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State EMS Conmittee Meeting Agenda 1 January 8, 2014 1:00 p.m.
January 8, 2014 2 PROCEEDINGS
1: 00 p. m 3 * ok
. ) . 4 JAY DOWNS: Let'sgo ahead and get things
Locat i on: 3760 .SOUt h Hi ghland Drive 5 started here. Welcome everybody to our new year EMS
Sal :53 Iaaléﬁ G tX’ d'U’E ah. 84106 6 committee meeting. Just so we -- everybody knowsright
r oor Audrtorium 7 now on the action items, we do not have a quorum. Wejust
Reporter: Susan S. Sprouse 8 need Qnemoreto havgaqgorum. So we haveeight. So
9 just kind of keep that in mind.
10 Everybody as you speak today, whoever has
11 something to say, make sure you state your name so that
12 she can get it properly recorded so she can do her little
13 bouncy thing, okay.
14 JOLENE WHITNEY: Susan.
15 JAY DOWNS: Jolenejust reminded methat wejust
16 need -- we have a new member who sits on the board today,
17 Dr. Tom White.
18 TOM WHITE: Right here.
19 JAY DOWNS: Niceto meet you. My name's Jay
20 Downs. And we'll just go around real quick and just
21 introduce ourselves. Sowe'll start off with Tom since he
22 isthe new guy.
23 TOM WHITE: Hi, Tom White, I'm atrauma surgeon.
24 | was-- thisis-- | just finished a gtint on the state
25 trauma advisory committee and got kicked off of that
Page 3
APPEARANCES 1 committee and got asked to -- for this. 1'm pleased to be
2 here.
Jay Downs 3 JOLENE WHITNEY: You wererecruited.
Jol ene Wi t ney 4 DR. PETER TAILLAC: You'renot ahdl raiser,
Bob G ow 5 areyou?
Jeri Johnson 6 JAY DOWNS: Welcome.
Lynne Yeates 7 TOM WHITE: Thanks.
Tom Wi te 8 JAY DOWNS: Pleased to haveyou. Let'sgo here
M chael Moffitt 9 and start off to theleft. Bob.
Mar k Adans 10 BOB GROW: Bob Grow, emergency physician up in
Hal lie Keller 11 Davis County and Weber County and medical director of
12 Weber County.
13 JAY DOWNS: Okay.
14 JERI JOHNSON: Jeri Johnson, Wayne County EMS
15 director, rural representative.
16 LYNN YEATES: Lynn Yeates, Box Elder Sheriff
17 representing law enforcement EM S,
18 JAY DOWNS: Okay. I'm Jay Downs, representing
19 therural fire chiefs.
20 MIKE MOFFITT: Mike Moffitt with Gold Cross
21 Ambulance.
22 MARK ADAMS: Mark Adamsrepresenting hospitals.
23 HALLIE KELLER: HallieKéler, I'm an emergency
24 physician at Primary Children's.
25
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JAY DOWNS: Awesome. Everybody welcome. Let's
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We also proposed that we would use video --
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1 go ahead now and we'll just start off with the agenda. 1 video laryngoscopy asour primary intubating method on
2 Let'sgo ahead -- and the minutes, has anybody had a 2 every intubation. Layton Fire purchased GlideScopes for
3 chancetoread the minutes? We can't approve them, 3 their video laryngoscopy. We'redoing thisstudy in
4 though, because we don't have a quorum. So we'll move on 4 conjunction with the Davis County Sheriff's Office. They
5 until we get another person here. 5 started out with King Vision and they've also moved to
6 Let's-- let'sgo ahead and let'sjust have a 6 GlideScopesfor their video laryngoscopy.
7 hearing on the Davis County advanced airway medic. We 7 Additionally, we said we would do an extensive
8 can't act on the elections. So who'srepresenting Davis 8 initial and ongoing training program. That included a
9 County? IsDr. Mark -- 9 very intensive upfront training where all the medics went
10 MARK ORASKOVICH: | guessthat'sus. 10 through the difficult airway course on a national level.
11 JAY DOWNS: Now, from what | under stand, Jolene, 11 Wedid athree-day very intensive cour se before we ever
12 thisisarenewal of a-- a presentation they did last 12 started the program. We do 48-hour QA on every intubation
13 year; isthat correct? 13 that isdone. We do twice yearly training and updates,
14 MARK ORASKOVICH: Itis. It'satwo-year pilot 14 testing, and we have continued through that through the
15 project that is-- 15 whole project vigor ous quality assurance with intensive
16 JAY DOWNS: Isthistherapid intubation? 16 medical oversight. | essentially review data Danny Wyman
17 MARK ORASKOVICH: Thisisthe RS project, 17 who represents the Sheriff's Office astheir physician
18 correct. 18 director, reviews every intubation that's done within a 24
19 JAY DOWNS: RSI, okay. Cool. 19 to 48-hour period and then collect comprehensive data and
20 MARK ORASKOVICH: Advanced airway medic. 20 eventual consider ation of publication of these study
21 Well, for those of you who don't know who | am, 21 results.
22 I'm Mark Oraskovich. 1'm an attending ER physician here 22 Thiswas essentially the data that we're going
23 in Salt Lake City with Intermountain Healthcare. | work 23 totalk about heretoday. We'regoing toreview the
24 at Intermountain Medical Center and at Alta View Hospital. 24 cases, demogr aphics, attempts, where we intubated, how
25 And | represent Layton Fire astheir medical director, and 25 we've done scenetimes. That'sjust the summary of what |
Page 5 Page 7
1 I've been with them since 1998. 1 would like to show you.
2 We approached your committee about two years 2 Wehad the I T peoplewithin Layton City createa
3 ago, a little over two year s ago, requesting per mission to 3 databasefor us. That'san online data basethat's
4 doapilot project looking at a novel airway team concept 4 accessibleto those who are within the study, wherewe
5 wher e ground paramedics employ the use of RS, which is 5 record all our data and haveit available for review.
6 rapid sequence intubation, to establish a definitive 6 All right. Our hopein thistwo-year period was
7 airway in patientsthat they aretransporting by ground 7 we would have probably 75 to a hundred intubations that
8 ambulance. 8 wereRSl. Wefdl alittle short of that; we had 52.
9 That project commenced October 1st, 2011. This 9 Therewere probably at least that many that in the
10 -- thislast October, we completed our -- our two-year 10 decision-making of the paramedic on scene, the decision
11 study period. We had initially done one year when we came 11 was made not to do an RSl and gotothe ER instead. So
12 back to the committee. After one year, we wer e extended 12 our numbers could have been alittle higher, but overall |
13 for a second year and that -- that year has now commenced. 13 think you'll seethat theresultsare very favorable for
14 So we come before you today to kind of give you 14 thenumberswedid have.
15 theresultsof what our pilot project has shown and to 15 Thisisa demographic of the age group of the
16 kind of stimulate some further discussion astowhat the 16 patientsthat wereenrolled into thispilot project. We
17 future holds. 17 had several 90 year old's and we had them aslow as age
18 So when we presented our pilot project, we had a 18 16. And sixteen was the bottom age cut off for this pilot
19 description, and the description consisted of several 19 project. Average agewas 54.
20 jtemsthat wewould use an advanced airway team consisting 20 Whom do weintubate? About three quartersare
21 of a limited number of highly experienced and trained 21 medical and about one quarter aretrauma, whichisa
22 paramedics. Sowe were taking a very select group of 22 little surprising. | think if you look at alot of
23 paramedicsand only training afew to be a member of this 23 national studieson pre-hospital RSI, there'smore of an
24 dlite airway team. 24 emphasis on trauma than there perhapsison medical. If
25 25 you break down those medical cases, you'll find that they
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1 really fall into three categories. Severerespiratory 1 teaching on both alocal, regional and a national level.
2 distressand failure, altered level of consciousness -- 2 Some of our medics have been asked to go to other cities
3 many of those elderly patients -- and overdoses, which we 3 in the country and present lectures on the use of video
4 have plenty of in Utah. 4 laryngoscopy. | know Jason has done teaching with AirMed
5 | want to talk about intubation attempts, 5 with Salt Lake City on the use of video laryngoscopy and
6 becausethisis something that comesup in theliterature 6 pick tricks, toals, techniquesthat can enhance success.
7 alot. And beforel show you our results, | wanted to 7 RSl initial intubating sats, we have initial
8 kind of hit on a study that came out last year, which is 8 intubating pre-intubation sat of 83 percent. We have
9 very surprising. 9 intubating sat of 92 percent and post intubation sat of
10 Thisisa study that talks about number of 10 96 percent. So overall very favorabletrend. | think
11 intubation attemptsand complication ratesthat ensuewith 11 you can break them down. Thereareacouplein there
12 subsequent attempts. You can find that with one pass 12 wherethetrend isin thewrong direction, but therewere
13 successrate, you till have a 14 per cent incidence of 13 very, very few caseslikethat.
14 adverse events. And those can include anything from 14 We put alarge emphasisin this study on the
15 desatur ation to esophageal intubation, aspiration. 15 importance of oxygenating the patient well. It'snot just
16 Onceyou fail on your first attempt, and attempt 16 about putting thetubein. It'sabout getting oxygen.
17 isdefined asbladein through thelipsblade out, and you 17 And so we put a strong emphasis on bag valve ventilation
18 get into a second pass attempt, your rate of incidence of 18 when indicated and pre-oxygenating patients before our RSl
19 adver se events goes up to 47, and then with thethird it 19 isdone.
20 goesall theway up to 63 percent. Soit'snot just being 20 Where do weintubate? 61 percent in the
21 ableto establish atube without failing, it's being able 21 ambulance. Thisisen routeto the hospital. Twenty-nine
22 to establish atube on thefirst attempt. 22 percent are done at scene. Most of these occurred early
23 In our study, wehad a 75 percent first pass 23 on in thestudy. And interesting, you'll seethat there
24 successrate, 22 percent third -- two attemptsand -- and 24 wer e some donein the ED.
25 only 4 percent did we go to three attempts. That's 25 Thiswas a corroboration mainly with the Davis
Page 9 Page 11
1 probably just one, if you run the numbers. Wehad none 1 ER, wherethe docs had been very receptiveto this
2 that went beyond three attempts, which would be our 2 program. And asour medicswould arrivewith a patient
3 definition of afailed airway. 3 that they knew required intubation but had a very short
4 Thisisanother study that was-- | think we 4 transport time, they worked together with the ER docs and
5 presented this when wefirst brought the pilot project to 5 wer e permitted to perform an RSl in the ER, both for
6 you. Thiswasa study out of Washington State wher e they 6 educational purposesto show the docs ther e the process
7 did a control group of non-video RSl and then video RSI. 7 that we're going through and also to facilitate
8 And they found that their attemptswent down to 1.2 -- 8 intubation.
9 thisisabout a hundred -- it'salmost, | think, 300 9 Theseareour scenetimesfor the 52 patients.
10 patientsin that arm of the study from previousy 10 Average was 18 minutes. | think you can make a couple of
11 two-point through from traditional laryngoscopy. And so 11 conclusions from this. We decreased the utilization of
12 you can see our resultsarevery similar at about 1.3. 12 helicopter transport, which probably on average extends
13 How do we intubate? We made a commitment in 13 scenetime by 10, 15, 20 minutes.
14 thispilot project that we would attempt every intubation 14 Patientsthat were RSl for the most part were
15 with video first. We succeeded 81 percent of thetime. 15 donein the back of the ambulance on theway to the
16 If you review those cases, probably the most common reason 16 hospital. We also decreased frequency of lightsand siren
17 that there was a failure on video was secretions, soiling 17 response. Sol think you made the comment today, Cory,
18 that tip of the blade, not getting a proper suction and 18 you haven't done a light and siren response on an RSI
19 having toresort to direct laryngoscopy instead. There 19 intubation in two years.
20 were a couple early on in the study where direct 20 CORY COX: Twoyears.
21 laryngoscopy was moved to probably quicker than it was 21 DR. PETER TAILLAC: And thereason for that is
22 later on in the study. And | think that wasjust getting 22 what? That -- that you don't have lightsand siren?
23 phased out with the use of the video scopes. 23 MARK ORASKOVICH: Wédll,it'sasafety --it'sa
24 | should mention, too, that the people who've 24 safety issue. And -- and there's-- you know, it'savery
25 been involved in this study have also been very active 25 hot topicin EM Sright now that lightsand siren not only
Page 10 Page 12
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1 put the public at risk, but put our providersand patients 1 thewhole --
2 at risk and really don't necessarily transfer into a 2 MARK ORASKOVICH: ltis.
3 benefit. But when you have a flailing 18 year old with a 3 TOM WHITE: -- thewhole game.
4 severe head injury who's got a sat of 70, and you need to 4 MARK ORASKOVICH: ltis, and I think thisisone
5 get them to the hospital because your only option isto 5 of thethingsthat wefelt very strongly from well before
6 get there and intubate them, you tend to drive asfast as 6 we ever cameto this committeg, isthat it'sa game
7 you can and have lightsand siren. 7 changer.
8 Whereas, if it'sa controlled setting and 8 TOM WHITE: Can you -- did you go back and look
9 they'reintubated and you'r e oxygenating and ventilating 9 and seeif those -- there were a couple of daysthere
10 them well, you have the benefit of not having to use the 10 whereyou failed once or twice?
11 light and siren response. 11 MARK ORASKOVICH: And went to --
12 HALLIE KELLER: Sothey'renot putting these 12 TOM WHITE: Any chance that was a person -- you
13 patientsin the back of the ambulance and intubating them 13 had one bad guy, one -- one -- one person in your team
14 there; they're actually putting them in the back of the 14 that needed more education, or wasit possiblethat --
15 ambulance and while they're driving, stopping, going 15 MARK ORASKOQVICH: It didn't really come down to
16 over -- | mean going over bumps, physically moving, that's 16 individual. Some -- one of them came down, | know, at the
17 when they areintubating? 17 scene. Wewereintubating in the street as opposed to
18 MARK ORASKOVICH: They'redoing both. They're 18 putting him in the back of the ambulancein a more
19 doing both. 19 controlled setting wherelighting is better and you have
20 JASON: But 69 percent of thetime, that'san 20 suction. And that actually changed how we approach them
21 accur ate description, yes. 21 from then forward.
22 HALLIE KELLER: When they're moving, they're 22 Each time we have cases that we fed are worthy
23 physically moving? 23 of review, whether they meet any set criteria or not, we
24 MARK ORASKOVICH: Yes. It'sadded advantage of 24 would use those as part of the biannual training and
25 the laryngoscopy. 25 review those cases one-on-one with the entire airway team
Page 13 Page 15
1 HALLIE KELLER: Right. Absolutely. 1 present, both from the Layton Fire and Davis.
2 TOM WHITE: Mark, what'sthe definition of a 2 JASON: Toclarify, though, under your
3 failure? If thelensissmeared and they takethething 3 definition of a failure, we have not had afailure yet.
4 out and clean it and put it back in quickly, isthat a 4 We're 100 per cent success -- successful intubation. What
5 failure? 5 we have had is-- isattempts. And if you look at the
6 JASON: It'san attempt. 6 multiple attempts beyond thefirgt, it's always been
7 MARK ORASKOVICH: It'san attempt. Soan 7 related to secretions, whether it's blood, vomit,
8 attempt isblade through thelips and blade out. 8 whatever. And so suctioning, better positioning, those
9 TOM WHITE: Soyour definition isvery strict? 9 things resolve those issues.
10 MARK ORASKOVICH: Yeah. Bladein blade out. 10 TOM WHITE: Right. But that second and third --
1 And three attempts -- 11 second and third attempt as-- as portrayed in that early
12 TOM WHITE: I'mnot surethat'sfair. 12 study you showed that had devastating effects and
13 MARK ORASKOVICH: Threeattemptswithout passing 13 complications --
14 atubeisafailed airway. 14 MARK ORASKOVICH: It doeswithout --
15 HALLIE KELLER: Wédll, if you'regoing to be 15 TOM WHITE: --that'snot exactly what you're
16 consistent with theliteraturethat hasto be-- 16 talking about here.
17 (Court Reporter interrupts) 17 MARK ORASKOVICH: No.
18 TOM WHITE: Wéll, what | am saying is garbage 18 TOM WHITE: | mean, those--it'snot tothe
19 anyway. But that'sa pretty strict definition. 19 samething. Takingit out, wiping it, and putting it back
20 MARK ORASKOVICH: Itis, and we pulled that from 20 in isasecond attempt, but it's not the same thing as
21 theliterature. 21 trying vigorously to get atubein, fighting with it, not
22 TOM WHITE: It makesit look likeafailure, a 22 getting it in and then having to redo it again with
23 truefailureismore common than in reality it is. | 23 another person or whatever, those -- those ar e different.
24 congratulateyou on that. It supportsmy biasasatrauma 24 MARK ORASKOQOVICH: But if you went back tothat
25 surgeon in the ER that the video laryngoscopy is changing 25 study, they would use the same criteria for attempt aswe
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1 do, to bladein, blade out. Now, you could have that 1 onelooks disturbing, but there's an explanation behind
2 bladein therefor a hell of along time and belooking 2 thisone. If you look at thisdata, this comes out to
3 around and monkeying around, the sats can be plummeting. 3 seven patientsout of 52 in thisstudy. And five of those
4 But as soon asyou pull it out, you'reinto attempt No. 2 4 wereintubated in an ER setting. Two of those were
5 thenext timeyou goin. 5 intubated and the tube was secured and taped in placejust
6 TOM WHITE: Good. Thank you. 6 asthey rolled up to the deck of the ER. Of those seven
7 MARK ORASKOVICH: We pulled some data from our 7 patients, they did not employ the use of R-capnography.
8 non-RS| scenetimeswithin Layton Fire from previousyears 8 These wer e confirmed by devicesthat the ER usesin their
9 and compar ed aver age scene time to what we find now in our 9 setting to confirm. And I'm not surewhat you're using at
10 RSl study, and | think it'sinteresting that we did not 10 Davisfor -- for confirmation of tube, but since five of
11 extend scene times by employing RSI. 11 those were donein the ER setting and two wer e done as
12 So let'sget into our sentinel events. We 12 they wererolling up to the ER, we did not employ our use
13 identified several sentinel eventsprior toinitiating 13 of capnography because therewasn't time. And compliance
14 thisproject. Incidence of hypoxemia or hypotension with 14 of reporting we wer e 100 per cent.
15 head injury, obvioudly a harbinger of -- could cause much 15 These werejust our quality assurance measures
16 mor e significant brain injury. We had no incidence of 16 that we had identified at the onset. We don't need to go
17 that. We certainly tracked our satsboth before, during 17 too much into that.
18 and after intubation, aswell asblood pressure. 18 Soin looking back, thisiskind of the mantra
19 Use of arescueairway or surgical cric, none of 19 that | think sumsup my feelingsthe best. Intubation
20 those wererequired in thisstudy. Medication errors, 20 donewell issafe. Intubation that is done poorly isnot
21 adver se reactions, none. 21 safe. 1t doesn't matter where you do the intubation.
22 Unrecognized or failed or misplaced tube, we had 22 | feel that if you put theright tools, the
23 none. We had one wher e therewas a patient who was 23 right techniques, theright training, theright oversight
24 intubated non-RSl, required a paralytic and rodeto the 24 in the hands of capable paramedics, you'll get the same
25 hospital to maintain the tube position and prevent them 25 results as you do when you put those toolsin the hands of
Page 17 Page 19
1 from extubating themself. It wasa-- it wasa severe 1 ER doctorsor trauma surgeons. And -- and | think we
2 trauma patient. 2 showed that in theresults of first passsuccessrate and
3 And in transferring from our gurney onto the 3 ability to secure an airway.
4 trauma bed, therewas a brief extubation that was 4 Wedidn't do outcome studiesin here. Thereare
5 recognized immediately. It went under avigorousreview 5 outcome studiesthat have been in theliteraturefor years
6 and it wasfelt to be factorsthat happened in that year. 6 and there ar e continuing outcome studies that are coming
7 JASON: It'smine. | apologize. 7 out.
8 MARK ORASKOVICH: So here'ssome more quality 8 | threw thisonein here because when we began
9 assurance data. Wesaid at the onset we would maintain an 9 this program, we presented the San Diego study, which |
10 intubation successrate greater than 90 percent. We hit 10 think everybody hasheard of. It put RSl for trauma
11 100 per cent, meaning we had no failed airways. Compliance 11 patientsin a bad light in a pre-hospital setting.
12 with training, 100 per cent. 12 Thisisamuch morerecent study coming out of
13 Confirmation of intubation with video 13 Australia that had 312 randomized per spective traumatic
14 laryngoscopy. This meanseither at the time we had the 14 brain injury patientswho were either randomized to be
15 bladein or at thetime of transfer of care, or thetime 15 intubated by a paramedic using RSl in thefield or brought
16 they werearrived at the ER, we would take a picture and 16 tothe ER and intubated in the ER. And their goal wasto
17 show that that tube wasin the proper position. Wedidn't 17 determinetheir neuro outcome at six monthswith the two
18 hit 95. Wedidn't record that picture 95 percent of the 18 arms of the study, and they found favor able outcomes;
19 time. But you'll notice 80 per cent, we had over 19 51 percent favor able outcome with medics, 39 per cent when
20 80 per cent where video wasthefinal device. Sowe're 20 they wereintubated in the ER.
21 usingit. It'sjust that they didn't alwaysrecord it as 21 They're conclusion, and there'sa great
22 they should have. 22 discussion in thisarticle, that adultswith severe TBI,
23 Confirmation by receiving M.D. was 100 per cent 23 pre-hospital RSl by paramedicsincreasesrate of favorable
24 on AirMed crew. 24 neur ologic outcome.
25 Application of qualitative capnography. This 25 Intuitively, | think weall believethat. It's
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1 not good to have decreased sats. It'sjust that we've had 1 study iscomplete. We plan to continue using RSI, and we
2 a hard time getting studiesto proveit. And they are out 2 just need to work with the Bureau on getting a variance
3 there, you just got to find them, and there'smorethat 3 for the medsthat we carry, and then we would apply asa
4 are coming out therewith time. 4 varianceto carry additional meds should we choose to do
5 DR. PETER TAILLAC: Mark, | would just 5 that.
6 editorialize thereason they do well, and you do well, is 6 TOM WHITE: Mark, can you explain therationale
7 because you do it well, asyou said in your dide. Some 7 for adding those two medications, making those available?
8 of the other studiesthat have been out there, | think, 8 MARK ORASKOVICH: Sorocuronium isprobably the
9 arewith agenciesthat don't maintain the same QA 9 onethat isworth talking about the most. Thereason
10 oversight in training. 10 behind that isyou have a pretty good subset of patients
11 MARK ORASKOQOVICH: | think you cannot treat 11 that have contraindications to succinylcholine. Now in
12 pre-hospital intubation and RS like just any other 12 reality the numbersaren't big in the patientsthat fall
13 paramedic skill, like puttingin an IV. It requires 13 out of that, but there are contraindicationsthat have
14 intensive training up front, intensive ongoing training. 14 very significant consequencesiif they're missed. Those
15 There'salot of expensetothis. Thisisnot something | 15 patients -- those contr aindications don't exist with
16 think every agency should or should want todo. It is-- 16 rocuronium.
17 it's-- it takesalot of investment from the physician, 17 Rocuronium not only has equal successratesin
18 from the city that paysthebillsfor that fire department 18 terms of favor able intubating conditions, but in some more
19 or EMSagency, and for the paramedicsto comeinto that 19 recent studies also show that your saturationsare
20 rigorousleve of training. Wethink it's successful. 20 maintained at an appropriate level longer, meaning during
21 Our two-year study period isup. Weareat a 21 the apnea period, patientstend not to de-saturate quite
22 point now wherewe arein discussons with the Bureau. 22 as quickly, the thought being they don't fasciculate, so
23 And wereally havetwo different directionswe'd like to 23 there'sless oxygen demand. And wefeel that should bea
24 go and we'd like theinput from this council or this 24 med that we consider. | think we've seen it gain alot of
25 committee asto what you feel would be our best cour se of 25 traction in the ER setting. And | don't know what your
Page 21 Page 23
1 action. 1 useisat primary but --
2 We have been approached by the Bureau to extend 2 UNKNOWN: Rocuronium.
3 the study for one moreyear, essentially extend the pilot 3 MARK ORASKOVICH: -- most of our docsin the ER
4 project for onemoreyear. Intherule, projectsarefor 4 areusingit.
5 aone-year period, can berenewed yearly, up for atotal 5 TOM WHITE: | guessthat'smy question. | --
6 of threeyears. 6 it's-- | think there'sa consensusthat it's a better
7 In thethird year of our pilot, what we would 7 drugin the scenario. Why do you need totest it again
8 liketodoislook at two different medicationsfor 8 for ayear?
9 induction and paralysis. And that isrocuronium and 9 HALLIE KELLER: Becausetraditionally sucs has
10 ketamine. 10 been used in the -- in the EM S out of hospital
11 And we would also look at maybe broadening our 11 environment, so that's probably standard of care, isit
12 agerequirement down to alower agerequirement. And I'd 12 not, to use sucsin terms of every hospital environment?
13 like your opinionson that aswell. Right now we havea 13 MARK ORASKOVICH: Itis. Intheair medical
14 cut off of 16 and above. And we would liketo consider 14 setting, ther€'scertainly alot of traction behind
15 taking that down to eight, 10, 12 year old age group. 15 rocuronium, and it isbeing carried probably by alarge
16 We--in looking at casesthat we've had of 16 per centage of air medical agencies.
17 traumaticinjury, there have certainly been patientsin 17 TOM WHITE: Especially outside of Utah.
18 that age group that would have benefited from RSl in the 18 HALLIE KELLER: Yeah, AirMed carriesit.
19 field and had to wait for para medical transport. 19 TOM WHITE: Exactly. And incidentally, in our
20 So option No. 1isto continuethe study for 20 teaching elsewher e around the country, rocuronium is not
21 another year, employing two new medicationsto our list 21 new in the pre-hospital environment either. Thereare
22 and broadening our age criteria, and then bringing that 22 many placesthat have been using it and utilizing it for
23 data back to you and back to the Bureau and showing you 23 many, many year swith good success. And | think thisis
24 our success ratesand our trends. 24 just the natural evolution while under the umbrella of a
25 The second option would be two yearsisup, the 25 study to say, look, let'slook at what RSI looks like
Page 22 Page 24
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1 going forward for everybody, and what arethe best 1 conjunction with ketamine, since the two match up in terms
2 medications, what isthe best patient group to do this 2 of their half life, their same dose and they seem tobea
3 with. 3 good marriage.

4 MARK ORASKOVICH: And we-- we've been pressured 4 So again, open to discussion. If -- if this
S even fromthestart. | know in our early training that we 5 council doesn't fedl that this needsto belooked at in
6 had herewith Eric Barton, he came forward to usbefore 6 theform of a pilot project, then wetake thisback to the
7 the study was even done and said, " Why aren't you doing 7 state and say we'll ask for avariance and we'll writeit
8 roc?" And Eric sitson theboard for the difficult airway 8 up.
9 course. 9 JAY DOWNS: Unfortunately, wedon't have a
10 I know Darren Brody who also heads up that 10 quorum heretoday, sowecan't really act on it. But |
11 difficult airway course and heads up the EM S portion, will 11 got a question for you. Do you fedl likeyou'redone? Do
12 comeright out and say he hasn't used anything but rocin 12 you think -- doyou feel like your study is complete or
13 the state of New Mexico for what -- 13 would you like to have another year to continue the pilot?
14 JASON: Ten years. 14 MARK ORASKOQOVICH: | fedl likewe'redone.
15 MARK ORASKOVICH: --tenyears. Succinylcholine 15 JAY DOWNS: You fedl likeyou'redone? Okay.
16 has never been used. 16 Dr. Taillac, what's your feglingson it?
17 TOM WHITE: | ask thequestion again. It seems 17 DR. PETER TAILLAC: And we've discussed thisand
18 likeyou're-- 18 | -- my biasallittle bit isthat what these guys have
19 MARK ORASKOVICH: | know. 19 donevery, very well, and | congratulate you, hasreally
20 TOM WHITE: -- reinventing the whedl again. 20 established potentially a new standard of carein our
21 HALLIE KELLER: There'salso how longit lagts, 21 state.
22 right? Roc only lasts two monthsinstead of atypical 22 | -- | guess, as|'ve been with the Bureau for a
23 three-month cyclethat alot of people-- 23 few years, doing things fast sometimesis not the right
24 MARK ORASKOVICH: For storage. 24 way togo. They'vedonea great job with the protocol
25 HALLIE KELLER: For storage. Sothat'san 25 they have. When they'refinished with their pilot
Page 25 Page 27
1 issue, and it requireseither refrigeration or requiresa 1 project, therewill be other agencies who want to take on
2 mor e frequent turnover cyclefor carrying that medication. 2 similar projects, | haveafeding, and that will be great
3 So that's been ancther reason that it hasn't been as 3 if they can reproduce the samelevel of oversight,
4 frequently used in the pre-hospital. 4 training, et cetera.
5 MARK ORASKOVICH: And thereissome benefit in a 5 The advantage to them, to answer your question,
6 longer transport, if you're giving succinylcholine and 6 extending a year, in my opinion, and including the new
7 that patient startsto buck thetubeor try to pull out 7 drugs, which aren't new nationally, but arevery new for
8 thetube, we're using sedation first, but in some cases 8 Utah, pre-hospitally, potentially extending the age down a
9 We'reresorting to vecur onium, which has a much longer 9 bit for thekids, isthat when they'rereally done, then
10 health life than using rocur onium right from the start, 10 that will establish sort of the benchmark for the state
1 which would be likely wearing off soon after their arrival 11 for other agenciesto then replicate. So for them to stop
12 inthe ER. 12 now and then they say, oh, yes, and we'd liketo usethese
13 JAY DOWNS: Excuseme, Doc. We got a question 13 other drugsand extend it, isone option. But the
14 in the back. Please state your namefor the -- 14 benchmark sort of at that point is succinylcholine and the
15 RICHARD THOMAS: So my nameis Richard Thomas. 15 training that they have doneto thistime.
16 I'm the ED phar macist at Primary Children. Thereisa 16 So to meit's-- benefits usto have them
17 practical advantage and that isthat rocuronium doesn't 17 continueto servethe state, if you will, by proving these
18 comeready touse. Soit hasto bereconstituted and 18 thingswork well. You can train the medicsto doit well,
19 somebody's got to draw thedilioin. It'sgot to gointo 19 the ageissueis successful, et cetera, beforewe open it
20 thevial. It'sgot to bedissolved. And all of that 20 up. At least that'smy vote.
21 takestimein a potentially very critical situation. So 21 JAY DOWNS: Okay. Another question | haveis,
22 if you can eliminate all those multiple steps and just 22 isthat wheredoesthat -- | mean, the pilot project ends
23 simply draw it out of avile, it'smuch easier. 23 today, where doesthat leave them? Arethey -- they done?
24 JAY DOWNS: Thank you. 24 They can't do any RSI until it'sapproved by the sate?
25 MARK ORASKOVICH: And then wewould usethat in 25 Would that --
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1 MARK ORASKOVICH: Yeah. 1 the ground work for a protocol for the state. And | think
2 DR. PETER TAILLAC: Jolene, let you answer, the 2 you ought to -- you know, | would support you going
3 ruleexpert. | think they would apply for avarianceto 3 further with different medications and lowering the age
4 continue doing what they're doing essentially. 4 for another year sothat we cover all that and we don't
5 JOLENE WHITNEY:: | waslooking at the pilot 5 come back with a -- with an approved protocol and then
6 project rulesand the department or committee as 6 somebody else comes in with those same questions. So
7 appropriate shall allow the EM S provider involved in the 7 whilewe're here, whilewe'rein the blender, let'sjust
8 study to appear beforethe department or committee as 8 keep going.
9 appropriateto explain and expressitsviewsbefore 9 MARK ORASKOVICH: My question for you, Hallie,
10 determining to rescind the waiver for the project. And 10 was. What areyour thoughtson the age criteria?
11 then all it saysafter that is, at six monthsthere before 11 Certainly, thiswould bein discussion with your
12 the project is supposed to be completed, the medical 12 attendings.
13 director will submit their preliminary findings and 13 HALLIE KELLER: No, absolutely. And | think
14 recommendationsfor changein the project requirements. 14 that it's something -- | think that would be a benefit for
15 So that'sall therules state about wherewe go from here. 15 another year isto lower theage. We-- wethink weare
16 DR. PETER TAILLAC: Yeah, my sensewas, it ends, 16 all well awarethat EM 'S management of the pediatric airway
17 and then you sort of -- in a sense become like everyone 17 ishistorically quitebroad. And soto find, you know, an
18 else, and if you want to do the extra thing, you apply for 18 area that we can improvethis, | think would be fantastic.
19 avariance, which obvioudly given your track record would 19 So lowering that age limit, | think, would definitely be
20 befavorably viewed, I'm sure. 20 something that we should look into, and would be a benefit
21 JAY DOWNS: It would taketimetodoit, 21 of extending this.
22 correct? 22 MARK ORASKOVICH: Do you havean agein mind?
23 DR. PETER TAILLAC: Given thefact that, you 23 HALLIE KELLER: | need tothink about it.
24 know, avariancerequired atraining plan and key -- 24 MARK ORASKOVICH: Okay.
25 JAY DOWNS: That'sall done. 25 HALLIE KELLER: | mean, | -- | agreewith you,
Page 29 Page 31
1 DR. PETER TAILLAC: --that'sall done 1 definitely not lessthan age eight.
2 essentially. So, no, frankly, | mean, it'snot up to me 2 MARK ORASKOVICH: That would be our absolute
3 completely, but if it wereup to me, they could start 3 minimum.
4 their variance tomorrow. 4 HALLIE KELLER: But | -- 1'd haveto think about
5 JAY DOWNS: Tomorrow. 5 that. But I'd bevery interested.
6 DR. PETER TAILLAC: Or theday after they submit 6 JASON: Areyou using the GlideScope routinely
7 it, because they've done all the ground work already. 7 inthe --
8 JAY DOWNS: Sure. Yeah, it -- they'vedone 8 HALLIE KELLER: Yeah, we have GlideScopein the
9 everything they need to. 9 ER.
10 DR.PETER TAILLAC: Yeah. 10 TOM WHITE: Routinely might be a stretch.
11 JAY DOWNS: Members. | mean, can't voteon 11 HALLIE KELLER: Routinely, it'snot our first.
12 anything, but, however, we can give them our feeling and 12 | mean, we do direct.
13 then take care of it at the next action at our next 13 MARK ORASKOVICH: Soone-- onethingto add to
14 meeting. Or dowedo that over telephonic or what can we 14 that question specific to pediatrics, the GlideScope we
15 dowith that? 15 have now, the way that we useit, we can go down to age
16 Jolene, what'syour thoughtson that? 16 eight without buying additional equipment to do that. But
17 JOLENE WHITNEY: I'm going to haveto check on 17 even if we had to do that, we would. But oneof the
18 that. | really don't know. 18 considerationsfor usislowering that age group still
19 JAY DOWNS: Okay. | don't know either. Yes, 19 allows usto well usethe GlideScopeor -- or -- or any of
20 Sr. 20 the other video devicesthat we're currently employing and
21 MIKE MOFFITT: | just wanted to, you know, 21 would absolutely be doing that in the pediatrics subset
22 expressthanksfor avery professionally run two-year 22 also; no question about it.
23 study and echo Dr. Taillac's comments that while you guys 23 HALLIE KELLER: And | have-- | mean, they
24 arein the study mode, and there are a few morethings 24 have -- we have it too, they have the pediatric blade, but
25 that maybe we ought to look at, you are developing really 25 then there are different tubesthat actually thread
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1 through that GlideScope blade, and some of them you can't 1 especially in the trauma setting, wher e airways alr eady
2 thread if you don't havetheright equipment. | mean, it 2 established, requiresa confirmation on arrival in the ER
3 doesrequire - 3 and you proceed immediately with your primary, secondary
4 MARK ORASKOVICH: We can go down to age eight 4 survey and imaging studies. And that delay of
5 with what we have with no problem right now. 5 establishing a definitive airway, which even in, | think
6 JAY DOWNS: Bob. 6 the best of trauma circumstances can be 10, 15 -- 10
7 BOB GROW: So, you know, | work with a group of 7 minutesin our trauma rooms, that's alr eady done en route
8 about 20 docs. We'reat two other receiving hospitals 8 to the hospital, so there'satime savingsthere. And
9 that you routinely take patientsto, and, you know, it's 9 then that patient arrivesin avery controlled state for
10 kind of these issues have percolated through our group. 10 you guys.
11 There'sbeen afair amount of concern about rocuronium. 11 Thereisgoing to bethat timewherethat till
12 I'm surethisisnot thefirst you're going to hear this, 12 hasto wear off before you can get a competent neuro exam,
13 but -- 13 but | think we're already seeing that when rocur onium's
14 HALLIE KELLER: About what? 14 been employed; in fact, having to wait longer.
15 BOB GROW: About using roc. 15 But I'd really liketo hear from the group asto
16 HALLIE KELLER: Roc. 16 what concer nsthey have and -- and how they would like to
17 BOB GROW: | guessmy question is. Areyou 17 see usproceed with it. Is--isit something you're
18 planning to useit asyour primary paralytic or asa 18 using routinely up there now?
19 second paralytic when ther€'s contraindications to sucs, 19 BOB GROW: | think that'spart of theissue. |
20 or areyou just going to useroc for everybody? 20 mean, you've got, like | said, 20 of usor so who, you
21 MARK ORASKOVICH: | would say if wearegoingto 21 know, we'vetrained all over the country, you know, people
22 continue thisand -- and do the third year of the pilot 22 like mewho read theliterature, I'm at the meetings. For
23 project, | would liketo seeusgo primarily to 23 merocisnot standard of care.
24 rocuronium. That would bemy preference. And --and | 24 MARK ORASKOVICH: Uh-huh.
25 don't know if we'vereally discussed that formally yet in 25 BOB GROW: And sofor -- you know, thevibein
Page 33 Page 35
1 terms of how we would do that. Do you have a thought, 1 thisroom isvery different than what our clinical
2 Peter? 2 practiceisat themoment. And | guessit -- it just
3 DR. PETER TAILLAC: Um, | think your medics have 3 dapsusalittle bit thewrong way to say you guysdon't
4 matured to the point where you can give them moretoals, 4 know your own standard of carein thefield you trained
5 and they can design their paralytic program, treatment 5 and practiced in. You know, we'rejust going to kind of
6 plan that day to that patient. And if for somereason roc 6 go down thisrouteregardless.
7 under -- asyou develop the protocol for roc, you come up 7 But | mean, |'ve probably been in Utah for five
8 with thetimesyou'd useit and the times wher e you might 8 yearsand, you know, granted | haven't practiced out of
9 look at sucsinstead, and 1'd suggest putting it on asan 9 the statefor quiteawhile. Soif everybody elsein the
10 additional tool, not taking sucs off, so you have all 10 country isroutinely using roc, and we'rethelast group
11 those toolsin your toolbox, and then design the protocol 1 left behind, then -- then | guesswe've got issuesto
12 for when you want to useroc, whether it's going to be 12 address beyond what's happening at the committee.
13 primary, secondary. | mean, | would go for primary, based 13 But | -- | guessmy -- my sense of things
14 on my experience as well. 14 generally, both in the EM Sfield and in emergency medicine
15 But part of that isalso negotiating with the 15 in general, isthat using roc primarily is certainly not
16 docs, | think, to some extent that are going to receive 16 standard of care. At least it's-- at least not locally.
17 the patients. If they want to have potentially a 17 And -- and you can show methe studies and maybe
18 paralyzed patient comeinto the ED instead of an awake 18 that'swhat we need is some education, but you know, our
19 patient, you know, quote, unquote, awake. But, you know, 19 clinical practiceisnot that.
20 sinceyour patients are getting that anyway, doesit 20 JAY DOWNS: There'ssomeoneraising their hand
21 matter. But I'd suggest a conver sation with the docs 21 over there.
22 receiving the patientsto kind of come up with, you know, 22 ROB BRYAN: I'mRob Bryan. | work at IMC. |
23 aplan that everyone's comfortable with. 23 havean interest in ED and critical careand I'd be happy
24 MARK ORASKOQVICH: Theliteraturetendsto spin 24 and come and educate your group about rocuronium worldwide
25 it asa benefit that that patient rolesinto the ER, 25 and nationally. Roc hasno contraindications, sothere's
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1 not the issue of having to forget that someonewasin a 1 medics. And which is-- helpsout in thefinal numbers.
2 wheelchair and you could kill them by making them 2 But if an agency does choose to take on a project like
3 hyperkalemic. Thereissignificant benefit to prolonging 3 this, they would be prepared for the financial and effect
4 the safe apneaiteration in someonethat's already sick 4 of that so administrative support is absolutely paramount.
5 anyway. 5 MARK ORASKOVICH: We'vetried to set thebar at
6 And | think alot of people historically have 6 an extremely high level realizing we were under intense
7 clung to a false safety blanket in the use of 7 scrutiny, and we've been swimming upstream in the arrow of
8 succinylchaline thinking that it will wear off before your 8 some literature 10 yearsago. And so wewould hope that
9 critically ill patient will start breathing again. And 9 the state recognizes that and keepsthat bar equally high
10 there'sample evidence to show that in eight minutesthat 10 for any otherswho would want to consider it because we
11 it takesfor a healthy patient to metabolize their sucs 11 think that'swhat's contributed to our success.
12 and start moving again, isalot longer than the four 12 JAY DOWNS: Okay. So--
13 minutesit takesfor a sick person to get profoundly 13 SCOTT YOUNGQUIST: Scott Youngquist, Salt Lake
14 apneic and to get profoundly hypoxic. 14 City Fire. | wasjust going to second what Rob was saying
15 And so| think rocissafer. | haven't used suc 15 from our emergency department at the U. We use almost
16 intwoyears. It requireslessthinking and less 16 exclusively, | think, rocuronium in place of using sucs.
17 remembering of rules. 17 DR.PETER TAILLAC: | haven't seen it in quitea
18 And the one other drug supply in all of the 18 while.
19 recent drug shortageswe've had, isthat it wastwo years 19 SCOTT YOUNGQUIST: | think -- think thereis
20 ago that there was a national shortage of sucsand we 20 kind of atidal wave of rocuronium out there.
21 had -- had nothing. So roc has been a much better agent. 21 The other question | havefor you was. How many
22 JAY DOWNS: Dr. Taillac, you had a comment? 22 eight to -- eight through 13 year -- eight through 15
23 DR.PETER TAILLAC: | think that'sa 23 yearsold do you think you'll havein the next year?
24 conver sation that you guys can put together with the 24 HALLIE KELLER: Trauma. But other than trauma
25 receiving docs and kind of decide personally, because | 25 not awholelot. | mean, our intubationsarewith the
Page 37 Page 39
1 think the receiving facility should have someinput into 1 tiny kids, but trauma. But there'snot going to be a ton.
2 how the caretakesplacein thefield. That'spart of the 2 | guessthat isthe bummer.
3 EMS system between pre-hospital and thein-hospital care. 3 MARK ORASKOVICH: If | may, we had a patient who
4 | -- 1 just wanted to mention one other thing 4 was RSl recently, that had she been six months different
5 unrelated, not to taketoo long. Cory, you had a 5 in age we would not have been able to manage her.
6 conver sation about the expense of thisprogram sofar. Do 6 Anatomically shewasn't any different, physiologically she
7 you mind telling the audience how much you think this 7 wasn't any different, and we've been constrained by not
8 program has cost so far to do? 8 being ableto do for her what we wer e sure we could have
9 JAY DOWNS: That would be excdllent to share 9 by abarrier set by thisstudy. And | think what allowing
10 with us. Thank you. 10 usto have awider inclusion range does, iswe're not
11 CORY COX: Cory Cox, Davis County Sheriff's 11 looking to go out and find kidsto slam tubes into.
12 office. When wefirst took on thispilot project, | mean, 12 HALLIE KELLER: Right.
13 one of the expenses wastheinitial equipment costs, the 13 MARK ORASKOVICH: But what we arelooking to do
14 medication costs, thetraining costsjust to even put on a 14 is based on technology with video, based on the experience
15 classfor the equipment and then the per sonnel expenses. 15 that we've gained from this, our confidence of airway
16 | mean, we haveto pay our people overtimeto comein -- 16 manager s, we now have patientsthat you so well said that
17 to comein and train and then cover their shifts. 17 maybe didn't get managed well before, that we feel we have
18 And based on my prelim -- preliminary analysis 18 thetools and the knowledge and the ability and the
19 so far, this-- thistraining program isup into the 19 maturity to manage better now. And that we think that
20 hundreds of thousands of dollarsthat these agencies have 20 thisis absolutely a patient driven thing, which by the
21 been committed to this program and -- and not necessarily 21 way | will add to Dr. Grow'sconcern, | don't want anybody
22 directly to this program but indirectly to this program as 22 hereor elsewhereto think that we're adding rocuronium
23 well. 23 becauseit'sthein Voguething to do, just like swimming
24 So even the non-RSl medics are getting 24 upstream against pre-hospital RSI.
25 substantial amounts of training to help support the RSI 25 At the onset of this, we'verecognized aswe've
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1 gone through thisthat the thought of pre-hospital RSl has 1 algorithms, decision-making better than a significant
2 evolved elsawhere. And that includesthe use of maybe 2 portion of my colleagues because they areheld to a
3 drugsthat arenew to thisarea but not new elsewhere. 3 standar d that we've set higher. And the physicians don't
4 And it'sa patient careissuefor us, not a keeping up 4 have to necessarily be held to that standard other than
S with the Jones issue. 5 having M .D. after their name.
6 So we believethat we're heading in theright 6 JAY DOWNS: Isit --isit the consensus of the
7 direction for theright reasonswith what we're coming to 7 committee or -- that they want -- we want to go for a
8 you to ask to continueto doin both of these 8 third year on thispilot project, or areyou guysthinking
9 circumstances, certainly with input from both, so. 9 it's done now, or what would you like -- what would the
10 SCOTT YOUNGQUIST: Obvioudy you guys have shown 10 committeeliketodo? | know we don't have the quorum.
11 you can perform thisvery well and successfully. | guess 11 But what's the consensus of everybody here?
12 the-- theremaining question is: Isit benefiting your 12 Hallie, what do you think? What --
13 patients? In other words, arethey surviving when they 13 HALLIE KELLER: I --1 mean, it'sdifficult
14 wouldn't have or suffering less neurologic injury, which | 14 when, you know, he says he feels like the study's done and
15 don't think you can answer with the study, obvioudly, if 15 he'sin the process of doing the study and you say you
16 wedon't get through people. SotheBernardsstudy, | 16 feel likewe'redone, and it'shard for meto say, oh, you
17 guess, hasto stand for proxy isthe only randomized trial 17 haveto do more. Tome, it soundslike between roc and
18 that we have. 18 lowering the patient age limit, thereismoreinformation
19 But you could certainly look at pre and post 19 togain. So--
20 airway management, desaturations; did you compar e those to 20 MARK ORASKOVICH: And maybel wasvery bluntin
21 bag mask ventilation or anything likethat? 21 saying that. | think in terms of what we wer e looking at
22 MARK ORASKOVICH: Wedid. Wedidn't havea 22 for variables, we've accomplished that.
23 control group. And that's-- you know, that's going to be 23 JAY DOWNS: Completed. Yeah. Which originally
24 themillion dollar question is, are we making a difference 24 set out to do?
25 by improving outcomes? And | think we could apply that 25 MARK ORASKOVICH: Can we help the state now in
Page 41 Page 43
1 same question to what we do in the emer gency room. When 1 acquiring more data, I'm morethan happy to do that.
2 we intubate, are we improving survival, because | don't 2 We're already technically three monthsinto thisthird
3 know of any studiesthat show when we do RSl versus, say, 3 year sinceit ended September 30th. And sothismakesa
4 having anesthesiology or somebody €lse now manage airway 4 nicetransition for usto move into looking at age group
5 ver sus not doing airway that we've actually improved 5 differences and medications, because we can move forward
6 survival and -- and mortality. 6 right into that phase within a month.
7 SCOTT YOUNGQUIST: Yeah, cause -- onetale of 7 | would liketo sit down with the Davis and
8 caution wasin analystslooking at, | think it was 8 Ogden group and have some discussions because | think we
9 Cincinnati Children'sHospital, where they videotaped all 9 need to have good rapport with our receiving physicians,
10 the RSl intubations using their emer gency medicine faculty 10 and we all need to be sharing our concernsand -- and
11 and fellows, and had an alarming rate of desatur ations 11 whatnot.
12 leading to chest compression and natural administration 12 JAY DOWNS: Soyou'd bewilling to continue on
13 that graded down the system per ception. 13 with it?
14 | would be very, very careful about applying 14 MARK ORASKOVICH: | would. | would. | don't
15 thisto pediatric patients without thinking very car efully 15 want to givetheimpression that I'm firm that we're done.
16 about how you're going to -- you know, what -- what'sthe 16 | would be more than happy to continue this, acquiring
17 threshold for stopping it in kids. Isit one bad outcome? 17 data, come back to you in ayear from now and show you
18 HALLIE KELLER: Yeah, that was-- 18 what we've -- what we've got.
19 SCOTT YOUNGQUIST: You'renot going to havethe 19 JAY DOWNS: Okay. Mike, what -- what do you
20 numbersto have areal good confidence. 20 guysthink? I'm speaking -- am | speaking for everybody
21 MARK ORASKOVICH: And -- and we don't -- we 21 or what does everybody -- what does everybody liketo do
22 don't do those studies a lot, where we're looking at 22 with this? What'sthe consensus of the group?
23 physicians. And -- and | work in a group of a hundred 23 MIKE MOFFITT: I|'vealready kind of --
24 physicians. And | dare say that the paramedics| work 24 JAY DOWNS: Said what you said.
25 with -- with Davis and with Layton know their airway, 25 MIKE MOFFITT: -- said what | said. Sol'd like
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1 to seeit go another year with the changes. 1 LYNN YEATES: And I'll second it.
2 JAY DOWNS: Bob? 2 JAY DOWNS: Allin favor say aye.
3 BOB GROW: Wdll, | think with an entered 52, 3 COLLECTIVE: Aye.
4 you're pretty much obligated to continue the study. | 4 JAY DOWNS: Any nay? No. Soit looks--
S mean, if we'retalking about making a precedent for the 5 JOLENE WHITNEY: No abstentions.
6 rest of the stateand we're going to baseit on an entered 6 JAY DOWNS: Any abstained?
7 52 airways, you got to do more. 7 BOB GROW: | guess|'m not -- we'revoting on
8 JAY DOWNS: Sure. | agreewith Bob. 8 the motion to do what?
9 Wdll, we don't havea quorumto voteon -- | 9 JAY DOWNS: To make arecommendation that they
10 said that before. Sonow I'm going to refer back to 10 continuethe study. It's confusing because we don't have
11 Jolene. 11 aquorum.
12 What can we do, Jolene? 12 BOB GROW: | don't think we -- | don't think we
13 JOLENE WHITNEY: You can make a recommendation. 13 under stand what continuing the study entails yet, because
14 And you can vote on that recommendation. 14 they haven't told usthat. | mean, that's-- right, Mark?
15 JAY DOWNS: Okay. Sobasically we're making the 15 Arewestill --
16 recommendation that you continue the study and the next 16 MARK ORASKOVICH: What?
17 meeting we'll vote on the recommendation; isthat right? 17 BOB GROW: Under what terms are we continuing
18 JOLENE WHITNEY: Wél, I'll find out the 18 for it? Arewelowering theage? Arewe changingthe
19 mechanism by which you can formalize your recommendation 19 drugs, or are we continuing asis?
20 asaformal vote. 20 MARK ORASKOVICH: Sothe study would continue as
21 JAY DOWNS: Okay. Doeseverybody got that? Are 21 iswith the addition of writing up a protocol for the use
22 we going to betelephonic -- 22 of rocuronium, ketamine, and lowering our agecriteria.
23 JOLENE WHITNEY: It'scomplicated. We have -- 23 And if you want to have those documentsfor your review
24 we have to make surethat we're operating within the open 24 beforeyou vote on it, that would be fine. We can get
25 meetings. 25 that to you, and we will just continue the protocol under
Page 45 Page 47
1 JAY DOWNS: Yes, absolutely. So on behalf of 1 the option extending for athird year.
2 the -- of the committee and everything, you guys have done 2 JERI JOHNSON: 1'd agree. | think we should
3 fantastic. It'ssomethingthat, | agree, | think you are 3 have mor e specifics before.
4 setting a benchmark for therest of the state. | made 4 JAY DOWNS: Okay. Let'scontinuethe--
5 myself some notesto go and -- and look into it moreand 5 continue the study and then next month you come with that
6 everything, so, congratulations. 6 information. Isthat what your motion is?
7 MARK ORASKOVICH: Wédll, I'd liketo give our 7 MARK ADAMS: I'll amend my motion toinclude
8 sinceregratitudeto both, tothe EM S Committee and the 8 that stipulation.
9 Bureau, because none of thiswould have been possible 9 JAY DOWNS: Awesome. And the seconded.
10 without you allowing usto do it and having the faith that 10 Sheriff?
11 wewould doit aswe said wewould. And so, again, 11 LYNN YEATES: Second.
12 sincere gratitudefor letting us proceed forward with 12 JAY DOWNS: Okay. Doesthat clarify? And all
13 this. 13 in favor again.
14 JAY DOWNS: And I'm sureyour patients benefit 14 COLLECTIVE: Aye.
15 and appreciateit. Good job. Thank you. 15 JAY DOWNS: Any nay? Any abstain? Good. That
16 JOLENE WHITNEY: So do you want to vote on the 16 wasgood. Madeit through that one.
17 recommendation, take a vote from the committee on the 17 Mobile healthcar e -- mobile health paramedic
18 recommendation? 18 pilot project by Chief Baldwin, salt Lake City; correct?
19 JAY DOWNS: You want that? 19 CLARE BALDWIN: Yes. For those of you who don't
20 Okay. I'll entertain amotion to vote on the 20 know, | -- 1'm Clare Baldwin. I'm the Division Chief of
21 mation. Entertain a maotion to vote on the recommendation 21 Medical Servicesfor Salt Lake City.
22 to continue the -- the study. 22 A little over ayear ago, we started working on
23 MARK ADAMS: I'll makethat motion. 23 a collabor ative project with the community including all
24 JAY DOWNS: Okay. Motion made. 24 of the hospitals, nonpr dfits, other fire agencieswithin
25 HALLIE KELLER: I'll second. 25 thevalley. And we-- wehad alittle get together in
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1 November of 2012 to begin the thought process of community 1 bother totell me, they already had a C.T. of their
2 health. 2 abdomen or whatever. So there'ssome unfortunate
3 So we -- we've been working on this community 3 duplication of servicesthat occursin the emergency
4 health program. And at thistime we are ready to move 4 department when patientsgo all over theplacein
5 forward. Sowereherein discussonsthat we've had with 5 different -- in -- viaEM Sfor carethat'sa chronic
6 some of the members of the Bureau of EMS. It'sbeen 6 condition.
7 suggested that even though community health ideasarea 7 It'sa high cost care environment, and we also
8 little bit fuzzy asfar aswhether it fallsunder the 8 end up overburdening our emergency departments. And you
9 guise of emergency medicine or not, we believe that having 9 guys know that if the emergency department isfull and
10 the support of the Bureau of EM S and moving forward with 10 over flowing, if someone comesin with a heart attack or
11 that -- with that idea that it isan extension of 11 someone comesin with a massivetrauma, their survival has
12 emer gency medicinein more of a preemptive strike rather 12 gone down statistically, not by very much, but by a few
13 than dealing with it immediately, it still will work 13 small percentage pointsor something likethat. And
14 through the 911 system. 14 presumably that's dueto the staff being diverted and
15 At thistime I'm going to turn thetime over to 15 resour cesbeing diverted to carefor these other patients.
16 Dr. Scott Youngquist, and he's going to review our -- our 16 Soit hurtsall of uswho seek emergency careif the
17 program initiative. Thanks. 17 emer gency departments are over burdened with these nonacute
18 SCOTT YOUNGQUIST: Thanks. Thisiskind of the 18 complaints.
19 problem that we got into, why we got into mobile health 19 And, of coursg, it'sprovider burnout. We
20 paramedics. Anyonewho practices emergency type care 20 talked to firefighters, paramedics, EM Ts, who have seen
21 realizesthat not everything, not every call for help is 21 the exact same person at threein the morning on every
22 an emergency. Wecertainly realizethat in Salt Lake 22 shift, and they get tired of thelifestyle. Soit'sno
23 City. 23 wonder people burn out from this.
24 Thisis some -- these are some of our most 24 Welooked at our top 10 userstotry and seeif
25 frequent callershere; you can seethetop four here. We 25 therewere some sort of themesthat emerge from the people
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1 have -- in 2013, we had 150 unique callersthat called 911 1 who call usthemost. And not surprisingly, these themes
2 at least six times. Thetop person in 2013 was, | think, 2 relate with societal problems. We're sort of thetip of
3 43 at that time. So these are people who either have 3 the spear when it comesto unsolved problemsin society.
4 terribleluck and haverun into problemsall thetime, or 4 So homelessness occurred 90 percent of the time among
5 there's some other unmet need going on. Anybody who 5 these cases, alcohol and drug abusein seven out of 10,
6 practices emer gency medicine knows, that's probably what 6 psychiatricillnessin alarge proportion, and chronic
7 itis. 7 disease. Those werethethingswe noticed were
8 So even though | didn't sign up to seethree 8 reoccurring themesamong thesetop 10 users. Sotheseare
9 months of back pain that's been seen by five other 9 problemsthat society hasn't figured out, sowho areweto
10 providersasan emergency physician, that'sthereality of 10 figurethem out as emergency providers, of course.
11 the practice environment which we'rein. We'vegot a 911 11 Weéll, this problem startsat dispatch, of
12 system that's open and freeto all people, and soit's 12 cour se, wher e we have non-medically call centerstaking
13 going to be used appropriately and inappropriately 13 callsand they follow in our system. The-- the Pro QA
14 sometimes. And sometimesit's naive inappropriate use and 14 priority dispatch method of prioritizing callsand
15 sometimesit's frank abuse of the EM S system. 15 figuring out what type of responseisrequired, isit
16 When someone calls 911, of coursg, thisis going 16 lightsand sirens, isaBLSor ALSresponse. But they
17 to lead to some cascading of health care costs. Thisis 17 don't have any capability for figuring out isthistruly
18 the first domino when they're taken to the emer gency 18 an emergency or not.
19 department. EMTALA law applies, and | haveto figure out 19 But thereisavailable in emergency
20 whether thisisatrue emergency or not using some 20 communications a nurse specialist which we'readding to
21 testing, C.T. scans, whatever it might beto figure out if 21 dispatch. And theidea hereisthat thelowest acuity
22 this person istruly dying from their complaint or not. 22 callswould betransferred after they've been screened to
23 And sometimesit's apparent later that they've been seen 23 this emergency care nurse who would take a morein depth
24 yesterday at another emer gency department that they went 24 history using protocolsthat comefrom the American
25 to by ambulance for the exact same thing, and they didn't 25 Academies of Emergency Dispatch. They'reall QA. The
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1 person istrained by the academy aswell. And that that 1 So these are two mobile health paramedics,
2 person then determinesusing a directory of serviceswhat 2 Captain Ty Shepard, who's here who's over seeing -- helping
3 istheright response, if any, to the person, or can they 3 over see the program, and Josh Diamond, who's another
4 arrangefor alternative means of transportation, a taxi 4 paramedic visiting these people.
5 cab, something likethat, to an urgent care center, the 5 So this goes from a very simplewhat so called
6 patient'sprimary caredoctor. 6 you call, we haul, that's all, type of model of 911toa
7 So thisperson isa nurse navigator who helps 7 mor e complicated one by, as| admit, but one that will
8 thisundifferentiated 911 caller who seemsto havea 8 help these patients keep from falling through the cracks
9 nonacute complaint get to theright level of carethrough 9 -- cracksfurther, | think.
10 theright transportation means. 10 So these requir e partner ships with people.
11 And then, in addition to that, we'readding 11 We'renot trying to replace any existing services, but
12 what's called a mobile health paramedic. Thisissomeone 12 we'retrying to form a nexus with these people that
13 that iswell-trained as a paramedic, but also hasthe 13 doesn't exist previously.
14 people person skillsto be something more. Something like 14 Primary care doctor s have no idea how often
15 alife coach, a helper, a boy scout, and thisis someone 15 their patientsare calling 911. That information is not
16 who we say you go and find out why this person iscalling 16 fed back tothem in any fashion. Sothey're-- unlessthe
17 us so often and seeiif you can fix the problem, whether it 17 patient mentionsit to them, they're obliviousto this
18 be an ungtable condition, they need morein-home health 18 information. And they're sometimes sur prised when we tell
19 care, whether it's psychiatricillnessthat'snot being 19 them about it. But these are the people we've -- we've
20 treated well, whatever the problem may be, let'sfigure 20 been working with and we're hoping to expand this so that
21 thisout and try and get them the help that they need. 21 thiswill be multiple didesand not just onein the
22 So these are the boy scoutswe send out. And 22 future.
23 they do all sortsof things, but they're-- they're till 23 Here'sa case study for you. Thispatient had
24 oper ating within their scope of practice. They'renot 24 cerebral palsy, had atraumatic brain injury, wheelchair
25 giving any new medications, not giving any additional 25 bound, independently living alone and had 22 calls between
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1 treatmentsthat home health or a nurse would provide. 1 January and October of 2013. Most of these callsdid not
2 And they respond in asmaller vehicle. Every 2 requiretransport and had to do with fallsat home. Sowe
3 time someone calls 911, two of these may show up and an 3 sent thein-home -- the mobile health paramedic to their
4 ambulance. That'salot of diesel fuel, it'salot of 4 hometo do a kind of needs assessment, a case management
5 pollution in our environment, it'salot of wear and tear 5 type of thing from our side, and found that most of these
6 on appar atus and on the streets of Salt Lake City, and 6 callsresulted from problemswith mobility and transfers;
7 that goes out from you and | astaxpayersto fix that kind 7 the person just couldn't get in and out of their
8 of problem every year, and we all pay for the consequences 8 wheelchair to the bed or whatever.
9 of too much CO2 emissions. 9 And so this community paramedic worked with case
10 So these mobile health paramedics would respond 10 management to arrange for home health, occupational
11 in two fashions: One would be the frequent user program. 11 therapy, and that resulted from two callsa month on
12 These -- they would go out and try to find these people, 12 averageto zero over thelast couple monthsof the year.
13 as| said, and try to fix whatever problem isgoing on. 13 Wedid have one more call from him recently | just heard,
14 It means taking owner ship of some peoplewho are just 14 but we've certainly decreased that frequency of callsand
15 sipping through the cracks of society, and then a 15 this-- thefinancial impact can be estimated from our
16 dispatch response through the -- this emer gency nurse 16 restitution cost of just responding on sceneto these
17 that'sin dispatch who can say it sounds like your runny 17 calls. And it addsup over timeasyou can see.
18 nose does not require an ambulance and two fire trucks and 18 Her€sanother one. Thisisahomeless patient
19 atrip tothe emergency department right away. Why don't 19 with traumatic brain injury, seizures, frequent callsto
20 we send our mobile health paramedic to come check you out, 20 911 by bystanderswho would seethe patient seize multiple
21 seeif you're okay towait for avisit to your primary 21 timesaday on the street. Had a history of substance
22 care doctor tomorrow. 22 abuse, 22 callsto 911 over three mon -- over six months.
23 So that'sthe kind of response that they would 23 Soweinitiated an interdisciplinary review with
24 do aswell. They would assessthe person and figure out, 24 the help of the Fourth Street Clinic. Wefound this
25 make surethey'renot sick. 25 patient had actual insurance and could receive care
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1 through -- through IHC Hospitals and so we established LDS 1 you want usto bring? | think it'san action on our
2 Hospital asthe single receiving center when this patient 2 agenda for the board to possibly send back down to our
3 needed transport. 3 subcommitteesto -- to review more for what can be done
4 I'n the meantime, we wor ked with homeless 4 morewith the state, if that's so what the board decide --
5 resourcesto get ajudicial review of thisperson. And 5 desirestodo. Wewould send it down to the professional
6 they determined through Adult Protective Services that 6 development.
7 this person shouldn't be living out on the street 7 Yes, Chief.
8 unprotected, that they are a danger to themselves and so 8 CLARE BALDWIN: | just want to add one more
9 was placed in a group home. So hewent from living on the 9 thing. One of the thingswith these programs nationwide,
10 street heretoliving in a group home and wouldn't have 10 there have been othersthat haveinitiated these. The
11 happened without thistype of program. The person -- we'd 11 continued problem of everybody is sustainability. Whether
12 till be going on -- on runstothis person. Soit went 12 it -- no matter what it is, it's-- it'susproving to the
13 from four -and-a-half per month to zero. 13 hospitals, to theinsurance providers, to everyone
14 Thisisthefinancial impact that was estimated 14 involved that the cost savings will be there so that we
15 from the Fourth Street Clinic. Thiswasa little over 15 can reclaim a share of that cost savings, so a cost share,
16 threeyears. You can seethetotal cost of caring for 16 if you will, of those savings.
17 thisindividual who is dipping through the cracks was 17 There's some examples around the country where
18 substantial. Now it's about $40,000 a year to the 18 thisisworking very well. Fort Worth isone of the --
19 taxpayersfor the person tolivein this group setting. 19 one of the frontrunner s here wher e they have shown that
20 So this can have a big impact, | think, on the 20 thisworks. And they're using a program with both of
21 quality of lifefor our providers because they could have 21 these, both pieces. Thereareother piecesin the country
22 the satisfaction of knowing that when they're going on 22 that are only doing a mobile health -- by the way we can't
23 someone frequently, they can passthat information along 23 say community paramedic, becauseit's been copyrighted, so
24 to our mobile health paramedic, that something will be 24 it'samobile health paramedic isour program. That'swhy
25 done and that we will do all that we can to -- to reduce 25 that term'sbeing used in MHP. Soit'salready -- we --
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1 this. 1 we don't want to haveto pay theresiduals.
2 Beforewekind of said, we stood and watched in 2 But if -- if -- if wecan't, if wecan't find a
3 horror asthesethings happened. | think we can makea 3 way to shareor -- or to save money, then we're-- we're
4 difference now. So any questionson that? 4 kind of looking at it, it'stheright thing to do. We
5 ANDY SMITH: What safety measuresarein place 5 know it'stheright thing to do, but that only goes so
6 for that single responding paramedic if he'swalking into 6 far.
7 these situations without anyone or -- 7 So part of our -- part of our pro-- our pilot
8 CLARE BALDWIN: | -1 can answer that. They're 8 program isto provethat sustainability to the Utah
9 not going to be responding assingleresource. They will 9 Hospitals Association, to theindividual hospital groups
10 be responding together. 10 that are participating, aswell asto other agenciesthat
11 ANDY SMITH: Okay. 11 arelooking at maybeisthisa good idea for them.
12 CLARE BALDWIN: Wevethought about that and we 12 There'sall that question about, you know, well, we might
13 believethat in our environment that we would rather send 13 lose money in thetrangport, but we're dealing with
14 twoin for that very reason. So they will be going 14 patientsthat areeither low pay or no pay for the most
15 together. Theréll beat least two, if | haveto go 15 part anyway in these groups. Sowere--it'sabalancing
16 along. 16 act and -- and wethink it'stheright thing to do and the
17 JAY DOWNS: Excuse me, what'syour name for 17 timeis-- isnow rather than waiting.
18 the -- 18 JAY DOWNS: Yeah, Mike.
19 ANDY SMITH: Andy Smith. 19 MIKE MOFFITT: MikeMoffitt. Having been
20 CLARE BALDWIN: | ill am a paramedic, so. 20 involved from almost day one with Salt L ake City Fire and
21 JAY DOWNS: Let'sjust makesurethat we 21 the development of thisproject, | -- | fully support it,
22 recognize and get your name and everything for the 22 first of all. Secondly, | don't believethat anything
23 recorder. Thank you. 23 they'redoing really fitsthe normal mold of pilot project
24 CLARE BALDWIN: Any other questions? 24 approval, because they're not doing anything new, they're
25 JAY DOWNS: Any other questionsor anything else 25 not adding more skills. In fact, really using paramedic
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1 skills, they're going to be an evaluation typething, and 1 emphasiswith our community paramedicson the mental
2 it's pathway management to coin an old term. 2 health aspect, because most of the patientsthat we're
3 | would be supportive of a motion maybeto send 3 dealing with do havethat -- that mental health piece
4 the overall topic to our subcommittees, to just have them 4 that -- that'snot being addressed. And -- and the
5 look at that and -- and seeif ther € sanything they need 5 overall general training of paramedic'srole doesn't cover
6 or the committee our selves need to do, but | would not 6 mental health theway it should.

7 want to place any -- any barriersor delaysin front of 7 JAY DOWNS: So -- o Chief, | would assumethen
8 Salt Lake City to move forward with this, becausel just 8 you'd bewilling to have, like, either yourself or one
9 don't see-- you know, we're not -- we'renot talking RS 9 of -- some of your staff comein and meet with the
10 or just, you know, drugsor an expanded role for 10 committees --
11 paramedics. We'renot trying to have them be something 11 CLARE BALDWIN: Absolutely.
12 they aren't already. 12 JAY DOWNS: -- subcommittees and introduce them
13 JAY DOWNS: Jolene? 13 to theidea and kind of like what you guys have done
14 JOLENE WHITNEY: Jusgt to clarify, too, the 14 already. That way --
15 reason it's on the committee under an action item isfor 15 CLARE BALDWIN: Yes.
16 that very reason isfor the committee -- 16 JAY DOWNS: --it kind of getstoit. They're
17 MIKE MOFFITT: Oh, | got oneright. 17 -- they'renot redoing it, iswhat I'm trying to say.
18 JOLENE WHITNEY: --for thecommitteeto 18 CLARE BALDWIN: Correct. Correct. Ther€e's
19 consider the concept and push it down to the subcommittees 19 no -- yeah, we're not reinventing the whee! either. We're
20 for discussion and so they can talk about any concer ns or 20 -- we're stealing, borrowing from everybody elsethat's
21 issuesthat might apply with this concept on a statewide 21 already laid theground. Okay?
22 basis and the development of rules. | mean, there's-- 22 JAY DOWNS: Wedon't haveto haveavote on
23 it's-- it'sseen nationally in alot of placesand it's 23 that, we can just makethat recommendation to the
24 -- it'staking hold. We're seeing it now in Utah. We 24 subcommittees. With the consensus of the committee.
25 need tolook at it asan EMS community and see how it 25 Good?
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1 fits. And if there are protectionsthat we can havein 1 CLARE BALDWIN: Thank you.
2 placefor the providersand for the public, we need to 2 JAY DOWNS: Okay. Sowewill takethat to the
3 start having discussionsin appropriate forumsfor that 3 subcommittees, both of them, the operations and the
4 kind of -- for this concept. 4 professional development to look into that.
5 So the committee doesn't have to consider this 5 ANDY SMITH: Can | ask one more question?
6 proposal asa pilot project, because they're not having 6 JAY DOWNS: Yeah, sure, go ahead. Stateyour
7 any kind of awaiver or variancefor anything that they're 7 name again, please.
8 not already doing within their scope of practice. Sojust 8 ANDY SMITH: Andy Smith.
9 toclarify. 9 JAY DOWNS: Sorry for that, Andy.
10 CLARE BALDWIN: | think it'simportant that we 10 ANDY SMITH: You said there'stwo different ways
11 collaborate, that we'rewilling to share our information 11 that individuals areidentified for this program.
12 aswe go to help everybody else along theway. And that's 12 CLARE BALDWIN: Uh-huh.
13 kind of why we're here, iswe're going down into new 13 ANDY SMITH: And either they are dispatched
14 territory and everyonehasalot of questions. And sol 14 through the-- the nursing side of it or dispatch a
15 -- | would agree with -- with Mike that what we are doing 15 community paramedic out there?
16 isreally not new. 16 CLARE BALDWIN: Yes.
17 There are some community paramedic programsin 17 ANDY SMITH: Or you'veidentified frequent
18 the country that arejust short of bei ng P.A's. And 18 abusersor callersor whatever you want to call them.
19 we're not looking at that. Wedon't believethat that -- 19 CLARE BALDWIN: Correct.
20 there'svaluein us going down that road. Sowere-- 20 UNKNOWN: Loyal users.
21 theremay bein therural setting, but -- but for usthere 21 ANDY SMITH: Loyal users. Sothen your -- your
22 isnot that value. For us, jU$ getting into the homein 22 Community pararnajws]ug havealist of folksthat they
23 that so -- social interaction with the patient iswhere 23 visit then?
24 it'sat and not -- and not adding new skillsor new -- new 24 CLARE BALDWIN: Waell, in this collabor ation with
25 techniquesthat -- that mostly it's-- there will be 25  thehospitals, they are providing us names of people that
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1 areon their list that they need usto go out and visit. 1 was -- isthere'sfive of usthat we have. Generally
2 ANDY SMITH: Okay. Okay. 2 speaking, we can have one of uson all thetimeto cover
3 CLARE BALDWIN: Soweareworkingwith all the 3 our threeambulances. We have stationsthroughout our
4 hospitalsin the valley that -- you know, that -- that 4 area, and that paramedic would respond in a quick response
5 have that -- those frequent usersthat livein Salt Lake 5 vehicleto any paramedic level callsasisdetermined
6 City proper, because right now this program isonly Salt 6 through dispatch.
7 Lake City proper. 7 So generally we -- we have a paramedic go on
8 ANDY SMITH: Okay. 8 every call, not every call, but we have a paramedic
9 CLARE BALDWIN: Sothen we -- we get those names 9 available most of thetimeto -- to respond to these
10 and we work on thosereferralsaswell, aswell asthe 10 calls, but that paramedic would be alone with an advanced
11 referralsthat our crewsgiveus. They'll goon acall. 11 EMT and an EMT or advanced EMT's depending on how the
12 They'll -- for right now because we don't have the ECNSin 12 ambulanceis actually staffed. Sowewould bealone
13 place and they'll give usthereferralsthrough -- we have 13 paramedic but we'd -- we'd till -- we could still
14 an Adobe forms, so we get those referralsthat way also. 14 function as a paramedic.
15 ANDY SMITH: Okay. 15 JAY DOWNS: So | understand what you are saying
16 BRIAN DALE: Sowe can meet them before they 16 isyou'd have them likein a suburban or a truck or
17 havecrisis. 17 something.
18 JAY DOWNS: Excuseme, sir, what'syour name? 18 TRACY BRAITHWAITE: Yeah.
19 BRIAN: Brian Dale, Salt Lake City Fire. 19 JAY DOWNS: And then if it wasan appropriate
20 ANDY SMITH: Isthereaformal report back to 20 level of call for a paramedic, that individual would
21 that referring physician or hospital of the condition of 21 respond with the advanced EMTs on the ambulance?
22 the patient? 22 TRACY BRAITHWAITE: Yeah, theambulancesare
23 CLARE BALDWIN: Yes. 23 staffed asiscurrently under our advanced EMT license and
24 ANDY SMITH: Okay. All right. 24 that they will make no -- continue to be staffed that way,
25 TY SHEPHERD: Sothat'sbeing-- Ty Shepherd, 25 and the paramedic would just be an additional provider
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1 Salt Lake City Fire. Weusually -- right now so far we're 1 that is coming on these callsthat we require paramedic
2 wor king with the case managers, not as much the primary 2 level.
3 physiciansyet -- we're going to start contacting them but 3 JAY DOWNS: Okay. Sowith five people, you fedl
4 alot of case management interaction. 4 you can staff paramedic, at least one single paramedic on
5 JAY DOWNS: I'll have more of thisinformation 5 most calls, unlessthat paramedic'stied up on another
6 coming through the subcommittees. So thank you. 6 call, isthat what you're saying?
7 The next item was on a digital, the previous 7 TRACY BRAITHWAITE: Yeah, unlessthey're-- if
8 agenda, and wefigured out it wasn't on thisone, sowe 8 they're on another call, obvioudy they'retied up, but
9 added it to thisone, and that was -- was Tami, North 9 generally speaking how our work scheduleswork, iswe all
10 Sanpete ambulance waiver, isthat you? 10 work different jobs. There'susually at least one of us
11 TAMI| GOODIN: Wdll, it'snot -- I'll introduce 11 around seven days a week.
12 Tracy Braithwaite from North Sanpete. North Sanpeteis 12 JAY DOWNS: Okay.
13 requesting a paramedic schedule order for the committee 13 TRACY BRAITHWAITE: That we can manageto get at
14 for their consideration for their paramedic application. 14 least -- maybe -- maybe not all seven days, but maybe at
15 I'm going toturn it over to Tracy. 15 least five -- five out of seven daysa week we would have
16 JAY DOWNS: Tracy. 16 a paramedic availableto respond.
17 TRACY BRAITHWAITE: Yeah. I'm Tracy 17 JAY DOWNS: Committee? What's-- what -- what's
18 Braithwaite, North Sanpete Ambulance. We've also got 18 your thoughts? Any questions? You got anything else? Is
19 Bryan Bench herewith me. We'retwo of the paramedics 19 that --
20 from North Sanpete. What we'rerequesting isthewaiver, 20 TRACY BRAITHWAITE: That'spretty much our plan.
21 not like -- unlike other agencies have done hererecently, 21 JAY DOWNS: Okay.
22 to go ahead and allow usto act as paramedicswhen weare 22 TRACY BRAITHWAITE: Wegroup our ambulances
23 availableto respond in that capacity. 23 obvioudly to the paramedic level with the drugs update,
24 Our -- our planiswritten out. | don't know 24 our protocols as necessary. We already have bonders,
25 how many of you had a chanceto read through it. Our plan 25 defibrillatorsthat are at the paramedic level. Sothe
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1 cost to usisn't that much, it'sjust a matter of adding a 1 JOLENE WHITNEY: Uh-huh.
2 few drugs and some airway supplies. 2 JERI JOHNSON: 1'll make a motion.
3 JAY DOWNS: Okay. Anybody got any questions or 3 JAY DOWNS: Okay. Motion is?
4 concernsfor them? Of course, we're not a quorum. 4 JERI JOHNSON: To accept --
5 TRACY BRAITHWAITE: Yeah. 5 JAY DOWNS: Toapprove? Tograntit?
6 JAY DOWNS: | mentioned that several times 6 JERI JOHNSON: --to approvetheir proposal.
7 earlier. However, the committee can make a recommendation 7 JAY DOWNS: Okay.
8 like we did with the other one; isthat correct, Jolene? 8 LYNN YEATES: I'll second.
9 JOLENE WHITNEY: Correct. 9 JAY DOWNS: Seconded by Sheriff. Okay. Any
10 JERI JOHNSON: Do they haveto have a letter 10 further discussion on themotion? | seenone. Call for a
11 from the gover nment so they're aware of -- 11 vote. All in favor say aye.
12 TRACY BRAITHWAITE: We--we--wearea Special 12 COLLECTIVE: Aye
13 Service Digtrict. Weare our own kind of quasi gover nment 13 JAY DOWNS: Any opposed? Any abstained? Good.
14 agency. Sowe make our own -- we -- we submit budgetsto 14 Okay. Next action. Thank you.
15 the Auditor's office every year. You know, so we operate 15 TRACY BRAITHWAITE: | wasgoing to stay up here,
16 independent of any gover nment agency. 16 I think 1'm next.
17 JAY DOWNS: | think what Jeri'sreferringtois 17 JOLENE WHITNEY: Hegetsto stay.
18 some of the other agenciesthat we've had them do, isthe 18 JAY DOWNS: Areyou next?
19 support of the communitiesthey serve, that they're -- 19 JOLENE WHITNEY: He€snext, yeah. Operations.
20 they're-- 20 JAY DOWNS: Oh, good. Thereyou go, Trace.
21 JERI JOHNSON: They're knowledgeable. 21 You'reup next. Wow usand woo us.
22 JAY DOWNS: Yeah. That they're-- 22 TRACY BRAITHWAITE: Sothethings| haveto
23 TRACY BRAITHWAITE: Our -- our -- our Board of 23 report from the Oper ations Subcommittee is this emer gency
24 Directorsismade up of representativesfrom each city. 24 vehicle operatorsrulethat's goneinto effect. We had
25 So each city already kind of hasa say in what we're 25 a-- kind of our own littletask forcethat we had kind of
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1 doing. Sothat'skind of -- so... 1 make up thisrule. It'sgoneinto effect.
2 JAY DOWNS: Okay. Tami in the back. 2 We subsequently decided that ther € sthings --
3 TAMI GOODIN: Just for clarification, the agency 3 that the New Rules Task Forcethat iscoming on board
4 that you require the gover nment support letter, that was 4 would -- would like to maybe look at taking out, and
5 for acurrent license provider that -- all that 5 that'swhat we had to strike through here on our stuff.
6 information will comeinto their -- for their license 6 So asit iswritten currently, without the strike through,
7 application. Soright now they'rejust discussing for the 7 that'swhat isin therulecurrently. So, but wewould
8 staffing waiver. So that was a difference between the 8 recommend that this new Rules Task Force strikethe --
9 two. 9 what we have decided to take out, but it'skind of
10 JAY DOWNS: Thank you. Okay. Committee? 10 unnecessary.
1 JERI JOHNSON: It callsin just asthe others. 11 JAY DOWNS: Okay. Sowhat you'resayingis
12 MARK ADAMS: Mark Adams, just one question. Did 12 you're making a recommendation to be taken back to the
13 the proposal include protocols keeping paramedic drugs and 13 Rules Task Forceto strike out what you're asking?
14 things safe and secure -- 14 TRACY BRAITHWAITE: Yeah, pretty much.
15 TRACY BRAITHWAITE: Yes. 15 JAY DOWNS: Okay.
16 MARK ADAMS: -- and locked so that theresno 16 TRACY BRAITHWAITE: LettheRulesTask Force
17 access to them outside of the paramedic? 17 takeit over now 'causeit'sbase--it'sinrule. So
18 BRYAN BENCH: Bryan Bench, North Sanpete. We've 18 it'skind of up to thetask force now.
19 both donethistogether. Yes, everything will be 19 JAY DOWNS: Committee agree? Send it back to
20 separate. So wewould actually have separate lock boxes 20 therules?
21 for any narcoticsthat are paramedic based versusAEMT. 21 MARK ADAMS: Agree.
22 So everything would be completely separate. 22 JAY DOWNS: Okay. Okay. Anything else?
23 JAY DOWNS: Good. Well, we can make a motion to 23 TRACY BRAITHWAITE: Nothing elsefrom our
24 make a recommendation, am | right? And then wewould take 24 committee, no.
25 it up at alater datefor thefinal vote, right? 25 JAY DOWNS: Okay.
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1 TRACY BRAITHWAITE: Wewould like some, you 1 from this committee or the Bureau for them towork on. |
2 know, maybe some mor einput from the overall, the EMS 2 need to clarify with everybody to under stand how that
3 committee from you guys on things that we can -- can do 3 rulestask forceworks. They arenot the-- theend all.
4 because we can't find our selves sometimes, not really 4 They -- they -- what rulesthey make, does not makeit the
5 having anything to discuss, so. 5 rule. What they do now isthey bring it back either
6 JAY DOWNS: You want morework to do? 6 depending on whether it'sthe Bureau or the EM'S committee,
7 TRACY BRAITHWAITE: Wewould certainly -- well, 7 they'll make a recommendation that comes back to either
8 yeah, you know, if we're going to take the time to come up 8 one of those two agencies. They work for both agencies,
9 to these meetings, yeah, | think it's the consensus of our 9 but they don't -- they just make recommendations back.
10 committee members, let's have something to actually 10 But it'sthe Bureau ruleor if it'san EMS committeerule,
11 discuss when we come up here. 11 they bring those information back to those two committees.
12 JAY DOWNS: Okay. 12 Just so everybody knows, we made this -- this
13 TRACY BRAITHWAITE: Other than that, | have 13 really -- enphasize it to those people who are on the
14 nothing else. 14 rules committee, that they represent the discipline that
15 JAY DOWNS: Okay. We'll takethat under 15 they've been chosen from. They do not represent the
16 advisement. Thank you. 16 agency that they work for. Okay?
17 Thenext lineitem is-- ismysdlf. It was 17 So if you have somebody from the sheriff's
18 actually -- Dean was -- Dean York? Yeah, from Provo, he 18 office and the Sheriff's Association, they don't
19 was -- heisthe newly elected chair of therules 19 represent, like -- like, they wouldn't comein and
20 committee. 20 represent Box Elder County. They represent the Sheriff's
21 JOLENE WHITNEY: He'sactually theliaison. 21 Association for the State of Utah asawhole. And by
22 JAY DOWNS: Liaison, that'sright. Correct. 22 doing that, we'relooking at therules as a state of Utah
23 Let mekind of giveyou alittle history what's 23 rulesand not necessarily agency.
24 happened with the rules committee. It'skind of likein 24 And | think that was some of the thingsthat was
25 statute, there'sarules committee. 25 discussed on how we can make the rules committee better.
Page 73 Page 75
1 Sowhat we did is, asyou may recall from the 1 So that's one of the thingsthat we areworking on within
2 last year of going through the rules process and different 2 therules committee.
3 committees and stuff, sowhat we did iswe wer e tasked by 3 But it isup and going. Next meeting ison the
4 this committee to go and make a Rules Task Force and put 4 22nd, | believe, Susan, 22nd. Soit'san open meeting.
5 it together. And we actually have donethat. And we've 5 Anybody wantsto come and attend. They've -- they've
6 had our first meeting, which wasin December. Our next 6 voted to go four-hour meetings with a break in the middle.
7 meeting's coming up in January. That Rules Task Force 7 So they plan on working hard on it. Soit'sup and going.
8 meets every month. 8 That'sall | haveto report on that.
9 Tokind of give you an idea what we did, iswe 9 Grants. Thenext lineitemisgrantsand Allan.
10 went through and we solicited a member ship from the 10 ALLANLIU: That wasfast, Jay.
11 different organizationsthat EM Sinteractswith, i.e., 11 JAY DOWNS: Good. Makeyours.
12 like, somelikethe Fire Chief's Association, the EMT 12 ALLANLIU: I'm Allan Liu, financial analyst for
13 Association, the Police Association -- the Sheriff's 13 theBureau. There'sthreeitemson thetable. | don't
14 Association, wasn't it? 14 know if the committee hasreceived. Thereisa
15 JOLENE WHITNEY: Uh-huh. 15 subcommittee meeting that we had on November 20th. It was
16 JAY DOWNS: The Utah League of Citiesand Towns. 16 an emergency one. What happened iswe had audits of
17 Just a-- therewas several other onesthat we had to make 17 various EM S agencies, and there was an audit finding with
18 up thiscommittee. Thiscommitteeis made up of all these 18 Carbon County in their competitive grants.
19 different members. And what they do now, isthey're 19 They purchased a training mannequin for $800.
20 tasked right now going through the rulesthat were during 20 They submitted usfor reimbursement, and they get
21 the -- the process wher e we wer e looking for public 21 reimbursed 50 percent. That'sthe matching portion they
22 opinion, they're going through those rulesthat people had 22 haveto pay.
23 questionson. And that'swhat the Rules Task Forceis 23 We processed that. With the audit -- auditor,
24 currently working on. 24 they noticed that the payment, the actual cost of the
25 Therewill be other thingsthat will come down 25 mannequin was499. Soin turn the Bureau of EM S has paid
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1 with grant funds mor e than they should have. 1 we'renot reimbursing for projectorsanymore. Projectors
2 From -- it lookslikeit was an unintentional 2 have comedown in price, and they fedl that that's not
3 clerical error based on what their finance department pays 3 something awarded in the grants.

4 and what they received. And very oftentimes when people 4 Another item isthedeadlines. We're changing
5 are purchasing, there'sa discount that's not noticed or 5 the deadlinesto have all receipts and things submitted to
6 applied. 6 our office so we can process by end of thefiscal year by
7 So, you know, the grant subcommittee had to make 7 May 15th. That bumpsit up several weeks. However, for
8 arecommendation on what to do moving forward. They 8 processing and things, it'sjust necessary for usto do
9 recommend auditing Cardon County for fiscal year '13 and 9 that so everybody getsreimbursed instead of getting
10 fiscal year '14. Thisaudit thing that the auditors found 10 caught without being reimbursed.
11 was for fiscal '12. Sothey want to audit the grantsfor 11 JOLENE WHITNEY: Well --
12 Carbon for fiscal ‘13 and '14. And that'swhat you need 12 JAY DOWNS: Yeah, Jolene.
13 to vote and make a recommendation on. 13 JOLENE WHITNEY: -- oneof the-- oneof the
14 | -- during that time, | had alittle heartburn 14 reasonsfor bumping it up also wasthe grants committee
15 because fiscal year '14, we're currently in fiscal year 15 needsto know how much money isleft in the-- in the pot.
16 '14, and financially we don't audit thingsin the future. 16 So the sooner they can know that, the sooner they can
17 That just doesn't work. So my recommendation isto change 17 determinethe allocation for the next year. Sothat'swhy
18 it alittlebit, isto audit fiscal year '11 and audit 18 it was, you know, moved up just a smidgeto get all that
19 fiscal year '13, not fiscal '14. 19 information so they could make a better decision about the
20 JERI JOHNSON: Makes sense. 20 available grantsfor the next year.
21 JAY DOWNS: Okay. | guesswe're back tothe 21 ALLAN LIU: And wewill continueto email EMS
22 recommendation of recommendation. 22 agency remindersto try to submit things early, because
23 JOLENE WHITNEY: Uh-huh. 23 sometimes those email reminders help to get things
24 JAY DOWNS: Thisisawkward. 24 processed and nothing'sjust alax simply because of the
25 JERI JOHNSON: Itis. | accept your 25 volume of grantswe get at the end of theyear.
Page 77 Page 79
1 recommendation. 1 JAY DOWNS: Anything else? Thanks, Allan.
2 JAY DOWNS: That Allan presented for us? 2 Anybody got anything else for Allan for the
3 JERI JOHNSON: Yes. 3 grants committee? Okay. | guessthat'sit.
4 JAY DOWNS: You want toform that in amotion? 4 ALLAN LIU: | think you need a motion to -- to
5 JERI JOHNSON: |'d liketo make a motion to 5 request voting on -- on -- on these guidelines.
6 accept Allan'srecommendationsfor the audit, fiscal year 6 JAY DOWNS: On theguidelines. So makea
7 '11and '13. 7 recommendation to the recommendation again. Okay. This
8 JAY DOWNS: Seconded? 8 isincredibly awkward.
9 LYNN YEATES: I'll second. 9 JERI JOHNSON: It'stoo much to say.
10 JAY DOWNS: Sheriff, second. Okay. So any 10 JAY DOWNS: Make arecommendation, we don't have
11 discussion on that? 1 aquorum. SoI'll entertain a motion. Anybody make a
12 So basically what we're doing iswe're making a 12 motion? Mark?
13 recommendation that the -- the audit, the years'11 and 13 MARK ADAMS: So movethat we adopt the proposed
14 '13, right, and then we're going to make a recommendation 14 guidelines from the grants committee.
15 that we accept it asan action item next time or vote on 15 JAY DOWNS: Okay. Dol have a motion, a second?
16 it the next time; isthat correct? Okay. All in favor 16 MIKE MOFFITT: Second.
17 say aye. 17 JAY DOWNS: That'sMike, second. Okay. Any --
18 COLLECTIVE: Aye. 18 any discussion on the motion? Seeing none, I'll call for
19 JAY DOWNS: Opposed? None. Any abstained? 19 avote. All in favor say aye.
20 Nobody. Okay. Good. 20 COLLECTIVE: Aye.
21 ALLAN LIU: Thelagt item aretwo things, isthe 21 JAY DOWNS: Any opposed? Any abstained? Okay.
22 acceptance of the competitive grant guidelinesand per 22 Good. Wel make a recommendation.
23 capitagrant guidelines. Therearejust tweaksto dates 23 Okay. Informational items. Data on medical
24 for deadlines. Themajor changes, they'rereally tiny, 24 usage. Richard Thomas.
25 is, like, competitive. For example, under computers, 25 RICHARD THOMAS: Wéll, thank you all very much
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1 for giving me afew minutesto talk about a project that 1 started in a hospital and were just used basically -- were
2 we've been working on in the EM SC Advisory Committee. 2 reported during transport.
3 By way of introduction, my nameisRichard 3 We ended up with alist of 30 drugs. And then
4 Thomas. I'm theteam leader for the ED phar macists at 4 what we did is, we tabulated the drugs based upon route of
5 Primary Children's. 5 expose -- route of administration and on outcome.
6 Thisall started actually back in 1979 when | 6 So hopefully you picked up thesetwo rather
7 had the privilege of being the first ED phar macist in 7 small printed spreadsheets which are on the back table.
8 Californiaworking at the University Hospital in Orange 8 Thewhite one basically talks about routes of exposure and
9 County. And the hospital had the contract for paramedic 9 the purple one talks about outcomes.
10 training. And sol very quickly becameinvolved in EMS, 10 So when welook at these drugs, we kind of
11 | was on the county EM S committee, aswell ason thedrug 11 grouped them into phar macologic or therapeutic categories.
12 and equipment committee, which basically did all the drugs 12 We have basically some oral analgesic, antipyreticswith
13 and protocolsfor the Orange County paramedic system. And 13 Acetaminophen and Ibuprofen. We had some |V analgesics,
14 | chaired that committee for a number of years. 14 which are all opiates, fentanyl, meperidine and mor phine.
15 After 12 years, | moved to Arizonawherel was 15 We have a couple of what | loosely use thisterm anecdote,
16 quickly recruited to beyond the state EM S paramedic drug 16 but basically activated charcoal and naloxone,
17 and equipment committee, and | chaired that for a number 17 antiemetics, ondansetron, promethazine; drugs for
18 of years. | spent two yearson the EMSC Advisory 18 seizures, lor azepam, midazolam; an antihistamine, even
19 Committeein Arizona and I've been on the EM SC Advisory 19 though promethazineis an antihistamine, it's not usually
20 Committee herefor fiveyears. That'salmost 30 years of 20 used that way. Diphenhydramineisusually the agent of
21 involvement in pre-hospital care. And almost continually 21 choicefor that. One antipsychotic, a variety of
22 for those 30 years, I've been frustrated by the inability 22 different cardiovascular agents, adenosine, dopamine,
23 to answer somevery simple basic questions. How are drugs 23 epinephrine, nitroglycerine, et cetera; some glycemic
24 used in the pre-hospital care setting? And do they makea 24 agents, glucagon and dextrose; a couple of respiratory
25 difference? What ar e the outcomes of using those drugs? 25 drugsfor inhalation, albuterol and ipratropium. And then
Page 81 Page 83
1 Weéll, obviously we'd love to have a double-blind 1 RSl agents, Atomadig, sudsonel and vecuronium.
2 randomized controlled study to answer those kind of 2 Sowhat arethedrugsthat are given to kids?
3 questions, but we don't have those kind of resources. | 3 Weéll, you could probably have guessed this, but it'snice
4 was very pleased and delighted when | got hereto Utah and 4 to have some actual data to support what was your guess.
5 learned about the Polaris database that we have actually, 5 So we can seethat there are two drugs, mor phine
6 atool that can start usin that direction. 6 and fentanyl, that arein thetop three. So one of the
7 And so a couple of yearsago | asked if we 7 concer nsthat we certainly should all haveis control of
8 couldn't review the use of pre-hospital drugsfor 8 pain in pediatric patients. And it lookslikewe're
9 pediatric patients. And so weweregiven -- | wasgiven a 9 utilizing two of thesedrugsin a-- in avery similar
10 database to do that with, and then subsequently we looked 10 way.
11 at a couple of yearslater. Sowelooked at a period from 11 It'sinteresting, however, to seethe shift in
12 2007 to 2010. Those of you that arefamiliar with how 12 the use of morphine and fentanyl. Fentanyl hasa much
13 things have evolved in terms of electronic medical records 13 morerapid onset of action. It hasa shorter duration of
14 know that in 2007 not all the unitswerereporting. And 14 action. It probably, at least in some studies, isa --
15 so consequently we decided to take arather large amount 15 thedrug of choicefor orthopedicinjuries. And what
16 of data, 27,000 records, and then in 2012 we did just one 16 we'recertainly seeingisadrop herefrom thisfirst
17 year'sworth of data. Asyou can see a substantial 17 period versusthe second of about 5 percent, wher eas with
18 number. 18 fentanyl we're seeing an almost compensatory or equivalent
19 Soin order to beincluded in the analysis, the 19 increasein itsuse. Sothat -- that'san interesting
20 interaction had to include at least onedrug that was 20 trend to look at.
21 administered in the pre-hospital setting. When you looked 21 We seethat albuterol iscon -- isfrequently
22 at those numbers, you very quickly began to realize that 22 used. It'sthe second most frequently used drug.
23 thevast majority of those patients wer e either getting 23 Epinephrine, ondansetron and midazolam, again
24 oxygen or normal saline. And sowe eliminated those out 24 you can see what the percentages are, and they don't vary
25 of theanalysis. We also eliminated any drugsthat were 25 alot. Although, again, you can see ondansetron here has
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1 gone up significantly in itsuse, over just thisfive-year 1 whatever | say, first of all, isfrom Richard Thomas.
2 time period. 2 Thisisnot IHC speaking, thisisnot Primary Children's
3 HALLIE KELLER: Richard, isthat inhaled 3 speaking, but 1'm going to show you three very quick
4 epinephrine? 4 examplesthat might be a way to utilize thisdata.
5 RICHARD THOMAS: That isall formsof 5 Sothefirst question is: How'sfentanyl being
6 epinephrine. 6 used? Well, 81 percent of the time when fentanyl isbeing
7 HALLIE KELLER: All forms. 7 given, it'sbeing given V. But weknow it can also be
8 RICHARD THOMAS: All formsof epinephrine. And 8 given intranasally. So how well since we introduced the
9 if you look on the sheet whereit shows routes of exposure 9 guidelinesalmost five yearsago for using fentanyl
10 -- routes of administration, you can see all the different 10 intranasally isit being used?
11 types of waysin which epinephrineisbeing administered 1 Well, in thefirst study period it was used 13
12 in a pre-hospital setting. 12 times. In 2012, it wasused 16 times. That would
13 Now outcomes. | cannot find anywherein any of 13 probably suggest an under utilization of thisvery smple
14 theliterature -- excuse me, any of the documentation that 14 and effectiveroutefor delivering fentanyl, particularly
15 I have about Polarisand NEM Sl Sasto exactly what these 15 in kidswhereit isdifficult to establish an IV.
16 defin -- what the definitions of thesethingsare. | have 16 Why aren't we using moreintranasal fentanyl?
17 to assume that when a medic isfilling out areport run 17 Well, you'll haveto be the onesto answer that question.
18 and they get to thefield that asksthe question, what was 18 But it would suggest that maybe we need to review our
19 the outcome, there's allittle bit of subjective decision 19 local protocolsfor how we're using it and look at our
20 making going on here. 20 education for our medics.
21 So improved, unchanged, wor se, those are 21 Another onewould be, we've got two antiemetics
22 probably the threethat we are most interested in. The 22 that are on our -- on our formula here. We got
23 good thing s, isthat if you look at worse, that isa 23 ondansetron or Zofran and promethazine or Phenergan. How
24 very rare outcome. 24 arethose being used?
25 On the other hand, we see what seemsto be an 25 Well, we clearly saw earlier in thelist of the
Page 85 Page 87
1 increasing improvement in the outcome of patientswho are 1 drugsthat we're seeing an increasing use of ondansetron.
2 receiving pre-hospital outcomes. Again, you haveto be 2 Arewe seeing a decreased use of promethazine and
3 very careful when you look at definitions and under stand 3 reciprocate-- asareciprocal? Well, let's see.
4 the subjectivity of thisdatabase. But it lookslikefor 4 Ondansetron, 442 timesin thisalmost three-year
5 themost part, at least almost two-thirds of the time when 5 period. In oneyear it wasalmost 580 times.
6 we give a drug, we're getting some kind of observable 6 Consequently, promethazine has now gone from 61 times down
7 ben€fit in pre-hospital care. 7 to 28times. Twenty-eight timesisnot very often to
8 Now it would bereally niceto better define 8 maintain a drug on a paramedic formular.
9 what that isfor the different drugsand their uses, but 9 And so one could ask or make the recommendation
10 at least now we have a tool when we begin to look at that. 10 why don't we -- Peter.
11 Now, | haveto frankly say that thesearea 11 DR.PETER TAILLAC: Isthispedsonly, Richard?
12 little bit confusing asto when a medic would codethe 12 RICHARD THOMAS: Thisispedsonly.
13 response to a medication using one of theseterms. Not 13 DR.PETER TAILLAC: Gotcha. Okay. Becauseit's
14 applicable, not available, not known, not recorded, not 14 used for adultsaswell?
15 reporting. It would beinteresting to see how those are 15 RICHARD THOMAS: Yes. Absolutely. And, you
16 all used. 16 know, when you look at a paramedic formulary, and I've
17 Thegood thing isthat they're not used an awful 17 spent, asyou can tell, alot of years discussing how
18 lot, maybe one out of every five cases. Thisarearight 18 drugsare-- are-- get on those lists, you haveto,
19 here obvioudy speaksto the QA of the process. At least 19 again, have a balance between what makes sense
20 when | get thedata, if -- if it doesn't have any one of 20 phar macologically, what are the medical -- what arethe
21 those, and it'sjust completely blank, | have to assume 21 preferences of medical control, what they're comfortable
22 that no information was ever entered. Soit would really 22 with and so forth.
23 be niceto get these numbers much lower and having at 23 Sothisisjust pediatrics. And again, thisis
24 least something up herethat would be useful to us. 24 Richard Thomas speaking, and you can attribute these only
25 So how can we usethisdata? Well, I'm going -- 25 tome. But it would potentially suggest that maybe you
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1 can get rid of promethazine all together for something 1 when we started the transition, we had 3,500 EMTI'sin the
2 that isused so, soinfrequently, at least in pediatrics. 2 state. Yesterday when | looked, we had 461 that had not
3 Now the same kind of analysis can easily be donein adults 3 donethetransition that were still certified. So those
4 aswell. 4 actually became -- as of December 1, they became EMTs. So
5 And last but not leadt, let'slook at our two 5 we have basically 561 that went back to becoming an EMT.
6 anti -- oral antipyretic, anti -- or analgesic agents. We 6 Now wedid -- wetried to give them every
7 have Motrin or 1buprofen and Acetaminophen. Now, again, 7 opportunity to make that switch because you know how they
8 you haveto be careful in analyzing -- looking at this 8 are. They -- they either didn't hear about it or even
9 data, but it isvery interesting that when you compare 9 though it's been going on for ayear. So we have madeit
10 Acetaminophen in thisfirst time period, it wasimproved 10 still an option for them. They can't takethe short
11 42 percent. The second time period it was 43 per cent, 11 transition testing any longer, but they can come back in,
12 compared to 60 percent for |buprofen and 64 percent in the 12 takethe 150 question AEMT te<t, redo all their --
13 second time period. Do you really need two oral 13 everything else, and till pick up that AEMT certification
14 antipyretic oral analgesics? Again, a question that needs 14 until the end of their certification date. Sothey won't
15 probably further research and further evaluation. 15 beableto carry it on forever, but up until the end of
16 So there are a number of these kind of questions 16 their certification period, they can till pick up that
17 that we now have the ability to analyze this data and you 17 AEMT if they want to do that. Wefigurethat'severy
18 start to addressthoseissues. Clearly, they need further 18 opportunity that we can have to give to them to be able to
19 study in some cases. Thiscan't be the beginning and end 19 do that.
20 of our analysis, but the dataisthere. | would highly 20 Oneother thing, then, we have, just to let you
21 recommend that if someoneisn't doing thisfor adults, 21 know how many AEMTswe now havein the state, we have
22 that we begin to do that, because | think thereismuch to 22 3,053 AEMTsnow. Sowe-- we feel pretty good about that.
23 be gained from it. And if all it doesisraise more 23 Wefed likethetransition went pretty flawlessly.
24 questions and cause us to be more accuratein our 24 Paul came to me not too long ago and said he had
25 documentation, and raise mor e questions about how we can 25 only one complaint from people on it, which | thought was
Page 89 Page 91
1 better capturethereal outcomes, it will only make us 1 good, and | knew he was going to get that one, because |
2 better in our delivery pre-hospital careto our patients. 2 sent it tohim. Sowereally felt really, really pretty
3 Any questions? All right. 3 good about that, when there's some of the statesthat
4 JAY DOWNS: Thank you. That wasvery 4 haven't even hardly started it and very few have even
5 informational. Good information. 5 completed it. Sowefed actually really good about that.
6 Professional development EMR testing and 6 Any other questions? Okay. Thank you.
7 national registry. Dennis. 7 JAY DOWNS: Thanks, Dennis. Okay. Thenext on
8 DENNISBANG: I'll make mine quick. Dennis 8 theagendaisDr. Taillac. State EMS guiddlines, protocol
9 Bang, Bureau of EMS. Oursisjust kind of an update. We 9 guidelines.
10 -- when you guys sent us back tolook at the EMR testing 10 DR. PETER TAILLAC: | don't probably havetoo
11 with National Registry, we had our committeelook at that, 11 much new news. Wedid launch officially and put on the
12 think about it, talk about it, we discussed it for quitea 12 website the Utah EM S protocol guidelinesisthe official
13 bit. They felt likeit wasbetter toleave EMR with the 13 word. It'sformatted likeit could belike -- like they
14 Bureau rather go with -- with National Registry dueto the 14 are, protocols, so if an agency wanted to just adopt them
15 -- it would be -- it would be more costly for -- for them 15 and put their name at the top, they could do so. But the
16 todothat. And wefet we'restruggling with it now. 16 intent isfor them to be guidelinesfor agenciesto
17 WEe'renot getting that many coursesand we'retryingto 17 utilize or to emulate or to adjust such that it meetsthe
18 build that program rather than kill it. Wefed likethat 18 needs of their agency specifically. Comments arewelcome.
19 one actually would be a negativerather than a positiveto 19 They will be updated on aregular basisat a minimum
20 dothat. Wearegoing to go ahead with the AEMT in July, 20 every two yearsand then republished. We'rekind of proud
21 and send that over tothe National Registry, but we want 21 of them. I've gotten very good feedback.
22 to keep EMR with National Registry -- or not with National 22 I'd liketo, again, thank publicly Dr. Mark Bear
23 Registry. 23 and therest of the committee, some of whom are on this
24 Theother item we had was an update for the 24 committee here, for helping uswith it and | think turning
25 transition from the AEMT. Wehad at the beginning of this 25 out a pretty good product. Sol'mreal interested in
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1 feedback. Sopleaselet meknow. And fee freetouse 1 the Bureau of EMS. And 2014 isgoing to be a strategic
2 them. If you want them, they'reall yours. 2 planning year. In 2015, we'll be launching a new
3 Yes, Sir. 3 five-year strategic plan. So the basic discussion for
4 ANDY SMITH: Aretheyin Word format so| can 4 thisyear, and for this committee specifically, is going
5 literally just copy and paste my information on them? 5 forward what do we want the EM S system in Utah to look
6 DR. PETER TAILLAC: Great question. Sowhat 6 likethe next five years? And specifically what do we
7 I've asked, just to sort of do version contral, isif 7 want the priorities of this committee to be for the next
8 you'd likethem in Word format, | will send them toyou 8 fiveyears? Sowewant to havethat discussion. Weare
9 specifically. | don't want to publish them on theweb in 9 looking at having aretreat, kind of a half day thing to
10 Word format, though. 10 -- todiscusstheseissues. The proposed datefor that is
11 ANDY SMITH: Okay. 11 March 24th -- 25.
12 DR. PETER TAILLAC: Doesthat make sense? So 12 JOLENE WHITNEY: Twenty-five.
13 send me an email if you haven't sent meone. And when you 13 WHITNEY LEVANO: March 25. It'sa Tuesday, kind
14 do that, then if you're going to change them at all, you 14 of half day in themorning. And sowe'd liketo get that
15 know, just be sureyou put your nameon it so it 15 on your agenda or on your calendarsnow. And if you have
16 doesn't -- be on the original, if you will. 16 any objectionsor any conflicts, we'd like to know about
17 JAY DOWNS: Jolene. 17 that. So hopefully we can get a quorum there. But
18 JOLENE WHITNEY: | just wanted to mention, too, 18 between now and then take sometimeto think about what --
19 that the medical directors meeting we're havingin -- 19 what you think for our EM S system, and to hear from the
20 ALLANLIU: March. 20 people that you represent on this committee as well.
21 JOLENE WHITNEY: -- March 17th in Springdale, if 21 The second thing | wanted to mention alsois
22 I remember right. Sojust to encourage the agenciesto 22 we've been conducting a statewide assessment of EMS
23 get their medical directorsto attend. 23 agencies. It'sbasically a survey asking some questions
24 DR. PETER TAILLAC: Yeah, if you want -- we're 24 about online and offline medical direction, afew optional
25 going to have our annual medical directorsworkshop 25 questions about child safety restraintsin ambulances and
Page 93 Page 95
1 March 17th, which is a benefit to them because it's great 1 preferred airway devices. You may have seen thison the
2 information in collegiality. It will bein Springdale. 2 front table. You can pick oneup. All these smiley faces
3 The date was changed, and | haven't actually sent it out 3 of the 116 EM Sagenciesin our state, we've had 75 per cent
4 tothedocsyet. It just changed the other day from 4 complete the assessment already. Sowe'revery pleased
5 April 7th to March 17th because of conflictsin the 5 and thank you to all of you who completed it. There'sa
6 calendar. 6 handful that we're going to follow up with and they're all
7 JOLENE WHITNEY: What time? 7 listed on here with the contact.
8 DR. PETER TAILLAC: All day. Soit will start 8 If you do have one of these sheets and you have
9 at 8 o'clock. We'll bedone by two or three. Wewill pay 9 achance, take alook through the contact list. I'm
10 the docsto travel and give them housing the night before 10 finding the onesthat haven't filled it out, | generally
11 at the Zion Inn, | think, right, Allan? 11 have the wrong contact, that person hasn't worked therein
12 ALLANLIU: Zion Park Inn. 12 two years, or |'ve been sending something to the wrong
13 DR. PETER TAILLAC: Zion Park Inn. Sothey are 13 address. Soif you know these people and they're not the
14 welcome to make it a weekend if they want or just go to 14 right contactsfor these agencies, let meknow. If you
15 the meeting. So please encourage your docsto come. It's 15 know these people and they aretheright contacts and you
16 a good meeting and it does also count for their annual 16 know them well enough to talk to them, feel freeto tell
17 every four-year required updatesto stay certified by the 17 them that thisisan important survey and we'd love for
18 way. 18 themtofill it out. If you are one of these people,
19 JAY DOWNS: Good. Thank you. 19 cometalk to me and we'll get the survey donefor you.
20 DR. PETER TAILLAC: Wereworking on some CME 20 So again, there'slittlelessthan 30 left that
21 for it. | don't know if we'll pull it off for thisyear. 21 need to complete this survey and we have a couple weeks.
22 I would loveto. 22 So, yeah, any questions? Okay. Thank you.
23 JAY DOWNS: Anocther informational item, the 23 JAY DOWNS: Okay. Last informational item.
24 strategic planning retreat. Whitney? 24 Tammy, EM Sweek.
25 WHITNEY LEVANO: Yes, I'm Whitney Levano, with 25 TAMI GOODIN: Yes, wewanted you to know theEM S
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STATE EM5 COW TTEE MEETI NG AGENDA

January 8, 2014 MEETI NG
1 awar ds ceremony for July 9th to coincide with the EM S CERTI FICATE
2 Committee soit's helpful to have them both together. So
3 we'll have the nomination forms online by the end of this, STATE OF UTAH )
4 hopefully next week, but no later by the end of January. COUNTY OF UTAH ;
5 Sowejust look forward to everybody submitting their
6 nominations. We have nominationsfor individual and This is to certify that the foregoing proceedings were
7 incident of theyear. Sojust tolet you know that's when taken before me, Susan S. Sprouse, a Certified Shorthand
8 we'll have our award ceremony. Reporter in and for the State of Utah, residing in Salt
9 Can | ask one question for clarification Lake County, Utah;
10 regarding North Sanpete? For the North Sanpete, what
11 direction dothey go? Can they apply now for their That the proceedings were reported by me in stenotype, and
12 . . . thereafter caused by ne to be transcribed into printed
application or do they wait? o )
13 HALLIE KELLER: They <ill have to wait for form_ and that a true and corr_ect transcn ption 9f sai d
testinony so taken and transcribed is set forth in the
14 approval' f oregoi ng pages, inclusive.
15 JAY DOWNS: Jolene.
16 JOLENE WHITNEY: WE'l be ableto get the DATED this 22 day of January, 2014.
17 recommendations from the committee today out to the other
18 committee member sthat were not present for their input.
19 If they vote favorably for those --
20 TAMI GOODIN: Okay.
21 JOLENE WHITNEY: -- then they can move forward. SUSAN S. SPROLSE, RPR CSR
LI CENSE NO. 5965543- 7801
22 TAMI GOODIN: Okay. Thank you.
23 JAY DOWNS: Wegot that information during the
24 meeting. We're efficient up here.
25 Anyway, other than that, next meeting is
Page 97 Page 99
1 April 9th at 1 p.m. herein thisarea. Otherwise, we'll
2 look for an adjournment. Motion?
3 MIKE MOFFITT: Motion to adjourn.
4 JAY DOWNS: Okay. Second.
5 LYNN YEATES: Recommendation to adjourn.
6 JAY DOWNS: Recommendation to adjourn. Weare
7 adjourned. Thank you everybody.
8 (Mesting adjourned at 3:00 p.m.)
9
10
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12
13
14
15
16
17
18
19
20
21
22
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24
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