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EMS Consultation Group Minutes

May 16, 2011  

Draft – not yet approved

Attendance:

Dr. Harry Chen, Commissioner

Pete Cobb, EMT Volunteer

Pat Malone, IREMS

Jim Finger, VAA

Mark Considine, EMS District Rep 

Matt Vinci, VT Professional Firefighters Assoc.
Dr. Steve Leffler, EMS District Med Advisor

Dan Manz, VDH

Donna Jacob, VDH

Mike O’Keefe, VDH

Ray Walker, VDH 
Bessie Weiss, VDH 
Tracy Dolan, VDH

Dixie Henry, VDH

Absent:

Mike Skaza, VSFA 
Mike Paradis, Newport Ambulance
Bill Hathaway, VSFA  
Seth Lasker, VT Career Fire Chiefs’ Assoc 
Jill Olsen, VAHHS 
Representative from Office 
Dr. Barry Heath, FAHC
     of Professional Regulation
Maria Royle, Legislative Council
The meeting was opened by Dan Manz and introductions were made around the table and on the phone.

Agenda:
· Welcome and introductions
· Review and approval of April 18, 2011 meeting minutes

· Additional discussion of April meeting focus topic:

Statewide licensing mechanisms for EMS providers

· Discuss focus topic for this meeting:

Scope of practice over license level of the service

· Next meeting: June 20, 2011 from 1-3 p.m. in Room 3B
Minutes of April 18, 2011:
The minutes of the April 18 meeting had been previously distributed.  Dr. Chen accepted a motion from Pete Cobb, second from Dr. Leffler to approve the minutes.  Matt Vinci apologized that he had yet to review the minutes, indicating he was on the road at the moment.  The question was called, approval was unanimous and no comments were made.
Additional discussion of April meeting focus topic:  Statewide licensing mechanisms for EMS providers

Dr. Chen explained that because of limited attendance at the last meeting and the importance of the topic, he would like to revisit some of last month’s questions and continue to gather input.  The group agreed that there was value in reviewing the past topic before moving onward.  He began by asking a series of questions (hereafter in italics).
How is the current practice of certification working now – what works well? What should be changed? What are the strengths of the current system? What are the gaps or weaknesses in the current system?
Should there be more or less independence of practice in the relationship of the EMT to the EMS agency, the EMT to medical control, the EMT to the EMS Office?

Dr. Leffler said he felt there needed to be a tight relationship between the EMT and medical control.  Physicians must have confidence in the delivery of quality care by prehospital care providers.  Mark Considine concurred with Dr. Leffler, citing last month’s discussion about credentialing.  Mark noted that without a strong, clear, clean link between medical control and the EMT, credentialing will not be possible or successful.  Dr. Leffler added that the relationship between the District Medical Advisor to the agency and on to the EMT provides for a good chain of command.  When Dr. Chen likened that relationship to a team approach, Dr. Leffler agreed.  Pete Cobb added that the higher the level of licensure/certification, the more control should be exercised, and again Dr. Leffler agreed.  

Matt Vinci asked what the group thought of the Office of Professional Regulation model and the method by which those professions are licensed.  Dr. Chen summarized that last month, the group had discussed licensure vs. certification and the direction appeared to lean toward licensure.  The group also talked about a statewide board similar to OPR’s setup for nurses.  Some felt an advisory board would be preferred over a licensing board, but there was no solid decision made.  Matt Vinci stated that the VT Professional Firefighters Assoc. would be in favor of a board with stronger responsibility and more authority rather than an advisory board.  Dr. Chen asked if this would perhaps be a governing board represented by individuals of differing licensure level like that of the Medical Practice Board and Matt Vinci agreed.
Dr. Leffler asked what other states do?  Dan Manz said it varied widely across the spectrum.  Some states utilize a board that issues personnel and agency licenses and holds disciplinary hearings similar to those done today by our own Board of Health. Another model has the state agency having the final authority, and the board is advisory to the agency, and then there are blends in between those two spectrums.  
Dr. Leffler then asked how the VDH/Vermont EMS system is currently structured.  Dan explained that the State Board of Health has authority over agency licensing, while the Vermont Department of Health has authority over personnel certification.  The Board of Health also acts in an appellate fashion above the Commissioner of Health for personnel certification actions.  

What would be the advantages/disadvantages of changing the terminology from certification to licensure for EMT authorization to practice in Vermont?  What would change?
Dr. Chen noted that the discussion last month indicated group interest to change the term from certification to licensure and noted this would create more uniformity among states around the nation.  Dr. Leffler asked if there was any advantage to one term over the other.  Dan gave him a brief synopsis of last month’s discussion, saying that nationally there is a move toward standard nomenclature.  The delivery of education by a private organization is now being considered certification, the permission to practice is licensure and in order to practice, the prehospital care provider is credentialed by their agency or facility.  Dr. Chen noted the parallel with medical doctors’ education, followed by state licensure, followed by hospital credentialing.

Dr. Leffler asked about the cost of utilizing a board.  Dr. Chen said that there are inherent costs to maintaining and staffing a board.  The Medical Practice Board covers board costs with licensure fees.  The Vermont Department of Health would have to free up funds to cover board costs.

Should the oversight mechanism for EMTs change?  Should a licensing board be created to oversee complaints of unprofessional conduct?  To issue licenses and set standards of practice?  What would be the advantages of a licensing board?  The disadvantages?
Dr. Chen said he heard Matt Vinci say that he prefers a governing board and asked how others felt.  He asked whether others saw a board as a sign of maturation and a way to garner diverse opinions.  Matt Vinci said that he envisioned the recommendation to the Legislature would include a request for a funding mechanism to enhance resources.  The board would operate similar to the Fire Service Training Council board and could meet quarterly.  There would be administrative overhead and funding would be a must.  Dr. Chen asked for a suggestion as to a funding source.  Matt Vinci suggested transportation funds as one possibility.  He noted that New Hampshire adds $.25 to $.50 to motor vehicle licenses to fund EMS.  Matt added that EMS is but one of many unfunded mandates.  Dr. Chen suggested that Dan do some research on how other states fund their respective boards.  

Pete Cobb stated that the system is not broken, and in fact works quite well.  He asked how a board would fix or improve upon the current system.  He agreed that there are things to be addressed, such as perhaps capturing or better communicating the reason EMTs leave one squad and approach another.  The reasons are not always known, and the accepting service does not always do due diligence in checking references with new members.  A member may jump from squad to squad, and some of those concerns could be addressed.
Dr. Chen asked for more comments.  Dr. Leffler noted that today, if an EMT and squad are not compatible, the EMT may leave or be dropped.  He asked if there was a way to know the EMT’s history if they were to change geographic regions and request to join another service.  Dan Manz said the ideal would be that the new service would do a reference check with the former squad.  He said that if a complaint resulted in an action affecting state certification, the Vermont EMS Office would retain record of that action.  However, if the EMT was let go for poor meeting attendance or inappropriate language in the squad building, this information would not necessarily be known to Vermont EMS.  A reference check to a previous service would assume the willingness of the previous service’s staff to share information frankly and candidly with the prospective service’s staff.  Dan Manz noted that it is much more common for simple infractions, differing points of view or poor chemistry between providers and agencies to be handled on the local level and never come to the EMS Office’s attention.  Because some agency leaders are hesitant to talk about personnel matters, sometimes information is not shared as frankly and thoroughly as it should with prospective services.  The prospective EMT may be so convincing that the squad sees no need to be thorough with a background check.  They’re in need of personnel and the EMT is a willing provider.

Dr. Chen asked whether there was a question on certification applications about termination from squad.  Staff discussed other questions, but there is none specific to termination from a squad.  Dan Manz said it is conceivable that as the credentialing system grows and develops, the process may make agency staff less hesitant to pick up the phone and check previous affiliation and credentialing history.  
Discuss focus topic for this meeting:  Scope of practice over license level of the service

Dan Manz introduced today’s focus topic through a Powerpoint presentation.  The presentation is posted on the website at http://healthvermont.gov/hc/ems/act142_consult_group.aspx
Dr. Chen asked and Dan clarified that in Vermont, there is no requirement for a service at an ALS level to have a provider at that level of care.  Dan explained that a paramedic agency could theoretically never have a paramedic provider.  The system was set up so that an agency could “grow” personnel up to their license level.  For example, a service at the paramedic level can staff their service with personnel at different levels, equip their trucks with differing levels of equipment, and assign trucks and personnel to calls based on need.  Tracy Dolan asked and Dan explained that the paramedic-level ambulance service must have at least one vehicle equipped to the paramedic level.

Dr. Leffler asked who in terms of today’s discussion would be responsible for providing equipment and medications to the provider functioning above the level of his service.  Who would be responsible for checking this equipment and medications, assuring medications are kept current, purchasing replacements, providing adequate levels of insurance and other oversight?  He expressed concern that if a paramedic is functioning with an intermediate level service, these things would need to be addressed.

Pete Cobb agreed.  He noted that his service has been at the paramedic level for 25 years.  The service is made up of volunteers, with no paid staff.  Currently they have 5-6 active paramedics.  Initially the service attained the paramedic level because they wished to provide equipment and medications needed when paramedic intercepted and boarded their vehicles from another service.  They viewed this as a service to those responding to assist Londonderry’s patients.  Pete said he is strongly opposed to a paramedic being a “cowboy” on a service below that level.  He explained that paramedics perform cardioversions on transports that can last up to an hour.  If the paramedic were functioning with an intermediate level service, who would provide the narcotics, equipment and liability should something go wrong?
Pat Malone said he could see one reason to support a provider functioning above the level of their service.  He noted that Vermont is rural. He wondered if as our system matures, an allowance could be made to allow that provider to utilize their skills.  If a paramedic is employed in a suburban area but lives in a rural area, it might let that provider use their skills with their home-based service, even though that service may not be licensed at the paramedic level.  Doing this might solve the problem of not having medics distributed throughout Vermont.

Pete Cobb said he could agree in theory, but stated that any squad can update to the paramedic level.  This would allow the provider to function at that level.  A medic needs equipment to function, no different than a surgeon in a hospital.  Bringing surgical equipment home in the evening does not mean he can perform surgery there.  Dr. Leffler said that by licensing at the advanced level, the service would thereby assure the adequacy and availability of equipment and medications.  He said that in theory he could like the concept, but asked what would happen if the medic without service support had left their drug kit in the car and the medications froze.  Who would take control and responsibility?  If the squad advances to the paramedic level, the squad assumes responsibility.  

Pat Malone noted that a paramedic in Rutland checks her own equipment.  If she lives in a rural community outside of Rutland she would also be responsible for checking her own equipment.  Dr. Leffler asked and Pat explained that the service would pay for her paramedic-level equipment.  Dr. Leffler then asked why the service wouldn’t just simply license at the paramedic level.  Pat acknowledged Dr. Leffler’s point, but said he felt it would be a good way to support paramedic-level care in rural areas.

Pete Cobb gave a recent example of paramedics being unwilling to accept the responsibility of maintaining and verifying the equipment and medications necessary for a local first response service to go to the paramedic level.  
Dr. Leffler asked when someone goes home from Rutland to their rural home community, does the paramedic bring their kit home with them?  Pat said he suspected you would need a different kit, provided by the rural community.

Jim Finger suggested either withdrawing the language inserted by the legislature or adding language to assure that the provider affiliates with a service at or above their level.  He stressed oversight and quality improvement, saying it was not just up to the individual’s choice.  He said he suspected today this happens in the field, whether because of an intercept or another situation.  But he said an agency manager would not want an individual at a level higher than his service telling him that they could provide X level care based on what the district medical advisor and the provider had decided upon for an agreement.  The agency’s insurance carrier would probably not support this kind of action.

Dr. Chen asked if anyone is doing this now.  Dan said no, not under the provisions of Act 142.  Jim Finger said he suspected it’s happening today with the permission of the medical director and using equipment provided by a licensed paramedic level service.  Dan added that there are a number of circumstances where a paramedic affiliated with a paramedic level service may work as an “outposter” or with another service to provide paramedic-level services. Whenever they function, there is currently a clear legal track that they are functioning on behalf of their licensed paramedic-level service.

Dr. Chen summarized that Pat Malone’s concern is to provide the highest level of care to Vermonters within the framework of the rules but not to necessarily have providers functioning on their own.  Pat agreed.

Both Pat Malone and Jim Finger agreed that using a physician example, a rural health center would never employ a surgeon and allow them to perform surgery.  

Dan said he knows of circumstances where a paramedic has approached an agency and asked them to upgrade to paramedic.  The agency is reluctant, perhaps due to cost or disinterest in participating in the credentialing process.  The service points out that they in fact have arranged for paramedic intercept and that the system works well for them.  Therefore this may cap the level of care the paramedic can provide if he chooses to remain affiliated with the intermediate-level service.  

Jim noted that upgrading a service is a local decision.  He complimented the state in providing a mechanism where the service would work toward a higher level without the difficulty of having to provide it 24 hrs/day at the time licensure is awarded.

Mark Considine pointed out one issue.  Since 1982, Rescue Inc. has been registered with the DEA to carry scheduled medications, and is therefore “grandfathered” under their provisions.  However, the requirements are different for new services requesting DEA licensure. Per the DEA regulations, licenses to carry scheduled medications are site specific.  Unless the legislation was changed, DEA Boston might not allow a license to be issued to a paramedic functioning with a lower level service.  In Rescue’s case, they have two separate DEA licenses, one for each station location.  

Dr. Chen asked what Mark would like to see changed.  Mark said he thought there should be dialogue at the state level with the DEA to make sure that a paramedic functioning with a lower level service would be able to function at the paramedic level and authorized to carry the necessary medications.  Mark said he believed the DEA license is strictly limited to the service and the permitting physician, and he said that it was important to look to the DEA for latitude before going forward.  

Bessie Weiss thanked Mark for raising the point and said she would investigate it through the DEA rules.  She wondered whether it was even possible for an individual medic to take responsibility to keep the medication.  Dr. Leffler added that an individual needing to receive rabies vaccine cannot pick up the 5 vials from him, take it to the clinic and have it administered.  The clinic cannot ensure that the vaccine has been adequately maintained.  Dr. Leffler said this is but one of many regulatory issues that face health care.  Bessie Weiss noted that the state may not be able to override DEA requirements.  
Matt Vinci said he had not been present when the language of this piece of Act 142 was put together.  He said he was not speaking for the legislature, but did not believe that the issue had been broadly discussed when first brought to the legislators’ attention.  He recalled a couple of scenarios posed as the legislation was being developed and those scenarios precipitated this language.  

Dr. Chen said he was not hearing anyone strongly in favor of this part of the legislation.  Matt Vinci said the intent had never been to create “cowboys.”  He said he could not speak for the others, but those who put the legislation together did not intend to support rogue EMTs functioning outside of medical control.  

Dr. Leffler said he believed he knew the history behind the insertion of this language into the law.  A paramedic working for a paramedic level service approached their District Medical Advisor (DMA) for approval to function at that level with a lower level service.  The DMA did not approve of this.  The paramedic went to their legislator and made an issue of this.  The first draft of the language did not even include DMA approval, but someone called Dr. Leffler for advice and he contacted the legislator to urge a change to this wording in the bill.  He said he felt that what came out of the legislature in this regard was worded better than it might otherwise have been.  Matt Vinci agreed, and he believed there was only one scenario that had been presented.  He added that not only was the DMA reluctant, but the squad was also not willing to license at the paramedic level.

Does the current system of licensing by service level meet the needs of the ambulance services with regard to staffing, the provision of equipment, service business needs and administration, etc.?  Does it work well for the service to be able to license at a level and work up to it?  Should this be changed?
Dr. Leffler said he felt the current model was good and allowed for a service to grow.  Vermont is a small state with limited resources.  He doubted that it was feasible that all services attain and maintain the paramedic level but that by adding first one then a second paramedic to a newly licensed paramedic-level service, it lets them begin to build their resources and capabilities.  

Mark Considine agreed.  He said that as part of service licensure, there is an affirmation that there is agency, DMA and district board buy-in, and that at least one vehicle has been committed and equipped at the licensure level.  This type of assurance serves as a level of commitment to providing care at that level.  
Dr. Leffler wondered about the liability to a paramedic level service that does not yet have paramedics affiliated.  He asked what would happen if the service responded to a call where a paramedic might have saved a life, but there was no paramedic present to render aid.  Dan said the question had come up before.  He said he was not aware of a complaint or a legal action taken for that reason.  While the office fields many questions along that line, once the reasoning for the “licensure before affiliation” policy is explained, it seems to be well understood.

Does the current system of licensing meet the needs of EMTs and patients?
Pete Cobb said he felt it did.  He felt that EMS in Vermont had greatly improved in 8-10 years.  He explained that in his area, systems are becoming more uniform now and his service now has standing orders throughout the four districts he serves.  

Matt Vinci said there had been an intent in the legislation to include people with jurisdiction in NH on the Act 142 Committee, but they had not participated.  He wondered if that scenario had been fully addressed?  When questioned about the meaning of his question, he went on to say that Peter Cobb had mentioned different rules in different districts and Matt wondered about transport issues between NH and VT.  He felt there could be an issue with where and how bordering squads are licensed.  He then noted that Mark Considine’s service is a border service and perhaps is in that position.  He asked if there were issues with regard to licensing that could affect his service functioning in NH.  Mark Considine noted one potential issue that has been discussed in the area of transition and recertification.  New Hampshire has a strict regimen about how programs of education are authorized. Refresher training programs must being sanctioned and endorsed by NH EMS, with course numbers issued.  Up until recently, there was a required course completion and protocol testing format for providers in NH.  While VT has abolished testing every 2 years, NH still requires it, so VT providers have to go through the 5 NREMT practical stations in NH to be recertified by 3/31/11.  Technically both states are transparent as far as a paramedic level service, equipment, medications and how the service functions.  That’s the easy part.  The arduous part is the recognition of the ability to license a provider in VT vs. NH and how it’s tied into their refresher program.  
Dr. Chen asked if a VT squad from Rutland were to transport a patient into NH and something happens on the NH side, what would happen?  Dan explained there is no problem moving patients between states.  All surrounding states default to the personnel licensure and policies of the agency or person’s home state.  Mark’s question pertains to an agency with E-9-1-1 coverage and a base in VT as well as E-9-1-1 coverage in NH.  Dan felt that right now the more stringent requirements for personnel licensure rest in NH.  If the providers meet the NH requirements, they are by default going to meet the VT requirements.  The reverse cannot be said.  Dan said he was unsure what Vermont could do about that.  In the past, Vermont has made regulatory adjustments to try to work with border states so that on the Vermont side, we minimized the requirements imposed on VT agencies who are being asked to meet out-of-state rules.  That is not always true with the surrounding states.
Are there instances in the current system of licensing service levels where patients’ needs or providers’  needs aren’t met?
Dr. Leffler pointed out that we live in a world that always believes more is better.  For example, if you have a paramedic, then a doctor would be better. If you have a doctor, then a surgeon would be better.  He noted that to have every Vermonter served by an intermediate level provider was adequate.  However, he said he couldn’t address the question of whether providers’ needs are being met adequately.  

Dr. Chen rephrased his question, saying the question was directed toward service licensure. Is the current system of service licensing is meeting the EMTs’ needs. Are there differences in how well the current system is working based on whether the system is urban vs. rural, type of personnel (volunteer vs. paid) or service level? Is there enough flexibility to allow the system to work?
Dan Manz explained that the system licenses agencies at levels.  The service commits with equipment, procedures, liability insurance, etc, and then people up to that level affiliate.  He added toDr. Chen’s questions whether the system worked better for large vs. small services, higher vs. lower call volumes, urban vs. rural, and whether the system was skewed or equal.

Pat said he felt the system was equal across the board. He said he felt it worked reasonably well.  He agreed that there are needs not being met, but that’s because of other issues.  Pete Cobb said he felt information sharing could be improved.  Londonderry knew nothing about the paramedic program taking place at IREMS.  He didn’t think the rest of the State knew that Londonderry was doing standing orders.  

Pete went on to say that Londonderry has had problems with State EMS.  For 13 years, he explained, Londonderry has tried to add Benadryl to their drug list.  The service has filed a couple of waivers and talked to Dan, but to no avail.  He wondered why after 13 years they still could not get Benadryl added.

Dr. Chen asked for other improvements or suggestions.  Pat asked whether this should be in the area of licensing or other concerns.  He also asked about the comments to date.  Dr. Chen explained that staff will do their best to distill all of the information for the report.  Matt Vinci asked what would be in the report.  Dr. Chen explained this will be the topic of conversation on June 20 from 1-3 p.m.  The intent is to take everything heard, put it down into outline form and transfer that to a report format.

Matt said he had envisioned that the charge from legislature could be expanded upon to include other issues.  He asked how to submit those questions and issues.

Dr. Chen said that charge is to look for ways to improve the EMS system for all Vermonters needing emergency care.  He said that perhaps other thoughts could be heard at the beginning of the next meeting.  

Pat Malone said that the idea of licensure/certification/credentialing needs to include the role of the EMS District.  He said he felt that role needed to be clarified.  Sometimes EMTs get caught between the District Medical Advisor and the District Board’s purview.  He said he felt it might not be so much a matter of timeliness but process for issues that might not be as clear as dealing with personnel or service license level.  Dr. Chen asked if that meant the functioning of the DMA within the district and the relationship of that person to the EMTs.  Pat said that even in the basic programs, they make it very clear what medical direction is, flowing from the physician to the EMT in the field.  The District Medical Advisor is a component of the district, then at another level is State EMS with or without a State Medical Director.  If there’s a question about whether to change a protocol to allow a drug or a medical direction authority issue or a clinical issue, the process doesn’t flow clearly up and back down.  Timely is a relative term since the issues are often complicated.
Dr. Leffler said that related to that, but relatively rare, was a situation when he became FAHC-Emergency Department Director, there was an issue between the District Medical Advisor and an EMT in the district.  It was very difficult to determine who had the final say and how it would get adjudicated.  The issue was finally resolved, but it was messy, and probably messier than it had to be.  It would be nice to know that if an issue comes up, what is the process for resolution.  

Matt Vinci said he was struggling with issues to be discussed that are operational vs. the report to the legislature regarding Act 142.  He said he was concerned with disappearing into administrative minutia vs. the overall charge to the group.  He agreed there are issues to be discussed, but wondered if it was best to discuss them in an advisory capacity rather than as part of the report planning process.  In the scenario being bounced around, the role of the State EMS Medical Advisor needs to be clarified as well.  He said he wasn’t sure whether the necessary legislation was the place to introduce these issues.  He said he felt the legislative charge was to come up with an advisory board so that there is better communications surrounding these types of issues.  

Dr. Chen explained that the report will focus on specific questions Act 142 raised.  He said he hoped that all of the input could also be used to allow him to make improvements to the system from his position as Commissioner.  
When asked, Dixie Henry said she would distill all of the previous information to make sure it remained focused on the key points of the charge and to ensure that everyone was heard.  

Dr. Chen closed the meeting by thanking all the participants and announcing again the next meeting time.  He suggested that perhaps Mary should send out a save-the-date notice now, since the June meeting date had not previously been announced.
Next Meeting/Topic:
June 20, 2011 at 1 p.m., Cherry Street Room 3B / Review of discussions to date and outline of report
Adjourned:  

2:32 p.m.
Minutes respectfully submitted by
Donna Jacob.
