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Neonatal Program Marks Tenth Anniversary

aco, the national

survival rate tor intants under two

Ten vears

pounds was only about 10 per-
cent, according to Michael Sim-
mons, M.D ., a director ot the
Marviand Regronal Neonatal Pro-
gram. Todav the sunvaival rate tor
the same weight group i1s 6 per-
cent; the survival rate also in-
creases with weight—3S0 percent
tor intants weighing two to three-
and-one-half pounds and 90 per-
cent tor intants weighing more
than three-and-one-halt pounds

Ten vears ago, the sick new-
born intant (a nevnate s generally
defined as a newborn in its first
28 davs ot lite)., was generaily
given minimal medical care. An-
other director of Marvland's neo-
natal svstem., Ron Gutberlet,
M.D.. explains that with increas-
ing knowledge about intant respi-
ration problems, fluid and acid
base problems. and nutrition,
new techniques and equipment
designed for intants were devel-
oped and phvsicians could soon
respond to the sick newborn’s
needs.

But “in the last eight vears
there have been no technological
advances.” notes Dr. Simmons,
“vet the mortality rates continue
to improve significantlyv. [ think
it’s because ot changes in atti-
tudes. We now assume that these
tiny babies (intants under five
pounds comprise approximately
80 percent of neonatal deaths) are
salvageable. We are applving the
same technologies that we ap-
plied to four- and five-pounders

\

Ron Gutberlet.
Unieersitv of Md. Hosprtal

M.D.. checks a newborn at the

to those infants three pounds and
under.”” Babies weighing even
one-and-a-half pounds have lived
when aggressive treatment was
begun early.

This vear the Marviand Re-
gional Neonatal Program cele-
brates its tenth anmiversarv. Here
the survival rates of neonates re-
flect the same dramatic increase
seen nationally. Program directors
Drs. Gutberlet. Simmons, and
smbadas Pathak feel that in
Marvland. the neonatal transport
svstem and education have had
the biggest impact on survival
rates (see articles on this page)

Reivriu Sopp

Proto Dave Esposdo

Nurses Join Neonatal Transport System

that
transport svstems and ambulance
and helicopter medics educated to
the EMI vardiac-rescue-
techmician, and paramedic levels
have had a tremendous
increasing the survival rates ot
craticallv impured patients. In most
emergency medical situations in-
valving a trauma victim, the em-
phasis 18 on speed—stabilize the
victim as guickly as possible and
transport him or her to the best
detinitive medical care
within an hour before the irre-
versible stages ot shock begin
However, the emphasis 1s
ditferent in neonatal transports in
Marviand,

Few  would dispute

mpact on

center

where neonatal nurse

iimcans now are a vital part ot
the transport svstem and where
surtave transporl accounts tor bl
admissions (Med-Fvac
used it ambulance
transport iime would be over 9
minutes or beyvond

;‘vn ent of

transports are

a 100-mile ra-
dius)
“There's no rush,”™ according
to Michael Simmons. MDD, a di-
rector ot the Marviand Regional
Neonatal Program. “"to pet the
baby back to the hospital. The
rush is to get us to the baby. ™
For as Dr. Simmuons points
‘Once vou armive at the hos-
pital and make sure the baby s
stabilized, vou ought to be able to
(Continued on page 3)

out,

MRNP: A Bit of History

In 1971, the neonatal inten-
sive care unmits at Citv Hospitals
and University ot Marviand Hos-
pital were designated the tirst
statewide neonatal specialty reter-
ral centers in Marviand. Johns
Hopkins Hospital also partici-
pated in the neonatal program by
accepting intants trom City Hos-
pitals who needed cardiac or
other surgerv. (This cooperation
was fostered by Alex Haller,
M.D., Director of Pediatric Sur-
gery at Hopkins, )

Under the leadership of the tirst
program co-directors, Herman Ri-
semberg, M.D., and Ron Gut-
berlet, M.D. (chiets of neonato-
logy at the respective centers), the
programs quickly expanded, en-
suring improved care of new-
borns during their transport to
the hospital and improved man-
agement of newborns at the hos-
pital.

Program growth is evident in
many wavs:

» Todav six centers compnse
the Marvland Regional Neonatal
Program: City, University of
Marvland, [ohns Hopkins, Sinai.
Mercy, and St. Agnes hospitals.
Each cares for sick newborns from

its own delivery rooms and sernves
as a specialty reterral center tor
uther areas

* The program directors now
include Dr. Gutberlet (Lniversity
ot Marvland), Ambadas Pathak,
M.D. (City Hosprtals), and M-
chael Simmons, M.D. (Johns
Hopkins). Rupla Eshai, M.D_, is
program coordinator, handling
the neonatal transport svstem and
education programs. Her assistant
s Charlotte White, R N. Working
closely with Dr. Eshai, Ms, Whate,
and the program directors is
Chervl Bowen, RN, a nurse co-
ordinator at  MIEMSS, who
presents neonatal workshops and
special neonatal traiming ftor
nurses and Med-Evac observers

* In 1971. there were 72 neo-
natal transports; in 1976, there
were 383 in 1980, there were 534

* Physical expansion is tvpi-
cal of many ot the Marviand neo-
natal centers. For example, the
neonatal center at Umiversity of
Marvland now includes a 20-bed
intensive care nursery, four
‘well” babv nurseries, three spe-
cial 1solation rooms, a six-bed
rooming-in unit for mothers and
babies, and other special tacilities.
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Often not smuch larger than thewr parent’s hands, swck ncacborns are constantly pnmtored Juring ther

<tuy i the noomatal centers

Neonatal Program
Stresses Education

Statt at the Marvland neona-
tal centers are working to expand
their education program to teach
uther physicians and nurses how
to resuscitate and stabilize the
newborn infant with special prob-
lems. Because one can never
know when a premature preg-
nancy will occur, “everv hospital
in the state.”” according to Ron
Gutberlet, M.D., a director of the
Marvland Regional Neonatal Pro-
gram, “must have the capability
of effectivelv resuscitating and
stabilizing an intant before he or
she can be transported.”

Michael Simmons. M.D., an-
other director of the MRNP, adds
that ““hospitals have to be pre-
pared to go it alone to stabilize
the sickest intant vou can imagine
tor about two hours betore the
baby is transported

Nurses and phvsicians are ot-
tered one-day MIEMSS seminars
at various medical centers
throughout Marvland to update
neonatal skills. [If requested, 2-to-
7-dav ubservation and training
courses can also be arranged at
the neonatal centers

Each vear State Police Med-
Evac observers spend two davs in
a neonatal center to refresh their
skills—practicing suctioning,
‘bagging’’ a babyv, hooking up
equipment, and starting IVs.

More etfort 1s also being
made to educate phyvsicians
throughout the state to “'see the
focus of transport turned to the
mother rather than the baby.” Dr
Simmons would like to see an in-
creasing emphasis on intrautenine
transport rather than neonatal so
that “more mothers can be trans-
ferred prior to delivery so that we
can have the babv from moment
one.” This would help to prevent
the time lag before a sick newborn
can receive specialized care at a
neonatal center. (See article on
perinatal program.)

In addition, educational ef-
forts are directed toward parents
Most neonates are transported
from 2 to 72 hours after birth.
Both infants and parents gener-
allv face severe problems.

The most common problems
of tull-term infants inciude anoxia
or asphvxia, congenital heart de-
fects, and surgical problems. In-
fants born prematurelv often have
undeveloped sucking reflexes and
undeveloped lungs that cannot
stav inflated properly. Thev de-
velop respiratory problems, an in-
ability to control their body tem-
perature, a water and salt
imbalance, digestive malfunc-
tions, central nervous system
damage resulting in a predisposi-
tion to brain hemorrhage and to

(Continued on page 3)
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Medical Control Links Medical, CRT Personnel

It°< 11230 pome. when the para-
mendic teame gets the call. The problem
suspected Teart attack. When the
CRTs arrive on the xene, e owton
d A8-wear-old man. 15 still conscuous
They immediately ook lim up to a
momitor and send an clectrocardio-
Lram Py radio tooa previously des-
renated Twsprtal. There the emeryencu
room phusican reads the ECG amd
midkes a durgenosis; premature centri-
ctidar contractions, The doctor pre-
scrriws a dreng to slote doen the eart-
feat, The CRT team adminsters He
druy wlule the patient s enronte o
He ospatal. soiere Te s adontted amd
resting comtortaldu it an hour

‘Responsibiity™ and “ac-
countabilitv.” Those are the kev
words to describe the dea ot
medical control, as put into prac-
tice in the case just described
What this means for paramedics,
or cardiac rescue technicians
(CRTs) as thev are called in Marv-
land. is that theyv get on-the-scene
guidance from a physician who
assumes responsibility for super-
vising emergency situations and
will answer for the team’s actions.
No longer are CRTs lett on their
own to make crucial decisions. No
longer do thev have to “'shop
around” —that 1s. call several
emergency departments tor ad-
vice, otten getting contusing or
contlicting instructions.

Medical control is an attempt
to give leadership and to set clear
standards tor pre-hospital care by
CRTs. It applies only to those do-
ing advanced life support work
{CRTs) and not to the basic lite
support activities ot EMTs. CRTs
are not onlv trained separatelv
trom physicians but also get most

o

ot their instruction trom lay peo-
ple—usually in fire and ambu-
lance traiming academies. Yet a
close tie between medical and
CRT personnel is cnitical tor good
patient care—indeed, for saving
lives. Here 1s a basic way that
medical contrul can establish that
tie. although local vanations are
possible.

1. One “base hospital” emer-
gency room in a Jdesignated geo-

sraphic area is the place CR1s call
tor advice. There a physician or
supervisory nurse s avallable to
give instructions. This tacility s
responsible for coordinating com-
municabions with other hospitals
including the one where the pa-
tient s taken and anv other taal-
itv involved —such as a cardiac
consultation center. (In some situ-
ations, especially rural arcas, the
base hospital and the receiving

CPR in Aquatic Emergencies Investigated

More than 5,000 drownings
occur annually in the United
States. This number s expected to
increase with the growing popu-
larity of SCUBA diving

In agquatic situations, uncon-
scusness or cardiac arrest can
accur as a result ot trauma,
drowning, or asphyvyia. Untortu-
nately, conventional CPR cannot
be imtiated until the victim can be
moved to a birm surtace. In
aguatic accidents, the time that
elapses before the victim can be
transported to shore, boat, or an
underwater habitat is usually
more than tour to six minutes,
which means that the accident
will probably be fatal

Although this problem has
been recogmized by the medical
protession. neither the Amencan
Medical Association, American
National Red Cross, nor the
Amernican Heart Association have
vet proposed anv method ot CPR
without back support in aquatic
environments. However, rescarch
15 being conducted at the Umiver-
sitv of Califorma, where Nico
March and Ric Mathews have
studied a techmque ot placing the
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MIDDLE RIVER RESCUE

R
Middle River Underwater Rescue Diving Unit. . .
The Middle River Vidunteer Ambulance ard Rescue Compuarry s e ondu wndersaater rosc i
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victim upon the rescuer’s chest
and then mitiating tull CPR ym-
mediately on the site. Ventlations
are admimistered using a satety-
Jdesign moditied SCUBA regula-
tor. Several bady and hand posi-
tions tested on an
nstrumentated CPR manneguin
The results showed that adeqguate
ventilation and sufficient sternal
compression depth and rate could
be maintained tor at least 15 min-
utes. Their study suggests that
this method could be used suc-
cesstullv in aguatic emergencies

A similar problem of admims-
tering CPR to a victim not in a su-
pine position is the concern ot
commercial diving companies
Divers sometimes lose consclous-
ness while operating out of a div-
ing bell. The smali size and con-
figuration of most diving bells
make it impossible to place a
diver in the supine pousition used
tor conventional CPR

A commercial diving com-
pany has been working on an op-
erational schema tor resuscitating
a diver in an upright position
once he has been retrieved into
the diving bell. Using both man-
nequins and cadavers, Rov A. M.
Mvers. M.D.. of MIEMSS. and
Mark F. Bradley, M.D., of the Na-
val Medical Research Institute in
Bethesda. have evaluated the div-
ing company method together
with other CPR measures that
might be used in the bell. Thev
tound that in all upright posi-
tions, adequate ventilation was
very difficult to achieve because
the victim's head could not be ad-
equately  hvperextended. Al-
though the diving companv de-
veloped a rigid collar to
hvperextend the neck, Mvers and
Bradlev tound it to be dehcient,
and theretore redesigned the col-
lar to provide sutticient hvperex-
tension. They also found that
compression administered bv
pulling the subject’s chest against
the head or knee of the resuscita-
tor as advocated by the diving
company was not eftective. How-
ever, they have shown that if the
rescuer compresses the victim's
chest with his knee with the vic-
him sitting against a hrm surtace,
satisfactorv CPR can be per-
formed for short penods.

The results of these experi-
ments have led Mvers and Brad-
lev to recommend that moditica-
tions to the bell interior be made
so that CPR can be done in the
supine position. As an alterna-
tive, bells could be outfitted with
a gas-driven mechanical cardio-
pulmonary resuscitator that can
be used with the victim in the
seated position.

were

— Lunn Rutkonski

hospital mav be the same institu
tion )

\ vanation on this approach
s the medical control svstem in
fampa-thllsborough  County
Florid 1. Instead ot relving on base
hospitals and thetr emergency de-
partment doctors and nurses
Tampa has 14 tramed physicians
who answer portable radios on a
rotating basis. So on anv given
dav one doctor is getting all the
calls. Each receives an average of
seven emerngency calls a das

2. There are standard policies
and technigues tor CRTs to fol-
low. These tniage and treatment
prutocols are developed with the
advice ot EMS personnel and
physicians trom the seven clinical
patient groups. The protoculs
should then be formally adopted
by all huspitals participating in
the control svstem and bv an
area’s EMS operation.

Other aspects of medical con-
trol include:

* A physican is named medi-
cal director for a state or region.
The medical director sets policy;
helps design, administer, and
monitor the medical control pro-
gram; confers with EMS officials;
and helps train paramedics. In
short, this individual is responsi-
ble for the dav-to-dav operation of
the area’s EMS program. The per-
son selected as medical director
must be acceptable to the local
medical community

* A thorough record-keeping
process ensures accountability
and helps administrators evaiuate
and improve the svstem.

The idea ot medical control
began to take root in Marvland’s
tive EMS regions when the 1973
EMS Act first provided funds for
this kind of effort. Since then the
Department of Health and Hu-
man Services has been rerining its
criteria for medical control, which
IS NOw a requirement tor receiving
EMS grants. At present MIEMSS
is pushing for unitorm statewide
standards. since there are now
ditferent control svstems in the
five regions.

MIEMSS has found that CRTs
support the concept of control
and want the guidance it offers.
However, it has sometimes been
difficult to convince phvsicians,
nurses, and hospital administra-
tors to accept medical control. In
rural areas, the main reason for
this resistance is lack of person-
nel; it is difficult enough to pro-
vide sutficient emergency rooms,
without adding extra supervisory
burden ot medical control.

In metropolitan areas, rotat-
ing resident staff are available but
may not be consistent in their
treatment protocols—such as
drug administration. Thus, if
medical control 1s to be viable,
hospitals must make trained staff
available and must ensure a con-
sistent response to emergencies.
Obviously this means more work
tor those who run hospitals.

Despite these problems,
MIEMSS is trving to get more
hospitals to make a commitment
to medical control. It is a vital link
between medic and paramedic,
between hospital and prehospital
care—a link that could save lives.

— fimace Latieam



Nurses Transport Neonates

Cotternnicd from paiye |

transport the intant in o pnl;‘-‘r\\
equipped vehicle. giving him care
that's ne ditterent trrom what he
The
concept 1s ditterent trom a patient
with a gunshot wound
uther trauma

would receive in the hospiatal

burn. or
You can't possibly

Jdo on the site or in the transport
vehicle all the things that could be
done in 0 multiplv-equipped hos-
putal

Pl Dave Fsposan

The “rush’’ starts with a re-
terring physician calling the
‘hotline”” number at Baltimore

City Hospitals. The recenving hos-
pital is determined according to
the distribution tormula. the
census ol each neonatal center
and the wishes ot the reterring
phvsician. An ambulance or Med-
Evac helicopter 1s requested and

the receiving center 1s notitied

Prior to November 1980, phn
sician interns received the trans-
port calls trom the reternng phy
sicians, provided consultation
and escorted intants requirng res-
piration assistance. Since Novem-
ber. however, vne ot hive neonatal
nurse clincians responds to the
hospital requesting a transport,
examines or stabilizes the intant
and accompanies the intant on all
ground transports and on some
Med-Evac transports (State Police
medics on the |\uln:n1.‘trr- receive
special traininz in neonatal care,
and the nurse clinician accompa-
nies them onlv if there are unu-
sual problems). Coverage 1s pro-
vided around-the-clock, seven
davs a week

Each ot the tive nurses has
been trained in the stabilization
and emergency care ot the neo-
nate betore transport. Subjects in-
cluded intubation, starting an in-
tant on a respirator, inserting
irterial lines, doing initial blood
work such as determining blood
gases, and radiology. The training
under MIEMSS nurse coordinator
Chervl Bowen
months

consisted of two
ot didactic sessions and
three months ot on-the-job train-
City
and Hopkins neonatal

inye at: the L nmiversity ol
Marviand
centers, and accompanving phvsi-

Cians on transports

Stabilization and treatment
techniques are based on protocols
the nevnatal proe-
gram directors. Each ot the hive
-Kim Kautman. Suellen
vy, "am Bramble, Carmel Cun-

vam, and Lvnn Ross—had at

tormulated by

nurses-

KR

wast o vears prior experience in
One of
clincians

ntant intensive care umts

the hive neonatal nurse

Charlotte Whate

issistant program coordina-

traaned initially
o
tor. also acts as a backup to the
other neonatal transport nurses
According to Ms. Bowen, the
nurse chimcaans have increased
the ethiciency of the transport sy s-
tem. reviously, pediatric resi-
dents were otten assigned to han
dle neonatal transports, Because
ot the temporary nature ot their

thev otten

neonatal assignments

(Letty A 1 ane st iy mi
i v ' i .y
foosy Kight) P R T I

did not have time to develop ex-
tensive skills 1in neonatal trans-
ports or tamilianty with neonatal
Howeser, the

Cguipment Ldre

and transport of the neonate is
the primary respensibility ot the
neonatal nurse cinwan

ENITS
Volunteer

Currentls trom the

Baltimore Rescue

Squad respond toe a neonatal

nurse s calls o transport her and
the isolette to the reternng hospm
tal. With the help ot a grant. how-

ever, they will soon have o new

neonatal van, speaaliv equipped
with heating clements and a large
awveen supply and capable ot
transporting three mtants and a
nurse. The van will be designed
o accommuodate a stretcher it a
maternal transport 1= needed and
the

space and egquipment to pertorm

tu vnsure nurse adeguate

provedures on neonates. The godl
i1s that the gquality of intensive care
tor the sick newborn in the neo-
natal van i1s comparable to the
care the infant would recenve in
the hospital Bucirin an

Dave Eaposic
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Health Personnel, Parents Learn
Special Neonatal Care Skills

Camtbenecd from

voagulation abnormalities, jaun

Jdice, and or an increased intection
rate

Ihe critical nature of thes
problems creates ather problems

and

JOVOUS Gccasion lor parents

turns what ~hould be a

nto a

teartul one. For example. parents
utten cannot identity with therr
babv; they teel guilty and tright

ened that they have not produced

a bounaing, healthy child

Some neonates are so small
they

hand

could nit into theirr parent

s small a gauze pad dou

bles as a diaper. What parents ot-

ten sed 1s a Ly intant, miniscule

on a radiant heat bed. intubated
connected to eley

and

On G resperator

troni vardiac- lung-

monitoring cquipment. The tragil-

itv o the intant, overpowered in

stz¢ by equipment. onlyv increases

the parents tear that the condi-

tion of their child w suddenly

worsen. The nisk of death
stant

Social workers and nurses at

s Con-

each neonatal center work with

the meomatal

the parents, enoouraging them to
nodd thaerr intants and esplaming
how to care tor them Bonding

between parents and ¢hild can

sl owcur in g neonatal nursersy

Visting hours are tlexible to en-

vourage parents (including those

trom distant regions) to visit as
trequently as possible

Follow-up care tor phvsical
ind emotional prot

I’rok
ntant s brought h

ems 1y also

siressed ms olten

persist
when the

For example. remembernng r

three-pound. tragile intant

nar

» Dave Fsposdo

ents sometimes trv to over-protect
theiwr child. Or thev may
their babv too casually as it he or

treat

she were completelv normal even
though the intant still needs small
teedings. a warm temperature
elc

and
phvsicians point out that neo-

Social workers, nurses
nates need more than sophistica-
ted technologies and transport
systems if they are to survive
Thev need large doses of love

— Betvriv N
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Med-Evac Transports Increase

The Marvland State Police
(MSP) Med-Evac helicopters that
support Marviand’'s EMS svstem
transported 2,278 patients in [9%()
This is the largest number ot
transports since the program be-
gan 11 vears ago and represents a
26.5 percent increase compared
with last vear

The State Police Aviation Di-
vision mans helicopters tulltime at
the Martin State Airport. An-
drews Air Force Base, Frederich
Airport, and Salisbury Airport
the areas covered include the Bal-
timore, Metropolitan-Washington,

Mid-Marviand,
regions, respectively

Each ot the Med-Evac sex
tions had an increase in the num-
ber ot transports [ast vear: Salis-
\ndrews Air
Martin s

Fredenck, X percent

burv. 100 percent
Force Base. 3 percent
15 percent
\ record high ot 1032 patients
were transported by Martin's Air-
port Med-Evac crew

IThe MNSIY \f\‘kl'i‘ Nl

12,323 patients

CTCWSs
have transported
with lite-threatening imurnes since
the program began in March 1970
I'he overall survival rate

perdent

Is 845

National Symposium Focuses
On Psychosocial Problems

The Second National Sympo-
sium on Psvchosocial Factors in
Emergency Medicine will be pre-
sented Mayv 14, 15, and 16, 1951,
at the Baltimore Hilton Hotel in
Baltimore, Marvland

The conference will focus on
psvchosocial problems that atfect
emergency medical patients and
their families, tfrom the time of in-
jury through the rehabilitation
process and reentry into the com-
munity. Current concepts of diag-
nosis and treatment, research
results, and case studies on psy-
chosocial problems of emergency
medical patients and their families
will be discussed.

Among the speakers at the
multi-disciplinary conterence will
be Gerald Caplan, M.D., profes-
sor of psvchiatrv at the Hadassah
Medical Organization in Jerusa-
lem; Nancv Grahm, a psvcho-
traumatologist at St. Francis Hos-
pital in Lvnwood, California; the
Honorable Arthur Kaplan, a mu-
nicipal court judge in Atlanta;
Henry Krystal, M.D., professor of
psvchiatry at Michigan State Uni-
versity; and Howard Parad,
D.S.W., professor of social work
at the University of Southern Cali-
fornia, Los Angeles

Small group seminars will be
conducted on such topics as treat-
ing the angry family, sudden
death, utilizing selt-help groups

4

in the recovery process, the alco-
hol abuser, intervention at the ac
cident scene
rensic
medicine, sexual adjustment atter
neuro-trauma, children as emer-
gency patients, ministry in emer-
gencies and crisis, stress manage-
ment for emergency personnel,
the psvcho-emotional response to
assault, and others.

The conference i1s open to
psvchiatnsts, psvchologists, socal
workers, vocational rehabihta-
tion counselors, pastoral coun-
selors, nurses, phvsicians, EMTs
and other allied health protes-
sionals interested in the psvcho-
social aspects of emergency medi-
cine. Educational credits are
offered to phvsicians,
workers, and nurses,

MIEMSS is sponsoring the
conference, in conjunction with
the University of Marvland Insti-
tute for Psvchiatry and Human
Behavior; the University of Mary-
land School of Social Work and
Community Planning; the L.D.5.
Hospital, Salt Lake Citv, Utah; the
U.S. Department of Health and
Human Services, Emergencv
Medical Services Division; and the
American Trauma Society

For additional information,
contact Kathy Huber, Family
Services Division, MIEMSS, (301)
528-3100.

the right to die, to-

aspects ot

Cmuergency

social

—Beywrly Sopp

and Eastern Shore

High-Risk Expectant Mothers

A\ woman on Marviand's

Eastern Shore s seven months
pregnant and diabetic, and her
obstetrician strongly suspects that
she will go into labor prema-
turelyv. Arca tacilibies tor prema-
ture babies are imited, and the
physician must decide whether
the woman should be moved im-
mediately to a hospital that can
provide appropriate nursery care

The doctor calls a special tele-
phone number to reach one ot the
two perinatal centers that are part
ot Marviand's ENMS svstem —this
one at the University ot Marviand
in Baltmore. ( The other Center s
alson Baltimore, at the lohns
Hopkins University School ot
Medicine. ) There a tull-time tac-
24-howr call
tor consultation in cases like this

ong

ulty vbstetrician 1s on

I'he telephone conversation
contirms the physician’s beliet
that the baby's chances of survival
will be greater it the woman is
moved to a perinatal center now
rather than having the woman de-
liver her baby at her local hospital
and then transporting the new-
born “preemie” to a neonatal cen-
ter. The obstetrician decides it 1s
sate to move the patient, it that
van be done right awav, and ad-
vises her to go to the University
ot Marvland or Johns Hopkins
hospital by ambulance that dayv
She complies, and two davs later
successtully delivers a daughter
I'he babv survives the
postnatal penod, thanks to the
battery of services avarlable at this
tacility. Within two weeks both
maother and intant are back home

Three vears ago, the Univer-
sitv ot Marviand and Johns
Hopkins  hospitals became
Marviand's hrst Pennatal Centers
by jointly launching a speqal tele-

crucial

phone consultation service tor ob-
stetricians with high-nisk patients

Fheh riskh™ means not onlyv ex-
pectant mothers with diabetes
high blood pressure, and other
but also pregnancies in

rowth ot the fetus is

discases
which the ¢
retarded or genetic abnormalities
are suspected. cases involving in-
tection, irradiation, or drugs; and
other complications ot pregnancy

Obstetricians who phone in
tor consultation have the option
ot sending therr patients to either
hospital. as both otter superior
perinatal care. So tar, premature
labor is the most common prob-
lem the Centers have dealt with.
although at Hopkins pregnant
women with hypertension are
also a major share ot the caseload

Along with round-the-clock
telephone consultation. provided
on a weekly alternating basis by
the two hospitals, the Centers
also orter seminars and special
classes. These are given by teams
of obstetricians, neonatologists,
and nurses who visit hospitals
throughout Marvland upon re-
quest

Four physicians established
the Centers in earlv 1978, Thev
were Juan Granados. tormer
Chiet of Obstetnics at the Umiver-
sity of Marviand; Ronald L. Gut-
berlet, Chief of Neonatology at
the Umiversity ot Marvland; and

lohn W (

stetrics

[ohnson. Chet of Ob
ind Michael Simmuons
Chaet of Neonatology, both, trom
lohns Hopkins

Dr. lohnson had been ap
proached earhier by MIEMSS ot
an ub-
stetrcal cumponent linked to the

Crals, who wanted to see
neondtal intensive care program
already underwav at three Balti-
maore hospitals (Johns Hopkins
LUmversity of Marvliand, and Balti-
muore City hu\plmlﬂ Both lohns
Hopkins and University have ex-
cellent obstetncal resources, and a
telephone consultation service
seemed like a good wav to extend
thuse resources throughout the
State. In February 1978, the tour
physicians wrote to every obste-
trician prachicing in Marvland to
announce the new service
Carlvle Crenshaw, M.D., re
cently joined Drs. Gutberlet,
lohnson, and Simmons as a direc-
tor uf the perinatal program. On

sl vonisultals tor iestetricians s Jiail

= davs o week by Ga
tie EMRC telvyhone numiver: 37884000 from
and =37

Raitimeey S-8400) putsude the Baits

et eIt Al

November 1, 1980, Dr. Crenshaw
became Protessor and Chairman
ot Obstetrics and Gvnecologyv at
the University of Marvland. For-
merly from Duke Universitv Med-
ical Center, Dr. Crenshaw has a
special interest in pennatal care

University of Marvland and
lohns Hopkins hospitals report
that they are each currently get-
ting about four to six calls a
month from obstetricians through
the hotline number, and these
calls have resulted in two to three
women being brought in each
month tor deliverv. Most come by
ambulance. though a few are
brought bv Med-Evac helicopter
In addition, there have been re-
quests trom outlving areas
famong them Frederick, Westmin-
ster, and Salisbury) for Perinatal
Center staff to visit and conduct
educational programs.

Why the low numbers for the
consultation service? Dr. Johnson
cites a reluctance by private phy-
sicians to give up direct care of
their patients as part of the prob-
lem. Manv phvsicians prefer to
transport a premature babv rather
than a mother thev suspect will
deliver early. Since it is safer for
the baby to be moved betore
birth, the perinatal specialists
hope to reverse this pattern.

—fowe Lithan

ACLS Course Equipment
Supplied by MIEMSS

MIEMSS no longer coordi-
nates the courses offered by the
American Heart Association for
certification of Advanced Cardiac
Lite Support (ACLS) providers

However, MIEMSS will con-
tinue supplving the equipment
and torms for the course. The
equipment rents for 5250 and
must be reserved at least three
munths prior to the start of the
course

A new ACLS manual, which
explains how to set up and con-
duct the course, is available from
the Amencan Heart Association




Researching Cellular Response to Shock

~—— MITOCHONDRIA

NUCLEUS

?l REVERSIBLE

—— ENDOPLASMIC RETICULUM

——LYSOSOMES

IRREVERSIBLE

by Al RAsison

ilustration

A victim from a senous road
accident, although he has multi-
ple injuries and has lost a large
volume of blood, reaches the hos-
pital alive. Definitive care at the
scene ot the acadent by skilled
EMTs and rapid transport to the
nght hospital are largely responsi-
ble tor his survival. Surgeons re-
store the lost blood, mend frac-
tures, and close the wounds. The
patient seems to be stabilized and
on the way to recovery. Then. tor
no apparent reason, the patient’s
condition begins to deteriorate,
and transtusion or any other tvpe
of therapyv becomes tnc.:p.:bh- ot
saving the patient’s lite. The pa-
tient is said to be in the irrevers-
ible stage of shock.

Shock is a complex clinical
svndrome characterized by an in-
adeguate blood flow to ¢cntical or-
gans in the bodv. [t can be caused
by severe injury, cardiac failure,
or infection. Poor bloud tlow can
result in tissue deterioration; this
is due to a deticiency ot many nu-
tnents, especially oxvgen.

MIEMSS Decentralizes
EMT Testing, Certitication

All arrangements for testing,
certifving, and recertiftving stu-
dents in the EMT Program are
now located within the regional
uttices.

The regional offices: (1) make
their own arrangements with
EMT instructors in locating test
sites and conducting examina-
tions, (2) pertorm the administra-
tive tasks involved in EMT certifi-
cation, and (3) maintain status
files on all ENTs within their ju-
nsdictions.

In addition. all matters relat-
ing to the EMT Program. includ-
ing requests tor extension of ENT
certitication and reciprocal certifi-
cation, are now discussed with re-
gional otfice staff.

lhese responsibilities have
been transterred to the regional
ottices by MIEMSS to help reduce
operating costs and increase par-
tictpation by the Regional EMS
Advisory Councils.

The testing coordinators are
making every ettort to use EMT
instructors within their own re-
cions as evaluators.

—Dick Graviel

Charges Mt occur v Andcw colls as a nesuit

I (T

One ot the toremost goals ot
the Research Branch at MIEMSS is
to explain the functional changes
{at the level ot the cell. organ, and
entire svstem) that accompany
shock and to develop new thera-
peutic interventions Dr
Benjamin F. Trump and his col-
leagues, over the past decade,
have been studving the cell’s re-
sponse to shock. Cells taken trom
patients 1n shock (at biopsies, sur-
gical resections, and autopsies)
were examined under the electron
microscope for structural changes
and compared to cells in which
anoxia (absence of oxvgen) had
been produced experimentally.

In order to studyv in detail the
cellular response to anoxia, Dr
Trump has used an experimental
cell model. Anoxta was produced
bv bubbling purified nitrogen
through cells suspended in a li-
quid medium and their response
was monitored under the electron
microscope. Dr. Trump describes
the process of cellular decav tol-
lowing injurv in a series of seven
stages. Structural changes in the
cell’s membrane-bound “organs™
occur atter injury. In the tirst tour
stages, changes are reversible; the
cell can recover if the noxious
agent is removed or supportive
measures are taken. [f anoxia con-
tinues, the cell reaches a “point ot
no return’”’ and the decaving
process become irreversible. Fi-
nally the cell is converted into a
mass of debris and becomes ne-
crotic. (See diagram for progres-
sion of cellular changes.) Data ob-
tained from the experimental cell
model correlates closelv with clin-
ical data obtained from shock pa-
tients and involves several organ

svstems including the liver, kid-
nev, pancreas, heart, and <keletal
muscles

\ scanning electron micro-

scope reveals changes that occur
at the cell surtace as a result ot an-
onia. As indicated in the photo
below, the normal microvilli (fin-
ger-like projections) are replaced
by large Ublek -like protusions
until the entire surtace s smooth
Several groups of investigators
are studving the pathological sig-
niticance of “hleb” tormation. Fol-
lowing temporary anosia or ische-
mia in the kidnev, the normal
brush-like border ot cells 1n the
kidney tubule s eliminated. Large
‘blebs” detach, tow through the
tubules. and mav cause an ob-
struction in more distal regions
This mav be one ot the tactors
contributing to kidnev tailure fre-
quently seen during shock. Simi-
lar events vccur in the capillaries
during anoxia. The swelling and
detachment ot these “blebs” trom
the capillary lining into the micro-
circulation could be severe
enough that. even it the ischemia
were relieved and blood flow re-
stored, certain areas in the micro-
circulation might remain blocked.
The so-called “no reflow’” ettect
would be lethal in obstructed
areas.

Although studies are tar from
complete, Dr. Trump teels conh-
dent in making the following gen-
eralizations: Stages ot cellular
alterations described 1n experi-
mental cell models can be ob-
served in humans. Virtually ail
acute injuries to the cell whether
from toxic chemicals, mechanical
damage. infection, Or anoxia pro-
duce the same sequence of
changes in the cell. In a patient
with isolated head injury or rela-
tively mild shock, changes associ-
ated with the reversible phase are
seen. With severe shock. espe-
cially invalving sepsis. the irre-
versible changes are seen. These
studies also seem to suggest that
anoxia and or ischemia is the kev
mechanism ot cellular damage in
human shock. [t also seems clear
that most patients in shock would
benefit trom breathing oxvgen.
Further studies promise to vield
much more inftormation on the
cellular basis ot human shock

Lunn Rutkamisir

EMS___

MIEMSS Announces
Update” Publication

S ASS announces o ne
tormat tor gquickiy distributing
muedical management dedisions to
the hwld personnel in Marvland

| he Proe-hospatal Medical
Management Update,” printed on
vellow paper tor casy recognition
will be distributed to all EMI S
thers mav obtan copies trom
the MIEMSS Rewional Courdina-
lors

Quuestions rewarding medical
dedisions will be presented to the
recoenzed medical authonty in
the particular tield of mediane
concerned . Both the guestion and
the answer will be pranted o pro-
vide dantication

Answers 1in the LUpdate
should not be construed as imme-
diate changes in pohey pnlln\.nP
the “Lpdate’’” should provide
tresh insights on procedures in
Marviand's emergency care pro-
gram. Anv changed policies and
or protocols will be duly noted

While all yuestions submitted
mav not result in an “Update,”
those having a direct bearing on
emergency care throughout the
state will be answered 1n Update
torm.

Reter vour guestions to Lou
lordan. P.A.. or Ron Schaeter. pa-
ramedical  training  officers,
NMIEMSS, 22 S Greene St.. Balti-
more. MD 21201, (301) 328-78(0

MIEMSS Begins
Psych Bed Registry

In an etfort to expedite the
proper placement ot patients with
psvehiatric emergencies, MIEMSS
has recently undertaken a pro-
gram of maintaining a psvchiatric
bed registry

The registry is maintained by
SYSCOM personnel trom data re-
ceived from medical taclities with
psvchiatric beds. Physicians and
hospital personnel needing to
place a panent, can call SYSCOM
{ 1-800-492-0610) to locate the near-
est avarlable bed

The program is entirely vol-
untaryv. but the response to the
service has been good. Paul Mc-
Clelland. M.D.. head of psvchia-
trv at MIEMSS, hopes to expand
the referral svstem in the future.

Acute psvchiatric emergen-
cies continue to puse problems for
emergency care pru\'lders at all
levels. MIEMSS, through the reg-
istry and special training pro-
grams for police and health per-
sonnel, is attempting to reduce
the problems.

Maryland EMS News
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for Emergency Medical
Services Svstems
22 S. Greene Street

Baltimore, Marviand 21201
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Director: R Adams Cowley, M.D.
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Designer: Jim Faulkner
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MIEMSS, UMBC Offer
EHS Degree Program

Sixtv-eight students at the
University of Marviand Baltimore
County (UMBC) who recently
completed the course “Introduc-
tion to Emergency Health Sen
ices”” have a distinction amonyg
college students—they were the
tirst class in the tirst B.S. program
in emergency health services
(EHS) in the United States

The EHS program was devel-
oped by MIEMSS in collaboration
with UNBC to meet the growing
need tor protessionals in emer
gency medical services svstems
Although more than [0 EMS svs-
tems have spread across the na-
tion, Marvland —with its state-
wide, voluntary svstem that is

1

| £

A Med-Evac pelot ansuvrs tie questions of UNBEC

Helth Sersoes
coordinated by  MIEMSS—
remains a role model and innova-
tive leader in the held.

Dorothy Gordon, R.N
D.N.Sc.. is the director of the
EHS prugram. Dr. Gordon. who
is Director of Education at
MIEMSS, is also on the graduate
faculty of the University of Marv-
land at Baltimore, School of Nurs-
ing, where she teaches a course in
rehabilitation.

[nstructor Jeft Mitchell, who
holds an M.S. in counseling and
clinical psvchology and is a doc-
toral candidate, is the author ot
the recentlv published Emreency
Response to Crists: A Crisis Interven-
tion Guudebook for Emergency Service
Personmel. A tormer paramedic. he
served as a regional coordinator
tor MIEMSS and has instructed
crisis intervention workshops tor
EMTs

Dr. Gordon hopes to add two
fulltime positions to the EHS pro-
gram next vear. In the future,
MIEMSS and UMBC would like to
include master’s and doctoral pro-
grams

As currentlv mapped out. the
program includes six EHS
courses: Introduction to Emer-
gency Health Services, Clinical
Concepts Practice, Emergency
Health Services Theorv and Prac-
tice | and Il, Planning Emergency
Health Svstems, and Emergency
Health Services Practicum (con-

rEm—re— e @ WM |

sisting ot fweld work and an inte
grating seminar), Fhese courses
are incorporated in a curnculum
stressinge science and social s
vnce political scwence

This semester Introduction
to Emergency Health Services ™ s
being ottered to 76 students
Twentv-eight students will be eh-
gible tor certiication as Marviand
emergency moedical techmicians at
ter completing “Clinwal Concepts
Practice Ron White, a para-
medic  trom Anne  Arundel
County

Marviand Fire and Rescue Inst

and instructors trom the

tute are assisting letr Mitchell in
teaching several classes ot the
EMT course

Although the courses ottered
this vear have been electives open
to all students. 235 EHS majors will
be selected bv Mav ror the rall
1951 semester. to be part of the

fass oofF "NY the fiest class to mn
ceive B.S. degrees in emergena
health services

Since the EHS program was
tirst announced last spring, there
have been over 7060 inquiries, with
calls from everv state and Can-
ada, Puerto Rico, Virgin Islands,
and lreland

tered this vear were oversub-

All of the courses of-

scribed betore the end ot pre-
registration. Approvimately 20
percent of the students are di-
rectly involved in EMS; shightly
more than 50 percent are in EMS-
related tields, including hospitals
and communications

Although the EHS program 1s
currently limited to 25 majors, Dr
Gordon anticipates 120 majors
within five vears. The curriculum
would then include three tracks
management ot an EMS svstem
{the track currently oftered); a
technical track tor the paramedic
or EMT; and the education track
on how to develop and teach an
EMS-related
course content

For information on EHS ad-
mission criteria, contact Dr
Dorothy Gordon at the UMBC ot-
fice, (301) 455-3223

curriculum and

-Beveriv Sopp
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Medical Exanuners Board Adopts
Revised CRT Program Standards

New standards tor the Car
Jdiad Kescue Technioan (CK T o
gram have been adopted byt
State Board o1 Medical Frxanuners
iter consultation with CR1 in
structors and the regional medical
diregtors

Fhe revised standards tore ad
mission o the CRI Program state
that applicants must have at least
one vear ol continuous prehospr
tal emergenoy care as a Marviand
vertitied END

tor enrollment

nmuediately prier
Previousiy, held
CANPWUIICTLYe Was Nl -pl'\\!u\f
carly

I he number ot nbulange

runs that an ENT must have

Conterence Scheduled
On Disaster Planning

It i~ estimated that over

250,000 shipments classitied as
hazardous materials move
through the transportation net-
works ot the United States each
Jdav, and according to predictions
such shipments are expected to
double by the end ot this decade
It is recogmized that a single accr-
dent could result in community
catastrophe with extraordinary in-
jurie= and fatalities

l'o assist hospitals in the
management ot all tvpes ot disas-
ters but especiallv those involving
hazardous materials, the Amen-
can Hospital Association (AHA)
ind AMIEMSS are cosponsorning a
pnterence on I ysaster Planninme
and Emergency Preparedness tor
Hospitals. The conterence will be
held at the Baltimore Hilton Ho-
tel. Mav 26-28

Program topics are designed
for hospital administrators, disas-
ter planning coordinators, emer-
gency department nurses and
physicians, satety otticers and en-
gineers. and other personnel who
are responsible tor emergency
preparedness

The major topics include
strategic planning tor all tvpes ot
disasters; management ot the dis-
aster site: external coordination
with public and private commu-
nmity agencies: hospital response to
internal and external disasters
identitication and roles ot local
state. and federal resources: and
compliance with loint Commis
sion on Accreditation ot Hospitals
standards

For more intormation, contact
Mindy Ferber. AHA Division ot

Ambulatory Care, (312) 280-6191
or Bennett McNeal, AHA Division
of Health Facilities and Standards,
(312) 280-6145

To register. contact the Divi-
sion of Education, American Hos-
pital Association, (312) 280-6083

A MSP Med-Exv
L]

wter lards on the campus of the L

er<cty of Md Baltemore County as a demumstration of Marvlami's | VIS franspyrrtafion st

Prolos D Regesion

made durmy the vear precedimg
wdmission to the CRI Program
has been changed trom 3 Lo
1510 This regquiremoent must by
critied in a letter trom the de-
partment chiet

Several ub the skills require
ments tor CRT recertitication have
been changed

In addition to having their
proticiency in administening 1A
solutions evaluated by a CRT in
structor, CRTs must have admin
stered at least tive [V solutions at
the scene ol an emergency or in a
hospital duning the previous vear

However, the demonstration
ot IV skills to a CR1

still unnecessary it a CRT has ad-

nstructor 1s

ministered 20 or more IV solu-
tions at the scene ot an acadent in
the last vear

CRTs are now reguired to
have monitored at ll.‘d“l Hve sus-
pucted cardiac patients with asso-
ated telemetenzation in the pre-
Vvious vear The tormer
requirement was to monitor 10
patients with cardiac arrhvthmias

The new standards reduce
trom six to tive the number ot pa-
tients to whom a CRT must have
administered parenteral drugs in
a vear's time. Alternativelv, CRTs
may have their proficiency in ad-
ministenng parenteral drugs eval-
uated bv a CRT instructor

Incidentallv, CRTs will be
trained to administer a wider
range ot drugs than thev were al-
lowved to wive in the past. The ap-
proved list of medicabions now in-
cludes Narcan, morphine, calcium
chlonde, calcium gluconate, and
nitroglvcerine

The new requirements in-
crease from three to five the num-
ber ot times that CRTs must have
inserted esophageal obturator air-
wavs in patients duning the pre-
ceding vear. Demonstration of
this skill to a CRT instructor may
ur may not be required in addi-
tion to the held expenence

Finallv, CRTs must have used
medical antishock trousers on at
least five patients in the previous
vear, tour more than the number
tormerly required

The new continuing educa-
tion requirements for CRT recerti-
nication specity tor the tirst time
the number ot hours that CRTs
must spend learning about new
developments in their tield

Case reviews and continuing
vducation were required previ-
but now CRTs must com-
plete tour hours of local case re-

ousiy

views and 12 hours of continuing
education classes each vear

In addition, CRTs must suc-
cesstully complete at least four
hours ot CRT skills workshops
every vear. This requirement can
no longer be used to satisty the
continuing education require-
ment

Copies of the curncula tor the

continuing education programs

and skills workshops must be
submitted to NIEMSS two weeks
n advance tor review and ap-
proval

\ copy ot the <tandards ot
the CRT Program mayv be ob-
tained trom the regional coordina-
tors 'y




Councils, Citizens Honored during EMS Week

Four outstanding Marviand
citizens and the tive regional EMS
councils in Marviand were hon
vred at the statewide awards ban-
quet, which was the highlight ot
the Marviand “Emergency Medi-
cal Services Week celebrated
last November 16-22

This special week was pro-
claimed by Harry
Hughes to recognize the state's
EMS which has

worldwide precedents in emer

Governor

svstem set
gency care standards

Donald Holmes
lance attendant tor the Bel Air

an ambu-

R Adams Cowdev. M.D . and Gorerer Harry
Heughes worth the Gotvernor s Proclamation on
EMS Werk

] »

Statererde EMS Wk Banguet

Volunteer Fire Company
lauded tor his efforts as an EMS
provider and instructor

He has served as lieutenant
and captain of the Bel Air com-
panv, ot which he has been a
member tor 28 vears. Dunng that
time, he has participated in all
levels ot traiming tor ambulance
attendants. He became a CRT in-
structor in 1977. In accepting his
award. Mr. Holmes said

‘Twentv-eight
when we picked up a heart attack
patient. all we could do was pray
Now we can monitor them, treat
them with sophisticated drugs,
and detibnllate them it necessary

and then we prav.”

Mark A. Krieger, Jr.,
dent and chairman of the Board ot
Directors of the John D
Printing Company
his outstanding services over
past three vears in helping to edu-
cate Marvianders about the care
rendered to cnticallv ill and in-
jured patients in this state

He has donated his time. as
well as the resources of the com-
pany he heads, tor the betterment
of the Marviand EMS svstem

\Marv Beth Michos, captain of
the Montgomery County Fire and

wds

vears ago

presi-

Lucas
was cited tor
the

Rescue Service, was also singled
out tor her exemplary work as an

EMNIS pronvider and instructor

Captain Michos
nurse

a registered
worked closely with the
Montgomery County Heart Asso-

ciation in procunng Marviand's

tirst mobile coronary care unit
the “Heart Mobile
Presentlv, Captain Michos

monitors the Montgomery
County CRT program. while she
continues to train students who
want to become CRTs. As 0 mem-
ber ot the Region VEMS Advi
sory Counail
establhish

vrams in other arcas

she has worked to

stmilar training pro-

Helen Stemier, supervisor of
health and physical education tor
school svs
CPR

voung

the Hartord County

tem, was saluted tor the

classes she conducts tor
people and the disabled
Ms. Stemler helped start CI'R
instruction in the Hartord County
schools 1n 1975 Since then, she
has trained more than 15.(4X) stu-
dents in CPR. As a result ot her
influence, certification in CPR has
been made a requirement tor
graduation in Hartord County
and other school svstems have
implemented similar programs
Although the primaryv vbjec-

tive of Ms. Stemler's CPR instruc-
hon 1s to teach a skill, Ms, Stemler
also helps her students under-
stand the EMS svstem as citizens
consumers and participants

Marviand’'s regional EMS
councils were also lauded tor therir
past accomplishments

The Region [ Council has
helped establish a 9-1-1 emer-
gency telephone service and tour
new ambulance stations. Under
the Counal’s guidance, all ambu-
lances have been brought up to
basic-life-support standards ot
equipment and personnel, and 66
percent of those ambulances meet
advanced-life-support require-
ments

The Region Il Council has im-
proved emergency medical care
by working to upgrade training
and equipment and developing
CPR programs for school children
and the general public

With the help of the Counacll,
the Washington County Hospital
was able to meet the requirements
for designation as an areawide
trauma center

The Region (Il Council pio-
neered in the establishment ot a
cohesive EMS svstem. [t was the
first to complete a medical com-
munications network, and to pro-
vide advanced-lite-support capa-
bality

With over halt ot Marviand's
population and hospitals in Re
1
with many complex 1ssues
Council’s credit
become a

gion the Council has dealt
To the
Region I has

national model tor

emergency care

Vdam= Condew. M D Darvctior ot
MHEAISS amd Arthur Aevte M Y Seoretary
i the Bosrd o Modnoa Tl TS

The Region IV Council has
significantlyv improved emergency
medical care bv upgrading ambu-
lance services to the advanced-
lite-support level
sisted the Peninsula General
Hospital Medical Center in meet-
ing the

The Council as-

requnvmr.‘nls or an

arvawide trauma center

Moed-Evae

and
establishing helivopaer
LS AN N

It has alsa helped the hospita
start training programs for ENITS
and CRTs. In addition, the Coun
il has strengthened CPR training
programs, and has sponsored nu-
merous conhinuing education pro-
grams tor nurses and phvsiaans

The Regron V Council estab-
hshed Marviand's first 9-1-1 emer

gency telephone service, and

helped Suburban Hospital

Prince

and

George

s Leneral Hospital
and Medical Center become des
the

areawide trauma centers
In addition

ignated IS state s hirst
Montgomery
was the tirst county n
Marviand to train both volunteer

County

and career ambulance attendants
as cardiac rescue technicians
Charles Countyv, with its all vol-
unteer ambulance service, has im-
plemented a two-tiered svstem tor
responding to medical emergen-
cies, which has become a national
maodel tor advanced-life-support
service in a rural area

EMS Week 1981 is scheduled
tor October 11-17

Neuro-Trauma Center Treats
Severe Head, Spinal Injuries

lhe Neuro-Trauma Center 1s
wwest spectalty
vlars
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reterral cen-
ind’s Emergency
VIes Svstem

W\ hen tully operational. the
Center, located at MIEMSS

house 19 beds— 14 ICL and criti-

will

cal care beds and 5 intermediate

vare beds. "atients with neurosur-

cical inpurnes are transported to
the Neuro-Trauma Center directhy
trom the acaident scene or trans-
terred trom a hospital that does
not have the sophisticated equip-
ment or statt support to handle
severe head and spinal injuries
Multiple trauma patients continue
te be transported to the trauma
center best quahitied to care tor
'ht,‘ ;‘(lflr'nr S primary injuries
Thomas B. Ducker. M D

FACS, is chiet ot neurosurgery
and the medical director ol the
Center. The clinical director 1s
Thomas G. Saul, M.D. Dr. Ducker
1s a staft neurosurgeon at
MIEMSS and protessor and head
of neurosurgery at the University
of Marviand Hospital. Dr. Saul is
also a staff neurosurgeon at
MIEMSS and instructor in neuro-
surgery at the University of Mary-
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Servry head and spoal Cord amrienes are

land Hospital. Roberto Bellegarn-
gue, M.D.. is the neurotrauma tel-
low at the Center

Nursing care 15 supenvised by
Debbie Dang, RN, clinical spe-
cialist. who has worked in the
MIEMSS Shock Trauma Center
tor six vears and also has expen-
psvchiatric
nurse, community health nurse
discharge planner, and primanry
nurse. Sandv Johnson, RN is
assuciate nursing supervisor
[n the Neuro-Trauma Center
comphlicated and intricate
management ot head and spinal

ence as a liaison

the

injuries 1s conducted by phvsi-
clans and nurses who speciahize
in the care of these injunies. This
specialization and the expenence
gained in treating only neuro-
trauma patients fosters the high-
est quality ot care lor neuro-
trauma patients

Most patients are admuitted to
the Neuro-Trauma Center as the
tratfic. gunshot
and industnal acadents. Approxi-
mately 60 percent ot all Shock
Trauma admissions have some
tvpe of neuro-trauma involve-
ment

result of diving,
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MIEMSS around the State

ALS in Region V

Calvert and St. Mary’s coun-
ties are developing advanced life
support (ALS) programs. Both
counties are modeling their ALS
programs on Charles County’s,
which services a predominately
rural community. Charles
Countv’s ALS program utilizes
medic units (station wagons) that
do not transport patients (a basic
life support unit transports the
patient, thereby freeing the para-
medic to respond to other calls).
Unlike Charles County, however,
Calvert and St. Mary’'s will have
career paramedic programs based
at Calvert Memorial Hospital.

Region IV New Address

The new address for the Re-
gion [V (Eastern Shore) Office is:
331 Aurora Street
P.O. Box 536
Easton, MD 21601
Their office phone number re-
mains the same at (301) 822-1799.

National Registry for EMTs

A Maryland-certified EMT is
eligible for reciprocity certification
with the National Registry for
EMTs for one vear extending from
the date of his/her successful com-
pletion of the Maryland written
and practical exam. Candidates
will be required to take only the
written exam of the Registry.

Region I Funding

Region [ is applying for
1204-2 funding—the second year
of advanced life support fund-
ing—from the Department of

Health and Human Services.

Region I Trauma Center

Memorial Hospital in Cum-
berland has been designated as
the areawide trauma center for
Region I, comprising Allegany
and Garrett counties. George
Simons, M.D., is medical director.
Training sessions for ambulance
personnel on revised triage proce-
dures are currently underway,
and Memorial Hospital is address-
ing protocols and staffing needs
to prepare for the start-up date,
scheduled for July.

PGGH Trauma Center

Plans for Prince George's
General Hospital include reloca-
tion of its helipad adjacent to the
emergency department and a re-
location and renovation of its
trauma admitting area.

Best Wishes

MIEMSS extends wishes for a
speedy recovery to Wayne Parks,
an EMT instructor from Delmar,
MD, who is recuperating at Pe-
ninsula General Hospital.

Lost Ambulance Equipment

MIEMSS would like to re-
mind all Maryland fire and rescue
or ambulance companies to
clearly mark any equipment that
accompanies patients brought to
areawide trauma centers or spe-
cialty referral centers so it can be
returned.

The Shock Trauma Center at
the University of Maryland alone
has accumulated over 30 pieces of
equipment including pillows,
blankets, backboards, cervical col-
lars, and esophageal obturator air-
ways with no identification. This
equipment can be claimed by call-
ing your regional coordinator.

MIEMSS ‘Smoke Team’ Response

ATTENTION: Baltimore City and
Baltimore, Anne Arundel, and
Howard counties. The MIEMSS
“Smoke Team' has temporarily
discontinued responding to fires in
your areas, due to modifications
that are required for the carbon
monoxide analyzer that is being
tested. Completion of the
modifications is scheduled
tentatively for October. At that
time the MIEMSS “Smoke Team"
will resume responding to fires for
the carbon monoxide analyzer
study. The “Smoke Team’” thanks
you for your cooperation.




	April 1981 V7 N2 P1
	April 1981 V7 N2 P1a
	April 1981 V7 N2 P2
	April 1981 V7 N2 P3
	April 1981 V7 N2 P4
	April 1981 V7 N2 P5
	April 1981 V7 N2 P6
	April 1981 V7 N2 P7
	April 1981 V7 N2 P8

