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Cooperation Key to Timely Sea Rescues 
A US Coast Guard HH-52A 

helicopter hovers over a charter 
fishmg boa t 30 m1les offshore 
near Ocean C1ty, Maryla nd. Care
full y and smoothly a w1 re basket IS 
lowered from the chopper to the 
deck of the vessel Crouched an 
the basket IS the second an a tea m 
of Ocean C1ty Fire Department 
CRTs, br ingmg hfesaving EKG 
mon itor ing and defibr illation 
equ1pment to treat a heart a ttack 
v1ctlm T o the vacatlonang execu
tive out fo r a day's spo rts fishing, 
th1 s coopera t1ve rescue effort 
could mean the d1fference be
tween life and death 

Firs t the C RTs wdl stab1lize 
the pa t1en t, starting m travenous 
lmes 1f necessary Through an 
mgen1ous rad1o relay arrange
ment, 1t w 1ll be possible to ex
change vo1ce and telemetry mfor
ma t iO n wi th phys 1c1a n s a t 
Sahsbury's Penansula General 
Hospital, w here the victim will be 
flown fo r further t rea tment Smce 
las t July whe n the Coas t Guard 
and the Ocean C1ty F1re Depart
ment CRTs held their first JOint 
sea-to-a1r rescue dnll, the tech
nique has not been used an any 
actual emergencies. But the two 
organizations expect to be ready 
to respond promptly and effec
tively when the need arises 

The impetus for the JOint dnll 

came from Ocean City Fire De
partment CRT Clay Stamp, who 
called the commander of the Cape 
May Coas t Guard S tation to 
suggest that the response time 
could be 1mproved an such Situa
tions by using one of the three 
helicopters stationed at the Cape 
May fac1hty 

" We've worked cooperatively 
w1th the Coas t Guard for about 
f1ve yea rs," Mr Stamp recalls, 
"and we've gone ou t to sea with 
our equ1pment perhaps 15 t1mes a 
year But the biggest rescue boa t 
at the local Coast Guard stat1on 
has a top speed of 30 knots, so 1t 
may be hours before we reach the 
vict im Some times we get there 
too late to do anythmg By usmg 
the Coast Guard helicopter we can 
cut the response time sign ifi
cantly," Mr. Stamp expla ined. In 
an actual emergency the chief of 
the Ocean C ity Coast Guard 
Station would decide whether to 
call an the chopper 

Plans fo r the dnll last July 
were worked out by Mr. Stamp, 
Ocean City Ambulance Depart
ment Superv1sor Kover Ellings
worth, C h1ef Eugene Powell of the 
Ocean City Coast Guard Sta tion, 
and Lt Comdr. Lou Manfra o f the 
Cape May a1 r s tat1on Nearly 40 
fi re depa rtment and Coast G uard 
personnel took par t. 

Siegel, Cardiac Monitoring Specialist, 
Named Deputy Director of MIEMSS 

John H S1egel, M D, JOmed 
MIEMSS on Ma rch 1 as the 
agency's new depu ty d1recto r, 
chnical director of the Shock 
T rauma Center, and professo r of 
surgery at the Un1vers1ty of 
Maryland An innovator m the 
fi eld of card1ac output mon1tonng, 
Dr S1egel comes to MIEMSS from 
Buffalo, where he was professor 
of surgery and research professor 
o f b1ophys1cal sciences at the State 
Un1vers1ty of New York and ch1er 
of surgery at Buffalo Gene ral 
Hosp1tal 

Dr S1egel will work closely 
w1th MIEMSS D1rector R Adams 
Cowley. MD. an a dmrn1s tenng 
Maryland ~ EMS sy~t em, and w1ll 

be respons1ble for all chnical face ts 
of the M IEMSS progra ms A 
pr act1cang s u rgeon, Dr Siege l 
takes h1 s turn " on ca ll" at the 
Shock Tra uma Cen te r a n d fre
quently makes mornmg rounds 
H e al so IS act1vely 1nvo lved 1n 
developmg the center's profes
SIOnal ed ucation and tra1n 1ng 
programs, w hich 1nclude bo t h 
residencies and other m-serv1ce 
programs 

Patient ca r e a reas an the 
Shock T rauma Center al ready are 
beginning to reflect Dr Siegel's 
1ni t ia t1ves Sophis ti cated au to
matiC patient moni toring equip
ment 1s bemg mstalled an all unats 
of the ce nter. The computenzed 
network w1ll allow physicians to 
utihze quantitative data on the 
patient's phys1o logical and meta
bolic s tatus in makmg decis1ons 
about trea tment 

The new equ1pment also w1ll 
be linked to a computer system 
used 1n two m aJOr NIH- fund ed 
research prOJects for wh1ch Dr 
S1egeJ1s the princ1pal 1nves t1gator 
Both s tud1es are a1med at finding 
more effective methods of treat
ing crit1ca lly ill pat1ents, specifi
call y those susceptible to myocar 
d1al mfarct1on (heart attack) and 
ac ute resp1ratory d1 s tress syn 
drome (ARDS) 

(Conllnurd on pagt 21 

A preliminary exercise held a 
few weeks earher, had familiar
ized the f1re department CRTs 
with the Coast Guard helicopter, 
its equ1pment, and Coast Guard 
protocols The day of the dnll, the 
group gathered early an the morn
ing at the Ocean C1ty Coast 
Guard Sta tion, where they re
viewed procedures The CRT s 
then chmbed into the 44-foot 
Coast Guard boat for the half
hour nde ou t to the drill s1te, 
w here the hehcopter JOmed them. 

Bobbmg on choppy seas, the 
hfeboat held 1ts pos1t1on while the 
helicopter hovered as close as 
possible over 1t Since the p1lot 
cannot see a sh ip's mast from his 

(Top) II CCHlsl Guard corpsman rxplalnS rrstut procrJurrs lo OctGn c .ty CRTs parhn pahng '" lht fOinl rtSCUt 
Jr~/1 IBrla~t•lll Coast GuarJ hti!Copltr anJ Otto" C. tv ambu/ancr .tanrl rradv symbolwng cooprral1on btiiL•ttn 

lht '""' a.~tn(ltS for qu1 1 ota rt>luts 

vantage po int, knowmg its he1ght 
is essential. 

Each C RT m turn practiced 
ground1ng the lowered w1re 
basket w1th a "dead man's stick"
a metal rod named for the poss1ble 
consequences o f not using it. O ne 
by one they cl1mbed into the 
basket to be hfted to the helicop
ter, then back down to the boat 
actually the reverse of what would 
happen in a real emergency. 

Testing the compatib1hty of 
Coas t Guard and EMS communa
catlons equipment was an Impor
tant pa rt of the dri ll. A circu1tous 
way of linking the two very 
d1fferen t frequenc1es on wh1ch the 
groups no rmally broadcas t had 
been dev1sed - and 1t worked 
beau tifully T he plan mvolved the 
Coas t Guard FM radio on board 
the hehcopter, connected by 
phone patch to the Chincoteague 
Coast Guard S tation, then to the 
EMS base station at W1com1co, 
and finally to Penmsula Genera l 
Hosp1 tal Vo1ce t ransmissions 
were very clear, and posed no 
problems 

The second phase of the drill, 
however, mvolved monitonng a 
" pa t1ent" 1n the he licopter 
Though the signal was clear and 
v1brations were ev1den t only on 
takeoff and landmg, t ransm1t t1ng 
telemetry mformation on that 
frequency could be a b1t of a 

regulatory problem 
For the nex t d rill, planned for 

late spring, a new communica tions 
approach will be tned The scheme 
was worked out an 1980 by the 
Harw1ch (Massachusetts) F1re 
Depa r tment and the Cape Cod 
Coas t Guard . It keeps all trans
miSSions w1thm the EMS rad1o 
system by usmg an EMS por table 
attached to a UHF an tenna on the 
hel1copter. When this arrange
ment is tested m Maryland, Sig
na ls will be beamed from the 
Coast Guard hehcopter to an 
Ocean Ci ty F1re Department 
ambulance on shore and relayed 
from there to the Wicomico EMS 
base and to Penmsula General 
Th1s method should be clear and 
trouble-free w1 thm a range of 70 
m1les from the hosp1tal 

Innova tive EMS schemes are 
somethmg of a trad1tion m Ocean 
City The reso rt area poses a 
unaque set of problems when it 
comes to providmg emergency 
med1cal serv1ces W1th a year
round population of 8,000, Ocean 
C1ty is not large enough to 
warrant 1ts own hosp1tal, bu t 
durmg the summer months the 
popula tion swells to 250,000, 
dramatically mcreasing the de
mands for health serv1ces The 
four privately owned chnacs now 
open m Ocean Ci ty during the 

ICon/rnutd on pagt J I 
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EMT Case Reviews Improve Care, Rapport 
EDITOR'S NOTE Mort than a doun 
Marvland hospitals art partiCrpat~ng rn 
tmtrgtncy cart cast rrortw programs for 
EMTs and hosprtal tmtrgtncy dtpart
mtnt ptrsonntl Tht following artrclt 
dttarls tht txptritna of Calrtrt Mtmorial 
Hosprtal whiCh had tht fi rst and ont of 
tht btst programs rn tht state. Unfortu
nattly srnct tht umtrng of thrs art iCit, tht 
cast rrortw program at Calvtrt has bttn 
ttrmrnattd dut to uonomrc rtstra~nts 

On at least one evening a 
month a group of southern Mary
land EMTs could enter Calver t 
Memorial Hosp1talm Pnnce Fred-

MIEMSS '82 Report 
On New EMS Laws 

Several b1lls that MIEMSS 
fought for or supported dunng 
the last sess1on of the Maryland 
Genera l Assem bly were passed. 

T he leg1slature exempted 
neonatal, burn, and trauma pa
tien ts who are hospitalized in 
special ty referral centers from the 
20-day limit on coverage fo r 
hospital costs T he hm1t was 
imposed by the Med1cal Ass1stance 
Program The rule change is 
retroact1ve to january 1982, re
sultmg m a Med1caid reimbu rse
ment to M IEMSS of about 
$500,000 

Particula rly welcome was the 
news that MIEMSS will rece1ve a 
$475,000 loan from the state to 
develop plans fo r a new 138-bed 
buildmg to house the mstitute 

Another new law will allow 
C RTs and aviation trauma techni
cians in Maryland and the adJOin
mg states to render ca re, and 
transport patien ts, across state 
hnes 

The defimt1on of dea th was 
changed to mean irrevers1ble 
cessat1on of Circulatory and respi
ratory fu nctions, or irreversible 
cessation of all funct1ons of the 
entire bram, includmg the brain 
s tem 

Volunteer workers in organi
zat ions providmg fire protect ion, 
or med.cal, health, or nutn t1onal 
care can now deduct the•r ex
penses as volunteers from their 
mcome taxes 

The owner o r lessee o f an 
emergency veh1cle - not the 
authorized operator- is t.able for 
damage to the veh1cle or to other 
proper ty that occurs in the course 
of rendenng emergency se rvice, 
as long as the operator has 
exercised reasonable ca re 

Employers of fire fighters, 
rescue squad members, and para
medics can now check. the crimmal 
records of apphcants for these 
pos1hons and may use mformatlon 
on cnmmal conv1ctions m the~r 
hiring decisions 

The Maryland Department of 
Transportation has been g1ven 
permiss•on to contract for fire 
protection and waterborne emer
gency serv•ces to port facihtles 
and vessels m any nav1gable 
waters m the sta te 

These legislahve actions re
present only the h1ghhghts of the 
trauma-related •ssues decided th1s 
year For a more complete sum
mary, call Denms Evans at 528-
3774 to rece1ve a copy of the 
MIEMSS 1982 leg•slat.ve Report . 

-Ootl Grw~~tt 
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enck accompan1ed by no sirens, no 
stretchers, no IVs, no reports, no 
patients, no pressure 

They headed not fo r the 
emergency department, but for 
the hosp1tal board room where 
they were partic•pants m what a 
volunteer rescue squad member 
called "one of the best educat1onal 
programs for EMTs that 's come 
along " 

Titled " Emergency Care Case 
Review and Continuing Educa
tion," the program was designed 
to bring hosp•tal emergency de
pa r tmen t personnel and EMTs 
together to review current and 
former cases treated by EMTs In 
rnformal sessions allowmg for 
plenty of interchange, ques tions, 
and discussiOn, they heard from 

Trauma Line Links 
Surgeons to Field 

Dr Alasdarr Conn lalts a lrauma call 

EMT s and C RT s in Region Ill 
now can consult by two-way rad1o 
with a MIEMSS trauma surgeon 
about any accident vict1m they 
think should be taken to the Shock 
Trauma Center The new EMS 
communica tions lmk was mstalled 
in response to reques ts from field 
personnel, and complements sim•
lar serv1ces prov1ded by Balti
more's four areaw1de trauma cen
ters . 

To request a MIEMSS trauma 
consultation, EMS f1e ld personnel 
s1mply con tact the Emergency 
Medical Resource Center (EMRC) 
at Sma1 Hosp1tal by radio The 
communications center then con
nects the un1t at the scene with 
the attending trauma surgeon a t 
the Shock Trauma Center A 
portable two-way rad1o enables 
the su rgeon on call to answer 
promptly, regardless of h1s loca
tion in the MIEMSS complex In 
addition, two regular telephones 
at different locat1ons m the Shock 
Trauma Center, are connected 
d~rectly w1th EMRC and may be 
used for trauma hne consulta
tions. 

"The purpose of the trauma 
hne is to provide med1cal direction 
fo r pat1ents the field personnel 
fee l should be treated here," 
MIEMSS su rgeon Dr Ameen 
Ramzy explamed Dr Ramzy was 
respons•ble for orienting the 
MIEMSS surgeons m the Mary
land Echelons of Trauma Care and 
in EMT and CRT protocols Smce 
the trauma hne became opera
tional on March 1, the number of 
consultat•ons has mcreased stead
Ily from one or two a week to the 
same number almost da1ly 

- I•J,, Zub•• 

doctors and other au thorities on 
case-rela ted top1cs 

They also followed specific 
cases from emergency field care 
through emergency department 
treatment, transfer procedures, 
operating room procedures, and 
recovery 

Participants agreed that the 
program had been successfu l no t 
only in improvmg emergency 
medical services m the county and 
m keepmg up the skill level of 
EMTs between recertification 
exams, but also m improving 
rapport between firs t responders 
and emergency department per
sonnel 

The program was developed 
because " rural EMTs don' t get as 
much expenence as someone in 
c1ty or suburban areas and some 
of their skills decay long before 
their recertification comes up," 
explamed J•m Aba te, spec1al assis
ta nt to the d~rector of fie ld pro
grams 

In 1978 Mr Abate, with the 
help of Calvert County emer
gency services leaders and others, 
secured US Depar tment of Trans
porta lion fu ndmg to develop the 
case rev1ew program in five Mary
land coun t1es. The program has 
smce spread throughou t Mary
land 

Calvert County's Department 
o f Public Safety (then the Depar t
ment of Emergency Services) 
under the d~reclion of Marvin 
R1ddle and the county's Emer
gency Services Advisory Council 
were instrumental in getting the 
project star ted and m obtammg 
county fu nding for con tinuation 
of the sess1ons after t he federal 
g rant ended the fi rst yea r 

When the program began, 
Harne! Gurganus and Sally Sho
walter, the proJect coordinators a t 
the hosp1 tal, would meet w1th Mr 
R1ddle to plan sess1ons fo r a three
month period, selectmg top•cs in 
which EMTs had expressed in ter
est and wh1ch, over an extended 
penod, would provide specific 
examples of cardiac, bu rn, po1son, 
behaviora l, neonatal, and trauma 
experiences 

As the program matured, 
there was a slight shift from pure 
case rev1ew to con tmuing educa
tiOn Material from the EMT 
manual and recogmzed emergency 
practices in Maryland, as well as 
il lustrative cases, were covered 

Sess1ons often varied with the 
season A winter meeting, for 
example, covered ice accidents, 
frostb1te, and hypothermia, wh1le 
a summer session considered bee 
s tings, snake b1tes, and near 
drownmgs 

The quality of the program 's 
results can be measured in com
ments from those who were •n
volved 

"What we d1scussed at the 
meeting was used three hours 
later on an ambulance run," one 
EMT told the proJect's leaders 

After deciding on the top1cs, 
Ms Gurganus and Ms. Showalter 
would research cases, pull charts 
and ambulance run sheets, and 
develop an evening's program 
Often they called m speakers or 
prepared audiov1sual materials to 
further amplify the cases 

"They rev1ewed cases m 
which there wa!. commendable 
work and also in wh1ch somethmg 
was lackmg," Mr Abate noted 

"Giving EMTs feedback in 
what they did r1ght is ve ry •mpor
tant, emphasized Mane Warner, 
coordmator of MIEMSS Reg1on V, 
of wh1ch Calvert County 1s a part 
"They should know when they 
have properly prepared a patient 
in the f1eld." 

Each squad or department in 
Calvert County was asked to send 
seven part1c1pants (at EMT or 
advanced-first-a1d levels) and the 
monthly sessions lasted approxi
mately 2h hours 

The comfortable nature of 
the sess1ons promoted an easy 
exchange among EMTs, doctors, 
and nurses and encouraged EMTs 
to ask questions that they may 
have been reluctan t to ask pre
viously 

"EMTs are afra1d of docto rs, 
and tests scare them to death," 
s tated Warren Parks, an EMT 
with the Pnnce Freden ck Rescue 
Squad " In th1s course 1t's all 
mfo rmal and any tes ting is ve rbal. 
I th mk that makes the EMT more 
comfortable And the eye-to-eye 
con tact w1th the doctors helps you 
p1ck up thmgs that wdl help you 
on your test for recertifica tiOn " 

According to Mr Parks, " the 
main thmg tha t g 1ves the program 
such an edge •s that the doctors 
make the presentations on an 
EMT level. The EMTs are begm
nmg to understand what the 
hospi tals are all about The nurses 
are learnmg about the first re
sponders out there and wha t 
they're gomg through." 

His comments are backed up 
by the proJect coordmato rs who 
note the program's unexpected 
d1v1dend - the relat ionshi p be
tween volunteers and emergency 
depar tment staff 1m proved 150 
percen t Mtlody Kta~Umtrtr 

Dr. Siegel Responsible 
For Clinical Care, Research 
((ontrnutd from pagt 1 J 

T he myocard1al metabolism 
project mvolves new techn1ques 
for measun ng the hear t's electn 
cal impulses in order to predict 
arrhythm1as before they occur 
The mvestlgators - M1klos Fa
bian and Drs C l N1k1as, Peter 
Scot t, and Thomas Paul also 
wdl study several natu ral 1sotopes 
of card1ac muscle fuels that may 
be of therapeutiC benef1t m pre
servmg myocard1al function 

In the AROS s tudy, a nonm
vas•ve mult1ple 1nert gas tech
n•qu e deve loped by Or Fred 
Ge1sler will be used to measure 
card1ac output, pulmonary vol
umes, and lung ven tdatlon lperfu
SIOn Changes in lung function 
w1ll be analyzed quantitatively, 
usmg mass spectrometry. to eval
uate the effectiveness of ARDS 
therapy m patients suffenng from 
maJor traumatic inJury or seps1s. 

A prot.fic wnter Or S•egel•s 
the aut hor of more than 100 
papers on physiolog1cal and su rgi
cal subjects and the co-ed•tor of 
the surgical textbook Tht AgtJ and 
Hrgh RrsL Patrtnt. Mtdrcal. Surgrcal, 
and AntsthttiC Mana,f/tmtnt, 



-------------------------------EMS __ 
EHS Program Offers Off-Campus Training to Native Americans 

"I have JU!>t returned from a 
traanang cour!>e at the Black H1lls 
Tra1n1ng Center and was so 
favorably impressed that I 
thought it only proper to pass this 
on to you," begans an en thusiastic 
letter to the d1rector of Ind ian 
Health Serv1ces an Rockville, 
Maryland 

The letter 1s from the d1rector 
of the T nbal Health Department 
Adm 1n1 s tra t 1on 1n Fort Hall , 
Idaho He had JUSt completed an 
introductory EMS course pro
vided by the e mer gency health 
s erv ices (EHS) program at the 
Un1vers1ty of Maryland Baltimore 
County CUMBC) 

The EMS d1 v1sion of Ind1an 
Health Serv1ces (IHS) had made 
spec1al arrangements w1th the 
EHS program staff to offer the 
course to emergency ca re profes-

sionals who serve Amer1can 
Ind1ans 

Sixteen of the 20 students an 
the class were nattve Amencans. 
They represented numerous In
dian tnbes from all parts of the 
Umted Sta tes west of the Missis
sippi, includang Alaska . 

IHS's mam ob,ecttve in hold
tng EMS courses is to budd an 
effective EMS sys tem for the 
numerous Ind1an reservatiOns. 

In the past, lnd1ans residang an 
rural o r wilderness a reas have 
been cut off fro m emergency 
med1cal services because of the1r 
great dis tance from commun1 t1es 
where such serv1ces are ava1lable 
The cos ts of extend1ng EMS 
services to remo te areas and of 
training lnd1ans in EMS were too 
great for these communities 

In the late 1 960s, therefo re, 

native Amencans started thmkmg 
about establishing their own EMS 
system but lack of funds pre
vented the1r plans from matenal
izing Finally, about f1ve years ago, 
the lnd1an tnbes tn America 
dec1ded JOtntly to make EMS 
development a pnonty Certam 
tribes hired consultants on an 
mdividual basis to provide EMT 
tra1ning H owever, few tribes 
could afford such trammg and the 
training that was prov1ded was 
not su fficient to set up a complete 
EMS program 

Western Maryland Counties 
Acquire Med-Evac Chopper 

To bridge those gaps, Jerry 
Rousseau, training coordmato r 
for the EMS divis1on of IHS, 
started looking for someone who 
cou ld provide tra1mng 1n the 
management aspects of runnmg 
an EMS system, as well as m the 
patient care aspects H1s sea rch led 
h1m to Dorothy Gordon, ONSc, 
d1recto r of the EHS program at 
UMBC 

After meeting w1th Mr Rous
seau m the summer of 1980, Or 
Gordon agreed to offer the mtro
ductory course in the EHS pro
g ram the following summer at a 
location that would be accessible 
to as many Ind1an tr ibes as pOSSI
ble 

Begmmng July 1, Maryland's 
EMS Reg10n I (Allegany and 
Gar re t t counties) w1ll be served by 
1ts own Med-Evac helicopter The 
new Maryland State Poltce Avia
tion Sect1on, to be located at 
Cumberland A1rport, w1ll be 
headed by vete ran pilo t and fltght 
ins t ructor Sgt Carl Marshall 
Before the transfer to Cumber
land, Sgt Marshall served with 
the Freder ick-based av1at1on sec
tion, wh1ch has handled Med-Evac 
missions for both Regions I and II. 

Reg1ona l Coordmator Dave 
Ramsey and the EMS Advisory 
Council worked closely w1th Alle
gany Coun ty Comm1ssioner Wil
ham Kenny, local EMS prov1ders, 
and members o f the area's legisla
tive delega tion m extendmg Med
Evac coverage to Reg1on I 

Plans call for the construction 
of a new hanga r, wh1ch should be 
completed th1s fa ll ln1t1ally the 
un1t will share ex1stmg hangar 
space and will use two crews to 
prov1de coverage during peak 
t1mes The staff will be increased 
gradually to the five crews needed 
for 24-hour coverage 

Sgt Marshall has been m 
Cumberland s ince ea rly March 
coordmating the many details 
mvolved m opening the section . 
The project IS very much a cooper
ative effort. The local government 
1s fundmg hangar cons truction, 
wh1le the s tate is providmg both 
manpower and equ1pment Med
Evac helicopters normally rotate 
throughout the state sys tem, and 
1t w1ll no t be necessary to pur
chase a new one for the Cumber
land section 

Arrangements for a landing 
site near the reg1on's areawide 
trauma center proved a b1t compli
cated, but the solut1on 1s really 
qu1te mgemous A 5-story addi
tion to Cumberland's Memorial 
Ho~pital w1ll be topped by a new 
hehpad speCially equ1pped so that 
choppers can land under poor 
v1s1b111ty cond1ttons a frequent 
problem in the area But the 

hospital add1tion w1ll not be 
completed until 1985, and relymg 
on the prev10us arrangement 
seemed less than optimal The 
Fredenck-based helicopter always 
has landed at the Cumberland 
Airpor t, where 1t was met by the 
hospital's ambulance 

Now, thanks to the efforts o f 
Super in tendent Wayne Hill, a 
tempora ry site less than a block 
from the hospital has been ap
proved for Med-Evac landmgs -
the Fort Hill H1gh School s tad1um 
A secondary s1te behmd the 
stad1um may be used 1f a sports 
event 1s an progress at the s ta
dium 

The Maryland State Pollee 
Aviation 01vision traditionall y has 
collaborated w1th neighboring 
s tates by flymg Med-Evac mis
Sions JUSt outs1de Maryland's 
borders Smce coverage m adJa
cent areas of Wes t V1rgm1a and 
Pennsylvama is ltmited, spec1al 
arrangements may be wor ked out 
among the three s tates. 

Judtt Zubtn 

Last Augus t Dr Gordon and 
Jeff Mitchell , an EHS facult y 
member, along w1th Wanda Ba1r, 
d1rector of spec1al sess1ons fo r 
UMBC, headed for the Black Hills 
Trammg Center near Rap1d City, 
South Dakota 

Referring to Or Gordon, and 
Mr M1tchell, the writer of the 
letter sa1d: " Equally 1mportant to 
seeing the need for such a course 
is finding a group of ms tructors 
who can deliver the goods Never 
wd l IHS find a mor e skdlfu l, 
sensi tive, and thoughtfu l resource 
than they have in [them]" 

T he 16-week cou r se was 
taught in ju s t n1ne day s To 
accomphsh this, Dr Gordon and 
Mr M1tchell restructured the 
course and scheduled three to s ix 
hours of class t1me each day They 
took turns teachmg the content, 
wh1ch covers such top1cs as man
agmg a communicat ions sys tem, 
plannmg for a new EMS un1t, and 
organ1zmg an assoCiation of EMS 
personnel 

The s tudents were also g1ven 
work to complete outs1de of class, 
mcludmg g roup prOJects on va r
IOUS EMS topics Other learning 
expenences involved role playing 
to g1ve students practice 1n re
questmg f inancia l a1d from a 
governing body, and a f1eld tnp to 

Dr. Gordon, Chinese Swap Ideas 
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Rap1d City to see a regional 
trauma center. an EMS communi
cations center. and a paramedic 
Unit. 

The s tudents who success
fully completed the course were 
awarded three undergraduate 
cred1ts from UMBC To make it 
possible for the students to re
ceive cred1t for the course, Ms 
Bair registered the students on 
s1te and made sure they quahfied 
for admission to the umvers1ty 

Because this expenence was 
so pos1 tlve for everyone con
cer n ed, Dr Go rd on and Mr 
Rousseau are making plans to 
offer an advanced course m EMS 
plannmg next summer 

Sea Rescues 
Now Quicker 
(Conlin1ud from pagt 1 I 
summer months (two of them 
rem am open year round) take care 
of basic health problems. Patients 
with more serious conditions are 
treated at Salisbury's Peninsula 
General Hospital. 

W1th hosp1tal care 30 miles 
away, prehospital services are a 
pnon ty concern for the city 
government The City itself em
ploys 3 EMTs and 12 CRTs, who 
work at the Ocean City Fire 
Depar tment. In add1tion, 40 of the 
company's volunteer fi re fighte rs 
are cert1f1ed EMTs. The fire 
depa r tment's 7 ambulances - all 
but 1 of them telemetry eqUipped 
- are split among 1ts 5 stat1ons m 
the resort area Recen tly the 
Ocean City Paramedic Founda tion 
equipped a 9-man scuba rescue 
team, composed of fire depart
men t CRTs. In addition, there are 
10 landmg zones in the O cean 
City area for the Maryland State 
Police Med-Evac helicopter, which 
1s based in Salisbury. 

Though the Coast Guard has 
pnmary responsibility fo r rescues 
offshore, the eqUipment and sk1lls 
of the two orgamzations comple
ment each other so well that they 
have found 1t natural to share 
resources The Coast Guard sta
tiOn at Ocean C1ty is basically a 
hfesavmg facility. It 1s equipped 
w1th 21- and 30- foot boats for fast 
response rescues near shore, a 25-
foot bay or surf boat used 1f the 
surf 1s h1gher than normal, and a 
44-foot severe weather lifeboat 
S1m1lar lifesaving stat1ons are 
loca ted at Ind1an River, Maryland, 
and Chincoteague, Virginia . Each 
1S staffed by corpsmen who are 
tramed at the bas1c life suppor t 
level 

In most of the approximately 
SO less-than-critical rescues each 
year near Ocean C1ty, corpsmen 
from the local Coast Guard sta
tion handle the Situation They 
usually escort the other vessel to 
shore where Ocean C ity's CRTs 
take ove r, transporting the v1chm 
to Pemnsula General by ambu
lance The smaller stations rely on 
la rger Coast Guard stations at 
Cape May, New Jersey (25 mm
utes from Ocean City by a1r) and 
Elizabeth City, North Carolma (60 
mmutes d1stant by air) for hehcop
ter or cutt er support 
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-·Disaster Planning for Hospitals' Symposium--
Erl. Nolt Who should bt rnvolved "' 

plnnnmg n drsnsler dr~lll What makes for 
a sucussful drilll How should lrfesavmg 
efforts at the silt of a disaster be orgnn
rud? 

Btcause these qut>lions 011 emergmcy 
preparedness are always current, we art 
dtDolrng several pages of thrs 1ssue to 
nrtrcles summnrizrng n few of tire marty 
presentations made at tire tralionnl sym
posium on Drsnster Plnnnmg and Emer
gency Preparedness for Hosprtals held /nsf 
spnng "' Baltrmore. 

M JEMSS was selected by tire Amer
ican Hospital Association to host the 
conference, whrch was cosponsored by the 
two organizations. 

Phases of a Disaster 
A man-made disaster can be 

divided roughly into three phases, 
accord ing to what is most impor
tant to do at a par ticular ti me in 
the crisis, said R Adams Cowley, 
MD, director of MIEMSS. 

In the fir st or primary phase 
of the civic response to a disaster, 
the main goals are to save as many 
lives as possible and then treat 
patients who do not have life
threa tening injuries, said Dr. 
Cowley. 

This phase involves the res
cue and medical assistance pro
vided during the first six hours 
after the disaster occurs. Besides 
the Red Cross and the Civil De
fense Department, which are 
involved throughout responses to 
all disas ters, policemen, firemen, 
and medical person nel manage the 
efforts made during this phase . 

The secondary phase, which 
can extend up to 48 hours from 
the time the d isaster occurred, is 
when any remaining hazard is 
removed and the cleanup of the 
debris left by the disas ter begins, 
Dr. Cowley said. 

The efficiency of opera tion 
during this phase can be hampered 
by lack of traffic and crowd 
control. Steps should be taken to 
make the site of the disaster easily 
accessible to emergency vehicles 
but not to onlookers, so that the 
victims can receive medical atten
tion as soon as possible and the 
onlookers, themselves, do not 
become vict ims, he added. 

The efforts made dunng this 
phase are the responsibility of 
health and sanitation personnel, 
and the operators of cranes, 
bulldozers, and trucks. 

The aims of the final or 
tertiary phase are to comple te the 
cleanup operation and to attend to 
the social service needs of the 
disaster victrms and their fami11es, 
he said. 

This phase usually ex tends 
from the second to the 60th day 
af ter the occurrence of the disas
ter. This is the time when the 
pa tients and other people affected 
by the disaster are helped to adjust 
to the new circumstances created 
by the disaster. For example, 
reloca tion assis tance is provided 
for anyone who may need it. This 
phase brings in to play the assist
ance provided by social se rvice and 
fa mily service agencies. 

- Drck Grout/ 

Disaster Planning 
Successful disaster planning 

is an ongoing, con tinual process, 
according to Goldie Y. Lansky, 
directo r of emergency medical 
services and ambulatory care of 
the Chicago Hospital Council. It 
consists of two phases: the me
chanics of producing the plan and 
the incorporation of the EMS dis
aster linkage components. 

Below is a checklist for the 
steps involved in each phase. 

Planning Process 
• Appoint an over seer agency 

(otre only) to be in charge of 
organizing the plan. 

• Enlist support agencies and 
specialty groups on a fu ll- time or 
as-needed basis. 

• Designate one agency to be in 
charge at the site. 

• Encourage agencies to self
assign areas of on-site responsibil
ity; unclaimed areas should be 
assigned by the overseer agency. 

• Note poten tial local disaster 
si tes whe ther na tural (flood 
plains) or man-made (chemical 
plant). 

• Obtain formal approval of 
plan in wr it ing from participating 
agencies to ensure cooperation. 

• Ins titute dnlls to tes t entire 
plan, o r portions of it, at one time. 

• Critique success of the drill 
among participating agencies by 
discusstng whether the goal was 
reached. 

• Revtse plan, incorporating 
corrections noted in critique. 

• Repeat drill, critique, and re
vision steps continually. 

EMS Disaster Linkage 
Components 

• Arrange iden tification and 
protection of on-site medical/para
medical personnel. 

• Institute system of rapid tr i
age; designate point of transport 
and field hospitals. 

• Establish communication and 
backup sys tems for disas ter notifi
cation, victim number and wound 
severity feedback, a nd all-clear 
s ignal. 

• Arrange two-way transport 
and/or police escort between site 
and hospitals. 

• Classi fy available facility capa
bilities as comprehensive, basic, or 
s tandby for pat ient dis tribu tion. 

• Use public safety agencies 
(Red Cross) for peripheral proce
dures (mass feeding, information 
center, ex tra blood supply, backup 
comm unications). 

• Assign police or other agency 
to deny site access to general 
public, including the press, but 
give progress reports through 
chosen individual. 

• Keep accurate, standardized 
records on si te, but each hospital 
may retain its own system upon 
patient admission . 

• Evaluate response two weeks 
post-disaster in a by-invitation
only meeting of the par ticipating 
agencies to encourage objective, 
candid analysis of the disaster 
management. 

-Eiarnt Riet 

JCAH Guidelines 
The joint Commission on 

Accreditation of Hospitals OCAH) 
requires hospita ls to have a writ
ten plan for the timely care of 
casualties arising from both exter
nal and in ternal disasters, a nd to 
documen t the rehearsals of these 

MIEMSS Authors Publish Two New Books 
Two books on emergency care by 

MIEMSS authors are avatlable to medical 
and EMS professtonals 

Pubhshed 10 Aprtl by Untversuy Park 
Press, Shocl Trauma/Crrlrcal Cart Manual 
ln11tal .1\ssromtnl and Managrmtnl was ed1ted 
by R Adams Cowley, MD. and C. Machael 
Dunham, MD Dr Cowley IS the d1rector 
of MIEMSS; Dr Dunham is an attend10g 
surgeon at the MIEMSS Shock Trauma 
Center 

The authors of the manual, whiCh is 
based on the Shock Trauma Center 
protocols and the expenences of its s taff, 
take a practical approach, present10g 
information 10 a s tep-by-step fash1on 

Jeff M1tchell, MS. ts a prtncipal author 
of Emtrgtncy Rts~nst to Crr"'· A Cnm 
lnltl't'tnllon Gu1drbool for Emtrgtncy Snt>iu 
Prrsonntl 

Chapters anclude 1nformat1on on as
sessment and managemen t t~hniques for 
vanous crists Situations, such as vaolence, 
alcohol into>ucattan, drug abuse, sexual 
assault, battered ch1ldren, SUICide, and 
muht-casualty events The book also offers 
1nstghts to cns1s workers deahng with theor 
own personal stress 

Mr. Mttchell ts on the faculty of the 
emergency health servoces program at the 
Unwers1ty of Maryland Baltomore County 
and IS consultant psychologist for the 
MIEMSS crtsis 10tervenhon traomng pro
gum 

-S...trly Sopp 
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plans 
The jCAH guidelmes that 

spectfy the standards that these 
plans must mee t seem, at firs t, ltke 
a jungle of regulattons As a 
result, the guidelines are often 
misunderstood by hospital admin
istrators. 

Some of the misconceptions 
about the JCAH regula tions re
garding hospital preparedness for 
disasters were cla rified by C. 
Roger Camplin, a jCAH spokes
man. 

One common misconception 
that hospital administrators have 
is tha t all hospitals must meet the 
same JCAH standards of pre
paredness for a disas ter, said Mr. 
Campli n. 

T his is fa lse, he said, adding 
that disaster plans are based on 
the capabilit ies of each hospital. 
The standards that JCAH uses to 
determine whether a university
affilia ted hospital is prepared for a 
disaster are more stringent than 
the ones it uses to evaluate a 
community hospital. 

Rehearsals of the implemen
tation of an external disaster plan 
must be conducted at least twice a 
year . Only one of the rehearsa ls 
has to be a s taged enactment of 
the plan, but a walk- through drill 
does not count as a rehearsal, Mr. 
Camplin said. 

JCAH regula tions do no t re
quire that employees who work 
during the day report to work for 
a rehearsal that is held during the 
evening or night shift, he noted. 
However, they do s tipula te that a 
telephone survey be made to find 
out w ho would have been avail
able to work. 

Pa tients do not have to be 
evacuated from the hospital dur
ing a rehearsal, he said, but the 
hospital's disas ter plan must out
line the procedure that would be 
used to evacuate patients in a n 
external d isaster tha t affects the 
functioning of the hospital. The 
plan m ust also state how pa tients 
w ho could be discharged or t rans
ferred to another medical ins ti
tu tion to make room for the 
casualties of a disaster would be 
identi fied and transported. 

T he hospital must have 
enough basic utilities and supplies, 
as well as the essential medical and 
supportive rna terials, to function 
fo r a t least one week. However, 
these items do not have to be on 
hand as long as there is a preestab
lished mechanism for obtaining 
these items immediately, the 
JCAH spokesman said. 

A different set of JCAH regu
lat ions has been formulated for 
internal disasters. 

At least one fire drill per 
quar ter must be held du ring each 
of th ree work shifts for each 
patient-occupied bu ilding Thts 
works out to a mtnimum of 12 fire 
drills per year for a hospital that ts 
housed in a smgle bUilding, and 
multiples of 12 if more than one 
building rs mvolved 

If the hospital does no t have 
the benefit of fire protection 
services from a local fi re depart
ment, it must provide tts own 
services, said Mr Campltn 

Emergency extts must be 
tdenttfted by door labels and 
directional signs JCAH places 
great importance on the s trpula
tion that s taff members know the 
ext t routes of the hospttal In fact, 

fContmutd on pag~ 51 



(Conl~t~utd from pagt 4 / 
the sate surveyor may ask vanous 
employees to identafy the nearest 
emergency exat, he saad 

Of course, hospatals have to 
comply with numerous other 
regulations to assure jCAH that 
they would be able to cope an an 
anternal o r external dasaster If 
admanastrators get lost in the 
maze of regulataons, Mr Camphn 
urged them to call jCAH toll free 
at (800) 621-8007 to get straigh t 
answers to the1r questions 

Th1s number can also be used 
to venfy whatever a si te surveyor 
may say about JCAH standards 
during his vis1t to the hospital 

Site surveyors o ften make 
recommendataons that are not 
required by JCAH standards, sa1d 
Mr Camphn 

He advised hosp1tal adminiS
trators who disagree with a s1te 
surveyor about the mandatory 
requirements for thei r part1cular 
hosp1tal to contact JCAH directly 
to resolve the 1ssue 

·Dul Grourl 

'Doctor on Site' ? 
Should hosp1tal med1cal per

sonnel have a role at the s ite o f a 
disas ter and, 1f so, what is it ? 

General discuss1ons between 
speakers and participants at the 
symposium brought conflicting 
answers to th1s ques tion Opin
ions ranged from res tnctlng phy
SICians to hosp1tal env1rons to 
puttmg them m charge at the 
d1saster s1te 

The pro-physician part1sans 
maantaaned that a physician 
should be presen t at a d1saster site 
because: by v1rtue of trammg, a 
phys1c1an is mor e qualified to 
determane the seventy of medical 
emergenc1es; a phys1c1an has a 
wider range o f expenence m 
deahng wi th med1cal emergencies; 
and paramedics, regardless of the 
level of the1r trainang, function 
under the d1rect guidance of a 
physicaan and are not permitted to 
make mdepe nden t medical deci
s ions. 

The antt-physac1an part1sans 
mamtained that physic1ans should 
no t be at a d1saste r si te because: 
at would further deplete hospital 
staff, wh1ch m1ght already be 
short-handed, poss1ble phys1c1anl 
paramedic d1sagreement over au
thority an the fi eld and over tn
age decis1ons would con tribute to 
confus1on and time delay rather 
than to the rap1d solu tion of the 
d1saster pro blem, and a phys1c1an 
would spend too much tame on 
o ne vichm mstead of followmg the 
rap1d f1eld tnage rule of domg the 
most for the grea tes t number. 

Lou jordan of M IEMSS pro
posed hosp1tal go-teams as a com
promise solu tion 

At MIEMSS, a go-team con
SISts of a traumatolog1st, an anes
thesiologist, an adm1t t1ng area 
nurse, and an EMT/ALS trammg 
supervisor, w1th the senaor medi
cal off1cer des1gnated m charge of 
the group The team, therefore, 
represents both prehosp1tal and 
hospital personnel, making 1t 
effective as a support and lmkage 
group accordang to Mr jordan 

It was and1cated that usang the 
go-team as a support un1t and 
locating it ad,acent to, rather than 
on, the d1saster s1 te answered 
most obJeCtiOns of the anti-physi
Cian group 

The benefits derived from a 

Disaster Planning Symposium 
physician on a go-team outweagh 
the dasadvantage of a sltght de
crease an hospital staff size At the 
scene, a phys1c1an can give more 
immediate, antensive emergency 
care to the severely InJured VIC
tims before they are transported 
to a hosp1tal In add1t1on, a physi
cian can prov1de a knowledgeable 
link between the field and the 
hospital environs, maintammg 
efficient and appropnate dlstnbu
tion and informmg the rece1vmg 
hospital of the exact med1cal 
condition of each v1ct1m so that 
the hosp1tal staff 1s fully prepared 

Management of Nuclear Accidents at the Disaster Site 

Second, no field triage dis
agreements could occur since the 
go- team has no Junsdictlon over 
the field but performs a "second 
tnage" of those victims already 
red-tagged by the field triage un1t, 
as severely inJured (This second
triage concept also eltminates the 
objection that physac1ans m1ght 
spend too much time on tnagmg 
and trea tmg one v1ct1m, to the 
detnment of the others) T he 
physiCian 1n charge of the go-team 
determines wh1ch of the severe 
cases needs first treatment and 
transport and what kmds of care 
are necessary to mamtam those 
victims waiting for treatmen t. 
Thus, the go-team concept not 
only avoids triage d1sagreements 
but improves the efficiency o f the 
triage procedure and increases the 
amount of prehosp1ta l care 

flo•nr R•cr 

Hazardous Materials 
" Hazardous Materials, IQ80 

Emergency Response Guidebook" 
is ava1lable free of charge from the 
Matenals Transportataon Bureau, 
Research and Spec1al Progra ms 
Administration, US Department 
of Transportation, Washang to n, 
D.C. 20590 

The handbook, wntten pn
marily for fire f1ghters, poltce, and 
first responders, o ffers g Utdehnes 
in the m1tial phases of response to 
a chem1cal acc1dent It is recom
mended that, followmg a chemical 
acCident, add1t1onal mformat1on 
be obtained at the ea rlaes t op
portunity by contacting C HEM
TRAC, a 24-hour-a-day compute r 
bank of chem1cal data (800) 424-
9300 

Most d1saster planning m
volves prepanng for a smgle
occurrence cns1s such as a plane 
crash or a flood 

However, a nuclear accident 
can be a contmumg disaster, and 
the problems 1t engenders are 
different than those of a d1saster 
w1th a definite end, accordmg to 
Dr. H. Arnold Muller, Secretary 
of Health, Commonwealth of 
Pennsylvania. 

Plans for deahng w1th a 
nuclear disaster must be based on 
the availability of emergency 
supplies, equipment, and person
nel withm a spec1fic, local geo
graphical area; although assist
ance may be needed m a 
rad1oact1ve area, it IS unlikely that 
personnel and equ1pment will be 
sent 1f there IS the risk of contami
nation. 

Depending on whether de
contamanation fac1lit1es are avail
able a t the site of a nuclear 
accident, radioactive contamma
tion can be a problem for the 
medical personnel in cha rge of 
treating nuclear disaster VICtims. 
However, according to Dr. Muller, 
the pro blem of contamination, 
even that of hospital staff, 1s 
secondary to the problem of life
threaten ing InJUries; once the 
mjuries have been treated, s teps 
can be taken to protect the 
hospital s taff and environment 

Vanyl sheeting on the floor 
will catch and contaan radioactive 
particles. Special suits and masks 
or double surgical gowns, masks, 
and s lippers will protect the staff; 
g lass part itions ma y also be used 
to separate v1ctims and hosp1 tal 
s taff. Personnel can be rotated and 
ex t ra sh ifts can be scheduled so 
tha t each individual receives as 
little cumulative exposure as ne
cessary. 

Contamination of an emer
gency room is a poten tial hazard; 
if possible, each victim should be 
given a shower before admission 
to a hospital. If the victi ms are few 
in number, individual plastic bath
tubs can be used from which the 
contaminated wash wa ter can be 
drained and stored an separate 
plastic containers for proper das
posal later. If there are many 
v1ctims, the first priority an the 
decontamination process is to get 
them all washed off as quickly and 
as tho roughly as possible; mass 

showers will answer the need for 
decontamanation but may lead to 
complicatmg run-off" problems 
for the general public when the 
wash water is allowed to return 
untreated to the pubhc sewerage 
system 

Since a hospital may be 
threatened by potential rad•o
actlve contamination (for exam
ple, from a rad1oactive cloud), 
nuclear disaster plans must in
clude evacuation procedures and 
alternate plans, lacking evacuation 
hme, for movmg patients and 
staff to the safest place withm the 
hosp1 tal 

If a hosp1tal is endangered and 
there is not enough time to effect 
an evacuat1on, plans must be made 
to collect life-support supphes 
(oxygen, food, water, med1cme) m 
the safest possible place, to pro
VIde care for seriously ill patients 
an a confined area, and to com
pensate for personnel shortages, 
wh1ch will occur through some 
staff members leaving the hospital 
and the inability to recall replace
ments because of the danger of 
contamination. -Eiomr Rut 

A Nat1onal Sympos1um 
For 

TRAUMA 
Phys1c1ans & Adman1strators 

Some 250 traumatolog1sts 
and trauma cen ter administrators 
gathered at Baltimore's new Hya tt 
Regency Hotel April 19-21 for the 
first National Sympos1um for 
Trauma Phys1C1ans and Admmls
tra tors 

Accordang to symposium co
chairman Carl A. Soderstrom, 
MD, "The conference was Slgnafa
cant m that it brought together a 
faculty composed of nationally 
known people with hands-on 
experience in both clinical and 
administra tive areas." In all, more 
than three dozen experts ad
dressed the group. Clinical topics 
mcluded controlling seps is, reduc
mg mortality in head-injured 
patien ts, reimplanting severed 
ltmbs, and new techniques for 
pentoneal lavage and tracheal 
mtubat1on Adm1mstrative ses
SIOns focused on issues such as 
disposition coordination, quahty 
assurance, d1saster planning, facil
ity design and staffing, and finan
cial matters. 

Equipment Donated to EHS Program 
Ambu Internat iona l, a Co

penhagen-based medical equip
ment manufacturer, has dona ted 
some $10,000 in resuscitation 
dev1ces to the new emergency 
health serv1ces (EHS) program at 
the Un1versity of Maryland Balti
more County Students are usmg 
the oxygen, suchomng, and resus
CitatiOn equipment m courses that 
cover the pract1cal skills requared 
of EMTs 

A world leader in tts field , 
Ambu Interna tional developed the 
first manual bag-mask resuscita
tor m the 1 Q50s The gift, wh1ch 
EHS program mstructors termed 
"most generous" and "extremely 
valuable," was arranged through 
the company's Amencan distribu
tor, Narco Scientific, Air Sh1elds 
D1v1S1on, of Hatboro, Pennsyl
vania 
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Disaster Planning Symposium ______ _ 
Planning for Communications during a Disas ter Coping with, Management of Civil Disorders 

Contingency planning, not 
hard ware, is the key to successful 
communications during a disaster, 
according to Richard L. Neat, 
director of communica tions for 
MJEMSS. 

"No amount of hardware will 
prevent a communications break
down . With a well developed plan, 
however, even the simplest of 
[communica tions] systems will 
suffice," said Mr. Neat. 

Channel overloading in a 
two-way radio comm unica tions 
system can occur between ambu
lances in the field and regional 
trauma o r specialty referral cen
ters, and between the trauma 
centers themselves, said Mr. Neat. 

In Maryland's EMS Commu
nications System, bo th ambulance 
and hospital personnel can ini tiate 
rad io contact independently with a 
central communications center, 
called the Emergency Medical 
Resource Center (EMRC). Calls 
coming in to EMRC are pa tched to 
the party speci fied by the caller. 

Under normal ci rcumstances, 
this fea ture of the system is 
ad vantageous. But in a disaster 
situa tion, when use of the system 
is markedly grea ter, the communi
cation lines through the central 
operator can become ja mmed, he 
sa id. 

To solve this problem, a single 
"command post" can be se t up at 
the site of the disaster to handle 
all communicat ions between the 
field and EMRC, he said. 

The command pos t on the 
scene should be s tationed near the 
other ambulances, and all ambu
lance personnel would have to 
send and receive information 
about pa tient care and tr iage 
through the command post, he 
explained. 

This arrangement makes it 
unnecessa ry for each ambulance 
to contact EMRC directly, and ties 
up only one channel. 

To handle commu nications 
between EMRC and trauma cen
ters, a polling routine can be used 
instead of the usual procedure of 
"one-at-a-time" contact, said Mr. 
Neat. 

Polling works this way: the 
EMRC operator req uests infor ma
tion about bed sta tus and emer
gency department capabilities 
from each hospital, but ins tructs 
the hospital not to call back with 
the information. 

After the EMRC operator has 
finished contacting all hospitals to 
request information, he calls them 
again to collect the information, 
which is then relayed to the com
mand post. 

The same information can be 
supplied to hospitals upon reques t 
to reduce the need for interhospi
tal communications. 

"Of course, the protocols of 
one system do not always work 
well in another [system) How
ever, the basic principles of a 
command post can be incorpo
rated mto most communications 
systems," Mr Neat said 

A different kmd of communi
cation problem that can occur 
during a disaster IS mcapac1 tation 
of part or all of the communica
tions network He said the best 
solution to the problem is the 
same: advance planning 

Phys1cal damage resulting 
from the d1saster, such as breaks 
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in large telephone cables or 
flooded conduits, can cause major 
communications problems. 

Because such occurrences are 
rare, it is impractical to develop 
extensive backup systems to deal 
wi th them. 

However, pa tien t care can be 
handled adequately on a short
term basis if at least one alternate 
comm unications link to the ou t
side world is main tained . 

This link can be the Public 
Swi tched Telephone Network, a 
dedica ted leased circuit, micro
wave, or two-way radio, depend
ing upon the nature of the disas
ter. 

Both leased circuits and public 
telephone lines are subject to 
physica l damage. However, a 
leased circuit has one importan t 
advantage over public lines, ac
cording to Mr. Nea t . Use of it will 
no t usually be preempted in the 
event of a telephone sys tem over
load. 

When an overload occurs, the 
telephone company can sys temati
cally terminate the capabili ty of 
placing outgoing ca lls from se
lected telephones s tarting with 
the lowest priority users, he said. 

Access to the Public Swi tched 
Telephone Network can be safe
guarded by regis te ring with the 
telephone company as a priority 
customer . However, registra tion 
does no t offer total pro tection 
because use of the network by 
even high pr iority customers may 
be preempted in a na tional emer
gency, he said. 

This problem can be averted 
by making prior arrangements to 
place ou tgoing calls through an 
agency tha t has a highe r prior ity 
rating, such as Civil Defense, o r 
that is in a differen t exchange 
area, he added. 

A microwave system can be 
an expensive alterna tive to leased 
circuits o r public telephone lines. 
But if the system is linked to a 
telephone exchange in a remote 
area, it will permit nearly "nor
mal" communications. 

A single-channel two-way 
radio system is not adequate for 
long-term use because only one 
conversatidn can take place at a 
time, he sa id. However, the sys
tem can be made more efficient if 
the hospitals using the system can 
agree to channel their communi
cat ions through a communications 
command post, similar to the one 
operating at the disaster s ite . 

-Otel Graurl 

It was never officially called a 
disaster, according to Lynn Gon
zalez, an EMS consultant from 
Miami. But racial riots cn ppled 
Miami, Florida, for nine days in 
May 1980. As a result, 220 
patients were brough t to the 
emergency room at jackson Me
morial Hospi tal Medical Center. 

T h e dis turba nces wer e 
sparked by the decision of an all
w hite jury to acquit four police 
office rs of the charges of unneces
sa ry manslaugh ter and fabrication 
of physical evidence in the death 
of Arth ur McDuffie, a 33 year-old 
black man. 

Most of the casualties oc
curred in the first two days of the 
rioting; almost three-fourths of 
the 2 20 patients treated a t jackson 
Memor ial arrived during that 
period. 

A majority of the injuries 
treated during the firs t 24 hours 
of turmoil had resulted from 
bea tings. In the following 24 
hours, gunshot wounds became 
the predominant injury because 
more of the rio ters had s tarted 
arming th emselves. 

The patients arrived at jack
son Memorial Hospital in waves, 
cor responding to violent episodes 
in the community. 

Many of the victims did no t 
have to be transported fa r, s ince 
jackson Memorial was surrounded 
by the violence that occu rred. But 
this si tuation posed major security 
problems for the hospital, such as 
keeping the entrance to the emer
gency room open, controlling 
access to the res t of the hospital, 
and getting hospital personnel to 
and from work. 

The crowds, which seemed to 
be rebell ing against any ki nd of 
authority, some times turned 
against emergency medical per
son nel, who were eviden tly seen 
as an ex tension of the "sys tem." 

In some instances, the police 
prohibited rescue units from re
sponding to emergency calls in 
disturbance a reas to maintain 
public safety, she added. 

Consequently, many patients 
did no t gain access to the EMS 
system through normal channels, 
such as the 9-1- 1 emergency 
telephone system. Instead, they 
were taken to hospital emergency 
departments in priva te vehicles. 

As this set of circumstances 
illustrates, a general disas ter plan 
would not be adequate to meet the 
special problems tha t arise du ring 
a civil disorder. A separa te disaster 

Jewish Charities Donates to MIEMSS 
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plan must be dev1sed to handle 
this specific situation 

T he best disaster plan for 
such Situations is one offering 
alternative courses of action and 
specifyi ng in what circumstances 
each will be used, she said . 

-Otel Graurl 

Rescue at the Disaster Site 
The primary concern in o r

ganizing the rescue efforts at the 
scene of a disaster should be to do 
the greatest good for the g reatest 
number of people, according to 
Carole Katsaros, a nurse coordi
nator in the MIEMSS field nurs
ing program. 

Medica l and pa ramedical per
sonnel should no t spend a lot of 
time trea ting any one patient. 
This idea is con t rary to the 
concept of hospital-based treat
ment, which involves doing eve ry
thing possible for each patient 
admi tted, said Ms. Katsaros . 

T he key to making sure the 
grea test numbers of people are 
helped is a good sys tem of triage, 
managed by highly trained medi
cal personnel who can make 
accu rate judgments about which 
patients should be treated first . 

T he f irs t squad on the scene 
of the disaster should take charge 
of the situation, and one person 
should be designated to guide 
tr iage, said Ms. Katsaros. 

Deceased pa tients should be 
left w here they are until medical 
personnel have evacuated persons 
w ho are s till alive, she said. 

The firs t s tep in aiding the 
living patients is to tag them 
according to the severity0ft11err:-" 
injur ies. In Maryland, a red tag 
means the pat ient has life
threatening injuries and should 
receive immedia te treatment in 
the field or in a field hospital, if 
one is se t up. 

Red-tagged vict ims should be 
the fi rs t persons to be moved to a 
second-stage triage cen ter, w here 
a physician decides which of the 
red- tagged patients should be 
transpor ted to the hospital firs t . 

Ms. Katsa ros also suggested 
set t ing up a triage s tation outside 
of the receiving hospital to reduce 
confusion and maxi mize efficiency 
in t reating vict ims. 

The purpose of such a station 
would be to check each pat ient's 
medical s ta tus quickly upon ar
r ival to find out whether the 
s tatus changed during transport. 

This mechanism would pre
vent the needless delay that would 
occur in sending a patient to an 
inappropria te area of the hospi tal, 
based on the erroneous sta tus 
indicated by the t riage tag, she 
explained. -Orrk Grnurl 
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Consumer Group Focuses 
On Better Rehabilitation Care 

" Is it eth1cal to save a life and 
not apply the needed resources 

a rehabil1 tahon system that 
enables that human life to be one 
worth livmg7" This is the questiOn 
spokesman Joseph McCurdy asked 
when members of Famil1es Umted 
for Trauma Rehab11itallon (FUTR) 
testtfied in Washington recently 
before Maryland's congressional 
delegation 

In add1tion to Joseph and 
Bonme McCurdy (whose teenage 
son was paralyzed in 1980 while 
su rfing m the ocean), the group 
was represented by Pnce Baum 
(left a quadnplegic after a diving 
accident) and FUTR chairperson 
Mary Behning (whose husband 1s 
the vtctlm of a skung accident) 

Each family spoke highly of 
the emergency and acute care 
rece1ved in Maryland and of the 
comprehensive rehab1lltat10n care 
t hey sough t o ut of state. The 
group's goal IS to increase aware
ness of the need for quality 
rehab1htat1on services in Mary
land 

Most trauma vict1ms require 
a lengthy period of rehabtlltation 
therapy and follow-up After 
treatment at o ne of Maryland's 
areaw1de t rauma centers or the 
Shock Trauma Center, patients 
w1th severe head or spinal cord 
injur ies usually are transferred to 
one of several s tate or pnvately 
operated centers for rehabilita
tion 

Currently no single agency 
has respons1b1ll ty for standards of 
rehabilitation care in Maryland 
The American Spmal Inju ry Asso
ciation has JUSt released criteria 
for all phases of spmal care, but 
compliance is voluntary Federal 
cnteria for such care have not yet 
been defined Accreditation by the 
national CommiSSIOn on Accredi
tation of Rehabilitation Faeth ties 1s 
not mandatory, and JCAH stand
ards are not specific abou t the 
extent of care provided m rehabili
tation centers. 

FUTR members have been 
workmg since November 1980 to 
remedy this Situa tion The inde
pendent consumer group, whtch 
includes recovering trauma pa
tients and famthes, has established 
a s tatewtde communications net
work. FUTR members meet tw1ce 
a month to share concerns, ex
change 1deas, and to serve as a 
support group They also have 
launched a v1gorous letter-writing 
campaign to bring the1r concerns 
to the attent1on of prov1ders and 
consumers ahke 

By involvmg leg1slators at 
local, s tate, and federal levels, 
FUTR members hope to generate 

additional support for coordmated 
rehabilitation and follow-up pro
grams. FUTR has formed alliances 
w1 th two local consumer advocacy 
groups - Baltimore's Disabled m 
Action, wh1ch has been mstru
mental in improving facilities for 
the hand1capped at Memorial 
Stadaum and on MTA buses; and 
the Maryland Alliance of Advo
cates with the Hand1capped, an 
umbrella o rganization for 30 
consumer groups concerned w1th 
specific issues. 

Through these and other 
efforts, FUTR hopes not only to 
have uniform standards adopted 
for inpatient rehabilitation care 
but also to have a contmuum of 
care model established m Mary
land. As the group reminded 
Maryland's congressional de lega
tion, there are already 14 federally 
des1gnated Model Spmal Cord 
Programs in other states. T hese 
ensure continuous care for victims 
of head and spmal cord injury, 
from emergency care through 
acute care, inpatient rehabilita
tion, home care, voca tional train 
ing, and often llfehme follow-up 
FUTR sees such a program as a 
logica l - and vital- extension of 
Maryland's commitment to excel
lence m its piOneering emergency 
med1cal serv1ces system 

Questioning by Senator Paul 
Sarbanes and Representatives 
Parren Mitchell and Barbara Mi
kulski showed that the g roup's 
presentation at least has provoked 
senous thought Though the 
legis lators seemed to assume that 
the g roup's purpose was to ask for 
federal money, the FUTR repre
sentatives re1terated that they 
sought a sh1ft in priont1es and 
better use of the s tate's resources, 
not federal financia l commit
ments They pomted out that, 
although the da1ly cost o f care in 
federa l model spmal cord facilities 
exceeds that m Maryland's reha
bilitation centers, the length of 
s tay IS far shorter . In addition, 
when comprehensive rehabilita
tion therapy IS initiated early, 
patients are less likely to need 
long-term inpatient ca re. 

After reviewing the current 
situataon in Maryland and pro
posals for added facilities, Senator 
Sarbanes recommended that the 
g roup work with Shock Trauma 
Center admm1strators on long
range expansiOn plans that en
compass a comprehens1ve rehabil
itation program. In the interim, it 
IS hoped that the recent ly s1gned 
agreement wtth the Montebello 
Center will prove to be benefical 
to MIEMSS patients (see article on 
this page) }udrt Zub1n 

Rehabilitation Agreement 
Benefits Trauma Patients 

MIEMSS patients who are 
sent to the Montebello Center for 
extended rehabilitative care will 
be among the beneficiaries of a-n 
agreement that w1ll soon transfer 
responsibility for all medical care 
prov1ded at the center from the 
Maryland Department of Health 
and Mental Hyg1ene (DHMH) to 
the University of Maryland a t 
Baltimore (UMAB). 

DHMH will retam its admm
istra live and policy-making re
sponsibilities to the center, and 
will ensure that the center w1ll 
comply with all l1censmg and 
accreditatio n regulations 

The medical director of the 
Montebello Center, a univers1ty 
employee, will be in charge of the 
med1cal services 

The center's d irector will be a 
DHMH employee. He will oversee 
admin1s tratave policy matters. The 
med1cal director will be responsi
ble to the center director on 
admm1strahve issues 

This arrangement is only 
meant to be temporary, however 
As soon as possible, UMAB will 
assume full control o f the Monte
bello Center Legislation will be 
reqUired to make the transfer of 
responsibility complete. 

In add1tion, the center will 
serve pnmanly as a rehabilitation 
hosp1tal. Patients who are chroni
cally or terminally ill will be placed 
in other medical institutions that 
can care for them as openings 
occur. However, a certain number 
of beds will always be available to 
accommodate such patients. 

Under the terms of the agree
ment, 50 of the 250 beds at the 
Montebello Center will be re
served for trauma patients from 
MIEMSS. These beds will be 
intended fo r patients who no 
longer need close med1cal atten
tion for their InJUries, but are not 
able to function independently 
outside of a hospital setting. 

However, the center will no t 
be able to accommodate all o f the 
M IEMSS patients who need inten
sive rehabilitation. As has been 
done m the past, overflow patients 
will be placed in other rehabilita
tion centers. 

The medical services provided 
at the Montebello Center will 
contmue to be funded through 
DHMH, but UMAB will have 
complete control over the alloca
tion of the funds 

In addition to managmg pa
tient care activities, UMAB will 
conduct teachmg and research 
act1vtt1es at Montebello 

The umversity will provide 
any training in rehabilitation and 

chrome disease mecLcme that the 
center's med1cal personnel may 
requ1re T he center will also be 
used to train health professionals 
from the UMAB campus Any 
rehab1hta hon research stud1es 
that UMAB dec1des to conduct 
will have to be approved by 
DHMH 

For MIEMSS, one of the 
advantages of UMAB's new rela
tionship with the Montebello 
Center is that patients wtll be 
discharged earlier than is now 
poss1ble because of the larger 
number of beds that will be 
ava1lable to MIEMSS patients. 

Earlier discharge will also be 
made possible by the facts that 
MIEMSS is tak1ng major steps to 
upgrade its own rehab1litative 
serv1ces and to initiate the rehabil
itative process as early as possible 
m the recovery process 

The rehabilita tive process will 
begin while patients are still 
rece1ving acute medical care. The 
intens1ty of rehabilitative therapy 
will increase as the patient gradu
ally recovers. 

If patients are d1scharged 
sooner, medical costs can be 
reduced. For example, paraplegic 
patients spend an average of 85 
days m a trad•tlonal rehabilitation 
setting Once the comprehensive 
rehabil i tation prog ram at 
MIEMSS becomes fully imple
mented, that average m1ght be 
reduced by as much as 25 days. 

The comprehensive rehabil i
tation program at Montebello w1ll 
encompass resptratory therapy, 
speech and hea ring therapy, psy
chotherapy, and activity and re
creational therapy, as well as 
physical and occupational therapy 

Patients who need contmuing 
rehabilitative ca re following dis
charge from the trauma rehabili
tatiOn umt at the Montebello 
Center will be able to get treat
ment through the o utpatient 
clinics at M IEMSS or the Monte
bello Center Those who need 
vocational traming to secure em
ployment will be referred to the 
Maryland Rehabilitation Center. 

Pattents who have d1ff1culty 
in adjusting psychologically to 
the1r disabilities or thear former 
environment will be referred to 
the Center for Livmg. The center 
is a nonmed ical facili ty that helps 
trauma patients and their fami lies 
readjust to new roles It is man
aged cooperatively by MIEMSS 
and the Easter Seals Society, 
Central Maryland Chapter 

The rehabilitati o n o f 
MIEMSS trauma patients will 
involve a lifetime of follow-up. 
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Advanced Life Support Update 
Periodically, matters concern

ing the Maryland CRT program 
are presented to the Boa rd of 
Medica l Examiners for clarifica
tion. Through this column, CRTs 
will be made aware of the Board's 
decisions in these matters, as well 
as in cases of alleged protocol 
violations. 

Advanced Life Support 
The Board has ruled that 

CRTs should not discontinue 
either basic or advanced life 
support without the consent of a 
physician who is con sul t ed 
through the EMS communications 
system. According to the ruling, 
the use of any advanced life 
support equipment constitutes the 
initiation of advanced life support . 

In practice, there fore, CR Ts 
should not start advanced life 
support if the patient is obviously 
dead. In Maryland, a patient is 
judged to be obviously dead by the 
following criteria : 

• Injury incompa tible with life, 
for example, decapitation or hemi
corporectom y. 

• Rigor mortis with postmor
tem lividity. Postmortem lividity 
must be present, since stiffness 
can be associated with hypother
mia. In addition, medical literature 
tells of cases in which resuscita
tion after a prolonged period of 
time resulted in restoration of 
normal function. 

• Decomposition of body or
gans incompatible with life. This 

includes advanced decomposition 
of the head or chest. It does not 
include decomposition of the ex
tremities, for example, periphe ral 
gangrene in a diabetic patient. 

When the CRT is uncertain 
whether the patient is dead, ac
cording to these criteria, basic and 
advanced life support should be 
instituted. By checking a patient's 
h eart rhythm through a "quick
look" use of the paddles, the CRT 
has initiated advanced life sup
port. He or she is obligated to 
continue th is care until the patient 
has been delivered to a hospital, or 
a physician at an EMS cons ulta
tion center tells the CRT to stop 
treatment. 

The same stipulations apply 
to basic life support measures, 
such as CPR. If basic life support 
has already been initiated when 
the CRT arrives a t the scene, it 
must be continued by the CRT. 

Certification Requirements 
CRTs ar e responsible for 

making sure they have met the 
annual CRT certification require
ments, as outlined in the CRT 
Program Standards. They mus t 
also report to M IEMSS any 
changes in their names, addresses, 
or company affiliations within 30 
days of the changes. CRTs who 
fail to meet these responsibilities 
will be recommended to the Board 
of Medical Examiners for decerti
fication. 

-Dick Grautf 

Dealing with Deaf Patients 
Subject of EMS Seminar 

How can an emergency medi
cal professional determine whe
ther a trauma victim has impaired 
hearing? How can communication 
be established with such patients? 

These and other important 
questions relating to the manage
ment of trauma patients with a 
partial or complete hearing loss 
were answered at a two-day 
workshop on " Dealing with Hear
ing Impaired Trauma Victims," 
held in May at the College Park 
campus of the University of Mary
land. 

This workshop was offered to 
selected EMS instructors and 
emergency room physicians and 
nurses because the inability to 
recognize deaf persons and to 
communicate w ith them can lead 
to misdiagnosis and exacerbation 
of the patient's medical problems. 

Participants were taught spe
cific communication skills to use 
with patients having different de
grees of hearing loss and had an 
opportunity to practice these skills 
in role-playing exercises. 

The workshop was funded by 
the Nationa l Academy of Gal
laude t College and the Lion's Club 
of Baltimore. It was cosponsored 
by the emergency health services 
program at the University of 
Maryland Baltimore Coun ty, the 
Maryland Fire and Rescue Ins ti
tute, and the Maryland Institu te 
for Emergency Medical Services 
Systems. - Dick Grautl 
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