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Friends—

The Maryland EMS System
has made rapid strides in the last
few months. Regional Field coor-
dinators have joined the DEMS
staff to facilitate communication
throughout the state. Six
mid-Atlantic states are now cooper-
ating in a coordinated effort to
solve interstate EMS problems.
Design and implementation of the
statewide EMS communication
system is well underway. The News-
letter gives up-to-date reports on
these and other areas of progress.

One of the things that has and
will further aid us in our efforts is
the Emergency Medical Services
Act passed by the Congress and
signed by the President late in 1973
with the purpose of providing Fed-
eral financial support, technical
assistance, and encouragement for
the development of better emergen-
cy medical services in communities
throughout the nation.

The EMSS Act defines an
emergency medical services system
as one “. . . which provides for the

arrangement of personnel, facilities,
and equipment for the effective and
coordinated delivery, in an appro-
priate geographical area, of health
care services under emergency con-
ditions (occurring either as a result
of the patient’s condition or of

natural disasters or similar condi-
tions) and which is administered by
a public or nonprofit private entity
which has the authority and the
resources to provide effective ad-
ministration of the System.”

Under the EMSS Act, eligibil-
ity for Federal support and assis-
tance includes states, units of
general local government, or any
other public entity or nonprofit
private entity. Three types of Fed-
eral grants to establish or improve
their emergency systems are avail-
able: 1) Feasibility Studies and
Planning Grants, for studying the
feasibility and operation of an
emergency medical services system,
and for planning the establishment
and operation of such a system; 2)
Establishment and Initial Operation
Grants; 3) Expansion and Improve-
ment Grants.

Under these grants, HEW is
seeking, in each community, the
implementation of a plan for a
“system, and grant applications will
have to demonstrate that there is
such a plan.”

The EMSS Act requires that
where plans are developed and
systems established, expanded, and
improved with funds under this
Act, the recipients of funds must
direct their efforts to the following
components of a system: the pro-
vision of manpower, training of
personnel, communications, trans-
portation, facilities, critical care
units, use of public safety agencies,
consumer participation,
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accessibility to care, transfer of
patients, standard medical record
keeping, consumer information and
education, independent review and
evaluation, disaster linkage, mutual
aid agreements.

Other grants will be available
for the training of emergency
medical personnel and for some
research projects. The Health Re-
sources Administration will
administer the training grants
through its Bureau of Health Re-
sources Development and the
research grants through its Bureau
of Health Services Research. To
date, for feasibility and planning,
$129.,000 in Federal aid has been
obtained by Maryland EMS regions.
A breakdown of the amounts can
be found in the “System Update”
column in this Newsletter.

We want to know what your
EMS group is doing and we want to
publicize it in the Newsletter.
Please send news items, letters,
articles, etc., to Mr. John Morris,
Administrator. Your input is essen-
tial to the success and continued
development of the EMS program
in Maryland. Let us hear from you.

R Adams Cowley, M.D.




At the Federal level, one Marylander,
Senator J. Glenn Beall, Jr., has been instrumen-
tal in developing EMS legislation. Senator Beall
brought Federal representatives to see the
trauma system at work. He introduced EMS
legislation in Congress that resulted in the
present law. Sen. Beall’s commitment to emer-
gency health care has aided the progress of EMS
in the state and the nation.

We asked Sen. Beall to share his thoughts
with us on the Maryland EMS system. His
response follows.

EMS: Progress
in Maryland

by J. Glenn Beall Jr.
U.S. Senate

There is no better example of
the gap between what medical
science knows and what is delivered
to our citizens than in the Emergen-
cy Medical Services (EMS) area.
Surprisingly, a trauma victim in
Vietnam had a better chance of
survival than a similar victim here at
home. Why? The military in Viet-
nam perfected its organized system
of transporting and treating emer-
gency victims which had been
developed during World War II and
the Korean War.

The technology and
know-how exists to make dramatic
improvements here at home. We
need only to provide trained per-
sonnel, to rationalize and categorize
our emergency facilities and ser-
vices, and to link them by modern
transportation and communication.
Experts predict such a system
would save 60,000 lives annually.
Certain actions taken last year are
bringing us closer to achieving that
goal.

First, the “Emergency Medical
Services System Act of 1973 was
enacted. This landmark legislation,
now Public Law 93-154, authorized
$185 million in grants over a
three-year period to state and local
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governments and private nonprofit
organizations to study, plan, estab-
lish, and assist in the initial opera-
tions of EMS. Such systems would
include adequately trained person-
nel, communication systems, trans-
portation facilities, treatment
facilities, educational programs, and
contingency programs to handle
natural disasters and mass casual-
ties. Congress appropriated $27
million to implement the Act.

Secondly, the Baltimore Re-
gional Planning Council received a
$1.2 million grant under the
President’s emergency medical care
demonstration program to develop
a metropolitan Baltimore communi-
cations network.

Thirdly, the establishment of
the Institute for Emergency Medi-
cine at the University of Maryland
sparked the movement toward a
statewide system.

Maryland has had a headstart
in emergency medical care. We have
the most sophisticated trauma cen-
ter in the nation at the Maryland
Institute for Emergency Medicine.
With the other specialized centers
at Johns Hopkins University Hospi-
tal and Baltimore City Hospital,
Maryland has unmatched capability
aixd excellence.

In addition. a system of rapid
transportation has been developed
using helicopters operated by the
Maryland State Police. When
enough helicopters are provided,
Maryland citizens, wherever they
reside, will be minutes or at the
most, not more than the critical
hour away from the best emergency
care available anywhere.

I am convinced that the ulti-
mate success of EMS depends on
the responses and actions by the
health community and the state
and local governments.

With work and cooperation by
all, Maryland will become a model
for the entire nation. Since this is
an area in which every minute
counts, we can move quickly to
implement the statewide system at
the local, state and federal levels.

SYSTEM UPDATE

SYSTEM UPDATE will be a
regular feature of the EMS News-
letter, noting the progress of the
five Maryland EMS regions as they
implement the statewide EMS pro-
gram. Since publication of the last
Newsletter, the following summar-
izes achievements of the regions
and their advisory councils.

Region I (Appalachian Region):

The Region I EMS Council was
instrumental in obtaining the fol-
lowing grants for regional EMS pro-
jects: A $42,500 Feasibility and
Planning grant; a $35,000 grant
from the Appalachian Regional
Commission (ARC) for the pur-
chase of two ambulances; an
$85,000 grant (with DEMS as the
grantee) from ARC for the admin-
istrative support of Region I, half
of Region II, and the Appalachia
Inter-state EMS Consortium. A
Cardiac Rescue Technician (CRT)
course, supported by a grant from
ARC, is planned by local physi-
cians.

An outstanding emergency
vehicle driver’s course was develop-
ed and presented to region ambu-
lance drivers. The planning project
was begun with a detailed survey of
all ambulance wunits, current re-
sources and priority needs.

Region Il (Mid-Maryland):

Cardiac Rescue Training plans have
been endorsed by local physicians
and facilities for training are being
planned.

Region III (Metropolitan Balti-
more):

Initial operation of Region III’s
communication system which in-
cludes approximately 28 ambu-
lances with full telemetry has just
begun. Categorization of hospitals
is proceeding and a CRT course is
now in progress.






The pediatric trauma center at
Johns Hopkins is the first unit
designed especially for the delivery
of emergency care for children in a
university hospital.

The emergency facilities on
the first floor of the new Edwards
A. Park Building are operational 24
hours a day, and include both
surgical and medical components,
x-ray facilities, and blood and
chemistry laboratories. This unit is
organized to provide primary resus-
citation and initial management of
extensive and multiple injuries in
children. It is also staffed to pro-
vide the highest quality treatment
for simpler injuries and emergency
illness for children from the
immediate geographical area, the
East Baltimore community. Major
trauma is the third leading cause of
death in the population as a whole,
but is the leading cause of death in
children. Half of the children who
die in the United States in 1974
will die as a result of serious in-
juries.

The death of a child is always
unfortunate, but crippling injuries
and the resulting need for rehabili-
tation may have a far greater
impact on society. The expenditure
of resources and personnel and the
economic loss from termination of
work potential are greater than
similar losses following injuries in
adults. Disability and rehabilitation
create difficult adjustments for a
mature, stable adult. For a child,
these adjustments may be over-
whelming when they are added to
the natural stresses of growth and
development. In 1965, more than
100,000 children were permanently
crippled by accidents in the United
States, and another two million
were temporarily incapacitated by
their injuries.
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One of our responsibilities, as
physicians, as nurses, and as
parents, is to bring this problem of
trauma into sharper public focus. In
this way, we may enlist local and
national financial support for
studies of accident prevention and
management of major injuries.

“Half of the
children who die in
the U.S. in 1974 will
die as a result of
serious injury.”

A child may be affected quite
differently than an adult by the
same type of major accident. For
example, the loss of a small amount
of blood in a yound child assumes
dramatic importance when we con-
sider his smaller blood volume.
Congenital abnormalities, especially
heart defects, are more likely to be
present in a child and may com-
plicate the treatment of his injuries.

Blunt impact accidents are re-
sponsible for the majority of
serious injuries in children. In such
injuries, external evidence of in-
ternal damage may be absent or
misleading and result in serious
delays of proper treatment.

Serious injuries in a child may
have disastrous effects upon his
emotional well being at this impres-
sionable age. The terror of separa-
tion from familiar faces is
magnified for the child who is
brought to the impersonal environ-
ment of a busy adult emergency
room. Most emergency room per-
sonnel are not fully aware of this
additional emotional injury to a
child which may result from the
sights he may see in an adult

emergency room. Anyone who has
seen a child being sutured next to a
bloody, swearing adult or pushed
aside to transport a dying gunshot
victim can imagine the memories
which must follow. Unless this en-
vironment gives better care to an
injured child, we believe it should
be eliminated.

We have, therefore, embarked
upon an innovative program for the
delivery of emergency care to
children which we hope will serve
as a regional trauma center for this
unique group. Children brought
into this unit have the advantages
of centralized diagnostic facilities
and of specialty consultation in all
surgical and pediatric disciplines. In
addition, they are treated in an
environment designed especially for
them.

We believe that these concepts
can be best translated into an oper-
ational program in a university
hospital environment with a geo-
graphically distinct trauma center
for initial management of serious
injuries and with an adjacent chil-
dren’s intensive care unit which also
provides postoperative care for
children.

Many types of injuries are
managed in the trauma center;
poisonings and caustic burns from
ingestion of toxic substances, elec-
tric shock and flame burmns,
machine injuries such as wringer,
bicycle and power mower injuries,
battered children, sports injuries
from competitive athletics, drown-
ings, and injuries resulting from
major automobile accidents.

A child with multiple or major
injuries is delivered by ambulance
or helicopter to the trauma evalua-
tion room. Because of the limited
reserves of small children the rapid-
ity with which they may deterior-



ate, transportation of an injured
child assumes increased importance.
This requires special training of
ambulance and helicopter personnel
in resuscitation of infants and sim-
plified techniques of treatment in
transit.

Neither the Children’s Trauma
Center Program nor the facility is
designed to compete with other
excellent emergency facilities in the
Baltimore area which can manage
routine injuries and illnesses of chil-
dren. Rather, this center supple-

ments available care in other com-
munity hospitals and thereby
prevents expensive and often
unreasonable duplication of highly
specialized techniques for the
management of major injuries in
children.

With this type of organiza-
tional framework and a physically
separate trauma unit for children,
we believe improved teamwork and
more efficient management of
multiple injuries will result. The
basic principles of rapid, careful

evaluation and sequential correc-
tion of altered physiology remain
the backbone of successful therapy
in children. The unique metabolic
demands and miniature anatomic
relationships, especially of a small
child, present the physician with a
special challenge and a great respon-
sibility. Rewards for the successful
management of multiple trauma are
high; for the younger the injured
child, the greater is our total invest-
ment in his welfare and in his
future.

Intensive Care

in Transit

Montgomery County recently
began operating two Mobile Inten-
sive Care Units (MICU) providing
the latest medical care in an emer-
gency vehicle and the first of its
kind in the Washington Metro-
politan area.

Unlike regular ambulances, the
vehicles are staffed by paramedics
and equipped with sophisticated
life support services. They have the
capability to administer intravenous
fluids and drugs and perform EKG
heart monitoring and defibrillation
to stabilize failing hearts. The units
will each be staffed with a
three-member team including
trained volunteer and career para-
medic personnel certified by the
State Board of Medical Examiners,
with 65 paramedics already trained
and approved.

The MICU’s will be dispatched
on major life-threatening incidents
such as heart attacks, automobile
accidents, electrocutions, serious
burns, gunshot and stab wounds.
Paramedics can maintain rtadio
communication while on the scene
and enroute with physicians at any
of the County’s four hospitals.
Physicians ~will advise on the
medical treatment to be provided.

Thirty fire departments and
rescue squad ambulances answer
30,000 emergency medical calls in

Montgomery County annually.
Officials estimate that 10,000 of
those patients will benefit directly
from the MICU operations as a
result of the new specialized
medical care.

County fire and rescue
authorities anticipate that the
MICU operation can save 100 lives
a year and that 900 persons will
experience fewer medical complica-
tions and a shorter hospital stay
because of the MICU program.

The first two MICU’s will be
stationed at the Bethesda-Chevy

Chase and the Wheaton Rescue

Squads but will provide service
throughout the County. A third
MICU scheduled for delivery in the
next few weeks will be stationed at
the Public Training Academy in
Rockville.

The vehicles were manufac-
tured by Atlantic Research Cor-
poration of Springfield, Virginia, at
a cost of approximately $20,000
each. The medical and communica-
tion equipment was obtained from
the Telecare Corporation of
Houston, Texas, at a cost of
approximately $20,000 per vehicle.

Montgomery County’s new mobile in-
tensive care units: below, an outside
view; left, crew members inspect equip-
ment inside the unit. Montgomery
Journal photos by Hoke Kempley.










EMSCS: Status Report

The Division of Emergency
Medical Services has contracted
with Spectra Associates, Inc. of
Cedar Rapids, Iowa, for consulting
services during implementation,
planning, installation and test of a
statewide EMS Communication
System (EMSCS).

The EMSCS will provide com-
plete intercommunication among
ambulances, hospital physicians,
Medivac helicopters and other
emergency facilities and vehicles
statewide, and within border areas
of other states. System coordina-
tion will be provided at the state
Systems Communication Center
(SYSCOM) located in the Maryland
Institute for Emergency Medicine
in Baltimore.

Thus far, Spectra Associates,
Inc. has completed a thorough sur-
vey of existing EMS communica-
tions and facilities throughout the
state and has completed the
preliminary system design. Spectra
is currently developing a
communications design and select-
ing the appropriate system for each
region. Regional representatives
have been briefed on system con-
figuration for their regions.

Region III’s communication
system is scheduled to go opera-
tional at the end of November.

The final design completion
goal is November 1.

Division of
EMERGENCY MEDICAL SERVICES

Maryland Dept. of Health and Mental Hygiene
22 So. Greene Street, Baltimore, MD 21201

phone: (301) 528-6846

Address Correction Requested

)




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /ENU (Use these settings to create PDF documents with higher image resolution for high quality pre-press printing. The PDF documents can be opened with Acrobat and Reader 5.0 and later. These settings require font embedding.)
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308030d730ea30d730ec30b9537052377528306e00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /FRA <>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


