronary Care" subcom-
mittee.

8.2.2.

No additional committees were appointed

Existing subcommittees were maintained.

8t
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Accessibility to Care

The EMS system must provide necessary emergency services to
all patients without prior inquiry as to the ability of the
patient to pay.

Pre-Year 02

No emergency department in the area refused or delayed treat-
ment for severely i1l or injured patients. Most patients were
questioned regarding medico-legal data in conjunction with insurance
or-other fiscal data. Such patients were usually not emergencies
according to medical definition.

There was a need to address financial and residential screen-
ing prior to treatment of patients requiring critical care. Certain
regional critical care units operated to serve patients who resided
in a defined area, and may have refused to treat patients residing
outside a particular political jurisdiction. The major hospital in
the area, Grady Hospital, generally adhered to the policy of not
accepting patients from outside Fulton or DeKalb Counties unless a
Grady physician made an exception, or if a patient were severely i1l
or injured. Like the Shepherd Spinal Cord Clinic, the Grady Burn
Unit may have been less than fully accessible to area burn pa-
tients. A transfer agreement signed by West Paces Ferry Hospital
in Year 01 enabled treatment of patients at the Shepherd Spina]

Cord Clinic who reside in the seven county area.

Critical care plans were not yet completed which would propose
specific recommendations by critical care category to enable treat-
ment and appropriate referral of area patients without financial
screening.

The MEMS Board had established the policy that ambulance
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response to emergency patients occur without financial interrogation,
and this policy was "clearly stated" and "understood" by area

ambulance providers.

End-Year 02

MEMS made no documented impact upon financial or residential
screening procedures during Year 02. In August 1977, twelve area
hospitals signed new transfer agreements; however, Grady Hospital, which
would be the receiving hospital in many such transfers, has not yet
signed a transfer agreement.

Although the MEMS Board had established the policy that ambulance
response to emergency patients occur without financial interrogation,
and this policy was "clearly stated" and "understood" by area ambulance
~providers, MEMS experienced a five to seven percent refusal rate by
ambulance providers throughout most of Year 02. A significant pro-
portion of this refusal rate may be attributed to the reluctance of
private ambulance providers to pick up patients in certain "indigent"”
neighborhoods. Virtually all of the refusals occurred in Fulton and
Cobb Counties. In Fulton County, the Grady ambulance service was able
to back up on most refusals. Cobb County has been the only metropolitan
area county in which ambulance providers were not receiving government
subsidies. For that reason, accessibility to emergency care has been
compromised in Cobb County. A sefies of meetings in August and
September 1977 have been held to discuss alternatives for the proviéion
of subsidies to private ambulance providers by Cobb County. One pos-
sible outcome is that Cobb County will provide $15 for every police-
dispatched ambulance call, and $25 for every "indigent" call answered

by private ambulance providers in the county.



A stricter policy calling for refusal to treat certain patients
who had not paid previous bills was enacted by Grady Hospital during
Year 02. The extent to which this policy has been implemented has not
been consistent. However, even if the policy were not implemented at
all, the adverse publicity surrounding the policy would detract from
accessibility to emergency department services.

Some evaluative indicators which may be helpful in documenting
the accessibility to care in the EMS system include:

1. Proportion of hospital emergency departments displaying

a poster indicating that emergency care will be given with~
out regard for ability to pay.

2. Proportion of service area population within a ten minute
travel time of an emergency department by ground transpor-
tation.

3. Proportion of all ambulances routinely inquiring as to
ability to pay prior to rendering service.
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9.0.0.

ACCESSIBILITY TO CARE

Year 02 Accomplishments

9.1.0.

9.1.2.

9.1.3.

9.1.4.

Year 02 Objectives

To provide policy and operational procedures to
enable persons seeking emergency medical treat-
ment at regional critical care units to receive
treatment without prior financial screening.

9.1.1. Complete development of regional
critical care plans for specialized
injuries and illnesses (burns, poisons,

trauma, psychiatric, neonatal and car-

diac emergencies, and drug/alcohol over-

doses) through committees of area ER
physicians.

Assess impact on regional critical care
plans of policies requiring financial
screening prior to treatment.

Recommend to MEMS Board of Directors and
area hospital authorities procedures to
enable treatment in region without prior
financial screening, including equitable
governmental agreements as appropriate.

MEMS Board worked with MEMS Ad Hoc County
Commissioners Council to develop recom-
mendations to local authorities enabling
care without financial screening within
the region, including reimbursement pro-
cedures if necessary.

9.1.0.

MEMS has not provided policy and operational
procedures to better enable persons seeking
medical treatment at regional critical care
units to receive treatment without prior
financial screening.

During Year 02, MEMS completed develop-
ment of critical care plans. In August
1977, the committee of ER physicians
reviewed and approved regional critical
care plans for specialized injuries and
i1lnesses (although not for high-risk
neonates).

9.1.1.

9.1.2. The impact of area policies requiring
financial screening prior to treatment
on critical care has been assessed.
9.1.3. During Year 02, MEMS made no specific
recommendations regarding procedures

to enable treatment without prior
financial screening. In August and
September 1977, meetings were held with
Cobb County officials to discuss finan-
cial screening by ambulance providers
in that county.

9.1.4. No MEMS Ad Hoc County Commissioners
Council exists. No formal recommenda-
tions to local authorities regarding
financial screening have been made.

4



Year 02 Objectives

Year 02 Accomplishments

9.1.

5.

Work with local authorities to assist
in  implementing procedures.

9.1

.5.

No procedures have been implemented.

(87
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Transfer of Patients

The EMS system shall provide for the transfer of patients to

facilities and programs which offer such follow-up care and

rehabilitation as is necessary to effect the maximum recovery

of the patient.
Pre-Year 02 »

A transfer agreement developed by MEMS was signed in Year 01

by the West Paces Ferry Hospital of Fulton County which enabled its
Shepherd Spinal Cord Clinic to treat any patient from the seven
county area for cranial and spinal injuries. No other written trans-
fer agreements were known to be operational in the area EMS system.
The major hospital in the area, Grady Hospital, generally adhered to
the policy of not accepting patients from outside Fulton or DeKalb
Counties unless a Grady physician made an exception, or if a patient
was severely i1l or injured. Like the Shepherd Spinal Cord Clinic,
the Grady Burn Unit was a unique specialty care facility in the area.
Because there was no appropriate transfer agreement, the Grady Burn
Unit may have been less than fully accessible to area burn patients.
There was a system-wide need to complete transfer agreements, especially
for specialty care facilities, in conjunction with arrangements to pro-
vide emergency services to critically i11 or injured patients without

financial screening.

End-Year 02
MEMS concluded no new transfer agreements during Year 02. Twelve
hospitals signed'new transfer agreements developed by MEMS in August 1977.

These hospitals are:

Atlanta West Kennestone Piedmont Smyrna
Brawner Northside Ridgeview South Fulton
Crawford W. Long Physicians and Surgeons Rockdale County Southwest Community
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The transfer agreements signed by the above twelve hospitals do
not represent new avenues of patient transfer as such; the written
transfer agreements cover procedures that have already been in operation.
Thus, de facto "implementation" of the new agreements existed prior to
their being signed in August 1977. A]thdugh Grady Hospital has not yet
signed anragreement, it is reviewing those which have been signed to
assess how Grady will be affected by agreeing to receive patients trans-
ferred by other hospitals.

The need will remain to develop new and to update existing trans-
fer agreements according to the evolving status of area critical care
facilities in order to maximize area patient accessibility to emergency
care. Evaluative indicators which would be useful to monitor in regard
to the transfer of patients component include number and proportion of
all inter-hospital transfers preceded by physician-to-physician agree;

ment and accompanied by medical records.



10.0.0.

TRANSFER OF PATIENTS

Year 02 Objectives

Year 02 Accomplishments

10.1.0.

To complete the development of written transfer
agreements begun during period one of the project.

10.1.1.

10.1.2.

10.1.3.

10.1.4.

10.1.5.

Finalize development of remaining criti-
cal care plans based upon vertical cate-
gorization of area emergency departments
which will be completed prior to June 30,
1976.

Develop, through emergency department
physicians group, proposed transfer
arrangements based upon above critical
care plans.

Obtain MEMS Board policy relating to
proposed transfer arrangements.

Meet with area hospital administrators
(and that hospital's physician repre-
sentative to the MEMS emergency depart-
ment physicians group) to present pro-
posed transfer arrangements pertaining
to that hospital.

Implement transfer agreements.

10.1.0.

No new transfer agreements were completed during

Year 02.

In August 1977, written transfer agree-

ments were completed and signed by twelve area

hospitals.

Grady Hospital has not yet signed a

written transfer agreement.

10.1.1.

10.1.2.

10.1.3.

10.1.4.

10.1.5.

Critical care plans were completed 1in
Year 02. In August 1977, critical care
plans for poison control, behavioral
emergencies, trauma, cardiac care, cra-
nial and spinal cord injuries, and burns
were reviewed and approved. A plan for
high-risk neonates was not developed.

Proposed transfer agreements underwent
development during Year 02; however,
they were not based upon completed
critical care plans.

The MEMS Board endorsed the policy
relating to the proposed transfer agree-
ments in August 1977,

No new proposed transfer agreements
were presented to hospital administra-
tors during Year 02. In August 1977,
twelve hospitals approved transfer
agreements.

The transfer agreements signed in
August 1977 have been implemented.

oY



Year 02 Objectives

Year 02 Accomplishments

10.2.0.

10.1.6. Inform all appropriate EMS providers

of completed transfer agreements.

3

To update written transfer agreements as neces-
sary, reflecting evolving critical care capabili-

ties of regional facilities.

10.2.1. Present to area emergency department

physicians group updated regional
critical care plans for specialty
care patients.

10.2.2. Develop proposed changes in existing
transfer agreements based upon updated

critical care plans.

10.2.3. Meet with area hospital administrators

to present proposed changes.

10.2.4. Rewrite transfer agreements as necessary.

10.2.5. Inform all appropriate EMS providers of

updated transfer agreements.

10.2.0.

10.1.6. Appropriate hospital EMS personnel
have been informed of transfer
agreements. Ambulance providers
have been informed of the West
Paces Ferry transfer agreement,
but have not yet been informed
of the others.

Critical care capabilities of regional facilities
did not undergo significant changes during Year
02, and have not undergone significant changes
since critical care plans were approved in

August 1977. No changes in initial transfer
agreements have been made.

10.2.1. No change in critical care plans.

10.2.2. No change in critical care plans.

10.2.3. No change in critical care plans.

10.2.4. No change in critical care plans.

10.2.5. No change in critical care plans.

LY
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Standardized Patient Recordkeeping

Each EMS regional system shall provide for a standardized patient

recordkeeping system which shall cover the treatment of the patient

from initial entry into the system through his discharge from it,

and shall be consistent with patient records used in follow-up

care and rehabilitation of the patient.
Pre-Year 02

MEMS had designed three standard forms to be used in evaluating
the EMS system. These were an ambulance dispatch log, an ambulance
trip report, and an emergency department record. However, record-
keeping forms were not standard in the system. The Grady Hospital
and METRO ambulance providers chose not to adopt the MEMS ambulance
dispatch Tog, but to continue using their own, which called for informa-
tion similar to the MEMS ambulance dispatch log. Other ambulance pro-
viders did adopt the MEMS Tog. The State Department of Human Resources
had approved substitution by area ambulance providers of the MEMS
ambulance trip report in place of the State ambulance trip report form.
Every hospital emergency department in the region, with the exception
of the two largest, Grady and DeKalb General, had adopted the MEMS
Emergency Department Record. In cases where MEMS forms were not being
used, arrangements had been made for MEMS to access relevant, similar
data from existing forms.
Data were collected on appropriate forms during April 1976,

before operation of the MEMS communications center, to be compared

with data collected in January 1977. These data were to be evaluated

by the RAND Corporation.

End-Year 02
Difficulties regarding standardized patient recordkeeping

continued and/or worsened during Year 02. As was the case at the
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beginning of the year, the two major ambulance providers, Grady and
METRQO, use their own ambulance dispatch logs. Rather than allowing
substitution of the MEMS ambulance trip report form for its own, the
State instead required ambulance providers to fill out the State
ambulance trip report form. In some 1nsténces, ambulance providers
filled out both the MEMS and the State forms; however, the burden of
completing two forms caused providers to cease filling out the MEMS
form altogether. Grady and DeKalb General hospitals continue to use
their own emergency department records. Regardless of which forms
have been used, MEMS has experienced difficulty in acquiring and/or
has not attempted to acquire the data on the ambulance dispatch,
ambulance trip report, and emergency department forms. This is espe-
cially true for the State ambulance trip report forms. MEMS has, as
of September 1977, yet to acquire the January 1977 State ambulance
trip report data necessary for completion of the RAND evaluation.

Data collection instruments are in constant use (to an unknown extent)
by system components, but MEMS has not adequately monitored the record-
keeping process and has accessed minimal data.

Because MEMS has collected little data, it has been Tlimited as
to what feedback it could provide to system components. Initially,
MEMS provided ambulance dispatch summaries to ambulance providers,
and then made the summaries available upon request only. In the
latter part of Year 02, ambulance providers did not formally request
these summaries. ,

It is necessary to re-evaluate the use of ambulance dispatch,
ambulance trip report, and emergency department forms with the
objective of achieving the maximum possible level of standardization,

while providing appropriate data for adequate evaluation. This must



be done in light of State and local requirements. Without estab-
lishing the full cooperation of all governing agencies, it will be
difficult to develop a useful EMS data inventory. Especially note-
worthy is the need to establish mechanisms and protocols for data
acquisition by MEMS. To evaluate the standardized patient record-
keeping component, it would be most useful, as a minimum, to document
the proportion of all ambulance dispatches, transports, and emergency
department viéits recorded on the appropriate standardized forms.

More specifically, it would be useful to document (but more difficult
to do so) the proportion of patients for whom specific types of data
were collected, e.g., patient identification information, how patient
arrived at the emergency facility, and ambulance response time. Until
these and other such data are routinely collected, attempts to conduct
an adequate evaluation of MEMS are severely handicapped, and suffer

accordingly.

50



11.0.0.

STANDARDIZED PATIENT RECORDKEEPING

Year 02 Objectives

Year 02 Accomplishments

11.1.0.

To insure that the standardized forms in use are
revised as necessary to capture data needed by
MEMS staff and advisory committees to evaluate
and monitor quality of care within the regional
EMS system.

11.1.1.

11.1.2.

11.1.3.

11.1.4.

Review data collected before and after
regional system becomes operational in
June 1976.

Present data summaries to area ambu-
lance providers and emergency departments
on a routine basis for their management
and review purposes.

Meet with area providers to discuss
additional informational needs and the
effectiveness of the standardized forms
in capturing relevant information.

Revise standardized forms as appropriate.

11.1.0.

The standardized forms have not been utilized
as anticipated and have not undergone revision.

11.1.1.

11.1.2.

11.1.3.

11.1.4.

Data collected in April 1976 before
the system became operational have
been forwarded to the RAND Corpora-
tion. These "pre-MEMS" data are to

be compared with "post-MEMS" (January
1977) data for evaluation; however,
the "post-MEMS" data have not yet been
forwarded to RAND.

Limited data summaries of dispatch
information were made and presented to
area ambulance providers and emergency
departments early in the fiscal year
but have not been presented to them
since that time. The dispatch informa-
tion is available to providers upon
their request, but it has not been
requested.

No meeting has been held with area
providers to discuss informational
needs associated with the standardized
forms.

Standardized forms have not been
revised.

]
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Public Information and Education

The EMS system shall provide programs of public education and

information for all people in the area so they know about the

system, how to access it, and how to use it properly.
Pre-Year 02

The major objective regarding public information and education
for Year 01 had been to inform persons residing in and visiting the
service area of the proper utilization of the system and of appropriate
procedures to use to enter the system. Considerable investments were
made in this area in Year 01, and were to continue in Year 02; however,
no mechanism had been established to assess the effect of these efforts.

CPR training manpower in the area was adequate, and the number
of CPR teaching personnel was increasing. There were certified by the
Georgia Heart Association or Red Cross approximately 16 national-program
trained faculty members, 45 instructor-trainers, and 109 instructors in
the Atlanta area trained under the CPR standards as established by the
Supplement to the Journal of the American Hedical Association, Februafy
']8, 1974. There were approximately 1300 persons in the Atlanta area
trained under these standards for basic CPR. Both the Georgia Heart
- Association and Red Cross provided instructor-trainer and instructor
courses {six times per year and as demanded).

There was a need to provide a program of public education to
explain the role of and train the public in CPR, and to disseminate
information regarding the availability of self-help programs. There
was a shortage of CPR training equipment in the area, and in order
to meet the CPR—needs, more equipment had to be made available. MEMS
stated that a reasonable goal for Year 02 was to train 10,000 area

people in basic CPR.



MEMS intended to hire a Director of Public Information to
direct the coordination of CPR and other self-help programs, and to
maintain a public information program. To help develop and carry
out these activifies, MEMS had established a Public Information and

Education subcommittee.

End-Year 02
MEMS purchased the following CPR equipment needed for training
area residents:
3 Recording-Annes
6 Resusci-Annes
3 Training Films
3 Resusci-Babies
MEMS publicized the availability of its CPR training equipment, and

met with public safety agencies, the Georgia Heart Association, Red

Cross and other CPR coordinators to discuss their needs for CPR training

and equipment.

MEMS did not provide CPR training as such during Year 02; i.e.,
MEMS did not coordinate or schedule CPR training. The major role of
MEMS 1in CPR training was as a lender of CPR training equipment. MEMS
also referred inquiries regarding CPR training to proper resources.
MEMS estimates that 4,600 area residents and public safety personnel
were trained on MEMS CPR equipment during Year 02.

MEMS employed a full-time Public Education Officer during
Year 02 for the purpose of establishing an ongoing program of public
information andneducation. The position was terminated at the end
of Year 02 due to a budget reduction. The nature of MEMS efforts in

public information and education focused on advertisement of the MEMS
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phone number and CPR equipment availability via radio, television,
newspapers, magazines, letters, billboards, and phone stickers. (A
full description of these media efforts is included in MEMS quarterily
reports to HEW.) MEMS did not otherwise pursue efforts with public
education officials to incorporate programs of medical self-help into
the public schools and adult education curricula.

In order to adequately document the extent of public information
and education regarding the EMS system, it would be useful to periodically
update evaluative indicators such as these:

1. Proportion of a telephone sample of recent users of the

EMS system who reported satisfaction with ambulance and/or
emergency department services.

2. Proportion of a random telephone sample of the public

that knew (a) how to request an ambulance, (b) CPR pro-
cedures, (c) nearest hospital emergency department, (d) des-
ignated regional facilities for various critical care areas,

(e) poison center telephone number, and (f) appropriate anti-
dote for commonly ingested poisons.



12.0.0.

PUBLIC INFORMATION AND EDUCATION

Year 02 QObjectives

Year 02 Accomplishments

12.1.0.

12.2.0.

To provide a program of public education to
explain the role of the public in CPR and to
disseminate information regarding the avail-
ability of self-help programs.

1

12.1.1. Provide liaison services to coordinate
training needs with area training re-
sources.

12.1.2. Determine methods to publicize program.

12.1.3. Schedule programs of instruction,

12.1.4. Provide CPR training material as

needed to public, civic, and private
groups.

Establishment of a full time director of Public
Education to establish an ongoing program of
public information and education regarding self-
help programs, first aid, and use of the MEMS
system,

12.1.0.

12.2.0.

MEMS did not provide a program of public edu-
cation for CPR; however, the CPR training equip-
ment which it Tent to many area groups was
heavily used, and MEMS acted as a referral
service for those seeking CPR training.

12.1.1. MEMS acted as a referral service on
an as-needed basis for individuals
and groups seeking information re-
garding CPR training.

12.1.2. MEMS publicized the availability of
its CPR training equipment in press
releases and Tetters to community
organizations. MEMS met with public
safety agencies, the Georgia Heart
Association, Red Cross, and other CPR
coordinators to discuss their needs
for CPR training and equipment.
12.1.3. MEMS did not schedule programs of
instruction; however, it did schedule
the lending of CPR equipment.

12.1.4. MEMS provided CPR training material
(as available) to public, civic, and
private groups.

MEMS employed a full-time Public Education
Officer during Year 02 to establish a program
of public information and education. The
position was terminated at the end of Year 02
due to a budget reduction.
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Year 02 Objectives

Year 02 Accomplishments

12.2.1.

12.2.2.

Meet with public education officials
to obtain agreements to incorporate
programs of medical self-help into

appropriate public school and adult

education curricula.

Work with public education media to
provide continuing advertisement of
MEMS area-wide single emergency phone

number and self-help and CPR programs.

12.2.1.

12.2.2.

MEMS met with area CPR coordinators to
discuss the role of CPR in the EMS
system and the utilization of MEMS

CPR equipment. Also, certain adult
education programs were among the bor-
rowers of MEMS CPR equipment. MEMS did
not otherwise meet with public education
officials to incorporate programs of
medical self-help into the public
schools and adult education curricula.

MEMS worked extensively with public
education media to provide continuing
advertisement of the MEMS phone number
and CPR equipment availability. These
media included radio, television, news-
papers, magazines, billboards, and
phone stickers.
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Independent Review and Evaluation

The EMS system must provide for (1) periodic, comprehensive,

and independent review and evaluation of the extent and

quality of the emergency health care services provided in

the system's service area, and (2) submission to the Secre-

tary of the reports of each such review and evaluation.
Pre-Year 02

MEMS had made inadequate provisions for collecting information
on the structure or makeup of the EMS system, the processes or character-
istics of system activities, and the outcome of system patients. Making
inadequate provisions for collecting system information would make it
extremely difficult (1) to effectively manage MEMS, and (2) for any
independent organization to review and evaluate system performance--
detracting even further from effective management. In addition, MEMS
had made 1ittle or no attempt to seek assistance to design ways to
monitor system performance.

One MEMS evaluation was being undertaken by the RAND Corporation,
funded by the Robert Wood Johnson Foundation. MEMS had developed and
implemented three standardized patient recordkeeping forms to collect
data pertaining to patient care from the time of entry into the EMS
system to discharge from the emergency department. These forms
(ambulance dispatch log, ambulance trip report, and emergency de-
partment log) were to be used by RAND to evaluate the EMS system
before and after full implementation of MEMS operations. Baseline
data regarding the quality of EMS were collected in April 1976, and
data were to be collected again in December 1976 or January 1977.

A number of problems regarding the RAND evaluation were
apparent. First, the standardized forms were not used by all system

components. The Grady Hospital and METRO ambulance providers chose
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not to use the MEMS ambulance dispatch logs, but to continue using
their own. The two largest system hospitals, Grady and DeKalb
General, chose not to adopt the MEMS emergency department log.
Therefore, although MEMS was apparently able to acquire and forward
to RAND the designated data, differences in forms may have intro-
duced discrepancies in data characteristics. Second, the choice of
sampling procedures was in many ways inappropriate. For one, the
seasonal differences introduced by trying to compare April and
December or January data raised serious questions‘about the study's
validity. The DHEW Program Guidelines for the EMSS Act suggest
that, for this type of evaluation, there should be at a minimum an
analysis of 14 days performance throughout the year, and that the
14 days should be a modified random sample chosen so that there is
at least one day for each month and two replications of each day of

the week. Third, because MEMS was collecting data from forms which

did not apply to patients once they left an emergency department,
the study would provide inadequate information on the coordination
of the system's facilities, and, most importantly, the study would

provide inadequate information on patient outcome.

End-Year 02

MEMS has not adequately provided for periodic and comprehen-
sive review and evaluation of the extent and quality of the emer-
gency health care services provided in the system's service area.
Thié applies to internal review and evaluation as well as to exter-
nal, independent review and evaluation. MEMS inability to describe
just what comprises, what is going on, and what is coming out of the
system has seriously limited opportunities to identify areas where

improvements might be made in the quality of care. If MEIS itself



has contributed to improving the quality of care, it cannot be
adequately documented.

Completion of the RAND evaluation, which was to compare
system performance before and after full implementation of MEMS
operations, has been delayed because MEMS has not yet acquired
January 1977 ambulance trip reports from the State. This problem
results from poor communication between MEMS and the State, which
requires ambulances to use State ambulance trip report forms
instead of the MEMS forms as originally planned.

Other than the RAND study, only minor efforts to monitor
the EMS system have been undertaken. The data that is on the MEMS
computer and MEMS standardized forms have not, for the most part,
been accessed. Even if MEMS does not have the authority to make
changes in the EMS system or significantly affect the system in any
way, it should have the ability to provide for monitoring {with
sound research design), evaluating, and making recommendations
regarding each of the 15 EMS components. The lack of feedback to
EMS system providers that results from inadequate evaluation
surely has a detrimental effect on the ability of MEMS and the
EMS providers to communicate.

To adequately evaluate the impact of the EMS system on
patient outcome, measures such as these should be made:

1. Number of automobile accidents.

2. Number of injuries and deaths resulting from automobile
accidents.

3. Death rates and three-month survival rates, by age
group, due to (a) myocardial infarction, (b) poisoning,
(c) trauma, (d) drug or alcohol overdose.

4. Three-month survival rates for high-risk neonates.
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Ratio of patients dead on arrival of ambulance at emer-
gency site to patients who died after ambulance arrival
but before admission to emergency department among all
ambuiance record transports.

Ratio of dead to Tive hospital discharge for patients
with a primary discharge diagnosis of myocardial infarc-
tion, poisoning, trauma, drug or alcohol overdose, or
high-risk neonate.



13.0.0.

INDEPENDENT REVIEW AND EVALUATION

Year 02 Objectives

Year 02 Accomplishments

13.1.0.

. 13.2.0.

To select and contract with an independent
evaluator to assess the MEMS system.

13.1. 1,

13.1.2.

13.1.3.

13.1.4.

13.1.5.

Contact EMS system authorities 1in
neighboring states to identify an
agency qualified to perform an evalu-
ation of EMS effectiveness.

Solicit bids for EMS evaluation.

Review qualifications of interested
parties and obtain comments from HEW
and Tocal EMS authorities to verify
qualifications.

Award contract for evaluation.

Provide data as required, based upon
standardized forms now in use by area
ambulance providers and emergency
departments.

To implement needed changes in the regional EMS
system as evidenced by the evaluation study.

13.2.1.

13.2.2.

Present final evaluation to MEMS
Board of Directors, Advisory Council,
advisory committees, and staff.

Review appropriate sections of evalua-
tion to discover deficiencies or needs

within the EMS system.

13.1.0.

13.2.0.

MEMS contracted with the Health Systems
Research Center (HSRC) of the Georgia Insti-
tute of Technology to evaluate Year 02 activ-
ities of MEMS,

13.1.1. MEMS contacted EMS system authorities
to identify an agency qualified to
perform the Year 02 evaluation.

13.7.2. MEMS selected HSRC to perform the
Year 02 evaluation.

13.1.3. MEMS reviewed the qualifications of
HSRC.

13.1.4. MEMS awarded the contract for evalu-
ation to HSRC.

13.7.5. MEMS has provided required data for

evaluation to HSRC.

MEMS plans to implement needed changes as
evidenced in the evaluation in Year 03.

13.2.1. MEMS plans to present evaluation to
appropriate groups in Year 03,
13.2.2. MEMS plans to review the evaluation

in Year 03.
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Year 072 Objectives

Year 02 Accomplishments

13.2.3.

13.2.4.

Develop specific recommendations to
correct identified deficiencies within
system.

Implement recommended changes in EMS
system in cooperation with appropriate
authorities, utilizing evaluation re-
sults as basis for change.

13.2.3. MEMS plans to develop specific
recommendations to improve the
system in Year 03.

13.2.4. MEMS plans to implement needed
changes as evidenced in the eval-
uation in Year 03.
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Disaster Planning

The EMS system must have a plan to assure that the system will be
capable of providing emergency medical services in the system's
service area during mass casualties, natural disasters or national
emergencies.

Pre-Year 02

In the seven county metropolitan Atlanta region, hospitals and
civil defense units had disaster plans and conducted drills periodically.
A medical annex to the regional civil defense disaster plan had been
established which assigned the responsibility for medical control in a
disaster situation to the medical director of Grady Hospital. This
annex applied to the seven county metropolitan Atlanta region, and con-
stituted the system-wide plan for disaster manpower. It was a very
centralized plan which depended heavily upon Grady Hospital for direction,
manpower, and facilities.

Hartsfield International Airport had completed development of a
disaster plan for the airport vicinity. MEMS staff, in conjunction with
their development of an ALS unit at the airport operated by the Atlanta
Fire Bureau, assisted in developing the plan, code-named "Big Bird."
MEMS staff was scheduled to participate in updating and periodically
testing the airport disaster plan.

The MEMS regional disaster plan was under development, and was
scheduled to be completed during Year 02. This plan was to be based
upon both existing plans and the critical care capabilities of each
hosbita] which were being identified by the emergency physicians group
to enable development of area critical care plans.

The need existed to expand the target area of the regional
disaster plan as appropriate to include those counties surrounding

the seven county metropolitan area.
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End-Year 02

The MEMS disaster plan was completed and approved by all
necessary participants during Year 02, including the Medical Director
of Grady Hospital. A major improvement of the plan over the existing
medical annex plan is that the MEMS plan is considerably more decen-
tralized, depending more upon local direction, manpower, and facilities

in eight designated "disaster zones," and less upon Grady Hospital
resources. The MEMS plan was not tested in Year 02 due, in part, to
the uncertainty of Fulton County's participation in MEMS. MEMS should
conduct a disaster drill, given more stable circumstances.

MEMS participated in planning, observing, and reviewing the
"Big Bird" disaster drills at Hartsfield International Airport, one
during Year 02 and a second in July 1977. MEMS assisted in coordinating
the response to an airline crash in Paulding County by contacting local
ambulance dispatchers and hospitals to alert them of the disaster. MEMS
participated in the review and evaluation of the airline disaster re-
sponse, and made revisions in the MEMS disaster plan accordingly.

MEMS undertook no formal effort to extend the regional disaster
plan beyond the seven county metropolitan Atlanta area. This may have
been due, in part, to MEMS efforts in completing the disaster plan for
the seven county metropolitan area, and to the unstable state of MEMS
existence throughout much of Year 02.

It would be useful to document in the MEMS disaster plan the
proportion of EMS facilities (dispatch points, ambulances, emergency
departments) with a designated role in the plan. Also, it would be
useful to document the proportion of these facilities which participated
in a disaster drill (conducted by MEMS, a civil defense agency, an

individual facility, or other entity) during the previous year.



14.0.0. DISASTER PLANNING

Year 02 QObjectives Year 02 Accomplishments
14.1.0. To update disaster plan annually to reflect 14.1.0. The MEMS disaster plan was completed for the
changing critical care capabilities and emergency first time during Year 02, based upon the level
facilities in the area. of critical care and emergency facilities

capabilities known to be available at the
start of Year 02.

14.1.1. Review updated critical care plans. 14.1.1. Critical care plans were developed and
completed for the first time in Year 02
and have not since been updated.

14.1.2. Assess need for modification in 14.1.2. Regional disaster plan was based, in
regional disaster plan based upon part, on known levels of critical care
above information. and emergency facilities capabilities

known to be available at the start of
Year 02. The plan was updated following
the Paulding County airline disaster.

14.1.3. Revise disaster plan as needed. 14.1.3. Disaster plan was completed for the
first time during Year 02, prior to
completion of critical care plans.

14.1.4. Distribute revisions to participants. 14.1.4. Initial disaster plan has been distri-
buted to participants.

14.2.0. To conduct a disaster drill to test the disaster 14.2.0. MEMS has not conducted a disaster drill. It has

plan, and to evaluate system performance to participated in two mock disasters, one actual

identify weaknesses. disaster, and one "minor" disaster.

14.2.1. Notify all disaster plan participants 14.2.1. No disaster drill was sghgdg]ed by MEMS.
of intent to conduct a drill, without Atlanta/Fulton County Division of
specifying date or time. Civil Defense conducted two mock dis-

aster drills, known as "Big Bird I and
II," at Hartsfield International Air-
port; one was during Year 02, and the
second was in July 1977. MEMS was




Year 02 Objectives

Year 02 Accomp1ishments

14.3.0.

14.2.2.
14.2.3.

14.2.4.
14.2.5.

14.2.6.

14.2.7.

Devise methods of monitoring disaster
reaction and choose gbservers.,

Brief observers.

Conduct drill.

Receive observer reports, conduct
inhouse review.

Conduct meeting with participants
to review performance,

Prepare a report to describe
weaknesses.

To extend response capabilities of seven county
regional disaster plan to those counties con-
tigous to the MEMS service area.

14.3.0.

14.2.2.

14.2.3.

14.2.4.

14.2.5.

14.2.6.

14.2.7.

asked to participate in those drills.
MEMS participated in the EMS response
to the Paulding County airline
disaster.

MEMS assisted in the planning of "Big
Bird I and II."

MEMS was briefed as an observer of .
"Big Bird I and II."

Drills were conducted.

MEMS observed the drills, and con-
ducted its own review of them. MEMS
received reports and reviewed response
to the airline disaster.

MEMS met with drill participants to
review performance. MEMS met with
airline disaster participants to
review performance.

MEMS submitted critiques of the drills
to Atlanta/Fulton County Division of
Civil Defense. MEMS was involved in
evaluating the airline disaster
response.

MEMS has undertaken no formal effort to extend
the regional disaster plan beyond the seven metro-

area counties.

MEMS met with Cherokee, Fayette,

Forsyth, Henry, Paulding, and Walton Counties

to discuss mutual ajid and other involvements with
MEMS; however, disaster planning was not dis-
cussed as such.
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Year 02 Objectives

Year 02 Accomplishments

14.3.1.

14.3.2.

14.3.3.

14.3.4.

14.3.5.

14.3.6.

Request appropriate agencies and

* components within counties to describe

their disaster role.

Review all role descriptions to
develop disaster plan describing, as
a function of disaster location and
magnitude, the role of each public
safety agency.

Determine medical requirements of
disasters in terms of magnitude and
location and identify components
participation.

Request procedural details from
public safety agencies.

Develop procedural details of disaster
plan, for components and MEMS communi-
cation center, to be compatible with
public safety procedures where
necessary.

Document comprehensive plan and
distribute.

14.3.1.

14.3.2.

14.3.3.

14.3.4.

14.3.5.

14.3.6.

No disaster planning with

counties.

No disaster
counties.

No disaster
counties.

No disaster
counties.

No disaster
counties.

No disaster
counties.

planning

planning

planning

planning

planning

with

with

with

with

with

outlying

outlying

outlying

outlying

outlying

outlying
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Mutual Aid Agreements

Each EMS system shall provide for the establishment of appropriate
arrangements with EMS systems or similar entities serving neighbor-
ing areas for the provision of emergency medical services on a re-
ciprocal basis where access to such services would be more appro-
priate and effective in terms of the services available, time, and
distance.

Pre-Year 02

MEMS had met with representatives of the 17 counties within the
metropolitan Atlanta toll-free call area to develop operational agree-
ments to enable MEMS to transfer all operator-dialed emergency calls to
the appropriate county ambulance provider. Development of written
mutual aid agreements with EMS resources outside the MEMS service area
had been a low priority during Year 01 due to the need for addressing
problems within the MEMS service area.

There was a need to develop written mutual aid agreements with
adjoining counties in the toll-free call area for providing for mutual
aid in the event of a disaster. There was a need to develop appropriate
relationships with the nine counties in the EMS region but outside the

MEMS service area, and with the eight counties in the HSA boundary but

outside the EMS region.

End-Year 02

MEMS has implemented a number of operational agreements with
EMS resources in the counties outside the MEMS service area but within
the tol1-free call area. MEMS cooperates daily with public safety.
officials and EMS-related providers in these counties. These agree-
ments resulted to a great degree from the meetings MEMS had with
county representatives during Year 01. The agreements may provide

a foundation for establishment of written mutual aid agreements in
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the event of a disaster; however, no formal efforts in this area have
been undertaken.

MEMS has met with the chairmen of the county commissions and
other representatives of Cherokee, Fayette, Forsyth, Henry, Paulding,
and Walton counties to discuss mutual aid and inclusion in the MEMS

service area. Representatives of these counties wrote letters

of support indicating interest in further discussions relating to
inclusion in the MEMS service area, but no further related activities
were undertaken. MEMS has not undertaken formal activities related to
including in MEMS operations those counties in the North Central
Georgia HSA but outside the present State EMS region.

There is a need to establish cooperative arrangements with the
thfee counties in the seven county metropolitan area which have not
chosen to participate with MEMS, or which do so on a limited basis.
These are Clayton, DeKalb, and Gwinnett Counties. There is also a
need to establish ongoing cooperative arrangements with Cobb County,
which now participates with MEMS on a very limited basis, and is
scheduled to cease financial support of MEMS at the end of 1977.
0f course, given the day-by-day, threatened state of MEMS existence,
it will be most difficult to establish any new formal mutual aid
agreements.

If written mutual aid agreements can be developed, it would
be useful to monitor this component of the system with indicators
such as these:

1. Number of written mutual aid agreements signed by
authorized individuals.

2. Proportion of these mutual aid agreements which (a) speci-
fy mutual aid, communications linkages, licensure and
certification, reimbursement, etc.; and (b) have been re-
viewed and re-evaluated during the previous year.



15.0.0.

MUTUAL AID AGREEMENTS

qur 0z Objectives

Year 02 Accomplishments

15.1.0.

15.2.0.

To expand existing operational agreements with
adjoining counties in the toll-free call area
to include mutual aid agreements in the event
of a disaster,

15.1.1. Invite representative emergency depart-
ment physicians from adjoining counties
to review MEMS disaster plan after it
is completed by the MEMS Disaster
Committee.

15.1.2. Develop proposed mutual aid agreements
to enable a regional medical disaster
plan for all counties in the call area.

15.1.3. Present this plan for review and
approval to appropriate county
governments.

15.1.4. Develop written mutual aid agreements
enabling medical response to a disaster
anywhere in the toll-free call area.
15.7.5. Review and evaluate written mutual aid
agreements annually.

To develop written mutual aid agreements witn
those nine counties in the State EMS region but
outside the present MEMS seryice area, including
possible inclusion in the MEMS service area if
deemed appropriate.

15.1.0.

15.2.0.

No expansion of existing operational agreements
with adjoining counties to include mutual aid
agreements in the event of a disaster was
accomplished.

156.1.1. Emergency department physicians from
adjoining counties were not invited
to review the MEMS disaster plan.

15.1.2. No proposed mutual aid agreements
were developed to expand the disaster
plan to include all counties in the
call area.

15.1.3. No expanded disaster plan.

15.7.4. No written mutual aid agreements were
developed to expand disaster medical
response.

15.1.5. No written mutual aid agreements were
developed to expand disaster medical

response.

No written mutual aid agreements were developed
with those nine counties in the State EMS
region but outside the present MEMS service
area.

0L



Year 02 Objectives

Year 02 Accomplishments

15.3.0.

15.2.7. Meet with appropriate EMS providers
and county governments to develop
arrangements.

15.2.2. FEinalize written agreements.

15.2.3. Develop operating procedures for
initiating and responding to mutual
aid requests.

15.2.4. Include adjoining counties in regional
EMS system if deemed mutually appro-
priate.

Develop written mutual aid agreements with those
eight counties in the North Central Georgia HSA
but outside the State EMS region which includes
MEMS.

15.3.1. Meet with HSA planning staff to
coordinate planning efforts toward
developing a regional EMS system
throughout the HSA.

15.3.2. Meet with appropriate EMS providers and
county governments to develop arrange-
ments, ~

15.3.3. Finalize written agreements.

15.3.0.

15.2.1. MEMS met with the chairman of the
County Commissioners from six of the
nine counties to discuss mutual aid
and inclusion in the MEMS service
area.

15.2.2. No written mutual aid agreements
were developed.

15.2.3. No operating procedures for initiating
and responding to mutual aid requests
were developed.

15.2.4. Representatives of the six counties
which met with MEMS wrote letters of
support indicating interest in further
discussions relating to inclusion in the
MEMS service area. No further related
activities were undertaken.

No written mutual aid agreements have been devel-
oped with those eight counties in the HSA and
outside the State EMS region.

15.3.1. MEMS has met with HSA staff to discuss
planning efforts toward developing a
regional EMS system throughout the HSA.

15.3.2. No meeting was held with appropriate
EMS providers or county governments.

15.3.3. No mutual afd agreements were developed.
ok



Year 02 Objectives

Year 02 Accomplishments

15.3.4.

Develop operating procedures for
initiating and responding to mutual
aid requests.

Include adjoining counties in regional
EMS system if deemed mutually appro-
priate.

15.3.4. No mutual aid agreements were developed.

15.3.5. No formal activity related to including
adjoining counties in regional EMS
system were undertaken.

A
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CONCLUDING REMARKS

As evidenced throughout this descriptive evaluation, MEMS has
had numerous problems since its inception. These include managerial
problems, operational problems, and an inability to adequately monitor
the components of the EMS system. These probiems have brought on the
threatened existence of MEMS and have, in turn, made it difficult to
devote sufficient resources toward making MEMS work.

The concept of a single agency being responsible for coordi-
nating emergency medical services within the region still appears to
have considerable merit, although as practiced by MEMS this concept
has met with unsatisfactory results thus far. As of September 1977,
MEMS is faced with the prospect of operating without several of the
Atlanta metropolitan area counties, if it operates at all. However,
unti]l adequate provisions are made for thorough data collection and
analysis, it would be unwise to dismiss MEMS as a failure. MEMS has
brought improvements in vital areas such as critical care facility
categorization and area disaster planning. MEMS has made significantv
contributions to and logged experience in implementing a region-wide
communications network. Most important, the very existence of MEMS
and the controversy surrounding it have surely heightened the aware-
ness of area residents, media, health system personnel, and govern-
ment to emergency medical services and the need to effectively coor-
dinate them. Effective coordination of the EMS system cannot be

accomplished without being able to thoroughly evaluate its performance.
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