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EXECUTIVE SUMMARY

The purpose of this study is to improve the limited knowledge about rural EMS and the support
of rural EMS by state EMS agencies. A telephone survey of state EMS directors was compl eted
in early 2001 and collected information regarding access to rural EMS, programs and initiatives
by state EMS agencies that target rural and volunteer EMS providers, integration initiatives by
rural EMS providers, issues in medical direction for rural EMS, and anticipated effects of the
new Medicare fee schedule on rural EMS providers.

State EMS agencies are to a large part state-funded and have mainly regulatory and policy-
making obligations. A variety of state agencies are responsible for EMS issues which illustrates
substantial state-by-state variation in the approach to EMS issues. The range of approaches to
EMS at the state level will need to be taken into account in formulating national EM S policy.

EMS system development has not been a priority in state efforts. Less than a third of the states
in the study have a statewide EMS plan. The absence of an EMS plan indicates either alow state
priority for development and maintenance of the EMS system or a lack of funds to address the
issue. A key issue is who will take on the planning responsibility for this critical part of the
health care system.

State EM S agencies address rural EMS provider needs in a limited manner. Twenty- nine percent
of state EMS agencies provide services and/or programs that specifically address the needs of
rural EMS providers in their state. In concordance with their regulatory and policy- making
charges, EMS state agencies focus on regulation and funding of EMS providers, with
approximately a third providing technical assistance to EMS providers. This raises the question
of who will fill the technical assistance void. In some states other agencies and organizations
may attempt to address issues such as medical direction.

Medical direction in rural EMS has been identified as a mgor issue for a mgjority of states.
However, few states place high priority on medical direction in their efforts to support EMS
providers.

Integration — between EM S agencies, between EMS and hospitals, and between EMS and other
health services — is sometimes seen as a panacea to the problems inherent in rural EMS. Our
study suggests that EMS integration is not readily accomplished. While integration between
EMS providers occurs more frequently, more innovative approaches — such as integration
between EMS and public health or the use of EMTs in emergency rooms — are not common.

The limited availability of local data on EMS hinders the evaluation of the impact of changes in
federal and state policy on EMS. Data issues have been identified as a magjor obstacle and a
number of initiatives are underway to attempt to improve the situation, including a survey by the
National Association of State EMS Directors on the feasibility of a national EM S database.

The development of the EMS system in the 1970s was fueled by federal funds. In the absence of
major federal funding initiatives, the development of EMS has become a state and local issue,
which has resulted in a fragmented system. There are currently three sources of federal funds for
EMS. the Highway Safety Program administered by the National Highway Traffic Safety
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Administration, the EMS for children (EMS-C) program administered by the Maternal and Child
Health Bureau (HRSA), and the Preventive Health and Health Services Block Grant. These
programs are restricted to certain problems (motor vehicle crashes), populations (children), or
state priorities and are limited in their ability to address EMS system issues. The time is right for
a new national initiative to address EMS issues and to stimulate the development of EMS as a
system, beyond its current fragmented state.
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INTRODUCTION

On average, U.S. residents need emergency medica services (EMS) twice in their
lifetime (Office of Technology Assessment, 1989). EMS is an integral part of the hedth care
system and is especially important in less densely populated areas where access to hedth care
services often involves traveling longer distances.

The emergence of the EMS system as we know it today was facilitated by federal
support. The EMS Act of 1973 (P.L. 93-154) and the resulting federal categorical grant program
were designed to facilitate regional emergency medical services planning with EMS regions
designated throughout the U.S. However, as aresult of cutbacks in federal funding in the 1980s,
the EMS system remains fragmented and states approach emergency medical services with a
range of strategies.

More recently, the role and vision for emergency medical services has been changing,
presenting new challenges for the system. The “EMS Agenda for the Future” envisions an EMS
system that is integrated with the health care system, improves community health, and has an
efficient communication and operation infrastructure (Martinez, 1998; National Highway Traffic
Safety Administration, 1996).

Despite these efforts, the available research and policy analysis on rural EMS systems
consists primarily of case studies of local pre-hospital EMS systems or descriptive studies of
multi-county areas or single states. The limited research on EMS is primarily due to the
fragmentation of the system and only rudimentary data collection efforts.

The problems faced by emergency services providers have begun to receive renewed
nationa attention stemming from the Balanced Budget Act (BBA) of 1997 which includes two

important provisions specific to EMS. First, the BBA changes reimbursement policies for
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providers of ambulance services by introducing a new Medicare ambulance fee schedule.
Second, the Medicare Rural Hospital Flexibility Program encourages small rural hospitals to
become Critical Access Hospitals (CAHSs). One of the requirements for a CAH is the existence
of a24- hour emergency room.

These policy changes in combination with market-based developments (e.g. continued
recruitment and retention issues for rural health personnel) will affect the provision of EMS to

rural populations and have the potentia to reduce access to EM S services.

STUDY DESIGN AND DATA

In January and February 2001, we completed a telephone survey of state EMS directors
asking questions regarding access to rural EMS, issues in medica direction for rural EMS,
programs and initiatives by state EMS agencies that target rural and volunteer EMS providers,
integration initiatives by rura EMS providers, and anticipated effects of the new Medicare fee
schedule on rural EMS providers. Initial contact with the state EM S directors was made through
an informational letter that included an endorsement of the study by the National Association of
State EMS Directors (NASEMSD). We chose to collect information from state agencies
responsible for EMS, rather than from local EM S entities, because of the large expense and time
required to collect data at the local level.

Connecticut, New Jersey, and Rhode Island were excluded from the survey because these
states do not have rural counties according to the MSA/nonMSA standard. 45 of the remaining

47 states answered the survey, a response rate of 95.7 percent.
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RESULTS

This section explores the roles and funding of state EMS agencies and their working
relationship with the other main agency responsible for EMS, the Department of Transportation.
It focuses on the activities of state EM S agencies that assist rural EM S providers and the issue of
medical direction. Finaly, EMS integration activities are discussed as well as the potential
impact of the new Medicare ambulance fee schedule.

State EM S Agencies. Funding, Roles, and Regulations

Most (71%) state EM S agencies report to state health departments. Twenty-four percent
report to other state agencies (e.g. governor, public safety, EMS advisory council), and four
percent report to their own board. In addition, in 3 states (7%) the Department of Transportation
has responsibilities for rural EMS. There are a range of approaches to EMS at the state level
which will need to be taken into account in formulating national EMS policy.

State appropriations are the most important source of funds for state agencies. On
average, agencies that receive funds from state appropriations receive 65 percent of their budget
from this source. Fees and federa grants are the second and third largest sources of funds.
Federal grants contribute about one fifth of the budget (but are considerably larger in some
cases) and fees account for approximately 12 percent of the budget.

The vast majority of state EM S agencies describe the charge of their agency as regulatory
and policy-making. The est are charged with regulatory and policy-making duties but also
provide direct service, technical assistance, or services/support for providers. The focus on
regulation and policy-making raises the issue of who provides support, such as technical

assistance, training courses, and funding, to local EM S agencies.
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TABLE 1
Funding Sourcesfor State EM S Agencies
(n=44)
% of Total Budget for Number of State

Agencies Receiving Agenciesthat Receive

Funding Source % of Total Budget  Fundsfrom thisSource  Fundsfrom this Source
State appropriations 60.8 65.2 41
Fees 11.8 36.9 14
Federa grants 20.8 30.7 30
Private grants 0.2 10.0 1
Other (e.g., special education trust fund, tobacco 6.4 46.7 6

settlement trust fund, $2 surcharge on al vehicle
registrations dedicated to EMS, safety belt
violation fund, a small attachment from moving
violations fund, Medicaid administrative fund)
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Less than a third (31%) of the states in the study have a statewide EMS plan. Slightly
less than half of the states without a plan are developing one. The limited number of states with
an EMS plan is likely related to state EM S agencies having primarily regulatory responsibilities
rather than responsibilities for the development of the statewide EM S system.

Ninety-eight percent of the states have statewide minimum requirements regarding staff,
equipment and/or other issues. When asked which parts of the state had stricter than minimum
requirements, 71 percent of states said that urban areas had stricter requirements, 41 percent said
rural areas, and 14 percent said ambulance districts. All of the areas with stricter requirements
had stricter staffing requirements.

Relationship of State EM S Agencies With Federal and State DOT

Almost half of the state EMS agencies have little or no contact with the federal
Department of Transportation (DOT). Close to a third had contact with the federal DOT because
they received support from the State and Community Highway Safety Grant Program (i.e.
section 402 funds) or used the training materials and curricula developed by the DOT. Only two
states described the DOT as an important partner.

A large mgority of state EMS agencies work closer with the state DOT (87%).
Approximately half of the agencies work with the DOT on injury prevention and highway safety
which are traditional areas of cooperation, 13 percent collaborated on data collection and IT

systems issues and 11 percent administered 402 funds and/or grants.
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TABLE 2

Parts of the State that Have Stricter than Minimum Requirements for the
Operation and Maintenance of Ambulance Squads
(n=44)

Stricter Requirements

Training Staffing Equipment

Stricter Requirementsin Per cent (%) (%) (%)
Urban areas 71.1 59.4 100.0 71.9
Rura areas 40.9 61.1 100.0 72.2
Ambulance districts 14.0 66.7 100.0 66.6




UNIVERSITY OF MINNESOTA RURAL HEALTH RESEARCH CENTER —WORKING PAPER 38

Support of EM S Providers by State EM S Agencies

The survey dlicited information on the support for EMS providers in general and rura
and volunteer EMS providers specifically. When asked about the three most important areas in
which state EM S agencies provide help to EMS providers, frequent responses were regulatory
(81%), followed by providing and/or administering funds (64%), and technical assistance (38%).
Also mentioned were training and testing (24%), data collection/interpretation/QA (13%), and
coordination/communication (11%). Medical direction was identified by only two states.
Twenty-nine percent of state EMS agencies provide services and/or programs that specifically
address the needs of rural EMS providers in their state.! These programs include training and
testing, recruitment and retention, provision and/or administration of grants, and information
technology.

Forty percent of states provide services that specifically address the needs of volunteer
EMS providers. The programs provided are similar to those that address rural EMS and include
recruitment/retention, training, and funding. There is little overlap between agencies that
provide programs for rurad EMS and those with programs for volunteer EMS. Four agencies
provide services to address both rural and volunteer EMS needs, nine focus on rura EMS needs
exclusively and fourteen on volunteer EMS needs exclusively.
Medical Direction

Only two state agencies identified medical direction as one of the three most important
areas in which they provide support to local EMS providers. The low priority of both medical
direction and data collection and QA issues is surprising since medical direction was identified

as an important issue for rural EMS in a survey by the NASEMSD (Bailey, 2000) and the lack of

! The average percentage of the population that isrural is 28.6% in states that provide specific programs and 34.5%
in states that do not (t-test not statistically significant).
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uniform data and quality monitoring systems has been identified repeatedly. The EMS Agenda
for the Future lists the lack of integrated information systems as a major impediment to quality
EMSresearch (National Highway Traffic Safety Administration, 1996).

Almost two thirds of state EMS directors perceived medical direction to be a significant
problem for rural EMS providers in their state. Mirroring problems for rura EMS in general,
recruitment was the most frequently mentioned issue with regard to medical direction followed
by concerns regarding the qualifications of the medical directors, especially the lack of training
in emergency medicine (Table 3). Medical directors are likely to be loca primary care
physicians for whom medica direction of one or more EMS squads is an additiona
responsibility after providing office based care, covering call and/or the hospital ER. Primary
care physicians generally have only limited experience with emergency medicine during their
training.

The third issue is the lack of involvement of the medical director in the operations of the
squad which raises questions about the quality of care provided. The lack of involvement may
be related to the large number of other demands placed on the physician in a rural community or
unfamiliarity with EMS operations.

The issues in medical control are manifold. Rura areas face a genera shortage of
physicians and residency-trained emergency medicine physicians are no exception. They tend to
practice in urban areas (Anwar, 1983), leaving primary care physicians to cover rural ERs
(Haskins & Kallail, 1994; McGirr et al., 1998) and provide medical oversight for ambulance
services. Studies have found discomfort with trauma management among recent family practice
graduates (Hall & Nowels, 2000; Norris et al., 1996) suggesting that this topic is not adequately

addressed in residency training for family practitioners.
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TABLE 3

Medical Direction | ssues and Problems*
(n=28)

%

Recruiting difficulties

Quialifications of the medical director (educational background, lack of training
in emergency medicine)

Lack of involvement in the squad by the medical director (“rubber stamp”
positions)

QA/QI concerns (sporadic medical director training, lack of QA data, systems,
and protocols)

Training concerns (lack of funds, have to train individually, no central training
model, volunteer positions)

Issues with off-line direction and education because of geographic isolation

32.3
17.6

16.2

11.8

74

2.9

* Respondents were asked to identify up to three items.
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In summary, the problems in medical direction are concentrated on issues of off-line
medical direction such as the recruitment and suitability of the medical director and the
involvement of the medical director in the operation of the squad.

State EM S agencies undertake a number of different efforts to address medical direction
issues. The most common activity istraining (80%). Agencies regulate, develop, and/or directly
provide training for medical directors. In a number of states, training courses or conferences for
medical directors are provided annually. Three states mentioned developing an internet-based
training course, a fourth state already had such a course.

Approximately one quarter of states have developed or are developing protocols. Some
of these states have statewide protocols that are developed specifically to support medical
directors. Others have developed regional protocols or protocols for first responders. The
development of protocols at the state level reduces the work for medical directors. In addition, it
encourages uniform statewide practices, making it easier for personnel to work for different
services and supporting QA efforts.

In more than half of the states, other organizations were involved in improving medical
direction. These organizations include advisory councils and boards (8), state offices of rural
health (6), physician associations (6), EMS and ambulance associations (3), medical and other
boards (2), hospitals and health care providers (2), and other organizations (3). These
organizations and institutions focus their efforts on programs that are similar to those pursued by

state EM S agencies including training, developing protocols, funding, and recruiting.

I ntegration

Integration has been described as the “horizontal and vertical linkage of heath care

providers to achieve a higher degree of continuity of services and ... greater efficiency.”

10
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(Nationa Rural Health Association, 1997) In the survey, integration was defined as the
coordination and sharing of resources and personnel, and/or the linkage with other community
health resources to ensure that care does not occur in isolation and to enhance outcomes.

Integration has been heralded as a potential solution to the recruitment, retention and
other problems of rural EMS. However, the survey results indicate that integration is hard to
accomplish.  The most common form of integration is between different EMS providers and
includes mutual aid in training and personnel sharing, EMTs working and volunteering for
different providers, county-wide EMS councils, development of a network model that
encourages the sharing of training resources and billing and administrative functions and
expertise (Table 4).

Integration between pre-hospital providers and hospital ERs is the second most common
form of integration. A third of the state BEM S directors report that this form of integration occurs
frequently or occasiondly in their state. In six of these fifteen states, integration was related to
medical direction, primarily through links between medical direction and training or medical
direction being provided by hospitals. Three states specifically mentioned integration at or
between Critical Access Hospitals (CAHS), via the sharing of staff and training responsibilities.
Two states mentioned the use of EMS personnel from hospital-based EMS in ERs. One state
introduced new legidation that alows EMTsto train and work in ERs.

One fifth of state directors reported that cross-training of EMS personnel for ER skills
occurs frequently or occasionally. Some states mentioned that rural hospitals are integrating for
efficiency and continuity reasons and integration appears to be increasing because of the nursing

shortage.

11
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TABLE 4
The Use of Integration to Address Barriersand Issues Facing Rural EM S
(n=45)
Never Rarely Occasionally Frequently
Approach (%) (%) (%) (%)
Integration between EMS providers 6.7 46.7 333 13.3
Integration between pre-hospital providers and 4.4 62.2 22.2 111
hospital emergency departments
Expanded scope of practice for EMTs by
- Cross-training for ER Skills 4.4 75.6 15.6 4.4
. Rotations through Hospital ER 2.2 53.3 33.3 111
. Public Health 20.0 77.8 2.2 0.0

12
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Potential Effects of the New M edicare Ambulance Fee Schedule

Three quarters of state EMS directors expect that the new Medicare ambulance fee
schedule will affect rural and urban EMS providers differently. Sixty percent of those EMS
directors expect that rural providers will benefit, mainly because of anticipated improvements
over current billing practices. Five states anticipate a detrimental impact of the fee schedule on
ALS providers with a high likelihood for cutbacks from ALS to BLS service.

Twenty-eight state directors were able/willing to provide an estimate of the percentage of
EMS providers currently accepting Medicare assignment (average 77.5%, range 10-100%).
Only three states do not allow all-volunteer services to bill or collect fees. Of the remaining 42
states, three have a cap on fees that all- volunteer services are allowed to collect.

The assessment of the financial situation of rural EMS providers is limited since only
three state EMS agencies collect financial data on the EMS providers in their state. No state
EMS agency was aware of other agencies collecting this type of data. This severely restricts the
ability to describe the operations of EMS providers and evaluate the impact of proposed or
implemented policies such as the new Medicare ambulance fee schedule.

The lack of data on EMS providers at the state and national level is well documented.
The complexities of collecting financial data for the universe of EMS providers are described by
Mohr and Good (1999) in their efforts to inform the rule- making process for the new Medicare
ambulance fee schedule. The lack of EMS data aso was the subject of a recent survey which
assessed the feasibility of establishing a national EMS database (National Association of State
EMS Directors, 2000).

Although state agencies do not collect financial data, 38 responded to a question on the

fiscal stability of rural EMS providers in their state. On average, 45 percent of rurd EMS

13



UNIVERSITY OF MINNESOTA RURAL HEALTH RESEARCH CENTER —WORKING PAPER 38

providers were classified as financially unstable with extreme variability in the responses (i.e.
Hawaii and Vermont 0%, Illinois and lowa 97% and Massachusetts 100%).
DISCUSSION

State EMS agencies are to a large part state-funded and have mainly regulatory and
policy-making obligations. In concordance with these obligations, the support provided to EMS
agencies focuses on regulation and funding of EMS providers, with only a little more than a third
of state agencies providing technical assistance to EMS providers. Surprisingly, only 13 percent
of state EMS agencies provided support in the area of data collection, data interpretation, and
quality issues. Data issues have been identified as mgor obstacles to the development of EMS
research (National Highway Traffic Safety Administration, 1996) and NASEMSD recently
conducted a study on the feasibility of a nationa EMS database (National Association of State
EMS Directors, 2000). Less than half of the state EMS agencies provide services that
specifically address volunteer and/or rural EMS issues, such as specia training programs for skill
maintenance, management support, and funding or grants.

Given their position in state bureaucracies, their dependence on state funding, and their
missions, the focus of sate EMS agencies on regulation and funding rather than technical
assistance is understandable. However, this raises the question of who fills the technical
assistance void. As mentioned earlier, there are other agencies and organizations in some states
that may attempt to address issues such as medical direction. However, only about half the states
benefited from having other agencies that worked on improving medical direction and this
approach may not work for other issues.

Medical direction has been consistently identified as a problem issue for rural EMS. A

2000 survey of state EMS directors ranked medical oversight as the second most important issue

14
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in rural EMS behind recruitment and retention (Bailey, 2000). Although almost two thirds of
respondents perceived medical direction as a major issue for rural EMS providers in their state,
only two state agencies mentioned medical direction as one of the top three areas in which they
provided help to EMS providers.

The need for adequete preparation of medical directors for their duties has been
recognized. The National Highway Traffic Safety Administration (NHTSA) and the Maternal
and Child Health Bureau (MCHB) recently commissioned a guide on how to prepare medical
directors from the National Association of EMS Physicians (NAEMSP) and the American
College of Emergency Physicians (ACEP) (National Association of EMS Physicians &
American College of Emergency Physicians, 2001). One of the stated goals of the “EMS
Agenda for the Future” is to ensure that each state has a designated state EMS medical director
(National Highway Traffic Safety Administration, 1999). NHTSA also noted that medical
direction is often volunteered or compensated by hospitals with limited incentives to continue
this support (National Highway Traffic Safety Administration, 1996).

Most states do not have a statewide EMS plan, most likely because of the focus of state
EMS agencies on regulatory and policy-making roles rather than on the development of the EMS
system. The absence of an EMS plan indicates that a state does not see the development and
maintenance of the EM S system as a state priority or lacks the funds to address the issue. A key
issue is who will take on the planning responsibility for this critical part of the heath care
system.

Integration — between EM S agencies, between EM S and hospitals, and between EMS and
other health services — is sometimes seen as a panacea to the problems inherent in rura BVIS.

However, our results suggest that integration is not readily accomplished. While integration

15
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between EMS providers occurs more frequently, more innovative approaches — such as
integration between EMS and public health or the use of EMTs in emergency rooms — are not
common. Recent trends in the health care sector, such as the nursing shortage and efficiency
concerns, may stimulate new integration approaches.

Two cavesats should be mentioned when considering our data on EMS integration. First,
the use of EMTs in emergency departments may face legal barriers as well as opposition from
other health care providers, such as nurses. Second, state EMS agencies may not be aware of
every innovative integration strategy being used at the local level.

A large proportion of rural EMS providers are considered to be financially unstable, with
substantial variation across states. This represents a considerable threat to rural EMS and to
access to emergency health care in rural areas. More detailed information on financial issues is
hard to obtain since few state agencies collect financia information from their EMS providers.
However, a large number of states anticipate that the implementation of the new Medicare fee
schedule will benefit rural EM S providers.

The beneficial impact primarily is due to current poor billing and collection practices and
the lower costs of a substantial number of rural EMS providers that use volunteers. The impact
of the fee schedule will vary from state to state depending on current reimbursement rates. EMS
services that have been heavily subsidized by states or localities, have billed at low levels or not
a al or have an unpaid volunteer workforce are likely to benefit, while services with paid
personnel and those that have billed at full cost in the past are likely to face reduced
reimbursement. The impact of the fee schedule is a state by state issue rather than an urban vs.
rura issue. State EMS directors anticipate cutbacks in ALS services in states that project a

negative impact of the fee schedule. The current structure of the new fee schedule provides

16
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disincentives to move to paid EMS squads in rural areas, which is one way of addressing the
dwindling number of EMS volunteers.

The importance of EMS to the rura health care system and the precarious situation rural
EMS finds itself in have been recognized. Both the National Conference of State Legidatures
and the National Rural Health Association have outlined these issues in briefs (National
Conference of State Legidatures, 2000; National Rural Health Association, 1997).

There are currently three programs that provide federal funds for EMS: the Highway
Traffic Safety Program (section 402) administered by NHTSA, the EMS for Children Program
(EMS-C) ariginating with the Maternal and Child Health Bureau (MCHB) at HRSA, and the
Preventive Health and Health Services Block Grant. These programs address major issues in
emergency medical care, but are limited by their focus on specific problems (e.g., motor vehicle
crash injuries and fatalities), populations (e.g., emergencies involving children) or state priorities.

Given the lack of success in developing an integrated EMS system over the last two
decades and the variability of state approaches and priorities placed on EMS, it is time to
consider a new nationa initiative to stimulate the development of EMS as a system, beyond its

current fragmented state.

17
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