
STATE EMS COMMITTEE MEETING
March 25, 2014 MEETING

801.538.2333
GARCIA and LOVE

1 (Pages 1 to 4)

STATE EMS COMMITTEE MEETING
MARCH 25, 2014

2:30 P.M.

LOCATION: VIRIDIAN EVENT CENTER
8030 S. 1825 WEST
ROOM -VIRIDIAN B
WEST JORDAN, UTAH

REPORTER: SUSAN S. SPROUSE

Page 2

A P P E A R A N C E S

Kris Kemp

Jolene Whitney

Suzanne Barton

Jay Dee Downs

Jeri Johnson

Jason Nichol

Mike Mathieu

Mark Adams

Bob Grow

Russell Bradley

Bob Jex

Hallie Keller

Dr. Peter Taillac

Shari Hunsaker

Laconna Davis

Brett Kay

Michael Moffitt

Page 3

1 March 25, 2014 2:30 p.m.
2 * * *
3 KRIS KEMP: Okay. If we can have you take your
4 seats. We will begin the state EMS committee. As we call
5 to order today's meeting, you should all have an
6 opportunity to have reviewed the minutes and the agenda
7 for today. We'll start by an introduction of the
8 committee members and individual guests throughout the
9 meeting facility here. Jay, do you want to start?

10 JAY DEE DOWN: What?
11 KRIS KEMP: Introduce yourself.
12 JAY DEE DOWNS: Jay Downs with Cache County.
13 That's it.
14 JOLENE WHITNEY: Oh, and make sure you speak up
15 so our recorder can hear you.
16 JAY DEE DOWNS: The tinker lady.
17 JOLENE WHITNEY: And -- and if you don't have a
18 name tag, anybody who is going to speak, needs to be able
19 to be recognized by the chair and identify yourself.
20 JERI JOHNSON: Jeri Johnson, I'm with Wayne
21 County EMS.
22 JASON NICHOLL: Jason Nicholl, I'm the paramedic
23 rep.
24 MIKE MATHIEU: Mike Mathieu, fire chief rep.
25 MARK ADAMS: Mark Adams, hospital rep.
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1 BOB GROW: Bob Grow from ER doctor medical
2 director rep.
3 RUSSELL BRADLEY: Russel Bradley, Tooele County
4 position rural rep.
5 DR. PETER TAILLAC: You got to say that like
6 this, rural rep. Peter Taillac, Bureau of EMS.
7 LACONNA DAVIS: Laconna Davis, Department of
8 Public Safety.
9 BRETT KAY: Brett Kay, hospital rep.

10 MICHAEL MOFFITT: Mike Moffitt, public --
11 private provider rep.
12 JOLENE WHITNEY: Jolene Whitney, Bureau of EMS
13 and Preparedness.
14 KRIS KEMP: Chris Kemp, chair of this EMS
15 committee.
16 SUZANNE BARTON: Suzanne Barton, Bureau of EMS
17 and Preparedness.
18 KRIS KEMP: Okay. Announcement of
19 reappointments. We have a list of people that have been
20 reappointed to the committee from the Governor. We'll
21 just go through this list. They've already been -- had
22 their reappointment go through. Myself, Chris Kemp,
23 Margie Swenson, Laconna Davis, Robert Grow, Jeri Johnson,
24 Michael Moffitt, Jason Nicholl and Tom White have all been
25 reappointed.
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1 We'll move into the approval of the minutes
2 which you should have all access to. I will entertain a
3 motion and second for approval.
4 RUSSELL BRADLEY: So move.
5 MICHAEL MOFFITT: Second.
6 KRIS KEMP: The motion is seconded. All in
7 favor say aye.
8 COLLECTIVELY: Aye.
9 KRIS KEMP: Any opposed? Any abstained? All

10 right. Motion carries for approval of the minutes.
11 Next item on the agenda for action items is
12 Davis County Pilot Program Closure, which was tabled from
13 2/3 of '14. Dr. Mark Oraskovich and Jason Cook, do you
14 have something to present to us?
15 DR. PETER TAILLAC: Mr. Chair, if you don't
16 mind, may I introduce the -- the topic?
17 KRIS KEMP: Please.
18 DR. PETER TAILLAC: I'll talk loud if that's
19 okay.
20 So at the last meeting, the folks doing the
21 Davis County advanced airway medic pilot project gave a
22 two-year report, very detailed and it's gone very well --
23 knock on wood. And we asked them about the possibility at
24 that time of expanding another year in the project in
25 order to potentially expand the age groups, actually to
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1 lower a little bit into the pediatric age group, and to
2 potentially use some alternate medications. Because of
3 those considerations the -- the committee decided to table
4 this and readdress it at this meeting.
5 So in the meantime, I wanted to fill the group
6 in on the meantime, Jolene and I met initially and then
7 brought in Dr. Oraskovich and his team to discuss another
8 approach that I hope meets the approval of the committee.
9 The other approach is, they have done what their

10 initial pilot project scoped out to do and it went two
11 years, and it had 57 or something intubations. And in the
12 two years using RSI, it went very well. As we discussed
13 it, we realized what we're asking them to do is sort of
14 another pilot project really.
15 So it's -- it was essentially the Bureau's
16 recommendation to them, and they have agreed that we, the
17 group committee, consider closing the first pilot project
18 and calling it done and completed successfully, and then
19 allow them to open a new one-year pilot project to get
20 some more experience utilizing the younger age group which
21 Dr. Oraskovich will talk about and the different
22 medications he'll talk about. So that's sort of the
23 change from what we did before and our recommendation as a
24 Bureau for the group to consider.
25 Mark, can you take it from there?
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1 MARK ORASKOVICH: Well, thank you for allowing
2 me the opportunity to come before you once again and talk
3 about our RSI project that we've been doing up in Davis
4 County. Jason Cook, who is my right-hand man, is not
5 going to be able to make it today. He had a family
6 emergency that came up, so I am going solo, so please bear
7 with me.
8 In terms of our original pilot project, in
9 discussions we've had with Peter and with what Peter just

10 summarized, we are now in the process of submitting our
11 formal variance for that. That would include our
12 operating protocol, our department policy, our medical
13 information sheets, and that's all in the process right
14 now and should be completed really soon. We're going to
15 continue the protocol and the policies as we had set them
16 forth, really with no changes in terms of how we collect
17 data or what we're looking at, our QA, our oversight, our
18 training, everything will remain the same.
19 This new pilot project, which is why I'm before
20 you today, is to look at the addition of two new
21 medications, rocuronium and ketamine, and an extension of
22 our age criteria down to age eight, and I'll talk more
23 about that.
24 Our thought was is we would do this again for a
25 two-year period. Really for two reasons. I think our
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1 numbers are not huge and the timeframe allows us to have
2 more data. And even in a two-year period, I don't know
3 what our pediatric numbers will be in the age group from
4 eight to 16. I think time will help us there.
5 We will collect the same data that we've been
6 collecting all along, and if there's anything this
7 committee would like to look at in addition to that, I'm
8 open to suggestions.
9 In terms of an implementation date, we've tossed

10 out the number of June 6th, or the date of June 6.
11 July 1st -- I mean, June 1st not June 6th. June 1st.
12 July 1st would work as well, but again, I'm open to
13 suggestions on that.
14 In terms of specifics, the medications we're
15 looking at, the main one I think that deserves talking
16 about is rocuronium. For those ER physicians in the room,
17 I think most are very familiar with this medication in
18 terms of comparing it to succinylcholine. Dosing is very
19 similar. We were proposing a dose of 1 milligram per
20 kilogram. Onset is 45 to 60 seconds, which is a little
21 longer than succinylcholine. If we went up to
22 1.2 milligrams per kilogram, we could probably bring that
23 onset of action down to 60 seconds -- or to 45 seconds
24 from 60, so you can shorten it with a little higher dose.
25 I chose one because I thought it was simple and easy to
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1 remember.
2 Duration of action 30 to 60 minutes. Ketamine
3 is the natural induction agent you use when you use
4 rocuronium. If you use etomidate, the trouble you get
5 into is etomidate is much shorter acting. Rocuronium
6 lasts longer. You don't want to have a patient who's
7 paralyzed and not sedated.
8 So ketamine matches up with rocuronium well. We
9 were proposing a dose of 1.5 milligrams per kilogram.

10 Onset again, 45 to 60 seconds. Duration is similar to
11 about 20 minutes. And those would be used together. If
12 you choose rocuronium, you use ketamine. If you choose
13 succinylcholine, you use etomidate.
14 The second part of this pilot project was to
15 extend our age criteria. As it stands now, we're 16 and
16 older for the age that we identified for patients eligible
17 for RSI. With this new pilot project, we elicited the
18 input of Primary Children's and Hallie Keller, as to what
19 age group they felt would be safe and appropriate to go
20 down to. And there was discussion of the age of 12, age
21 of 10, age of eight. And the feedback we've received from
22 Primary and Dr. Keller is that eight would be an
23 acceptable age group to go down to. And in our earlier
24 discussions, that was the lowest we would have ever
25 considered as well. I think when you get below that age
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1 you're truly into a very different airway. And I don't
2 think the literature supports that we ought to be going
3 into the RSI realm below age eight. So we've chosen eight
4 and again I'm open to feedback on that.
5 To implement this will require intensive
6 training on the meds, but even more intensive training on
7 the pediatric aspects. All of our medics are familiar
8 with pediatric airway; they're trained in pediatric
9 airway. But to implement this we would do a full one day

10 course similar to what we did when we started the pilot
11 project, where we bring in pediatrics staff from Primary;
12 we'll hold lectures for a third, two-thirds of the day;
13 we'll do on-hands training, and then we'll also do testing
14 for all the members of the airway team, as we did when we
15 did our original project.
16 So why are we doing this? The need I think to
17 go down to a lower age limit is there. I think the
18 numbers are small. I think these would primarily be
19 trauma patients. In terms of management of a 10-year-old
20 airway versus a 16-year-old, there are differences, but I
21 would say the differences are small compared to intubating
22 an infant or a toddler. And so I don't think the
23 educational component is an obstacle to take this down to
24 age eight, and I think we have something to offer that is
25 safe and effective in bringing down to that age group and
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1 with the support of Primary, I'd like to proceed on that.
2 In terms of the medications, there's been a lot
3 of discussion and we've elicited a lot of feedback from
4 our docs up in Davis County that we bring our patients to,
5 and we've listened to their feedback. The thought on
6 including rocuronium and succinylcholine -- rocuronium and
7 ketamine is that it gives us an option, and it will be up
8 to the medics which med they choose. There are very
9 specific contraindications to succinylcholine, very few if

10 any to rocuronium. I think in terms of what we're seeing
11 in the emergency medical environment, we're seeing a slow
12 evolution of the standard of care where rocuronium once
13 was not a routine med, it's now gained acceptance as a med
14 that many ER docs go to as their No. 1 choice. And so I
15 feel we're staying with the current standard of care.
16 There are studies on this that show intubating
17 conditions are the same between the two medications.
18 There's some studies that show that rocuronium actually
19 protects you from desaturations to a very small degree,
20 thought to be due to the lack of fasciculations that the
21 patient undergoes, the less oxygen requirement to feed
22 those fasciculations. And I think the old argument that
23 I'm going to use succinylcholine because it's going to
24 wear off and if I got in trouble, it's going to wear off
25 and I can then let this patient breathe again, does not
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1 hold enough water or doesn't hold evidence to really
2 support it. There's a lot of studies that tell us that
3 they've done studies where they've paralyzed patients, and
4 as the succinylcholine wears off, they've tried to see
5 what their saturations do. And they've proven that
6 critical desaturations occur well before succinylcholine
7 is worn off to the degree you need it to. And I would
8 dare say that you still have a patient who is in dire
9 straights who needs an airway. And you want to give

10 yourself the best intubating chance possible. So use the
11 medication that gives you the best timeframe to secure
12 that airway, and so I -- I do favor the use of rocuronium.
13 I'm not one who used it routinely in my practice. I would
14 say I've adopted it in the last 4 to 5 years, and I use it
15 fairly routinely now.
16 In terms of questions I think I'd like to pose
17 to this committee, are you satisfied with the doses I've
18 chosen for ketamine, for rocuronium? Is there any
19 feedback you have? Implementation date would, I think, be
20 another thing to discuss. And any other comment on the
21 age criteria and whether we should choose one drug over
22 another when working in the pediatric population. So I'd
23 welcome any feedback from you. Any questions from you at
24 this point?
25 KRIS KEMP: Questions from the committee? Mike.
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1 MIKE MATHIEU: From a process standpoint, we did
2 a two-year study and to me at the conclusion of that
3 two-year period there should be a results of that study.
4 Have the results --
5 DR. PETER TAILLAC: That was last meeting.
6 JOLENE WHITNEY: They presented the results on
7 the --
8 MARK ORASKOVICH: We did present a 20-minute
9 slide slow and summary of our results from that last

10 night. I can certainly get you a copy of those --
11 DR. PETER TAILLAC: Which is why we come on
12 thinking of it later thought this was the closure point
13 really?
14 MIKE MATHIEU: This is kind of a continuum, but
15 you're just adding some elements of it and then back at
16 the end of the period and --
17 MARK ORASKOVICH: And in the discussions with
18 Peter, the thought is that since we are first agency to be
19 doing this in Utah, there's some benefit in doing these
20 new medications as a pilot project, because it provides
21 data that we are required to bring back to the state to
22 present to this committee that can hopefully aid other
23 agencies who might be looking at instituting an RSI
24 program down the road or in the future. And -- and so I
25 think it -- it -- it just helps with that. We're not
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1 reinventing the wheel. There's enough research out there,
2 we're not trying to replicate that. We're just trying to
3 provide some data from our experience that the state can
4 hold onto and use when they look at other agencies.
5 KRIS KEMP: Other questions from the committee?
6 I have two. You're using a GlideScope, correct?
7 MARK ORASKOVICH: Correct.
8 KRIS KEMP: Any equipment modifications for the
9 smaller airways of an eight-year-old?

10 MARK ORASKOVICH: We would include the blades
11 for the pediatric, and I think we have now a four and a
12 three and I would have to talk with Jason in terms of the
13 sizes, but I think we would include the two and the one.
14 We would have the full complement, not only of the
15 GlideScope blades but the rescue airway, the King LT, as
16 well and LMAs.
17 So with Layton Fire, and Cory can speak from the
18 Sheriff's Office, we carry as our backup devices simple
19 things like bougie, but also all the LMA sizes for the
20 patients we're caring for, King LT airways, air tracts and
21 some lidastell and ladson and other devices as well in
22 addition to a prep kit.
23 KRIS KEMP: Okay. And any thoughts of
24 neostigmine as a reversal agent for rocuronium? Training?
25 MARK ORASKOVICH: There should have been --
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1 that's -- I'm not familiar with the neostigmine as a
2 reversal agent for roc. I'm familiar with sugammadex, but
3 I'm not sure we have approval in the US. to use that yet.
4 KRIS KEMP: Neostigmine?
5 MARK ORASKOVICH: No, the sugammadex. But I
6 haven't used neostigmine as a reversal.
7 KRIS KEMP: Yeah. It's just a thought. It is
8 used as a reversal agent in operating room settings for
9 the moderate sedation, anesthesia and paralytic of choice

10 for shorter procedures, but not longer than what sux would
11 allow. And so, I mean, obviously we all hear the
12 discomfort gastrointestinally that the neostigmine may
13 cause, but generally it's given quite a bit in the
14 operating room setting so that might be something we could
15 consider, especially if you're potentially giving
16 something that's a longer acting agent than sux, where
17 there is no reversal other than time itself, that might be
18 a possibility.
19 MARK ORASKOVICH: There are quite a few studies
20 in the international literature on the use of sugammadex,
21 the reversal agent specific for rocuronium, where they've
22 done studies mainly in the operating room setting and
23 using that medication and seeing in a critical airway
24 situation when you can't intubate, can't ventilate, how
25 long does it take to effectively administer the reversal
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1 agent and have the patient wake up and stop breathing.
2 And even in a practice setting, it's hard to get that
3 timeframe down low enough before critical desaturations
4 are occurring.
5 So a big component of what we are going to
6 emphasize and we've done this all along with this program
7 is choice of airway, choice of airway, choice of airway.
8 We should not be doing RSI in the field if this patient is
9 a difficult airway, that gets deferred to the ER setting.

10 So if we're making the right decisions beforehand, we
11 shouldn't be getting into that situation.
12 No. 2, training. Intensive ongoing, initial
13 follow-up training so that when we do experience an airway
14 where we're having difficulty establishing ET tube, we're
15 going into our backup plan, B, C, D, and those are
16 outlined in every case.
17 Jason is pushing forward with an airway
18 checklist. In fact, he's put together some videos on this
19 and it's gained some national attention. And it's
20 essentially one of the medics, we usually have several on
21 hand at an RSI case. One of the medics sits there with
22 the checklist in-hand and goes through one by one, what's
23 your airway plan, what's your back up, do you have your
24 equipment set out, and goes through that checklist.
25 I mean, I don't know if there's any fans of a
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1 tool go on the way in here, but his whole mantra with his
2 book checklist manifesto is having a checklist for
3 medicine prevents errors. And so we're kind of trying to
4 move into a model where we employ that in every one of our
5 intubations.
6 But I will certainly do a little more research
7 on the neostigmine and consider that. Thanks, Kris.
8 KRIS KEMP: Any other questions, suggestions,
9 concerns? Hallie, do you want to chime in on this?

10 HALLIE KELLER: I'm sorry. I apologize for
11 being late. And I missed -- I missed the rest, maybe we
12 can talk later, so I apologize. But I was just getting
13 caught up by Peter here. So it sounds like -- it sounds
14 like it was reasonable and my question was, you know,
15 pediatric education, in terms of educating on the airways
16 and he said you would address that as well.
17 MARK ORASKOVICH: We would like to bring you in
18 specifically.
19 HALLIE KELLER: You'd what?
20 MARK ORASKOVICH: We'd like to bring you in if
21 you are available.
22 HALLIE KELLER: Great, I would like to.
23 MARK ORASKOVICH: We would like some staff from
24 Primary. We will be doing another intensive airway
25 training session that will be an eight to four for the
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1 crews that will include didachic lectures, on-hands
2 training and testing and that will be both written and
3 clinical. And then I'm -- I or Danny are the two
4 physicians who sign off essentially on each member of the
5 team.
6 HALLIE KELLER: Sure.
7 MARK ORASKOVICH: Now I would ask you too,
8 Hallie, I chose a dose of ketamine 1.5. In the
9 literature, pediatric dose is often pushed up to

10 2-milligrams per kilogram on ketamine, and I chose a dose
11 of 1 milligram per kilogram of rocuronium. What's your
12 thought?
13 HALLIE KELLER: Right. I agree with the 1
14 milligram on rocuronium. And with ketamine, yeah, there's
15 -- there's -- it's very over literature. I think most of
16 us start with 1, one-and-a-half and go up, so I think
17 one-and-a-half is very reasonable. I've seen people do
18 two. But I think at least the way we practice at Primary,
19 it's usually one to one-and-a-half, so that's reasonable.
20 You may of to use more, that's -- it's -- it's hard to
21 know. I think one-and-a-half is a good starting place.
22 KRIS KEMP: Great. Thank you.
23 MARK ORASKOVICH: And one other question I think
24 I would have for you Hallie. In the age group of eight,
25 eight to 16, do you have a preference on succinylcholine
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1 versus rocuronium there, I mean --
2 HALLIE KELLER: Yeah, I think roc's great. I
3 mean, you look at the literature and Rob Ryan's lectures
4 and that's what we use in the emergency department. I
5 know that's not traditionally what EMS has used. I've
6 actually been pushing more for the rocuronium. I don't
7 know that there's any -- yeah, I -- I lean towards roc.
8 That's what you've been using with your adult patients,
9 correct?

10 MARK ORASKOVICH: Correct. And I would say
11 perhaps --
12 HALLIE KELLER: What are you using in your
13 department?
14 DR. PETER TAILLAC: Sux.
15 MARK ORASKOVICH: For adult in the ER, I would
16 say that we're about 50/50 on ketamine in terms of roc
17 versus sux. In the field on our adult patients we've only
18 been approved for succinylcholine. This project will
19 introduce rocuronium.
20 HALLIE KELLER: Oh, I see what you are saying.
21 Yeah, we use -- I'd say most of us use 98 percent roc, in
22 the ER. Every now and then there's a reason that we would
23 use succinylcholine, but not very often. And looking at
24 the literature, I'm not sure -- I'm not sure it's worth it
25 for sux in EMS. But I know that's what's traditionally
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1 been used. In fact, transport services -- in fact,
2 Life-Flight is using sux.
3 MARK ORASKOVICH: If sux were used, my take on
4 the literature is that there really isn't much of a roll
5 for atropine, and you certainly wouldn't see a role in
6 that age group eight and above.
7 HALLIE KELLER: Not for that age group,
8 absolutely. But we still use atropin for five and
9 under --

10 MARK ORASKOVICH: Do you routinely?
11 HALLIE KELLER: -- when you're using rocuronium,
12 absolutely.
13 MARK ORASKOVICH: With sux?
14 HALLIE KELLER: Yeah, atropine, no matter who
15 you intubate five and under.
16 MARK ORASKOVICH: With sux or with roc? I'm
17 sorry.
18 HALLIE KELLER: With rocuronium, sorry.
19 MARK ORASKOVICH: With rocuronium. You're using
20 it with that too. Okay.
21 KRIS KEMP: Jason?
22 JASON NICHOLL: I'm sorry, but it seems like we
23 may have a cart before the horse. This conversation
24 probably should have taken place before.
25 HALLIE KELLER: I -- I agree.
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1 JASON NICHOLL: And I mean, this is and
2 opportunity for us to ask you questions, Dr. Oraskovich,
3 not the other way.
4 HALLIE KELLER: Well, and to his benefit he
5 actually did try to get ahold of me and I apologize, my
6 colleagues in ICU at IHC and so it's really been crazy and
7 stuff.
8 JASON NICHOLL: I get it. I just -- I just
9 thing that given that information --

10 HALLIE KELLER: Sure. We can have this
11 discussion later.
12 JASON NICHOLL: -- and I would like to ask what
13 were the results from the last meeting, I mean, I missed
14 one meeting in four years. I would like those results
15 sent because I never had them emailed out and I just -- to
16 me it feels like this is a little bit faster than what I
17 would feel comfortable with, especially given the dialogue
18 of this -- these questions should be answered before.
19 MARK ORASKOVICH: I'm sorry you feel that way.
20 JASON NICHOLL: I do. I'm just -- I'm just
21 voicing my --
22 MARK ORASKOVICH: I'm just looking for input
23 from the committee.
24 JASON NICHOLL: Sure. I understand.
25 MARK ORASKOVICH: I think if we are doing a
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1 pilot project, you should have some say in how it's done.
2 JASON NICHOLL: I agree.
3 HALLIE KELLER: And I agree, the details can be
4 discussed outside, and that was attempted and it was kind
5 of my fault that it wasn't. So I apologize for that.
6 JASON NICHOLL: It wasn't anyone's fault, I'm
7 just voicing my concern that I think maybe a little bit
8 more consideration before we vote on it again.
9 KRIS KEMP: Peter, as you've done your review of

10 the results of the past project and the evaluation of this
11 proposed project, with those thoughts, and taking into
12 account Jason's concerns as well, what are your thoughts
13 moving forward?
14 DR. PETER TAILLAC: I've been particularly very
15 close to this project all along. So my perspective is
16 different. I fully understand if you didn't see the
17 presentation last time, the closure, but to summarize it,
18 the 57 or so intubations within the two years were
19 flawless, I mean, in a nutshell, it came out very well.
20 So I am very comfortable with essentially, now, with what
21 they're requesting is to close the pilot project, so I
22 think that would be one vote. And two, to reopen, open a
23 second pilot project doing everything exactly the same
24 with the exception of using rocuronium, and then dropping
25 the age limit to eight essentially.
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1 JASON NICHOLL: How many kids do you remember
2 did you have?
3 DR. PETER TAILLAC: At 16.
4 JASON NICHOLL: At the age category?
5 HALLIE KELLER: Not many.
6 DR. PETER TAILLAC: I think it was one or two.
7 Two or three. So to answer your question directly, I'm
8 very comfortable with this, because they're doing
9 everything they've been doing for two years with the

10 slight changes of the age and the drugs, which as clinical
11 providers we're all -- I think most of us are pretty
12 comfortable.
13 Bob, you expressed some concern about the roc
14 before. Do you want to express those now or are you
15 comfortable with it?
16 BOB GROW: I've had my say in several forums, so
17 I'm good with the program.
18 DR. PETER TAILLAC: You're good? Okay.
19 MARK ORASKOVICH: Peter, to answer your question
20 we have an 18 year old, 16 year, 16 year old and two 20
21 year olds.
22 DR. PETER TAILLAC: Okay. So knowing the track
23 record and most important to me the quality of the
24 oversight of this project has been extraordinary. Every
25 single case is immediately reviewed by the review officer,
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1 by Mark, and I get it on my cell phone to review as well,
2 immediately after. So there's been a really lot of
3 attention to this. They've been operating under a
4 microscope and done a fine job. So I'm again very close
5 to it; I'm very comfortable with this second phase.
6 KRIS KEMP: Any further questions?
7 First action item would be a proposal or a
8 motion to close the initial pilot project, or any other
9 further discussion about the initial pilot project?

10 MIKE MATHIEU: So move.
11 KRIS KEMP: We have a motion.
12 MARK ADAMS: Second.
13 KRIS KEMP: A Second. All in favor to close the
14 initial pilot project say aye.
15 COLLECTIVELY: Aye.
16 KRIS KEMP: All -- all opposed? And any
17 abstained? All right, thank you.
18 And then as far as the initiation of this
19 continuum of the pilot, the second pilot, lowering the age
20 as outlined and including the ketamine and rocuronium, as
21 discussed by Dr. Oraskovich. I'll need a motion or
22 discussion along the lines that we have talked about
23 already. There's a motion to delay, a motion to approve.
24 DR. PETER TAILLAC: Let me clarify while you're
25 thinking about that. Mark, I was thinking it would be an
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1 one-year extension but you would prefer two, because you
2 are not going to see that many kids.
3 MARK ORASKOVICH: I think two. I mean, the way
4 the pilot project is written in the rule, it's a one year
5 with the option for extension. So I think we follow the
6 rule, with one year and we'll be coming back and asking
7 for an extension and presenting our data at that point.
8 DR. PETER TAILLAC: Okay. Gotcha.
9 KRIS KEMP: Of note, in our meeting held on

10 January 8th, the -- we did not have a quorum for the EMS
11 committee at that meeting, but of note, we did -- there
12 was recommendation made by the people who were -- who were
13 present of this body to move forward with this extension
14 of the pilot project, so it was not a quorum.
15 JASON NICHOLL: I don't know how that works. We
16 didn't have a quorum, then the information was never
17 formally presented. I'm not trying to be --
18 DR. PETER TAILLAC: It was formally presented.
19 JASON NICHOLL: No, if there's not a quorum,
20 then it's not formally presented.
21 MARK ADAMS: We had a follow up.
22 JASON NICHOLL: I know we had a phone meeting, I
23 was on the phone meeting and we didn't -- we didn't
24 discuss it during the phone meeting, so --
25 KRIS KEMP: We asked if they would come back and
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1 present again.
2 JASON NICHOLL: Okay. So I implicitly trust
3 you, Doctor Taillac, and everyone else here, even you,
4 Doctor Oraskovich, I love you, I think you're awesome.
5 I'm just saying, there's a process here. Am I back in the
6 trade up -- there's a process here and the process is that
7 it has to be -- the information has to be presented and
8 disseminated formally, that has not occurred. We did not
9 have a quorum. There was no formal dissemination of the

10 information. That information was not sent, at least to
11 me, for me to even review. All I've heard is this is
12 good. This is good. This is good. I have no idea how
13 many intubations were attempted during the time of the
14 study. Now we move forward with the closure and then
15 opening of a new study, which gives one community four
16 years of RSI. That doesn't become a study. That becomes
17 a standard of care in that community. My opinion.
18 MARK ORASKOVICH: I'm happy to present the data
19 again. I'm more than happy to do that.
20 JASON NICHOLL: I -- and so all I'm saying is,
21 I'm not saying that I don't want to do this. I just want
22 to make sure it's done the correct way and that -- that we
23 follow the rules that we have to sit out -- that we have
24 set out and those are, we need a quorum to be able to
25 receive the information, to be able to review the
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1 information and then have it presented formally as a new
2 program in order to move forward. If I'm wrong, I'm just
3 one vote. We can have a motion and take a vote. I'm just
4 a vote. Those are my concerns.
5 HALLIE KELLER: In general, that meeting was a
6 bit confusing in that I think there was kind of a question
7 of why are we meeting if nothing can be decided; is it the
8 best use of everybody else's time. But that was my
9 question at the end of the meeting, and I missed the

10 follow-up meeting, but the information was presented at
11 that time for sure. But again, I agree with you in terms
12 of why are we meeting and presenting information if we're
13 wasting his time --
14 JASON NICHOLL: We're -- we're a government
15 organization, and we have this process of how things have
16 to happen, and in order for things to officially happen,
17 we have to have a quorum, otherwise it's -- it doesn't
18 occur. The meeting may as well not happen.
19 HALLIE KELLER: Right. Then I would argue
20 let's -- let's not meet because it's a big waste of time
21 and for everybody else sitting here.
22 JASON NICHOLL: Okay. I'm done. I just --
23 that's -- that's --
24 KRIS KEMP: So that was -- that was in January.
25 Now we have a quorum.
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1 JASON NICHOLL: We do.
2 KRIS KEMP: We have a presentation that's been
3 made. Do you have a motion?
4 JASON NICHOLL: I have a motion that we delay
5 action on the second study until after such time that the
6 results from the first study can be presented to the
7 committee formally, formally accepted and reviewed.
8 KRIS KEMP: Do we have a second for that motion,
9 or do I have an alternative motion?

10 JASON NICHOLL: Like I said, I'm just one vote.
11 KRIS KEMP: No second on that motion? Any other
12 motions?
13 BRETT KAY: I would motion that we let them
14 move forward to the new project. I don't see a reason to
15 hold it up.
16 KRIS KEMP: We have a motion for moving forward
17 with the outlying project?
18 BRETT KAY: Right.
19 KRIS KEMP: Do I have a second for that motion?
20 RUSSELL BRADLEY: I'll second that.
21 KRIS KEMP: Second. All in favor say aye.
22 COLLECTIVELY: Aye.
23 KRIS KEMP: Any opposed?
24 JASON NICHOLL: Nay, or aye as the case may be.
25 KRIS KEMP: And any abstained? All right. The
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1 motion carries. Thank you.
2 MARK ORASKOVICH: Thank you. I appreciate your
3 time.
4 KRIS KEMP: Okay. We are moving on to
5 subcommittee reports and action items.
6 DR. PETER TAILLAC: Mr. Chair, if I can just
7 finish this out. Can I recommend that the PowerPoint from
8 the last meeting be distributed to all the members?
9 KRIS KEMP: Yes.

10 DR. PETER TAILLAC: A little after the fact has
11 been pointed out, but every one at least can become
12 comfortable with the data and bring back questions.
13 MIKE MATHIEU: I was unable to attend the
14 meeting, that's why I was trying to catch up. I attended
15 the phone one. We had the state fire chief's meeting.
16 DR. PETER TAILLAC: Send it around to everybody.
17 And if there's questions at the next meeting, we can
18 certainly readdress those. Mark, starting date would be
19 what?
20 MARK ORASKOVICH: We were shooting for June --
21 June 1st. As soon as we can get our training all lined up
22 and it's all contingent upon that.
23 DR. PETER TAILLAC: When's the next meeting?
24 JOLENE WHITNEY: Our next meeting is July 9th.
25 DR. PETER TAILLAC: July 9th.
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1 MARK ORASKOVICH: Could we pick a date after
2 that meeting so --
3 KRIS KEMP: Well, the motion carried for as
4 outlined so. I would request that we have your
5 presentation forwarded again to us so that we can
6 distribute it to all members, so that we can review it
7 again. And then just one other note for the January
8 meeting, there were 12 people that had RSVP'd that they
9 would be in attendance and only eight showed. So those

10 that did cancel, they canceled early but there were four
11 others that had RSVP'd that they would be there, so the
12 plan was that there would be a meeting held, because there
13 should have been a quorum. So along those lines, if we're
14 not going to have a quorum, we'll cancel and move the
15 meeting. But at that point, 12 people had stated they
16 would be there. So I apologize about that.
17 BOB GROW: Would you have received the names for
18 the records that showed up -- I'm just kidding.
19 KRIS KEMP: All right. Subcommittee reports and
20 action items. Tracy Braithwaite, from operations.
21 GUY DANSIE: Tracy's not here. I'll speak on
22 his behalf.
23 KRIS KEMP: All right. Guy.
24 GUY DANSIE: I guess we're coming up to the
25 front.
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1 KRIS KEMP: Yeah.
2 GUY DANSIE: All right. The operation
3 subcommittee met as directed and we discussed the
4 integrated mobile healthcare system that's being
5 implemented by Salt Lake City Fire Department. Clare
6 Baldwin gave a presentation. We've discussed that. I
7 think the feeling generally, I don't have the minutes in
8 front of me, but generally the feeling was that we were
9 supportive and interested in what they were doing. He

10 seemed to answer most of the questions that were posed,
11 and I think he pretty well answered any questions before
12 they were asked. A couple -- couple other things we -- we
13 just basically talked about are our focus and projects and
14 things that we may need to be involved in, and we were
15 hoping that this group would offer us some meaningful
16 suggestions for future projects. I think the feeling is,
17 is that we -- we've been meeting but we haven't had any
18 action items or things that are directed. So that's just
19 a little plea from the committee and subcommittee. So any
20 questions or anything on that?
21 KRIS KEMP: And to point out to the committee,
22 the subcommittee for those members that might be new or
23 unaware, the subcommittees are our workforce. They are
24 our committee that allows -- or allows us to get
25 additional work done. And so it really is up to us to
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1 give them assignments specific to their -- their roles,
2 under either operations and rules, professional
3 development or the grants.
4 GUY DANSIE: Yes.
5 KRIS KEMP: So in this regard, it is up to us to
6 determine what their work is to be focused upon. So if
7 there's nothing else from them, we'll continue to ponder
8 on what we can offer them as far as assignments. And Guy,
9 were you going to present for rules as well?

10 GUY DANSIE: I was. I didn't have the agenda.
11 I didn't know if I was next. Okay.
12 KRIS KEMP: Anything specific for operations
13 from the committee?
14 GUY DANSIE: Okay.
15 KRIS KEMP: Okay. Go ahead for the rules.
16 GUY DANSIE: Okay. The Rules Task Force we have
17 met December, January, and February, and we will be
18 meeting tomorrow. We've discussed the -- probably the
19 biggest thing that we've discussed is medical control and
20 how that relates to dispatch, how that relates to our use
21 of the 911 system or the 10 digit number, those types of
22 things. We're currently working on R426-4, which is the
23 part of the rule that addresses operations. Seeing
24 management and those types of things have been discussed.
25 We've had quite a bit of input from our legal staff and I
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1 think we've really tried to grapple with some of the legal
2 issues of trying to make the rules standard. So we
3 haven't really pushed through much change at this point.
4 There aren't any word -- specific rules that have been
5 rewritten for your approval at this time. We hope to have
6 some of that by the end of the meeting tomorrow. Also
7 we've been looking into how operations relates to
8 licensure designation. And it appears that we will be
9 doing our definitions section which is actually Section 1,

10 probably at the end of those other sections, so that we
11 can make sure that we add definitions or define words
12 properly. Any questions on our progress?
13 EVO. Good point. Jay is actually our chair on
14 the task force representing the committee. We did draft
15 some new language on the EVO rules. We currently have
16 effective EVO rules that were initiated and made effective
17 in October of 2013. There was slight modification based
18 on some of the public comment, specifically, comment
19 received from the fire chiefs. And it looks like we've
20 pretty much pinned those down and we will be moving
21 forward with those. Those are the ones, the wording
22 changes that we had made and accepted as a group, so. And
23 -- and basically what we've done is, we've just taken the
24 bureau's role of maintaining the data base out of the
25 picture. I know Mike Mathieu, I'm looking at him because
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1 he was involved with some of those strikeouts. It was
2 striking out some of the proposed rule. So there is
3 effective rule, but there are strikeouts proposed to have
4 the Bureau's role diminished in that process. So,
5 anything else?
6 KRIS KEMP: All right. Questions? Comments
7 from the committee? Okay.
8 GUY DANSIE: Thanks.
9 KRIS KEMP: Thank you Guy.

10 Grants subcommittee. Allan?
11 ALLAN LIU: Good afternoon. I'm Allan Liu with
12 the Bureau of EMS reporting for the Grants Subcommittee.
13 Back in November and December the Grant Subcommittee met
14 regarding Carbon County ambulance. We had an audit of
15 their per capita and petty grants for fiscal year '12.
16 There was an audit finding where Carbon County was
17 reimbursed for $400 when they should have been reimbursed
18 for $249.50. So they were reimbursed high, and it could
19 have been an accounting error on their side where their
20 invoice was what they thought was $800, but it was
21 actually 5 -- 499 and then with the 50 percent match, the
22 Bureau in essence overpaid them $150.50. The Grant
23 Subcommittee would like Carbon County to pay -- reimburse
24 us back the over amount they received and also audit their
25 grants for fiscal year '13 and fiscal year '14 and that's
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1 what we need a vote for of the EMS Committee.
2 One thing I would like to change though, is the
3 set of auditing fiscal year '13 and auditing fiscal '14,
4 is audit fiscal '11, because we currently between '13 and
5 '14 -- it's kind of hard to audit something that happens
6 right now. Audit should always be something in the past
7 and not for something currently happening.
8 RUSSELL BRADLEY: So what year do you want to
9 audit?

10 ALLAN LIU: Fiscal year '13 and -- fiscal year
11 '13 and '11. What was audited was fiscal year '12.
12 KRIS KEMP: Mike.
13 MIKE MATHIEU: Chair, as a grant committee
14 member I would support that concept. And then if you
15 recall recently we had an audit of some grants down in
16 southern Utah and turned up some discrepancies. It
17 created problems and just because we had and maybe just a
18 simple oversight. I think it's appropriate as a committee
19 we truly do audit something in retrospect to determine and
20 make sure there's no other problems and also the fairness
21 in terms of where we see there may be a problem down the
22 road, make sure there isn't. Hopefully there's not.
23 KRIS KEMP: Could you speak a little bit louder?
24 MIKE MATHIEU: I think there's an obligation to
25 do this retrospectively because I believe in what Allan's
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1 saying, that now they're on -- now they know they might
2 get audited, they're obviously going to be extremely
3 careful. This could have been just a clerical oversight.
4 Let's look at the previous year rather than the one that
5 they are currently in. And secondarily, because we found
6 some others, some discrepancies down in southern Utah in
7 Washington County, a previous provider in terms of grants,
8 I think it's very appropriate that we do these periodic
9 audits and that we look and make sure that all of our

10 grant committees receiving these public funds are doing
11 what they are supposed to. And so I think I would support
12 doing the previous year rather than the existing year as
13 the grants committee member.
14 KRIS KEMP: Any other discussion from the
15 committee?
16 RUSSELL BRADLEY: How much time, effort and
17 money does it take to do an audit of two years to present?
18 ALLAN LIU: It costs about $500,000 each audit.
19 RUSSELL BRADLEY: For 150 bucks?
20 KRIS KEMP: Five hundred to a thousand, not five
21 hundred thousand. Just want to be real clear.
22 ALLAN LIU: That's what I charge. It's 500 to a
23 thousand.
24 KRIS KEMP: You heard 500 to a thousand.
25 MIKE MATHIEU: Quite in line with the attorney
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1 general investigation.
2 ALLAN LIU: And sometimes this is about the
3 principal not the cost.
4 MIKE MATHIEU: Right. Integrity of the process
5 is important.
6 BOB GROW: Well, was the feeling after the audit
7 that this was a clerical error on their part or was there
8 an intent to deceive the committee?
9 ALLAN LIU: We feel it was a clerical error,

10 however, we wanted to dig a little deeper to make sure
11 everything else is on the up and up. It's not a witch
12 hunt, but because there is issues arise we have to dig a
13 little deeper.
14 KRIS KEMP: Any additional comments or questions
15 before we ask for a motion?
16 RUSSELL BRADLEY: How about a one-year audit?
17 ALLAN LIU: Two fiscal years. Fiscal year '11
18 and fiscal year '13.
19 RUSSELL BRADLEY: Is that something that's a
20 rule or is that debatable?
21 ALLAN LIU: You can audit just one year if you
22 want. It's up to you, but the Grant Subcommittee wanted
23 to audit two years.
24 BOB GROW: Just one more question. Have there
25 been other audits the Grants Committee has done where
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1 there's not been discrepancies as or not recorded?
2 ALLAN LIU: Yes, there's been other -- EMS
3 Ogden, IH -- a big one.
4 KRIS KEMP: UFA?
5 ALLAN LIU: UFA. Other agencies have recently,
6 and they're still going on right now. Wendover and there
7 hasn't been any audit funds.
8 KRIS KEMP: Okay. Any further discussion?
9 RUSSELL BRADLEY: When they have an audit where

10 somebody gets through without any issue, do they get like
11 a five year by or something like that. Where they no
12 longer fall under scrutiny for clerical error? Because --
13 ALLAN LIU: Right now what the Bureau is doing
14 --
15 RUSSELL BRADLEY: No, I'm just saying, if
16 they've made it through, then perhaps clerical error can
17 just be a clerical error.
18 ALLAN LIU: We are trying to audit all agencies
19 in four years. So we're trying to audit everything in
20 four years and we'll start again, just so.
21 RUSSELL BRADLEY: It's a good process.
22 KRIS KEMP: All right. Any further discussion?
23 And do I have a motion?
24 MIKE MATHIEU: Make a motion that we follow
25 Allan's recommendation and audit the year that he stated
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1 '11-'12.
2 ALLAN LIU: '11 and '13.
3 MIKE MATHIEU: Eleven and '13. My motion will
4 be '11 and '13 for Carbon County.
5 JAY DEE DOWN: I'll second that. True dat.
6 KRIS KEMP: We have a motion and a second. All
7 in favor say aye.
8 COLLECTIVELY: Aye.
9 KRIS KEMP: Any opposed? And any abstained?

10 Motion carries.
11 Anything further, Allan?
12 ALLAN LIU: I just have one informational item,
13 but if there's any questions for the grant subcommittee
14 I'm welcome to have -- to answer anything right now. Just
15 on the information I have, EMS agencies that transport
16 that have a fiscal year ending December 31, their fiscal
17 reporting guides are due end of this month. Some agencies
18 have failed to do that and have been disqualified for
19 grants, and we don't want that to happen. It has to be
20 fair for everybody. Just a reminder fiscal quarters are
21 due the end of this month for the fiscal year ending
22 December 31.
23 KRIS KEMP: All right. Thank you. And to
24 informational items, I will be presenting on nurse ground
25 transport project. That is if we can make the PowerPoint
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1 work.
2 All right. A little background first of all.
3 We have members of life-flight administration here in the
4 back joining us. They will -- I will offer any
5 opportunities to speak to them as well during this
6 presentation. But ultimately what this has been built
7 around with a little history, is that there are skills
8 that even our highest level EMS, paramedic level, there
9 are skills and situations, medication administration that

10 some patients may require that they cannot give, it's
11 outside their scope of practice.
12 Currently the practice today in the state,
13 around the state, actually around the nation as well, if
14 you have a patient that's in a hospital, that has been
15 stabilized or has critical actions given to them from
16 different medications, blood administration and the like,
17 if that patient is at a lower level facility and needs to
18 go to a higher level facility for additional specialty
19 care, if they have those drips running with blood, there's
20 different equipment that is keeping this patient alive or
21 is continuing their resuscitation, if there is that
22 situation and your local service, it's outside their scope
23 currently today the practice is to grab one of the nurses
24 in your ER or your ICU or your hospital and say, we need
25 your nursing skills to keep this patient alive with your
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1 local EMS combined in the back of an ambulance to
2 transport, if they can't fly.
3 Now, being Utah, most of the time when there is
4 a critical situation where there's a transport needed,
5 they're flown, because our view flight services including
6 Life-Flight, AirMed, they have the highest level skills,
7 the highest trained nurses and paramedics that are in the
8 back of their helicopters and fixed wing aircraft. But
9 they are able to perform as a team with that nurse and

10 paramedic to offer that patient the highest level skills
11 and equipment to give them the best possible outcome. We
12 see that right now.
13 But being Utah, and being the fact we have so
14 much remote and frontier land, there are opportunities
15 where patients either will, it will take a great deal of
16 time to get a flights team to them or it's impossible
17 because of weather or other circumstances.
18 So again, if this patient's in an emergency
19 department in rural Utah and they need transport and we
20 can't fly, right now the options are hold onto them until
21 you can fly, or transport the patient by ground using your
22 local EMS and grabbing a nurse and that's happening today,
23 that's basic. It's unregulated. There's a lot of finger
24 crossing and hoping that all is going to go well. But
25 quite honest, we don't know how well it's going.
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1 We don't have anyone looking to see are there
2 outcome measures that are showing improvement in the
3 person's -- the patient's therapy, from point A to point
4 B, we don't know. We assume that we're giving good care,
5 but we don't know.
6 So four years ago we were given the opportunity
7 to review Intermountain's process and see if we couldn't
8 start fixing a problem that we saw in just our rural
9 facilities. We did a review in upwards of 500 transports

10 per year just for the Intermountain smaller facility
11 hospitals, the rural hospitals were occurring each year.
12 That's a lot. It wasn't just a few here and there. Now
13 some of the rural hospitals weren't transporting that many
14 because of their proximity to Salt Lake, Ogden or Provo,
15 but others were doing it regularly, sometimes multiple
16 times per day.
17 My initial appointments in Utah was in Uintah
18 Basin Medical Center in a rural hospital, and there wasn't
19 a shift that went by that I would not transport a patient
20 with a nurse, because of how critical they were and the
21 opportunities there for flight sometimes were not possible
22 based on resource allocation.
23 So this process as we developed three years ago,
24 I brought to this forum and asked the question, is anyone
25 doing this, how can we regulate this, is there any
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1 thought, is there any suggestions or any concerns, and the
2 consensus at the time through the committee was similar to
3 the pilot project that we just had presented from
4 Dr. Oraskovich was, go, get it started, regulate it and
5 bring us back the reports and tell us how things are
6 going. And that's what I'm here to present to you today.
7 To clarify, Intermountain is not getting into
8 the ambulance business. We are not trying to take over
9 ambulance business from anyone in the state. We are not

10 trying to take over billing for ambulance services
11 anywhere across the state.
12 Through Life-Flight, we are offering quality
13 assurance and we are offering medical control to the
14 nurses that we are training to be able to ride along with
15 the local EMS in a partnership using mutual aid
16 agreements, to be able to manage these patients well from
17 point A to point B. This is not a rescue service, this is
18 not a 911 service. This is purely a interfacility
19 transport service that we are offering.
20 Like I pointed out, there is a difference
21 between what Life-Flight nurses and paramedic teams can
22 do, and what the local EMS agencies around the state can
23 do. In some areas this gray zone is limited. In some
24 areas it's quite extensive. If your local agencies are
25 running basics there is a lot that they -- that the
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1 patients could potentially require that the basics can't
2 provide.
3 These are the factors that we've identified,
4 rural nurses, rural doctors, what are their perspectives.
5 Local EMS, patients and family, what are their
6 expectations? How can we provide the same level of
7 service that we can going from North Salt Lake to downtown
8 Salt Lake as we can from Manti to Provo? Can we offer
9 that same level of service. That's what the local

10 families, that's what their expectation is of their local
11 EMS, that they can do that.
12 Referring hospitals, what are their perspectives
13 here. What is Life-Flight, where is Intermountain
14 Healthcare and what's the local community. These are some
15 of the areas that we took over the prior three years. It
16 took two years of sitting in a committee that was very
17 high heeled as far as the amount of work that we were able
18 to accomplish. It took two years to sit in this committee
19 to just design the process for the nurses. Because we
20 felt that EMS wasn't something that needed to change. But
21 we were offering a nurse to ride along in the back of
22 ambulances and it's that nurse that needs to be brought to
23 a level that understands interfacility transports and how
24 to work with EMS. So it took us two years to figure out
25 the details for the nurse regulation, and it took an
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1 additional year just to figure out the financials of how
2 are we actually going to make this work.
3 And that's why it took three years to get to
4 this point.
5 Medication orders. Practicing out of scope. As
6 it stands today if a nurse gets in the back of the
7 ambulance and the doctor says here's a propofol drip,
8 which is a strong sedative to keep this person sedated
9 while they're intubated. If it's outside the scope of

10 your local EMS and the nurse can manage that medication,
11 but the doctor doesn't give her specific orders, him or
12 her specific orders, or how to titrate or to manage that
13 sedation, and the nurse takes it upon themselves to
14 adjust, they are now operating outside the scope, because
15 they haven't got specific orders around that. Lack of
16 equipment that's standardized. We all know it. There's
17 -- there are different monitors in different ambulance
18 services. There's different brands of every bit of
19 equipment that's out there, and medications, there's
20 certain medications on one rig that might not be present
21 on another rig throughout the state.
22 Levels of expertise. Just because you happen to
23 be the lucky nurse that's walking by as it stands today,
24 that was the qualification for who was going to get in the
25 ambulance. Now some hospital systems including the Uintah
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1 Basin Medical Center, they have a call list for nurses to
2 respond and go on these ride along's when needed. And so
3 they're a little ahead of the game. But a lot of places
4 it's not that way. It's if you're walking by, or you're
5 the nurse that happened to be taking care of the patient
6 in the ER, you're the nurse that's volunteered to go.
7 Vehicle safety. We're not flying because it's
8 so snowy, should we be driving? The same questions we've
9 asked ourselves of when is -- when is it okay to say no.

10 We're not going to transport? It's two in the morning and
11 you've got a three hour drive one way. Do you really want
12 to put four people's lives at risk for the one? These are
13 questions that have to be asked. Some of the work has
14 already been done here through this committee.
15 Who do we call when they're in trouble? No one
16 is quite clear and we find this out in the environment
17 right now, no one really is quite clear as to whose
18 liability it is, who's patient is this if it's going from
19 hospital A to hospital B. Is it the doc at hospital A, is
20 it the offline medical control doc for the ambulance once
21 the patient's in the ambulance. Is it the receiving
22 facility? No one understands whose liability it truly is.
23 A few people have an idea, but the vast majority of the
24 people we have communicated to, don't realize where the
25 liability truly is and that's with that point A hospital
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1 that's sending facilities emergency doctor. They retain
2 liability until they are in the presence of that receiving
3 facility's doctor. Even while they're in the back of that
4 ambulance, I'll find medical controls are trumped by the
5 person who is ultimately managed or who sent the patient
6 to start with.
7 So all these questions, lack of protocols. All
8 of these are what we took two years to develop.
9 Utilizing people from all areas of expertise from rural

10 nurses to rural emergency EMTs to rural docs. I sat on
11 this committee specifically as my role through the EMS
12 committee and the fact that I do medical control for rural
13 agencies in EMS. We wanted to create something that had
14 quality, safety and was cost effective.
15 My voice on that committee that developed this
16 process over and over and over again, I have wanted to
17 ensure was the voice of EMS. And specifically the bottom
18 line for EMS. I did not want to support anything that
19 would negatively affect the finances of a local EMS
20 agency. I want it to be a wash or a positive effect, but
21 no negative effects. That was my role. That was my goal.
22 In addition to all the other medical controls.
23 What we came up with is this. Right now you
24 have a patient up here agreeing, you have a potential
25 nurse that transports with the patient and the receiving
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1 facility. That's what you've got. We've added everything
2 else in this full diagram. We've added how -- where is
3 Life-Flight's role, where is EMS's role, obviously they
4 were involved already, but during the transport we
5 standardized and we looked at drugs and the equipment the
6 monitor, defibrillators, charting methods that will allow
7 a computer process for us to be able to extract data in
8 the long-term.
9 Medical guidelines, the protocols. During

10 transport, the process of, if there's questions that come
11 up because these nurses that's one of the reasons why this
12 even came about, is the nurses came to our rural region
13 administrators and said we're scared. We just got put in
14 the back of the ambulance with this whatever train-wreck
15 type patient and we were told keep them alive. Good luck.
16 We're scared of doing this. This patient needed a lot
17 more than what we can offer or we at least needed more
18 support. So this process here of giving them a backup
19 Life-Flight control nurse and a Life-Flight control ICU
20 doctor on the phone to be able to answer questions if they
21 don't remember it in their protocols or if it's something
22 that steps outside of the protocols.
23 Once they -- the patient is transport, which is
24 this large gray box, everything here is in the transport.
25 Once it's down below this, everything for the first year,
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1 every run will be QA'd. Every one of them.
2 Angie, you mind standing up. Angie Adams is our
3 nurse manager for the Life-Flight ground transport
4 project. She will be reviewing every chart. Anything
5 that comes up as a clinical concern, anything that comes
6 up as a question, anything that's brought up by EMS, by
7 the hospital, by the patient, the patient's family, any --
8 any question along the way will be reviewed and focused
9 on, so that we can as you can see here with the feedback,

10 go back into the training and equipment for these
11 transport nurses. So everything gets quality, everything
12 goes through corporate -- corporate management, and feeds
13 back in.
14 This is the closed loop here. And, of course,
15 the summary reports will come up to your local EMS so that
16 they understand what the nurses saw, experienced and did,
17 so that we all can improve together.
18 Rural docs are doing this right now. They're
19 doing this daily. What we have added is this additional,
20 more of a philosophical, matrix which we call a transport
21 matrix, which right now governs your mode of transport.
22 This is it. This is the matrix.
23 Basically all you do is you take this required
24 level of care saying is this a specialty type of care is
25 this something that's, you know, on an about a balloon
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1 pump, or something that most of these rural hospitals
2 wouldn't even have, all the way down to is this something
3 the patient can drive himself or someone else can drive
4 them, and/or is it something basic, advanced or something
5 that the docs are saying hey, this is something that we
6 need a nurse. This is something even more critical than
7 what our local EMS can provide.
8 And then what's our need for transporting?
9 What's our time limit? Is this emergent? It's got to

10 happen now or is this urgent, it's got to happen within
11 the next couple of hours, or is this nonurgent, it's --
12 it's going to happen, but it's not necessarily within the
13 next few hours.
14 And then basically what we're -- what we do is
15 we, as we take these two and we combine the matrix we can
16 say in this circumstance we'll say nurse is needed its
17 urgent, we'll call this Level 5. What does Level 5 mean?
18 Well, in Sanpete Valley, this was what they came up for
19 their matrix. A Level 5 would mean your ground transport
20 nurse with your local EMS, you advanced EMS, and make the
21 transport. If they're not available, then you wait. You
22 wait for Life-Flight with consult. And that's basically
23 how you operate this. And every circumstance, one thing
24 that we've added with this is the if you can go by ground
25 safely, utilizing the nurse's skills and the protocols,
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1 and the support, the backup and the QA great. If you
2 can't, if you say no, if someone on the team says no, if
3 -- if this is something that's outside of our protocols,
4 the other part that we're asking -- enacting is something
5 that's happening in parallel with Intermountain, which is
6 the telemedicine, tell critical care, where if that
7 patient has to stay in that remote facility because it's
8 otherwise unsafe to put them on the road, they may wait,
9 but they're going to wait with consultation. They're

10 going to have a doc on the other line that will help
11 answer the questions. We're shoring up this response and
12 support so that each facility and every patient can have
13 that high level of oversight and care.
14 One thing rural docs, and I being one of them,
15 when we're told we got to keep that critical patient in
16 place, pediatric, obstetric, bad trauma and continue to
17 resuscitation, we get real nervous. I don't care how much
18 experience you have working in any big city, when you are
19 suddenly limited in your resources it can make you very
20 anxious. So to have someone else on the phone or via
21 telemedicine, potentially even video camera link in, to be
22 able to have that support is huge. So any time it's a
23 wait, it's a wait with consult. You're never alone.
24 Another way to look at the transport matrix
25 algorithm is basically breaking it down this way. And the

Page 52

1 whole point being is that if something is not available
2 that the patient could have, so say they used -- you know,
3 an eight-year-old cut off their left thumb. That needs to
4 go. But if there's Intermountain standard two adults with
5 the patient, they could potentially go by private vehicle.
6 But what if it's two in the morning and there's only one
7 adult or they're just too upset to take the patient, you
8 bump it up. You go to BLS level of care. I'm sure we've
9 all had BLS transports or something similar to that.

10 The point here is that this is saying at no
11 point do you downgrade, you always upgrade to the next
12 level. So if you have ALS, but their ALS rates out,
13 you've got BLS, BLS plus your ground transport nurse may
14 suffice. This -- the important note right here is
15 specific about aids, OB, but really it's saying if
16 anyone's uncomfortable, they can say stop. It might mean
17 that you just need better communications to address the
18 issues that they're uncomfortable about, but you can stop
19 this process. No one is saying you've got to go. Because
20 that's the other thing we heard from our nurses that
21 started to drive this process, because they were saying we
22 felt obligated to go. I didn't have the opportunity to
23 say no. I was told you're going, go. We're giving them
24 the out.
25 Shared accountability. We're all hearing more
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1 and more about it. This is to improve the quality.
2 Again, improve and to make consistency in the training.
3 We all know that our training modules are only going to
4 get people so much information. You can't train
5 experience. We're training them to the equipment, we're
6 training them to the protocols, we're training them to the
7 principals, starting them at the baseline where they are
8 at and then using that feedback look -- look for any
9 problems that are identified improving the care. So we're

10 at least supporting where we're at today. What's already
11 happened. So this isn't ultimately new, but we're
12 supporting where we stand today and we're going to grow it
13 from there.
14 These are the players. And so far the reason
15 why it's taken us the three years to get to this point
16 where we're tying local EMS back into this process, is
17 because we really had to fix the nursing part first. The
18 part that Life-Flight and Intermountain felt was the
19 biggest risk. And now we're going to the state. We're
20 going to different facilities in our jurisdiction and
21 Intermountain areas, and we're presenting this to their
22 local EMS to say hey, this is what we've got for you.
23 What do you think? How can we modify this? How can we
24 help you understand this? There's been a lot of questions
25 that have come up including things like billing, we're
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1 trying to work through and from what our meetings have
2 been with Paul, it seems like the issue with billing will
3 be that you can -- some of these local EMS agencies will
4 be able to actually bill for the critical care transport,
5 whereas they wouldn't have been able to before. And
6 because they are doing this the other alternative is that
7 we wouldn't transport utilizing that service anyway, we'd
8 have to provide air so they wouldn't have gotten any of
9 that transport money. So there's is a -- hopefully

10 there's a good financial groom here for the local EMS as
11 long as it's done well and right. We still got some
12 details that we're working on there.
13 We've all seen patients like this. The last
14 thing we want to do is take a nurse that's been involved
15 in this and now put them in a foreign environment such as
16 the back of an ambulance, because that's not the nurse's
17 normal place of residence. They get uncomfortable. We're
18 trying to answer the need, the need that's out there,
19 that's been brought to us by our nurses. And although
20 this is an Intermountain, a Life-Flight project, it's not
21 going to only be an Intermountain and a Life-Flight
22 project. We want to be able to take this to other
23 hospital systems, other service lines and say here's what
24 we are doing and we want to publish the information and
25 say here's how we did it. Here's the pitfalls. We know
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1 that there's going to be pitfalls along the way, we've
2 already met some. We've already accomplished a lot. We
3 want to be able to give this back and say, here is the way
4 we found is the best way that we can identify and handle
5 this problem, that big gray zone between what patients
6 need when they're critical and what our local EMS can
7 provide.
8 Angie, do you have anything else you'd like to
9 add to this? I know I talk way too much.

10 ANGIE ADAMS: No, I think you have covered it,
11 unless you have questions.
12 KRIS KEMP: Questions?
13 MARK ADAMS: How does the request work? The
14 rural facility has -- needs a transport and does it mean
15 they've already called Life-Flight in and the nurse is on
16 the Life-Flight team to transport to the ground transport
17 team or does -- are the nurses in the rural communities,
18 how do you get that -- that rural trained nurse to the
19 point of transport?
20 KRIS KEMP: And I'll -- I'll have Angie answer
21 the question about how the logistics. But anyone can
22 initiate. So the doc can say this one's going to need a
23 nurse to transport. We've had already our ground
24 ambulance services say, we'd actually like to have a nurse
25 come with us on this one. That's what's been very
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1 refreshing is that the EMS, the local EMS agencies are
2 saying, yeah, another set of skilled hands and eyes, bring
3 it. We want this. There's been very few that have said,
4 oh, no, we -- we got this, we got this all taken care of.
5 But anyone can initiate it, the EMS, the nurses, the --
6 the docs. Angie, something to add?
7 ANGIE ADAMS: So what will happen, the way that
8 communication algorithms occurs now, is if a patient needs
9 to be transported, the physician will either call the

10 transfer center or Life-Flight, depending on how critical.
11 Obviously if it's a trauma 1 type patient, intubated,
12 chest tubes, numerous procedures. That's -- that -- they
13 automatically call the flight team. And then in the
14 event, for some reason, that we can't go by air or by
15 ground the flight can't come by air or by ground, then
16 we'll offer up the service of the rural ground transport
17 nurse that's there. And then what's going on right now is
18 that the rural facilities have identified that they will
19 either have somebody on staff, like say an ER nurse or one
20 of their ICU nurses, that's been through our training,
21 that will -- that will accompany these patients. So
22 that's already in place. And that's essentially how to
23 works. But if, like say if it's a patient that on a vanco
24 drip or something their local EMS can't provide, then the
25 -- the docs will be like, oh, this can go by one of our
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1 rural ground nurses, and then they'll call a transfer
2 center and say well, we've called our ground transport
3 nurse, they will be the ones taking this patient to
4 whether it's Utah Valley, McKay Dee Hospital, University
5 of Utah. Does that answer your question? Anything else?
6 KRIS KEMP: This is just the -- a quick review
7 or protocol book that we have that modified from
8 Life-Flights protocols, for flight and we've modified them
9 for this process for ground. And this is what we'll hold

10 all of the nursing care accountable to. Some you can see
11 some of the topics here or basically all the critical care
12 actions that we face out there.
13 Additional questions?
14 DR. PETER TAILLAC: It's more of a comment. I
15 really like this program, because I think it proactively
16 addresses a need that's been there and either not really
17 noticed or ignored or, you know, it's always been a work
18 around to have a nurse jump in the back of an ambulance.
19 In this case, you got a nurse with some experience, some
20 training and some team skills with the medics already, you
21 get to the back of the ambulance, No. 1.
22 No. 2, I love the online medical control
23 available to them if you had a problem during transport,
24 which is not really present in our sort of normal system.
25 It might be or it might not be. The question of who's in
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1 charge of that patient in the middle of the transport, is
2 in this case, addressed. It's the online medical control
3 from Life-Flight.
4 And three, you've got the good oversight and
5 review of these cases, which I think is probably not
6 really existing at the present time now. So I think it
7 addresses holes in the system and I'm anxious to see how
8 this turns out.
9 BRETT KAY: Have you looked at the training part

10 yet? I mean, what's the initial time going to be? What's
11 the maintenance of that down the road?
12 KRIS KEMP: Right. Every nurse goes through a
13 10-hour training course to get them used to the equipment,
14 the -- because this is -- a lot of it is the skills they
15 should already have, but this is, you know, different when
16 it's in a portable mode. So getting used to what
17 equipment they have, where it's found in their transport
18 bags, the -- the monitors, the medications, go through
19 some specific protocol issues, let them understand that
20 they will be completely held responsible for these
21 protocols.
22 BRETT KAY: Are we going to do airway management
23 as well, intubation and skills?
24 KRIS KEMP: There is airway, emergency airway --
25 generally a lot of the airway just like with our flight
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1 services now, you want to manage it on the ground before
2 you're on the road.
3 BRETT KAY: Well, I just -- one of the biggest
4 issues is to get them sent on a throw thread and let's say
5 halfway through you lose a tube. What are -- what are you
6 going to do with that?
7 KRIS KEMP: Right now we have King -- King Air
8 for our emergency backup.
9 BRETT KAY: Okay.

10 DR. PETER TAILLAC: Again, keep in mind that EMS
11 crews, perhaps more than the nurses really are skilled and
12 experienced, trained for the airway management enroute.
13 KRIS KEMP: That's why it has to be a team.
14 This isn't the nurse stepping in and saying back away EMTs
15 and paramedics, I've got this. It's just like what we
16 have on our flight teams, where there is a nurse,
17 paramedic or a nurse, and local EMS in this case, they've
18 got to work together. They've got to understand that
19 communication is key. Is it my morphine that we're giving
20 or is it your morphine that we're giving? As long as
21 there's good communication, that part doesn't really
22 matter. It's the communication, it's the team work
23 approach.
24 BRETT KAY: So you look at like Manti, Sanpete,
25 those kind of areas, what is the level of EMS down there,
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1 the airway guys, are they basics, you know, because you
2 were saying RN with an advanced EMS trained person, is
3 that person available for all these smaller facilities?
4 DR. PETER TAILLAC: Well, for most of these will
5 be mainly EMTs, advanced EMTs who are trained and
6 credentialed to provide care --
7 KRIS KEMP: And for now it's just the seven
8 Intermountain facilities under the rural classification
9 that we have. And then we've added one more up at Bear

10 River and Tremonton. They wanted to get involved, because
11 they have quite a few ground transports, you know, from
12 the Tremonton to the McKay area or even down to Primary's.
13 Right now pediatrics is -- is a question for us.
14 How young is too young? How sick is too sick? And so
15 that's where it's going to require that online
16 communication. Is this something that a nurse and your
17 local EMS can manage and some of those decisions will be
18 managed live with direct communication at Primary
19 Children's. Mike?
20 MICHAEL MOFFITT: Dr. Kemp, I'd just like to
21 say, I think this is something that is long overdue, and
22 I'm glad to see some formalized training. Having done
23 rural ambulance transports for, you know, over 20 years,
24 out of Vernal and had to take nurses. We had to do our
25 own training. But working with one hospital in an
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1 isolated region, you were able to do that. Having worked
2 with Life-Flight for almost 40 years, I can tell you that,
3 you know, it -- it's always been a good relationship.
4 It's, you know, they're a professional organization. Very
5 patient centered, and -- and we've taken them all over the
6 state of Utah on all types of patients. And -- and I
7 think this is just an improvement to EMS and the entire
8 patient transportation system. And -- and I look forward
9 to seeing data coming back that this is -- is doing well

10 and you've been able to expand it into pediatrics and --
11 and other areas.
12 KRIS KEMP: Any other questions?
13 TAMMY BARTON: Tammy Barton representing from
14 Garfield County Ambulance. I have a couple of things. I
15 think Dr. Taillac may have just answered one of them.
16 Your degrees that you had up there, you had an EMT, and
17 then advanced EMT, you just had a paramedic under that.
18 Are your advanced EMT's considered advanced EMS or are you
19 talking about there only being the old basic EMT?
20 KRIS KEMP: It's based on the rig. So if it's
21 an ALS rig versus an ELS rig.
22 TAMMY BARTON: Okay.
23 KRIS KEMP: And then there are some skills that
24 paramedics can offer that an ALS rig may, you know, not be
25 able to. So it's that step up. So one of our rural
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1 hospitals believe it or not is Park City, which is a
2 cosmopolitan rural area I never imagined, but it's
3 considered one of our rural facilities, and so we have
4 paramedics and they have a list of variances that the
5 state has granted them. So our transports from Park City
6 are going to be very minimal, that we'll actually have to
7 throw a nurse in the back of the ambulance, because the
8 paramedics there have asked for and have been trained up
9 to that higher level with variances. Whereas other EMTs

10 or like in Wasatch County where Heber Valley Medical
11 Center is, there's -- there's the intermediate event. So
12 there is still that spectrum. And that's why we're still
13 going back to our local agencies saying, you know what
14 your service lines can provide, your scope of practice.
15 We're trying to teach our nurses to know what your service
16 lines are. And depending on how big that gap is,
17 sometimes that ALS column is completely one and one
18 combined with the critical nurse transport, because it
19 slips more towards the basic than it does the advanced.
20 TAMMY BARTON: Well, so one of my other
21 questions is, you said that Paul has said that we could
22 bill for that stuff above and beyond what we do. Well, we
23 can't really do that. We can only bill for the level that
24 our agency gives. So I don't understand it.
25 UNKNOWN SPEAKER: So the patient is transported,
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1 interfacility transport. They're going to get two bills?
2 One for the nurse --
3 TAMMY BARTON: One for a nurse and one for the
4 ambulance.
5 KRIS KEMP: Yes. And the reason being is that
6 most patients that are being transported from one facility
7 to the next, it's not new. They're going to get a lot of
8 bills anyway. But you will still be able to bill for what
9 you're doing, for your transport. And from what I

10 understand from Paul, is that in many circumstances that
11 will actually be able to go up to a critical care because
12 of the mutual aid agreement.
13 TAMMY BARTON: A critical care for the nurse --
14 KRIS KEMP: Critical care transport.
15 TAMMY BARTON: -- not critical care
16 reimbursement for us.
17 KRIS KEMP: For you. No, for you. Critical
18 care transport, because of the mutual aid agreement that
19 we're looking to put into place. Because you're -- if
20 you're -- if you've been, say you employed that nurse
21 directly, right, so then you could bill for critical care
22 transport for that nurse. If you have a mutual aid
23 agreement, from what we've understood, that that process
24 would still be in place. So from what Paul has reviewed
25 and we've gone through a couple of places where the
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1 insurances have brought this question up, that usually if
2 anything is going to get turned down, it's usually from
3 the nurse, it's not from the local EMS. And then once we
4 go back and say actually, well, here's the circumstances,
5 why this person actually required that nurse, then both
6 get approved. That's what I understand.
7 TAMMY BARTON: But even if the insurance
8 approves us charging at that higher level, it's not my EMS
9 service that's getting the more money. You're still

10 getting paid for your service level, but you are paying
11 through your MOU, the IHC nurse for her services at the
12 higher level. So when you bill the higher level, it's
13 allowing you to pay for the IHC nurse?
14 MICHAEL MOFFITT: The ambulance service is not
15 paying anything to IHC or Life-Flight for the nurse on
16 board. If you bill --
17 TAMMY BARTON: Then why would we charge for her?
18 MICHAEL MOFFITT: If you bill the higher rate --
19 UNKNOWN SPEAKER: You're going to transport her.
20 MICHAEL MOFFITT: -- the PMA rate, or if you
21 bill Medicare for critical care transport rate, you keep
22 what they pay you. Life-Flight bills their nurse services
23 under their own letterhead. Ambulance bills it under your
24 letterhead. You get the higher rate. You keep it.
25 Nobody's talking about paying them anything out of your
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1 ambulance rate.
2 UNKNOWN SPEAKER: Well, based on the mutual aid
3 agreements, yeah.
4 MICHAEL MOFFITT: Because you have a mutual aid
5 agreement, just like in Salt Lake City I have a mutual aid
6 agreement with Salt Lake City for paramedics, and I
7 provide the intermediate ambulance, they provide the
8 paramedics, together we're a paramedic licensed service
9 and we bill paramedic rates.

10 TAMMY BARTON: Right. But you bill paramedic
11 rates and then you reimburse them for helping --
12 MICHAEL MOFFITT: Under our MOU. They're not
13 asking you to reimburse them anything.
14 TAMMY BARTON: Well, so what was the MOU you're
15 talking about?
16 KRIS KEMP: Mutual aid agreement?
17 TAMMY BARTON: Uh-huh. Where we -- there's
18 nothing about --
19 KRIS KEMP: It's to allow a nurse in the back of
20 your ambulance to operate, utilizing their protocols and
21 then you assist them just as if you would assist someone
22 that's on the border between two of your territories, you
23 assist them in the care of that patient. Because, again,
24 remember the liability ultimately relies on the physician
25 who is sending. As Intermountain with Life-Flight, what
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1 we've done is extended our liability for our medical
2 control docs to that flight team when they arrive. We're
3 going to do the same thing for the ground. When that
4 nurse clocks out from their local job and clocks in under
5 Life-Flight, the liability, which should be a boon to our
6 rural docs, the liability is now going to be absorbed by
7 Life-Flight control from the moment that they are there as
8 opposed to waiting until they're at the receiving
9 facility.

10 TAMMY BARTON: And insurances are going to be
11 okay with that, being charged --
12 KRIS KEMP: From who we've talked to, yes. Now
13 there's always the question of, you know, how this is
14 going to go long-term, but so far as we've met with
15 several people, it hasn't been an issue.
16 TAMMY BARTON: And Medicare?
17 KRIS KEMP: And this again, this is already
18 happening with Ogden Fire?
19 MIKE MATHIEU: Right. We -- I mean, this is no
20 different than our paramedic borders. We have
21 non-transport paramedic transport system in the old days.
22 We have an agreement with four or five other ambulances,
23 we ride routinely on their ambulances and provide
24 ambulance care. That mutual aid agreement would have to
25 address Workers Comp issues, that if accident occurred
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1 with that ambulance and the nurse is injured, I would have
2 to deal with all those types of relationships because you
3 have two different entities working together. That
4 reimbursement issue, we've got to have that rural receipt,
5 like Dr. Kemp says, there's not going to be reimbursement
6 for that nurse on board. The reimbursement from the
7 insurance is dependent upon the insurance company.
8 Medicare does define critical care, and that's great, and
9 other insurances define it differently. It will depend on

10 our rules, how that's set. Cuz there are rules right now
11 that says when a paramedic goes aboard -- we used to have
12 two separate rates, a paramedic ambulance rate, which was
13 provided by one entity versus a paramedic aboard ambulance
14 rate where it was estimated that onbaoard ambulance it was
15 a little bit more than the paramedic ambulance rate,
16 because of the reimbursement involved for two parties.
17 So that will all have to be identified, those
18 elements will have to be identified in the agreement. I
19 would hope that we would have an agreement with any
20 hospital that wants to interface with us, whether it be an
21 intermediate ambulance, a paramedic ambulance, and says
22 that you want to put a nurse on your ambulance to take a
23 patient from A to B, we have an understanding of all the
24 liability issues, Workman Comp issues, and reimbursement
25 issues that apply. That doesn't appear likely they will,
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1 and a relationship in terms of, yeah, we'll bring them
2 back to the hospital when we're done. We invoke the whole
3 concept of operations and get identified. Your counties,
4 whatever attorney you have to review that agreement, you
5 have to sign a formal agreement to identify liability and
6 responsibility for that unknown party.
7 JONIE ALVEY: Jonie Alvey. Okay, I want to
8 clarify this, because I addressed this a while ago
9 specifically asking if these rural ambulances with an RN

10 on board can bill at that higher level, paramedic rate.
11 He said no, we had to bill at the certification level. So
12 that's a change then.
13 KRIS KEMP: That's a change because that's
14 different from what Paul said.
15 MICHAEL MOFFITT: And it's already in the rule,
16 because right now I can put my paramedics on an
17 intermediate ambulance and bill the paramedic ambulance --
18 JONIE ALVEY: It --
19 MICHAEL MOFFITT: -- it's not a violation of the
20 rules. This would just have to be a rate established in
21 the rules state when a nurse gets on and the critical care
22 out of order is a different level of EMS onto a paramedic
23 unit. Because right now, I've got BLS ambulance billing
24 show a paramedic rate because our paramedics are on board
25 their ambulance.
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1 TAMMY BARTON: Right. But, I mean, that's clear
2 for paramedics. My question was: Does the same thing
3 apply with an RN on board?
4 MIKE MATHIEU: You have to establish a rule, a
5 rate. The rate system will have to illustrate it.
6 TAMMY BARTON: Because -- that's what happened
7 with the rural ambulances. You don't interface with the
8 paramedics.
9 KRIS KEMP: From what I understood, the

10 paramedic rate that was already defined.
11 TAMMY BARTON: Pardon?
12 KRIS KEMP: Was there not a critical care rate?
13 MIKE MATHIEU: Not in our rates. It's defined
14 in Medicare reimbursement. They call critical care and
15 that's an ALS Level 2. In the rate structure we just have
16 intermediate and then paramedic ambulance rate.
17 TAMMY BARTON: But I mean we're -- paramedic
18 interceptor happen infrequently for rural ambulances for
19 our different things than having an RN on board. So what
20 I was trying to clarify is, is that going to apply the
21 same for billing purposes?
22 UNKNOWN SPEAKER: Can I ask a question?
23 KRIS KEMP: Yes.
24 UNKNOWN SPEAKER: How are you currently billing
25 for the -- how are you currently billing patients when
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1 they are -- when the nurse is going with them now, because
2 it is happening.
3 UNKNOWN SPEAKER: Just at the ALS rate,
4 noncertification from the agency.
5 KRIS KEMP: This is where Paul has said, if it
6 needs to be in the rule -- because he was under the
7 understanding you could bill for that critical care rate
8 already, but if we need to put it in rule, it can go into
9 the rule.

10 UNKNOWN SPEAKER: I think that rule needs to be
11 clarified, because we've been told in the past that we
12 bill to the level of certification with an RN. Now,
13 they'll hire for a paramedic intercept, but for the RN,
14 you still have to bill out the level of certification.
15 TAMMY BARTON: And to answer your question,
16 Tammy Barton once again, with Garfield County Ambulance,
17 we -- our hospital, if they deem that they need to have a
18 nurse go along with them, the hospital is paying for that
19 nurse, and she's working under the hospital still, even
20 though she's in the back of our ambulance. And usually
21 they just use our equipment which may be a little bit
22 different than their's unless it's OB, then we know
23 they're bringing their -- their equipment along with us.
24 KRIS KEMP: The reason why we wanted to go with
25 the standardized equipment is so we could train our nurses
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1 to the standardized equipment. There's been discussion
2 all over the place about, you know, do we want to use
3 local, do we want to use ours, and ultimately we wanted to
4 control or be in control. Wasatch County EMS, I know
5 there's been a rig blew out where there's been a dead
6 defibrillator and no one caught it, and it was plugged in
7 and the batteries went bad, whatever it is. This would
8 add a level of redundancy, using our equipment first and
9 then the local EMS equipment if something were to happen

10 to ours.
11 TAMMY BARTON: Okay. So I've got lots of
12 questions. Because I'll tell you one of the reasons I
13 lots of questions. I know that as I've talked to a few
14 people of -- other directors across the state, rural
15 directors, this has kind of been our baptism of this, and
16 then we find out it's been going on for three years.
17 I like the way that you said that it's been
18 three years in the making, but you decided to address the
19 hospital, the nurse part of it first because that's the
20 part that you'd like to work on as well as to have a
21 little more training for the back of the ambulance, but
22 it's left rural EMS feeling a little left out as if we're
23 being taken care of. And so --
24 KRIS KEMP: Can I answer that real quick, and
25 stop you --
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1 TAMMY BARTON: -- I thought -- well, no --
2 KRIS KEMP: -- because first of all you wouldn't
3 want it to be in this meeting. Most of the times you --
4 would have had a few free bagels and not had anything to
5 say. So you would have been involved but you wouldn't
6 have been involved.
7 And then the other part was, I was the
8 representative for both rural docs, rural EMS and state
9 EMS brought into this, because I wasn't originally going

10 to be the medical director for it, as well, that came
11 last. So the voices were there even though it wasn't your
12 voice, however, you would have chosen.
13 TAMMY BARTON: Well, and I --
14 KRIS KEMP: And then lastly before you go on,
15 the point -- because I've heard this from a lot of people.
16 There's nothing you're going to bring to me is going to be
17 new, I can almost guarantee it for how many times I've
18 repeated this discussion. But the -- the point is, if I
19 would have had to go to every -- if we would have had to
20 go to every rural agency. And there's three and four
21 agencies just services, Heber and Park City area alone, we
22 would have filled a room like this and, you know, they're
23 going to committee all that stuff until it gets done. We
24 needed to fix the nurse side. And one of the voice their
25 for EMS, and it was there because some of our managers and
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1 representatives from our local agencies were actually
2 local agencies. Okay. They -- there were nurses and EMTs
3 that were -- that would ride on the ambulances and further
4 volunteer services. So it may not have been Garfield
5 County, but you had representation there.
6 TAMMY BARTON: Now, what I was going to say is
7 that I -- I was really glad that you clarified that. That
8 that was the reason that you were trying to do that. It
9 has, however, made a little bit of a distrust issue going

10 from here forward, and I think that things like this when
11 you explain that to us, helps address that, mildly. But
12 it -- what it does is it still means we have lots of
13 questions. Because even though you've been involved in it
14 for three years, we haven't been. So I'm sure that some
15 of our questions seem like very baby steps to you, but to
16 us they're not, because we just don't know what's going on
17 here.
18 KRIS KEMP: Could I offer that we take some of
19 these questions off-line, unless you want the committee to
20 address them specifically, because like a lot of them will
21 be things that as we bring you up to speed, and just so
22 you know, Garfield Memorial isn't on the list of our rural
23 facilities, so we aren't going to plan on rolling it out
24 there until we've got several of the other facilities up
25 and running. So they're still status quo for the time
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1 being. And I don't know that we have a plan for when
2 we're going to take it to Garfield.
3 JONIE ALVEY: I still --
4 KRIS KEMP: Tremonton offered it to us. They
5 were the ones that volunteered even though they're outside
6 of what we consider our rural region, that's how
7 Intermountain breaks things up. But we didn't approach
8 Garfield because I think we expressed some, you know,
9 here's what we've got out there, but it was like well,

10 tell us how it goes, and we'll see after we get all the
11 kinks worked out. So it's going to be a long time until
12 it's truly innovated.
13 TAMMY BARTON: Well, I'm -- I'm not too worried
14 about that. We actually work very well with our nurses,
15 and -- and every single one of them that we've ever had go
16 on transport with us, if they choose to go on your
17 program, are going to be well received and they're going
18 to be well received on our ambulances, too. If I'm coming
19 across as being argumentative, I'm not meaning to, I just
20 have a lot of questions.
21 And so with that said, there is that distrust
22 issue. And so I know that you've got some of these
23 meetings coming up in the hospitals that are being
24 affected by them sooner than later. And the rest of us
25 that aren't there yet wouldn't mind being invited to those
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1 meetings so that we do get --
2 KRIS KEMP: Do you want to see if they can come
3 to Severe?
4 JONIE ALVEY: I don't have a problem with that.
5 My thing is, I'm just trying to rule out the eight
6 facilities right now, and I don't mind a lot of the -- a
7 lot of the bumps along the road are going to be identified
8 by the facilities that we're currently working with. And
9 so I'd prefer to just work with them right now and then

10 take it -- take it to you when we have a little bit more
11 information as far as how it's going to occur.
12 We know -- we know what our plan is. Like
13 anything else in life, we have a plan. The plan doesn't
14 always go the way we want it to go. And so we want to be
15 able to answer some of those questions before rolling it
16 out to the other facilities that it's not currently on
17 paper to roll it out to.
18 KRIS KEMP: I think that getting you there to at
19 least experience it, is probably not a bad idea,
20 especially if you're interested. I think that's really
21 good.
22 TAMMY BARTON: It would do away with a lot of
23 the questions that way if you ever come in my area.
24 KRIS KEMP: Oh, it will happen.
25 TAMMY BARTON: You know, those questions will
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1 have already have been answered.
2 KRIS KEMP: Yep. I think that's reasonable.
3 Any other questions specifically from the
4 committee? Sorry to go off track.
5 RUSSELL BRADLEY: So is this going to -- is the
6 ultimate goal because this is a state EMS committee, to
7 kind of roll this out everywhere in the state?
8 KRIS KEMP: And that's the question when we
9 originally -- when I originally brought this to the body

10 it was to ask this question. Where are we, what can we
11 do? And it was, well, Intermountain's big enough, they
12 can afford to address this, make it happen. So we've
13 done, this was my reporting back that this is where we've
14 gotten to and we're just starting to roll this out in
15 other facilities.
16 The end goal, wherever, ultimately, I could see
17 us wherever we're wanted. We're not going to force
18 ourselves down your throats. Now eventually it may be
19 something that we hand to state EMS and say, here we go.
20 You're in charge of certifying, managing, doing all these
21 other parts just like we do with, you know, other
22 regulations that we offer to other areas of EMS. Those
23 are questions that are still yet to be answered. It's not
24 off the table and it's definitely a possibility.
25 Other questions from me for the committee?
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1 All right. Thanks for your time.
2 It's 4:09. We're going to go through this next
3 step pretty quick. Basically the length of term for chair
4 and vice chair discussions. In rule we found it, it says
5 every January we vote on a chair and a vice chair. And so
6 we thought, well, do we have to do this every year, but,
7 yes, it's actually in rule that we have to do it every
8 year.
9 Our term limits are two four-year terms. That's

10 generally from the Governor. That's not in rule but
11 that's what the Governor in their appointment committee
12 has done in the past. So as far as us being able to avoid
13 the yearly vote of chair and vice chair, yes, we still
14 have to do it every January.
15 Next step. Bob Jex, are you still here? There
16 you are.
17 BOB JEX: I feel a little guilty, my
18 presentation will take about 30 seconds. I realize --
19 KRIS KEMP: Starting my watch.
20 BOB JEX: -- yeah, it's probably a good point to
21 at this point.
22 A brief summary of the status of our specialty
23 care or time sensitive emergency programs. As of right
24 now we have 19 designated trauma centers in the state.
25 Seven of those are up for redesignation this year. Those
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1 seven will be IMC McKay, Ogden Regional, Utah Valley, with
2 the focus visit Cache Valley Specialty Hospital, Wyatt
3 Regional and Timp View -- or Timpanogos, Timpanogos
4 Regional will be up for redesignation this year.
5 In addition to those, I'm working actively with
6 seven other hospitals seeking formal designation. Four of
7 them will in all likelihood be designated this year, that
8 would be Jordan Valley, Delta, Sanpete and Heber which are
9 all three critical --

10 COURT REPORTER: I'm sorry. I can't hear.
11 BOB JEX: And those four will be in all
12 likelihood designated this year. Boy, I usually don't
13 have a hard time to be heard.
14 So that -- that's the status of our trauma
15 designations.
16 Our stroke receiving hospitals, we now have 20
17 stroke receiving facilities in the state in addition to
18 the nine primary stroke centers. That makes a total of 29
19 of the 44 acute care hospitals in the state taking care of
20 stroke patients and a system manager which is 65 percent
21 of the hospitals in the state giving stroke and that care.
22 So that's where we are.
23 We have -- we continually have 15 designated
24 stemi PCI centers. We don't think that that will change
25 much unless the Veterans Administration gets a system in
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1 place that check come off on.
2 Questions? Comments?
3 KRIS KEMP: I think the work is great. You've
4 done a good job. Thanks, Bob.
5 BOB JEX: Thank you.
6 KRIS KEMP: Audit filters. Matthew Christensen.
7 MATTHEW CHRISTENSEN: Hi, everyone. Matthew
8 Christensen, Bureau of EMS. I think you all have a copy
9 of this with your agenda. I'm not sure if it's the second

10 page or third page, but it's emergency medical services
11 performance measures. I'm going to walk through that over
12 the next five to 10 minutes, and I'm hoping that if some
13 of these performance measures make sense to you, and --
14 and kind of bring to you that we'll identify some of these
15 things and then we can start bringing these data and these
16 performance measures back to the committee at these
17 meetings.
18 In 2009, this report was published by the
19 National Highway Traffic Safety Administration. It's a
20 30-page report. It's available online if you want to look
21 at it. I've summarized it to this two-page handout with
22 primary content. There were 35 performance measures that
23 were developed over about a five or six year process
24 starting in 2002, a working group was assigned. There
25 were national experts. A lot of work went into this
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1 report to identify these performance measures. So this is
2 a resource that the EMS committee wants to be aware of,
3 it's something that we want to use. And with that I want
4 to walk through these performance measures with you. And
5 if these, like I said, make sense to you, please stop me
6 and we'll just make a note and earmark those things and
7 try to get data for those particular performance measures
8 first.
9 The first three look at your EMD. So question

10 No. 1, which emergency medical dispatch protocol reference
11 system does the EMS dispatch center use, APCO, Medical
12 Priority Dispatch, Power Phone, other, none? Question
13 No. 2, does your agency base it's lights and siren use on
14 the EMD it uses? Does your agency -- question No. 3, does
15 your agency base it's responder level, ALS/BLS on the EMD
16 it uses? Question 4, just looks at turnover rate for EMS.
17 What is your turnover rate for EMS providers? Five and
18 six look at cardiac arrest times. No. 5, cardiac arrest
19 occurring prior to EMS arrival where defibrillation is
20 attempted. What is the mean time, and 90th percentile
21 time from PSAP contact to initial defibrillation. And
22 six, in cardiac arrest occurring prior to EMS arrival
23 where an EKG is obtained, what is the mean time and 90th
24 percentile from PSAP contact to the initial analysis of
25 rhythm? And seven, is field triage. What percentage of
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1 patients who meet 2011 CDC triage criteria from transfer
2 to trauma, are transported to a trauma center? Eight and
3 nine, looking at pain management. No. 8, comparing first
4 and last pain values, what percentage of patients older
5 than 13 years of age reported decreased pain, increased
6 pain or no change in pain?
7 I hope these are making sense to everyone, and
8 hopefully of interest, because I think they should be.
9 No. 9, what percentage of patients older than 13 reported

10 a pain value of seven or greater on a zero to 10 scale, to
11 see subsequent intervention associated with pain relief.
12 Ten through 12, looking at cardiac care. What
13 percentage of patients over age 35 with suspected of
14 cardiac chest pain, received a 12 lead ECG? And 11, what
15 percentage of patients over 35 suspected of cardiac chest
16 pain will receive an aspirin? And 12, what percentage of
17 patients with field 12 ECG indicated stemi transported --
18 were transported with to a hospital with emergency
19 intervention cardiac catheterization capabilities?
20 Thirteen through 15 are just EMS times. I don't
21 know, I don't mean to say just EMS times, but to their
22 point -- they're to the point about EMS times. Thirteen
23 is response time. Fourteen is scene time. Fifteen is
24 transport time. Sixteen is EMS costs. So this would be
25 the population in your service area divided by your costs
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1 to get at cost per capita.
2 Seventeen and 18 are patient satisfaction. What
3 percentage of patients is satisfied with their EMS
4 experience? And 18, what percentage of patients does your
5 EMS agency survey to measure patient satisfaction?
6 Nineteen is respiratory arrest. What percentage
7 of patients in respiratory arrest received oxygen. And
8 20, undetected esophageal intubations what is the rate of
9 undetected esoph -- esophageal intubations?

10 Twenty-one through 23 are EMS crashes. What is
11 the rate of EMS crashes per 1,000 responses? Twenty-two,
12 what is the rate of EMS crashes per 100,000 fleet miles?
13 Twenty-three, what are the rate of injuries and deaths
14 because of EMS crashes perfect 100,000 fleet miles? And
15 24 is primary complaints. What is the number of
16 distribution -- of distribution of primary complaints for
17 which EMS responds? And 25, what is the cardiac outcome.
18 What percentage of patients experiencing cardiac arrest
19 after EMS arrival survive to discharge from the ED and
20 from the hospital? So that's a quick run-through of this
21 report that was put together and published and is
22 available online.
23 My question to the EMS committee is, are some --
24 do some of those make more sense than others? Do we want
25 to adopt all 35? Should we start with a just a few and
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1 then we can find full data for those and then start to
2 bring these back to the committee? Earlier today we
3 talked quite a bit about performance measures. This is a
4 great resource that we can build -- we don't have to stick
5 to this. We can certainly add to it, but this is a
6 starting point. Thoughts?
7 RUSSELL BRADLEY: We don't have to decide on
8 this today, right?
9 MATTHEW CHRISTENSEN: No.

10 RUSSELL BRADLEY: So we can look through this in
11 May. They all seem like great things on that, but they
12 are going to be -- some you're going to have to get from
13 dispatch?
14 MATTHEW CHRISTENSEN: Yeah.
15 RUSSELL BRADLEY: Some you're going to have to
16 get from agencies themselves. Some maybe get out of on
17 Polaris, maybe not. So it's -- so it's going to be
18 difficult to --
19 MATTHEW CHRISTENSEN: Agreed. I-- I -- I don't
20 know about the data. But I thought a starting point is
21 the rate of the committee to be aware of this document and
22 to at least identify a handful, and then once we identify
23 that, then we can actually dig in and see what data do we
24 need to answer this. Can we even answer it, and how close
25 can we get. Because if there is, you're exactly right.
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1 There's a big question as to how much we can answer these,
2 which one's we can answer.
3 KRIS KEMP: Peter.
4 DR. PETER TAILLAC: Well, I'm all about low
5 hanging fruit. So I -- I would suggest there's some cool
6 stuff out there and some I think is less cool and useful,
7 it's just my opinion. I would suggest two things. One is
8 that internally we discuss maybe which one of these could
9 we look at like between now and the next meeting just by

10 pulling on Polaris data.
11 MATTHEW CHRISTENSEN: Right.
12 DR. PETER TAILLAC: And focus on that low
13 hanging fruit initially, while the committee has a chance
14 to review all of them and decide if some subset of these
15 want to be our you know, our PMA's, most prudent for the
16 next -- whatever the number of years, one or two, years
17 whatever. We can look at some of them internally and
18 present results at the next meeting potentially.
19 KRIS KEMP: We could potentially offer this to
20 the operations subcommittee, as well as an assignment to
21 review and come up with a list of priorities and along
22 those same lines.
23 MATTHEW CHRISTENSEN: The nice -- the nice thing
24 and I don't -- I mean, if it's too much to ask and make
25 the decision right now, then that's okay, we can put it
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1 off. But the nice thing about providing some guidance at
2 this point is we can start to work on it and bring you
3 something all the quicker. And so that's my only thought.
4 JOLENE WHITNEY: And input from the medical
5 directors as well, would be -- would be helpful giving it
6 to the whole group to look at.
7 MICHAEL MOFFITT: Well, I like the idea of kind
8 of going after some of the low hanging fruit. Some of
9 these questions you can obviously find that data in

10 Polaris and run -- run a search on it. And I also like
11 sending the list over to the operations subcommittee and
12 letting them prioritize those things. And not only
13 prioritize them, but also with an eye towards where the
14 data has got to come from. Because some of that data is
15 agency specific and would have to come through email or
16 some other survey type system, and will take some time to
17 -- to develop. So I -- it's great to get started and it's
18 going to give us some benchmarks. And I think all --
19 almost all those questions are important. Some of the --
20 one or two maybe not, but, you know, I think if you get it
21 out to the operations guys they got a pretty good idea how
22 they are going to get that data, or if they can get that
23 data.
24 MATTHEW CHRISTENSEN: Okay.
25 KRIS KEMP: Matt, move on in that direction.
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1 This was under the informational items, so really it
2 wasn't something that required a motion, but I think that
3 assigning this to operations and having it review
4 initially the low hanging fruit, maybe, Dr. Taillac you
5 can choose a couple that you'd like to have them chase
6 after and then we can look forward for input.
7 DR. PETER TAILLAC: We'll talk about that, Kris.
8 MATTHEW CHRISTENSEN: Okay. Sounds good.
9 KRIS KEMP: Next topic is yours, the EMS

10 quarterly report.
11 MATTHEW CHRISTENSEN: Yeah. You also should
12 just have another page attached to your document, it's got
13 some red and white graphs. I'll go through this quickly.
14 On the front page that top graph, EMS patterns in
15 transient Utah, the red bar represents a snapshot in March
16 of 2014, about two weeks ago. The blue bars present a
17 snapshot from the 1st of February in 2013. So we're
18 looking about a 13 month difference in when we queried the
19 data and it shows the change in EMS certifications in
20 Utah. There were big changes in the past year consistent
21 with our changes with our certification levels.
22 So we can see that advanced EMT and EMT
23 increased dramatically. They were both somewhere between
24 1,500 and 2,000. Now, they are both up around 3,000.
25 Similarly but in contrast, EMS basic and EMT
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1 intermediate decreased pretty substantially. Does this
2 make sense? Pretty straightforward. So the
3 certifications in the past year are certainly changing
4 towards our new adopted certification limits.
5 The graph at the bottom of the page is the same
6 format, we've just added rural and urban areas to answer a
7 question about if it's happening, if these changes are
8 happening equally in urban and rural areas, and they are.
9 The patterns that we see at the top, in the top graph are

10 consistent for rural and urban areas in the bottom graph.
11 So that was just design -- that second graph was just to
12 design that question. On the back side of this handout,
13 any questions?
14 On the back side of this handout the top graph,
15 the blue line on that top graph represents the total
16 number of patient care reports submitted to Polaris on a
17 quarterly basis. So for the past three-and-a-half years
18 you can see the trends for the number of patient care
19 reports coming into the Polaris data system, and for every
20 quarter or every three months, we're getting about 50,000
21 patient care reports coming into the system.
22 In 2013, however, you can see a decline in the
23 number of patient care reports submitted. If you go to
24 the bottom graph on this page, it starts to help
25 understand where that decline is occurring in the state.

Page 88

1 The red line on the bottom of the -- on the bottom graph,
2 excuse me, but the red line represents rural EMS and the
3 number of PCRs that they're submitting, and it's right at
4 10,000 per quarter. There hasn't been a big change over
5 the past three-and-a-half years there. It's pretty steady
6 at 10,000.
7 In the urban areas, however, represented by the
8 blue line, that's where we're seeing pretty much our --
9 our significant decrease in PCR reports to Polaris in the

10 past year. We're aware of this and working with agencies
11 to get this data reported into Polaris, as well as moving
12 forward. Are there any questions on this?
13 Yes.
14 MICHAEL MOFFITT: I have a question. What --
15 what do you base the relationship on as you're working
16 with providers to get the PCRs reported? Because as an
17 urban provider, our call volume has dropped, therefore,
18 our percentage of PCRs is going to drop, and I think
19 that's reflective from most of the providers I've talked
20 to from, you know, the four northern Wasatch Front
21 counties, is we've seen a significant decrease in call
22 volume in 2013, starting in the beginning of the second
23 quarter through the year. So if call volume's dropped,
24 obviously you're going to see a drop in PCR.
25 JASON NICHOLL: Is your -- to go along with that
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1 is your statement that you're looking to see if everyone
2 is reporting, because I --
3 MATTHEW CHRISTENSEN: Well, yeah, we are paying
4 attention to who's reporting and we're aware that over the
5 past year a couple of the bigger agencies have not
6 reported their 2013 data, so it is consistent with that.
7 But to hear Mike's interpretation is interesting. We're
8 not seeing that in the urban. The data stated in the
9 urban areas it really hasn't been -- or I mean, excuse me,

10 the rural areas there hasn't been a decline. Does that
11 mirror other people's understanding that in the urban
12 areas they've also seen a decline?
13 JASON NICHOLL: Second quarter 2013, my volume
14 dropped like a rock and fallen.
15 MATTHEW CHRISTENSEN: Explanations?
16 MICHAEL MOFFITT: People forgot our phone
17 number.
18 MIKE MATHIEU: On the recording we got a phone
19 call from the Bureau within the last month that we had not
20 reported since last September, and found out that on a
21 situation with Image Trend, we had one report come back
22 and something was in error and we're notified that it was
23 in error and didn't get pushed through and held everything
24 from that day forward, so we just got caught up from last
25 September, about two weeks ago.
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1 SHERRI: Hi, you worked with me, I'm Sherri.
2 MIKE MATHIEU: And you probably talked with
3 Eric?
4 SHERRI: Uh-huh.
5 MIKE MATHIEU: And so that might be something
6 that delayed reporting issues of the period.
7 MATTHEW CHRISTENSEN: So maybe it's a
8 combination of both those things.
9 MICHAEL MOFFITT: It could be. I don't know of

10 any delays, significant delays in our data reporting.
11 MATTHEW CHRISTENSEN: But you have seen in your
12 -- you have seen a decrease in 2013.
13 MICHAEL MOFFITT: Everybody that I know of, you
14 know, especially in Salt Lake County, there's a
15 significant decrease in calling.
16 MATTHEW CHRISTENSEN: Do you have any -- I mean,
17 from my perspective trying to understand the patterns and
18 trends, we have pretty consistent here for
19 three-and-a-half years. You're saying it's a legitimate
20 decrease, why would that be happening.
21 MICHAEL MOFFITT: You know what, we still
22 haven't really been able to figure it out because January
23 of 2013 was the busiest call volume month of -- of our
24 history for 40 something years. And February followed
25 suit and then right after that it started to go down -- it
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1 just dropped the level and stayed at that level throughout
2 the year. And -- and never came back. And it's still
3 down. So it's not -- you know, we -- we're used to
4 fluctuations from the -- the median on a month-to-month
5 basis, because of weather or what have you. But this is a
6 consistent reduction column.
7 MATTHEW CHRISTENSEN: Does anybody have any
8 other thoughts on why -- why there might be a fewer calls
9 to EMS, what might be happening? No? Okay.

10 Matt, I would hope some --
11 MICHAEL MOFFITT: Obama Care. I don't know.
12 RUSSELL BRADLEY: Is there any way to drill down
13 on the states, I mean, that's just a single line. Is
14 there a way to look at five major providers or 10 major
15 providers and see if it's --
16 MATTHEW CHRISTENSEN: Oh, yes, certainly we can.
17 RUSSELL BRADLEY: If you're concerned enough to
18 bring this up here, then we can look at it more closely.
19 Do you think it's worthwhile?
20 MIKE MATHIEU: I know when we received our
21 email, if you remember there's two or three of us that
22 hadn't received reports.
23 RUSSELL BRADLEY: Wouldn't that bring it from --
24 UNKNOWN SPEAKER: I've been working diligently
25 with all of the agencies that were not being compliant,
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1 and we are -- we have all but two of them, three of them
2 resolved. I'm still working with Mountain West ambulance,
3 Hill Dale and Brigham City.
4 MATTHEW CHRISTENSEN: Any -- any other
5 questions.
6 MICHAEL MOFFITT: Just one other comment on the
7 -- on the middle graph on the second page.
8 MATTHEW CHRISTENSEN: Yeah.
9 MICHAEL MOFFITT: The one on transports from the

10 scene -- here let's see. Yeah, on the one for transports
11 from the scene, so transports versus responses. Probably
12 would be better presented in a bar graph with percentages.
13 So in other words, you know, out of, you know, a hundred
14 transports, a hundred responses, 55 transported, so you
15 got 45 percent cancellation rate or something like that.
16 Or 55 percent transport rate. It's easier to -- to keep
17 your relationship in percentage basis like that rather
18 than just looking at a trend line that doesn't really give
19 you a numerical value.
20 MATTHEW CHRISTENSEN: Okay. Any other questions
21 or comments?
22 KRIS KEMP: All right. Thank you.
23 The next item on the agenda has cancelled. It
24 is 4:30 and a lot of us have been here for a long time.
25 We need to take a wrist break because our court reporter
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1 needs to take five minutes or so to let her writing wrist
2 rest.
3 JOLENE WHITNEY: A wrist rest.
4 KRIS KEMP: A wrist rest, so if we could take
5 five minutes and suspend our activities for just those
6 five minutes, we'll -- we'll reconvene in five minutes.
7 MICHAEL MOFFITT: So moved. Seconded.
8 KRIS KEMP: All right. Five minutes.
9 (Recess taken)

10 KRIS KEMP: We'll reconvene part 2 of the EMS
11 state committee meeting. All right. The next item on the
12 agenda, the Utah Navajo Health Systems. They were not
13 able to make it today. So it's going to be postponed for
14 another time.
15 EMS week. Tammy, are you here?
16 TAMI GOODIN: I'm here. Tami Goodin with the
17 Bureau of EMS. Just to let you know, this year's theme --
18 theme for EMS week is EMS dedicated for life. EMS week is
19 May 18th through the 24th with EMSC the day -- EMSC day
20 May 21st. However, we're going to hold our awards
21 ceremony since May is such a crazy month with conferences
22 and everything, on July 9th, probably here. We're
23 checking out this building for the ceremony. Nominations
24 and all the information is online on our website. So
25 please fill out the nominations and they're due, I think,
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1 don't -- I can't remember, but I think they're about the
2 first part of May to turn them in, nominations. So that's
3 all I have.
4 KRIS KEMP: All right. Thank you. Round table
5 discussion. Mike Moffitt, you had a topic.
6 MICHAEL MOFFITT: Yeah, just a quick update for
7 the committee on the last few months with the legislature
8 in our efforts for Medicaid rate adjustments. A large
9 number of providers in groups like state chiefs, et

10 cetera, came together to unite behind Chief Matthew, who
11 did a great job as our -- as our visual spokesperson in --
12 in subcommittees meetings and a lot of time on the hill
13 talking to legislatures. We asked for a million dollars
14 of state money increase in the budget for -- earmarked
15 specifically for ambulance payments. That was reduced in
16 the appropriation subcommittee to 500,000 and passed
17 forward, which I thought was great. That -- that was a
18 big hurdle. So we -- we had a line item for $500,000 of
19 new money in the state budget, and in the last couple of
20 days of the session, really down to the final wire, we
21 were taken out of the budget probably for lack of a
22 champion. I -- I -- I just think we were missing somebody
23 in the intergroup workings to -- to keep us alive and
24 active. That being said, the session ended without any
25 increase.
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1 The word on the street is that there will be a
2 special session of the legislature called by May or June,
3 something like that to address Medicaid expansion and the
4 federal government. And that will be another opportunity
5 for us to move forward requesting ambulance rate
6 adjustment. And if -- if that happens, you know, we'll
7 try to get the word out for people. But usually a special
8 session is called and then they're only there for one day.
9 So it's a one topic, one day kind of thing and we'll just

10 have to see, we might -- we might need to do a quick, I
11 don't know, phone meeting or email meeting. Maybe get a
12 letter of support from this committee to take in there,
13 but we'll -- we don't know yet when it will be or what
14 we'll need so just kind of an update and let people know
15 where we're at.
16 KRIS KEMP: All right. Thank you for that
17 communication. Anything else? Any other round table
18 topics or discussion items. Kind of made the assignment
19 ad hoc to the operations subcommittee about the, what was
20 it we were talking about.
21 MICHAEL MOFFITT: The data point study.
22 KRIS KEMP: Right. Right. The audit filters --
23 JOLENE WHITNEY: The EMS performance measures.
24 KRIS KEMP: -- and the EMS performance measures.
25 So any other assignments we would like to make to
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1 operations? No?
2 JASON NICHOLL: Can I ask one question about
3 that?
4 KRIS KEMP: Yes, Jason.
5 JASON NICHOLL: Because of the time insensitive
6 thing with the special session. Would it behoove us as a
7 committee to have a letter waiting so that we don't have
8 to meet again to -- or go through the communication
9 process of getting something put together but just have

10 something put together that if it's necessary or if it
11 happens the special session's tomorrow, that we already
12 have it and we could use it? Is that something that would
13 be beneficial?
14 KRIS KEMP: Sure. Do you think tasking the
15 Bureau to write something up that then we distribute among
16 ourselves to sign or attest to would work?
17 DR. PETER TAILLAC: I don't think the Bureau can
18 do it.
19 JOLENE WHITNEY: I was going to say, we probably
20 can't do it. It needs to be a provider that writes it.
21 MICHAEL MOFFITT: We could probably put
22 something together, Mike, with what we've already put
23 together. And then --
24 MIKE MATHIEU: We have put a lot of information
25 together and present it --
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1 MICHAEL MOFFITT: Circulate it and put it on our
2 committee letterhead and Chris you'd have to sign it. I
3 guess, what -- what we're saying is, after we look at it
4 and we'd send it back to you and give you approval to sign
5 it, I guess, right?
6 MIKE MATHIEU: That's my thought, yes.
7 KRIS KEMP: Okay. Sounds good. Any other
8 topics or round table items to discuss? Thank you, it's
9 been a long day.

10 MICHAEL MOFFITT: Make a motion to adjourn.
11 BRETT KAY: Second.
12 KRIS KEMP: Motion second to adjourn.
13 JOLENE WHITNEY: Any opposed?
14 KRIS KEMP: We're adjourned.
15 (Meeting was adjourned at 5:49 p.m.)
16
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