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U.S. DEPARTMENT OF HOMELAND SECURITY 
 

UNITED STATES FIRE ADMINISTRATION 
 

NATIONAL FIRE ACADEMY 
 
 

FOREWORD 
 
The U.S. Fire Administration (USFA), an important component of the Department of Homeland Security 
(DHS), serves the leadership of this Nation as the DHS's fire protection and emergency response expert.  
The USFA is located at the National Emergency Training Center (NETC) in Emmitsburg, Maryland, and 
includes the National Fire Academy (NFA), National Fire Data Center (NFDC), and the National Fire 
Programs (NFP).  The USFA also provides oversight and management of the Noble Training Center in 
Anniston, Alabama.  The mission of the USFA is to save lives and reduce economic losses due to fire and 
related emergencies through training, research, data collection and analysis, public education, and 
coordination with other Federal agencies and fire protection and emergency service personnel. 
 
The USFA's National Fire Academy offers a diverse course delivery system, combining resident courses, 
off-campus deliveries in cooperation with State training organizations, weekend instruction, and online 
courses.  The USFA maintains a blended learning approach to its course selections and course 
development.  Resident courses are delivered at both the Emmitsburg campus and the Noble facility.  Off-
campus courses are delivered in cooperation with State and local fire training organizations to ensure this 
Nation's firefighters are prepared for the hazards they face. 
 
Advanced Leadership Issues in Emergency Medical Services (ALIEMS) is one of several NFA courses that 
address specific management training needs identified in the development of Public Law 93-498.  ALIEMS 
is designed to provide an awareness and training in advanced leadership issues affecting the delivery of 
EMS for those individuals involved in senior-level management of EMS programs for both fire service and 
other allied public service agencies. 
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HOW TO USE THIS MANUAL 
 

This Student Manual (SM) is yours to keep.  You are encouraged to take notes in it, 
underline key text, and generally use it in any way that enhances your learning. 
 
We believe you will find the teaching approach used in the ALIEMS course to be very 
innovative.  The course presupposes your knowledge of the technical and clinical aspects 
of EMS.  Therefore, the course will concentrate on your application of technical 
information and the skills and knowledge taught in the course modules.  In addition to 
being able to apply knowledge, you will be required to demonstrate skills based on your 
acquired knowledge.  Because of the proactive nature of the course, there is very little 
classroom time allocated for lectures and conventional learning activities in relation to 
the simulations and exercises.  Your instructors will review topical material briefly for 
each learning module.  During those sessions, you are encouraged to maximize your 
personal development opportunities through active participation in class discussions.  In 
addition, you are encouraged to take notes that will facilitate your recall of the material 
and use of your SM after you return to your job. 
 
You will be expected to complete reading assignments from the SM text and the required 
reading articles in Appendix B.  You will be accountable for the applicable reading 
assignments at the beginning of each class day.  At the end of each module, a list of 
suggested readings appears, if applicable.  Suggested reading material may be found at 
the NFA Learning Resource Center (LRC). You should take advantage of the LRC by 
using the various EMS texts, journals, and other reference material to expand your 
knowledge of EMS.  The SM text material and material covered by reading assignments 
will be the EMS basis for the in-class exercises and simulations.  Each of the exercises 
and simulations will place you into real-world scenarios requiring you to apply your EMS 
knowledge and demonstrate such skills as leadership, analysis, decisionmaking, problem-
solving, and interpersonal communications.  All of the geographic locations and 
personalities you will encounter during the simulations are fictional.  Any similarity to 
actual locations or personalities is purely coincidental, and should not be considered 
relevant to the simulations.  Following each exercise or simulation, your performance 
will be assessed and feedback will be provided. 
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COURSE GOAL AND COURSE INTRODUCTION 
 
Course Goal 
 
To provide knowledge and practice, in the context of current issues, that facilitates the 
improvement of the Emergency Medical Services (EMS) systems mid- to upper-level 
managers’ abilities to carry out leadership functions.  In addition, to provide a forum for 
students to exchange ideas and individual viewpoints regarding current and future issues 
relating to leading EMS. 
 
 
Course Introduction 
 
In October 1992, a Curriculum Advisory Committee (CAC) was convened at the 
National Fire Academy (NFA) to conduct an indepth review of EMS training with the 
objective of projecting training requirements into the 21st century.  The CAC, comprised 
of EMS content experts from around the country, identified six EMS content areas for 
future course development.  One of the areas, Advanced EMS Management, was 
considered to have sufficient priority to warrant development of a new NFA course for 
middle- to upper-level EMS managers.  Development of the ALIEMS course commenced 
in late 1993 and continued through 1994 to meet that priority.  ALIEMS was first piloted 
in November 1994, and went on line as a resident NFA course in April 1995.  Concurrent 
with the early stages of development of the ALIEMS course, as a result of a similar CAC 
recommendation, the Management of Emergency Medical Services (MEMS) course 
taught at NFA was revised to provide the latest in leadership and management training 
for first-line EMS managers. 
 
The goal of the ALIEMS course is to provide you with an inventory of advanced 
leadership and management skills that can be taken back to the work environment and 
demonstrated on the job.  ALIEMS uses an innovative teaching method that requires you 
to demonstrate effective management skills rather than just indicating, through rote 
testing, a knowledge of leadership and management skills.  Teaching 
leadership/management skills is not effective unless there is ample opportunity for you to 
practice the appropriate behaviors in a job-relevant context followed by feedback on your 
ability to demonstrate the appropriate behaviors effectively.  Only if you actively practice 
these skills will you leave the course with improved management skills.  The course 
content was developed from recommendations provided in the report of the 1992 CAC, 
an extensive review and extrapolation of material and issues from current EMS literature, 
input from EMS subject matter experts (SME's), and design guidance from the EMS 
Chair and educational specialists at the NFA.  ALIEMS was revised in the Spring of 1999 
to meet the changing needs and issues of EMS, and was piloted in August 1999. 
 
ALIEMS is comprised of eight modules of instruction that, taken together, progress 
through EMS activities that might confront a mid- to upper-level EMS manager in a 
hypothetical city or community.  Day One of the course provides for coverage of NFA 
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administrative material, student/instructor introductions, a discussion of basic leadership 
concepts, and an introduction to the exercise scenario that will unfold during the course.  
The course will provide you with realistic simulations that you can relate back to your 
job.  The remainder of the 2-week course expands upon topics such as basic leadership 
and management issues, quality improvement, human resources, dealing with political 
aspects, the physician’s role in EMS, changes in health care delivery and current 
management issues in EMS.  Most of the requisite technical data (knowledge) is 
presented through outside reading assignments.  You are accountable for the technical 
knowledge through demonstration and practice as the learning experience progresses. 
 
The scope of ALIEMS is, by design, very broad and affords you ample opportunity to 
explore many EMS areas and issues.  You are encouraged to expand the scope of any 
discussion to include specific problem areas or issues that you have encountered.  
Instructors have a responsibility to keep the course on track, but also have the leeway to 
meet the needs of individual classes.  However, coverage of an unplanned topic may 
require after-hours discussion to complete. 
 
As a resident program course at NFA, ALIEMS puts you into a unique campus 
environment that enhances the learning experience.  Although you and your fellow 
students are from an EMS background and face many of the same types of problems, you 
will discover quickly there are many different approaches and solutions to those same 
problems.  The resident environment encourages student sharing of issues, ideas, 
problems, and solutions both in and out of the classroom.  Research indicates that 
students often benefit as much from professional out-of-class learning opportunities as 
they do from the course itself.  Classroom activities are designed to promote maximum 
student interaction, group participation, and shared study.  At the same time, the 
requirement for independent research affords you with an opportunity to leave your own 
mark on the class.  What you take home from the ALIEMS course is directly related to 
your willingness to participate and learn from the experience. 
 
We have covered to some extent the scope of the ALIEMS course.  However, it is 
important to point out the areas that ALIEMS does not cover.  ALIEMS does not deal 
with any clinical problems, protocols, or specific patient care procedures.  Neither does 
ALIEMS cover startup procedures for a new EMS service, or EMS personnel training 
requirements or qualification.  The course also avoids putting you, the senior EMS 
manager, on the street.  Throughout the course, you will be placed "in the middle," with 
pressure being applied from first-line EMS managers and EMS street providers for 
advice, counsel, and support, and from those who have charged you with the 
responsibility of managing your EMS system.  As a senior EMS manager, you are 
accountable for system operation and management.  In addition, you will experience 
additional pressure from outside the organization. 
 
Finally, ALIEMS stresses the application of effective leadership and management 
principles by a senior EMS manager in the unique environment of out-of-hospital 
emergency medical services.  However, while dealing with the unique challenges of 
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providing responsive emergency medical services, EMS managers also must view their 
system as an operational business entity.  This theme is addressed in many of the courses 
taught at the NFA in an effort to break down older, more traditional concepts.  These 
more rigid concepts keep many fire departments from moving forward in a competitive 
business sense with other governmental agencies.  In areas such as personnel 
management, financial management, quality improvement, and executive development, 
fire service agencies face problems similar to other businesses.  Therefore, it is 
imperative that fire service and EMS managers use current, effective business practices 
when managing their service agencies.  Although you are given the special problems and 
emergency situations of "the street," your management role places you in the position of 
running a business for your community.  Community leaders and the general public 
expect you to be an effective manager and they hold you accountable for your 
performance.  The staff and faculty at NFA trust that your participation in the ALIEMS 
course will be rewarding and beneficial to you personally and, after you leave NFA, will 
benefit the agency and community you represent. 
 



ADVANCED LEADERSHIP ISSUES IN EMERGENCY MEDICAL SERVICES 
 

xiv 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

This page intentionally left blank. 



ADVANCED LEADERSHIP ISSUES IN EMERGENCY MEDICAL SERVICES 

xv 

 



ADVANCED LEADERSHIP ISSUES IN EMERGENCY MEDICAL SERVICES 
 

xvi 



ADVANCED LEADERSHIP ISSUES IN EMERGENCY MEDICAL SERVICES 

xvii 

Grading Methodology 
 

Evening Assignments 
 
All evening assignments are individual assignments.  Each evening assignment should be 
turned in first thing in the morning of the following day and placed in the "assignment 
box."  The instructors will read and comment on students' work during the next day's 
class session.  Instructors will remind students that they should upload their work onto 
the classroom shared drive.  At the end of the course, students should download all of the 
other students' completed projects. 
 
Each evaluated assignment receives a score. The criteria used to determine these scores 
are: 
 
10 On time. Assignment questions/tasks addressed with appropriate thoroughness 

and depth. 
8 On time.  Assignment questions/tasks addressed with moderate depth and 

thoroughness, 
6 Late. Or assignment questions/tasks addressed with appropriate or moderate depth 

and thoroughness. 
3 Late. And/Or assignment questions/tasks addressed with minimal depth or 

thoroughness. 
1 Late and incomplete. 
0 Assignment not turned in. 
 
Consideration will be made in the following areas: 
 
1. Did the student comprehensively answer the assigned questions? 
2. Did the student comprehensively address all issues associated with his/her 

response? 
3. As a professional, is the student writing at a collegiate level using appropriate 

grammar, punctuation, and spelling? 
 

As you evaluate projects throughout the course, your emphasis should be on ensuring that 
your comments are positive, diagnostic, and corrective. 
 
• By "positive" is meant that you should use care in your wording selection.  Some 

communication theorists believe that any message should both start and end with 
some type of positive comment. 

• By "diagnostic" is meant that you clearly indicate (again, in a positive and 
constructive manner) where and how the assignment fell short. 

• By "corrective" is meant that you specifically describe what the student must do 
with the assignment to bring it up to a "passing level." 
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Note: Use the included Grading Roster for official record keeping of students' scores.  
Turn the Grading Roster and Student Final Project grading pages in to the Training 
Specialist at the conclusion of the course. 
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MODULE 1: 
LEADERSHIP 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Objectives: 
 
Given a written evaluation, In-Basket, or group activity, the students will be able to: 
 
1. Identify the 10 modern leadership functions and provide examples of behavioral 

changes that leaders must make to carry out those functions. 
2. Identify and describe the behaviors characteristic of effective leaders.  
3. Develop an organization vision statement and a personal mission statement. 
4. Describe the strategies useful to gain commitment from employees to the leader's 

vision.  
5. Apply teamwork principles to develop a consensus vision statement for the class. 
6. Compare and contrast the consensus vision statement of the class with the 

Emergency Medical Services (EMS) Agenda for the Future. 
7. Explain the value of having an organizational vision and mission statement. 
8. Apply teamwork principles to develop consensus agreement. 
9. Create a plan to deal with a specific issue or specified change, using a model and 

a tool presented in the class. 
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LEADERSHIP FUNCTIONS 
 
Specific functions that are becoming more common in the roles of modern organizational 
leaders include 
 
• Visioning:  Developing a statement that commits the organization and its services 

and products to total customer satisfaction and the highest possible standards of 
quality, productivity, and continuous improvement. 

 
• Leading through commitment:  Moving away from directing and controlling to 

building work environments that encourage people to try to do their very best 
always.  

 
• Satisfying the customer:  Maintaining continuous contact with internal and 

external customers and responding to their needs to build total satisfaction. 
 
•  Coaching:  Controlling less and helping more.  Working personally with 

individuals and teams in resolving performance-related problems, teaching new 
knowledge or skills, supporting performance, and adjusting performance. 

 
•  Developing human resources:  Demonstrating the commitment, the knowledge, 

and the skills to develop the potential and careers of coworkers. 
 
•  Leading teams:  Helping teams form, organize, and develop their full potential. 

Facilitating team meetings and helping teams create their own identities. 
 
•  Managing work processes:  Understanding the end-to-end operations of work 

processes for which one is responsible. Demonstrating the knowledge and skills 
required to measure and improve these processes.  

 
•  Managing change:  Anticipating and understanding the sources and processes of 

change; helping one's organization use change as an opportunity to improve 
performance. 

 
•  Managing projects:  Demonstrating the competencies required to plan and 

manage special projects to meet specific administrative, production, and 
improvement needs of the organization. 

 
 

• Measuring performance:  Understanding the key elements in developing a 
performance measurement plan, identifying the opportunities for measuring 
organizational performance, and applying this understanding to one's 
organization. 
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THE IMPORTANCE OF LEADING WITH VISION 
 
Leaders who lead without a vision of what their organizations are to become doom their 
organizations to function according to mere tradition.  Without a vision of the 
organization's future, leaders are reduced to keeping things the way they always have 
been; they are guided by the saying, "If it ain't broke, don't fix it."  As a result, these 
organizations, and the personnel who work for them, cannot prosper and grow. 
 
True leaders do things differently.  They live by the saying, "If it ain't broke, you're not 
looking in the right place."  Realizing that there is always room for improvement, they 
believe that no one has ever done anything so well that it cannot be done better.  For true 
leaders, a vision is not a dream; it is a reality that does not yet exist.  The vision is 
tangible to these leaders; their confidence in, and dedication to, the vision is so strong 
they can devote long hours over many years to bring it into being.  In this way, a vision 
acts as an internal force, compelling a leader to action.  It gives a leader purpose, and the 
power of the vision and the leader's devotion to it work to inspire others. 
 
 
VISION--A DEFINITION 
 
What is vision?  Vision is difficult to define because it functions at many levels.  A 
simplistic definition of vision is the overarching direction for the future of an 
organization or program.  Leaders with vision are able to take the present as it is and 
formulate a future that grows out of it and improves upon it.  A vision is a target toward 
which a leader aims his/her resources and energy.  The constant presence of the vision 
keeps a leader on track despite obstacles such as practical difficulties, fear of failure, 
negative attitudes of superiors, peers, or employees, or problems in the industry.  Most 
important, when shared by employees, a vision can keep an entire organization moving 
forward in the face of adverse circumstances.  Moving toward the same goal, employees 
work together rather than as disconnected individuals who just happen to work for the 
same company. 
 
When employees understand a leader's vision, they understand what the organization is 
trying to accomplish and what it stands for.  The vision serves as a unifying force, giving 
direction to each employee's actions because his/her individual efforts can be checked 
against it.  Each employee can see what the future holds as a rational extension of the 
present. 
 
In essence, the role of the leader is to give employees a sense of purpose and direction--a 
meaningful reason behind the work they do.  Through their visions of the future, true 
leaders can lift employees out of the monotony of the daily work world and put them into 
a new world full of opportunity and challenge.  This is why leaders are so critical to the 
success of an organization.  They have the ability to see through all the confusion in the 
workplace and focus on what matters.  A vision helps leaders and employees keep the 
frustrations of the workplace in perspective, enabling them to live with uncertainty in the 
short term because they can visualize success in the long term. 
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COMMUNICATING THE VISION 
 
Leaders must communicate their vision to others for it to become a shared vision.  To 
accomplish this, leaders must first act in a manner consistent with the vision in 
everything they do.  They must set a personal example; they must not send mixed signals 
by saying one thing and doing another. 
 
Next, leaders must stress the importance of the vision so that people will take an interest 
in it.  If employees believe the vision is important and worthwhile, many of them will 
want to be involved with it, even if they do not understand the details.  Delivering a 
single, clear, and credible message is important in helping people to understand and buy 
into organizational goals and objectives.  To communicate clearly and reinforce the 
vision, it is necessary to send frequent and simple messages that focus on the core values 
and beliefs that support the vision. 
 
Symbols and rituals are effective ways to simplify rich and complex messages.  Through 
symbolization, large amounts of complex information such as formal and informal 
organizational rules and values, situational information, emotional content, and other 
apparently unrelated data can be integrated succinctly and represented.  For example, 
executives do not have to express their gratitude toward a retiring partner explicitly if 
they organize a reception, invite his or her friends, and offer a gift.  The whole package 
symbolizes their recognition of the partner's contribution.  Through the use of symbols 
and rituals, leaders can express their vision for the organization in a manner which is 
easily understood and remembered. 
 
 
GAINING COMMITMENT 
 
After a vision has been explained simply and directly, people must decide whether they 
want to be a part of it.  If they don't, they cannot be forced to support the vision over a 
long period of time without considerable cost to the organization.  The day has nearly 
passed when autocratic leaders can succeed over the long term; the cost of using this 
approach is too high in terms of the inferior output resulting from poor quality effort, lost 
employee loyalty and support, and money.  Moreover, forcing people to do things they do 
not want to do requires a great deal of energy over the long term--more energy than most 
people can afford to expend. 
 
Most people are not motivated by being pushed.  They are motivated by the desire to 
satisfy their own basic human needs:  achievement, belonging, recognition, self-esteem, 
control over their lives, and the sense of having lived up to their ideals.  Leaders must 
connect with these human needs and let people become excited about a vision.  To be 
successful, leaders must respond to the ideas that rise out of the organization.  Leaders 
must involve people in deciding how to achieve the vision, allow them to improve it, and 
recognize and reward them for their contributions. 
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Although a vision may be the work of one person, the more people who feel that they 
personally helped shape the vision, the more people who will be loyal to the vision.  
Having helped preside over its birth, employee midwives become proud parents who 
champion the vision.  The leader's vision becomes their vision.  Simply put, involvement 
creates ownership. 
 
Even when the original vision is created solely by the leader, a shared vision can still 
result.  But the leader must allow others to influence the implementation of the vision.  
When others can influence key decisions, they benefit from the resulting feelings of 
achievement and accomplishment.  They feel responsible for the vision's realization.  
Personal feelings of success then become intertwined with the vision's success, and once 
this happens, a shared destiny exists.  Loyalty to the vision, loyalty to the organization, 
and loyalty to oneself become fused.  Leaders may come and go, but the commitment to 
the vision remains.  Loyalty to the organization grows, because it is the vehicle by which 
the vision is attained and personal feelings of accomplishment are achieved.  As the 
Chinese sage, Lao-Tse, wrote 25 centuries ago, "A leader is best, when people barely 
know he exists.  When his work is done, his aim fulfilled, people say, 'We did this 
ourselves.'" 
 
Following is the vision statement from the EMS Agenda for the Future.  Review it in 
context of what you have just read. 
 
 

 
EMS AGENDA FOR THE FUTURE 

 
Making It A Reality 

 
A vision for EMS in the next millennium: 
 
Emergency medical services (EMS) of the future will be community-based health 
management that is fully integrated with the overall health care system. It will have 
the ability to identify and modify illness and injury risks, provide acute illness and 
injury care and follow-up, and contribute to treatment of chronic conditions and 
community health monitoring. This new entity will be developed from redistribution 
of existing health care resources, and will be integrated with other health care 
providers and public health and public safety agencies. It will improve community 
health and result in more appropriate use of acute health care resources. EMS will 
remain the public's emergency medical safety net. 
 
U.S. Department of Transportation, National Highway Traffic Safety Administration, DOT HS 808 441  
August 1996 NTS-41 
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Organizational Mission 
 
The mission of an organization identifies the purpose of the organization. It should 
include the specific tasks that allow the organization to accomplish the vision.  One of the 
most important and, often one of the most difficult aspects of the strategic planning 
process, is the development of a mission statement that briefly and clearly states the 
reasons for an organization's existence.  The mission statement should include the 
organization's purpose(s)/function(s), its primary customer base, and the primary methods 
it will use to fulfill the purpose. The mission statement provides the context for 
formulating the strategies by which the organization will operate.  It determines how 
resources will be allocated by the organization and what the general pattern of growth 
and direction will be for the future. The primary purpose for having a mission statement 
is to bring clarity of focus to members of the organization.  It should provide members 
with an understanding of how what they do is tied into the organization's purpose. 
 
 
FORMULATING THE MISSION STATEMENT 
 
The mission statement must complement the organizational values.  The mission 
statement should address four basic elements (see Figure 1): 
 
• What services does the organization offer?  
• Who are the recipients of the services? 
• How does the organization deliver the services? 
• Why does the organization exist? 
 
 

 

What? 
(Customers' Needs, 
Products, or Services) 

 
 
 
 
 
 
 
 
 
     How?  
    (Activities, 
  Technologies) 
 

Figure 1 
Four Basic Elements of the Organizational Mission 

 
 

 
Why? 

Who? 
(Customers) 
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What 
 
"What" involves defining the needs that the organization is attempting to fill.  An 
organization must expand the definition past just services it provides and focus on the 
customers' needs. 
 
Successful organizations try to identify services that meet the needs of the public and 
include these considerations.  Achieving consensus on how broadly or narrowly to 
answer the "what" question can be a major issue in formulating the mission statement. 
 
 
Who 
 
"Who" identifies the customers the organization is attempting to serve. No organization, 
regardless of size, is large enough to meet the needs of all possible customers. 
 
An EMS organization can identify its customers in many ways: by geography, age, 
ethnicity, etc.  An organization can identify its customers by single or multiple factors, 
for example, geographic density of calls and collection rate by payer mix.  Clarity about 
its customers enables the organization to be more sensitive to their needs and to focus its 
resources. 
 
 
How 
 
"How" defines the organization's methods for achieving its goals.  For example, what 
level of service (Basic Life Support (BLS), Advanced Life Support (ALS), first response, 
transport) will be used in meeting the needs of its customers.  This may involve a 
distribution strategy, such as providing injury prevention programs.   
 
 
Why 
 
"Why" an organization provides the services that it does frequently is important to define 
for both profit-oriented and not-for-profit organizations. Many organizations feel the 
need to include some simple statement regarding "why" as part of their mission 
statements. It appears in the center of the diagram in Figure 1 on SM p. 1-7. 
 
 
DRIVING FORCES 
 
Identifying and prioritizing the forces that drive the organization are important in 
developing the mission statement.  Based on experience, an organization approaches 
strategic questions with these forces in mind. These forces help to determine and 
integrate the strategic choices of the managers.  These forces may include 
 
• services offered; 
• customers served; 



LEADERSHIP 

SM 1-9 

• technology used; 
• method of delivering services; and 
• financial stability. 
 
This list of forces is not intended to be complete.  The forces for each organization should 
be determined by a strategic planning team.  Once they are determined, they should be 
prioritized in order of their perceived importance.  Most major strategic decisions that 
organizations make involve the allocation of resources according to a set of priorities. If 
there are inadequate resources, the ranking of the forces that have been identified can 
determine how resources will be allocated or which direction the organization will 
pursue. 
 
 
ORGANIZATIONAL ATTRIBUTES 
 
Developing the mission statement also should include identifying those attributes the 
organization has that set it apart from its competitors.  What services do they alone offer?  
Distinct attributes may involve specialty services, alternative transport, or injury 
prevention programs. 
 
Once the basic elements are addressed and the organization's driving forces and 
distinctive attributes are identified, they can be integrated into the organization's mission 
statement.  The mission statement should be brief and identify the organization's basic 
service clearly.  A well-written mission statement helps the organization develop its 
course of action and provides a guide for making routine day-to-day decisions.  Once the 
mission statement is written, it is critical that all members of the organization know and 
understand it.  
 
 
MISSION FORMULATION IN ORGANIZATIONAL SEGMENTS 
 
Once an overall mission statement has been developed for an organization, mission 
statements that are more specific and concrete should be developed for various divisions 
of the EMS organization such as training or the Public Information, Education, and 
Relations (PIER) office.  Division mission statements should be more focused and more 
limited than that of the total organization, but they must be derived from the 
organizational mission statement. 
 
 
DEALING WITH ISSUES AND CHANGE 
 
It has been said that Christopher Columbus defined bureaucracy while discovering 
America, i.e., he didn't know where he was going, he wasn't sure how he was going to get 
there, and he didn't recognize it once he arrived.  Unfortunately, the same often can be 
said for fire service organizations--especially when they are called upon to face the ever-
changing issues and the demand for change common to all modern organizations.  
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Functions of leaders include dealing with issues and managing changes.  Dealing with 
issues and managing changes both involve a systematic process that has four stages: 
analysis, planning, implementation, and evaluation.   
 
Analysis involves analyzing the existing situation and assessing the changes that need to 
be made.  In this stage, an overall needs assessment is performed.   
 
Planning involves using the information gathered during analysis to formulate a plan 
designed to address the issue or bring about the desired change.  The goal of planning is 
to translate the requirements identified in the analysis stage into detailed, strategically 
sound plans.  The planning phase generally involves developing a vision of the solution 
or end result, and defining goals, objectives, methods, and strategies to achieve the 
desired results. 
 
Implementation involves executing the strategies identified in the planning stage.  It is 
in this stage that unanticipated difficulties are most likely to occur.  
 
Evaluation involves continuously and systematically monitoring the implemented plan 
to ensure that it is working as anticipated.  Whether an approach is working can be 
determined by evaluating the effects of the implementation against the goals and 
objectives set out in the plan.   Evaluation may take a variety of forms depending on the 
implementation approach.  It is important that the evaluation tools selected allow for 
early detection of problems.  If problems with the plan are detected or if the plan is not 
working as anticipated, the approach must be adjusted or the plan must be revised.  
 
Several tools are available to facilitate the entire process necessary in dealing with an 
issue or managing change.  These tools include the Project Planning Process and the 
Change Management Model.  In addition, there are tools to facilitate various parts of the 
process, such as the "SWOT analysis" (strengths, weaknesses, opportunities, threats) and 
strategic planning.  These tools are explained in detail in various National Fire Academy 
(NFA) courses, and are provided in an overview form below. 
 
 
The Project Planning Process 
 
The Project Planning Process is designed to manage the development and implementation 
of specific processes/issues within the organization.  An example would be determining a 
plan to update EMS providers on new protocols.  This process is used in NFA's current 
Management of EMS (MEMS) course. 
 
 
The Change Management Model 
 
The Change Management Model is designed to facilitate a smooth and effective 
modification or addition of new processes or operations.  The Change Management 
Model uses separate teams for analysis and implementation, and could be used to manage 
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the relocation of EMS units within a system or  increase the number of ALS units in a 
department effectively.  The Change Management Model is used in NFA's current 
Strategic Management of Change course.  
 
 
Strengths, Weaknesses, Opportunities, Threats Analysis 
 
The strengths, weaknesses, opportunities, and threats (SWOT) Analysis is one tool that 
can be used to address some of the aspects necessary for a thorough analysis.  It is used to 
identify the strengths, weaknesses, opportunities, and threats to an organization with 
respect to a current issue.  SWOT Analysis is used in the NFA's Executive Leadership 
course. 
 
 
Strategic Planning 
 
The Strategic Planning Process incorporates the SWOT tool for analysis and provides 
guidance for the planning stage.  The Strategic Planning Process could be used to 
determine a vehicle replacement schedule over a 20-year period.  Strategic Planning is 
used in the NFA's Executive Planning course. 
 
Appendix C of this manual contains graphic and/or abbreviated descriptions of each of 
the tools discussed in this section.  You should refer to any or all of these tools to assist 
you in completing exercises during this course. 
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MODULE 2: 
COSTING OUT EMERGENCY 

 MEDICAL SERVICES 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Objectives: 
 
Given a written evaluation, In-Basket, or group activity, the students will be able to: 
 
1. Discuss the various considerations for calculating the cost of EMS service. 
2. Differentiate between functional and direct services. 
3. Describe the primary parts of an effective EMS operating budget. 
4. Compare and contrast the concepts of unit hour use, U:UH ratio, and total system 

cost per unit and per response. 
5. Identify and discuss advantages and disadvantages of funding source alternatives. 
6. Apply costing-out strategies to a variety of EMS system aspects. 
7. Describe a proactive approach to income generation given future health care 

needs.
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DETERMINING THE COST OF AN EMERGENCY MEDICAL SERVICES 
SYSTEM 
 
Several factors must be considered in determining the cost of operating an Emergency 
Medical Services (EMS) system.  First and foremost, determine the types of services 
provided by the organization.   Direct services are the services provided directly to the 
public.  Look past the obvious patient care and include any public education programs, 
preventive programs, special events, etc.  Functional services are the services provided to 
the department internally and can include yearly physicals, EAP, training, uniform 
allowances, office support, etc.  Identify all of the services provided by the organization 
as the basis for beginning to identify areas of cost determination. 
 
 
Cost of Goods and Services 
 
1. Workload indicators. 
 
Determining the costs of goods and services should start with a review of workload 
indicators.  These indicators include 
 

• population served; 
• total responses; 
• rescue/EMS calls; 
• first response calls; 
• transports; 
• training contact hours; 
• special events for the public; 
• standbys for fire support; 
• operational EMS calls (i.e., haz mat, special rescue, etc.); 
• response times (including return time and total time); and 
• responses by unit. 

 
Looking at workload indicators in past years allows the organization to determine where 
the program is now and to forecast needs for the future. 
 
2. Capital investments. 
 
Capital investments include determining the cost of replacing vehicles, high-dollar 
medical equipment (such as defibrillators), building new stations, upgrading engines to 
ALS capabilities, computers, etc.  Although it may not be required for some 
governmental organizations, developing a depreciation schedule allows cost comparisons 
with private companies and a scheduled replacement program. 
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3. Operational and maintenance expenses. 
 
Operational and maintenance expenses should be divided into fixed and variable.  Fixed 
expenses are those service costs that remain the same regardless of level of activity.  
Fixed expenses include rent, salaries, depreciation, preventive vehicle maintenance, and 
training.  A lesser fixed expense may be cost of relicensure for employees.  Variable 
expenses change with activity and include unscheduled vehicle maintenance, station 
repair and maintenance, non-capital medical supplies, linens, gasoline, office supplies, 
accounting and legal expenses, etc.   
 

• Training costs--Calculating the costs of training involves determining the 
total number of hours required for all aspects of the job for all personnel.  
This includes required fire, EMS, hazardous materials, and OSHA 
mandates as well as inservice training for new equipment/procedures.  In 
addition to the direct costs in terms of training staff and manpower, all 
support services must be considered.  Support services include secretarial 
staff to prepare any needed paperwork or handouts and recordkeeping. 

 
• Facility costs--Using a depreciation schedule, the yearly (and even hourly 

cost) of a facility can be calculated.  For example, if a new station costs 
$750,000 and has a life expectancy of 30 years, the depreciation (cost) of 
that station per year is $62,500 or approximately $5,200 per month.  To 
this base cost must be added the additional costs of operating supplies, 
maintenance and repairs, utilities, and insurance.  By calculating the cost 
of each station, the fixed yearly or monthly facility expense can be 
determined. 

 
• Capital equipment costs--The same approach can be taken for capital 

equipment costs.  For example, if an ambulance costs $100,000 and has a 
life expectance of 5 years, the depreciation (cost) of that ambulance per 
year is $20,000 or $1,666.67 per month.  Adding the cost of the required 
medical equipment, vehicle maintenance, insurance, and fuel and oil will 
allow the calculation of the total annual cost of the ambulance.  However, 
since vehicle maintenance, fuel, and oil are variable expenses, these costs 
should be calculated for low-, medium- and high-volume units and the 
amount averaged. 

 
• Personnel costs--Determining personnel costs requires that each rank's 

base salary and benefits are calculated.  For each rank, the base salary plus 
FICA, retirement, life and health insurance, Workers' Compensation, 
disability, clothing allowance, and any applicable specialty pay should be 
calculated.  For example, if a captain paramedic earns $41,000 per year 
base pay (for a 56-hour work week, including Fair Labor Standards Act 
(FLSA) overtime), that would be an hourly rate of $13.74.  To that, add 
the following costs: 
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- Federal Insurance Contributions Act (FICA)--$1.04/hour 
- Retirement--$3.74/hour 
- Life and Health--$0.99/hour 
- Disability--$0.07/hour 
- Workers' Compensation--$0.70/hour 
- Clothing allowance--$0.54/hour 

 
This brings the total personnel cost for one captain paramedic to $20.82 
per hour. 

 
These are provided as examples of considerations when costing out specific aspects of 
EMS.  Once the monthly/yearly costs have been determined, the numbers can be applied 
to all personnel, stations, and equipment, and the overall costs can be allocated by station, 
unit, or number of runs. 
 
 
COST CONCEPTS 
 
Unit Hour Use 
 
Two fundamental financial management concepts used by today's private EMS leaders 
are total system "cost per unit hour" and "unit hour use ratio" (U:UH ratio).  Although 
almost impossible to replicate in a fire-based system, it is important for fire-based 
systems to understand the concept.  The concepts of total system cost per unit hour and 
unit hour use ratio furnish the essential missing link between the operating budget and the 
cost per patient served in a strictly EMS system.  The EMS provider is not a producer of 
runs or transports.  Rather, the EMS provider simply provides unit hours of coverage 
(e.g., each unit hour being one hour of a fully equipped and staffed EMS unit available 
for dispatch or assigned to call).  The EMS leader may control the provision of more or 
fewer unit hours and providing unit hours of coverage of greater or lesser clinical 
capability at higher or lower cost per unit hour provided.  However, runs and transports 
are generated by forces beyond the provider's control (e.g., frequency and timing of 
accidents and illness). 
 
The EMS leader also can control the cost and quality of unit hours provided and the 
deployment of those unit hours both around the clock and around the community.  By 
carefully controlling the cost, quality, and quantity of unit hours provided, and by 
scheduling and geographically deploying those unit hours to match predictable 
fluctuations in frequency and location of demand as closely as possible, the effective 
EMS leader is able to maximize response time reliability at any given (or affordable) 
volume of unit hour provision. 
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1. Cost per unit hour.  
 
The concept of total cost per unit hour is a measure of the total costs of providing 
coverage during a given accounting period divided by the total number of unit hours of 
coverage provided during that same accounting period.  This measurement can be used to 
identify whether unit hour costs are excessive given the quality of care being delivered, in 
comparison to other, similar EMS delivery systems.  If the unit hour cost is excessive, the 
source of inefficiency must be determined and corrective action taken.  Excessive costs 
per unit hour can result from top-heavy administration, runaway wages, poor economies 
of scale, overtime pay resulting from poorly planned shift change procedures, and many 
other causes (e.g., the limitless symptoms of bad management). 

 
Cost per unit hour =total costs of providing coverage during given accounting period  

total # of unit hours of coverage provided during accounting period 
 
An example that uses very simplified numbers for calculating cost per unit hour follows.  
A service has five ambulances covering a 24-hour period.  Each ambulance is staffed 
with two paramedics each earning $15.00/hour (including benefits).  There is one 
supervisor who earns $20.00/hour on duty for the 24 hours.  It costs $35.00/hr to operate 
each ambulance (includes maintenance, fuel, equipment, etc.). 
 

- Unit hours--24 hours x 5 units = 120 unit hours 
 
- Costs--1.  Paramedic salary--24 hours x $15.00 x 10 = $3,600 

2.  Supervisor salary--24 hours x $20.00 = $480 
3.  Vehicle operating cost--24 hours x $35.00 x 5 = $4,200 
4.  Total costs for 24 hours = $8,280 

 
- Cost per unit hour--$8,280/120 = $69.00 

 
Vehicle operating costs can be figured in a variety of ways.  One common way is to 
create an inventory list of all equipment carried on the ambulance, including the vehicle 
itself.  This inventory list should contain the cost of each item as well as its anticipated 
life span.  Simple division will provide the cost per year of each piece of equipment and 
the vehicle itself; this can be further equated to an estimated cost per hour.  Maintenance 
costs are figured similarly, using mileage and maintenance records to determine the 
average cost per year (and hence per hour).  Disposable supplies that otherwise would be 
billed to a patient typically are not included in these costs. 
 
2. Unit Hour Use. 
 
Even more important to service efficiency than unit hour costs is the effectiveness with 
which the unit hours are used (e.g., U:UH ratio).  In recent years within the EMS 
industry, the U:UH ratio has become the most widely accepted indicator of effective 
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scheduling, redeployment, and dispatching practices.  The U:UH ratio is calculated by 
dividing the total number of patients served during any accounting period by the total 
number of unit hours of coverage provided during that same accounting period.  The 
higher the U:UH ratio, the lower the cost per patient served. 

 
U:UH ratio = total # of patients served during accounting period  

total # of unit hours of coverage provided during accounting period 
 
Assuming that runs, on average, are completed in 40 minutes, theoretically 1.5 patients 
could be served per unit per hour (i.e., one patient served each 0.666 unit hour of 
coverage).  Thus, the maximum theoretical U:UH ratio is 1.5.  Realistically, however, an 
emergency provider cannot service a continuous queue of calls and still provide quality 
medical care.  When services take action to increase their U:UH ratio, they must be aware 
that by increasing the number of patients served per unit hour of coverage, they risk 
increasing the likelihood of member burnout and poor quality of care.  However, by 
providing excess service (e.g., providing nonproductive unit hours of coverage) EMS 
organizations lower the U:UH ratio and thus increase the cost per patient served.  In 
addition, a low U:UH ratio could lead to member rustout. 
 
 
Factors Affecting the U:UH Ratio 
 
It is difficult to determine the best U:UH ratio as many factors influence the maximum 
U:UH ratio that can be achieved in a given setting.  The most important include 
geographic density of demand for service, size and shape of service area, road systems 
and traffic flow, level of expertise in system status management, and, above all, level of 
response time reliability required by statute, ordinance, or contract.  Where multiple 
providers compete to serve the same geographic area, the effect is to reduce each 
provider's "density of demand," even in areas with high population densities.  Thus, from 
both the economic and operational perspectives, urban multiple-provider systems closely 
resemble sparsely populated rural areas. 
 
The most common causes of wasted unit hours include staffing and scheduling practices 
that fail to account for demand-pattern fluctuations, poor geographic deployment 
practices, faulty dispatching procedure, and failure to take advantage of new electronic 
technologies for locating patients and managing response. 
 
 
Economies of Scale in Out-of-Hospital Care 
 
It is generally agreed that the minimum population base necessary to support a 
reasonably efficient EMS system is somewhere around 200,000 people; however, it is 
more where multiple providers share the same market or where emergency versus non-
emergency production is separated functionally.  If the population served is lower than 
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200,000, either clinical and response time reliability must suffer, or substantial levels of 
subsidy will be required to offset the inefficiency induced by poor economies of scale. 
 
Poor economies of scale have both financial and operational impacts.  Financially, low-
volume unit hour provision means that fixed costs, overhead costs, and support service 
costs must be distributed over fewer unit hours, thus forcing unit hour costs upward to 
excessive levels.  The only alternative to these excessive unit hour costs is to reduce fixed 
costs, overhead costs, and support service costs by such measures as reducing levels of 
supervision, employing less capable management personnel, reducing worker 
compensation, and reducing the quality of such support functions as vehicle maintenance, 
inservice training, and communications infrastructure (e.g., cutbacks that inevitably must 
compromise the quality of patient care).  Operationally, impact of poor economies of 
scale appears as a reduction in the maximum of U:UH ratio that can be maintained safely 
at any given level of response time reliability, given that, call volumes decrease, demand 
pattern fluctuations (both geographic and time of day) become increasingly 
unpredictable. 
 
At the other end of the economy-of-scale spectrum, maximum potential efficiency 
appears to be achieved when a single firm serves a population of 1,200,000 exclusively.  
(In economic terms, the "average cost curve" continues to decline until the population 
served exclusively by a single company reaches about 1,200,000).  Some of the most 
successful EMS companies achieve considerable economies of scale by operating 
services in multiple, noncontiguous communities whose combined populations allow a 
level of efficiency that could not otherwise be obtained. 
 
 
OVERVIEW OF EMERGENCY MEDICAL SERVICES BUDGETING 
 
The financial future of any emergency medical or patient-transport organization is 
established through budgeting.  A budget can be defined as a planning and control 
system--a financial action plan that the organization intends to follow for a specified 
period of time.  The EMS budget accomplishes four main objectives:  it provides a 
written expression of the service's objectives, policies, and plans; is a basis for evaluating 
financial performance in accordance with the plan; is a useful tool (but only a tool) for 
cost control; and creates financial awareness throughout the organization. 
 
Budgeting requires that the service determine the financial feasibility of programs before 
including them in the organizational plan.  This ensures that the new programs are 
realistic and attainable, and that the organization has the financial resources to maintain 
them.   
 
There are several types and styles of budgets.  Local governments or corporate 
headquarters for private companies usually dictate the specific format that must be used 
by an agency.  The following, one example of an effective budget, consists of five parts:  
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goals and objectives, justification, operating budget, capital-needs report, and cash-flow 
forecast. 
 
1. Goals and objectives--The budget goals and objectives are a written expression 

of what the organization wants to accomplish in a specified period of time.  They 
must be accepted by everyone involved, and they must be S-M-A-R-T, i.e., 

 
• Specific--The goals must be concise and to the point.  Generalities and 

ambiguities will cause confusion and misinterpretation. 
 

• Measurable--Compliance must be determinable.  If the actual results are 
vague, goals and objectives will not help. 

 
• Attainable--The goals must be within organizational reach, or their 

inclusion in the plan will cause frustration and lethargy toward other goals. 
 

• Realistic--Here, too, the goals and objectives must be a realistic part of the 
overall service's mission and must be appropriate for the organization. 

 
• Tangible--The accomplishment of a specific goal or objective must be 

demonstrable.  It must be something that the people in the organization 
can see or know. 

 
2. Justification--Budget justification demonstrates how numbers are calculated.  

The justification section of the budget correlates the numbers to the ideas, and it 
contains the supporting documents and data that show how the figures were 
computed.  This validates financial decisions and projections. 

 
3. Operating budget--The operating budget contains various figures and 

computations that enable the organization to track its future performance.  The 
three parts of an effective operating budget are the statistics review based on 
workload indicator, expense budget based on operational and maintenance 
expenses, and revenue forecast.   
 
The revenue forecast budget is prepared in essentially the same manner as the 
expense budget, but with fewer categories or accounts.  Revenue is defined as the 
service's income from any source.  There are two types of revenue for an 
ambulance service if it has no subsidiary businesses.  There's a combined revenue 
derived from patient treatment and transport operations, which is commonly 
referred to as patient revenue.  The other revenue, that from any other source, is 
called nonoperating revenue.  Nonoperating revenue includes subsidies, tax 
receipts, interest from savings and investments, training revenue, fund-raising 
income, donations, membership fees, bequests, and so on.  By combining patient 
revenue with nonoperating revenue and projected increases, it is possible to 
determine how much money the service will have for operations. 
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4. Capital-needs report--The capital-needs report is a listing of the major 
equipment purchases for the entire budget year.  These items normally are not 
purchased each year, but are one-time or infrequent purchases that have a life 
expectancy measured in years and are depreciated over their lifetime.  They often 
are financed rather than paid for outright. 

 
5. Cash-flow forecast--The cash-flow forecast is the most difficult area to 

determine.  It is also one of the most important areas, as it helps to determine 
whether there will be enough money at the right time to pay for certain goals and 
objectives.  Although many government service agencies are not responsible for 
cash-flow forecasting, they should be encouraged to take this responsibility, since 
the ability to forecast cash flow improves the EMS leader's credibility when 
dealing with municipal budget officers.  Thus, cash flow is the EMS leader's 
concern, even if it is not a primary responsibility. 

 
 
OVERVIEW OF SYSTEM STRUCTURES AND FINANCIAL STRATEGIES 
 
There are a variety of different types of out-of-hospital care systems, plus numerous 
variations.  These system types differ widely in the extent to which service delivery is 
provided by government agencies versus private firms, and in the extent to which the 
costs of delivery are paid with local tax dollars versus earned income from other sources.  
 
• Public Versus Privatized Delivery 
 
In some systems, out-of-hospital care service delivery is entirely government operated.  
In many systems, delivery is partly socialized (e.g., government-operated "rescue" 
service with emergency and nonemergency transport provided by private providers).  
Alternatively, some communities are served by fully "privatized" out-of-hospital care 
systems.  
 
• Public Versus Privatized Financing 
 
Failure to distinguish socialized delivery from socialized financing of delivery costs is a 
common mistake.  For example, the Medicare program often has been referred to as an 
example of "socialized medicine."  It is not.  Rather, Medicare is an example of 
socialized insurance.  (The Veterans' Administration hospital system is an example of 
socialized medicine).  Out-of-hospital care systems have existed in which delivery is 
financed entirely from fee-for-service revenues and "subscription sales."  Thus, the 
combination of fully public EMS delivery and fully privatized financing, though 
extremely rare, is possible.  Theoretically, the reverse combination (i.e., fully privatized 
delivery with fully socialized financing) could exist, but most likely does not.  There is 
no magic mixture of public versus privatized EMS delivery that can guarantee results.  It 
is also true that there is no reliable correlation between financing method and results in 
the streets. 
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REQUIREMENT FOR DIVERSITY IN FUNDING SOURCES 
 
As the entire U.S. economy becomes more constrained, the public demands increased 
quality and productivity, and managed care organizations continue to expand, EMS 
advocates must consider a wide array of fundraising approaches, as well as emphasize 
more efficient organizations, production methods, and system structures.  Diversification 
of funding is important in that, typically, no single source of revenue is adequate to meet 
the needs of an EMS agency.  The best way to insulate an EMS agency from a 
catastrophic reduction or loss in funding is to take full advantage of as many revenue 
sources as possible.  The following is a description of potential EMS funding methods 
with advantages and disadvantages of each source listed. 
 
1. Major local government funding mechanisms. 
 

• Taxes--Taxes can include general property taxes, local income taxes, 
general sales taxes used to fund most local services, transient taxes, and 
other taxes specifically earmarked for fire and EMS services. 
 
Advantage--Offers a traditional source of revenue whose acquisition is 
broadly distributed across community residents (cost of service is spread 
over a large number of people), with the possibility of "earmarking" a 
portion of the revenue solely for EMS. 

 
Disadvantage--Requires voter authorization or legislative approval to start 
and continue after a specified period, and can be used only up to a 
specified limit. 

 
• Borrowing--In addition to the familiar bonds used for purchasing capital 

equipment, borrowing may include "certificates of participation" (COP's).  
COP's operate much like home mortgages and are used to purchase 
equipment and facilities when the local jurisdiction is not allowed to use 
more convenient debt instruments. 

 
Advantage--Financially efficient way to spread the cost of capital 
equipment over a long period of time.  Usually does not require voter 
approval.  Oftentimes is tax-exempt, which attracts a large investor base. 

 
Disadvantage--May involve complex legal and administrative 
requirements, and requires broad public support. 

 
• Leasing--Leasing provides an alternative way to avoid a large capital 

outlay, and may offer a right-to-purchase at the end of the leasing 
arrangement. 
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Advantage--May require minimal or no initial capital outlay.  Offers 
flexible payment terms spread over many years.  May offer tax-exempt 
interest rate. 

 
Disadvantage--Frequently not available since equipment is custom-
ordered.  Total cost is substantially higher than buying equipment outright. 

 
• Benefit assessment charges--These charges are administered somewhat 

like property taxes.  They factor in not only size and type of property, but 
also "benefits" from being close to fire stations, having special services 
available, etc. 

 
Advantage--Provides a way to get around property tax limitations and also 
can improve the equity of charges for fire and EMS services. 

 
Disadvantage--May be cumbersome to undertake and difficult to 
accomplish due to legal restrictions.  May depend largely on cooperation 
of local government's finance and tax collection departments. 
 

• Fees--Fees include medical care and ambulance transport, and small 
revenue producers such as fees for permits for new construction, special 
events, and operating hazardous functions.  Also included can be fees for 
inspections and violations of codes, and fees for special services for which 
charges were not made in the past (e.g., rescuing a boater or hiker). 

 
Advantage--Can be presented to the public as a means to improve equity 
to all taxpayers by not using everyone's taxes to subsidize those who use 
services the most.  Also, when politicians cut budgets, departments that 
generate revenue (e.g., fee-for-service) often are spared the axe. 

 
Disadvantage--Public may routinely expect services to be provided, and 
attempts to bill and collects fees for service may be a financial nightmare 
for organizations without prior experience and/or adequate legal advice or 
expertise. 

 
• Contracts--Contracts may be used to provide fire protection and EMS in 

neighboring jurisdictions, to provide selected services for parts of 
jurisdictions, or to provide special services such as training, hazardous 
materials responses, and heavy rescue under an annual contract or with a 
fee per usage or per student. 

 
Advantage--Can provide benefits in the form of increased levels of service 
through economies of scale, and by having more equipment and personnel 
available to serve either's needs. 
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Disadvantage--May be difficult to execute due to State regulations and 
previous mutual-aid agreements. 

 
• Cost sharing--Cost sharing involves multiple departments joining 

together to pay for new facilities or services to reduce the burden of each, 
especially where the facilities or services are not used frequently. 

 
Advantage--Perceived favorably by the public because of intergovernment 
cooperation.  Allows production of a program or joint use of equipment or 
facilities that otherwise would not be possible. 

 
Disadvantage--Control of resources must be shared as well as the costs. 
 

• Subscriptions--Subscriptions are a form of insurance in which a 
household pays a fixed fee per year, and then does not have to pay 
anything additional for EMS or transport uses during the year.  A variation 
is to have the subscription prevent any out-of-pocket expenditures beyond 
the subscription fee, but the local agency is free to charge the subscriber 
for fees that can be recovered from medical insurance or homeowners' 
insurance. 
 
Advantage--Traditionally successful in rural areas and growing in 
popularity in suburban areas.  Used by public, private, and volunteer 
agencies. 

 
Disadvantage--Legal restrictions may limit operating functions of the 
program.  May be difficult to market and requires significant planning and 
resources to implement and maintain. 

 
• Impact development fees--In some instances, new developments can be 

required to pay for the impact they have on capital purchases such as new 
fire stations and their full complement of equipment. 
 
Advantage--Private sector pays for the majority of the additional resources 
required thus allowing first-time purchases of equipment. 

 
Disadvantage--EMS department is encumbered to staff and operate new 
stations indefinitely. 

 
• Consolidation--The consolidation of several departments or parts of 

operations into a single entity may provide an efficient and cost-effective 
means of providing emergency medical services.  Savings usually are 
brought about through elimination of duplicate functions such as 
management and training. 
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Advantage--Financially efficient for both the provider and citizens who 
may pay less per capita for consolidated services, or may get higher levels 
of service for the same cost. 

 
Disadvantage--Major obstacle to consolidation is often the power struggle 
that occurs between organizations involved.  Not all consolidations work 
and, in some instances, "smaller" may be more cost efficient. 

 
2. Federal and State Programs. 
 

• Driving-related fees and fines--Vehicle registration and traffic citations 
may have fees included to help pay for emergency medical services, which 
often are needed to assist victims of traffic accidents. 

 
Advantage--Provides a stable funding source to support the State's EMS 
network.  Revenue can be used to train fire and paramedical personnel, 
and to acquire fire and rescue equipment for local fire, rescue, and 
ambulance companies in State jurisdictions. 

 
Disadvantage--Imposition of additional fees and fines may cause public 
resentment. 

• Special State grant programs--These programs involve competitive 
grants for crime, health, or fire programs for specific public safety 
purposes such as improving the quality of emergency medical services. 

 
Advantage--May be applied directly to the purchase of such EMS 
equipment as ambulances and automatic defibrillators, as well as training 
programs for first responders, EMT's, and paramedics. 

 
Disadvantage--Unreliable source of revenue on a year-to-year basis.  
Application paperwork can be excessive and often requires technical 
expertise in proposal writing. 

 
• General State revenues--Many States allocate part of their taxes to 

support fire and EMS services. 
 

Advantage--May provide good source of revenue for rural or volunteer 
agencies which otherwise have limited means of funding. 
 
Disadvantage--Varies largely from state to state and monies available 
typically must be used for specific EMS purposes which may or may not 
be consistent with specific EMS agency requirements. 
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• State-provided services--Services provided by the State include those 
that can be used in lieu of local services and funds, such as paramedic 
training. 

 
Advantage--May offer state-of-the-art services that normally would not be 
available at the local level. 

 
Disadvantage--Varies largely from state to state and services provided 
may not match specific EMS agency requirements. 

 
• Federal grant programs--These programs include a variety of special 

purpose programs across Federal agencies which, while not specifically 
earmarked for EMS, can be used for EMS-related purposes. 

 
Advantage--Can be applied directly to purchase of EMS equipment such 
as ambulances and automatic defibrillators, and for training programs for 
first responders, EMT's, and paramedics. 

 
Disadvantage--Application paperwork can be excessive and often requires 
technical expertise in proposal writing.  Securing funds continues to be 
highly competitive. 

 
3. Private Sector Sources 
 

• Direct Solicitation--Direct solicitation includes door-to-door solicitation, 
telephone solicitation, or direct-mail solicitation.  It commonly is used in 
volunteer departments to obtain charitable contributions. 

 
Advantage--Can be highly successful when linked to a particular program 
or equipment purchase. 

 
Disadvantage--May require considerable time commitment by service 
members.  Success is contingent largely on economic conditions of the 
community. 

 
• Fundraising events--Fundraising events may includes bake sales, 

barbecues, carnivals, dinners, picnics, casino nights, sporting events, etc.  
They often are used in volunteer departments. 

 
Advantage--Variety of options available which usually can be 
implemented at any time of the year, especially to offset "dry periods" of 
revenue collection. 
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Disadvantage--Success is related to economic conditions.  Year-round 
funding projects (e.g., bingo) may consume so much time that volunteers 
burn out. 

 
• Corporate donations--Corporate donations involve grants and services 

solicited from local and national corporations.  These sources may be 
involved in safety (e.g., insurance companies) or simply may be interested 
in good public relations and in doing community service (e.g., fast food 
restaurants). 

 
Advantage--Helps promote strong sense of community spirit and 
cooperation. 

 
Disadvantage--Requires strong public relations, marketing, and technical 
proposal-writing skills.  Success may be contingent largely on economic 
conditions in the community. 

 
• Private foundations--Local community foundations may offer funds to be 

used for providing special public safety services, as well as specific 
contributions to EMS-related services. 

 
Advantage--Can be an excellent source for starting new programs or for 
buying equipment that could not be funded from routine sources. 
 
Disadvantage--May require significant public relations efforts as well as 
technical proposal-writing skills.  Competition for available funds is 
usually fierce. 

 
• Capitated contracts--EMS ambulance services may be subcontracted 

through large, prepaid health care programs (e.g., HMO's) as a portion of 
their total health care services packages. 

 
Advantage--Revenue is known and guaranteed up front. 

 
Disadvantage--If costs exceed guaranteed revenue, there is no method for 
recovering those costs. 

 
 
PREPAID SERVICES 
 
The most powerful and far-reaching trend in the U.S. health care industry today is the 
conversion from fee-for-service financing to various forms of prepaid health care 
programs.  The focus of managed health care organizations shifts the traditional 
"treatment" philosophy to a "preventive health and maintenance" philosophy. 
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Subcontracting EMS services can vary across different prepaid health care programs, and 
may range from basic nonemergency and emergency transport service (horizontal and/or 
vertical), to out-of-hospital care plus a full range of primary health care services.  Other 
than the evolutionary growth experienced by systems, the most dramatic increase in 
market share can be created by developing contracts with large users and buyers of 
ambulance services.  Contractual relationships that create exclusive- or preferred-
provider relationship between an ambulance service and health care control organizations 
can increase dramatically the service's patient volume, for instance. 
 
A key consequence of managed care organizations involves a change in the traditional 
philosophy of EMS finance.  Historically it has been financially beneficial for EMS 
organizations to perform as many transports as justifiable and possible, as a means to 
maximize collections. The opposite is true with a capitated contract.  Serving as 
subcontractors to managed care organizations, EMS departments receive flat annual rates 
for specific services provided to the community. Over-response or unnecessary transport 
of patients to emergency departments when complaints could be managed at an 
alternative transport site or treated in the field become the critical factors in determining 
whether an EMS organization turns a profit or exceeds its budget. 
 
Private companies already are competing for out-of-hospital care and basic primary care 
services with managed care organizations.  Public EMS agencies must evaluate their 
place in this new market in order to increase funding alternatives. They also must employ 
a variety of cost-reduction strategies.  Consideration should be given to alternatives such 
as regional consolidation to improve economies of scale.  Organizations that embrace a 
"business-as-usual" philosophy undoubtedly will cease to remain viable.  This challenge 
of remaining financially viable requires an open mind to change and expanding the 
traditional philosophy of "prehospital emergency care" to "out-of-hospital" care.  It is 
hoped that the EMS leaders of today possess the vision and leadership to respond to the 
challenge effectively. 
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MODULE 3: 
INFORMATION MANAGEMENT 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Objectives 
 
Given a written evaluation, In-Basket, or group activity, the students will be able to: 
 
1. Describe the types of data required by an Emergency Medical Services (EMS) 

system to justify services and ensure a quality service delivery. 
2. Identify the basic and essential data elements set forth by the National Highway 

Traffic Safety Administration (NHTSA) in the Uniform EMS Data Element 
Dictionary. 

3. Discuss the importance of collecting objective data. 
4. List the various uses of EMS data. 
5. Identify obstacles in the collection of objective, accurate, and useful data in the 

EMS industry. 
6. Discuss the goal of EMS data collection. 
7. Identify and describe appropriate types of EMS reporting technology needed to 

move toward automation. 
8. Identify the potential organizational impacts that changing information 

management systems could have. 
9. Identify means of funding for a change in information management systems. 
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OVERVIEW OF THE USE OF INFORMATION IN EMERGENCY MEDICAL 
SERVICES (EMS) 

 
EMS is an industry drowning in information.  The raw material for information is data.  
When data are collected and arranged properly, they create new information, which leads 
to the production of new and valuable knowledge.  
 
Yet, with the exception of physicians, most EMS leaders, managers, and providers are 
not in the "information" age.  Most system design changes result from opinion.  We 
design system changes based not on what has been proved, but on what we believe has 
been proved.  Furthermore, we often are incapable of interfacing information gathered in 
one EMS system in a meaningful manner with information gathered in other EMS 
systems.  This handicaps our ability to quantify--and therefore justify--our reason for 
existence in the world of health care.  It doesn't have to be this way.    
 
The function and essence of information is revealed in the word itself:  information.  
Information is the fundamental ingredient for creating structure.  In terms of EMS 
systems, this structure can be seen in the physical form of dispatch centers, fire stations, 
ambulances, fire trucks, and medical equipment.  This structure also is visible in 
receiving facilities, medical treatment protocols, and training programs.  These are all 
formed and created by the information that has been collected and analyzed.   
 
Information is broken down into building blocks known as data.  It should be obvious 
that the data an organization chooses to collect have a profound impact on what 
information actually is produced as the result of analysis.  The data we choose to collect, 
the methods we choose to analyze those data, and the information that results from that 
analysis have a profound impact on our EMS system's knowledge, design, and operation.  
Information is an EMS organization's primary means of survival. 
 
How many of these comments have you heard in your own organization (or have made 
yourself)? 
 
1.    Twelve lead EKG's done in the field would really improve our EMS system and 

patient care. 
 
2.    Giving a fluid challenge to a trauma patient with a blood pressure less than 80 

systolic improves their chances of survival.  
 
3.    We save lots of people in our community from dying of cardiac arrest. 
 
4. EMS makes a difference in patient outcomes. 
 
5. Our EMS delivery process is providing quality patient care and is more cost-

effective than a private EMS agency providing the same service. 
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The challenge is not to attack or defend any of the above statements.  The challenge is to 
prove or disprove the statements based on sound and accepted scientific methodology.  
As stated, these comments are hypotheses--what we believe to be true.  To prove any of 
them requires specific data that will provide objective information that either validates or 
disproves the statement. 
 

 
TYPES OF DATA REQUIRED BY AN EMERGENCY MEDICAL SERVICES 
(EMS) SYSTEM  
 
Every EMS system collects data.  The issue is whether those data are relevant or just a 
collection of numbers and facts.  To justify services and ensure quality, programs must 
collect and analyze appropriate data.  Not only should data collected be useful to the 
program collecting it, but they should be useful to EMS on a national level.   

 
 
Definition of data elements 
 
The first step in re-engineering EMS information management in a way that will produce 
meaningful knowledge, regardless of which EMS system generates the knowledge, is to 
agree upon an industry standard for defining data elements.  Until August of 1993, no 
uniform EMS data element dictionary existed that would allow EMS systems and 
agencies to collect data capable of  "'communicating across boundaries."  In other words, 
one system's definition of the time a unit is responding might be from the time that the 
unit actually received the call.  Another system might define the same data element as the 
time personnel verified by radio that they are responding.  A third system might define 
this datum element as the time the vehicle actually moves.   
 
Recognizing this problem, a consensus panel formed under the guidance of the National 
Highway Traffic Safety Administration (NHTSA) created a Uniform EMS data element 
dictionary as part of the Uniform Pre-Hospital Emergency Medical (EMS) Data 
Conference Final Report.  This document defines each data element, prioritizes and 
recommends which data elements each EMS system should collect and analyze, and 
provides the rationale.  
 
The dictionary includes 80 essential EMS data elements; these allow EMS systems to 
communicate equally and in an unbiased fashion with respect to data.   
 
Using the example above, "time unit responding" is given a priority of "essential" and a 
definition of "time that the response unit begins physical motion."  It also is justified and 
discussed in a separate category.  If EMS information is to be standardized at a National 
instead of at a local level, it is critical that each EMS department and system adopt this 
National standard.  Using the National standard allows EMS research to be performed 
using a National sample of EMS systems.  By using a National sample, research results 
can be generalized to most EMS systems instead of being confined to the one that 
supplied the data.  
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Types of Data  
 
The EMS Systems Act of 1993 made recommendations for standardized data collection 
that was thought to be essential.  The basic data elements are included in Figure 1. 
 
 
  

Basic Data Elements 
  

Patient Demographic Data EMS Vehicle information(level of care) 
EMS response and transport intervals Incident location 
Patient complaint Patient condition 
Mechanism of injury Therapy administered 
Treatment outcome Receiving medical facility 
  

 
 

Figure 1 
Basic Data Elements 

 
 
In addition to the basic data elements, other essential items for data collection were 
identified.  These are shown in Figure 2. 
 
 
 

Essential Items for Inclusion in Data Collection System 
  

Emergency Unit Identifier Patient Gender 
Crew Identification Vital signs 
Date of Incident Glasgow Coma Score 
Time dispatched Illness/Injury site 
Time arrived on scene Mechanism(s) of injury 
Time departed scene Injury 
Incident location Basic Life Support procedures list 
Reason for dispatch Advanced Life Support procedures list 
Dispatch and transport code Medications administered 
Receiving facility Patient outcome 
Patient name Patient age 

  
 
 

Figure 2 
Essential Items 
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Each EMS system is unique in structure and demographics.  Once basic data elements for 
system operation have been collected and evaluated, specialized items for individual 
EMS systems can be added.  Figure 3 is an example of specialized items of data that may 
be included. 
 
 

 
Suggested Items for Inclusion in an EMS Data Collection System 

 
Type of unit responding and level of care provided at the scene. 

These data assist in evaluation of dispatching protocols. 
 
Rationale for destination choice. 

These data assist in evaluation of dispatching protocols. 
 
Residency status of patient. 

These data are helpful in rural areas to demonstrate impact of interstate 
highways on local EMS needs. 

 
Prehospital trauma severity score scale. 

These data are useful for public education programs and legislative initiatives. 
 
Auto restraint and safety helmet use. 

These data are used for public education programs and legislative initiatives. 
 
Initiation of CPR by bystanders, witnessed  versus unwitnessed arrests, initial 
monitored cardiac rhythm, and use of AED's. 

These data allow medical directors to determine local EMS system 
performance in resuscitation of cardiac arrest and design interventions to 
increase survival. 

 
 
 

Figure 3 
Specialized Data Items 

 
 

USES OF EMS DATA AND INFORMATION 
 
The goal of data collection and analysis is to create useful information that leads to new 
knowledge that will improve EMS service delivery.  However, information gathered 
through data collection is not limited to use in national research.  Several uses of EMS 
data for within-system "research" are listed below. 
 
• Provide a comprehensive medical record of the prehospital event. 
• Provide a legal instrument in court. 
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• Determine training requirements for personnel. 
• Allow for cost-recovery (reimbursement) of EMS services.  
• Provide a method of determining human and nonhuman resource needs.  
• Improve customer-related decisionmaking and planning. 
• Measure contract performance between various providers and external vendors. 
• Provide a competitive advantage against other EMS organizations incapable of 

justifying the quality of their EMS service delivery. 
• Provide a means to measure progress toward the organizational vision.  
 
Additional uses can be found in Figure 3 (above). 
 
 
SOURCES OF EMERGENCY MEDICAL SERVICES (EMS) DATA 
 
EMS system information can be collected and analyzed from several different sources.  
The most  common sources include 
 
• Data collected from Patient Care Reports (PCR's). 
 
The PCR documents the patient encounter and allows measurement of key performance 
elements. 
 
• Stakeholder data. 
 
These are data gathered from identified external customers who may require special 
services.  For example, if a dialysis center opens up in the community, specialized 
training for EMS providers on how to provide care to dialysis patients may be 
appropriate.   
 
• Service perception data. 
 
This information measures how well the EMS system currently is meeting the needs of its 
customers.  This involves collection of information related to service delivery (as 
opposed to clinical care).  For example, were the EMS providers efficient and helpful?  
Was the EMS response timely?  Data of these types may be collected using customer 
survey forms or similar devices. 
 
• Process data. 
 
Process data is important from a quality improvement perspective.  This information is 
useful for identifying vehicle replacement time-frames, fuel consumption, provider 
training, personnel hours worked, billing processes, etc.  These data also are useful in 
benchmarking performance between EMS providers and systems. 
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BARRIERS TO THE COLLECTION OF EMERGENCY MEDICAL SERVICES 
(EMS) DATA  
 
Historically, major obstacles have prevented the collection of objective, accurate, and 
useful data.  The EMS profession is beginning to eliminate some of these barriers; 
however, some common barriers to EMS data collection remain a major concern. 
 
 
Prehospital Environment 
 
The prehospital environment is not the optimal place to observe and record events 
objectively.  EMS providers often must recall observations for documentation while 
simultaneously involved with patient care in an environment that may be dangerous and 
stressful.  Experienced EMS providers all have experienced the "time-warp" that occurs 
when providing care to an acutely injured patient.  Questions regarding actual field time 
are met with:  "It seemed like we were only on scene for 10 minutes!"  The 
environmental stress of providing EMS raises a question as to the validity of the 
observations of some EMS providers. 
 
 
Uniform Data Elements 
 
The lack of uniform data elements for describing an entire EMS event has handicapped 
benchmarking and research capabilities.  With the adoption of NHTSA's 80-data element 
dictionary, comparative reports (such as differences in resource consumption, cardiac 
arrest survival (Utstein criteria) and prehospital time comparisons) between different 
providers in geographically diverse EMS systems could occur. 
 
 
Data Retrieval 
 
The inability to retrieve data and information from information systems when required 
creates a huge barrier.  For example, your community's local newspaper is preparing an 
article on drowning and has requested information from your fire department on 
response, scene, and transport times, locations, and patient ages for all water-related 
incidents during the past 5 years.  How long would it take your agency to find those data?  
Could you even find them?  Careful thought should be put into how data will be stored to 
allow for easy retrieval of important and commonly sought information. 
 
 
Documentation 
 
Incomplete or illegible documentation on run reports is one of the simpler causes of data 
loss.  However, if data from run reports are not recoverable, the barrier to data collection 
is severe.  How much time is wasted in tracking down an EMS provider to complete or 
interpret a run report?  
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System Barriers 
 
Some EMS systems appear to be designed to make collecting and analyzing data more 
difficult.   
 
• Using report forms with multiple layers of copies that require pressing hard 

enough to ensure that the last copy is legible, oftentimes results in the last copy 
being impossible to read.  

• An EMS system may unwittingly cause a barrier to data collection through the 
QA process.  When confronted often enough regarding questioned treatments, 
EMS providers learn how to "document to stay out of trouble."  The result is an 
inaccurate record.  To confound the problem, any research done using that record 
provides results that are based on flawed data! 

• Barriers may be a result of cost and economics.  Communities have limited 
resources for providing fire protection and EMS services.  It is a constant juggling 
act to match available resources with demand for services.  Because of this 
dynamic situation, EMS providers may feel pressured to return to service as 
quickly as possible in order to respond to the next call for service.  Because of 
this, proper documentation of previous calls for service may be affected 
negatively.   

 
 
Communication 
 
One of the central functions of administration and management in the past has been to 
control information:  to keep it contained in order to protect the department.  This control 
was (and still is) necessary in certain circumstances.  However, it often is applied to all 
information and to all but upper-level personnel.  This makes it appear that administration 
operates on the idea that the last thing its personnel need is information running loose in 
the organization!   
 
EMS providers need a thorough understanding of all operational definitions, the 
applications and importance of data, and how those data should be collected.  It is just as 
critical that they understand how the data collection and analysis are linked to the 
department's vision statement.  The process of information sharing is so critical that it 
should be one of the most important tasks of the leader. 
 
 
USEFUL TECHNOLOGY  

 
Optically Scanned Reports--These forms are filled out in the field by EMS providers.  
They then are forwarded to an administrative office where they are fed into an optical 
scanner that reads the marks on the page.  Current optical scanners can read forms 
completed in pen or pencil, thus making the technology more acceptable to the EMS 
provider. 
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Manual Entry Methodology--Administrative personnel review the patient care report 
(PCR) and then select which data elements are entered into the computer database.  This 
allows for better quality control of the data entered and more detailed descriptions of 
physiologic status, injury, illness, and mechanisms of injury.  The flexibility of this 
technology results from use of coding systems based on ICD-9 classifications of illnesses 
and injuries used by the Centers for Disease Control and Prevention (CDC).   Because the 
data points are not preselected as in the optically scanned format and all choices are not 
listed on the PCR, more data can be assembled on a single page.  Furthermore, quality is 
enhanced because of the identification of mistakes or incomplete entries on the PCR, 
which then can be returned to the providers for correction and completion.  
 
Paperless Reports--This type of data collection technology relies on hand-held, pen-
computers integrated into a specially designed software program.  The EMS provider, 
using the pen--which is actually a point-and-click device similar to a mouse--navigates 
through electronic documents by selecting options from easy-to-follow, drop-down 
menus.  Using this technology, the EMS provider records the entire range of patient and 
call scene data.  Data also can be entered by typing or by handwriting directly on the 
hand-held computer screen with the stylus.  Once in the computer, the data may be faxed 
via wireless phone directly from the ambulance to the hospital emergency department.  
These data also can be transferred to a central database via modem, cable, or infrared 
transmission.  The central database transmits this information to other computer systems, 
such as the billing system, the quality improvement department, or State and Federal 
agencies as required. 

 
It appears that paperless technology is the wave of the future.  Both cost-effective and 
research-friendly, several agencies and departments across the country have had a 
positive experience with this technology.  As with all technology, it will improve and 
become less expensive to implement as time goes on. 
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MODULE 4: 
QUALITY IMPROVEMENT 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
Objectives 

 
Given a written evaluation, In-Basket, or group activity, the students will be able to: 
 
1. Describe each of the Baldridge Categories of Quality Improvement (QI) applied 

to Emergency Medical Services (EMS). 
2. Identify at least three ways that leaders can demonstrate continuous commitment 

to QI goals. 
3. Identify the external and internal customers of an EMS service organization. 
4. Identify and describe the steps involved in planning a QI program. 
5. Describe the requirements for data collected in a QI program. 
6. Define benchmarking. 
7. Identify sources/types of data to determine input, process and outcome results. 
8. Identify the key drivers (key component services) for an EMS system. 
9. Using the key drivers identified, develop the following: 

a. Objectives/Performance indicators. 
b. Compliance required in each indicator. 
c. Evaluation methods used to assess compliance. 
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MODULE 5: 
HUMAN RESOURCES AND 

RISK MANAGMENT 
 
 
 
 
 
 
 
Objectives: 
 
Given a written evaluation, In-Basket, or group activity, the students will be able to: 
 
1. Describe the importance of effective human resources plans and policies for 

achieving system goals. 
2. Discuss organizational socialization and the results of ineffective socialization. 
3. Discuss human resources plans and policies to achieve system goals and mission 

including 
a. Recruitment. 
b. Retention. 
c. Affirmative action/Equal opportunity. 
d. Selection. 
e. Volunteers. 

4. Discuss the use of teams for increasing organizational effectiveness. 
5. Describe the goal and the steps involved in instituting a risk management 

program. 
6. Identify the primary method of detecting increased risk to a system. 
7. Identify risks (current and potential) involved with Emergency Medical Services 

(EMS) system programs. 
8. Discuss the liability issues related to organizational risks. 
9. Identify documentation necessary to support/defend the risk management 

program. 
10. Use the risk management process to analyze and develop a plan for managing an 

EMS risk management issue. 
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HUMAN RESOURCES 
 
Organizational Socialization 
 
The process by which new employees are transformed from outsiders to participating and 
effective members of an organization is called organizational socialization.  Research has 
shown that this process can be very stressful for newcomers.  Although confronted with 
positive opportunities when entering a new organization, newcomers are also in a 
tension-producing transition, facing loneliness and social isolation as they seek to 
establish an identity within the new environment.  In addition, performance anxiety often 
interferes with efforts toward accomplishing new tasks.  An appreciation of what 
newcomers face is essential for designing effective human resource programs. 
 
The socialization experience can be divided into three major stages:  anticipatory 
socialization, encounter, and change and acquisition.  Each stage is discussed below. 
 
1. Anticipatory Socialization. 
 
Anticipatory socialization involves all learning which occurs before a newcomer joins the 
organization.  It is during this stage that expectations are developed.  With the knowledge 
newcomers obtain during the interview and selection process, they fantasize about what 
they will do and what is achievable in the new job.  In this stage, two factors appear to 
influence the success of the socialization experience:  1) realistic assessment of the 
organization--the degree to which newcomers have a complete and accurate view of 
organizational goals, climate, and philosophy; and 2) realistic assessment of the job--the 
degree to which newcomers have a complete and accurate view of new job 
responsibilities. 
 
Realistic assessment of the job should influence the perceived demands newcomers face 
positively.  Newcomers who enter the job with a realistic picture should have an easier 
time discovering what is and is not expected of them in terms of task and role.  A realistic 
job picture also can provide a preview of task and role demands so that newcomers can 
design effective preliminary coping strategies, thus enabling them to respond to new 
demands with a greater sense of efficacy. 
 
Realistic assessment of the organization also can be expected to influence the demands 
faced by newcomers.  Realism about the organization can convey such elements of the 
culture as norms, values, activities, and aims.  Through this process of cultural 
appreciation, newcomers can begin to construct a scheme for interpreting their 
organizational experiences.  In addition, employees with realistic pictures of the 
organization are more likely to be aware of interpersonal demands when they accept the 
job. 
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2. Encounter 
 
Encounter, the second stage of socialization, begins on the first day of work, and is 
believed to continue for the first 6 to 9 months on the job.  During this stage, expectations 
meet the reality of organizational demands, and "reality shock" may occur.  At this time, 
newcomers see what the organization is like and attempt to become participating 
members of it.  Encounter is characterized by the basic activities that engage new 
employees. 
 
The first of these activities is learning the tasks of the new job.  New skills are learned, 
new procedures are adopted, and often new equipment must be mastered.  Even when 
new employees arrive with considerable training, they must learn how to perform in a 
new setting.  Adjusting to the demands of the task can be difficult for newcomers, 
especially if there is a substantial mismatch between the newcomer's pre-employment job 
perceptions and the actual reality of the job.  Perceived constraints on task performance 
can also lead to frustration.  For example, when equipment, supplies, services, and job-
related information is withheld or becomes difficult to access, newcomers can become 
frustrated and dissatisfied. 
 
A second activity in the encounter phase is attempting to clarify roles in the organization.  
Organizational members are introduced, and their expectations are communicated.  These 
expectations are often conflicting and ambiguous.  In addition, conflicts between a 
newcomer's personal life and work life can emerge. 
 
Establishing new relationships is the third activity in the encounter stage.  As strangers to 
organizational members, new employees establish relationships not only in performing 
their jobs, but also in the organization's informal social network.  This process can be 
stressful as newcomers seek acceptance by peers, adjust to unfamiliar supervisory styles, 
and struggle to understand "office politics." 
 
3. Change and Acquisition 
 
Individuals faced with the demands of task-, role-, and relationship-clarification activities 
strive toward some resolution during the third stage of socialization:  change and 
acquisition.  This resolution process is known as coping.  Folkman and Lazarus (1980) 
define coping as "cognitive and behavioral efforts to master, reduce, or tolerate 
demands." 
 
Research has shown that control plays an important role in coping with demands.  It 
appears that individuals cope by increasing, creating, or maintaining perceptions of 
personal control.  Karasek (1979) found that increased job demands are less likely to be 
perceived as stressful when they are accompanied by increased decision latitude.  In this 
way, perception of control is maintained. 
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Social support is another factor that is important in coping with demands.  Feldman and 
Brett (1983) found that newcomers perceive assistance from others within the 
organization to be a beneficial coping strategy.  Supervisors and peers are key socializing 
agents and should be selected carefully because of their contribution to newcomer 
adjustment. 
 
This final stage, change and acquisition, completes the transition as the newcomer "learns 
the ropes" or becomes proficient in the performance of task, role, and interpersonal 
requirements.  By mastering demands, the newcomer can facilitate a healthy adjustment 
to the organization;  however, lack of mastery can produce organizational distress, 
leading to negative outcomes for both the individual and the organization. 
 
 
Organizational Implications of Socialization 
 
Distress, as a result of poor adjustment, may have profound implications for newcomers, 
and the individual costs of distress affect the organization directly.  Such direct costs to 
the organization include absenteeism and poor performance.  Indirect costs such as 
dissatisfaction, poor quality working relationships, and faulty decisionmaking, although 
more difficult to quantify, also are destructive to the organization. 
 
Socialization failures leave newcomers with feelings of alienation and discomfort, which 
may affect their performance negatively and cause them to leave the organization 
eventually.  While the positive outcome of socialization is individual and organizational 
health, the mismanagement of stressful transitions can result in excessive or unanticipated 
turnover. 
 
The socialization of newcomers to organizations is a continual process occurring as part 
of organizational entry.  It is, by nature, related to other facets of entry such as 
recruitment, selection, and training.  Recruiting highly qualified individuals and seeking 
the best job candidates from this targeted group can make the transition process less 
stressful for both the organization and the individual.  During recruitment and selection 
efforts, it is important to keep in mind the issue of person-environment fit, because a 
good "fit" has beneficial consequences.  The fit between person and environment 
concerns two fundamental matches in personnel selection:  1) between the skills and 
abilities of the individual and the demands of the job, and 2) between the needs and 
values of the individual and the rewards provided by the organization.  In addition to 
effective recruitment and selection processes, an effective training and development 
program also can serve to facilitate the adjustment of the newcomer by equipping the 
individual to better deal with task and role demands. 
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Developing Effective Recruitment, Selection, and Training Programs 
 
Providing new employees with a realistic assessment of the organization and job 
requirements through the use of effective recruitment and selection techniques enables 
them to adjust their expectations regarding employment accurately.  The following 
examples are methods to provide the new employee with an accurate picture of the 
organization and job requirements. 
 
• Exercises that simulate important aspects of the job such as those typically 

performed in assessment centers. 
• Informative and explorative interviews which 
 

- Provide comprehensive, factual, and detailed information about the 
job/organization in an unbiased manner. 
- Explore extensively the applicant's job values, educational/career goals, desired 
working conditions, aptitudes, interests and motivations. 
- Determine the fit between the needs and values of the individual and the 
organization's reward system. 

 
• Written tests that measure knowledge essential for effective job performance. 
• Job-relevant medical screening procedures such as strength and flexibility tests, 

lower back x-rays, and laboratory tests to determine applicants at risk for 
occupational injuries.  It should be remembered that any medical screening can be 
conducted only after a provisional offer of employment according to the 
Americans with Disabilities Act (ADA) regulations.  

 
Once on the job, preceptor and mentor programs are invaluable in the socialization of the 
new employee.  Preceptor programs provide training in job tasks while mentor programs 
provide "political" training.  The "political" training is crucial for the new employee to 
"fit" into the organization.  This training involves 
 
• understanding the organization's culture, values, and norms; 
• identifying the role, influence, and importance of all organizational members; 
• dealing appropriately with organizational members who have different personal 

agendas; 
• interpreting correctly seemingly ambiguous and often conflicting messages; and 
• working around various organizational constraints on task performance. 
 
The first and most important step in developing effective recruitment, selection and 
training programs is to conduct a job analysis to determine the important aspects of the 
target job.  The job analysis consists of 
 
• defining the job in terms of observable member behaviors; 
• determining what job tasks cluster together in terms of similar behaviors or 

common requirements; and 
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• determining how the important job behaviors can be observed and measured. 
 
There are several methods of conducting a job analysis.  For information to be accurate, 
more than one method always should be performed.  These methods include 
 
• Observing incumbents performing the job. 
• Conducting one-on-one interviews with incumbents and their supervisors to 

determine 
 

- What daily tasks/activities/responsibilities are involved in the job. 
- How much time is spent performing each task. 
- How critical each task is to effective job performance. 
- How difficult it is to train members to perform the critical tasks. 
- Frequently encountered problems in the job. 

 
• Develop and administer a questionnaire to a wide sample of incumbents based on 

the results of the interviews.  Incumbents should rate the following regarding each 
activity of the job: 

 
- frequency; 
- importance; 
- time spent; and 
- difficulty. 

 
• Collect critical incident data from incumbents and their supervisors.  In groups of 

four to five, incumbents and their supervisors describe actual, specific examples 
of very effective and very ineffective performance from existing or previous job 
incumbents.  These incident descriptions should include 

 
- What led up to the incident and the setting in which it occurred. 
- Exactly what the member did that was effective/ineffective. 
- Perceived consequences of the critical behavior. 
- Whether such consequences were actually within the control of the member. 

 
Once information has been collected using these methods, it then should be categorized 
under appropriate skill dimensions and developed into checklists of observable job 
behaviors. 
 
The job analysis serves several functions.  It 
 
• Provides clarification of the expectations of performance for both managers and 

members. 
• Identifies specific duties and responsibilities involved in the job. 
• Allows new members to be advised of duties/responsibilities before they start the 

job. 
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• Identifies for managers exactly what behaviors to observe and document 
regarding each member's performance. 

• Eliminates rating errors. 
• Provides the basis for managing performance problems and feedback objectively. 
• Provides the basis for preparing for promotional examinations. 
• Is required by law to ensure that personnel decisions are made solely on the basis 

of job performance. 
 
The final step in the job analysis process is validation of the results.  This validation 
should be done by experts doing the job to ensure it reflects the job functions and 
responsibilities accurately. 
 
 
ORGANIZATIONAL TEAMS 
 
With increasing economic, regulatory, and reform pressures, as well as continued 
personnel recruitment and retention problems, EMS leaders need to give serious 
consideration to the use of teams as a management alternative.  EMS teams can inject 
new ideas and enthusiasm throughout the organization and provide added motivation for 
improved performance.  Member teams also can help EMS organizations recruit and 
retain qualified and highly motivated personnel, increase job satisfaction, improve 
customer service, and build long-term commitment to organizational goals and 
objectives. 
 
 
The Importance of Teamwork 
 
Teams are effective at getting things accomplished because of their combined expertise.  
No one person has all the answers, but when the knowledge and skills of several people 
are brought together, the results can be powerful.  Improved decision-making, faster 
problem-solving, and greater productivity are a few of the potential outcomes.  In 
addition, workplace teams are effective because increased member involvement leads to 
improved job satisfaction.  When members develop a sense of ownership with respect to 
their decisions, they become committed to carrying them out. 
 
Because effective team performance in the field is a vital component of out-of-hospital 
care, it would seem that developing organizational problem-solving and decisionmaking 
teams within EMS would be a natural extension of the job.  Unfortunately, however, 
EMS crews seldom are consulted about organizational issues.  Yet in a wide range of 
business arenas, teams routinely handle day-to-day operational issues such as solving 
customer-service problems, identifying equipment purchasing options, researching 
technological advances, recommending changes in payroll, and determining better 
methods of providing service. 
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The Best Use of Teams 
 
Teams are most appropriate for improving organizational performance when: 
 
• organizational goals are unclear; 
• productivity is low; 
• service problems remain unresolved; 
• customers express dissatisfaction; 
• organizational systems or procedures are ineffective; 
• poor internal relationships and conflicts exist; and 
• the organization is undergoing change. 
 
Teams may not be appropriate or effective when the organization's management 
environment does not accept and support the team concept, when data are limited or not 
easily accessible, or when an emergency situation that requires immediate action exists. 
 
 
Management's Responsibilities to the Team 
 
Teams need a solid commitment from management.  Management must provide a climate 
in which teams can carry out their objectives without interference.  Management also 
must demonstrate trust and respect in the team's abilities and skills; recognize and reward 
the team for its contributions, and provide the team with the resources necessary to get 
the job done.  These resources include a place to meet, funds to support the team's work, 
equipment and supplies, access to data and information, and time to do the job. 
 
 
Getting a Team Started 
 
• Determine the need--What is the team to do? 
 
• Gather the team--Who would be a good team member?  Which personnel 

command the respect of their peers?  Should the team be interdisciplinary, or 
should it consist only of supervisors?  Of EMT's?  For optimal effectiveness, 
teams should have no fewer than 5 and no more than 12 individuals. 

 
• Decide how the team will be facilitated--Who will lead the group?  As the team 

develops, the leadership role should rotate among members regardless of 
organizational level. 

 
• Hold an initial meeting--Explain the purpose of the team and the goals to be 

accomplished.  Teams usually meet once a week for up to two hours on company 
time.  Teams may become a permanent part of the management system, or, if 
formed for a specific purpose, they may exist only until a project's conclusion.  
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RISK MANAGEMENT 
 
Definition 

 
Risk management in health care is about preventing disability, loss of life, and/or 
irreparable business damage as a result of the provision of patient care; it is not just about 
preventing monetary loss.  Risk management involves direct "hands-on" patient care as 
well as various indirect aspects of patient care, including the development of effective 
training programs and the selection of qualified personnel.  However, regardless of its 
specific focus, the overall goal of risk management is to reduce the frequency and 
severity of preventable, adverse events that create losses. 
 
 
Risk Management Process 
 
Every risk management program should be viewed as a process consisting of the 
following components: 
 
• The identification of potential risks so that uncertainties can be controlled. 
• The measurement of risks to determine the probability of potential losses. 
• The development of strategies to lessen risks. 
• The implementation of these strategies. 
• The monitoring of risk management strategies/activities to ensure their 

effectiveness. 
 
These components are covered in detail in your readings in the United States Fire 
Administration (USFA) publication Risk Management Practices in the Fire Service. 
 
 
Identifying Risks 
 
Because very few accepted standards in out-of-hospital care have been validated through 
research, the risk manager must proactively seek out and analyze data and reports that 
suggest methods for aiding the detection and reduction of unsafe activities.  Areas of 
EMS operations that should be considered in a risk management program are listed 
below: 
 
 

Vehicle accidents Employee attrition 
Vehicle breakdowns Continuing education 
Driving skills Dispatching procedures 
Personnel physical fitness Protocols testing 
Station inspections Protocol deviations 
Building safety Response times 
Skills retention Nontransport times 
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Hazardous materials exposures Vehicle downtimes 
Stress management Mutual aid interactions 
Debriefing effectiveness Controlled substance losses 
Documentation Job-related injuries 
Hiring selection criteria Probationary supervision 

 
Some aspects of out-of-hospital care involve more risks than others.  One area of 
increased risk for many EMS organizations is the no-transport call. The legal issue 
regarding the paramedic's duty to obtain the patient's "informed refusal" has not been 
addressed in appellate court decisions.  Therefore, risk management on these types of 
calls might concentrate first on improving the providers' physical assessment skills and, 
secondarily, dealing with the legal complexities of consent issues. 
 
Endotracheal intubations are another frequent source of liability.  In these cases, the issue 
again is assessment because of apparent failure to confirm the position of the tube.  
Because the result of improper tube placement is often death or severe brain damage, 
claims based on this medical error can be very detrimental.  The paramedic's argument 
that "I thought it was in" does not provide an adequate defense.  A possible plan to 
manage this risk might include  1) researching the "success rate" of intubations by 
identifying "success" criteria,  2) providing re-education and skills labs or practice on a 
more frequent basis, and 3) by having supervisors respond on all cardiac arrests both to 
observe techniques and provide assistance.  Consideration also should be given to various 
technological methods which could be used to monitor the effectiveness of performance. 
 
While examining the clinical areas that pose the greatest risk, it also is important to 
monitor underlying causes of deviations from protocols and patient complaints that have 
not materialized into "high-risk" areas.  In addition, risk management activities should 
examine characteristics or factors within an EMS organization that may hinder or 
enhance risk management efforts.  For example, asking the following questions may 
reveal valuable information: 
 
• Are new member orientation and preceptorship programs providing inexperienced 

EMT's with sufficient information and training? 
 

• Are the organization's selection techniques identifying the most qualified 
personnel for employment effectively? 

 
• Do members from a particular training institution consistently lack skills? 
 
• Are continuing education programs consistently well attended? 
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In addition to studying factors within the organization, risk management activities also 
should monitor extraorganizational risks created by the system within which the agency 
functions.  Sample questions for evaluating risks in this arena include 
 
• What scene situations are most dangerous for EMS providers? 
 
• What response types can benefit from more staffing on the scene to reduce time or 

risk to the EMS crew--for example, a paramedic supervisor to assist on scene 
rather than an Emergency Medical Technician (EMT)-staffed fire department 
pumper? 

 
Of course, numerous additional questions for consideration could be listed.  The EMS 
risk manager must determine what questions should be asked and then obtain answers to 
those questions.  For risk management activities to be successful, they must include 
questions, answers, planning efforts, and the introduction and monitoring of programs to 
manage risks. 
 
 
Methods of Managing Risks 
 
There are several methods of managing risk that every EMS organization should consider. 
 
Avoidance--One method of managing risk is to avoid it.  Policies such as refusing to 
allow relatives to ride in ambulances during patient transport or refusing to allow EMS 
providers to perform medical procedures without express authorization by the medical 
director are examples of this risk management technique. 
 
Reduction--Another method of risk management is to reduce the degree or severity of 
risk.  Patient treatment protocols, clinical skills testing, routine physical fitness training, 
and scheduled vehicle maintenance are examples of risk management activities that help 
reduce the risk of loss but do not eliminate risks completely.  A strong Quality 
Improvement (QI) program that monitors key component areas and performance 
indicators is the primary way to detect increased risk to the system.  These data then can 
be used to identify ways to reduce that risk. 
 
Acceptance--A third method of risk management is to accept it.  This method is common 
in EMS operations, often reflected in the day-to-day running of calls, such as driving with 
the use of red lights and sirens (RLS), entering an apartment complex without police 
cover, or carrying a patient on a stretcher down a stairwell.  These activities entail some 
amount of known risk to the EMT. 
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Insurance--A fourth method of risk management is insurance.  Insurance transfers your 
risk to someone else.  However, because of the uncertainty of juries and the lack of legal 
precedents in the EMS field, the insurance industry may be hesitant to insure some EMS 
activities.  Nevertheless, most EMS operations must have insurance, at least motor 
vehicle liability insurance, as a prerequisite to providing patient care. 
 
EMS managers must decide which of these risk management methods is the most 
feasible, affordable, and effective for their individual situations.  Unfortunately, risk 
management often is dictated by the limited resources of the EMS organization.  
Expensive insurance may cause organizations to either underinsure their equipment or 
delay replacement.  If wages are below standards, only poorly qualified personnel may be 
hired.  Organizations may save money by scaling back on the number of units on the 
street, but this may create other problems regarding the quality of care rendered.  Clearly, 
the balancing and weighing of risks must be reviewed constantly. 
 
 
Documentation 
 
Without a "paper trail" to document the efforts of the risk manager, it can be very 
difficult, if not impossible, to identify and solve risk management problems.  
Documentation serves multiple purposes.  It can validate testimony, assist in testimony 
by refreshing recall of an event, enable retrospective review without unnecessary 
duplication of collection efforts, and suggest efforts to reduce risk.  Although paperwork 
does not necessarily demonstrate that an act was taken, it can be convincing evidence.  
For example, vehicle maintenance logs and canceled checks do not prove a vehicle was 
repaired, but these documents can effectively persuade a jury.   
 
Documentation that identifies a problem also must indicate what action was taken to 
correct the problem and that the task was completed successfully.  Recording that a 
member must attend a continuing education class is effective only if the documentation 
also shows that the member was aware of the situation and that the assignment was 
fulfilled.  Organizations with well-defined recordkeeping policies will be better prepared 
to identify and implement effective interventions for reducing risks. 
 
 
Conclusion 
 
For risk management efforts to be successful, they require support from personnel at all 
levels of the organization.  Problem identification often requires considerable fact-finding 
and information-gathering activities.  Risk managers will need to be seen as trustworthy 
in order for personnel to be forthcoming about risk management issues.  Blindly 
imposing restrictions and recordkeeping requirements will only frustrate members and 
likely will defeat the very purposes of risk management.  To be successful, it is important 
that organizational members understand and feel that they are valuable contributors to the 
risk management process, as opposed to feeling the process is being forced upon them. 
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MANAGING POLITICAL 

ASPECTS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Objectives: 
 
Given a written evaluation, In-Basket or group activity, the students will be able to: 
 
1. Identify and describe typical political actions/behaviors. 
2. Describe factors that confound basic political relationships in an organization. 
3. Discuss details leaders must consider when planning approaches to interaction with 

outside political entities. 
4. Identify the steps involved in the lobbying process. 
5. Demonstrate the ability to influence a political issue successfully. 
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 MANAGING POLITICAL ENTITIES 
 
By its very nature, Emergency Medical Services (EMS) is involved with numerous 
agencies and organizations, each having its own ideals and opinions regarding the focus 
and direction of EMS.  Because each agency has its own interests, it is important that 
EMS leaders understand the respective viewpoints, areas of authority, and ideals and 
agendas of these various organizations in order to function effectively within the EMS 
system. 
 
Networking is making and maintaining useful contacts.  Lobbying is essentially just 
persuading or influencing a specific person or group to your way of thinking.  Both are 
mandatory in today's business world, and have become so in EMS.  You may want 
support for your plan or proposal, or you may want to change laws to improve your 
ability to serve, etc.  Whatever your purpose, you are trying to influence someone and, as 
people differ, so must your approach. 
 
 
State Emergency Medical Services Office 
 
Each State EMS office is responsible for the direction of EMS at the State level with 
requirements filtering down to the local level.  Most State authority is supported by State 
legislation which enables the EMS office to carry out its responsibilities, establishes 
limits of authority, and provides some appropriations from State funds.  The State EMS 
office may be a separate authority or it may be housed within another State agency, such 
as the State health department or highway/transportation department.  Functions of the 
State EMS office include 
 
• regulation of provision of ambulance or medical transportation services; 
• establishment of training standards for EMS personnel; 
• coordination of EMS communication systems; 
• data collection; and 
• system evaluation. 
 
It is important to understand the political authority and agenda of the State EMS office in 
order to participate successfully in EMS at the local level.  Because most State EMS 
offices are within the State's public health system, authority and legislative initiatives also 
should take a public health or "preventive" approach. 
 
When attempting to influence the legislative process, it is essential to obtain the support 
of the State EMS office, its parent organization, and the highest level executive officer of 
that organization.  It also is important to understand the EMS laws and associated 
regulations that have an impact on particular areas of the EMS profession.  To increase 
their effectiveness when dealing with the State EMS office, EMS leaders should know 
the answers to the following questions: 
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• What does the State EMS office do? 
• How are its activities authorized? 
• Who is involved with implementation? 
• What other EMS statutes or regulations exist? 
 
 
OTHER EMERGENCY-MEDICAL-SERVICES-RELATED ENTITIES 
 
In addition to understanding the State's lead EMS agency, it also is important to be aware 
of other influential EMS organizations.  Lead agencies in every State exchange 
information and services with many other EMS organizations, agencies, and support 
groups.  One entity--and an integral part of the EMS system structure--is the State-level 
advisory board or council.  Although considered to be advisory in nature, this board or 
council typically is strong politically, and its recommendations to the State EMS lead 
agency can have a significant impact on the direction of the EMS program.  Again, 
effective preparation for influencing this agency involves researching the answers to 
important questions: 
 
• When and where does the council meet? 
• Who are the members? 
• Where do they live? 
• What EMS areas do they represent? 
• How often are they appointed and by whom? 
 
Other organizations that can effect change in the EMS arena are State affiliates of various 
EMS organizations, the State board of nursing, and the State medical society.   Also, in 
addition to the State lead agency, there are several related State agencies to consider in 
EMS initiatives.  Each State governor's office has an office of highway safety, which has 
a parent agency at the Federal level, the National Highway Traffic Safety Administration 
of the Department of Transportation (NHTSA/DOT).  This Federal office provides 
limited funding for EMS initiatives.  Since the State office of highway safety represents 
the governor's office, it becomes a valuable link in the network chain, not only for 
financial purposes but also for its political support.  Spinoff programs administered by 
this office include passenger restraints, motorcycle safety, alcohol and drug use, and 
impaired driver programs, all of which are related to improving emergency medical care.  
New program initiatives, legislation, and other activities should involve these offices 
from the beginning. 
 
 
STEPS IN LOBBYING PUBLIC OFFICIALS/DECISIONMAKERS 
 
Planning: 
• Research the process. 
• Determine the decisionmakers and individuals/groups with influence. 
• Study the decisionmakers and their stands/points of view. 
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• Gather facts, figures, numbers to support position. 
• Anticipate concerns/arguments. 
 
Begin before you need their help: 
• Attend functions. 
• Get to know them personally. 
 
Approach: 
• Make them want to do it! 
• Present in decisionmaker's terms and best interests. 
• Approach the decisionmaker strategically and bring support.  
• Keep careful records. 
• Persevere. 
 
Follow up: 
• Thank everyone. 
• Keep in touch--NURTURE YOUR NETWORK. 

 
 
STEPS IN LOBBYING TO PASS LEGISLATION 
 
Obtain the acceptance/support of EMS and related agencies, officials and 
organizations: 
• Note the need to lobby individuals. 
• Don't overlook hospitals, physicians, and other professional groups. 
• Get acquainted with House and Senate staffers on medical committees. 
• Contact city or county lobbyists. 
 
Agree on draft legislation: 
• Determine who will be affected, negatively or otherwise. 
• Decide who will serve as sponsor. 
 
Prepare to justify the bill or program: 
• Research and obtain the data. 
• Break down information for effect 
• Determine if lawmakers have information and realize need. 
• Establish how lawmakers' areas would benefit. 
• Determine tangible results lawmakers would receive for a positive vote. 
• Submit written summaries of justification to legislators. 

 
Research the process: 
• Determine committees likely to be involved. 
• Establish personal contact with chairs of committees before legislation is 

introduced. 
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Request sponsorship from appropriate committees. 
 
Introduce bill. 
 
Obtain copy of schedule to determine hearings, meetings, and actions: 
• Telephone the sponsor or chair in advance and notify him/her of your intent to 

attend. 
• Ask if additional representation is desired/appropriate. 
 
While the bill is in committee: 
• Have supporters call, write or visit. 
 
While waiting for vote of entire body: 
• Maintain contact to emphasize commitment and interest, and to monitor schedule. 
• Supply information to additional persons requiring--keep it simple, to the point, 

and believable. 
 
Following success, share the news and the credit: 
• Thank everyone involved. 
• Publicize the event. 
 
Lobbying is a critical element of jobs at this level.  It is not a luxury--something that can 
wait until we have the time.  Although most people associate the need to network and 
lobby with private enterprise, in these days of shrinking public budgets we must learn 
from our private counterparts, i.e., we must fight for our share of the financial pie and for 
the recognition we are due. 
 
If we take a truly proactive approach to risk management, medical control, customer 
service, and other programs, we should find ourselves wanting to change the laws and 
regulations which influence our service.  States which have the most worthwhile and 
appropriate regulations have organizations with a strong lobbying network in place. 
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MODULE 7: 
MEDICAL OVERSIGHT IN 

EMERGENCY MEDICAL 
SERVICES 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Objectives: 
 
Given a written evaluation, In-Basket, or group activity, the students will be able to: 
 
1. Determine the duties and responsibilities of the medical director according to 

system requirements. 
2. Identify ways to develop a strong relationship with the medical director. 
3. Describe the importance of communication in developing an effective working 

relationship with the medical director. 
4. Discuss the two types of medical direction: online (or concurrent) and offline 

(prospective). 
5. Discuss the merits and drawbacks to reliance on online medical direction versus 

protocols and standing orders. 
6. Demonstrate effective methods of communication and conflict resolution with a 

medical director.  
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RELATIONS WITH THE MEDICAL DIRECTOR 
 
Medical directors and Emergency Medical Services (EMS) leaders work together 
effectively most of the time.  To some extent this is surprising since they have a number 
of things working against them.  Both are accustomed to being in control, and definitely 
are not accustomed to having their decisions and directions questioned.  Furthermore, the 
lines of authority between them often become blurred.   
 

There are ways both to avoid and make the most of differences when they arise.  
Although it may sound trite, communication and mutual respect are the keys to building 
and maintaining a useful working relationship with a medical director.   
 
Developing a solid working relationship with the medical director begins with taking 
time to learn about one another's responsibilities, lines of authority, and to develop 
common goals, objectives, and action plans.  Preplanning and outlining responsibilities 
clearly is critical, but accept that there will always be gray areas.  These gray areas often 
center on personnel and the use of resources.  Discuss these situations as they arise; 
negotiate and compromise as necessary.  
 

EMS leaders and medical directors must develop not only common goals, but agree on 
objectives and action plans as well.  For example, this does not mean simply agreeing to 
provide good customer service, but on exactly what that means and how to achieve that 
goal within system and situational constraints.  In the past, there was a trend toward 
medical directors who simply "signed off" on the necessary paperwork so that the system 
could exist legally.  This is a risky practice indeed; further, clearly it is not in the best 
interests of patient care.   The current trend is toward medical directors who monitor and 
control all aspects of medical practice, including policy decisions.  The EMS leader bears 
the responsibility to ensure that the medical director is involved significantly in all 
medical aspects of the system.  Ideally, this is addressed during the recruitment and 
selection process, but sometimes this requires influencing an existing situation and 
relationship.  In extreme cases, leaders may need to alter the existing agreement/contract 
in order to ensure they are providing adequate levels of care, using their resources 
effectively, and avoiding legal liabilities. 
 

Medical directors should be involved in all aspects of out-of-hospital medical care.  They 
bear the ultimate responsibility for medical oversight, and must approve (and often 
develop) all guidelines before they are instituted.  Medical directors, in conjunction with 
the employer, share the authority over providers as they deliver care.   The employer and 
medical director must work together to develop methods of monitoring the quality of 
medical care delivered (Table 7-1).  Field participation by the medical director is an 
invaluable tool in medical oversight.  Medical directors should be involved deeply in 
quality control, risk management, customer service, and education programs.  They 
should be partners with the EMS leader, with complementary and even overlapping 
functions and responsibilities.  Ideally, medical directors are active leaders and advocates 
for the EMS system and its patients. 
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Table 7-1 
The Medical Director's Area of Authority 

 
AREA OF 

AUTHORITY MEDICAL DIRECTOR CHIEF 

Medical Standards Has Overall Authority Makes Recommendations 
EMS Operations Makes Recommendations Has Overall Authority 

 
 
OFFLINE MEDICAL DIRECTION 
 
The essence of offline medical direction is that, ultimately, there is a single, identifiable 
physician who should oversee the overall quality of care in an EMS system.  While many 
physicians from different disciplines might be involved in the development of protocols, 
policies, and procedures for the system, there still must be a single physician for each 
agency who is responsible for the quality of the care that is delivered by that agency.  It is 
imperative that the agency head and medical director work together to achieve the goal of 
consistent quality patient care. 
 
Because of this scope of responsibility, it is essential that the medical director have 
authority commensurate with it.  This does not necessarily imply administrative authority 
over nonmedical system components.  However, the medical director must have authority 
in medical matters, including the authority to recommend the participation and 
suspension of out-of-hospital providers and resource hospitals.  Other specific 
responsibilities of the medical director include establishing and implementing 
 
• protocols for treatment, triage, communications, and transport as well as standing 

orders; 
• standards for participation by communication resource hospitals and physicians; 
• medical standards for the categorization and designation of emergency receiving 

facilities; 
• medical standards for ongoing system review and quality assurance; 
• standards for training and continuing education of all levels of Emergency 

Medical Technician (EMT)'s; and 
• standards for participation by training programs for all levels of EMT's. 
 
1. Protocols 
 
The medical director must establish a set of protocols that define the overall system 
design.  These protocols must address and identify the scope and involvement of out-of-
hospital providers, the role of online medical direction, and the mechanism for quality 
assurance. 
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• Treatment protocols--Treatment protocols are guidelines that define the 
scope of out-of-hospital intervention that will be practiced by providers.  
They are a means of establishing uniform quality of care for the system.  
The treatment protocols must be integrated into primary training, 
continuing education, and refresher training programs for out-of-hospital 
providers.  Additionally, they form the basis for ongoing monitoring of the 
system and for quality assurance.  Therefore, treatment protocols are the 
first protocols that new or refining systems should develop.  Because they 
define the scope of health-care delivery within an EMS system, they are 
the responsibility of the offline medical director and, ideally, are 
developed with input from medical advisory committees.   
 
Because of the dynamic nature of the practice of medicine, treatment 
protocols must be reviewed on an annual or biannual basis and revised 
accordingly to reflect the current "state of the art" in emergency medical 
practice.  Whenever major changes are made in treatment protocols, there 
needs to be appropriate inservice or continuing education training 
regarding the changes.  No changes in protocols should be instituted until 
providers have been re-educated and uniform implementation of the 
changes can be expected. 

 
• Standing orders--Many EMS systems use standing orders in situations 

that range from life-threatening conditions only to functioning totally 
under standing orders. Standing orders are quite specific and define those 
out-of-hospital interventions that are authorized by an EMS system 
without online, real time medical direction.  Because standing orders 
authorize nonphysicians to perform invasive procedures in the absence of 
direct orders, they must be developed and signed by the offline medical 
director.  Standing orders should be standardized throughout the system to 
ensure uniformity and prevent confusion. 

 
• Communication protocols--Communication protocols define the method 

and timing of communications with online medical direction.  They are 
related closely to standing orders in that they might define those situations 
where online voice communication is not necessary.  As this is a medical 
decision, it must be established by the medical director, ideally in 
consultation with a medical advisory committee. 

 
Another important aspect of the communication protocol is the 
designation of a specific online medical direction source for each 
identified field unit.  The designation will determine whether the same 
resource will be used for all communications regardless of the patient's 
destination, or if direct contact is to be made with the receiving hospital.  
When the designated online medical direction resource is not the facility 
that will receive the patient, there may be concern if the physicians at the 
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receiving facility wish to have input into field treatment of patients they 
subsequently will be responsible for.  This is an issue that must be 
addressed and resolved by the offline medical director in the best interests 
of patient care.  For purposes of system standardization and quality 
control, the primary online medical direction authority should remain the 
same for a specific unit. 

 
• Triage protocols--Triage protocols define the sorting of patients at 

multiple-casualty incidents according to the seriousness of injuries. 
 

• Destination protocols--These protocols define the appropriate receiving 
facility for a patient with any given medical condition.  For example, 
protocols may call for transport of trauma patients to designated trauma 
centers.  In addition to trauma patients, the EMS system may be dealing 
with patients in a managed care organization who require transport to one 
of its facilities.  Often this involves bypassing closer, nondesignated 
facilities. Thus, these protocols tend to be the most controversial, 
attracting the most attention in the course of their development.  
Determining the appropriate receiving facility clearly involves medical 
decisions and must be established through offline medical direction.  
Again, this is accomplished ideally through an advisory committee of 
physicians from various specialties and managed care organization 
physicians, if applicable.  Hospital representatives also should be included 
in the development of these protocols. 

 
• Transport protocols--Transport protocols define the proper mode of 

transport for particular cases.  Not only are they based on the nature of the 
medical emergency and the patient's condition, but on transport times to 
facilities also.  More specifically, they address the use of air versus ground 
transport in given situations.  Transport protocols also address the level of 
expertise or certification of a transport provider.   

 
• Special protocols--Protocols should be developed to address special 

circumstances that might be encountered within the EMS system.  These 
would include the following:  when a run is cancelled or the patient cannot 
be found, when the patient refuses treatment, when the patient obviously is 
dead, when the patient has "do-not-resuscitate" (DNR) orders or a living 
will, when cardiopulmonary resuscitation (CPR) should be terminated, 
whether to transport a patient against his/her will, and when a physician is 
on the scene. 

 
2. Interrelations 
 
The EMS system is unique in that it seeks to deliver quality emergency medical care via a 
team approach.  As such, it includes a wide range of players during both the design and 
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implementation phase.  In the implementation phase, it requires interactions between 
basic- and advanced-level EMT's, emergency and intensive care unit nurses, emergency 
physicians and other medical specialists, online medical directors, and the offline medical 
director. 
 
Because the offline medical director is responsible for EMS system design as well as its 
daily implementation, he/she must have expertise and be comfortable in dealing with 
each of these subgroups.  The offline medical director will need to form advisory 
committees consisting of representatives from various interested groups.  In addition, 
he/she will need to sit as an advisor on other committees that do not address medical care 
directly but have an impact on the system in such a way that the input of the offline 
medical director is important. 
 
3. Selection 
 
Depending on the nature of the given system, there will be various individuals or groups 
of individuals who are charged by law or tradition with the selection of the medical 
director.  This authority should be familiar with the qualifications for medical directors as 
specified by American College of Emergency Physicians (ACEP) and the position paper 
of the National Association of EMS Physicians (NAEMSP).  In addition, the selection 
committee should seek the advice, if not the consent, of key medical leaders within the 
community.  The medical director should have the support of local emergency 
physicians, local and State medical societies, and hospital associations and their 
representatives. 
 
 
ONLINE MEDICAL DIRECTION 
 
The underlying goal of online medical direction is real time (via radio or telephone) 
direction of out-of-hospital providers in the delivery of emergency medical care. Online 
medical direction differs from offline medical direction, which refers to administrative 
and protocol oversight exercised by a medical director or committee of physicians and 
EMS providers.  Quality online medical direction requires the presence of online 
physicians who are involved in the design and implementation of the system, participate 
routinely in online direction of care, are well acquainted with EMS personnel, and are 
involved in EMS medical audits and quality assurance programs. 
 
1. Online System Design 
 
EMS systems vary in configuration as well as in the amount of control given to 
physicians at the State or local level.  In most States, legislation defines the duties and 
responsibilities of physicians involved in the system, with most specifying a regional 
design with a hierarchy of medical oversight.  The design of the local medical oversight 
system is dependent on the regional design as well as on the responsibilities assigned to 
practicing physicians in that area.  Often, the agency responsible for providing the EMS 
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personnel has considerable influence over local medical oversight system design.  In 
addition, local political considerations often dictate certain aspects of the online system.  
Regardless of its actual configuration, however, every EMS system should have a 
medical director (offline medical direction) whose responsibilities include overseeing the 
system, monitoring its performance, and ensuring quality patient care.  This physician 
should be a member of the online team that provides ongoing direction of patient care 
and EMS team performance. 
 
Online medical direction involves physician direction of out-of-hospital providers in the 
delivery of emergency medical care.  Hospital-based direction provided by radio or 
telephone communication from a hospital-based physician (or registered nurse under the 
supervision of the physician) who usually is located in an emergency department (ED), is 
the most common model in EMS systems.  
 
Such direction implies the ability to monitor effectively the performance of the field 
team, ensuring quality medical care and prompt patient transport.  An essential element in 
the design of any system is the online physician's ability to alert the hospital team of the 
patient's impending arrival and to suggest appropriate preparations. 
 
2. Quality Assurance 
 
Essential to the design of online medical direction is the provision of ongoing review of 
the system.  Quality assurance programs can be designed around onscene observation by 
physicians or supervisors, review of tapes and written records, prospective and 
retrospective studies of patient outcomes, and computer-aided review for educational 
planning.  The most effective and accurate picture of the quality of care provided by EMS 
teams is obtained from onscene observation.  The great disadvantage of such a system 
rests in its inefficiency and expense.  A valuable variation on this theme is the review of 
the call at the receiving ED with the physician and nurse in charge of the patient.  
Retrospective reviews carry with them the disadvantage of being ineffective in promptly 
correcting a patient-care problem.  They do serve a useful educational purpose, but 
confrontational meetings, in which field teams become defensive about what may be 
interpreted as an attempt to discredit their efforts, must be avoided. 
 
 
PROS AND CONS OF CONFIGURATION DESIGN 
 
Standing order system--In this arrangement, EMS field teams apply prescribed 
protocols according to the presenting signs and symptoms of the patient.  Physician 
consultation is not required, and a report is given to the hospital team on arrival. 
 
Protocol system--Field teams are provided with a set of patient protocols designed as 
guidelines to patient care in a field setting.  In such a system, orders are either presumed 
or direct.  With presumed orders, the protocol may be initiated, but the physician is 
contacted at a point designated in the protocol.  With direct orders, patient-care protocols 
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may be applied only after direct orders from the physician.  (Some allowance usually is 
made for extenuating circumstances, such as a technical breakdown or interference in 
communications.) 
 
The pros and cons of such configurations relate to several elements inherent in each local 
system.  When providers are given more responsibility, there is a greater need for specific 
and detailed protocols.  In addition, there is a greater need for online physicians to 
become well-acquainted with providers through daily involvement in the system and 
frequent exposure to EMS personnel through training and online supervision of care.  The 
advantage of "presumed orders" is more expeditious patient management; however, 
presumed order protocols must be subject to a strict quality assurance program.  A "direct 
order" system can be cumbersome and inefficient, and without the benefit of the same 
level of audit and quality assurance as other designs, it cannot, of itself, guarantee good 
quality.  Regardless of how a system is specifically designed, out-of-hospital 
management must be based on written protocols developed by clinicians involved in the 
system on a daily basis.  These guidelines should set the standard of care, not only for 
providers, but also for online physicians. 
 
 
INTERACTION WITH EMERGENCY MEDICAL SERVICES EDUCATIONAL 
PROGRAMS 
 
All advanced-level (and in most States, basic-level) EMS educational programs must 
have a medical director.  The EMS system medical director should have a strong working 
relationship with the medical director and faculty of any outside EMS educational 
program involved with providing training for providers in the system.  Since most 
educational programs follow U.S. Department of Transportation (DOT) curricula, it is 
important that the medical director work with the educational program to develop ways to 
include local system protocols.  It is also critical that the medical director be aware of, 
and involved in, any problems or remediation plans for system providers who are 
students.  For further information on responsibilities of medical directors of EMS 
educational programs, see Storer, et al. (1998). 
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MODULE 8: 
CHANGES IN HEALTH 

CARE DELIVERY 
 
 
 
 
 
 
 
 
 
Objectives: 
 
Given a written evaluation, In-Basket, or group activity, the students will be able to: 
 
1. Compare "prehospital" and "out-of-hospital" services. 
2. Define common terms associated with managed care (health maintenance 

organization (HMO); preferred provider organization (PPO); gatekeeper; 
capitation, etc.). 

3. Discuss various new trends in health care delivery, including 
a. Change in emphasis. 
b. HMO/PPO versus private insurance. 
c. Cost containment issues. 

4. Identify and describe the effects of managed care on cost recovery systems, 
including 
a. Fee for service. 
b. Contracts. 
c. Capitation. 

5. Discuss the effects of managed care on current and future services provided by 
Emergency Medical Services (EMS). 

6. Describe the considerations involved in determining an EMS organization's roles 
in a managed care system. 

7. Analyze and develop strategies for developing support to expand services to 
partner with managed care. 
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CHANGES IN HEALTH CARE DELIVERY 
  
The role, and even the definition, of Emergency Medical Services (EMS) is changing.  
Since its inception in the early 1970's, the philosophy of modern EMS has been to 
provide prehospital emergency medical care to patients with life-threatening conditions.  
Yet, even the novice needs to do only a cursory review to realize that the majority of 
prehospital medical care is not rendered to patients with life-threatening emergencies.  In 
addition, research regarding the impact of advanced level EMS on life-threatening 
problems has failed to demonstrate any significant effect on mortality--with the exception 
of early defibrillation.  However, with advances in technology in the last few years, we 
have seen the procedure of prehospital defibrillation move from solely within the 
paramedic scope of practice to basic level EMT's, police officers and even airline 
attendants. 
 
A review of current literature also shows a shift in terminology from "prehospital" care to 
"out-of-hospital" care.  At first, one might think that this has no significance.   Prehospital 
and out-of-hospital care all appear to mean the same thing.  But implied in this 
terminology shift is that the services of existing EMS organizations should (and in many 
cases already do) involve more than management of medical problems that will be treated 
at a hospital.  Out-of-hospital care includes a variety of patient care needs such as 
preventive health programs (e.g., immunizations, health screenings) and home health care 
for patients with tubes, shunts, etc.  These are certainly not new needs in health care, so 
why are they now being discussed in the context of EMS?  The major catalyst for these 
discussions is managed health care. 
 
 
Managed Care 
 
Although the Clinton administration's push for a national health insurance initiative in the 
early 1990's failed, it set in motion drastic changes in the existing health care industry 
aimed at reducing and controlling costs.  These changes have led to the proliferation of 
the Managed Care Organization (MCO).  Before an EMS organization can address any 
form of interface with managed care, leaders and managers must understand the terms 
commonly associated with this type of health care delivery. 
 
Managed care is an umbrella term for an organized system of health care that seeks to 
control the selection and use of health services of a specific patient group.  This health 
care is coordinated through a specific network of primary care physicians (known as 
"care coordinators").  Patients belonging to the organization may not access specialists 
without first seeing their primary physician and getting his/her approval/referral.  Without 
approval from the primary physician, the managed care organization usually will not pay 
for the services of a specialist.  Depending on the literature you are reading, care 
coordinators also may be referred to as "gatekeepers." 
 
Capitation is a negotiated rate.  The health care provider is paid a fixed amount for each 
enrollee in the organization.  It is important to realize that patients enrolled in a managed 
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care organization pay vastly reduced fees to see their "primary physician."  This serves as 
an incentive to encourage physician visits for such things as preventive care (but makes it 
almost impossible to choose any options not approved by the primary physician).  For 
physicians, the incentive encourages minimal tests, referrals, and hospitalizations. 
 
 
Types of Managed Care 
 
There are numerous types of managed care. 
 
• Individual Practice Association (IPA)--Physicians are prepaid a capitation rate 

by the organization on a monthly basis for service to members.  The physician 
receives the same rate whether members see the doctor that month or not. 

 
• Group Health Maintenance Organization (HMO)--An HMO contracts with a 

group of physicians to provide health care to enrollees.  Physicians continue to 
practice in their own offices, but distribute income from the HMO among the 
group. 

 
• Network HMO--An HMO contracts with several physician groups, but 

physicians may continue to provide care to non-HMO patients. 
 
• Staff HMO--The physicians are employees of the HMO. 
 
• Preferred Provider Organization (PPO)--Enrollees in this type of managed 

care can seek treatment from an approved network of physicians/providers who 
agree to abide by a set reimbursement structure; or they may see other physicians.  
If they see physicians who are not part of the network, the benefits from the 
organization are reduced. 

 
• Point of Service (POS)--This is a combination of an HMO and PPO.  The 

enrollee chooses which plan to seek treatment from at the time the service is 
needed. 

 
These types of care may be categorized into three options: 
 
Option 1--Traditional HMO--In this type of care, the primary provider makes all 
referrals.  Specialists are also within a network.  This is the most economical type of 
managed care. 
 
Option 2--Point of Service--In this type of care, the primary physician must make 
specialist referrals, but the patient may seek in- or out-of-network services.  If the patient 
chooses out-of-network services, there is a higher deductible and co-pay. 
 
Option 3-PPO--In this type of care, the patient may see any specialist within the network 
without a referral from the primary physician.  This is the most expensive of the three 
types of managed care. 
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In 1996, about 60 percent of Americans were enrolled in some sort of managed care 
health plan.  This is an increase of approximately 35 percent from 1992.  At least 38 
states were mainstreaming Medicaid-eligible persons into managed care.  With the fiscal 
problems of Medicare, this population is not far behind.  Of all the types available, the 
most common types of plans chosen were the HMO and PPO. 
 
 
Financial Issues Related to Managed Care 
 
There are several financial issues related to managed care.  EMS leaders must be 
cognizant of, and (if they are not already dealing with them) prepare, their organizations 
for operating within the reimbursement structure of managed care organizations.  The 
first step is to understand the terminology related to managed care and the reimbursement 
structures. 
 
• Provider--Those who provide the care and services. 
 
• Payer--Those who pay for the services.  This may be either the customer or 

another source, such as the employer. 
 
• Customer--The person receiving care. 
 
• Fee for Service--With this type of reimbursement system, the patient (or private 

insurance carrier) reimburses the provider for the services rendered.  This requires 
the provider to submit an itemized bill for services and supplies used.  Regardless 
of what the provider charges, most insurance carriers have a cap on the amount 
they will reimburse for various services and supplies.  However, total 
reimbursement is based on what is done and what is used for each individual 
patient. 

 
• Capitation--With this type of reimbursement, the provider and managed care 

organization negotiate a rate (fixed amount) that the health care provider will be 
paid for each enrollee in the organization.  The provider is paid this rate 
regardless of whether the enrollee uses the services or not. 

 
• Contract (discounted services)--This type of reimbursement usually involves the 

commitment of the provider to dedicate personnel and transport capabilities to the 
managed care organization for a specific number of hours per day for which the 
managed care organization pays an hourly rate plus an additional fee for transport.  
Reimbursement arrangements between EMS services and managed care are either 
capitation or contract agreements. 

 
Although seeming fairly straightforward in application, there are hidden issues that must 
be considered with EMS/managed care financial agreements.  The most obvious is that if 
an agreement is reached between an EMS provider and a managed care organization, that 
agreement will include the stipulation that all of the managed care organization patients 
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will be transported to their facilities.  If patients are not transported to the organization's 
facilities, the patient is faced with a claims denial for the initial transport and an 
additional fee for transfer to the organization's facility.   
 
A second issue involves transfer calls.  If an EMS service enters into an agreement with a 
managed care organization to provide ambulance services, there is a high likelihood that 
the managed care organization will require coverage for ambulance transfers as well as 
emergency responses.  This means the EMS service leaders must analyze those effects on 
response times, unit location, personnel needs, etc., before negotiating the rate. 
 
Other issues may involve the addition of alternative transport.  Will the contract include 
transport of MCO patients who do not require Advanced Life Support (ALS) services, 
but rather a wheelchair van?  Will the agreed-upon fee allow for supporting entirely ALS 
services, or would a tiered response be more cost effective? 
 
Even if a capitation/contract agreement is implemented, EMS leaders must remember that 
many HMO's require their members to call their organization before receiving permission 
for treatment.  Thus, it is the HMO that decides if an ambulance is dispatched, not 911. 
 
The effects of managed care organizations' attempts to move patients away from the 911/ 
emergency department pathway to health care are seen in a study conducted by Blue 
Cross of Idaho which revealed an 18 percent drop in emergency department visits for 
members of the Healthwise managed care organization.  Although not addressed, one 
might assume this decrease in emergency department visits was accompanied by some 
decrease in the demand for EMS.  What effect will this trend have on revenue 
generation/cost recovery for EMS organizations? 
 
Other financial issues that must be considered include the need for additional equipment 
and training.  Besides the obvious concern of additional units and personnel, leaders must 
determine if specialized equipment will be needed for transfer calls.  Will the current 
employees need additional training to manage specialized equipment or monitor 
pharmacological agents that are not in their current protocols that may be used on transfer 
patients?  As this module continues, you will notice that other financial concerns will 
surface. 
 
 
Scope of Services 
 
Discussion of expanded services is all around us.  At any EMS gathering there is 
discussion of what EMS services will entail in the next decade.   EMS is facing changes 
related to acute-care triage of patients, integration with primary care, increased 
participation in public health and prevention activities, and limiting transportation to real 
emergencies.  Although no one knows for sure exactly what services will emerge in 
response to these areas, we can be fairly well assured that the scope of services EMS has 
traditionally provided is going to change! 
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Since the inception of EMS in the early 1970's, its service leaders and managers have 
planned their organization's direction based on the concept of managing the demand for 
services.  With the ever-increasing numbers of managed care organizations, that concept 
is shifting from managing demand for services to managing access to services.  Calling 
the managed care organization before calling 911 to determine the need for an ambulance 
already has been addressed. 
 
The financial reimbursement structure of managed care organizations encourages a 
"more-for-less" approach to providing medical services.  With a fee-for-service 
reimbursement system, the more service you provide, the more money you receive.  With 
capitation/contracts, health care providers (including EMS services) are paid a 
predetermined fee.  Any costs incurred over that fee are lost revenue.  Any money not 
spent in providing care is profit.  Thus, providers are rewarded for delivering less care.  
Will this lead to a change in treatment protocols to diminish the amount of ALS 
intervention in order to cut costs and increase profit?  Our ethical side would like to 
believe it will not.  Our business side would have to say the potential exists.  At the very 
least, it would seem that protocols would be reviewed for unnecessary interventions. 
  
Several factors will both affect and drive the changes in scope of services.  These factors 
may have varying significance from one service program to another, but they all must be 
considered as EMS leaders review their current system and set the vision and direction 
for their organization's future. 
 
 
Community Expectations 

 
Today, most citizens still expect to call 911 and immediately get medical advice from 
trained dispatchers while paramedics in an ambulance rush to their aid.  This is also the 
mission and expectation of most EMS service programs.  As more and more individuals 
enroll in managed care organizations, this expectation will be somewhat altered.  Citizens 
still will expect that when someone calls 911, paramedics in an ambulance will rush to 
their aid if their HMO has determined they need an ambulance!  For some patients this 
already has become a harsh reality based on claims that were denied after a true diagnosis 
was determined.   

 
On the other hand, if you talk to any of your street providers or look at the data retrieved 
from patient encounter forms, you are acutely aware that the majority of responses are 
not true emergencies.  Yet, in the traditional EMS structure, your only option for cost 
recovery is to transport these patients to the emergency department.  This means you are 
spending a great deal of money to maintain ALS units to transport nonemergency, basic 
level care patients to emergency departments for primary health care in addition to the 
occasional true emergency. 
 
Managed care organizations' push to have their patients avoid calling 911 first can create 
a significant negative fiscal impact on an EMS system, whether it is private or public.  
Fire-based EMS systems, in particular, currently rely on 911 calls as the sole basis for 
revenue generation.  Having enrollees call an in-house line first lowers the number of 911 
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calls, thus decreasing revenue by changing the payer mix and increasing the number of 
uninsured and indigent patients using the system.  As managed care continues to increase 
participation by households, this fiscal impact will force EMS systems either to seek 
alternative sources of revenue such as capitated contracts for nonemergency transport, or 
get out of the business. 

 
Will community expectations expand?  What will be expected in terms of health 
prevention and maintenance? Will there be set days (or even the "drop-in" approach) at 
fire stations for routine checks for blood pressure monitoring/health screening?  Will your 
EMS service form a partnership with State/county health programs to provide 
immunizations at the fire stations or use ambulances to transport teams to underprivileged 
areas of the city?  In some parts of the country, this is not a question that needs to be 
answered--it is already a reality. 

 
 

Expanded Scope of Practice 
 

What exactly is expanded scope of practice?  Depending on the conversation, it may be 
anything from immunization programs and health care screenings, to transporting to 
alternate facilities, or treat-and-release protocols.  The views of what expanded scope of 
practice could mean to EMS vary considerably among physicians, nurses and paramedics 
themselves. 

 
 

Prevention Programs 
 
Interfacing with community health prevention programs to provide immunizations is 
already a reality for EMS systems in many areas of the country.  Other prevention 
programs include health screening or injury prevention education programs.  For 
example, many EMS service programs already are involved in some aspects of injury 
prevention such as car seat safety programs. 
 
It is only a slight stretch to envision EMS personnel conducting home assessments to 
identify potential risk (and solutions) for injury.  After all, fire suppression personnel 
have been active for years in installing smoke detectors in private homes in an effort to 
reduce the risk of injury and property loss from fire. 

 
 

Transport to Alternate Facilities 
 

Transporting to alternate facilities involves the ability to do a more indepth assessment at 
the scene.  The assessment currently used by paramedics is straightforward and aimed at 
identifying life- or limb-threatening emergencies.  To justify transport to an alternate 
facility, such as a clinic, would require a more comprehensive examination than the 
current standard field assessment.  Decisions to transport to alternate facilities also might 
involve contacting the managed care organization to discuss patient condition and reach 
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consensus on transport destination.  Regardless of the approach, more onscene time will 
be required.  This can directly affect number of needed units and personnel.  Transporting 
to alternate facilities also may involve the dispatch center.  Pathway management may 
divert these patients before the paramedics are even dispatched. 
 
The U.S. Department of Transportation (DOT) EMT-Paramedic curriculum completed in 
1998 significantly expands paramedic training compared to the 1985 version.  This 
expanded curriculum provides the base for expanded scope of practice.  It also affects the 
cost of training.  The hour investment has increased significantly from the 1985 
curriculum, resulting in financial ramifications for EMS service programs that pay for the 
cost of training their personnel.  In addition to the direct educational cost, service 
programs often pay the employee/student overtime and, in many cases, incur a secondary 
cost of callback personnel to cover while the student is in class or at a clinical session. 
 
Before deciding what aspects of expanded scope of practice your organization may 
embrace, it is critical to determine what your community needs and what resources the 
EMS organization has (or can develop) that can be integrated into the existing 
community health care network. 

 
 

Determining the Place of Emergency Medical Services in the Health Care 
System 
 
Private providers and, in some instances, fire services, already have begun the transition 
to survive in the managed care environment.  Fire departments that provide EMS today 
will have to be involved to some degree with a managed care organization if they want to 
stay in EMS.  This will require EMS leaders to assess the needs of the managed care 
organization, the needs of the community, and the ability of their department to meet 
those needs. 
 
 
Needs of the Managed Care Organization 

 
The only way to learn about the needs of the managed care organization(s) is to meet 
with those organizations.  The National Highway Traffic Safety Administration 
(NHTSA) has established a national-level roundtable to bring managed care 
organizations and EMS representatives together to discuss the major issues involved in 
the interface.  This is a starting point for local departments to review the general issues 
and concerns.  However, local departments also must meet with the local managed care 
organization(s).  By keeping an open mind and honest dialogue, both groups can identify 
each other's needs and, to a great extent, the needs of the community. 
 
Although managed care is a challenge to EMS, we still must be objective in our approach 
to determining solutions that will be mutually beneficial. 
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Managed care organizations also must be educated on the value of EMS.  EMS can offer 
payers and providers many value-added services that tie into expanded scope. 
 
 
Needs of the Community 
 
Other sources of information regarding community need include the State/county health 
department and medicaid office.  Local departments must communicate with other health 
agencies to identify the needs of the community.  After all, the community is the 
customer of all of the organizations involved.   
 
EMS must work with managed care organizations and other health agencies to establish 
standards of care based on customers' needs as well as medical standards, and ensure that 
the underlying philosophy is that the customers' needs are more important than cost 
containment.  If a contract or capitated agreement is being developed, input about, and 
review of, field treatment protocols should be sought from the MCO physicians.  
Therefore, it is critical to fire/EMS departments that the medical director is involved in 
all of these meetings. 
 
 
Department's Ability to Meet Customer Needs 
 
The department must have a solid understanding of where its current EMS system is, and 
a vision of where it wants EMS to go.  Once that has been determined, the assessment of 
what is needed to get there can begin.  This assessment involves all of the areas discussed 
throughout this course, as well as the previous sections of this module. 
 
In addition to system vision, the department must consider its internal customers 
(employees).  There is some evidence that EMS personnel are resistant to the changes 
that managed care could place on their current scope of practice.  Departments must 
educate and inform employees of potential changes and the impact of those changes 
before unilateral implementation by a general order.  Employees must be allowed to 
voice opinions and be part of the process of change if "buy-in" is to occur. 
 
EMS leaders must take managed care seriously and be willing to change the way EMS is 
practiced currently.  EMS systems no longer can afford to view themselves as isolated 
entities.  The role of EMS is expanding to one of a primary provider of out-of-hospital 
care, not just prehospital care.  EMS is one part of the overall health care system and that 
system is being managed by an outside entity!   
 
EMS leaders also must take an active role in representing the needs of their customers.  
This involves becoming more cost-conscious, customer-service oriented, and focused on 
the end result of the best quality care for the patient at the most reasonable cost.  This 
requires strong commitment and hard work.  Making the transition from the traditional to 
the new role will not be easy.  Leaders must provide the vision and open communication 
with all entities involved (including their employees) to redefine the role of EMS and 
guide the changing and expanding scope of services within their organizations.   
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GLOSSARY 
 
ACEP  American College of Emergency Physicians. 
   
ACLS  Advanced Cardiac Life Support. 
   
ADA  Americans with Disabilities Act. 
   
AIDS  Acquired Immune Deficiency Syndrome. 
   
ALS  Advanced Life Support. 
   
BLS  Basic Life Support. 
   
CAD  Computer-Aided Dispatch. 
   
Capitation  Flat fee for services paid by managed care organization. 
   
CBD  Criteria-Based Dispatch--level of care required determines 

level of response. 
   
CDC  Centers for Disease Control and Prevention. 
   
Communication 
protocols 

 Define the method and timing of online medical control, as 
well as the source of control for specific units. 

   
COP  Certificate of Participation. 
   
Destination 
protocols 

 Designate the appropriate receiving facility for patients with a 
given medical condition. 

   
Dispatch protocols  Standards for dispatching response. 
   
DNR  Do Not Resuscitate. 
   
ED  Emergency Department. 
   
EMS  Emergency Medical Services. 
   
EMT  Emergency Medical Technician. 
   
EMT-P  Emergency Medical Technician--Paramedic. 
   
Fee for service  User pays for cost of service. 
   
FEMA  Federal Emergency Management Agency. 
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First responder  First on scene--level of response and training may vary. 
   
HBV  Hepatitis B Virus. 
   
HIV  Human Immunodeficiency Virus. 
   
HMO  Health Maintenance Organization. 
   
ICS  Incident Command System. 
   
IEMS  Integrated Emergency Management System. 
   
IIMS  Integrated Information Management System. 
   
Medical Director  Physician charged with directing and overseeing all aspects of 

medical care for EMS system; also known as physician 
program director. 

   
MCO  Managed Care Organization. 
   
MIS  Management (or Manager of) Information Systems (or 

Services). 
   
Mutual aid 
agreement 

 Support agreement between neighboring systems. 

   
NAEMSP  National Association of Emergency Medical Services 

Physicians. 
   
NFA  National Fire Academy. 
   
NFPA  National Fire Protection Association. 
   
NHTSA  National Highway Traffic Safety Administration. 
   
Off-line medical 
control 

 The establishment and monitoring of all medical aspects of a 
system, including protocols, education, and online medical 
control. 

   
OLMC  Online Medical Control. 
   
Online medical 
control 

 Real-time direction of out-of-hospital medical care via radio 
or telephone. 

   
OSHA  Occupational Safety and Health Administration (Federal). 
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PBQA  Provider-Based (or Peer-Based) Quality Assurance. 
   
PCR  Patient Care Record (or Report). 
   
Physician extender  EMT-P. 
   
PIER  Public Information, Education, and Relations. 
   
PIO  Public Information Officer. 
   
PLS  Peak Load Scheduling--allocates resources by demand for 

services. 
   
PPO  Preferred Provider Organization. 
   
Protocols  Guidelines, policies, and procedures. 
   
Provider  EMS member; one who provides out-of-hospital emergency 

medical services. 
   
QI  Quality Improvement. 
   
QM  Quality Management. 
   
RAMO  Risk Assessment and Modification Organization. 
   
RLS  Red Lights and Siren. 
   
Special protocols  Guidelines which address special circumstances in out-of-

hospital care, such as patient refusal of treatment, DNR, 
physicians in the field, etc. 

   
SSM  System Status Management; management of resources 

before/between calls. 
   
Standing orders  Specific guidelines which authorize out-of-hospital 

interventions without online (real-time) medical control. 
   
Third/Separate 
service 

 Unique independent EMS organization funded and operated 
by local government using government employees; not 
administered by fire/police departments. 

   
Tiered response  Level of response (ALS/BLS) varies based upon patient need. 
   
Transport 
protocols 

 Define the proper mode of transport and level of expertise 
required for transport of particular classes of patients. 
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Treatment 
protocols 

 Define the scope of out-of-hospital medical intervention. 

   
Triage protocols  Sorting of patients at multiple-casualty incidents according to 

the seriousness of injuries. 
   
USFA  United States Fire Administration. 
   
U:UH ratio  Unit hour use ratio. 
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STRATEGIC PLANNING OUTLINE 
 

1. Identify a vision, mission, and values statement.  
 
2. SWOT. 
 

a. Strengths. 
 
b. Weaknesses. 
 
c. Opportunities. 
 
d. Threats. 

 
3. Resources. 
 

a. Current resources. 
 
b. Resources lacking. 

 
4. Goals. 
 

a. Short Term. 
 
b. Long Term. 

 
5. Strategies for Reaching the Goals. 
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PROJECT MANAGEMENT PROCESS 
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CHANGE MANAGEMENT MODEL 
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