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Scope of Practice Workgroup

August 26, 2011

108 Cherry Street, Burlington

Chris Bell made an agenda and business cards available.  Slides will be posted to the EMS website.  
Introductions:
Andrea Ochs

Andy Jackson

Bernie Tolmie

Bill Hathaway

Brian Welsh

Carl Matteson

Christina Moore
Claudia Harris

Dave Fuller

Ed Sullivan

Frank Wetherby

Gene Bifano

Inge Luce

Jennifer Miner

Jim Finger

Joan Richardson

Joe Krone

John Engler

John Kueffner

John Vose

Jon Bouffard

Keith Baker

Kyle Madigan

Lawton (LT) Rutter

Lisa Lauziere

Lorraine Cochran

Mark Considine

Mark Podgwaite

Matt Vinci

Michael Chiarella

Michael Spaulding

Mike Paradis

Nancy West

Pat Malone

Ray Walker

Richard Dana


Richard Page

Ron Sunderland

Samantha Slayton

Scott Bagg

Scott Brinkman

Scott Supernaw

Seth Lasker

Stephen Trala

Sue Poirier

Terri Francis

Tom Barefoot

Tom Goddard

Tom Neumann

Staff that attended:

Chris Bell

Ray Walker

Peter Otten

Wayne Misselbeck
Donna Jacob

Agenda:

· Introductions

· Interim Scope of Practice Workshop

· Parking Lot

· National Standard Curriculum

· National Scope of Practice

· Waivers, Restrictions

· Open Discussion/Next Steps

· Future Meetings

· Hurricane Irene Update

Interim Workgroup
Lots of projects that need to move quickly, rather than wait for the Act 142 Committee response.  These workgroups are not intended to replace or supplant Dr. Chen’s report but rather address the Scope of Practice.  This workgroup will end when it reaches a consensus, and has a limited duration.

Parking Lot
Issues that the group cannot settle today but are important will be placed in the “parking lot” for future discussion.

National Standard Curriculum
At least the last 3 revisions, training and education in the US have been based on the NSC at 4 levels:  First Responder, EMT-Basic, EMT-Intermediate and EMT-Paramedic.  The NSC will not be revised, but instead will be replaced by the National Scopes of Practice.  These detail objectives for every cognitive, psychomotor and affective domain for every single action or patient you might treat at each level and is very prescriptive. 
National Scopes of Practice
There are still 4 levels of providers:


FR becomes EMR


EMT-Basic becomes EMT


EMT-Intermediate becomes AEMT (Advanced EMT)


EMT-Paramedic becomes Paramedic

Each scope describes the minimum standards or entry level of knowledge, but not where the scope of practice stops.  Vermont can adopt the National Scope of Practice or can create its own.  There are a lot of benefits to adopting the NSOP, but that is not the only way we could do it.

Psychomotor skills are probably the most visible when moving from one curricula to another.  That’s not the whole picture.  It’s not just about a particular skill, but more about why we’re led to believe that the patient needs a particular skill delivered and all of the elements that go into making that decision and delivering the skill.  All of the prerequisite knowledge is part and parcel to the skill sets.

Chris displayed the cumulative skill sets included in the National Scope of Practice.  Chris moved through the skill sets identifying some of the new skills that would be added to each level. 
After Chris had reviewed the Assessment Minimum Psychomotor Skill Set, Steve Trala asked why we would not let the EMR do pulse oximetry if they’re now allowed to do oxygen therapy, and also asked why an EMT who’s allowed to work with a ventilator cannot do a finger stick.  Chris explained that all things are up for discussion.  A number of districts have heard him say that adopting the NSOP allows for the use of waivers to exceed or DMAs to restrict practice in any of these areas.  But we need to consider the implications beyond the psychomotor skill.  Chris used pulse oximetry as an example, saying there is often a disconnect between what is a good pulse ox reading and the interpretation of that reading.  A reading of 92-93 should raise a red flag as to whether intervention is needed for the patient, but is often interpreted as being “still an ‘A’.”  Chris went on to say that any skill that many people perform on themselves daily such as a finger stick can probably also be performed by an EMT.  However, it is important that the provider understand that getting a blood glucose reading will probably not change their care of that patient.  If the patient is conscious enough to get oral paste, they probably can tell you why their blood glucose is low.  If they’re not conscious, you’re probably already recognizing the need for advanced care.  
Someone pointed out that even if the provider could not provide the appropriate treatment, they can still use the readings taken to advise others of the patient’s condition and seek an appropriate intercept.

Chris said he could foresee that a decision will need to be made for a number of different skills.  Should they be waived statewide or more locally, for example? But everyone needs to understand where and when these skills might be beneficial.  Conversations can be had and decisions can be made as appropriate.
Mike Paradis noted that these skill sets are minimums.

Tom Barefoot noted that they have been using pulse ox to get an initial reading before providing oxygen to a patient.

Chris said in a few minutes he will discuss with everyone how waivers will be handled.

Inge Luce – put waiver topics into the chat box for the parking lot.  [Staff note: items put into the chat box are not captured for future reference. Perhaps they could instead be emailed to vtems@ahs.state.vt.us for capture.]

Chris stepped through the Pharmacological Intervention, Trauma and Medical/Cardiac skill sets.  

Steve Trala asked about adding a knowledge base for LVADs.  Chris said knowledge base wouldn’t be a problem.  If an increasing number of these patients are being seen around the state, perhaps a localized or statewide waiver is needed.  It will be added to the Clinical Practice Workgroup discussion set.  The first meeting of the group is scheduled for September 7.
Someone asked about a normal vs. complicated delivery. What happens if an EMR begins what is expected to be a “normal” delivery and it becomes “complicated?”  After some humor, it was noted that perhaps providing information on how to assist with or recognizing the signs of a complicated delivery is one of the many CE topics that can be focused on going forward.  

Someone then asked how the NSOP and Vermont in particular intend to keep up with new technology?  Chris said that the Clinical Practice Workgroup will look at the waiver requests and will routinely review them.  Periodically new devises, drugs or procedures will be waived or introduced to everyone based on a set of criteria that the Workgroup will develop.  This group will meet regularly at first, probably monthly, and then perhaps quarterly and is open to anyone interested in participating. The schedule and minutes will be posted on line.

The SOP will be decided by consensus.  Most waivers will be easily decided by consensus as well.  Every once in a while, we’ll need more input or will have to say no to a waiver.  Research, discussion and facts will all be considered, but there will have to be buy-in from DMAs and there will have to be checks and balances in place.  
When asked by an individual, Chris acknowledged that Vermont’s scope of practice may end up being above the NSOP.  It is expected that there will be adjustments.  

Someone asked about more cardiac meds for the AEMT level or maybe adding CPAP, noting that rural response times are sometimes 45 minutes long.    Chris said that as long as we all agree that we’re not just talking about the skill.  When talking about adding a cardiac med, it’s important to understand and be able to interpret EKGs, have a more in depth understanding of physiology and pathophysiology than is in the existing I-03 curriculum, and understand the frequency of use of the medication.  Let’s say that adds up to 100 extra hours of training.  Does that amount of training make sense for the one or two times a year that the particular medication may be used, remembering that once training has been delivered, the skills need to be maintained?  Also remember that the AHS for the last 3 revisions has been backing off on the use of antidysrhythmics in cardiac arrest, stating research that rapid CPR results in better outcomes.  Vermont strategically needs to look at the big picture.  For example, AEDS are as good or better than the old manual or mid-level defibrillation interpretation and shock delivery.  They’re just better and faster.  If we’re going to make changes to the scope of practice, we need to do the research and make advised decisions.  

The first couple of Clinical Practice meetings will talk about the process will look like as waivers show up and what the criteria should be.  All meetings are open and everyone can participate either in person or by webinar.

Tom Barefoot asked about first line cardiac drugs or improved interventions like hypothermia treatments.  It’s depressing to respond to a code who isn’t going top be hurt by trying to intervene and might even improve save rates. He added that are telemetry 12-lead options available now and Vermont’s not too far away from being able to do telemetry via the internet.  Even calling for a paramedic intercept means a 25-minute wait til help arrives.  He said he liked the idea of putting it into a committee format and really looking at the possibilities.  

Chris said that on average, there is only a 3.5 to 4% cardiac arrest survival rate in rural areas.  He noted that the public health side of his experience recognizes that maybe it’s educating the public in CPR initiation and delivery.  Evidence suggests that would change survival.  It’s not as glitzy as drugs and electricity, but maybe it’s a better fix and is a better bang for the buck.  If squad members did outreach efforts at ball games, nursing homes and other public events, isn’t that the way we should go?  Shouldn’t we be striving for better outcomes for our patients?
Steve Trala – CPAP?  Chris said it’s the same answer as cardiac arrest meds.  We can talk about it in the clinical practice group.  It’s not just putting CPAP on…it’s how to recognize the patient that it’s helpful for, but not so far down the road that the patient needs assisted ventilation.  It’s also about coaching the patient to accept it and the pathophysiology behind understanding when it’s appropriate and when it’s not.  If a district wants to commit to the initial and ongoing training, the cost of equipment and strong medical control, quality assurance and reporting, then the request will most likely be considered.

Someone noted that patient outcome is paramount and some districts aren’t going to have paramedics, so with 45-minute response times, skills are crucial.  Chris agreed – let’s improve patient care.

Tom Barefoot agreed that giving the caregivers in Vermont the feeling that we’re moving forward toward assisting patients better.
Someone asked if the point at this time is to get a baseline for the state.  If we accept the NSOP right now, we already need to give providers additional training in order to meet the minimum mark.  Chris agreed, but added that the discussions are valuable.  
Someone else expressed frustration that while we’re talking about national standards and teaching to a scope of practice, we have 13 districts that may or may not be standardized.  Chris said that this is true; we could have 13 different variations for what is best for the patient in that particular area.  There may be differences in treatment between a rural area and an area that’s 5 minutes from a Level 1 Trauma Center.  But he added that the single baseline is the first step. 
Chris returned to the power point and continued his review. 

The EMS rules grant the Health Department to grant waivers that expand the scope of practice.  All current waivers will eventually be reviewed.  If you were issued a waiver and there were requirements put in place for you to keep track of success rates or other details, please be prepared to deliver that information when you are asked to do so.

Steve Trala asked about RNs being able to challenge for the advanced scope of practice.  Chris noted that it’s now in rule and statute that nurses and PAs can challenge any provider level that they want.  There is a process already posted on line, along with an application and checklists by level.  The checklists are optional.  Once the process has been completed within the district and the individual affiliates with an agency, the individual then takes the National Registry assessment exam.  No Registry card is issued because there was not a course to accompany the assessment exam, but successful results of the assessment exam leads to Vermont certification.  

Steve Trala asked why nurses have challenged the exam and carry cards with NREMT.  Chris said that perhaps there was paperwork or documentation confusion at the National Registry, but he didn’t want to speak for the NREMT.  After he was asked, Chris said that if folks feel we should have PHRNs or PHPAs, feel free to propose it here in Vermont.
Someone asked about the military component.  Chris said that the military are now trained at the NREMT levels; military personnel were always issued Vermont EMS certification based on affiliation.  Staff noted that the difference is that military personnel no longer need to affiliate.

Mike Paradis asked about the waiver turnaround.  Chris noted the workgroup would meet monthly at first and then eventually perhaps quarterly.  They’ll meet based on the waiver workload.  Chris said he hoped it wouldn’t be 6 months but if it’s a particularly dangerous or complicated waiver, it may take that amount of time.  If you want a say, show up and participate.  Otherwise, it’ll be staff making the decisions.

An individual said that he felt that if a scope of practice is attained in Vermont, he felt there should not be a lot of waiver requests.  If one area asks for one waiver and another for something different, than he felt that the process wasn’t a good one.  Chris agreed that if everyone is asking for the same waiver, that might be true.  But different districts will ask for different skills based on the needs of their patients and the level of care available in their areas.    And the same goes for restrictions, which can still occur at the individual, agency, district, DMA or state level.  An agency, for example, may decide not to provide blood glucometers.  DMAs will routinely be meeting twice a year with Chris and the ED Directors where they will talk about some of the statewide bigger picture issues.  Hopefully this will begin to gain consistency when appropriate.

There are pros and cons to adopting the NSOP as the Vermont scope are that it simplifies adoption, transitions and revisions over time.  On line now is the preliminary sketch of what the transitions look like between old NSC levels and the new NSOP levels.  Intermediate transitions will be the most complex.  Another pro is it gets Vermont out of the test-writing business.  If Vermont stays in the test construction exam, we would have to devote full time staff to exam construction and we still would not be able to have as reliable, consistent, accurate and defensible a product as the NREMT is capable of producing.  Adopting the NSOP also helps as providers move in and out of the state.  Another big picture goal is perhaps it helps the public across the country figure out what level the provider is and how that varies.  

The cons are it will require waivers and restrictions to be Vermont specific, there will be less Vermont control of testing and there is a potential for the NSOP to become stagnant.  Chris said he did not believe this would happen, but that remains to be seen.  

His recommendation is to adopt the NSOP wholesale and that the NSOP is the Vermont scope of practice.

A woman asked what would happen if Vermont adopts the SOP but individual agencies and districts can restrict, then the SOP is no longer a baseline.  She said it seemed like if this was going to be the SOP, then it feels like there shouldn’t be restrictions.  Chris said that it was something to talk about, and that he spotted only one medical advisor in the room.  He acknowledged that the DMAs are invested in this decision.  There may be a district where we have all volunteer agencies at the I-03 level and we’re barely scraping by.  They may not have resources to commit to more equipment.  Maybe in the last two years, there hasn’t been a single Pedi arrest.  It would be difficult to tell that district that their providers each have to devote many hours to gaining and maintaining a skill set that isn’t used with any regularity in that district.  Chris said that in his mind, that kind of restriction makes sense.  In many areas, students learn skills in class that they are not permitted to do in the field.  It may make sense in some areas of Vermont as well.

Someone asked about waivers and restrictions.  If a waiver is issued based on a funky patient that moves to the area, will the waiver expire and has to be reapplied for?  Chris said it will depend on the waiver and it will be up to the committee.  Some waivers will have to be reassessed over time; it’s important to know whether things are helpful or harmful to a patient.

Someone asked what will the process be for a DMA to restrict skill(s)?  Chris explained that this is a team sport.  DMAs play an important role in the process.  He’s met with many of the DMAs, who seem reasonable and want to do the best for the patient.  Our job is to provide them with information and assurances.  If a particular district or agency respects that and provides research and assurances, perhaps that will satisfy their concerns.  
Someone else asked about the transitions and how that will all be coordinated.  Chris said that at the moment, there will be 3 tentative work groups running at the same time.  As soon as the SOP workgroup ends, the next one will be the EMS transition workgroup.  Individuals, ICs, agencies, DMAs and VTEMS will all participate and we’ll figure out what transitions look like at all 4 levels.  Once we break them down, we can decide what transitions happen where and how.  That’s what the transition workgroup will decide.   If the transition workgroup says every EMT in the state needs an IC-led transition, then transition will take longer than we’d hoped.

Someone asked what happens if it is determined that an EMT can and will do blood glucose, is that the trigger that requires Vermont to have to create their own exams?  Chris said the transition group will not look at waivers.  They will look at the current Vermont curriculum and the future Vermont scope of practice at each of the four levels and will begin figuring out a transition plan for each of them.  The clinical practice workgroup will start by figuring out a system to put waivers in place.  It’s not as clean to have the two groups working together, but it keeps us from waiting too long.    The individual rephrased his question and Chris said it would be best to ask the clinical practice workgroup that question.

Someone else noted there are a large number of volunteer services.  How will an individual get 72 hours of CE in 2 years?  Also, in going from the I-90 to an I-03 required a transition and test.  If the person doesn’t want to take the NR AEMT exam?  Do they lose their Intermediate and have to drop back to EMT?

Chris said that all Intermediates will have to transition to the Vermont AEMT level.  That doesn’t mean they all have to take the NREMT AEMT exam.  They can choose to maintain their Vermont AEMT via continuing education or they can choose to take the NREMT AEMT exam and just continue to maintain one (NREMT) card at the AEMT level going forward.  Taking the NREMT AEMT exam is probably the least stressful of all the tests because if you take the NREMT AEMT exam and fail, there is NO penalty.  You’re still Vermont AEMT certified.  
Chris noted that CE and how to obtain it will be put into the parking lot.  Chris said some ideas have been submitted using the survey on line.  Please go on line and fill it out.  Perhaps we at the state or other places could offer webinar CE, provide a satellite broadcast at a facility around the state, or a conference call method of CE?  Those are just some of the ways.

How will we provide the districts, hospitals or agencies with the resources to provide more CE?  Funding is a big picture and is on our plate but we’ll be continuing conversation in those areas.

Lorraine Cochran said she is concerned about folks who are working so many hours to make ends meet, plus running on EMS and trying to have a home life also.  Coming up with the time to get 72 hours is very difficult.  Breaking it down it’s only 3 hours a month, but breaking that down still doesn’t find the 3 hours.  Chris said he agreed that recruitment and retention is an area we’d like to help agencies address.  However, if we’re going to continue to say that our vision is to move Vermont EMS forward and to do more for patients, it’s hard in the same breath to say that we require less ongoing verification of competency.  There will never be a good year that it’s good to implement more CE, but we all have to agree that it’s important.  We’re here to work with you and help you.  It’s a balancing act.

Inge said she thought some folks were getting confused between scope of practice and clinical practice.  We’re trying to determine the minimum scope of practice throughout the state, not discussing various waivers.  And continuing education was already determined by Act 142.

CE and ongoing CE were added to the parking lot.

Mark Podgwaite said he believed the NSOP should be adopted as it is and move forward.  Establish a baseline and get moving.  

Someone else asked if transitioning to the NSOP and testing NREMT will save the state money?  Chris said it depends on how good an exam you want in Vermont.  It would take 2-3 full time staff members to keep 4 different exams fresh and updated annually.  Twelve of 13 Colorado EMS employees got fired when they hadn’t refreshed the state exam in years and it was discovered that a study guide existed in the field to help them pass the exam.  The question is how good of an exam does Vermont want?  It will take 2-3 full time employees and a ton of individuals to sit on monthly review committees to write new questions and pilot test the exams.  The state right now picks up $15-20 right now for each student that takes the NREMT exam, and that seems like an inexpensive solution.

Someone asked if there is a plan to have certifications end on the same day?  Chris explained that all levels except FR/EMR will expire on June 30th and FR/EMRs will expire December 30th, 3 months after their NREMT certification.  If you do not hold NREMT, your expiration will still fall on one of those two dates.  This will allow us to do some peak staffing and not have recertifications happening all year.

Andrea Ochs motioned to adopt the NSOP in Vermont.  Mike Paradis seconded.  Chris said that a motion is not required, but rather a consensus.  Mike Spaulding again wanted to make sure that this is only a minimum baseline.  Chris stressed that this is a minimum set, not where it ends.  Chris added that he answers the phone when people call and he returns emails when they’re sent.  If folks need to look at this again in a year, we’ll do so.  

Someone asked about I-90s transitioning.  Chris noted that the I-90s will do the transition course that exists to get them to I-03, then the transition course to take them from I-03 to AEMT.  If not, they can drop to basic.  It’s up to them.  Ray said he believes the number is around 60.

Someone else asked about districts starting classes.  Chris said now is the time to make sure that instructors get their transitions immediately and courses that go from how on are at the new scope of practice.  But if an area isn’t ready for that and you want to run a course under the old curriculum, Chris believed the NREMT exams would still be run for the foreseeable future.  This will allow a couple states to transition all of their personnel.  We can start new courses now or within the next month or two, and can pick a date to cease holding old ones and have transitions complete.  
Chris announced he would be meeting with Dr. Chen this afternoon, and that this work group will not meet again.  Invitations will be sent out for the transition workgroup.  You can come in person or webinar in.  Two more upcoming meetings:


Thursday, 9/1 at 11 a.m. - Interfacility Transport Workgroup 


Weds, 9/7 at 10 a.m. - Clinical Practice Workgroup

Hurricane update:

State EOC will open on Sunday morning, and the HOC (Health Operations Center) will open Sunday morning.  There are already Vermont ambulances deployed toward NYC.  They’re currently stationed in Newburgh, NY.  Chris showed wind and rain predictions over the next few days.  Resource requests to local EOCs first, then to the HOC second.  Our job is to support health and medical resources.
