Kansas Board of EMS 



August 29, 2008

Mr. Robert Waller, Executive Director

900 S.W. Jackson Street

Landon State Office Building

Topeka, Ks. 66612-1228

Dear Mr. Waller, 

Representatives from Region 6 EMS Council have reviewed the proposed regulatory amendments and came together on August 29, 2008 to discuss them. The goal of the Board as well as the regions and all interested parties should always revolve around our mission to provide astute patient care to our citizens. We feel that in general this document is geared to meet the expectations of our citizens and patients.

We, as a region, also feel there is some disparity within the language of these documents as written. We have made the following observations and would like to make comment to them for inclusion before the final draft is presented to the Board of EMS for adoption. 

We as a region also would express our disappointment at the manner in which the review for comment period was rushed through. There was little to no distribution of notice that a comment period was occurring and then a rapid deadline for comment was set. It gives the appearance that some parties have apprehension about what changes might come from allowing constituents to review the policies that govern them. 

109-2-1
Region 6 EMS opposes wording of the regulation that requires the perspective Director of an EMS system to be a certified technician, physician or nurse with a Kansas license. Some very qualified people may be unable to be considered for a position of this nature merely because of the wording of this regulation. The position of Director does not necessarily mean that this person ever provides patient care. If they are going to be performing patient care then they will already have a certification or license. 

Region 6 EMS would like to see this wording left up to the local service operator to consider in their operations. 

109-2-2

It would appear in the language presented that the Critical Care ground transport service was omitted from regulations. In previous regulation these services were held to standards along with the aero medical transport services. In current proposed language it would appear that one of two things could be derived from interpretation: 

1. The term Critical Care Ground transport was omitted and therefore not regulated 

OR

2. The Critical Care Ground transport is “presumed” to fall under the standards of the ALS transport service. 

This could be a dangerous interpretation both ways. 

Region 6 EMS feels that some clarification is necessary as to where these services fall under these proposed regulations. We would propose that they are mirrored with the aero medical standards as far as the certifications required and the training pre-requisites for attendants. 

109-2-5

In part (a) of this regulation the reference is made to “shall have direct, two-way radio communications with” as a means to communicate with a dispatch center and the hospital. 

Region 6 would propose a more flexible language than the strict language of “two-way radio”. In today’s day and age of technology there are many acceptable forms of communication between ambulances and hospitals or dispatch centers. These come in the form of internet based communications, data links with mobile data terminals, cellular phones, two-way radios and satellite communications. Another consideration is that of the right to privacy. Today’s HIPAA rules are very deliberate to emphasize our responsibility to protect Pertinent Health Information (PHI). If we are tied to a restrictive regulation that relies solely upon archaic technology only as the only acceptable form of communication we also endanger a potential release of PHI that is easily linked back to a patient. 

109-2-5 (k) states that “If an operator is unable to provide service for more than 24 hours” 

Region 6 constituents are unclear if this pertains to the service as a whole or to each individual ambulance. We interpret this as if a service was unable to provide that service in their area of jurisdiction then this regulation would come into play. Many services have a multiple ambulance fleet and if one or more units go down they can still adequately provide the service to the jurisdiction. This would put an undue burden on the service to provide documentation and notification to the Executive Director each time a unit goes down for more than 24 hours if in fact that is the intent behind the language.

109-2-5 (s)  

The language contained in this regulation is disturbing. As a Region we support the initiative to gather data that will serve EMS as a whole to fortify our position in seeking funding, recognition of services provided, and other resources to improve our delivery of care to the patient. We feel it is counter-productive and hinges on improper use of information to be required to provide information as to the items proposed in subsection 2 and 3 of this regulation. Many of the records that this regulation cites are that of public record secondary to many EMS services being a municipal service bound by the Freedom of Information act. Some of the data requested is not and in fact could be construed as an illegal act if disseminated in the wrong context. It has been demonstrated previously, by Board Staff, that information of a critical nature to business practices and policies is not as confidential as would have been desired. 

Region six would propose that items 2 and 3 be removed from 109-2-5 (s). 

109-2-5 (t)(4)

We would propose that language be added to read “Within 45 days of completion of the internal QA/QI process the Board of EMS is notified”. 

Also on subsection 109-2-5(t)(4)(B) we as a Region feel that the language here is extremely vague and open to gross subjectivity. There is a myriad of possible “reportable incidents” that occur that if held up to the light of this litmus test would fail thus making them “reportable”. We would highly recommend removal of this language or modification to more definition of what is a reportable incident. 

109-2-7

Throughout this regulation the language seems to reflect that only one “attendant” is required to be present as minimum staffing of an ambulance, for instance 109-2-7 (a) reads “Each ALS service provider shall staff each ambulance with at least one attendant. In addition, the following medically trained………” 

This is a re-curing statement throughout the minimum staffing regulation subsections. It is feasible that this could be interpreted than the “one attendant” and the “medically trained personnel” could be one in the same. If this interpretation is the one used than it is feasible that an ambulance could be staffed by one licensed attendant in the patient compartment with basically anyone to assist and operate the ambulance in a response to and/or from a scene to a facility or transfer. 

Region 6 would like to see language reading that minimum acceptable staffing on an ALS unit is an EMT, that minimum staffing of the BLS or PTS unit would be an EMR, as a second technician. 

