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SPECIAL MEETING NOTICE AND AGENDA

Washoe County District Board of Health
Date and Time of Meeting: Monday, February 11, 2013, 8:30 a.m.

Place of Meeting (Note Location): Reno City Council Chambers
One East First Street
Reno, Nevada

District Board of Health Special Meeting Agenda

All items numbered or lettered below are hereby designated for possible action as if the words
“for possible action” were written next to each item (NRS 241.020). An item listed with asterisk
(*) next to it is an item for which no action will be taken.

Agenda
Time Item Agenda Item Presenter
No.
8:30 a.m. *1. Salute to the Flag.

*2. Call to order.

*3. Roll Call. Ms. O’Neill

*4, Recognition of other public bodies that may be meeting | Mr. Smith
concurrently.

Public *5. Public Comment (limited to three (3) minutes per Mr. Smith
Comment person). No action may be taken.
6. Presentation, discussion, and potential direction to staff | Staff and Dr.

regarding the August 2012 TriData Emergency Medical | Harold Cohen
Systems Analysis Final Report and the
recommendations contained within the Final Report.
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Agenda

Time Item Agenda Item Presenter
No.
7. Presentation, discussion, and potential direction to staff | Staff and Dr.
regarding an update and status report of the EMS Harold Cohen

Working Group, including progress on previous
direction related to recommendations from the 2012
TriData Emergency Medical Systems Analysis Final
Report.

8. Update from Staff of the Regional Emergency Medical | Mr. Gubbels
Services Authority (REMSA), including, but not limited
to, REMSA staff’s response to the 2012 TriData
Emergency Medical Systems Analysis Final Report.

Public *9. Public Comment (limited to three (3) minutes per Mr. Smith
Comment person). No action may be taken.
10. Adjournment Mr. Smith

Business Impact Statement: A Business Impact Statement is available at the Washoe County Health District for those items
denoted with a “$.”

Items on the agenda may be taken out of order, combined with other items, withdrawn from the agenda, moved to the agenda of
another later meeting; moved to or from the Consent section, or they may be voted on in a block. Items with a specific time
designation will not be heard prior to the stated time, but may be heard later. Items listed in the Consent section of the agenda are
voted on as a block and will not be read or considered separately unless withdrawn from the Consent.

The District Board of Health Meetings are accessible to the disabled. Disabled members of the public who require special
accommodations or assistance at the meeting are requested to notify Administrative Health Services in writing at the Washoe
County Health District, PO Box 1130, Reno, NV 89520-0027, or by calling 775.328.2416, 24 hours prior to the meeting.

Time Limits: Public comments are welcomed during the Public Comment periods for all matters whether listed on the agenda or
not. All comments are limited to three (3) minutes per person. Additionally, public comment of three (3) minutes per person
may be heard during individual action items on the agenda. Persons are invited to submit comments in writing on the agenda
items and/or attend and make comment on that item at the Board meeting. Persons may not allocate unused time to other
speakers.

Response to Public Comments: The Board of Health can deliberate or take action only if a matter has been listed on an agenda
properly posted prior to the meeting. During the public comment period, speakers may address matters listed or not listed on the
published agenda. The Open Meeting Law does not expressly prohibit responses to public comments by the Board of Health.
However, responses from the Board members to unlisted public comment topics could become deliberation on a matter without
notice to the public. On the advice of legal counsel and to ensure the public has notice of all matters the Board of Health will
consider, Board members may choose not to respond to public comments, except to correct factual inaccuracies, ask for Health
District Staff action or to ask that a matter be listed on a future agenda. The Board of Health may do this either during the public
comment item or during the following item: “Board Comments — Limited to Announcement or Issues for future Agendas.”
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Pursuant to NRS 241.020, Notice of this meeting was posted at the following locations:

Washoe County Health District, 1001 E. 9th St., Reno, NV

Reno City Hall, 1 E. 1st St., Reno, NV

Sparks City Hall, 431 Prater Way, Sparks, NV

Washoe County Administration Building, 1001 E. 9th St, Reno, NV
Washoe County Health District Website www.washoecounty.us/health
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EXECUTIVE SUMMARY

Washoe County, a large county with a complex EMS delivery system, contracted
TriData, a professional EMS, fire, and public safety consultant, to study the delivery of EMS to
its citizens. We embarked on an extensive study of EMS emphasizing system component that
affect citizens, EMS providers of all levels, EMS agencies, and the medical community.

The Executive Summary is just that, a summary of major findings and recommendations
regarding EMS delivery. Before drawing conclusions about our report or its findings, we
recommend that readers travel beyond the Executive Summary by investing time into reading the
entire report or at least the related sections.

Overall, Washoe County EMS providers at all levels provide timely, high quality
response in a professional manner. It is easy to notice the dedication of each participant within
the system. The combination of fire first response, with either commercial or fire-based EMS
transportation is an appropriate method to provide service. We note throughout the report that
most challenges stem from the lack of EMS oversight, with the system operating on a
fragmented basis. The lack of system transparency, distrust between system participants, and
failure to take advantage of technologies that could solidify system cohesiveness are at the root
of most administrative, operational, and financial issues.

Overview of Washoe County

Washoe County is located along the eastern slopes of the Sierra Nevada Mountains. The
county covers an area of 6,600 square miles in the northwest section of the state bordering
California and Oregon and has a population of approximately 417,000. A long, narrow
geography adds to the challenges of providing EMS. While many people reside and work within
minutes of high-quality hospital care, others may be required to travel up to 110 miles for care.

Approximately 218,000 residents live in the City of Reno, and another 93,000 in Sparks.
The remaining 108,000 reside within the unincorporated areas of the county. Washoe County
operates under an elected County Commission/appointed County Manager system. Until 2008,
the county was one of the fastest growing in the country. Like most large metropolitan areas in
the U.S., 2008 was a financially devastating year for Washoe County and its cities. In 2005, the
annual unemployment rate for the Reno-Sparks metro area was just 4.1 percent. By September
2010, that number soared to 13.6 percent, nearly four percent higher than the national average.
The financial hardships continue, causing Washoe County leaders to explore how quality EMS
service can continue in an effective, cost-conscious manner.

TriData Division, 1 August 2012
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Regional EMS Authority (REMSA) and North Lake Tahoe Fire District (NLTFD)
provide full paramedic-level EMS transport, while Gerlach provides EMT-I level transportation
(augmented by REMSA). Fire first response is provided at the EMT-I level, except for Sierra
that provides paramedic level care. The combined Truckee Meadows/Sierra District is still
deciding on the level of service to be provided. REMSA and NLTFD personnel perform at or
above the national average for specific skills. Other agencies could not provide the necessary
data, but are in the process of upgrading their programs.

REMSA is the primary EMS transport agency for most of Washoe County. They have a
sophisticated, high-quality program that encompasses secondary dispatch, paramedic level
emergency response and transport, EMS education, and several community programs. They
recently received a federal grant to expand their scope of service to community-based care.

State of Nevada EMS System

The Nevada state EMS system, as authorized in NRS 450B inclusive, establishes and
enforces standards for out of hospital emergency medical care, ambulance operations,
certification of EMS personnel, licensure of attendants and the delivery of trauma care. Most of
their direct involvement is with the rural counties. The state concentrates its efforts on regulation
of training, licensing, and certification. A 911 Advisory Committee provides guidance on 911
matters.

Nevada is currently promulgating legislation to incorporate the new National EMS Scope
of Practice into its laws. The state lead EMS agency is currently development requirements for
initial and legacy certification/licensure, scope of practice, transition, and other requirements for
each provider category. Washoe County will be closely monitoring the situation because several
future decisions will be based on the new scope of practice.

Response Times and Station Locations

We analyzed response times and station locations throughout Washoe County using
variables produced by professional organizations as consensus standards. These standards are not
absolute, and not meeting these standards does not necessarily equate to poor response.

This chapter includes an extensive evaluation of response time variables. We reported our
results using GIS-based computerized maps, and data tables that provided results from various
databases, analyzed using sophisticated statistical analysis. There were challenges collecting
accurate data that affected the accuracy of our results.

Our analysis revealed that in 2010, there were 86,892 emergency EMS first response and
transport calls. We predict an average annual increase of 3.9 percent. By 2014, the total
responses may exceed 100,000. There are questions as to the accuracy of this data.

TriData Division, 2 August 2012
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Overall, most response times are good, and are close to the consensus standards used for
evaluation. REMSA and NLTFD are operating efficiently. REMSA is compliant with all time
zone requirements. Fire department first responder units are appropriately located. REMSA’s
dynamic deployment model usually provides effective coverage.

Assessments by EMS Stakeholders

Our analysis included a stakeholder assessment that ranked the Washoe County EMS
system defined by the U.S. Department of Transportation 14 Attributes for an EMS System.
EMS system stakeholders included EMS system chief executive officers, EMS dispatchers, EMS
medical directors, EMS officers, and general EMS system members.

The strongest EMS system attributes included clinical care, medical direction, and EMS
education. The weakest attributes were communications, EMS legislation, and system finance.
There were no significant scoring differences between EMS stakeholder groups.

Washoe County District Board of Health

The Washoe County District Board of Health (DBOH) is the oversight agency for much
of EMS. They have complete responsibility for the county ambulance franchise process, but little
direct authority over first responder agencies. The DBOH vests day-to-day oversight to the
District Health Officer who is a physician, specially trained in public health administration. The
District Health Officer advises the DBOH on the public health impact of EMS policy decisions
made within the three political jurisdictions of Reno, Sparks, and Washoe County. EMS staff
members oversee medical disaster planning activities in support of the DBOH’s Multi Casualty
Incident Plan and Policy on EMS Coverage for Mass Gatherings, and the Medical and Weapons
of Mass Destruction Annexes of the Regional Hazardous Materials Management Plan.

A major DBOH oversight responsibility is to evaluate REMSA, or any franchise
organization to assure contract compliance. The District Health Officer produces an annual
report evaluating franchise agreement-based metrics including administration, operations,
clinical care, and similar measures. We believe that a more comprehensive report with broader
evaluation parameters would better measure franchisee performance.

Emergency Medical Services — A Proposed System of Care for Washoe
County

EMS in Washoe County is somewhat unique because the delivery of EMS consists of
several different types of components attributes: non-transport, fire-based EMS services (career
and volunteer), a transport volunteer based service, a transport fire-based EMS service, and the
Regional EMS Authority (REMSA), an essentially private ambulance service. While this service
is referred to as a Public Utility Model (PUM), the relationship of the Board of Director to the

TriData Division, 3 August 2012
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service itself, more closely resembles a traditional private service with an exclusive franchise
agreement and held to certain performance standards.

The future of EMS in Washoe County should include a countywide EMS system with
responsibility for total system oversight. This oversight includes first responders, transportation
agencies, and current all system components. A countywide EMS system could be overseen by
the Washoe DBOH or a Washoe County public safety agency. An EMS lead agency should
include an EMS Manager and staff and an EMS Medical Director. We include several possible
EMS organization models and specify EMS staff requirements.

Information Systems

Our greatest concern involves EMS system data management including response,
clinical, financial, and administrative data. There must be one central database that collects data
from first responder, EMS transport, EMS education, and healthcare systems. The appropriate
data must be available to the public or those with specific needs. The EMS oversight agency
should be responsible for overseeing the database. There are concerns about data security,
confidentiality, and proprietary data situations. These challenges can be controlled for by the
oversight agency.

A consolidated, countywide EMS dispatch center would likely be the most efficient
method of providing EMS communications. Alternatively, a virtual consolidation using available
technologies would be acceptable. Currently, there are dispatch inefficiencies that add to total
response times. Reducing dispatch time intervals can save the same amount of time as more
stations, more providers, and more vehicles, at a much lower cost. Each EMS provider
organization should be required to participate in these endeavors.

Evaluation of REMSA Franchise Agreement

We are very concerned about the status of the REMSA Franchise Agreement. Since
1990, most of the negotiated changes have clearly favored REMSA, limiting the DBOH
oversight authority. The EMS system is supposed to resemble a PUM with an independent
oversight organization (REMSA), and an independent contractor (RASI). In practice, it is
difficult to tell the difference between organizations, with REMSA functioning as a private EMS
contractor.

The agreement allows for either a contract rebid or a market share analysis to determine
whether the current contractor is retained. Regardless, no more than seven years should go by
without a competitive provider selection process. Several metrics identified by the agreement
does not provide enough information to fully evaluate the performance of the contractor. Also,
the required $200,000 performance bond is inadequate to protect the citizens from system
failure. The minimum performance bond or irrevocable line of credit should be $1,000,000.

TriData Division, 4 August 2012
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Using arbitration to decide EMS transport fees is an unnecessary surrender of DBOH
authority. The oversight agency should have complete discretion of granting a fee increase. If
alternative dispute resolution is needed, it should be limited to mediation.

Sections 30 and 31 are of concern. Issues concerning successor financial liability cannot
be directly answered because there are many possible succession models. EMS services are
encouraged to seek their local legal counsel for guidance. There is a major issue concerning the
administrative acknowledgement of DBOH-REMSA modification agreements. We offer
suggestions to handle these agreement gaps.

The DBOH-franchisee agreement is in need of a complete overhaul. There must be
appropriate checks and balances that assure a fair process that ensures oversight while providing
an environment for good patient care in a business friendly environment.

Challenges and Additional Recommendations

We believe that these additional recommendations will best serve Washoe County.
Implementing the changes we recommend will not be easy. It will take the development of
common ground, participation, and trust between all provider organizations to implement these
changes. The chosen EMS oversight organization should commit to funding an EMS oversight
organization that includes: an EMS Manager, EMS Medical Director, EMS Information
Specialist, and EMS Quality Manager. The total staffing cost is estimated between $469,976 and
$738,780. The DBOH currently spends $143,161. Washoe County could stagger these costs by
phasing in these positions over time. The county should strongly consider reaching an agreement
with REMSA to become the primary EMS education provider for all EMS providers.

REMSA, NLTFD, and Gerlach Volunteer Fire Company should continue to provide
EMS transportation to their designated areas. Fire first responder agencies should continue to
provide their current level of service until the state determines how they will implement the new
EMS scope of practice, and an evidence-based approach is used to evaluate EMS system needs.

Washoe County now has the time, place, and opportunity to make significant changes to
its EMS system that will facilitate future growth and success. The current providers are dedicated
to providing excellent patient care in a professional manner. Strengthening the EMS system can
occur by empowering an oversight agency with the authority to oversee all aspects of EMS.
Redesign of the EMS franchise agreement is necessary to shift the balance of power to the
oversight agency.

TriData Division, 5 August 2012
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1. INTRODUCTION

There were several reasons for Washoe County to request a third party to undertake this
comprehensive study of its EMS system The delivery of emergency medical services (EMS) in
Washoe County is a complex undertaking. Its success is based on a delicate balance of fire-based
first response, a combination of a commercial and fire department EMS transportation providers,
and a district health board that oversees the provision of medical care within the county. Issues
involving public safety provision, especially fire services, have a direct effect on the efficiency
of EMS delivery. Other recent public safety studies also recommended a comprehensive study of
EMS.

Understanding of the Problem

Washoe County, in spite of several remarkable attributes, does not operate a
comprehensive, coordinated and integrated EMS system. Many Washoe County stakeholders
identified this as a major issue in the delivery of EMS services, and described Washoe County as
multiple subsystems. There is no clear lead EMS agency that has oversight over the entire
system. The program is fragmented with delivery services operating as independent providers.
Data and Information are not shared freely among the services, providing for significant response
inefficiencies, as well as distrust among providers. These ineffective relationships require
transferring of call data that increase response times.

Medical Direction is fragmented and although each provider service has a local medical
director, the unofficial oversight group, the Prehospital Medical Advisory Committee (PMAC)
was reported to be ineffective because it is advisory and has no authority to make decision across
the system. This results in variable protocols and inconsistent delivery of care. Medical direction
is not inherent in all facets of the program.

The EMS model used to provide service delivery is loosely defined and lacks
independent county oversight. This has led to claims of questionable oversight strategies,
concerns about ethical issues, and the inability to control costs. These claims and insinuations
have resulted in perceptions, both real and imagined, of how the major provider organization is
regulated.

The lack of a comprehensive integrated countywide EMS system makes it difficult, if not
impossible, to address the economic challenges that face Washoe County. An effective system
will allow for the removal of many of the mechanical inefficiencies that cannot be addressed
under the current configuration, thereby improving the service and reducing the overall cost of
the delivery of care.

TriData Division, 9 August 2012
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2. OVERVIEW OF WASHOE COUNTY

To understand the environment in which EMS operates one must understand some
fundamental aspects of Washoe County. It is a growing area located along the eastern slopes of
the Sierra Nevada Mountains. The county covers an area of 6,600 square miles in the northwest
section of the state bordering California and Oregon and has a population of approximately
417,000. The long and narrow geography of the county adds to the challenges of providing EMS
coverage throughout the county.

The City of Reno is the largest city in the county, and third largest in Nevada, with a
population of approximately 218,000. The City of Sparks is the only other incorporated City in
Washoe County, with a population nearing 93,000. There are approximately 108,000 residents
who live within the unincorporated areas of the county.

Washoe County is governed by a Commission/ Manager form of government. The five-
member County Commission provides oversight and policy direction to two Fire Protection
Districts and one County General Fund program that provide volunteer fire-based emergency and
EMS service within the county. The County Commission’s mission is working together to
provide a safe, security and healthy community.® Day-to-day operations are overseen by an
appointed County Manager. The County Manager is assisted by two Deputy County Managers
and a host of department heads.

Like most large metropolitan areas in the U.S., 2008 was a financially devastating year
for Washoe County and its cities. Washoe County has been exploring ways to provide its citizens
with the same level of fire and EMS service prior to this economic downturn. Compared to
similar metropolitan areas, the Washoe County tax base is spread extremely thin trying to
continuing to provide citizens with pre-2008 service levels.

Washoe County’s economy is principally based in the trade and service sector, with
approximately 65% of the work force employed in these occupations. Although gaming and
other recreational activities represent a significant portion of the growing economy and assessed
valuation, Reno is experiencing gradual diversification of its business base with the expansion of
distribution, warehousing, and manufacturing facilities. Approximately 25% of the workforce is
employed in the fields of construction, manufacturing, transportation, communications, public

! Additional demographic information, can be found on the Nevada State Demographer's website at:
http://nvdemography.org/
2 \Washoe County Commission website: http://www.washoecounty.us/bce/visions.html

TriData Division, 10 August 2012
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utilities, and finance related services. Nevada has no corporate or personal income tax, and is a
right-to-work state.®

Until recently, Washoe County was part of the fastest-growing state in the nation. But the
collapse of the construction sector, combined with a downturn in gaming and tourism, devastated
the economy. In 2005, the annual unemployment rate for the Reno-Sparks metro area was just
4.1 percent. By September 2010, that number soared to 13.6 percent, nearly four percentage
points higher than the national average. By November 2010, the Reno-Sparks area lost 35,600
jobs, and total employment shrank to 188,300.

In August 2010, The Bureau of Labor Statistics reported that the Reno-Sparks area
ranked second to last out of 336 metropolitan areas for its employment rate. There has been a 24
percent decrease since August 2009 in construction employment. With Reno-Sparks posting 21
straight months of double-digit unemployment, the specter of lingering joblessness is weaving
itself into the fabric of the area's economic reality. Budget shortfalls for state and local
governments already have led to painful cuts in employment and public services such as
firefighting, law enforcement and health and human services.

The hemorrhage will continue if high unemployment leads to continued pressure on tax
revenue. The unemployed and those who are concerned about losing their jobs will spend less,
which in turn reduces collectible sales tax. If that continues to drop off, Washoe County will see
a decline in all these public services that people want and depend on for quality of life.

A high jobless rate also can lead to the reduction of a key resource for an area: its people.

Washoe County population growth has been primarily driven by employment growth.
According to Jeff Hardcastle, Nevada state demographer, "(Before the downturn), we've been
creating jobs, and we've had to essentially import workers to fill those positions."

The U.S. Census Bureau reported that from 2000 to 2005, Washoe County posted a net
migration into the area of 7,639 people and a net natural increase in population—measured by
births minus deaths—of 2,378. Even after the downturn placed its grip on the area from 2005 to
2009, Washoe still managed to post a net natural increase in population of 2,749 people. Growth
in net migration to the area, however, fell 62 percent to 2,940. Between 2008 and 2009 the
statewide growth rate fell from first to 17th.

Jered McDonald, an economist with the National Department of Employment, Training
and Rehabilitation believes the population decline statewide will continue through 2013. Our
economy is based on taxes that revolve around consumption. Revenues have declined as

3 City of Reno. (2012). Reno Business. Retrieved from http://www.reno.gov/Index.aspx?page=119
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consumption has declined, and it's already stressing government services. People are really going
to have to get by on less.*

Washoe County Commission Districts

Washoe County is divided into five commission districts, each represented by an elected
commissioner.

e District 1 — Incline Village/Crystal Bay.

e District 2 — Galena, Hidden Valley, Steamboat, Pleasant Valley, Washoe City,
Washoe Valley, Franktown, Montreaux, Arrowcreek, and Virginia Foothills.

e District 3 — downtown Reno, West Sparks, Panther Valley, Golden Valley, the south
end of Sun Valley and Raleigh Heights.

e District 4 — Sparks, Spanish Springs, Warm Springs and Wadsworth.

e District 5 — portions of Reno and Sparks, Mogul/Verdi on the west, Sun Valley on
the east, North Valleys to the California border, and Gerlach to the Oregon border.

Fire and EMS first responder services for the City of Reno and the City of Sparks are
provided by traditional municipal fire departments that are governed by their respective city.
With some exceptions, fire and EMS service in the rest of the county is the responsibility of local
fire districts. Fire districts within the county include: Sierra Fire Protection District (SFPD),
Truckee Meadow Fire Protection District (TMFPD), and North Lake Tahoe Fire Protection
District (NLTFPD).

Fire districts are completely responsible for the provision of fire and first responder EMS
to their areas. A commercial EMS agency or some fire districts provide EMS transport. The
NLTFPD is overseen by an elected Board of Fire Commissioners who governs provision of
services. SFPD and TMFPD are governed by the County Commissioners sitting as the Board/s of
Fire Commissioners. In May of 2000 the Board of Fire Commissioners voted to contract services
with the City of Reno through an accord called the Interlocal Agreement for Fire Services. All
TMFPD employees were transferred to become City of Reno employees, and TMFPD was
managed by the city under stipulations of the Interlocal Agreement for Fire Services.

4 Hidalgo, J. (2010, November). Reno 2020: High unemployment over the long haul is the region's top threat.
RJG.Com. Retrieved from http://www.rgj.com/article/J7/20101109/NEWS/11070373/Reno-2020-High-
unemployment-over-long-haul-region-s-top-threat?odyssey=nav%7chead)
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In October of 2011, the Board of Fire Commissioners voted to end the 12 year
agreement, and worked to combine SFPD and TMFPD under a similar interlocal agreement. The
county recently hired a fire chief and staff to oversee the combined districts. All employees of
SFPD have become TMFPD employees. To support the consolidated districts, the county has
increased the fire protection taxes within TMFPD to equal the rate of SFPD.

TriData Division, 13 August 2012
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Figure 1: Map of Washoe County Fire Agencies
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City of Reno Fire Department — The City of Reno Fire Department is the largest fire
and EMS first responder in Washoe County. They are responsible for providing fire and EMS
first response for the City of Reno and the TMFPD. Effective July 1, 2012, Reno will no longer
be responsible for providing primary fire or EMS first responder services to TMFPD. EMS
transportation is provided by Regional Emergency Medical Services Authority (REMSA).

In 2011, Reno responded to 36,057 incidents, with 26,303 being dispatched with an EMS
response between the city and TMFPD. The amount of those responses being automatic aid to
surrounding districts or services areas was not available.

All Reno primary apparatus is staffed to the EMT-Intermediate level with at least one
EMT-I on their units. All volunteer units provide basic life support service, but are capable and
at times staffed to the EMT-I level. The volunteer response level could not be quantified.

Prior to the economic downturn, Reno Fire Department had an EMS Coordinator
position, and two EMS Captains responsible for an EMS records management and quality
management program. These responsibilities have now been absorbed by the Training Chief and
one Training Captain who is a paramedic.

EMS Training and Skill Levels: During contract negotiations in 2011, the City of Reno
and IAFF Local 731 came to agreement to recognize paramedics within the department. Work is
ongoing to develop advanced Life Support first response for the city. There are currently twenty-
five certified paramedics and several more in various stages of training and
certification/licensure processes. 126 personnel are operating at the EMT-Intermediate level.

Reno was unable to provide EMS skills data for analysis. The fire chief is aware of the
problem and has taken steps that will alleviate this shortcoming in the near future. Current
NEMSIS reporting upgrades have been implemented, and better data will be forthcoming. Reno
Fire Department uses a task book process in which new EMT-Intermediates are evaluated by a
currently certified EMT-Intermediate. Most EMS instruction is done in-house and has included
Prehospital Trauma Life Support (PHTLS), Advanced Cardiac Life Support (ACLS), and
Pediatric Advanced Life Support (PALS). Employees are encouraged to seek other training
opportunities.

Every two years, a skills audit is performed by a third party. All providers are tested
using the National Registry of EMT’s skills testing guidelines, and general knowledge test of
Reno Fire Department protocols is administered. Deficiencies are identified and addressed on an
individual basis. An American Heart Association Training Center is operated by Reno Fire
Department providing course to city employees and citizens on a monthly basis.
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Several personnel are Medical Unit Leaders on Incident Management Teams, and are
working closely with the National Wildfire Coordinating Group, Incident Emergency Medical
Subcommittee on improvement of incident medical operating standards.

Special Services: The RFD provides specialized response for Hazardous Materials,
Technical Rescue, Swift Water, Static Water, and Ice Rescue responses within Washoe County,
with exception to North Lake Tahoe Fire Protection District and the City of Sparks. Hazardous
Materials Regional Response is through a Triad Management agreement between Washoe
County, the City of Reno, and the City of Sparks. Several RFD personnel are trained as Medical
Unit Leaders on Incident Management Teams. These personnel are working closely with the
National Wildfire Coordinating Group, Incident Emergency Medical Subcommittee to improve
of incident medical operating standards.

City of Sparks Fire Department — The Sparks Fire Department serves the City of
Sparks which is near Reno. They provide EMT-Intermediate level, non-transport first responder
service within the City. They respond to approximately 6,300 EMS calls annually. EMS
transportation is provided by REMSA. The Sparks EMS Medical Director is an experienced
emergency physician who has over 30 years of experience in EMS medical direction. The City
has an EMS quality management program that is managed by the EMS Captain, with assistance
from an RN who is also an EMS Critical Care Nurse.

Sparks was unable to provide EMS skills data for analysis. The fire chief is aware of the
problem and has taken steps that will alleviate this shortcoming in the near future. As this report
went to print, the EMS Captain was beginning to accumulate skill data. The medical director and
fire chief believe that Sparks and REMSA have a good working relationship that continues to
improve. One concern is the lack of system coordination between the first responder and the
EMS transport company. Some type of consolidation, possibly virtual consolidation (using
technology) should be considered a priority.

Sierra Fire Protection District— The Sierra Fire Protection District (SFPD) provides
full service emergency services for the communities of Verdi, Galena and West Washoe Valley
as well as Anderson Acres and the west side of the Cold Springs Valley. Effective May 14, 2012,
the SFPD staffs four full-time stations providing emergency services 24 hours a day, 365 days a
year. The District is also served by five Volunteer Fire Departments that assist the career
personnel throughout the District. The District has a resident population of 25,000 and serves a
population of up to 42,250.

EMS first response accounts for 57 percent of the SFPD total response load. The District
provides non-transport, paramedic-level patient care, with EMS transportation handled by
REMSA. Being a mostly rural area, the call volume is lower, and response times are longer.
Paramedic level care is provided from four career paramedic companies, three engines and one
rescue. These units are augmented by EMT staffed suppression vehicles and support units.

TriData Division, 16 August 2012
System Planning Corporation



Emergency Medical Services Systems Analysis FINAL REPORT
Washoe County, Nevada

Volunteer companies are available to augment EMS first but data from the Diamonte and ESCI
studies indicated they provide less than 2% of responses, and qualification of personnel
responding has not been able to be quantified.® We did not receive any requested EMS skills data
for analysis.

Truckee Meadows Fire Protection District — The Truckee Meadows Fire Protection
District (TMFPD) Board of Fire Commissioners oversees fire and EMS provided for
approximately 652 square miles of the unincorporated section of Washoe County, including the
communities of Pleasant Valley, Hidden Valley, East Washoe Valley, Lemon Valley, Silver
Lake, Sun Valley and Cold Springs. Between July 1, 2000, and July 1, 2012, TMFPD contracted
with the city of Reno to fully staff six fire stations. The commission oversees eight volunteer fire
stations that provide fire and various levels of EMS. Except for the Gerlach area, EMS
transportation is provided by REMSA. TMFPD career personnel provide EMT-I level of patient
care. All volunteer first response is at the first responder level, except for the Gerlach and Red
Rock VFDs that provide EMT-I care.

On June 28, 2011, the TMFPD Board of Fire Commissioners and the Washoe County
Commissioners elected to terminate the Interlocal Agreement with the City of Reno. Effective
July 1, 2012, direct operational responsibility transferred back to TMFPD. A transition plan was
commissioned and released in August 2011. On April 2, 2012, a new fire chief was hired.
Recruitment, hiring, and training of new employees are in progress. The provision of EMS
transportation is still being determined. We will comment on this later in the report.

North Lake Tahoe Fire Protection District — North Lake Tahoe Fire Protection District
(NLTFPD) is an independent 474 district that is not part of local government. They serve a
population of 10,000 year around residents and experience a peak population of up to 70,000
during summers, ski season, or on weekends. The area boasts a healthy senior population, and is
considered a high-income area.

Fire district boundaries are approved by the county commissioners. The NLTFPD
includes the Township of Incline Village and Crystal Bay. The Fire District is overseen by five
elected commissioners who serve staggered two-year terms.

The NLTFD is a career fire department that provides full service EMS response that
includes paramedic ambulance transport. The NLTFPD is likely the oldest paramedic service in
Nevada and runs at least two paramedic ambulances on a 24/7 basis. Additional ambulances can

° Stouffer, J.A. (2009). Sierra Fire Protection District, Washoe County, Nevada: EMS program evaluation and
recommendations. Pacific Northwest Associates, LLC.
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be cross-staffed for peak demand.® Unlike most communities, 60 percent of EMS calls are for
traumatic injuries. This is due to the extensive ski area, and other outdoor recreation activities.

The department is under the command of the Fire Chief who is selected by the Board of
Commissioners. EMS is overseen by a Battalion Chief and three shift EMS Captains. Medical
direction is provided by a part-time emergency physician, and an RN assists with quality
management. Treatment protocols are aggressive, with most care provided under standing orders.
On-line medical direction is available but rarely required.

As one of two fire-based EMS transport agencies, quality management is a larger part of
the operations. NLTFPD was one of two EMS or first responder agency to provide the requested
data concerning skills proficiency. Table 1 shows the skill proficiency for NLTFPD from 2007-
2011.

Table 1: NLTFPD EMS Skill Measurement, 2007-2011

Patient
Skill Attempt Success Success %
Endotracheal Intubation 19 16 84.21%
Intravenous Therapy 994 914 91.95%
Intraosseous Therapy 6 6 100%

Table 2 compared NLTFPD skill proficiency level to our national database. For
endotracheal intubation and intraosseous therapy, the NLTFPD success rate is above the national
average. The success rate did not reach statistical significance most likely due to a low number
of cases. For intravenous therapy, the success rate was above the national database that did reach
statistical significance.

Table 2: Comparison of NLTFPD Skills Proficiency
Statistical
Success % Success % | Significance of
Skill NLTFPD Database Difference
Endotracheal Intubation 84.21% 76.24% Low (ns)
Intravenous Therapy 91.95% 77.09% High (p <.0001)
Intraosseous Therapy 100% 82.04% Low (ns)

The department EMS public safety program is extensive, likely contributing to the high
rate of healthy seniors. There are 111 automatic external defibrillators spread throughout the
district, one for every 80 residents. The NLTFPD oversees a Public Access Defibrillator (PAD)
program to assure these devices are working.

® Cross-staffed means that an engine or truck crew could move to an EMS unit that is within the station. This is also
known as first call first staffing.
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Gerlach Volunteer Fire Department — Although part of the unincorporated Washoe
County fire area, Gerlach provides EMT-Intermediate level EMS transportation to the northern
part of Washoe County, approximately 110 miles from Reno. Closing of local industry has led to
a decrease in membership, with only two members actually living in Gerlach. According to the
fire chief, the remaining members live in the more rural areas. Most responses are in Washoe
County, but mutual aid is provided into Pershing or Humbolt Counties. When requested, mutual
aid can be provided into California.

Until July 1, 2012 dispatch services were provided by Reno ECOMM, who dispatched
Gerlach and transfers the call to REMSA. Effective July 1, 2012, the Washoe County Sheriff has
taken over dispatching for Gerlach. After responding and providing patient care, Gerlach VFD
transports patients to a meeting point where a REMSA ambulance or helicopter meets the unit
and finishes the transport to a Reno area hospital. Ground transport times are approximately two
hours, while aeromedical transport takes approximately 35 minutes.

When Gerlach experiences a surge in patients (summer activities), or if members are on
vacation, volunteers from other services provide coverage. The current Fire Chief is an EMT -
Instructor and provides the necessary continuing education. While membership has decreased,
the chief predicts that opening of area gold mines will reverse the trend. He is optimistic about
the next five to ten years.

Currently, Gerlach does not charge for ambulance service. Services are funded by the
Washoe County General Fund and augmented by VFD fundraising activities. This takes
volunteer time that may be better used in training and response availability. Most rural
communities have developed traditions of community involvement for fundraising.
Requirements for EMS providers may require rethinking and services to consider alternatives.
Roughly, charging for EMS transport could yield enough money to reduce member time needed
for fundraising.

Recommendation 1: Gerlach VFD should consider the possible benefits for charging fees for
EMS transportation. Alternatively, they could make an agreement with REMSA for partial
reimbursement.

Unincorporated Washoe County — The county fire suppression program provides
support to three volunteer fire departments located outside the boundaries of any of the organized
fire protection districts. These three departments provide fire-based emergency response to the
communities of Red Rock/Rancho Haven, and Gerlach. Suttcliffe is protected by Pyramid Lake
Paiute tribe under contract with the county. The service level in Gerlach includes a fire
department operated ambulance. These services are almost exclusively staffed by volunteers.
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Regional Emergency Medical Services Authority

In 1986, the Regional Emergency Medical Services Authority (REMSA) was awarded
an exclusive franchise to provide all ground and air ambulance services in Washoe County. In
1992, REMSA changed its operation to a “Public Utility Model.” REMSA continues to provide
most ground and all air ambulance services in the county. This will be covered in-depth
throughout the report.

REMSA is actually an oversight agency that regulates the EMS contractor, Regional
Ambulance Service, Inc. (RASI). RASI is contracted to REMSA and is contracted to the Washoe
County District Board of Health. We later devote a section to the contract.

REMSA Operations — REMSA is a full-service EMS provider that provides exclusive
emergency ground ambulance services for the City of Reno, City of Sparks, TMFPD, and some
areas of unincorporated Washoe County. They are the exclusive air ambulance provider for the
county. REMSA also provides special services including: tactical EMS (non-weapon carrying),
special rescue operations, mass gathering events, search and rescue support, and pandemic
planning.

REMSA hires and trains providers at all levels. Some come to REMSA already trained as
paramedics or EMTSs, while some are hired at baseline level and are trained for job readiness.
Many employees start with REMSA at the baseline level and progress through the ranks.

REMSA was one of two EMS agencies to report on the requested EMS skills data. Table
3 shows REMSA EMS skills proficiency for April 2011-April 2012.

Table 3: REMSA EMS Skills Data, April 2011-April 2012

Patient
Skill Attempt Success Success %
Endotracheal Intubation 121 94 78.0%
Intravenous Therapy 18,077 16,280 90.06%
Intraosseous Therapy 193 186 96.37%

Table 4 compared REMSA skill proficiency level to our national database. For
endotracheal intubation, intravenous therapy, and intraosseous therapy, REMSA success rate is
above the national average. The success rate reached statistical significance intravenous and
intraosseous therapy.
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Table 4: REMSA Skill Proficiency Compared to Database

Statistical
Success % Success % | Significance of

Skill REMSA Database Difference

Endotracheal Intubation 78.0% 76.24% Low (NS)
Intravenous Therapy 90.06% 77.09% High (p <.0001)
Intraosseous Therapy 96.37% 82.04% High (p < .0001)

REMSA is also evaluating whether ET intubation or use of a rescue airway is best for
EMS use. Combining ET intubation and use of the King Airway, 279 of 308 (91%) patients
needing advanced airway management had a cuffed tube in place prior to hospital arrival.’

REMSA Dispatch— In addition to operations, REMSA is the primary dispatch access
point for its units. The dispatch center is a state of the art facility that includes call reception
facilities, a computer-based Emergency Medical Dispatch (EMD) program, and a base to field
radio system. The communications center is staffed by a supervisory system status manager, and
three EMDs, all certified in emergency communications, and medical priority dispatch. All
EMDs are also paramedic or EMT-Intermediate certified, most having field experience. REMSA
dispatch can serve as a back-up facility for Reno EComm.

Another aspect of dispatch is the data collection portion that is used for retrospective
analysis and prospective strategic planning. Included is the Mobile Area Routing and Vehicle
Location Information System (MARVLIS) program that uses response data to forecast future
needs. MARVLIS and other statistical programs are used to determine the best location for units
to post. This is known as system status management, a process of dynamic deployment of units.
In contrast to most fire-based EMS, dynamic deployment relies on units moving to posts instead
of remaining in a static location. Commercial ambulance services tend to use this operational
pattern because it may best predict the specific number of units needed to achieve mandated
performance goals.

EMS Education and Training — REMSA provides an extensive network of education
and training programs throughout the EMS community. The REMSA Center for Prehospital
Education teaches subjects including basic life support, advanced life support, special
certifications, emergency vehicle operations, and leadership are provided mainly to employees,
but also to other community EMS providers. They also work in partnership with local hospitals
to assure that appropriate clinical sites are available. REMSA also provides the majority of CPR

’ Data from REMSA for April 2011 to April 2012.
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and ACLS training for hospitals in the Reno area. In FY 2011, 13,338 students were served by
REMSA.®

REMSA in the Community — REMSA has a significant community presence, operating
many creative programs. It runs traditional community programs such as traffic safety, CPR, and
risk reduction for heart disease, and stroke. REMSA is strongly connected to the local National
Guard group, providing basic and advanced training for military medics. Their training has led to
measurably improved outcomes from trauma.

REMSA was recently awarded a federal Center for Medicare and Medicaid Health
Innovation Grant that will combine EMS and other health care partners in expanding the scope
of EMS into the community.

The REMSA of Reno, Nevada, a non-profit provider of ground and air ambulance
services, in partnership with Renown Medical Group, the University of Nevada-Reno School of
Community Health Sciences, the Washoe County Health District, and the State of Nevada Office
of Emergency Medical Services, is receiving an award to create a Community Health Early
Intervention Team (CHIT) to respond to lower acuity and chronic disease situations in urban,
suburban, and rural areas of Washoe County. CHIT is designed to reduce unnecessary
ambulance responses, as well as hospital admissions and readmissions, while improving the
patients' health care. A central component to the success of CHIT is the adoption of a new non-
emergency phone number to provide an alternative pathway to care for patients with lower acuity
problems. Goals of this initiative include reductions in non-urgent emergency department visits,
unreimbursed emergency department costs, hospital admissions, and hospital readmissions, as
well as decreased hospital stays, fewer ambulance transports, and improved overall health care
and continuity of care.

Over a three-year period, the Regional Emergency Medical Services Authority's program
will train an estimated 22 workers and create an estimated 22 jobs. The new workforce will
include community paramedics, communication specialists, an educator, continuous quality
improvement coordinators, an outreach coordinator, an information technology specialist, a
statistician, an administrative support specialist, and a project director.’

The grant is worth close to $10 million and was one of only four CMS innovation grants
that directly related to EMS. REMSA should integrate first responders into this program. The
District Board of Health should closely monitor the outcome of this program.

8 REMSA. (2011). REMSA center for prehospital education: Facts and statistics. Internal Manuscript: Author.

°cwms. (2012). REMSA Community Health Early Intervention Team (CHIT). Center for Medicare and Medicaid
Health Care Initiative Awards Profiles, pp. 41-42
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REMSA and EMS Medical Direction — REMSA employs a full-time EMS medical
director who is integrated in all facets of EMS. This arrangement is a premier case of medical
direction being involved in all attributes of EMS. The current medical director came to REMSA
with many years of experience as an emergency physician, medical director, and while in Florida
implemented one of the first post-residency EMS physician training programs. Arguably, this
was the first step in the recent creation of the American Board of Emergency Medicine sub-
specialty certification in EMS.

District Board of Health

The District Board of Health (DBOH) was formed in 1972 by an inter-local agreement
between Reno, Sparks, and Washoe County. The DBOH was delegated the responsibility of
oversight for the quality of care and accountability to the public for REMSA’s operation of its
franchise. The DBOH appointed a District Health Officer (DHO), is a licensed physician who is
responsible to the DBOH, but is independent of the County Commission or the County Manager.

Most of the DHO’s responsibility and authority involves REMSA’s compliance with the
current contractual agreement. There is little to no authority for the DHO to regulate EMS care
and quality management throughout the county. In 2011, the DHO made several organizational
realignments involving REMSA contract oversight. The Division Director for Emergency
Planning and Response now oversees the DBOH’s EMS role, and a newly hired EMS
Coordinator has begun to perform many of the REMSA contract compliance duties.

Previous Washoe County Evaluations/Assessments

Washoe County has undergone several fire and EMS evaluations during 2009 and 2011
in an effort to devise a systematic approach to providing its citizens with a cost effective and
efficient delivery of pre-hospital care. Prior to this report, however, none were specific to the
development of a comprehensive countywide Emergency Medical Services (EMS) system.

Two of the more recent evaluations were conducted in 2011 by Emergency Services
Consulting International (ESCI). An April 2011 report, entitled “Standards of Cover” focused
heavily on fire suppression, specialty response situations and homeland security issues.
Emergency Medical Services and prehospital care inclusion in this report was in a more general
approach within dispatch and deployment. Moreover, the role of the exclusive contracted
transport delivery provider, REMSA, was not a component of this report.

ESCI’s second report was delivered in August 2011 and served as a “Transition Plan” for
TMFPD’s termination of an 11-year Interlocal Agreement with the City of Reno. This Transition
Plan outlines actions necessary to accomplish a seamless transfer of all operational responsibility
back to TMFPD by July 1, 2012.
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In 2009, the Diamante Public Sector Group prepared a report entitled, “Fire and Fire
Based Emergency Medical Services Master Plan” for Washoe County that included an
assessment of existing operations and a series of recommended methods for improving and/or
enhancing existing Fire and Fire-based EMS delivery in the unincorporated areas of Washoe
County.

The Fire and Fire Based EMS Master Plan provided us with some valuable background
information that is helpful in learning about the Washoe system. Unfortunately, as a review for
this current EMS assessment, the Master Plan appears to be a subjective rather than objective
assessment; not a benchmarking process nor comparative analysis and has a heavy focus on the
fire risk and response, is deficient on EMS, patient care and transport and composed with a fire
based service prejudice. It did, however, recommend conducting an independent study of
Washoe County’s Emergency Medical Services system (Recommendation S1.5 on page 49 of
Master Plan).

Another recent study of dispatch services for the TMFPD, recommending that after the
expiration of the service agreement between Reno and Truckee Meadows, TMFPD should
transfer dispatch services to the Washoe County Sherift’s Office.'?

In 2006, Matrix also performed an audit of the Reno Fire Department and TMFPD.

Each previous study provided us valuable information. All research, and
recommendations were based on own project team’s data collection and analytical processes.

10 Schwartz, D. (2012). Truckee Meadows Fire Protection District: Dispatch service assessment. Emergency
Services Consulting International.
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3. STATE OF NEVADA EMS SYSTEM

The Nevada State Emergency Medical Systems program promotes and supports a system
that provides prompt, efficient and appropriate emergency medical care, ambulance
transportation and trauma care to the people of Nevada. The program, as authorized in NRS
450B inclusive, establishes and enforces standards for out of hospital emergency medical care,
ambulance operations, certification of EMS personnel, licensure of attendants and the delivery of
trauma care. The program also supports the emergency medical services system for Nevada's
rural counties (15 counties) and Washoe County by providing technical assistance, consultation
and training to EMS managers and personnel as well as public officials. The state EMS program
maintains a registry of all persons certified in Nevada. Additionally, the State EMS Program is
responsible for implementation, monitoring, and maintaining a statewide database of hospital
emergency care and a statewide EMS radio network.

State Strategy

The state accomplishes its responsibilities by providing technical assistance, consultation,
training and regulatory oversight to its county and local systems. There are three regional offices
that monitor and provide services emphasizing the quality of training provided. The EMS system
also:

e Tests applicants for emergency medical technician certification.

e Issues certification to persons demonstrating appropriate knowledge, skills and
abilities in emergency medical care.

e Issues permits for the operation of ambulances, air ambulances and firefighting
agency vehicles.

e Licenses attendants to staff ambulances, air ambulances and firefighting agency
vehicles.

e Inspects the operations and equipment of ambulances, air ambulances and firefighting
agency vehicles.

e Investigates complaints concerning the operations and personnel of agencies involved
in the EMS and Trauma Care system.

e Collects and analyzes data concerning out of hospital emergency and trauma care.

e Accesses funding resources such as federal and state EMS grants.
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The principal revenue source for the Emergency Medical Systems program is State
General Fund Appropriation. The 1997 Legislature authorized the Emergency Medical Systems
program to establish a self-supporting fund to provide financial support of training programs for
volunteer EMS agencies. Regulations were enacted to establish a fee for issuance of all EMS
certifications. Funds will be granted to counties and cities to provide training that will enhance
the skills of their volunteer EMS providers.™*

Current EMS Issues

We met with the State EMS Program Manager to discuss current issues and challenges
that may affect Washoe County EMS. The state has made efforts to place more oversight burden
on the counties, but the effort is being slowed by the economic situation. Legally, there is no
obligation for local governments to provide EMS. Counties with a population of 1,000,000 or
greater can officially move away from state oversight and be self-contained. Clark County (Las
Vegas metropolitan area) is the only county meeting the population requirement that is self-
regulating)™.

Dillon’s Rule State — Nevada operates as a Dillon’s Rule State—counties do not have
individual charters and must obtain state legislative approval for major changes. Dillon’s Rule
government is the opposite of Home Rule that allows counties and cities to charter, giving them
greater independence.® Dillon’s rule jurisdictions are connected to the state as a child is
connected to a parent. Dillon's Rule is used in interpreting state law when there is a question of
whether or not a local government has a certain power. Dillon's Rule narrowly defines the power
of local governments.

While Dillon’s Rule states may be able to exercise greater control over county and local
government, such power may lead toward a walk softly and carry a big stick philosophy. The
state can take minimal action because local governments are subject to legislative approval for
the use of significant powers.

Regulatory Activities — State EMS concentrates its efforts on regulation of training,
licensing, and certification. A 911 Advisory Committee provides guidance on 911 matters. The
State EMS Program can discipline providers or reject applications for certification, but this is

11 NDHHS. (2012, March). Emergency medical services. Nevada Department of Health and Human Services.
March 8, 2012. Retrieved from http://health.nv.gov/EMS_EmergencyMedical.htm

12 personal Communications, Mr. Patrick Irwin, October 20, 2011

13 Nevada Legislature. (2009). Legislative Commission’s Committee To Study

Powers Delegated To Local Governments. Summary minutes and action report. Retrieved from IM-LocalGov-
021810-10353.pdf
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uncommon. Most actions are taken by local programs and their medical directors. There are state
qualifications for EMS medical directors.

EMS Scope of Practice

Nevada is currently promulgating legislation to incorporate the new National EMS Scope
of Practice into its laws. The new EMS Scope of Practice provides three major changes to the
delivery of EMS. First, it requires EMS practices to be based off of a scope of practice model,
instead of an educational/ curriculum-based model. Second, it establishes four specific
certification/licensure levels to include:

e Emergency Medical Responder (EMR) (Currently known as First Responder)

e Emergency Medical Technician (EMT) (Currently known as EMT-B)

e Advanced Emergency Medical Technician (AEMT) (Currently known as EMT-1 85)
e Paramedic (Paramedic) (Currently known as EMT-P).**

The state lead EMS agency is currently development requirements for initial and legacy
certification/licensure, scope of practice, transition, and other requirements for each provider
category.

The new scope of practice aligns EMS with other medical professions in the manner
which it creates and maintains an adequate supply of EMS providers. A roadmap to practice is
created that includes four general areas:

1. Education and Training — Candidates for all provider levels must successfully
complete state-approved training programs from recognized EMS educational
organizations.

2. Certification — Graduates from approved education and training programs will be
required to pass a written and practical examination administered by a professional
organization. In Nevada, it will likely be the National Registry of Emergency Medical
Technicians (NREMT), but for some levels could be State controlled examinations.

3. Licensure — The State of Nevada will approve those certified candidates, who meet
other requirements for licensure, to hold a license to practice in Nevada. The State
EMS Office could require the candidate to pass a protocol examination or submit
other skill proficiency documentation based on which level of licensure is sought.

14 Personal Communications, State of Nevada EMS Office, Several Conversations
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4. Privileged — Licensed providers will be required to be granted practicing privileges
prior to providing EMS within a jurisdiction. Privileges are granted, modified, or
revoked by the EMS system and the local EMS medical director. This is similar to
physicians and other health providers being granted hospital privileges.*®

The timing of the scope of practice change is important for Washoe County for several
reasons:

1. It will allow Washoe County and its provider agencies to determine which direction
to seek concerning provider skill levels.

2. EMS medical directors and EMS managers will determine which optional skill levels
will be adopted in Washoe County.

3. After scope of practice issues are determined, EMS constituencies will be able to
make evidence-based decisions on which level of service is necessary, and which
providers should be practicing those skills.

4. Washoe County and EMS agencies will be able to promulgate an organized plan for
the education and granting of practice privileges to EMS providers.

The state EMS office, like other government agencies, has faced recent financial cuts. It
desires counties to increase their involvement. With the imminent changes within the scope of
practice, State EMS officials will be concentrating on the transitions. State officials would like
greater decentralization of the EMS system.

1% National Highway Traffic Safety Administration.(2005). The National EMS Scope of Practice
Model. Washington, DC: U.S. Department of Transportation/National Highway
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4. RESPONSE TIMES AND STATION LOCATION

This chapter discusses current response times and the deployment of fire and EMS
resources and emergency response apparatus in Washoe County. As discussed in the previous
chapters, there are many factors that should be considered when determining the appropriate
number of stations, including demand for services, population, density of demand and
population, size of the jurisdiction, and desired response times. This chapter applies these factors
to the current and future situation of the Washoe County.

Methodology

Before any analysis took place, project team members gathered and reviewed information
related to properly locating fire stations, including:

e Current apparatus deployment

e National response time standards

e Current response time standards for Washoe response agencies
e Current and projected population

e Current and projected demand and workload

Actual incident data were gathered from Sparks and North Lake Tahoe Fire Departments,
Reno Emergency Communications (EComm), and Regional Emergency Medical Services
Authority (REMSA). Data included addresses for geocoding, type of incident, units responding,
and overall response times.'® Geographic information system (GIS) files used for the analysis
were provided by the City of Reno and Washoe County GIS departments.

A Word about Response Time Assessment— There are many standards, guidelines, and
recommendations promulgated by professional organizations, individual agencies, and similar
organizations. Response times are often part of performance contracts between municipalities
and providers. Scientific validation of response times is just beginning. Any time intervals can
and should continue to be questioned.

In most of our studies, we use response time standards promulgated by the National Fire
Protection Association (NFPA) or the Commission on Ambulance Accreditation (CAAS). These
standards are considered consensus standards, devised from peer consensus. While these time

16 Geocoding is a process by which the street address of an emergency incident is translated into latitude and
longitude so that it can be placed onto a map.
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standards are not absolute, they are a starting point for evaluating EMS delivery and future
response time goals.

EMS Demand

The following represents EMS calls responded to by Washoe County first responder and
EMS transport agencies for 2009 and 2010 (and part of 2011). Unfortunately, further statistics
were not provided to allow us to perform a trend analysis.

First Responder Agencies — Table 5 describes the EMS response numbers for career fire
first responder agencies. In 2009, career agencies ran 38,500 EMS calls, compared to 38,905 in
2010, a 1.0 percent increase. Readers should note that Reno EComm was unable to verify data,
that some acknowledged as possibly inaccurate, for the data that it controls. It should be of
concern that Reno EComm cannot verify its own data.

Table 5: EMS First Response — Career

Service 2009 2010 2011
Reno 24,478 24,670 25,400 (projected)
North Lake Tahoe 1,179 1,264 1,224 (projected)
Truckee Meadows 5,705 5,999 6,150 (projected)
Sparks 5,363 6,060 6,498
Sierra 899 957 1,010 (projected)
Total 37,624 38,905 | 39,552 (projected)

Table 6 describes the 2009-2010 responses by volunteer first responder agencies. The list
includes volunteer agencies, mutual aid agencies, and support services. In 2009 these agencies
responded to 3095 EMS calls, increasing to 3497 in 2010, an 11.5 percent increase. Readers
should note that in the area served by Reno Fire (Truckee Meadows), a career Reno unit was
usually dispatched with any volunteer unit. We were unable to differentiate between those
responses. Truckee Meadows plans to continue this policy.

Table 6: Volunteer and Mutual Aid First Responder EMS, 2009-2010

Agency 2009 2010
Cal Fire 10 8
Cold Springs Vol. (TMFPD) 414 397
Galena Vol. (Sierra FPD) 21 11
Gerlach Vol. (Washoe County)18 420 474
Hidden Valley Vol. (TMFDP) 7 4

1 Response numbers for Sparks provided directly by SFD.
18 \Washoe County officials clearly believe that this is inaccurate.
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Agency 2009 2010

Hungry Valley Vol. (RSIC) 121 142
Lemmon Valley Vol. (TMFPD) 345 314
Lyon County Fire 2

Nixon Vol. (Pyramid Lake Paiute tribe) 221 356
Palamonio Valley Vol. (TMFPD) 45 40
Peavine Vol. (Sierra FPD) 57 55
Pleasant Valley Vol. (TMFPD) 404 416
Red Rock Vol. (Washoe County) 72 22
Silver Lake Vol. (TMFPD) 155 203
Storey County 33 21
Sutcliffe Vol. (Pyramid Lake Piute tribe) 143 169
United States Forest Service 4 4
Verdi Vol. (Sierra FPD) 148 161
Wadsworth Vol. (TMFPD) 251 297
Washoe County Sheriff’s Office 1 1
West Washoe Valley Vol. (Sierra FPD) 58 46
Unknown'® 163 356
Totals 3095 3497

Table 7 describes the EMS total demand for Washoe County in 2009-2010. This table
includes career and volunteer first response and REMSA ambulance. EMS transports for North
Lake Tahoe and Gerlach were included in the first responder totals. In 2009, volunteers
accounted for 8.26 percent of first response. In 2010, this increased to 9.02 percent.

Table 7: Total EMS Response for 2009-2010

Service 2009 2010
Career First Responses 37,624 38,905
Washoe County Volunteers 3,095 3,497
REMSA? 41,890 44,490
Total 82,609 86,892

When considering total first response and EMS calls, there was a 3.9 percent increase.
Table 8 provides a rough forecast for total EMS calls. Our main purpose in providing this
information is to show how a seemingly small increase can be significant.

19 Unknown are responses that EComm acknowledged that occurred, but the responding agency could not verify
which agency responded.

20 REMSA believes that these data are inaccurate.

TriData Division, 31 August 2012
System Planning Corporation



Emergency Medical Services Systems Analysis FINAL REPORT
Washoe County, Nevada

Table 8: Forecast of Total Demand

Year Call Forecast

2011 90,241
2012 93,577
2013 96,913
2014 100,249
2015 103,585

Current Response Times

The first step in deployment analysis is a review of department-wide response times.
Response time is the total amount of time elapsing between an individual calling 911 and
emergency service personnel arriving at the scene. Response time can be broken down into
multiple segments for analysis (call processing, dispatch, turnout, and travel time). The following
provides some background standards and guidelines and then provides analysis of Washoe
county response times.

Response time is one of the most common performance measures used by the fire service
because it is understood by citizens, easy to compute, and useful in the evaluation of end results.
It is the way most citizens evaluate the level of service provided; though, response time itself
really is not a measure of the quality of service, though it does reflect the timeliness of service,
which is one attribute desired by citizens.

While demand for services and individual unit workloads dictate how many stations and
apparatus are needed in a community (discussed in the previous chapter), response times dictate
where specific resources should be placed. Though there is no single set of nationally accepted
response time standards, NFPA 1710 provides generally accepted response time standards for
career fire departments. NFPA 1720 provide standards for volunteer services. Non-fire based
EMS systems often rely on standards set by the Center for the Accreditation of Ambulance
Services (CAAS), or the American Ambulance Association (AAA) to determine response time
standards. The Reno Fire Department and REMSA have implemented their own response goals
and SFPD uses standards set by their fire board. REMSA is also required to meet a contractually
guided standard for response time compliance. These standards will be discussed in detail for
each respective department.

Measurement Methodology

To determine overall response time, the clock starts when an individual calls 911 (or
alternate emergency number) and stops when the first emergency provider arrives at patient’s
side or the scene of the incident.
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Several caveats should be kept in mind. First, response times are subject to a variety of
measurement errors and only measure one aspect of overall system performance. For example,
response times are distorted when units report their arrival on scene either early or late. Second,
response times are frequently not comparable across fire-rescue systems because of the differing
manners in which they are calculated. Not all departments track vertical response times (that is,
the time from arrival on scene to patient contact), so their total response times likely would be
lower than the total response times of the few departments that do track them.

Many fire/EMS departments report average response times while others report fractile
response times.?* Reliance on average response times have been deemphasized by emergency
service industry because small numbers of very short or long responses—often recorded in
error—can distort the results. Also, the public is interested in how fast a system responds in most
cases (fractile) rather than average. More and more departments are adopting the 90" percentile
for reporting response times (mostly due to industry acceptance of this measure).

A fractile response time of x at the 90" percentile means that units respond in x minutes,
or less, 90 percent of the time. The remainder beyond the compliance fractile (90" percentile in
this case) is the operational tolerance for the system, meaning the system is designed with the
understanding that 10 percent of the calls will have response times that exceed the target.
Although it is possible to design a system that may ensure rapid response close to 100 percent of
the time, it is generally not cost-effective. Response times here are defined to include four
components, which are further illustrated in Figure 2.

Figure 2: Components of Total Response Time

Response Time
(Lay Public Conception)

911 Call Units Apparatus First Unit Arrival at
Received Dispatched En Route On Scene Patient/Fire
CALL PROCESSING TURNOUT TRAVEL (DRIVE) VERTICAL

Begins when the emergency callis
answered and ends when
emergency responders are
dispatched to the identified
address of the call. Additional
activities and information
gathering may take place after
notification of responders, but this
isnot includedin call processing
time.

Begins when emergency
responders are notified

and ends when

appropriate emergency
apparatus actually leaves
the station en route to

the location of the
emergency.

Begins when the first
appropriate emergency
apparatus actually leaves
the station and ends
when the first
appropriate apparatus
arrives at the scene of the
emergency.

Begins when the first
appropriate apparatus
arrives at the scene of the
emergency and ends
when personnel arrive at
the patient’sside or the
fire location.

e Call Handling (Call Processing & Dispatch) — Time begins when the call
taker/dispatcher answers the 911 call and ends when the all units are dispatched. In
this instance, Reno EComm, and Sparks dispatch their first responder units, and

2! Fractile measurement reports the percentage of calls responded to in x minutes.
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transfer the ambulance requests to REMSA. NLTFRD dispatches the first responder
and ambulance units.

e Turnout — Time elapsed between dispatch to departure from the station (or other
location); it comprises activities such as donning protective gear and boarding the
apparatus. It is also referred to as out of chute time. In Washoe County, REMSA uses
a dynamic deployment model, where ambulances are posted at designated points at
designated times of the day depending on current or historical data. They are not
assigned to a traditional fixed location.

e Travel — Time period begins with departure from the station (or post) and ends when
the unit advises that they are on the scene. It does not include the time to actually
reach the fire or patient after arrival at the street location of the incident.

e Vertical — Time period begins when unit arrives on scene and ends when personnel
arrival at the side of the patient or the site of the fire. It may include going up a high-
rise (and hence the term vertical response) or traveling within a hospital, shopping
mall, golf course, factory, arena, stadium or other expansive site to get to the site of a
fire or the side of a patient. By not measuring vertical response times, the EMS
system may not accurately measure their actual time it takes to provide care. This
often provides inaccurate analysis of EMS efforts.

Recommendation 2: All Emergency Dispatch Centers within Washoe County should begin to
collect data on arrival at patient side. They should also collect data on the time that either CPR is
started or an AED is deployed.

Most departments do not record the vertical response time component. None of the
agencies studied in this report base their performance goals on vertical time, therefore it was not
included. Response time is the total amount of time elapsing between an individual calling 911
and emergency service personnel arriving at the scene. Response time can be broken down into
multiple segments for analysis (call processing, dispatch, turnout, and travel time). Of these time
segments, travel time is the most difficult to improve as it is dependent on the physical location
of facilities.

The analysis of response times includes emergency incidents only, with a focus on
emergency medical service (EMS) calls for the turnout and travel segments of the response.
Since seven different agencies (Reno Fire Department [including TMFPD and various volunteer
services], Sparks FD, NLTFPD, SFPD, and REMSA are involved in emergency medical calls in
Washoe County, there are different data sets with different results to analyze. In some cases,
there were invalid entries (did not have a time recorded) or obvious errors (unit arrived before
the call came in) that were excluded from the dataset. Finally, to eliminate outliers that may
distort the response statistics, times that were more than three standard deviations from the mean
were also excluded. If travel times have a normal distribution, 99.7 percent of incidents are
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expected to fall within three standard deviations. The removed 0.3 percent of incidents usually
contains errors that can distort the analysis results.

Call Handling — Call handling time includes both call processing (taking down necessary
information) and dispatch (notifying the appropriate units). Some CAD systems track each time
segment separately but most do not. There are three primary public safety answering points
(PSAP) located in Washoe County; including the City of Reno, the City of Sparks, and Incline
Village. A secondary PSAP is operated by REMSA. There is some controversy as to how EMS
calls are handled by Reno EComm.

ECOM uses eighteen criteria to determine if a fire first responder unit is necessary
based on information gathered during caller interrogation and during call transfer to
REMSA dispatch. These eighteen criteria discern if the call should be coded as a
priority one/priority two emergency, or a priority three less urgent call.

If the call is determined to involve a Priority one or two patient, EComm immediately
dispatches the closest Reno/Truckee Meadows, or Sierra first responder unit. If the
call is in the Truckee Meadows volunteer area, Reno also dual dispatches a career
first responder. Simultaneously, Reno EComm notifies REMSA of the emergency
call.?

In cases where the call is not of an obvious critical nature, a dispatcher will take the
call, transfer it to REMSA for dispatch of the transport unit, and then the REMSA
dispatcher will notify the appropriate fire protection district to dispatch a fire first
responder. This is done via a pager/landline notification system.

In Sparks, and Incline Village, the call is taken by the 911 operator/dispatcher and the
first responder is dispatched simultaneously with the ambulance.

If the call enters another PSAP, or the initial request if for a different responder (i.e.
Law Enforcement) and medical response is later determined, the call gets transferred
to REMSA, who after triaging, pages for Priority 1 or 2 response, or directly transfers
call, to initiate a response from ECOM.

If the call enters another PSAP, or the initial request is for a different responder (i.e.
Law Enforcement) and medical response is later determined, the call gets transferred
to REMSA, who after triaging, pages for Priority 1 or 2 response, or directly transfers
call, to initiate a response from ECOM.

Records were not available to measure how often this occurred or the time delay in first
responder dispatch.

22 After July 1, 2012, Reno EComm no longer handled dispatch for Truckee Meadows or Sierra.
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This section will analyze the call processing and dispatch operations for the four dispatch
centers that handle emergency medical dispatch in Washoe County.

It was difficult to determine which agencies were charged with implementing the medical
priority dispatch program. Some type of priority dispatch is done by the PSAPs, with a more
complete version provided by REMSA, and for NLTFPD, the Sheriff’s office. In most cases, the
PSAP determines if first responder services are needed and dispatches the appropriate unit. In
some cases, REMSA may recode the call and contacts the PSAP for a first responder unit.
Records were not provided for us examine the extent of these services.

EComm Call Handling: The City of Reno Emergency Communications Center
(EComm) handles dispatch for Reno, Truckee Meadows, and Sierra. It also provides dispatch for
the volunteer fire departments in Washoe County.

For CY10 and CYO011, call processing and dispatch times for EComm for all EMS calls
averaged 01:34 with a 90™ percentile time of 3:06. This is above the NFPA recommendation
(NFPA 1221) of 1 minute for call processing. When filtered to analyze only the first unit
dispatched, total dispatch time drops to 02:17 at the 90™ percentile. This is still 01:15 over the
NFPA goal. The remaining time likely involves the transfer between EComm and REMSA.

EComm’s CAD system does capture both the call processing and dispatch segments of
the overall call handling process. All EMS calls, regardless of location and responders (career vs.
volunteer) should be handled in the same manner. For CY10 and CY11, EComm completed the
call processing segment (call received to call entry) in 01:41 for career departments and 01:52
for volunteer departments, 90 percent of the time.

Unlike call processing, the dispatch process (locating and notifying the appropriate units)
will differ between career and volunteer departments. Volunteers make up less than 1/10" of the
total dispatch volume (CY10 and CY11). Regardless of whether a volunteer unit is closer, they
are not the first notified in the call sequence. Our visit to EComm showed that this appears to be
a technological issue that leads to dispatch delays. For CY10 and CY11, EComm completed the
dispatch segment in 01:23 for career departments and 05:05 for volunteer departments, for 90
percent of the EMS calls.

Recommendation 3: Reno EComm (and successor organizations) and the Departments with
volunteer fire services should develop a technological solution to decrease the impact of dispatch
delays.

Some variation can be expected by time of day to correspond with heavier or lighter call
volumes. Figure 3 depicts the variation in 90™ percentile total dispatch time by time of day for
EMS calls for all units and for the 1% unit dispatched. Total dispatch times for EMS calls ranged
from a low of 01:57 between 4 a.m. and 6 a.m. to a high of 02:28 between 2 p.m. and 4 p.m. for
the first unit dispatched. Total dispatch times for these time segments are proportional to the call
volume during that period.
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Figure 3: 90™ Percentile Total Dispatch Times (EMS Calls)
for All Units and 1 Unit Dispatched by EComm, CY10 and CY11
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Sparks Call Handling: From October 2009-September 2011, call processing and
dispatch times for Sparks Fire Department averaged 00:20, with a 90" percentile time of 00:47.
This achieves the NFPA recommendation of 1 minute for call processing.

Some variation can be expected by time of day to correspond with heavier or lighter call
volumes. Figure 4 depicts the variation in 90" percentile call processing time by time of day for
EMS calls. Call processing times for EMS calls ranged from a low of 00:40 between midnight
and 2 a.m. and again from 4 a.m. and 6 a.m. to a high of 00:55 approximately twelve hours later
between 2 p.m. and 4 p.m. Dispatch operations at Sparks should be commended for their
excellent work of staying below the NFPA recommendation of 1 minute and getting call
information and notifying emergency units in 00:47, 90 percent of the time.
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Figure 4: 90" Percentile Call Processing Times (EMS Calls)
by Sparks Dispatch, October 2009-September 2011
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Washoe County Sherriff’s Office Call Handling for NLTFPD: For CYQ09 and CY10,
call processing and dispatch times for WCSO averaged 02:11 with a 90" percentile time of
03:24. This is two minutes over the NFPA recommendation of 1 minute for call processing.

Some variation can be expected by time of day to correspond with heavier or lighter call
volumes. Figure 5 depicts the variation in 90™ percentile call processing time by time of day for
EMS calls. Call processing times for EMS calls ranged from a low of 02:27 between 10 p.m. and
midnight to a high of 05:16 between 6 a.m. and 8 a.m. Dispatch times remain relatively flat
around the 3:00 minute mark except for 6 a.m. and 8 a.m. (05:16) and 6 p.m. and 8 p.m. (04:16)
despite less than an average of 1 call per day per these time periods (.19 and .40 calls,
respectively). WCSO and NLTFPD should look at the dispatch process to identify opportunities
to improve overall dispatch time, with a focus on 6 o’clock to 8 o’clock in the morning and
evening.
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Figure 5: 90" Percentile Call Processing Times (EMS Calls) by WCSO Dispatch, CY09 and CY10
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Update from Washoe County Sheriff’s Office: Just prior to publication of the final
draft, we received updated data from Washoe County that documented call processing times.
Between September 24, 2011 and May 25, 2012, WCSO dispatch processed 41 Priority One and
Two EMS calls for North Lake Tahoe FPD. Overall, the improvement in processing of high-
priority EMS calls is commendable. .

Table 9 describes the newly analyzed data.

Table 9: Updated WCSO Dispatch Data, 2011-2012

Measure Result
Mean (911 Answer to Dispatch) 38 Seconds
Standard Deviation (911 Answer to Dispatch) 24 Seconds
90" Percentile (911 Answer to Dispatch) 57 Seconds

After receiving update information for 2012, we attempted to determine what changes
were made to improve processing of EMS calls. We were advised that in 2012, the WCSO
realigned dispatch policies that combined rapid pre-alerting with use of the MPDS Pro-QA
software. The calls were immediately dispatched, and the responding units were updated with
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additional information.?® This change has resulted in a significant reduction in high-priority EMS
dispatch times. The data should be reexamined after a complete year of implementation.

REMSA Call Handling: In most cases, REMSA acts as a dispatch point, receiving
emergency calls from one of the area PSAPs. Occasionally, REMSA receives an emergency call
directly from, usually from a medical facility. REMSA does not mark a separate time for
dispatch. The first time stamp is marked when the call is received and the second is when the
dispatched unit marks en route. The combined dispatch and turnout time will be discussed in the
turnout section.

Turnout Time — Turnout time is measured from when the alarm is received by
operations personnel to when the apparatus begins driving to the incident scene. Travel or drive
time is the time it takes to go from the ambulance post, or current location, to the emergency
incident. Together these segments represent the response time. National standards, such as NFPA
1710, suggest a response time of five minutes: one minute for turnout and four minutes for travel
time for initial response. In urban and rural areas, CAAS standards call for a transport unit to be
on scene within 8 minutes and 59 seconds, 90% of the time. For the purposes of this study, these
segments will be analyzed individually since that is how they are recorded.

REMSA is required to respond to all MPD Level D and E (Priority One) calls in under
eight minutes and 59 seconds, 90% of the time, in the urban areas. Time requirement for
suburban areas is 15 minutes, 20 minutes in rural areas, and best effort in wilderness areas. There
are no contractual time requirements for MPD Level A, B, C, or Omega calls (Priority Two or
Three).

Turnout times should be reviewed cautiously. Quick response to high priority calls
should be expected. Responders should not be expected take any unsafe actions just to beat the
clock. Also, when the responder indicates that the unit is en route is subject to interpretation.
There is a difference when you measure the end of turnout time when someone calls in on a
portable radio, or when the call is made after the crew is seated in the unit.

There are other variables that influence turnout times including:

o Emphasis on personnel safety and not moving the apparatus until all protective gear is
donned and all personnel are in seat belts.

e Although the time starts when units are dispatched to a call, there is currently no
consistent method of when this time segment ends.

e A delay in time stamping by the PSAP — time stamping is done manually by dispatchers
after acknowledgement of en route radio traffic from the fire units. Delays in time
stamping may be small or large, but all calls have some degree of delay. An additional

23 WCso. (2012). Incline Communications Center Policy: Pre-Alert/Dispatch.
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factor in this delay may be caused by fewer dispatchers and the increased work load the
remaining dispatchers are faced with.?*

e Extended protective clothing donning times due to more complex protective clothing and
related fastening systems.

e Extended mobilization times due to more complex specialized equipment and vehicles.

e The NFPA standards themselves may be too restrictive given the current fire clothing and
specialized equipment technology.

e The call’s “sense of urgency” may be incorrectly evaluated by responding units based on
initial dispatch information. Also, including non-emergency responses could skew the
results.

e Extended route planning time due to non-grid street arrangements in newer areas of the
each city.
e Extended mobilization times when calls occur during training sessions.

Reno Turnout: The average turnout time for EMS calls for Reno and TMFPD units in
CY10 and CY11 was 01:36, with a 90™ percentile time of 02:39. Although, Reno does not use
the NFPA 1710 recommendation, their current goals do not include turnout (just overall call to
unit on scene measure). The NFPA recommendation of 01:00 minute, 90 percent of the time,
provides a good benchmark.

Figure 6 shows both the 90™ and 85" percentile turnout times and average number of
calls for EMS incidents responded to by Reno Fire units by time of day. Similar to Sparks, call
volume decreases during the night and early morning, while turnout time increases. Even
reducing to the 85™ percentile, turnout times are 01:00 minute higher than recommendations.

24 . . . .
This factor can influence all time interval accuracy.
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Figure 6: 90th and 85th Percentile Turnout Times and
Average Call Volume by Time of Day for Reno Fire Department, CY10 and CY11
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SFPD Turnout: The average turnout time for EMS calls for SFPD units in CY10 and
CY11 was 01:27, with a 90th percentile time of 02:21. Similar to Reno, Sierra does not use the
NFPA 1710 recommendation, they use an overall response time and measure at the 85th
percentile. Since career staff are in station or in their apparatus during their shift, and should not
need to don PPE beyond gloves for EMS calls, the NFPA recommendation of 01:00 minute, 90
percent of the time, should be the goal of all career departments in Washoe County.

Figure 7 shows both the 90™ and 85™ percentile turnout times for medical calls for Sierra
by time of day. The pattern is similar to Reno, with a much lower call volume (averaging less
than 1 call per 2 hour time segment during the study period of CY10 and CY11) and less contrast
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between the 90™ and 85™ percentile levels, Again, at the 85" percentile, times hover around the
02:00 minute mark during their best performance.
Figure 7: 90th and 85th Percentile Turnout Times by Time of Day for SFPD, CY10 and CY11

00:03:00

00:00:00 -
&
O & 0 0 ¢ o o o o o o
! o o @ o e % I o IR o o
P I S P PG AP P R LG
\6(\\ 1 B ©" %" ] Qg'b N 1 O o e QQQ
@ \9' »\‘Q‘

H 90th Percentile Turnout Time

E 85th Percentile Turnout Time

Sparks Turnout: The average turnout time for SFD EMS calls, between October 2009
and September 2011, was 01:31, with a 90" percentile time of 02:20. This is 01:20 higher than
the recommended time of 1 minute. Like call processing, turnout times can vary with the time of
day. Figure 8 shows the 90" percentile turnout times and average number of calls for EMS
incidents in Sparks by time of day. Unlike call processing, call volume decreases during the
night, but turnout time increases because responders are often sleeping. Turnout times at their
best are higher than the NFPA recommended turnout time of 1 minute. Sparks Fire Department
should review policies and procedures to see if there any means of reducing turnout times.
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Figure 8: 90" Percentile Turnout Times and Average Call Volume by Time of Day for Sparks
Medical Calls, October 2009-September 2011
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NLTFPD Turnout: The average turnout time for EMS calls in NLTFPD for CY09 and
CY10 was 01:30, with a 90" percentile time of 02:34, which is 01:34 higher than the
recommended time of 1 minute. Figure 9 shows the 90™ percentile turnout times and average
number of calls for EMS incidents in the NLTFPD by time of day. Unlike call processing, call
volume decreases. Turnout times at their best are almost double the recommended turnout time
of 1 minute.
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Figure 9: 90" Percentile Turnout Times and Average Call Volume
by Time of Day for NLTFPD Medical Calls, CY09 and CY10
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REMSA Turnout: REMSA turnout time includes both dispatch and turnout. Based on
NFPA 1710 recommendations, the goal for this time segment for REMSA would be 01:30 (30
seconds for dispatch and 1 minute for turnout). The average turnout time for REMSA calls for
CY09 and CY10 was 01:27, with a 90™ percentile time of 02:39. When looking at just Priority 1
(life-threatening) calls, turnout times were reduced to 02:11 at the 90" percentile. Although
REMSA does not follow NFPA 1710, because of their system status management and lack of
PPE to don, they should have times closer to the recommended goal of 01:30 minute. Figure 10
shows the 90™ percentile turnout times for all calls, Priority 1 calls and the average number of
calls REMSA units responded to during the time period for CY09 and CY10. Turnout times and
call volume decrease overnight, however, even at their lowest for life threatening calls, they are
00:20 over the time recommended for emergency medical response (01:30).
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Figure 10: 90" Percentile Turnout Times for All Calls and Priority 1 Calls and
Average Call Volume by Time of Day for REMSA Calls, CY09 and CY10
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Table 10 summarizes the 90" percentile for EMS turnout times for each department.

Table 10: Summary of 90" Percentile for EMS Turnout

EMS Agency Time

Reno Fire Department 2:39

Sparks Fire Department 2:20

North Lake Tahoe Fire Protection District 2:34

Sierra Fire Protection District 2:21
REMSA 2:39 (2:11 for
Priority 1 calls)

Turnout times must be viewed with caution. When the unit notifies dispatch it is
responding, it can be anywhere in the process. We cannot be sure if the first person to the radio
calls out, or if everyone is seated in the vehicle. With the current emphasis on provider safety
and risk management, some fire and EMS organizations now require that providers have their
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basic PPE donned, are seated, and their seat belts fastened before the vehicle moves. The officer
and emergency vehicle driver must confirm this prior to commencing response. While this may
slightly lengthen turnout time, it is a worthwhile safety investment.?®

Travel Time — Travel (drive) time is measured from the station, or wherever the unit is,
to the emergency incident. Station and apparatus placement has the biggest impact on travel
time, (though apparatus are not always in the station when dispatched.) Additional factors
influencing travel time include traffic, weather, traffic limiting devices (stop lights, speed bumps,
etc.), and driver familiarity with the area. Traffic congestion and weather are beyond the
department and city’s control; however, traffic limiting devices and driver knowledge are not.
REMSA units respond from pre-designated posts that often change based on demand.

One key to the analysis of travel and total times is to determine the order of arrival.
NFPA 1710 response time recommendations are based on the first arriving unit. REMSA’s CAD
(computer-aided dispatch) system does not synchronize or relate to the other emergency response
agencies it partners with by unique identification (incident number). Due to this it is difficult to
fully analyze medical response in Washoe County because the chronology of the call cannot be
easily pieced together for each call. The time for the first unit to arrive on scene will be the
department’s first unit and not the incident’s. Because of the response relationship between
REMSA and several Fire Departments in Washoe County, they should look at implementing a
system or process for reconciling incidents by a unique identifier.

Recommendation 4: Review the incident reporting procedures between REMSA and all Fire
Protection Districts and implement a unique identifier that allows for the reporting, integration,
and analysis of an entire incident and not just the respective department’s performance.

Reno Travel: The average travel time for Reno units was 03:43, with a 90" percentile of
06:28 and an 85™ percentile of 5:41. Figure 11 shows the 90" and 85™ percentile travel times by
station for EMS calls in CY10 and CY11. The NFPA recommends a travel time of 04:00 for the
first unit to arrive and based on the location of the incident, Reno has a goal of either 6 or 8
minutes (total response time). There are several factors that can increase travel time, such as
speed limits, traffic, access to calls, and location of calls. The location of incidents and their
effect on travel times are discussed later in this chapter.

2% \We are unable to determine if the NFPA or CAAS has considered this change in determining the goal for turnout
or “out of chute” time.
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Figure 11: 90" and 85™ Percentile Travel Times by Reno Stations for EMS Calls, CY10 and CY11
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SFPD Travel: The average travel time for SFPD units for CY10 and CY11 was 05:04,
with a 90" percentile of 09:02 and an 85™ percentile of 07:55. Figure 12 shows the 90" and 85"
percentile travel times by station for EMS calls in CY10 and CY11.
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Figure 12; 90" and 85" Percentile Travel Times by SFPD Stations for EMS Calls, CY10 and CY11
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Sparks Travel: The average travel time for Sparks Fire Department units was 03:42,
with a 90" percentile time of 5:57. Figure 13 shows the 90" percentile travel times for the first
arriving Sparks unit on EMS incidents with a minimum of 200 calls from October 2009 through
September 2012. The NFPA recommends a travel time of 04:00 for the first unit to arrive. There
are several factors that can increase travel time, such as speed limits, traffic, access to calls, and
location of calls. The location of incidents and their effect on travel times are discussed later in
this chapter.
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Figure 13: 90" Percentile Travel Times and Average Calls per Day by First Arriving Sparks Unit for
EMS Calls, October 2009-September 2011
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NLTFPD Travel: The average travel time for NLTFPD units on EMS calls was 03:50,
with a 90" percentile of 7:30. Figure 14 shows the 90™ percentile travel times for the primary
EMS response units for CY09 and CY10. The NFPA recommends a travel time of 04:00 for the
first unit to arrive.
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Figure 14: 90" Percentile Travel Times and Average Calls
Per Day by NLTFPD Units For EMS Calls, CY09 and CY10
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Travel times are not generally affected by weekday, but there is an increase in travel time
during the winter and spring months (December—April) when there is winter weather and
increased activity at the Mt. Rose Ski Resort. There are a number of factors that play into these
response times including station location, proximity to incidents, and call volumes. It should be
noted that responding units in NLTFPD are not always in the station when dispatched.
Furthermore, units often respond outside of their first-due area when closer units are unavailable,
which also increases travel times.

REMSA Travel: The average travel time for REMSA units on EMS calls was 03:50,
with a 90" percentile of 7:30. Since REMSA responds at different levels and to locations all over
Washoe County, it is important to look at their travel times for the areas they serve and the
response goals they have set. Figure 15 shows the 90th percentile travel times for all calls and
Priority 1 calls by fire protection district in CY09 and CY10.
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Figure 15: 90" Percentile Travel Time for All Calls and
Priority 1 Calls by City or Fire Protection District, CY09 and CY10
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Travel times are lowest in the urban core of Washoe County and increase as they move
into suburban and rural areas. For CYQ9 and CY 10, the majority of responses (63%) were in
Reno, which had the lowest travel times. However, Sparks and TMFPD had relatively the same
call volume (roughly 7,500 calls) but a difference of almost 2 minutes for all calls and almost 2.5
minutes for Priority 1 calls. All of the TMFPD stations are located in suburban areas. Figure 16
shows the 90™ percentile travel times for all calls and Priority 1 calls by response goal area.
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Figure 16: 90th Percentile Travel Times by Priority for REMSA Response Areas, CY09 and CY10
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At the Priority 1 level (which the response goals were developed for), REMSA is under
for all three timed goals (8, 15, and 20 minutes) for travel. However, this is just the travel
component and in the 8 minute response area, there is only a buffer of 10 seconds for the
dispatch and turnout portions of the response.

Washoe County Volunteers: Due to the varied geography and infrastructure of the
response areas, it is difficult to paint a general picture of the volunteer response system in
Washoe County. Figure 17 shows the 85th percentile travel time for each of the Volunteer Fire
Departments in Washoe County. Most have relatively low travel times, but are located in
suburban/rural areas. There calls tend to be concentrated in specific areas, but there are incidents
with extended response times. Nixon VFD is a tribal-based department (which receives funding
and support from the Washoe County) has the highest travel time, but also has one of the larger
response areas, and is located in a rural setting. Gerlach is the only volunteer department that
provides transport (they drive until they meet a REMSA unit for transfer). In CY10 and CY11,
Gerlach responded to 317 medical calls. Volunteer station locations are found in Figure 46.
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Figure 17: 85" Percentile Travel Times by Volunteer Fire
Department for EMS Calls, CY10 and CY11
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Total Response Time — For mathematical reasons, one cannot simply add the percentile
time segments together to reach the total 90" or 85" percentile response time. This segment looks
at the total time from when the call is received by the PSAP (or in REMSA’s case, when they are
notified by the PSAP) until the 1% unit from that department arrives.

Reno Total: Reno’s performance goals are based on the location of the incident and start
from the time they receive the dispatch. This study looked at both the Reno goals (time segments
for which they are responsible for) and the total response time, since the public will not often
recognize the difference between the PSAP and the responding agency. Reno performance goals
specify that in the urban area, the first arriving unit on a medical call should arrive within 6
minutes from time of dispatch and within 8 minutes for calls in the suburban zone, 85 percent of
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the time. Table 11 shows the 85" percentile response time for the first arriving unit on medical
calls for CY10 and CY11 and how they compare to the Reno performance goals.

Table 11: 85th Percentile Response Time (Dispatch to Arrival) for the
1st Arriving Unit on Medical Calls in the Reno Performance Zones

Performance Zone Reno Goal CY10-CY11 Actual
Urban 06:00 06:01
Suburban 08:00 08:30

For CY10 and CY11, Reno Fire averaged a total response time (call received to first unit
on scene) of 06:18, with an 85™ percentile time of 08:33, for the first arriving unit on a medical
call for all performance zones. Overall, Reno Fire is performing very close to their performance
goals.

SFPD Total: SFPD, along with the TMFPD, and the Washoe County Commission
adopted goals recommended from the Washoe County Master Plan, Planning Area Goals
Minimum Service Standards. These goals are based on planning area designations, measure from
the time the call is received at the PSAP until the first unit arrives, and do not allow for a fractal
response time. Based on these performance goals, all calls should be reached within the
minimum standard. For CY10 and CY11, SFPD average a total response time of 09:05 for the
first arriving unit. Table 12 shows the SFPD performance goals by zone and their total response
time (100 percent and 85 percent) for the first arriving unit on medical calls.

Table 12: SFPD Total Response Time by Performance Zone (100 and 85th Percentile),
CY10 and CY11 vs. Recommended Total Response

Performance Zone Response Goal 100 Percent 85 Percent
Urban N/A N/A N/A
Suburban 10:00 1:03:04 10:22
Rural 20:00 18:04 13:24

As shown in Table 12, the minimum service standard (100 percent goal) can be distorted
by a few exceptions to a response system that handles most (85" percentile) of the calls near or
below the goal. SFPD should look at revising their performance standard to include a fractile that
will remove these exceptions from their dataset. These exceptions can be caused by weather,
change in apparatus status or availability or other unforeseen circumstances.

Sparks Total: For October 2009-September 2011, total response times for Sparks Fire
Department averaged 05:37 with a 90" percentile time of 08:03. Calls for emergency medical
services (EMS) make up the majority (76%) of Sparks Fire Department responses. From October
of 2009 through September of 2011, Sparks Fire Department responded to 12,254 EMS calls out
of the total incident volume of 16,174 calls. Total response times (8:03 at the 90" percentile for
the first arriving unit) are more than two minutes higher than the recommended time of 6 minutes
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for EMS calls. Figure 18 shows the 90™ percentile total response time for the first arriving
Sparks unit on EMS calls by time of day.

Figure 18: Sparks 90" Percentile Total Times By Time of
Day on EMS Calls, October 2009-September 2011
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The department should continue to take steps to reduce overall response times and
improve 90™ percentile compliance. The department is doing very well in the dispatch portion
and should continue with their current efforts. Sparks Fire Department officials should look at
policies and procedures to reduce turnout time closer to the recommended goal of 1 minute.

NLTFPD Total: For CY09 and CY10, total response times for NLTFPD averaged 08:05
with a 90" percentile of 12:13. When analyzing total response time, it is important to determine
the time for the first unit to arrive on scene to compare against the NFPA recommendations. 90
percent of the time, the first NLTFPD unit arrived on the scene of an emergency medical call 9
minutes and 13 seconds after someone dialed 911.

Total response times (9:13 at the 90" percentile for the first arriving unit) are more than
three minutes higher than the recommended time of 6 minutes for EMS calls. Figure 19 shows
the 90™ percentile total response time for the first arriving NLTFPD unit versus the overall total
response time on EMS calls by time of day.
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Figure 19: NLTFPD 90" Percentile Total Response Times
(Overall and First On Scene) By Time of Day, CY09 and CY10
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The department should continue to take steps to reduce overall response times and
improve 90™ percentile compliance. Although Incline Village and Crystal Bay do not have high
call volumes and do have difficult terrain, NLTFPD officials should look at policies and
procedures to reduce all phases of response to move closer to the NFPA recommended goals.

REMSA Total: For CY09 and CY 10, total response times for REMSA averaged 06:48
with a 90" percentile of 12:07 for all calls and a 90" percentile of 09:36 for Priority 1 calls.
Figure 20 shows the 90™ percentile total response times for all calls and Priority 1 calls by fire
protection district for CY09 and CY10.
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Figure 20: REMSA 90" Percentile Total Response Times
(Overall and Priority 1) By Fire Protection District, CY09 and CY10
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As discussed in the travel section, REMSA uses a response area map designed with the
Washoe County Health District (Figure 43) to measure its effectiveness. Figure 21 shows total
response times by response goal area for all calls and Priority 1 calls from CY09 and CY10.

TriData Division, 58 August 2012
System Planning Corporation



Emergency Medical Services Systems Analysis FINAL REPORT
Washoe County, Nevada

Figure 21: REMSA 90th Percentile Total Response Times
(Overall and Priority 1) By REMSA Response Goal, CY09 and CY10
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There is a controversy as to the interpretation of the meaning of eight minutes. Does it
require eight minutes or less, or within 8 minutes and 59 seconds. The current franchise
agreement specifically states eight minutes.”® An interpretation agreed to by a former District
Health Officer and REMSA define eight minutes as eight minutes and 29.99 seconds, with
REMSA having the option to increase this to 8:59.99.27%% Officially we can conclude that for
Priority One responses in the urban response zone, REMSA is above eight minutes but within the
eight minutes and 59 seconds requirement.

This interpretation is critical because the precise eight-minute response area has 81
percent of the overall call volume (69,282 out of 85,386 analyzed calls). With their high call
volume in this area, REMSA adding an additional minute to the response time requirements may

26 Washoe District Board of Health. (2005, Revised). Amended And Restated Franchise Agreement: Organizational,
Performance And Operational Criteria For The Regional Emergency Medical Services Authority

2 Begble, J. (1997, January). Minutes regarding franchise compliance reporting on April 21 and September 4,
2007. Washoe District Health Department, September 11, 1997, Section 9, p. 2.

28 We did not become aware of the September 11, 1997 agreement until August 2, 2012. While DHOB and REMSA
may mutually agree to amend the franchise agreement, final approval must be formally granted by the DBOH. There
is no evidence of this occurring. Our assessment is based off of an8:00 timeline, but we will comment as
appropriate.
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spark controversy. From an operational standpoint, a total response time of eight minutes and 59
seconds for Priority One calls is reasonable and is identical to CAAS standards.

REMSA should look at methods for reducing response time segments such as turnout,
which was almost a minute over the NFPA and CAAS recommended time of 01:00.

Washoe County Volunteers Total: Figure 22 shows the 85" percentile total response
time for the volunteer fire departments in Washoe County. For the most part, the departments
have acceptable response times based on the minimum service standards. Nixon VFD has the
highest response time, most of it comes from the travel segment, and also the most responses
during the study period. Given their rural location, Nixon should look at ways of decreasing their
total response time. Programs might include increasing medical capability by staffing apparatus
overnight to decrease turnout time.

Figure 22: 85th Percentile Total Response Times for Volunteer Fire Depts., CY10 and CY11
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Analysis of Station and Apparatus Locations

This section provides an in-depth look at station location and apparatus placement. The
primary objective is to determine what areas, if any, are in need of additional resources and how
resources can be distributed to serve the city more efficiently. Travel areas are shown for stations
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to determine what areas of the respective fire protection districts should be covered in a given
amount of time.

Maps are included to show theoretical response reaches based upon the current station
and apparatus locations. These theoretical response reaches are based on the length of road
segments and speed limit attributes contained in road centerline data from the Washoe County
GIS Department.

Figure 23 shows the boundaries of the fire protection districts (FPD) in Washoe County.
Each FPD, their stations, and their response capabilities will be analyzed separately.

TriData Division, 61 August 2012
System Planning Corporation



Emergency Medical Services Systems Analysis FINAL REPORT
Washoe County, Nevada

Figure 23: Fire Protection Districts in Washoe County
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Reno Fire Department — The City of Reno boundary also serves as the boundary for the
Reno Fire Department. The City of Reno operates 13 of its own fire stations and managed the six
stations owned by the TMFPD. On July 1, 2012, the TMFPD separated from Reno and began to
work under a cooperative agreement with the Sierra Fire Protection District. This analysis will
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look at both the current operations and the effect the transition will have and make
recommendations based on the separation. Figure 24 shows the current Reno Fire Department
and TMFPD fire stations.

Figure 24: Reno Fire Department and TMFPD Stations
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Given their performance goals of dispatch to arrival within 6 minutes in the urban zone
and 8 minutes in the suburban zone, coverage polygons were created for 5 and 7 minutes
(allowing 1 minute of turnout time). Figure 25 shows the theoretical coverage areas for Reno

operated stations at 5 and 7 minutes.

Figure 25: Theoretical Coverage Area for Reno Fire Department Operated Stations
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Although, there will not be a change in actual coverage after the separation (Truckee
Meadows stations are not moving or closing), Figure 26 shows the coverage for Reno stations
only. Automatic aid and mutual aid agreements should be kept in place to ensure coverage for
these areas. Reno also uses a policy of rotating closures (brownouts) that close different stations
at different times to reduce staffing costs. After July 1, 2012, there may be station closures in
Reno. We were not made aware of any decisions.”’

Figure 26: Theoretical Coverage for Reno Fire Department Stations
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Knowing where incidents are occurring is one of the most important considerations when
looking at station and apparatus location. Therefore, this analysis also takes into account
geocoded incidents and resulting incident density for the career departments. 18,884 of the
21,664 (87 percent) of the CY10 and CY11 EMS incidents that Reno Fire Department (Reno

29 Recently, the City of Reno received a SAFER grant that will allow them to keep all stations open for the next two
years.
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stations only) responded to were successfully geocoded. The resulting incident shows that most
EMS calls occur in downtown Reno, very near stations 1 and 4. Figure 27 shows the medical
calls per square mile responded to by Reno Fire Department units in CY10 and CY11.

Figure 27: Reno Fire Department EMS Calls per Square Mile, CY10 and CY11
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Since Reno has two different performance zones based on population density, geocoded
calls were filtered by zone and densities were determined for response times (dispatch to arrival)
over 6 minutes for the urban zone (2,235 calls) and over 8 minutes for the suburban zone (470
calls), for the first arriving unit. Figure 28 shows these resulting densities. For the most part, the
urban zone has only small pockets (relative to the number of calls), but there are several areas of
concern in the suburban zone (relative to number of calls in the zone). Reno Fire Department
should look at ways to decrease the response times in these areas. The issue concerning closed or
browned out stations should also be considered here.
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Figure 28: Calls per Square Mile Exceeding the Reno Performance Zone Goal, CY10 and CY11
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Truckee Meadows Fire Protection District — After the transition is complete in mid-
2012, the TMFPD will begin to operate its own stations. The TMFPD is bisected by the cities of
Reno and Sparks and is mostly rural or frontier, with suburban areas near the cities. All of the
TMFPD stations are located in the suburban performance zones. Figure 29 shows the location of
the TMFPD stations in relation to the Washoe County Performance Zones.
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Figure 29: TMFPD Stations and Washoe County Performance Zones
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Theoretical coverage times of 8 and 18 minutes were developed for Truckee Meadows
stations. These coverages were based on Washoe County minimal standards of 10 minutes for
suburban and 20 minutes for rural, minus 2 minutes from each for call handling and turnout time.
Figure 30 shows the theoretical coverage areas for TMFPD with 8 and 18 minutes of travel.
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Figure 30: Theoretical Coverage for TMFPD Stations with 8 and 18 Minutes of Travel
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Truckee Meadows stations are well placed to handle the suburban areas of the district;
additional stations would be dependent on demand and budget. In CY10 and CY11, Truckee
Meadows units responded to 11704 calls for medical services. 8,221 of these calls successfully
geocoded (70%) to determine call density for TMFPD units. Figure 31 shows the density of EMS
calls for Truckee Meadows units for CY10 and CY11. Based on this density, the current
configuration, along with continued mutual or automatic aid agreements with Reno and Sparks
should be adequate to provide coverage for residents in the TMFPD.
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Figure 31: TMFPD EMS Call Density, CY10 and CY11
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Sparks Fire Department— Similar to Reno, the Sparks city boundary outlines their
response area. Sparks provides fire and EMS response from 5 fire stations. Figure 32 shows the
current Sparks Fire Department stations.

k.

TriData Division, 70 August 2012
System Planning Corporation



Emergency Medical Services Systems Analysis FINAL REPORT
Washoe County, Nevada

Figure 32: Sparks Fire Department Stations
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As discussed in the previous response time section, NFPA 1710 recommends that the first
unit on scene arrive within 6:00 minutes of the initial call. Allowing 1:00 minute of dispatch and
1:00 minute of turnout gives a travel time of 4:00 minutes. Figure 33 shows the theoretical 4:00
minute travel times for units departing from their stations.
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Figure 33: Sparks Fire Department 4 Minute Theoretical Coverage Area

FY U [ e T
@ Otrer Viashoe County Fire Stations — Rosds A e 0
—+ Ralroads L~
’Spadsﬁreoepament Farks {‘.\J_
Minutes of Travel 03 Ciyof Sparks ; ’Eg . !
: [ Washos County P 3 $
| : [ Nevads — / [
/
3
- 4 (35
‘ T -
Fi ] ! K.
WImENE=L W 'y ; \gj N
= 1 /
i];i-- | | fy .l = .L\:‘} \%;f;
% ’ L TN/
& 8 oy ;ﬁ?’
ot

&) —
f
~:}.‘é:; &l
L 1. gaal! )> /
st s - .
SRR AT 3
608 *E%% ! . %
ST
Rt T g
(s ﬂ
JT e ¥ %f Wi i—a‘;\’ d

The October 2009-September 2011 CAD data included 12,254 unique emergency
medical incidents, of which 9,727 (80 percent) were geocoded. Using a density surface derived
from the geocoded incidents, Figure 34 shows the density of emergency medical incidents per

square mile.
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Figure 34: Sparks Fire Department EMS Incident Density, October 2009-September 2011
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Based on where the incidents are occurring and the 4-minute theoretical response reach, a
large majority of the incidents are able to be reached in 4 minutes. In fact, the majority of calls
are within only a few blocks of station 1 which houses two EMT-Intermediate (EMT-I) capable

engines.

Sierra Fire Protection District— The SFPD is located in the southwestern portion of
Washoe County. SFPD operates career stations 30, 38, and 39 on the eastern edge of their
district, and station 35 on the north edge of their district. Figure 35 shows the location of the
SFPD stations.
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Figure 35: SFPD Stations
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The SFPD is comprised of mainly frontier performance zone with suburban and rural
zones on the edges, where the stations are located. Figure 36 shows the Washoe County
performance zones in relation to the SFPD stations.
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Figure 36: SFPD Stations and Washoe County Performance Zones
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Given the location of the SFPD stations, theoretical coverage times of 8 and 18 minutes
were developed. Coverages were developed similarly to Truckee Meadows using Washoe
County minimal standards of 10 minutes for suburban and 20 minutes for rural, minus 2 minutes
from each for call handling and turnout time. Figure 37 shows the theoretical coverage areas for
SFPD with 8 and 18 minutes of travel.
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Figure 37: Theoretical Coverage for SFPD Stations
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Based on the road network, most of the coverage extends into Truckee Meadows and
Reno; however Sierra should be able to cover most of their suburban and rural areas within the

recommended goals.

Figure 38 shows the new 8 and 18 minute theoretical coverage area following the merger

of Sierra and Truckee Meadows Fire Protection Districts.
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Figure 38: Combined TM and Sierra Fire Protection Districts
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North Lake Tahoe Fire Protection District — NLTFPD provides fire and EMS response

from 3 stations. Figure 39 shows the current NLTFPD stations.

Figure 39: NLTFPD Stations
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As discussed in the previous response time section, NFPA 1710 recommends that the first
unit on scene arrive within 6:00 minutes of the initial call. Allowing 1:00 minute of dispatch and
1:00 minute of turnout gives a travel time of 4:00 minutes. Figure 40 shows the theoretical 4:00

minute travel times for units departing from their stations.
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Figure 40: NLTFPD 4 Minute Theoretical Coverage Area
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The CY09 and CY10 CAD data included 1,840 unique emergency medical incidents, of
which 1,575 (86 percent) geocoded. Using a density surface derived from the geocoded
incidents, Figure 41 and Figure 42 shows the density of emergency medical incidents per square
mile. Figure 42 also shows all geocoded EMS incidents, including a hotspot at Mt. Rose SkKi
Resort.
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Figure 41: NLTFPD Fire Department EMS Incident Density, CY09 and CY10
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Figure 42: NLTFPD EMS Incident Density, Expanded View CY09 and CY10
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Based on where the incidents are occurring and the 4-minute theoretical response reach, a
large majority of the incidents in Incline Village — Crystal Bay are reachable within the 4 minute
travel range. It is understandable that EMS response to the Mt. Rose Ski Resort would be outside
of the theoretical reach.

Regional Emergency Medical Services Authority — REMSA uses the dynamic
dispatching model, which constantly moves transport units around in order to maintain coverage
of their response areas, as opposed to responding from dedicated stations. REMSA and the
Washoe County Health District developed a response map, which outlined the response time
goals for Priority 1 calls in their service area. Figure 43 shows the response time goals for
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REMSA in Washoe County. The “Best Effort” polygon extends north to the northernmost border
of Washoe County. Figure 44 shows how these response goals affect the Fire Protection Districts
they provide transport for.

Figure 43: REMSA Response Area Map
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Figure 44: REMSA Response Goals and Washoe County Fire Protection Districts
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Almost all of Reno Fire and the majority of Sparks Fire are within the 8 minute polygon.
TMFPD and SFPD have areas within the 15 and 20 minutes polygons, but the majority of their
areas (which are mainly rural or open space) fall in the Best Effort response area.

Most of REMSA’s responses are in the cities of Reno and Sparks and most calls should
be reached within 8 minutes total response time. The CY09 and CY10 CAD data included
87,682 unique emergency medical incidents, of which 78,684 (89 percent) geocoded. Using a
density surface derived from the geocoded incidents, Figure 45 shows the density of emergency
medical incidents per square mile.
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Figure 45: REMSA Incident Density, CY09 and CY10
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Volunteer Fire Departments— \/olunteer fire departments are located throughout
Washoe County. Since they are not primary first responders in their areas, an analysis of their
call densities or coverages would be of little relevance. Figure 46 show the locations of the
volunteer stations for southern and northern Washoe County. Given the call volume of Gerlach
VFD (Station 242) which fields less than 1 call per day on average, additional stations are not
recommended.

Figure 46: Volunteer Stations in Washoe County (South and North)
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Summary

Based on current response times, call volumes and theoretical coverages, the response
agencies in Washoe County are providing timely service for most residents. Although there are
areas with response times above recommended goals, these should be viewed as opportunities to
improve. Most improvements could be made by improving dispatch and response processes.
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5. ASSESSMENTS BY EMS STAKEHOLDERS

As part of this study, and at the request of the county, an EMS stakeholder evaluation was
e conducted. Our purpose was to get their opinions on the current state of EMS in Washoe
County, and its future course. The one group not represented in the focus groups was the
citizens.

We based our evaluation protocol on the EMS Agenda for the Future, published by the
United States Department of Transportation, National Highway Transportation Safety Division
(NHTSA). The EMS Agenda for the Future identifies 14 attributes that are the basis of EMS
systems.

e Integration of Health Services
e EMS Research

e Legislation and Regulation
e System Finance

e Human Resources

e Medical Direction

e Education Systems

e Public Education

e Prevention

e Public Access

e Communication Systems

e Clinical Care

e Information Systems

e Evaluation

In addition, we also referenced additional sources including: the DHS National Response
Framework, the EMS Education Agenda for the Future, the EMS Scope of Practice document,
the EMS Research Agenda for the Future and other pertinent documents.

Evaluation Process

We conducted the evaluation process by convening five separate constituent groups::

e Chief Executive Officers — Fire Chiefs, REMSA CEO, IAFF Rep, Sheriff, Hospital,
and District Health Officer.

e EMS Officers — Fire Departments, REMSA COO, Health District EMS Coordinator,
IAFF Representatives
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e EMS Medical Directors — Fire Departments, REMSA, County Administrative
Health Services Officer, At-large Medical Directors

e EMS Dispatch — Dispatch Centers, REMSA, Health Department, Medical Director,
|IAFF

e Medical Community — Hospital CEOs, Fire Chief, REMSA, Nursing,

Each evaluation process was held at the Washoe County Complex, in Building C, Room
110 and lasted four hours. We invited eight to 10 stakeholders from the identified constituent
groups, but allowed anyone to attend any of the groups. The County Fire Coordinator also
suggested some invitees.

The first three hours of each session were dedicated to system evaluation using the EMS
Agenda for the Future attributes. The TriData project manager served as the facilitator, guiding
the participants through each attribute, conducting a discussion, and asking each participant to
determine a rank score. TriData team members assisted with facilitating discussions, clarifying
issues, and explaining the intention of the Agenda for the Future. Individual scores were based
on each participant’s determination of Washoe County’s EMS effectiveness for each attribute.
The scoring guideline was as follows:

Table 13: EMS Assessment Scoring

Excellent Washoe County has already achieved the attribute.

Very Good Washoe County has either achieved or has plans to achieve the
attribute.

Emerging Washoe County has minimally achieved most of the attribute. A specific
plan is needed to complete it.

Marginal Washoe County has recognized what is needed to achieve the
attributes but does not have a plan of action.

Unsatisfactory Washoe County has not recognized this attribute as part of the EMS
system.

Participants were issued a multi-page note-taking guide to use at their option. The guide’s
main purpose was to assist participants in preparing for subsequent discussions.

The last hour of the workshop included a facilitator- guided discussion to determine areas
of improvement for each attribute. Participants offered ideas that were discussed among the
group. The facilitation team took detailed notes for later evaluation. After each session, the
participants’ scores were calculated and analyzed using descriptive statistics. The facilitation
team discussion notes were analyzed using qualitative statistics.

Results

Following are the results for each constituent group and then the entire group.
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EMS Chief Operating Officers— There were 19 participants at the session including:
hospital executives, public health officials, fire and EMS chiefs, REMSA management, and law
enforcement officials. Table 14 includes an evaluation of each EMS attribute by the participant
constituents. St. Mary’s Hospital chose not to participate in the program.

Table 14: EMS CEO Evaluation

Attribute

Integration of Health Services

EMS Research

Legislation and Regulation
System Finance

Human Resources
Medical Direction
Education Systems

Public Education
Prevention

Public Access
Communications Systems
Clinical Care

Information Systems
Evaluation

System Average

TriData Division,
System Planning Corporation

Mean

89

2.69
2.32

2
2.11
3.19
3.06
3.19
2.35
3.11
2.56
2.44
2.81
2.29
2.46
2.61

Classificatio|

0.93 Emerging
0.92 Marginal
0.77 Marginal
0.94 Marginal
0.98 Emerging
0.57 Emerging
0.87 Emerging
0.82 Marginal
0.86 Emerging
1.01 Emerging
0.96 Marginal
0.63 Emerging
0.86 Marginal

0.9 Marginal
0.86 Emerging
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Figure 47: EMS CEO Scores
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Prevention
Public Access
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Clinical Care
Evaluation

Information Systems

EMS Dispatch — Nine constituents from various EMS dispatch centers participated in the
session. No representatives from Reno EComm attended or responded to our invitation. Table 15

represents scores for the constituents.

TriData Division,
System Planning Corporation
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Attribute Mean SD Classification
Integration of Health Services 2.4 1.02 Marginal
EMS Research 2.6 0.8 Emerging
Legislation and Regulation 2.5 1.26 Emerging
System Finance 2.67 1.11 Emerging
Human Resources 2.83 1.07 Emerging
Medical Direction 3 1.15 Emerging
Education Systems 3.17 1.07 Emerging
Public Education 2.5 0.96 Emerging
Prevention 2.33 0.75 Marginal
Public Access 2.5 0.55 Emerging
Communications Systems 1.83 0.37 Marginal
Clinical Care 4.33 0.47 Very Good
Information Systems 2.33 0.47 Marginal
Evaluation 1.67 0.47 Marginal
Overall Average 2.6 0.82 Marginal
Figure 48: EMS Dispatch
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EMS Medical Directors — There was insufficient participation from the EMS Medical
Directors to perform a valid assessment. The medical director from REMSA, North Lake Tahoe
(half the session), and a local trauma surgeon were the only physicians to attend the session.
Other system constituents were also present and everyone engaged in a meaningful conversation.

EMS Officers— Seven EMS Officers attended the session. These personnel were senior
EMS officials for REMSA and fire department first responders. Table 16 and Figure 49 include
the scores for the session.

Table 16: EMS Officer Session Ratings

Attribute Mean SD Classification

Integration 2.43 0.85 Marginal

EMS Research 1.86 0.6 Marginal
Legislation 1.86 0.33 Marginal
System Finance 1.86 0.33 Marginal
Human Resources 2.86 0.33 Emerging
Medical Direction 3.29 0.42 Emerging
Education 3 0.87 Emerging
Public Education 1.86 0.78 Marginal
Prevention 1.86 0.78 Marginal

Public Access 4 1.22 Very Good
Communications 2.14 0.93 Marginal
Clinical Care 2.71 0.65 Emerging
Information Systems 2.83 0.35 Emerging
Evaluation 2.67 0.87 Emerging

TriData Division, 92 August 2012

System Planning Corporation



Emergency Medical Services Systems Analysis FINAL REPORT
Washoe County, Nevada

Figure 49: EMS Officer Session
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General EMS Community — There were 11 participants from the general EMS
community that includes representation from the Washoe Health District, EMS educators,
nursing, and community representatives. Table 17 and Figure 50 show the system evaluation for
the group.

Table 17: General EMS Community

Attribute Mean SD Classification
Integration of Health Services 2.64 0.98 Emerging
EMS Research 3.2 0.86 Emerging
Legislation and Regulation 2.27 0.75 Marginal
System Finance 2.73 1.42 Emerging
Human Resources 2.64 0.68 Emerging
Medical Direction 2.68 0.81 Emerging
Education Systems 2.9 1.14 Emerging
Public Education 2.5 0.71 Emerging
Prevention 2.8 0.98 Emerging
Public Access 2.27 0.86 Marginal
Communications Systems 2.14 0.96 Marginal
TriData Division, 93 August 2012
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Attribute Mean SD Classification
Clinical Care 3.64 1.15 Very Good
Information Systems 2.64 0.64 Emerging
Evaluation 2.73 1.05 Emerging
System Overall 2.70 0.93 Emerging
Figure 50: General EMS Group
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System-wide Results
Table 18 shows the ranking of each attribute by each constituent group.

Table 18: Comparison of Constituent Groups

EMS EMS General
Attribute EMS CEO Officers Dispatchers EMS Mean sd
Integration 2.69 2.43 2.4 2.64 2.54 0.11
EMS Research 2.32 1.86 2.6 3.2 2.50 0.43
Legislation 2 1.86 2.5 2.27 2.16 0.22
System Finance 211 1.86 2.67 2.73 2.34 0.33
Human Resources 3.19 2.86 2.83 2.64 2.88 0.18
Medical Direction 3.06 3.29 3 2.68 3.01 0.19
Education 3.19 3 3.17 2.9 3.07 0.11
Public Education 2.35 1.86 2.5 2.5 2.30 0.23
Prevention 3.11 1.86 2.33 2.8 2.53 0.42
Public Access 2.56 4 2.5 2.27 2.83 0.61
Communications 2.44 2.14 1.83 2.14 2.14 0.19
Clinical Care 2.81 2.71 4.33 3.64 3.37 0.59
Information Systems 2.29 2.83 2.33 2.64 2.52 0.20
Evaluation 2.46 2.67 1.67 2.73 2.38 0.38
Mean 2.61 2.52 2.6 2.70 2.61 0.06

Comparison of the groups, as seen Figure 51, revealed that there was no significant
difference between or within the rankings of any group.

Figure 51: Comparison between Respondents

Comparison of Constituent Groups
F =.38655, p =.7633

4 Means & Std Devs
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Although there was no difference between groups, by adding the scores from each
constituent group, we determined the EMS community’s strongest to weakest attribute. Clinical
Care, Education, and Medical Direction were considered the strongest attributes, while
Communications, Legislation, and Public Education were considered the weakest attributes.
Table 19 shows the overall score for each attribute.

Table 19: Overall Evaluation of Attributes

Attribute Score
Clinical Care 13.49
Education 12.26
Medical Direction 12.03
Human Resources 11.52
Public Access 11.33
Integration 10.16
Prevention 10.1
Information Systems 10.09
EMS Research 9.98
Evaluation 9.53
System Finance 9.37
Public Education 9.21
Legislation 8.63
Communications 8.55

Common Themes

After reviewing the scores of all constituent groups, we reviewed the comments
concerning each attribute.

Integration of Health Services

Successful integration on key (critical) services such as trauma, stroke, etc.
Improvement with data sharing between all agencies.

Unsatisfactory — Not transporting all patients to hospital

Marginal — trauma, STEMI, stroke

Emerging in integration of medical records

Good integration fire/EMS/REMSA/ED

Information sharing, common equipment, protocols, etc. are lacking
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EMS Research

e Not as important at this point. There is great research published at national level that
is integrated.

e Look at all options available.

e Very good use of external information.

e Individual efforts taken, not shared. This is higher level research.
Legislation and Regulation

e Need peer protection for a single EMS structure in Washoe Co.

e 2013 next legislative year. Need to take action soon.

e Who can REMSA transport to? QA committees and data sharing?

e Franchise agreement needs significant change.

e State EMS is emerging — County District Health Department is excellent.
System Finance

e Look at Fire response to medical calls vs. EMS overly response?

e Funding from private source back into system supported by tax dollars.

e Local taxpayer receives NO franchise fee or service offset from REMSA
Human Resources

e Adequate people/adequate interest. The right call at the right time in the right place.
e Great people, career path limited.

Medical Direction

e PMAC provides a good foundation. Needs more responsibility and
authority/accountability to Dept. Health.

e PMAC

e No standard set for credentials of medical director.

e Some medical directors make large sums of money from other source.
e Verygood PMAC

e Would vote for single medical director system-wide

e Segregated but good
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e Fire Medical Direction is marginal - REMSA Medical Direction is excellent
Education Systems

e Good programs available. Accreditation at issue.

e National Registry standards

e Accreditation

e Good programs available

Public Education

e Organization and common education plan needed between agencies
e Programs in place from all EMS providers

e Cooperative program with all EMS providers

Prevention

¢ Organization and common education plan needed between agencies
e Programs in place from all EMS providers

e Cooperative program with all EMS providers

Public Access

e Need common PSAP/virtual integration via singular information systems and
connectivity.

e Plan to consolidate

e Need same level of training (EMD, EFD) in 1 location countywide. Ideal would be
regional center — all providers

e Need to have one center!
e Dispatch is broken!
Communication Systems

e Need common PSAP/virtual integration via singular information systems and
connectivity.

e Need same level of training (EMD, EFD) in 1 location countywide. Ideal would be
regional center — all providers

e All agencies need to be on 1 system.

e Dispatch is broken!
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Clinical Care

e Need common oversight responsible for governance of all county EMS (REMSA +
Fire + Police/sheriff)

Information Systems

e No commonality to medical record — health information exchange >5 years out.
e Need mutual AVL based system.

e Need regional AVL

Evaluation

e Need common oversight, direction and governance as clinical care. Qualified medical
director organized under District Health. Lead PMAC. Responsible for the entire
county. Great foundation to work with. Political lines and agendas are the challenge.
The fact that we have all spent many hours in the same room for the past six months
is clearly “will.” We just need leadership to show the way.

e More transparency.

Many of the recommendations we have made are based off of some of the common
themes found from within these common themes.
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6. WASHOE COUNTY DISTRICT BOARD OF HEALTH

Emergency medical services in Washoe County is composed of municipal, non-profit,
and commercial agencies that provide specific services that should function as integral parts of
the system. The Washoe County District Board of Health is the oversight agency for much of
EMS system.

Washoe County District Board of Health

The Washoe County District Board of Health is the oversight agency for much of EMS.
They have complete responsibility for the county ambulance provider, but little direct authority
over first responder agencies. The DBOH vests day-to-day administrative oversight to the
District Health Officer who is a physician, specially trained in public health administration.

The DBOH Emergency Medical Services Program strives to support the needs of the
community for cost effective, expedient and quality ground and helicopter ambulance services
and emergency medical care. EMS Program staff coordinates medical disaster planning,
response and recovery activities before, during and after disasters within Washoe County. The
District Health Officer and his staff represent the DBOH on local and statewide committees
which include representatives from hospitals, ambulance services, fire, and law enforcement
agencies. Staff members provide technical expertise to other agencies throughout the State as
requested. The District Health Officer advises the DBOH on the public health impact of EMS
policy decisions made within the three political jurisdictions of Reno, Sparks, and Washoe
County. EMS staff members oversee medical disaster planning activities in support of the
District Board of Health's Multi Casualty Incident Plan and Policy on EMS Coverage for Mass
Gatherings, and the Medical and Weapons of Mass Destruction Annexes of the Regional
Hazardous Materials Management Plan.

EMS was overseen by an EMS Coordinator until that position became vacant. In the
interim, an Administrative Health Officer provided administrative coordination of the ambulance
provider contract, and was assisted by various staff members. After appointment of the current
District Health Officer, the EMS Coordinator position was filled, and an epidemiological
specialist became the Division Director for Emergency Planning and Response, who oversees
EMS. The District Health Officer is waiting for the completion of this study to put additional
programs in place.

The DBOH has been granted specific authority from the City of Reno, City of Sparks and
Washoe County to be the franchising agency for the ground and helicopter ambulance franchise
the Board awarded to REMSA in 1987. The EMS Program staff assists the District Health
Officer in monitoring REMSA's compliance with the franchise requirements. Franchise oversight
is the main oversight role for the DBOH. There is little to no authority to regulate EMS
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throughout the county. There is no countywide EMS medical director, and no intermediary
between the state and individual first responder agencies.

We believe that greater county oversight is needed to assure quality EMS care. The
current EMS system really functions as several sub-systems with little oversight between
individual services and State EMS. The DBOH, or other county-level agency needs greater
oversight authority. Accountability for not only system performance, but also individual service
level performance, is limited at best. The only service that must meet certain performance
standards is REMSA. These are well defined in the contract, and consequences are clear. None
of the other EMS services operating within the county have defined performance standards, and
as a result accountability does not exist. This lack of uniformity adds to the distrust among
provider services.

In subsequent chapters, we will discuss this in greater detail.

Multiple/Mass Casualty Incidents — The DBOH is also responsible for initiating and
updating a Multiple/Mass Casualty Incident Plan. The current plan is a working document and is
evolutionary in nature. The last update was in 2008.%

The Washoe County Multiple/Mass Casualty Incident Plan has recently been used for
significant incidents. Within the last year, the Multiple/Mass Casualty Incident Plan was used to
manage a multi-casualty air race incident and the medical branch for the area mass wildland
fires. The community consensus is that the plan has been successfully implemented and that
EMS providers work well with it.

There are other emergency management documents that are part of the DBOH and the
Department of Health including an evacuation plan and special incident plans. While the DBOH
provides administrative oversight, operational direction is provided by local public safety
agencies using the National Incident Management System (NIMS).

Health District Internal Report

Currently, the Washoe County Health District produces an annual report to determine if
REMSA is in compliance with their franchise agreement. Frankly, this report is of little value
because it only reports on a yes/no basis whether the minimum standards are met. This report
must provide a more significant, objective measurement of REMSA’s performance, and not a
valueless effort at not measuring anything. In the future, this report should include a detailed
measurement of metrics from throughout Washoe County.

%0 Washoe Health Department. (2008). Washoe County District Board of Health
Multi-Casualty Incident Plan-Revised. Washoe County Health Department.
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An effective report should include metrics for all response times on all calls. Skills
proficiency for all measurable skills, outcome data for patients, especially those treated under
special programs such as STEMI, Stroke, trauma center referrals, and financial information.
Protocol variations should be tracked and a summary of investigation outcomes should be
provided (within HIIPA guidelines). The annual report should include a list of EMS providers
that are granted EMS functional privileges at all levels.

The DBOH believes that the current system is very effective. The combination fire first
response and REMSA paramedic/ transport system is functioning well.
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7. EMERGENCY MEDICAL SERVICES — A PROPOSED SYSTEM OF CARE
FOR WASHOE COUNTY

Here we will present a suggestion for the overall EMS system in Washoe County. First, a
little history and philosophy on EMS.

History of EMS

The history of the evolution of EMS in the United States is well- chronicled. EMS has
evolved from mortuary based transports, to complex, comprehensive, and integrated systems of
care. In spite of this development, there is no clear consensus or agreement on the definition or
structure of the ideal EMS “model.”

Experts, when asked to define various models around the country, use different
terminology, features, and attributes to describe their particular model. Terms used to describe
models often include, paid/volunteer, fire-based, public utility, third service, hospital based,
private, primary service area, tiered response, open competition, subscription,
mixed/combination, as well as many other regionally specific terms. None of these descriptors or
definitions share all the same underpinnings and clearly mean different things to different
managers. Many of these terms often called models or systems, are actually attributes. There is
no agreement on what the ideal system is or should be. Some believe that the perfect EMS model
is simply elusive and will never be achieved.

As early as 1973 with the publication of the Emergency Medical Systems Services Act of
1973, it was nationally recognized that there was a need for a systematic approach to the delivery
of EMS and defined 15 system components. The Act defined an EMS system as a system which
provides for the arrangement of personnel, facilities, and equipment for the effective and
coordinated delivery in an appropriate geographical area...and which is administered by a public
or nonprofit private entity which has the authority and the resources to provide effective
administration of the system.*

In 1988 The National Highway Traffic Safety Administration developed the Statewide
EMS Assessment Program establishing ten operational benchmarks for system
performance.*And more recently National Highway Traffic Safety Administration developed
the EMS Agenda for the Future that not only reinforced the systematic approach to the delivery
of EMS but also stressed the need for further integrating EMS within the social services and

3 Emergency Medical Services Act of 1973: Public Law 93-154, Title XII of the Public Health Services Act,
Washington, D.C., 1973.
%2 Statewide EMS Assessment Program; National Highway Traffic Safety Administration, Washington D.C.
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public health continuum. The agenda included fourteen attributes for future system development.
These programs clearly defined the need to develop systems that are integrated, linked,
comprehensive, and include a lead EMS agency with clear authority to manage assets in the
geographically defined area.

The changing face of emergency medical services and healthcare gives the manager the
opportunity to develop a system that meets the needs of the community it is intended to serve.
Models that are often viewed as familiar are becoming obsolete as EMS is integrated into the
healthcare system, as described in the EMS Agenda for the Future. New opportunities to adjust
systems based on features and attributes, not historical models, abound. There is not one ideal
system, nor can a cookie cutter approach be used.

Developing a “Best” System for Washoe County

The best system for Washoe County needs to be based on a combination of Washoe
County resources, the District Board of Health, County attributes, County commitment, and the
needs, expectations and resources of the Washoe County community.

EMS in Washoe County is somewhat unique because the delivery of EMS consists of
several different types of components attributes: non-transport, fire-based EMS services (career
and volunteer), a transport volunteer based service, a transport fire-based EMS service, and the
Regional EMS Authority (REMSA), an essentially private ambulance service. While this service
is referred to as a Public Utility Model (PUM), the relationship of the Board of Director to the
service itself, more closely resembles a traditional private service with an exclusive franchise
agreement and held to certain performance standards.

Additionally, other components include Reno EComm, a city-county based Public Safety
Answering Point (PSAP), the incorporated City of Sparks Fire Department municipal based
PSAP; a dispatch center as part of REMSA, and the Washoe County Sherriff’s Office Dispatch.
Communication resources include an 800MHZ Nevada Shared Radio System (NSRS), trunked
radio system used by virtually all public safety agencies, with the exception of REMSA that
continues to use a legacy UHF radio system and is the exclusive user of that system.

Receiving facilities include Renown Health, an American College of Surgeon verified
high volume Level Il Trauma Center, Northern Nevada Hospital, and St Mary’s providing
comprehensive emergency departments. These receiving facilities are geographically located
throughout the City of Reno. A smaller hospital serves the North Lake Tahoe/Incline area
providing emergency care and some inpatient services.

As early as 1973 with the publication of the Emergency Medical Systems Services Act of
1973, the Country recognized that there was a need for a systematic approach to the delivery of
EMS and defined 15 system components. The Act defined an EMS system as a system which
provides for the arrangement of personnel, facilities, and equipment for the effective and
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coordinated delivery in an appropriate geographical area...and which is administered by a public
or nonprofit private entity which has the authority and the resources to provide effective
administration of the system.

In 1988 The National Highway Traffic Safety Administration developed the Statewide
EMS Assessment Program establishing ten operational benchmarks for system performance.
And more recently National Highway Traffic Safety Administration developed the EMS Agenda
for the Future that not only reinforced the systematic approach to the delivery of EMS but also
stressed the need for further integrating EMS within the social services and public health
continuum. The agenda included fourteen attributes for future system development. These
programs clearly defined the need to develop systems that are integrated, linked, comprehensive,
and include a lead EMS agency with clear authority to manage assets in the geographically
defined area.*

EMS System for Washoe County

There are several options to consider in designing a workable, county-wide EMS system.
Regardless of the methods chosen, each will require the passage of county legislation to
authorize the DBOH to have greater system oversight authority.

Need for Lead Agency — \Washoe County, in spite of several remarkable attributes, does
not operate a comprehensive, coordinated and integrated EMS system. Many Washoe County
stakeholders identified this as a major issue in the delivery of EMS services, and described
Washoe County as having five subsystems. There is no clear lead EMS agency that has oversight
over the entire system. The program is fragmented with delivery services, operating as
independent providers, resulting in little accountability. Data and Information are not shared
freely among the services, providing for significant response inefficiencies, as well as distrust
among providers. These ineffective relationships require transferring of call data that increase
response times. Medical direction is fragmented and although each provider service has a local
medical director, the Prehospital Medical Advisory Committee (PMAC) was reported to be
ineffective because it is advisory and has no authority to make decision across the system
causing variable protocols and inconsistent delivery of care. Medical direction is not inherent in
all facets of the program.

33http://www.nhtsa.gov/About+NHTSA/Tran‘fic+Techs/current/Emergency+ Medical+Services+System+Developme
nt+1995+Update+of+the+Statewide+EMS+Assessment+Program+Through+1994
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The lack of a comprehensive integrated countywide EMS system makes it difficult if not
impossible to address the economic challenges that face Washoe County. An effective system
will allow for the removal many of the mechanical inefficiencies that cannot be addressed under
the current configuration, thereby improving the service and reducing the overall cost of the
delivery of care.

One method to consider is adding county oversight into the current model. The DBOH
would enable the District Health Officer to create and oversee a staff of professionals. Figure 52
describes the structure keeping the REMSA Board.

Note: The DBOH could also be a Washoe County agency, and the DHO could be a
Washoe County EMS Manager.

Recommendation 5: Create a lead EMS Agency, under the District Board of Health (and
County Health Officer) to provide oversight over the entire EMS system, while maintaining the
organizational identity of the individual provider services. This system should include a county
EMS Manager, EMS Medical Director, and sufficient staff to provide regulation and oversight of
access, clinical care, administration, quality management, education and training, disaster
management, and evaluation. All organizations from PSAPs to healthcare systems that provide
EMS in Washoe County should be part of the county-wide system.

There are several options to consider in designing a workable, county-wide EMS system.
Regardless of the methods chosen, each will require the passage of county legislation to
authorize the DBOH to have greater system oversight authority.

DBOH Opversight Within the Current Structure — One method to consider is adding
county oversight into the current model. The DBOH would enable the District Health Officer to
create and oversee a staff of professionals. Figure 52 describes the structure keeping the REMSA
Board.
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Figure 52: DBOH EMS Oversight Using Current Structure

District Board of
Health

District Health
Officer

EMS Medical
Director

EMS Manager

EMS Provider

REMSA Board .
Agencies

EMS Contractor
(RASI)

Figure 53 shows the shows the county-based administrative oversight system without

REMSA. The contractor would report directly to the EMS Manager.
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Figure 53: EMS System without REMSA
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Another consideration could be to use the oversight board approach, but expand its
oversight to the entire system. The board would be made up of independent, county-appointed
individuals, some representing certain organizations, while others representing the citizenry. The
EMS Manager would serve as the board executive director, and the medical director would be
ex-officio.

This type of system is fraught with many complications, including member
independence, time needed for members to conduct business, and the tendency for non-board
officials to be delegated power out of convenience. Controlling these variables could make this
model workable. Figure 54 shows the expanded board model.
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Figure 54: Expanded Board Model
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In any of these EMS models, a qualified, full-time physician medical director could fill
both the EMS Medical Director, and EMS Manager positions. If this route is chosen, the
physician must have experience and education in EMS management.

Alternatively, the same oversight could be provided by another Washoe County agency
including a lead fire or public safety agency. Figure 55 shows an alternative structure.
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Figure 55: Washoe County EMS
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Recommendation 6: Create a lead EMS Agency, under the District Board of Health (and
County Health Officer) to provide oversight over the entire EMS system, while maintaining the
organizational identity of the individual provider services. This system should include an EMS
Manager, EMS Medical Director, and sufficient staff to provide regulation and oversight of
access, clinical care, administration, quality management, education and training, disaster
management, and evaluation. All organizations from PSAPs to healthcare systems that provide
EMS in Washoe County should be part of the county-wide system. Alternatively, oversight could
be provided by another Washoe County public safety agency.

Costs of a County EMS System — Unfortunately, expanding county EMS oversight will
involve an investment in additional personnel. Several of the positions already exist in the
Washoe County Health Department. Some can be offset by charging fees to provider
organizations. This is unpopular but may be needed. The performance fines paid by contractors
could be used to finance the system. First responder agencies may have to be assessed penalties
for failure to maintain response time standard. The county must be cautious in using penalty
funds as a means of fundraising. Monetary penalties are used to encourage system constituents to
meet their contractual obligations. System integrity becomes compromised or at least questioned
when the system is financially based on fines.

Several years ago, Washoe County eliminated any fees paid by cities or districts for
ambulance service. This was an appropriate action. Under no circumstances should a contracted
EMS provider be provided a government subsidy, or stipend to provide service.

Recommendation 7: Under no circumstances should the county, any city, or any fire protection
district agree to provide an EMS contractor a government subsidy, or stipend to provide service.
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EMS Medical Direction

The role of medical direction in EMS systems has been well described and documented.
Both the EMS Agenda for the Future and NHTSA Statewide EMS Assessment Program the
clearly identify the role of the medical directors.

EMS is a medical care system that involves medical practice as delegated by physicians
to non-physician providers who manage patient care outside the traditional confines of office or
hospital. As befits this delegation of authority, the system ensures that physicians are involved in
all aspects of the patient care system.

Nevada EMS Requirements— Consistent with this benchmark, Nevada Administrative
Code NAC 450B.505.1b requires a medical director for each service providing emergency
medical care, including volunteer and first response fire services, and clearly defines the roles
and responsibilities of the service medical director. All services in Washoe County have medical
directors. The level of involvement in their particular service varies. Some services have medical
directors with broad and extensive national experience in the field of medical direction and are
extensively involved while others have medical directors that have limited experience in EMS
delivery and are minimally involved. NAC 450B does not require that EMS medical directors be
board certified emergency physicians, nor that they have certification as a EMS Medical
Director, but only that they have a knowledge on EMS.

As a result of the broad variation of experience as EMS Medical Directors, some
programs have medical directors that are involved in all aspects of the delivery of care, including
training, quality assurance, dispatch, treatment protocol development, transportation protocol
development and other aspects of the delivery of care. Others are limited to provider certification
and verification. System stakeholders reported that some rarely see or interact with their medical
director while others see and interact with him/her on a daily basis. Such inconsistently typically
leads to variability in the provision of care throughout the system. Two of the medical directors
in Washoe County did not participate in the evaluation, nor did they answer emails or phone
calls.

Prehospital Medical Advisory Committee — All service medical directors have a seat
on the Washoe County Prehospital Medical Advisory Committee (PMAC). This committee
serves as a communications forum and participation is voluntary, and is advisory in nature. The
PMAC has no delegated authority and as a result little has been accomplished to enhance either
the medical involvement in the system or enhancement to the system. Some representatives
reported that only three or four medical director participate in the quarterly meetings. The PMAC
has bylaws, but lacks goals and objectives, lacks a defined custodian of records, lacks a
chairman, and lacks authority to make system enhancements. Other than information exchange,
most felt that the PMAC is not being used to potential. In the past a Medical Control Board
existed with authorities vested by the State, but due to the revision of NAC 450B, which
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retracted certain authorities to the State EMS Office, that Board was abolished and replaced with
the PMAC. Medical Directors reported that this format was effective and better served the
community than the current PMAC.

The exception to this is the development of countywide treatment protocols. Recently,
several medical directors and EMS system leaders have started meeting with the mission to
create a countywide EMS treatment protocol.

System Medical Direction — There is no “system” medical director to provide
consistency of medical oversight, and medical decisions that affect the entire system are
generally consensus by committee with no authority for implementation. This appears to be a
reflection of the fact that Washoe County EMS is fragmented and operates as if it were five
subsystems without a lead agency with ultimate authority for the system. This lack of cohesion
makes decision making difficult and consistency throughout the system problematic, ultimately
reflecting in the quality of care.

Online and offline medical direction is available in Washoe County but is used on a
limited basis when requested by responders. Receiving facilities have 800MHz radios as well as
the UHF radios used solely by REMSA. The use of two distinct radio frequencies, while
providing communication redundancy, has created communications problems. Some receiving
facilities reported that they do not monitor the 800MHz system with regularity. There does not
appear to be a groundswell for increased online medical direction, but the option should be
available, especially as EMS programs are enhanced.

In addition to prospective and contemporaneous activities, medical directors have critical
prospective, concurrent and retrospective roles in the area of quality management. Washoe
County stakeholders reported strong physician involvement in some local quality management
programs.

There was a serious concern regarding the protection of quality management information
when it involved reviewing cases where more than one service provider was concerned. State
law does not provide protection from discoverability or other legal protections for such collegial
quality management or evaluation reviews. It is unclear if the State provides ‘any’ legal
protection from discovery of peer-review information generated as part of evaluation efforts.
Such limitations severely limit the county’s ability to conduct effective quality improvement
reviews of mass casualty events or other major incidents where more than one service provider is
involved. As a result they do not occur in any meaningful way. This also leads to the cloud of
mistrust that is pervasive among the county EMS providers.

We discussed this matter with the Nevada State EMS representatives and found no
evidence to support or refute the inability of the EMS system to conduct traditional medical peer-
reviewed case reviews. This includes either within organizations or between organizations. The
presumed loss of protection from discovery is not directly rooted in law, but possibly urban
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legend. The recent NHTSA State EMS Assessment does not mention this as a quality
management issue. Regardless, state or county legislation or administrative regulation may be
necessary for all parties to be willing participants in system-wide EMS quality management
activities.

Recommendation 8: The DBOH should be given the authority to, and appoint an EMS Medical
Director with oversight and authority over the quality of care for the entire system. The EMS
Medical Director would report to the District Health Officer, and could be a classified or
contracted employee.

Recommendation 9: Work to assure the passage of legislation or administrative regulation
providing legal protection to all constituents participating in local EMS quality management
programs.

Qualifications for an EMS Medical Director should include:

1. Current license, in good standing, by the State of Nevada as a Medical Doctor (MD)
or Doctor of Osteopathy (DO).

2. Current certification by the American Board of Emergency Medicine or the American
Board of Osteopathic Emergency Medicine in the specialty of Emergency Medicine.

3. Certification or Eligibility in the Sub-specialty of EMS is preferred.
4. Documented experience in providing EMS Medical Direction.

5. Able to meet the current requirements for an EMS Medical Director as per the
Nevada State Office of EMS.

6. Continue to monitor the recommendations from professional organizations including,
The American College of Emergency Physicians (ACEP), the American College of
Osteopathic Emergency Physicians (ACOEP), the American Academy of Emergency
Medicine (AAEM), and the National Association of EMS Physicians (NAEMSP).

Recommendation 10: Accept the listed qualifications for the position of County EMS Medical
Director.

EMS Medical Direction Task Force— The PMAC should be redesigned as the EMS
Medical Direction Committee with the primary goal of advising the County EMS Medical
Director and County Health Officer on matters that concern all phases of EMS care.

Task Force Composition: The task force should be chaired by the County EMS Medical
Director, with representation from three main constituent groups.

e Provider EMS Medical Directors — These are the medical directors from each first
responder, ambulance, and aeromedical provider agency. The District Health Officer
may appoint specialists in emergency medicine and trauma surgery to serve on the
task force.
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e Medical Specialty Advisors — These are community physicians from specialties that
are not usually involved in day-to-day EMS, but would be available to provide
consultation for specific EMS situations involving their specialty. Examples would
include specialists in dermatology, infectious disease, ophthalmology,
otolaryngology, psychiatry, etc. They are not regular task force members.

e Non-physician EMS Clinical Leaders — These include distinguished representatives
from non-physician medical specialties including EMS (including the fire service),
nursing, and others whose expertise will contribute to the quality of EMS care.

Task Force Purposes: The EMS Medical Direction Task Force will provide advice to
the County EMS Medical Director regarding areas including EMS protocols (including, all levels
of Medical Priority Dispatch, Emergency Medical Technician, and Paramedic), EMS education
and training, quality management, expanded scope of EMS service and practice, and matters
concerning any of the 14 EMS Attributes.

The Task Force itself would remain advisory in nature, but with the County EMS
Medical Director chairing the task force, its advice is more likely to be implemented. There is no
intention for the task force to limit the authority of the EMS Medical Director or the District
Health Officer.

Recommendation 11: Rename the PMAC as the EMS Medical Director Task Force to be
chaired by the County EMS Medical Director. The task force would be advisory in nature.
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8. INFORMATION SYSTEMS

Because of the episodic nature of EMS, the various data element needed to evaluate
systems performance and the care delivered are collected in disparate locations, and by various
components of the system. Required Data elements for a comprehensive information
management system are stored in various CADs, 9-1-1 logging recorders, and radio system(s)
logging recorders. For injury and illness surveillance, trauma registries, emergency department
registries, traffic records and other data sets must also be available. The ability to collect, link,
and analyze EMS data was identified in the EMS Agenda for the Future as the ”...very
foundation of the future of EMS.”* It has been over 10 years since information and data
management was identified as an essential need for future EMS systems. The Government
Accounting Office (GAQ) has since identified that most agencies see this as a goal, its progress
has been slow, and the goals have not been accomplished. *

In Washoe County, the management of EMS information is one of the weakest link that
we noted. Washoe County has no central repository for EMS communications, reporting, or
system data. There is little cohesion between prehospital and hospital follow-up, or data are
available not shared. Complicating the problem is the lack of an integrated and cohesive EMS
system to provide a platform for effective data collection. There are several CADS being used by
different agencies which are not linked. Some services have comprehensive Records
Management Programs, while others have rudimentary programs. To effectively measure
response interval and performance, clocks for each data collection device must be synchronized.
Unique patient identifiers must be in place to track patients through the system. This is not taking
place. As a result it is impossible to accurately measure system performance. Washoe County
EMS agencies are protective of their data, and are not willing to freely share data elements
among stakeholders. Not only has this prevented effective measurement of system performance
and productive health surveillance, it has created an environment of distrust. This distrust was
exhibited not only among EMS system stakeholders but between the public and the EMS
community.

This systemic distrust appears to result from two elements. First the perceived notion that
REMSA does not openly and freely share all data elements that it collects with other system
stakeholders. Second the perceived notion that the information generated from the data is
inaccurate. Third, fire services want to become the exclusive EMS provider within the county.

*Ems Agenda for the Future. Washington, DC : U.S. Dept. of Transportation, National Highway Traffic Safety
Administration, [1996] p. 55

% jom. (2007). Future of emergency care: Emergency medical services at the crossroads. Washington, DC:
Institute of Medicine.
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These barriers must be eliminated in order to provide an effective foundation for meaningful data
collection and interpretation.

The Washoe County citizen has a different perspective on what the data means than the
EMS, communications, or facility system manager. The citizen only cares about how long it
takes to get an ambulance to his location from the time he calls 9-1-1, not the individual
intervals. The citizen deserves and demands an accurate report of that event. The
Communications manager focuses on call processing and dispatch times. How long it takes the
call taker to process the call and dispatch the resource. The EMS manager focuses on the time
EMS gets the call until the unit is back in service: how long it takes the responder to turn out,
travel to the location, scene time, travel time to the hospital, time in hospital, and time to in
service. There are specific recognized call intervals that system managers study to evaluate
system performance each reflecting on a specific performance element or interval. Washoe
managers can only improve performance and trust if they study and repair those response
intervals, and that common standards exist for each. Fundamental is the ability to effectively
measure each interval both individually and in aggregate. To accomplish this, data elements must
be available, valid and accurate.

Because of the lack of a comprehensive integrated EMS system for Washoe County,
there is not clear information management program and continuum. Reno ECOMM and Sparks
FD collect dispatch interval data. REMSA and Sparks FD collect response data. First response
agencies collect response data. Clocks are not synchronized. Yet data are not collected in an
integrated and aggregated fashion. Because there is transfer function where ECOM call takers
hand EMS calls off to REMSA for dispatch, there is a mechanical inefficiency and delay that is
built in to the dispatch function. Two 9-1-1 centers and three dispatch centers provide duplicity
of effort and inconsistent data collection.

One of our biggest frustrations was the acquisition of data from Dispatch centers,
especially Reno EComm. It took several months into the study to secure analyzable data.
Dispatch facilities should be able to quickly assess and report on response, and other
performance data.

REMSA and WCSO have RMS systems that allow for Automatic Vehicle Location
through Marvlis® and similar police software respectively. The remainder of the provider
agencies either (a) do not have an RMS that allows AVL or (b) do not have mobile data
terminals that can receive the data. As a result, there is no way to accurately measure the EMS
response continuum. Effective use of AVL technology does not exist and the use of closest
forces dispatch principles cannot be implemented system-wide.

Improvement in data collection and system performance enhancement can only take
place if certain system structure changes occur. Consolidation and integration of dispatch/9-1-1
centers will provide a singular source for response data. A central data collection function and
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information manager who has access to all data in the system will allow for valid, reliable,
accurate and timely response and performance data. While REMSA and WCSO have
implemented Record Management Systems (RMS), most interpret Computer Aided Dispatch
(CAD) data using Chrystal Reports which can provide basic information, but not the robust
information provided by RMS and required for efficient system monitoring and measurement.

It is difficult to recommend a full consolidation of 911 Centers because the most efficient
center (Sparks) would likely be absorbed. Instead, the county should consider a virtual
consolidation of 911 Centers, where regardless of physical location, all CADs and data
management systems would be connected. AVL services would be accessible to fire and EMS
agencies to determine locations and availability of units.

In addition to EMS specific response and performance data, managers must be able to
link EMS data with other public health, public safety, and community resources. Traffic safety
records, Renown Health trauma registry, public health, and emergency department registries, are
examples of data sets that should be accessible and linked. Available data provides a basis for
research and health care surveillance. EMS stakeholders reported that it is easier to participate in
national research activities than in local Washoe County efforts. This is reflective of the lack of
trust among EMS agencies in what some consider proprietary data. To participate in meaningful
local EMS evaluation and research and injury and illness surveillance, these trust barriers must
be removed.

Recommendation 12: Within the Washoe County District Board of Health (or selected lead
EMS agency), create a data management program to generate valid, reliable, accurate, and timely
information to describe the entire EMS event for the county and provide real time feedback to
response agencies and the community. Cooperate with other public health and public safety and
community resources to produce injury and illness surveillance reports that can be used to focus
EMS efforts.

A Word About Proprietary Data

REMSA and other agencies are concerned about data security and unauthorized access.
Since REMSA and its contracted agents are proprietary entities, some of their concerns are valid.
For example, unauthorized access to files containing ambulance placement and staffing methods
could lead to financial losses. In contrast, outcome data concerning response times, patient care
(unless HIIPA restricted), provider services, and similar data are public and should not be subject
to protection under proprietary restriction. While ambulance response time compliance is not
proprietary, the models used to determine ambulance placement are likely proprietary.

Recommendation 13: Combine 9-1-1/dispatch centers into one central county-wide resource so
that all data is collected in one central location with singular methodology. Alternatively,
develop a virtual consolidation between dispatch centers using a universal CAD or type of CAD
for the county.
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Recommendation 14: Implement a countywide EMS Records Management System that links
CAD and dispatch data, and provides the necessary information so that system managers can
make informed decisions about the EMS system based on fractile response data.

Recommendation 15: Implement an Automatic Vehicle Locator (AVL) program throughout the
county and adopt closest forces principles.

Recommendation 16: Place all EMS Communications on the 800MHz radio system.
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9. EVALUATION OF REMSA CONTRACT

The Washoe County Health District and REMSA have a contractual agreement that defines
goals, responsibilities, and other quality management measures that are intended to assure
efficient and effective out-of-hospital ambulance transportation.

Contract History

The original contract between REMSA and the District Board of Health was originally
approved in 1986 and has undergone several revisions. In January 2005, the Board passed the
current contract known as Amended and Restated Franchise Agreement: Organizational,
Performance, and Operational Criteria for the Regional Emergency Medical Services Authority.

In order to understand the contract, one must understand the organizations involved in the
execution of the contract. A traditional public utility ambulance franchise model contains four
main resources.

e The governmental oversight organization
e An independent oversight board that can be appointed or elected

e A contractor that provides ambulances, personnel, or other services as directed by the
independent oversight board

In Washoe County, the above organizations are represented as follows:

e Governmental Oversight — is provided by the Washoe County District Board of
Health who vests contractual oversight with the District Health Officer. The District
Health Officer’s staff assists in providing quality management for EMS and oversight
of contract compliance.

e Independent Oversight — is provided by the Regional Emergency Medical Services
Authority (REMSA). The Public Utility Model (PUM) concept was first used in the
1970’s, with the goal of providing the ultimate public-private business model. In
1982, federal money for EMS dried up, and some municipalities look for a way to
achieve the balance between quality, cost, and compassion.

% Post, C. (2010). Lesson Seventeen: High-Performance Systems. Retrieved from
http://www.emsvillage.com/articles/article.cfm?id=1338
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REMSA would serve to assist the Washoe County District Board in providing regulation,
while also being a customer that contracts for services. REMSA would own some of the goods
and services, including buildings, and ambulances. Goods or services not owned by REMSA are
contracted out to a commercial provider.

Members of the independent oversight board include:

e One representative from Washoe Medical Center, Inc.%’;

e One representative from Saint Mary’s Regional Medical Center;

e One representative from Northern Nevada Medical Center;

e One consumer appointed by the above three hospital representatives;
e One representative from the legal profession;

e One representative from the accounting profession; and

e One consumer representative.

The District Health Officer serves as an ex-officio member of the board.

The legal, accounting, and consumer representatives are appointed by the District Board
of Health. Members appointed by the District Board of Health are forbidden to have certain
financial dealings with the chosen ambulance contractor.

Current Ambulance Contractor

The current ambulance contractor is known as the Regional Ambulance Service
Incorporated (RASI). This company was selected to provided personnel services, and other
goods that REMSA needs to provide efficient and effective services.

Based on the PUM concepts, RASI is the actual contractor, and REMSA is the initial
regulator. REMSA holds RASI responsible for fulfilling the contract, while the DBOH holds
REMSA responsible for system performance.

The Public Utility Model in Practice— The PUM model achieved its greatest influence
during the 1980’s and 1990’s, where up to five percent of EMS systems used the model. After
2000, municipalities started to question the efficacy of the PUM because often failed to achieve
the financial success promised, local municipalities wanted to cash in on the alleged financial
benefits of EMS services, insurance payors, public and private did not facilitate rules to help

37 Succeeded by Renown Regional Medical Center
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PUM’s succeed, and the model itself became difficult to manage. By 2007, the percentage of
EMS systems using the PUM was reduced to two percent.®

In Washoe County, the PUM model has transposed from a pure PUM to how the system
is running now. There is very little separation between REMSA and RASI, with some REMSA
board members (or others within the organization) serving as RASI board members. As will be
shown below, the quality management requirements imposed on REMSA should actually be
imposed on RASI. We evaluated each section of the current agreements and identify system
implications. Recommendations are made throughout the evaluation, except for system-wide
recommendations that are included in the final chapter.

Evaluation of the Current Franchise Agreement

Below is an evaluation of the current EMS franchise agreement between the DBOH,
REMSA, and RASI.*® In general, the contract is confusing, very restrictive on the DBOH, and
provides for token quality management requirements that lack meaningful evaluation.

Section 1— Nevada Revised Statute 281.A400 prohibits any of the three DBOH
appointees from having a pecuniary interest in the EMS system. “Pecuniary interest” is a legal
term that simply means one that involves money.*® These laws are usually enacted to avoid the
appearance of conflict of interest and similar ethical issues. Some system constituents advised us
of their concern involving DBOH-appointed REMSA board members having a direct pecuniary
interest in the system.

Our review found that from a statutory standpoint, these three appointees met the
conditions described in NRS 281A 400:

1. Except as otherwise provided in this section and NRS 281.555 and 332.800, a public
officer or employee shall not bid on or enter into a contract between a governmental
agency and any private business in which he has a significant pecuniary interest.

2. A member of any board, commission or similar body who is engaged in the
profession, occupation or business regulated by such board or commission, may, in
the ordinary course of his business, bid on or enter into a contract with any
governmental agency, except the board, commission or body of which he is a

% NAEMT. (2007). EMS by the numbers. Retrieved from
http://www.naemt.org/become_a_member/careers/statistics.aspx

39 Washoe District Board of Health. (2005, Revised). Amended And Restated Franchise Agreement: Organizational,
Performance And Operational Criteria For The Regional Emergency Medical Services Authority.

0 Gale Group. (2008).West's Encyclopedia of American Law. [2™ Ed.]. The Gale Group, Inc. Retrieved from
http://legal-dictionary.thefreedictionary.com/pecuniary
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member, if he has not taken part in developing the contract plans or specifications and
he will not be personally involved in opening, considering or accepting offers.

3. A full- or part-time faculty member or employee of the Nevada System of Higher
Education may bid on or enter into a contract with a governmental agency, or may
benefit financially or otherwise from a contract between a governmental agency and a
private entity, if the contract complies with the policies established by the Board of
Regents of the University of Nevada pursuant to NRS 396.255.

4. A public officer or employee, other than an officer or employee described in
subsection 2 or 3, may bid on or enter into a contract with a governmental agency if
the contracting process is controlled by rules of open competitive bidding, the sources
of supply are limited, he has not taken part in developing the contract plans or
specifications and he will not be personally involved in opening, considering or
accepting offers. If a public officer who is authorized to bid on or enter into a contract
with a governmental agency pursuant to this subsection is a member of the governing
body of the agency, the public officer, pursuant to the requirements of NRS 281.501,
shall disclose his interest in the contract and shall not vote on or advocate the
approval of the contract.**

The Washoe County District Attorney’s Office believes that the REMSA citizen
representatives do not meet the NRS classification of public official. Further, the Washoe
County Health District is not likely considered a type of governmental agency or political
subdivision as defined by the ethics statute. This is topic deserves further attention,
including case law research, and possibly an advisory opinion.

Although the current DBOH appointees are not likely to have direct pecuniary interest in
the REMSA/RASI franchise agreement, the situation does raise concern. Should the REMSA
law firm, accountant, or similar officials be independent of RASI? We believe that they should.
We also have further concern that each hospital with a representative on the Board may also
appoint one consumer representative. This should also be revisited. All members of the REMSA
board should be appointed by the DBOH. This helps assure independence and limits indirect
pecuniary interest, and non-pecuniary conflict of interest.

Recommendation 17: Section 1 should be redesigned to prohibit any REMSA board appointee,
or their employer organization from being associated with RASI or any successor franchisees.
All consumer board members should be directly appointed by the DBOH.

1 NRS 281.505
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Section 5 A: Rebid or Market Share Evaluation — Originally, the exclusive franchise
was to be publically bid every seven years. In 2000, the DBOH agreed to an amendment that
allowed for a market share analysis to be used instead of a competitive bid. A market survey
compares REMSA’s efficiency and effectiveness with similar PUM systems. The evaluations are
to be performed by an independent firm agreed to by REMSA and the DBOH (or District Health
Officer). If the assessment was considered acceptable, no competitive bid would be held.

The franchise agreement as amendment has caused concern from area fire department
first responders. One claim involved system finance efficiencies. Compared to other PUMs, it
appeared that REMSA’s cost were higher than others. Elimination of the competitive bid process
was considered counterintuitive because of its questionable financial performance. The original
assessment vendor was the National Association of Public Utility Models (NAPUM). There was
concern that the President of REMSA, RASI, and the resident agent and treasurer of NAPUM
were the same person.*> REMSA now uses a private consulting firm to perform the market
assessment. The NAPUM has been replaced by a successor organization that is housed within
one of the PUM agencies in Tulsa, OK.

We question whether the market share analysis plan should be the exclusive measure
used to determine whether a competitive rebid should be waived. Further, since we believe that
REMSA is the regulatory agency, the current contractor should also be assessed in the
independent market analysis. Another question is whether the market analysis should be
restricted to comparisons between PUMs. We appreciate the logic of comparing “apples to
apples,” but this situation is more complex. Not only should efficiencies be determined on an
intra-model basis, but should include an extra-model examples. This method would prevent
exclusive comparisons with PUM model systems that now number less than two percent of EMS
systems nationwide. If REMSA continues to use market share analysis, then no more than seven
years should elapse between competitive bids to provide for service.

Recommendation 18: If REMSA continues to use market analysis, it should include intra-model
and extra-model comparisons. No more than seven years should elapse without conducting a full
competitive bid.

Section 7: Performance Bond — The current requirement for a $200,000 performance
bond or line of credit is inadequate. EMS is an essential community service that cannot, under
any circumstances, fail to function. While the ambulance contractor has a reliable history, any
commercial service can fail. Not only must government be able to step in, but it must be done
without harm to the citizens. The citizens cannot be held responsible for a commercial business
failure, labor situations, or even civil unrest preventing service.

42 Sparks Fire Department. (2010). Clarification and prioritization of EMS issues: White paper. Unpublished
Manuscript, May 17, 2010. Sparks Fire Department.
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A bond of $200,000 will be quickly used up, leaving the county at risk. Also, there is no
clause in the agreement that prohibits REMSA or the contractor from seeking injunctive relief to
prevent funds from distribution. Our recent studies in Key West, FL, and Rochester, NY
included designing an RFP for competitive bid. In both of these RFPs we required a $1,000,000
surety bond or irrevocable line of credit. We also required that if the municipality declared the
provider in default, and the surety bond or line of credit was invoked, that the contractor could
not bring action to delay access to the funds.

Recommendation 19: Require REMSA or the contracted agency to post a surety bond, or secure
an irrevocable line of credit for at least $1,000,000. The franchise agreement should also include
a clause that upon declaration of default by the District Health Officer or DBOH, either REMSA
or any service contractor cannot bring legal action to delay the DBOH’s access to the funds.

Section 10: Response Times — Restricting the definition of life-threatening call to
“priority one” may be inadequate. Second-level priority calls are often of a serious nature and
require quick response and transport. Since this variable is not directly measured, we cannot
adequately assess how this affects overall response times. Also, response time requirements
should be based on the medical priority dispatch program used by the PSAP. Instead of priority
one or two, the response time requirement should be based on the initial MPD classification of
A, B, C, D, E or Omega. Calls classified as C, D, or E should fall into the eight minute response
time requirement for Sparks and Reno, and within the current time requirements within the
remainder of Washoe County.

Some will argue that the eight-minute and 59 second ambulance response time standard
lacks evidence of validity.*® We understand such arguments but must also approach it from an
efficiency standard. REMSA’s operational model generates significant reliance on rapid fire
department first response. Easing of expectations on the contracted ambulance service will likely
increase reliance on fire department first responders who are not compensated for providing their
service. Targeting the correct emergency calls for the eight minute (or area time requirements) is
best accomplished through stricter used of the medical priority dispatch system.

Recommendation 20: The eight minute and 59 second response time requirement should be
required for all calls classified by the PSAP as Charlie, Delta, or Echo (Priority 1 or 2).

Whenever time is used as a performance variable, there is always room for manipulation.
Human behavior factors, unclear definitions for exceptions, giving the contractor unlimited
discretion for self-granting of exceptions, and similar sub-variables begs the question of data
authenticity. Currently, REMSA (and RASI) are permitted to decide when an exception to the
eight-minute or other response time variables should be granted. Our inspection of records

43 Zavadasky, M. (2012, February). Response time realities: The scientific evidence. EMS Insider, 39(2), 4-5, 7.
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indicated that there are no specific quality management requirements for monitoring of
exceptions. There are also no restrictions on when the exception may be taken, prospectively,
during the call, or retrospectively. Leaving this variable to unmonitored interpretation is outside
the boundaries of good quality management.

Recommendation 21: The downgrading of call priority classifications may only be done by the
PSAP, PDAP, or on scene first responder. If the District Health Officer wishes to allow REMSA
or the contracted agency the privilege of downgrading call classifications, it must occur
prospectively (prior to ambulance dispatch), and include an explanation within the call software.
The District Health Officer should monitor compliance and disqualify those downgrading
without good reason or documentation. The DBOH annual franchise report should contain a
summary of downgrade requests and determinations.

Another question concerns the sampling techniques used to determine sample size. In FY
2010, the County Health Officer reviewed 771 of 61,807 calls for response time compliance. We
calculated that the sample size only assured a confidence level of 50%. In order to assure a
practical confidence level of 90%, 2011 sample calls should be surveyed. With the availability of
modern dispatch technologies, precise data and Excel type of software, there should be no reason
to rely on sampling. Overall compliance rates should be calculated based on the total number of
emergency calls (N =) minus calls determined to be inappropriate to count.

Recommendation 22: Response time compliance should be based on the entire population
instead of sampling.

Section 10: Fines for Non-compliance — The franchise agreement allows for monetary
fines to be imposed for non-compliance with the response time criteria. As of FY 09/10 the
penalty per minute rate was $15.28 per minute plus any portion above to a maximum of $150.00
per call. During that year, the District Health Officer sustained $39,957.20 in assessed fines.
According to the District Health Officer annual audit, during FY 10, REMSA responded to
61,087 “responses.” There was no breakdown as to the total number of Priority One responses,
which are the only calls for which fines are assessed. We cannot confirm whether these were all
emergencies or included transfers.* No data were available for aeromedical responses or
financial info.

Before addressing specific issues, we will discuss the reasons behind using fines to insure
compliance. Monetary penalties are assessed as a catalyst for contract compliance. They are not
used as a fundraising tool for the municipality. Unlike parking or red light camera citations,
municipalities should not use ambulance contract fines as an expected or actual budget
enhancement. That being stated, ambulance contract compliance fines must be significant as a

44 Coulombe, E. (2011). Franchise compliance report for the REMSA 7/01/09 through 06/30/10. Washoe County
Health District, August 16, 2011.
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tool to encourage compliance. Many municipalities have enacted an ambulance compliance
program, but set the terms and conditions that favor the ambulance responding late and paying a
fine, instead of providing adequate staffing and units to assure compliance.

Our review of the FY2010 compliance report revealed that the above may be the case in
Washoe County. Overall, $15.28 fine per minute is likely acceptable but needs to be assessed
differently. The fine should be based on both the act of late response and the degree of lateness.
We suggest a fine of $100 for being late, and an additional $15.28 per minute, with a maximum
total fine of $250.00 per call.

Recommendation 23: Determine ambulance response time fines based on both the act of
lateness and degree of lateness. Assess a $100.00 penalty for being late and an additional $15.28
(as per CPI changes) per minute to a maximum of $250.00.

Currently, all fines for contract violations or late responses are placed into a fund that is
used to defray community EMS education costs. Contract violation fines could be better used to
offset the systemwide costs of EMS oversight. The annual DBOH franchise report should
include a summary of fines imposed, the number sustained by the DHO, and the total fines
collected.

Recommendation 24: Funds collected for EMS contract performance standard violations should
be used to offset system wide EMS oversight costs incurred by the Washoe County DBOH.

Section 11: Rate Increases— The DBOH should have the authority to accept or reject
requests for rate increases. Government oversight of private industry providing essential services
must allow for this. We applaud both parties for considering alternative dispute resolution,
arbitration, to settle differences. Setting up an oversight system that allows for arbitration as an
appeal of what constitutes DBOH management rights is not efficient. Arbitration should be used
as an alternative to litigation. By making this a contractual right, the DBOH invites this. Further,
the American Bar Association, and other professional groups now question whether arbitration is
less time consuming and less costly than litigation.*®

If the DBOH wishes to avail itself of alternative dispute resolution (ADR) services, it
should consider using professional mediation services. These services are voluntary on the part
of all parties, less formal, and clearly less costly than litigation or arbitration. The franchise
agreement should not contain any provisions that insinuate that a contractor can strong arm the
oversight agency. Regulation of reimbursement is the prerogative of the DBOH.

4 Marinello, M. L. (2008). Protecting the natural cost advantages of arbitration. Litigation News, Retrieved
fromhttp://apps.americanbar.org/litigation/litigationnews/practice_areas/corporate_naturalcost.html
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Recommendation 25: Remove the arbitration clause from Section 11. If ADR is considered,
professional mediation is the method of choice. The District Board of Health should have the
ultimate decision power over ambulance rate regulation.

Section 26: Annual Reporting Requirements— The current franchise agreement allows
REMSA to submit its end of year report within 180-days after the end of the fiscal year. Annual
reports should be available within 90 days. New technologies and the need for transparency
make the ability and need for currency.

Recommendation 26: Require REMSA to submit their annual report to the DBOH within 90
days of the fiscal year end.

Section 30: Succession — An area of great concern to Washoe County municipalities
involves the franchise agreements clause that assigns any obligations to a successor agency. For
example, if the DBOH determines that local municipalities would become ambulance providers,
would these municipalities be responsible for REMSA’s remaining financial liabilities. A 1995
audit conducted by the City of Reno found that dissolution of REMSA could put the DBOH and
the City in a position of liability.*® This concern was echoed by the City of Sparks. In 2009,
Sparks asked the Washoe County District Attorney’s office for answers to a hypothetical
question concerning this section. The Washoe County Attorney advised that there was no direct
answer because it would depend on how the DBOH determined any successor agency or
agencies would operate. *"*® Our research confirmed that there is no direct answer to this
question. What type of successor organization(s), if any, is (are) selected, would likely determine
if successor responsibility could be assigned.

Another question we have concerns the ability for the DBOH to enter into an agreement
that could assign liability to a branch of government or an independent city. If there were no
franchise agreement, and the county operated an oversight agency, there may be no franchise to
assign successor financial responsibility to. Answering this question would be critical as a
precursor to any recommendation.

Recommendation 27: Cities within Washoe County should consult their legal services to
provide guidance on the implications of REMSA Franchise Agreement Section 30. EMS
agencies must understand that there may be no single answer to their concern.

46 Cross, T. (1995, May). Staff report: Internal auditor’s report on the review of REMSA. Unpublished Report. City
of Reno, NV., May 17, 1995,
o Sparks Fire Department. (2010). Clarification and prioritization of EMS issues: White paper. Unpublished
Manuscript, May 17, 2010. Sparks Fire Department.

® The Washoe County District Attorney’s Office is under no obligation to provide legal advice to cities within
Washoe County.
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Section 31 Modification: This section allows the DBOH and REMSA to modify the
agreement, by mutual consent, with formal approval of the DBOH. As we reported
above, on September 17, 1997, the DHO and REMSA mutually agreed to a modification
of response time criteria. While the modification was sound and within industry
standards, there is no record of DBOH formal approval. Successor franchise agreements
have not included the modification.

In the future, if the DBOH (or DHO) agree to modify the franchise agreement, formal
DBOH approval should follow within six months.

Overall Concerns — After reviewing the history of the ambulance franchise agreements,
we have some general concerns that should be addressed.

e Amendments agreed to after 2000 appear to greatly benefit REMSA while limiting
DBOH oversight of the agreement.

e REMSA controlled actions, including the selection of financial auditors, market share
studies, annual report timing, and similar quality management measures could impede
the DBOHSs’ ability to accurately assess the operational and financial fitness of the
franchisee.

e Regulation of rates that are clearly DBOH powers that have been muted by the need
for or threat of arbitration. The DBOH does not have any obligation to cede this
authority.

e Section 30 appears to handcuff the board from being able to rebid or reconsider how
EMS is delivered.

In conclusion, the current Franchise Agreement resembles what some call a sweetheart
deal or an example of the fox guarding the henhouse. While we are not recommending a new
contractor, in order to consider a new contractor, the DBOH would have to:

1. Conduct a market study and determine that the contractor is not performing
successfully.

2. Conduct a full RFP process.
3. Ifa new contractor is selected, negotiate a new contract.

4. Provide the current contractor up to two years notice of termination.
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This process would likely lead to extended court battles that will be costly to all involved.
Washoe County or the DBOH should not be constrained to these terms and conditions, especially
when an essential public safety function is involved.

Recommendation 28: Restructure REMSA to assure greater separation of the public utility
oversight group (REMSA), and the contractor (RASI).
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10. CHALLENGES AND ADDITIONAL RECOMMENDATIONS

This chapter contains additional challenges and recommendations we believe will best
serve Washoe County. Implementing the changes we recommend will not be easy. It will take
the development of common ground, and participation and trust to achieve these changes.

System Development and Oversight

The lack of a true county EMS system was readily apparent from the beginning of our
assessment. There is too large of a gap between individual EMS first responders and EMS
transport agencies and the state EMS system. We believe that this fragments the EMS system
and may compromise patient care and financial resources.

Development of a county-based oversight agency will serve as a nexus between Washoe
County and the State EMS system. It will provide oversight for how the 14 EMS attributes can
thrive.

We believe that the best approach would be to extend the authority of the Washoe County
Health District Board and the County Health Officer to oversee and regulate the system.
Individual first responder and EMS transport agencies would remain in place. Washoe County
would not be expected to provide operational services.

Recommendation 29: The County Commissioners should authorize the District Health Board
(or other lead agency) to create a countywide EMS oversight authority. The District Health
Officer (or designated department head) would be responsible for day-to-day oversight. The
DHOH would need a staff to accomplish this oversight.

A Dedicated EMS Staff— The District Health Officer (or designated County department
head) should be permitted an administrative staff to include an EMS medical director, an EMS
Manager, and staff personnel in charge of key areas. While administrative responsibility rests
with the District Health Officer, day-to-day management would be under the EMS Manager. The
EMS Manager would be responsible for total system oversight, with specific duties that involve
managing the County EMS Office, EMS Multi-casualty and Disaster Management, management
of the REMSA contract, County Liaison with appropriate organizations, strategic planning, and
system development.

The EMS Medical Director would be responsible for all medical protocols, medical
practice, liaison with the medical community, and the medical direction of dispatch, education
and training, quality management, and similar matters.

Other positions should include an EMS Quality Manager, EMS Information Specialist,
and an EMS Education and Training Specialist. The EMS Quality Manager would be responsible
for all quality management matters involving clinical care, dispatch, operations, and other areas
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assigned. The EMS Information Specialist would be responsible for implementing and
monitoring the collection and analysis of all EMS system data from dispatch thru discharge from
the healthcare system. The position would include analytical and technical duties. The EMS
Education and Training Manager would oversee the certification, practicing privileges, and all
education and training program. This position would work with the medical director to offer
sound administration of educational matters.

Recommendation 30: The chosen lead agency should appoint an EMS Staff that includes: an
EMS Manager, EMS Medical Director, EMS Information Specialist, EMS Quality Manager, and
EMS Education and Training Manager.

Direct Costs for a County EMS System — The current economic situation may interfere
with the hiring of additional EMS regulators. We attempted to determine the potential cost for
adding the suggested personnel. The potential costs should be considered pro forma because
employment classifications will affect compensation, benefits, and legacy costs. For example, a
contracted employee will likely cost less than a municipally classified employee. Whether the
savings are immediate, legacy-based, or both depend on many variables. In contrast, contracted
employees usually require frequent negotiations, with higher rates of turnover. Therefore, our
forecasts will provide a range of possibilities. Unless otherwise stated, these costs would occur
whether the DHOB or Washoe County was the lead agency.

Washoe County EMS Manager: The Washoe County EMS Manager would be
responsible for complete oversight of EMS in Washoe County, mainly from an administrative
and regulatory perspective. At this time, operational responsibility is not anticipated, but could
be considered for large multi-casualty or disaster situation. Table 20 lists the salary range for an
EMS Manager.

Table 20: EMS Manager Salary

Position Salary Benefits (25%-40%) Total
EMS Manager | $72,800-$123,841 $18,200-$49,563 $91,000-$173,404

The EMS Quality Manager would be responsible for several areas relating to the
efficiency of the EMS system. This includes operational delivery, protocol compliance, and
system efficiency. Procedural and protocol compliance includes all aspects of EMS from
Medical Priority Dispatch through all levels of patient care. The EMS Quality Manager works
closely with the Education and Training Division to assure that programs are based on measured
patient care needs. Table 21 lists the salary range for an EMS Quality Manager.

Table 21: EMS Quality Manager Salary

Position Salary Benefits (25%-40%) Total
EMS Quality Manager $45,126-$102,406 $11,282-$40,962 $56,408-$143,368
TriData Division, 131 August 2012
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The EMS information manager is responsible for the collection, storage, access, and
evaluation of EMS response and clinical data. This includes the E-PCR system, all software and
hardware needed. One of the main goals of this specialist is to assure a uniformed data collection
and storage system that can be accessed by the appropriate personnel responsible for EMS
oversight. Table 22 lists the salary range for an EMS Information Specialist.

Table 22: EMS Information Specialist

Position Salary Benefits (25%-40%) Total

EMS Information Specialist | $45,126-$102,406 $11,282-$40,962 $56,408-$143,368

EMS Education and Training Director: The EMS Education and Training Director
would be responsible for assuring that all EMS providers were properly licensed or certified, all
EMS training facilities met State and local standards, all EMS instruction used for basic and
continuing education met standards, and that provider agencies provided all necessary support
education and training (i.e. infection control, incident command, use of personal protective
equipment, safety, emergency vehicle operations, etc.

Costs for this position would be similar to those for the EMS Quality Manager and EMS
Information Specialist. Table 23 shows these costs.

Table 23: EMS Education and Training Director

Position Salary Benefits (25%-40%) Total

EMS Information Specialist $45,126-$102,406 | $11,282-$40,962 $56,408-$143,368

An Alternative for EMS Education and Training: A promising alternative for EMS
Education and Training, is for the county to contract with REMSA, specifically, the Center for
Prehospital Education to provide these services. There would be advantages to having a
countywide training agency, especially when local government services are economically taxed.
Some first responder agency employees who serve as EMS educators could be reassigned to
emergency operations, thereby reducing the number of costly municipal positions. Instructors
from these agencies would likely be used to augment the REMSA program, thereby supporting
county public/private partnership. The Washoe County EMS Manager would have oversight of
the regulatory functions, while REMSA would provide daily direction for the quality of EMS
education and training.

There are other several advantages to the education and training partnership including:
e Washoe County saving the salary for an education and training director.

e REMSA could provide EMS education and training as a way to offset City and Fire
District costs for providing first responder services.
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e Augmenting existing EMS education and training capabilities using a system that
provides these services to a wide range of community healthcare providers. EMS
medical direction for education and training already exists.

e Ensuring county-wide uniformity in EMS education and training.

Any type of agreement would not prohibit a City or Fire District from augmenting the
County (REMSA) provided training to fit their specific needs. A City or Fire District could even
be allowed to “opt-out,” of the program, except for licensure/certification provisions. The
County EMS Manager and EMS Medical Director would be able to intervene with issues
concerning unfair access to training and education, or licensure/certification. Privileging would
remain the right and responsibility of the individual agency and their medical director.

Recommendation 31: The designated Washoe County EMS agency should enter into an
agreement with REMSA for the provision of county-wide EMS Education and Training.
Granting of function privileges would remain under control of the local agency and its medical
director. Local agencies could “opt-out” of or augment REMSA provided education and training.
Regulatory oversight of the education and training processes would be the responsibility of the
Washoe County EMS Manager and EMS Medical Director. REMSA could provide these
services cost-free in exchange for EMS first responder services being provided by Cities and Fire
Districts.

EMS Medical Director: The costs for a countywide EMS medical director would
depend on what capacity that physician would be used in. For example, if the EMS medical
director served as both the system manger and medical director, costs would be highest. If the
physician was used strictly for medical oversight, the position would be part-time and be less
costly. Remuneration for EMS medical directors is still a relatively new phenomenon. The
National Association of EMS Physicians has taken a public position that EMS medical directors
should be compensated and protected from liability.*® The National Association of State EMS
Officials also recommends that liability insurance extend beyond medical practice to include
non-medical acts and omissions.®

Recently, the San Diego County, CA advertised for an EMS Medical Director, estimating
the hourly costs at $72.00 - $110.00 per hour.>* This is an exempt, full-time position that
includes county benefits. Using these costs as a basis, a contracted medical director, working 20-

* NAEMSP. (2010, March). Position Statement: Medical Direction for Operational EMS Programs. Adopted by
the National Association of EMS Physicians on March 23, 2010. Retrieved from www.naemsp.org

*0 NAEMSO. (2012). EMS Medical Directors Professional Liability insurance. Retrieved from
http://nasemso.org/Councils/MedicalDirectors/MDCouncillnsurance.asp

* san Diego County. (2012). Job Descriptions and Salaries: EMS Medical Director. Retrieved from
http://agency.governmentjobs.com/sdcounty/default.cfm?action=viewclassspec&ClassSpecID=79341&ViewBenefit
s=Yes
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hours per week would cost between $54 and $66 per hour (without benefits), or $56,160-
$68,640. A small number of EMS systems have hired an EMS physician to serve as the EMS
Manager and Medical Director. Physicians who have the medical and administrative credentials,
plus the needed experience are hard to come by. A full-time EMS Medical Director/ Manager
would likely cost approximately $225,000 annually plus benefits ($315,000).

Overall Costs for EMS Oversight — It is difficult to accurately pinpoint total costs for
establishing EMS oversight for Washoe County. Table 24 shows a range of possibilities that
could be viewed as a worst case scenario.

Table 24: Total EMS Oversight System Costs

Cost Item Range

EMS Manager $91,000-$173,404
EMS Quality Manager $56,408-$143,368
EMS Information Specialist $56,408-$143,368
EMS Medical Director (20-hour, $56,160-$68,640
contracted)

Vehicles $100,000
Response Equipment $60,000
Administrative Support $50,000
Total Cost $469,976-$738,780

Mitigation of EMS Oversight Costs — There are several opportunities to mitigate the
above costs including:

e The DBOH already staffs EMS positions that could be converted to the positions
necessary for additional EMS oversight. The DBOH 2013 budget for EMS oversight
is $143,161.

e Initially, the EMS Manager position can be added with additional positions added as
funding becomes available.

e Compliance enforcement fees should be used to mitigate county EMS management
costs.

e The EMS Manager should seek grants for new EMS system development. These are
difficult to find so system start-up and legacy costs cannot be grant dependent.

e Licensing fees could be considered for ambulance licensing, inspections, and provider
licensing fees.
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Regional Emergency Medical Services Authority — REMSA (RASI) appears to be
providing good service to the community that it serves. Greater oversight and a renegotiation of
their current contract will greatly assist with oversight. The DBOH should adjust the role of
REMSA and assure greater separation between REMSA and RASI. The current franchise
agreement with REMSA is not to the best advantage of the county.

Recommendation 32: REMSA should continue to be the primary EMS transport provider for its
current areas. NLTFPD and Gerlach Volunteer Fire Company should also be permitted to
continue its current operation as prescribed by law or policy.

Truckee Meadows/Sierra Fire Protection Districts — The newly merged fire protection
districts have considerable work ahead to make their merger successful. Attempting to add an
ambulance service would cause greater confusion and likely result in a less than efficient
operation. At this time, the districts should continue to participate under the REMSA program.

Currently, first responder care level in Truckee Meadows is at the EMT-Intermediate
level, while SFPD provides paramedic level care. It would be logical for the new, combined
agency to provide the same level of care. Unfortunately, which level should be provided is the
question. We are reluctant to recommend an upgrade or downgrade of care until an evidence-
based decision can be made.

We also understand that Truckee-Meadows/Sierra is at a turning point due to the merger
of the districts. It is difficult to split levels of care within districts. Also, the new combined fire
protection district is in the process of hiring new personnel that includes numerous paramedics.
The most appropriate action would be for the oversight agency to diligently influence those
agencies that may have appropriate data to present it to our project manager. If this does not
occur, Washoe County officials will be constrained to making decisions that may not be
evidence-based.

Recommendation 33: Truckee Meadows/Sierra should continue to be served by REMSA. The
current levels of first responder care should continue. After data are analyzed, a decision can be
made to consider what level of care is necessary in the new Truckee Meadows/Sierra FPD.
Washoe County officials should encourage agencies that may possess the necessary data to
forward it to the TriData project manager for analysis.

Current Fire-First Responder Services — \Ne were asked to determine if Reno and
Sparks Fire Departments should upgrade to paramedic-level care. At this time, we do not have
sufficient evidence to render an evidence-based opinion. Until a full quality management
program is in place, and actual call data can be analyzed, Reno, or Sparks should not upgrade to
paramedic. Efforts should be made to insure that EMT and EMT-Intermediate providers can
provide the full level of care permitted by the state.
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Until further data is gathered, the paramedic-level of care provided in Sierra should
remain. More evidence is needed to determine whether the rest of Truckee-Meadows will benefit
from upgrade to paramedic care.

Recommendation 34: At the current time, evidence is lacking to support first responder upgrade
to paramedic. Current EMTs and EMT-Is should provide the maximum care available for their
current level of certification.

EMS Finance— Our contract required us to analyze EMS finances that involved costs for
patient care and transportation. Unfortunately, we were not provided the data to perform this
analysis. Below, we will provide a pro forma assessment of expected revenues. Financial
transparency is one reason why we believe that Washoe County must have greater regulatory
powers of the EMS system.

We were able to calculate a pro forma calculation of the overall amount of money that is
involved with first responder EMS and EMS transportation. The reader should understand that
many variables could not be considered. Conservatively, EMS service under the REMSA
franchise agreement is worth close to $17,644,039. This is limited to emergency ambulance
service, excluding aeromedical services, inter-facility services, and non-emergency transport.

Table 25: Forecasted Financial Worth

Iltem Explanation Data
REMSA Calls 2010 emergency calls per Reno EComm 444,400 caII352
Estimate of Patients Transported Used a transport rate of 72% 31,968 transports
ALS — 2 (5%) $626.01 * 1598 transports $1,000.364
ALS — 1 (55%) $432.27 * 17,582 transports $7,605,446
BLS-Emergency (40%) $364.23 * $12,787 transports $4,657,409
Mileage Urban $8.25 mi * 8 miles * 21,482 calls $1,418,142
Mileage Rural $12.38 mi * 15 miles * 10,549 calls $1,958,949
Oxygen $33.05 * 30,370 patients $1,003,729
Total $17,644,039

First Responder Finances — Currently, fire departments within Washoe County provide
REMSA with extensive first responder services. This allows REMSA to save money by fielding
fewer ambulances. In return, cities or fire districts receive no compensation for that service.
REMSA publically claims that their service delivery model does not cost the citizens. This claim
is misleading. When considering reimbursement, this could be cash or in kind services.

Recommendation 35: REMSA should discontinue using the statement that their service is
provided at no cost to the citizens.

52 . .
Accuracy is questionable.
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There are some who question whether receiving money for first responder services is a
violation of the CMS anti-kickback statute. In our opinion, CMS opinion #06-06B will likely
protect municipalities and contractors from AKA violations.*® Legal advice should be obtained
from appropriate legal agencies.

Recommendation 36: Municipal first responders should be reimbursed by REMSA for
providing first responder services.

Two Disturbing Issue — \We conclude with two issues that we found disturbing and
worth mentioning. There are times when fire response load causes Reno to discontinue most
EMS first responder services until fire calls diminish. The Reno area has several volunteer
companies available for first response. Even if the volunteer station is physically closer, Reno
SOPs and the IAFF contract prohibit volunteers from responding into the city. To bypass the
closest, qualified responders because of political issues can only be called disturbing, because it
does not put the patient first.

A possible compromise would be to co-dispatch a Reno unit with the closer mutual aid
volunteer unit. Unfortunately, this may be counterproductive because the city may only need the
volunteers when they are already too busy.

Recommendation 37: The Reno Fire Department, IAFF, and the volunteer service should work
out any issues assure that the closest, qualified unit will be sent to a medical emergency.

The second issue involves the City of Reno “suspending” EMS first response when fire
emergencies reach a certain level. We do not criticize the City for modifying EMS response, but
total suspension, even during busy times, deserves reconsideration. Stricter use of the medical
priority dispatch system may assist. The City may consider a reduced response during critical
shortages, but should not suspend first response for Level D or E calls. These are situations
where immediate response of trained emergency responders could be the difference between life
and death.

Recommendation 38: The Reno Fire Department should not suspend responding to EMS calls,
even during high volume fire responses. If reduced response is necessary, EMS first response
could be limited to Priority D or E level calls.

3 cMs. (2006). OIG Advisory Opinion No. 06-06. Department of Health and Human Services Office of the
Inspector General.
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11. SUMMARY OF RECOMMENDATIONS

No.

Recommendation

Gerlach VFD should consider the possible benefits for charging fees for EMS transportation.
Alternatively, they could make an agreement with REMSA for partial reimbursement.

All Emergency Dispatch Centers within Washoe County should begin to collect data on arrival
at patient side. They should also collect data on the time that either CPR is started or an AED
is deployed.

Reno EComm (and successor organizations) and the Departments with volunteer fire services
should develop a technological solution to decrease the impact of dispatch delays.

Review the incident reporting procedures between REMSA and all Fire Protection Districts
and implement a unique identifier that allows for the reporting, integration, and analysis of an
entire incident and not just the respective department’s performance.

Create a lead EMS Agency, under the District Board of Health (and County Health Officer) to
provide oversight over the entire EMS system, while maintaining the organizational identity of
the individual provider services. This system should include a county EMS Manager, EMS
Medical Director, and sufficient staff to provide regulation and oversight of access, clinical
care, administration, quality management, education and training, disaster management, and
evaluation. All organizations from PSAPs to healthcare systems that provide EMS in Washoe
County should be part of the county-wide system.

Create a lead EMS Agency, under the District Board of Health (and County Health Officer) to
provide oversight over the entire EMS system, while maintaining the organizational identity of
the individual provider services. This system should include an EMS Manager, EMS Medical
Director, and sufficient staff to provide regulation and oversight of access, clinical care,
administration, quality management, education and training, disaster management, and
evaluation. All organizations from PSAPs to healthcare systems that provide EMS in Washoe
County should be part of the county-wide system. Alternatively, oversight could be provided by
another Washoe County public safety agency.

Under no circumstances should the county, any city, or any fire protection district agree to
provide an EMS contractor a government subsidy, or stipend to provide service.

The DBOH should be given the authority to, and appoint an EMS Medical Director with
oversight and authority over the quality of care for the entire system. The EMS Medical
Director would report to the District Health Officer, and could be a classified or contracted
employee.

Work to assure the passage of legislation or administrative regulation providing legal
protection to all constituents participating in local EMS guality management programs.

10

Accept the listed qualifications for the position of County EMS Medical Director.

11

Rename the PMAC as the EMS Medical Director Task Force to be chaired by the County
EMS Medical Director. The task force would be advisory in nature.

12

Within the Washoe County District Board of Health (or selected lead EMS agency), create a
data management program to generate valid, reliable, accurate, and timely information to
describe the entire EMS event for the county and provide real time feedback to response
agencies and the community. Cooperate with other public health and public safety and
community resources to produce injury and illness surveillance reports that can be used to
focus EMS efforts.

13

Combine 9-1-1/dispatch centers into one central county-wide resource so that all data is
collected in one central location with singular methodology. Alternatively, develop a virtual
consolidation between dispatch centers using a universal CAD or type of CAD for the county.
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Recommendation

14

Implement a countywide EMS Records Management System that links CAD and dispatch
data, and provides the necessary information so that system managers can make informed
decisions about the EMS system based on fractile response data.

15

Implement an Automatic Vehicle Locator (AVL) program throughout the county and adopt
closest forces principles.

16

Place all EMS Communications on the 800MHz radio system.

17

Section 1 should be redesigned to prohibit any REMSA board appointee, or their employer
organization from being associated with RASI or any successor franchisees. All consumer
board members should be directly appointed by the DBOH.

18

If REMSA continues to use market analysis, it should include intra-model and extra-model
comparisons. No more than seven years should elapse without conducting a full competitive
bid.

19

Require REMSA or the contracted agency to post a surety bond, or secure an irrevocable line
of credit for at least $1,000,000. The franchise agreement should also include a clause that
upon declaration of default by the District Health Officer or DBOH, either REMSA or any
service contractor cannot bring legal action to delay the DBOH'’s access to the funds.

20

The eight minute and 59 second response time requirement should be required for all calls
classified by the PSAP as Charlie, Delta, or Echo (Priority 1 or 2).

21

The downgrading of call priority classifications may only be done by the PSAP, PDAP, or on
scene first responder. If the District Health Officer wishes to allow REMSA or the contracted
agency the privilege of downgrading call classifications, it must occur prospectively (prior to

ambulance dispatch), and include an explanation within the call software. The District Health
Officer should monitor compliance and disqualify those downgrading without good reason or
documentation. The DBOH annual franchise report should contain a summary of downgrade
requests and determinations.

22

Response time compliance should be based on the entire population instead of sampling.

23

Determine ambulance response time fines based on both the act of lateness and degree of
lateness. Assess a $100.00 penalty for being late and an additional $15.28 (as per CPI
changes) per minute to a maximum of $250.00.

24

Funds collected for EMS contract performance standard violations should be used to offset
system wide EMS oversight costs incurred by the Washoe County DBOH.

25

Remove the arbitration clause from Section 11. If ADR is considered, professional mediation
is the method of choice. The District Board of Health should have the ultimate decision power
over ambulance rate regulation.

26

Require REMSA to submit their annual report to the DBOH within 90 days of the fiscal year
end.

27

Cities within Washoe County should consult their legal services to provide guidance on the
implications of REMSA Franchise Agreement Section 30. EMS agencies must understand that
there may be no single answer to their concern.

28

Restructure REMSA to assure greater separation of the public utility oversight group
(REMSA), and the contractor (RASI).

29

The County Commissioners should authorize the District Health Board (or other lead agency)
to create a countywide EMS oversight authority. The District Health Officer (or designated
department head) would be responsible for day-to-day oversight. The DHOH would need a
staff to accomplish this oversight.

30

The chosen lead agency should appoint an EMS Staff that includes: an EMS Manager, EMS
Medical Director, EMS Information Specialist, EMS Quality Manager, and EMS Education and
Training Manager.
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31

The designated Washoe County EMS agency should enter into an agreement with REMSA for
the provision of county-wide EMS Education and Training. Granting of function privileges
would remain under control of the local agency and its medical director. Local agencies could
“opt-out” of or augment REMSA provided education and training. Regulatory oversight of the
education and training processes would be the responsibility of the Washoe County EMS
Manager and EMS Medical Director. REMSA could provide these services cost-free in
exchange for EMS first responder services being provided by Cities and Fire Districts.

32

REMSA should continue to be the primary EMS transport provider for its current areas.
NLTFPD and Gerlach Volunteer Fire Company should also be permitted to continue its current
operation as prescribed by law or policy.

33

Truckee Meadows/Sierra should continue to be served by REMSA. The current levels of first
responder care should continue. After data are analyzed, a decision can be made to consider
what level of care is necessary in the new Truckee Meadows/Sierra FPD. Washoe County
officials should encourage agencies that may possess the necessary data to forward it to the
TriData project manager for analysis.

34

At the current time, evidence is lacking to support first responder upgrade to paramedic.
Current EMTs and EMT-Is should provide the maximum care available for their current level of
certification.

35

REMSA should discontinue using the statement that their service is provided at no cost to the
citizens.

36

Municipal first responders should be reimbursed by REMSA for providing first responder
services.

37

The Reno Fire Department, IAFF, and the volunteer service should work out any issues
assure that the closest, qualified unit will be sent to a medical emergency.

38

The Reno Fire Department should not suspend responding to EMS calls, even during high
volume fire responses. If reduced response is necessary, EMS first response could be limited
to Priority D or E level calls.

TriData Division, 140 August 2012
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Mr. Matt Smith, Chairman
District Board of Health
1001 Ebst Ninth!Street |
P.O.Box 11130

Reno, Nevada 89520

Dear Mr. Smith:

Since 1994, there have been multiple consultant reports written on the provision of
Emergency Medical Services (EMS) and associated services in Washoe County: The
most recent report was written in 2012 by TriData. As one of the primary providers.
of EMS services in Washoe County, we appreciate the opportunity to respond to this
latest report, and we have elected to do so by also asking two very reputable and
well-known national consultant groups to prepare responses to allow for national
expert opinions on the issues raised. Attached you will find the two consultant
reports that were requested by the REMSA Board of Directors in response to the
TriData report. '

The Washko and Associates report provides input on each recommendation made by -
TriData. The second report by Fitch'and Associates concentrates on dispatch issues, a
very important issue for our community. We believe the views expressed in each of
these professional reports are valuable and deserve your attention as you consider

the recommendations made by TriData. :

It is also important to point out that the multiple reports that have been written on
EMS servicesin' Washoe County; incliding those requested by REMSA, have-all'"
resulted in.some common findings, recommendations and concerns. To date, there
have been very few, if any actions taken on the recommendations made in these
reports that span 19 years. There have been many reasons for this including
territorial and protective positions taken by both the fire services and REMSA;:
however, there has been a change in the top leadership at REMSA and a shift in the
philosophy and approach of the REMSA Board of Directors. We will commit to a
renewed spirit of openness, transparency and cooperation with an end goal of:
promoting new ideas toward excellence in our system of prehospital medical care.
In this spirit of cooperation, we intend to be “transparent” in our interactions with
our EMS system partners and hope for the same transparency and cooperation in
return. We welcome the opportunity to sit at the table with the County and City
Managers and Fire Chiefs to discuss and make genuine efforts to improve the system
as a whole, including the fire side.

450 Edison Way ¢ Reno, NV 89502-4117 « 775.858.5700 * fax 775.858.5726



In reviewing the various consultant reports (past and present), we've identified three
common themes: communications/dispatch, medical direction, and regional
coordination/operations. These concerns have not been addressed even though they
have been identified as priorities. To begin a dialog, we recommend looking at each
of these areas.

Communications/Dispatch

Call transfer standards and performance based on NFPA standards
Computer Aided Dispatch (CAD) to CAD link

Virtual co-location of dispatch centers

Creation of a medical dispatch subcommittee from the dispatch steering
committee that focuses on medical priority dispatch standards
Inter-operability between 800MHz and UHF

Efficient and appropriate utilization of resources

Creation of a single medical triage dispatch center

Data reporting by all entities in accordance with developed standards that
complies with HIPAA requirements

‘Medical Direction
* Common field protocols for all fire agencies and REMSA
* Medical oversight for the entire EMS system
* Continuity of Care/Continuous Quality Improvement (CQI) across the EMS
system; develop standards of care and accountability on those standards

Regional Coordination / Operations

* Explore legislation for the purpose of adding a fee for moving traffic violations to
support EMS providers. REMSA can provide government affairs/public policy
support.

* Firstresponder service levels .

* Automatic Vehicle Locator information sharing across the system

* Include the fire departments in the national “CARES” database (early
defibrillation measures)

* Medical Supply exchange policies and REMSA purchasing

¢ Joint Public Education initiatives

* Reporting of fractile response times system wide

* Adopt NFPA response time standards for first response

REMSA is eager to discuss any or all of these issues that have been raised by various
consultants at one time or another. Some, such as the creation of common field
protocols have already been initiated at the EMS Chief’s Working Group facilitated
by REMSA, which was identified as an area of joint cooperation by TriData. Other
areas are achievable in the short term including the designation of the District Board
of Health as the oversight agency for the entire EMS system, the CAD to CAD link
and virtual co-location of medical dispatch centers, supply exchange policies and



REMSA purchasing, and joint public education initiatives. The other areas may
require more discussion and negotiation but are also achievable.

I am hopeful you will accept this letter in the spirit of cooperation in which itis
intended. There are many areas to be addressed and some will be more difficult than
others to work through. We believe the best course is to work on those areas we can
quickly reach consensus on first as we build a spirit of mutual respect and
cooperation and then move to areas that may prove more challenging. We request to
be immediately included in the committee of City and County Managers and Fire
Chiefs and we request that some form of schedule be followed for such meetings. It
would be helpful for all parties to put their concerns in writing and prioritize the
concerns so that topics can be identified for each meeting and the appropriate
information can be gathered or guests can be invited to make the meeting time as
valuable as possible.

REMSA looks forward to being an active partner in the future discussion.

Si ly, W

es Gubbels
President & CEO

Encl: Fitch & Associates Report
Washko & Associates Analysis

cc: Méph Iser, MD

Katy Simon, Washoe County Manager
Andrew Clinger, Reno City Manager
Shaun Carey, Sparks City Manager
Mike Haley, Washoe County Sheriff
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Executive Summary

The purpose of this report is to provide recommendations based on the dispatch performance of the City
of Reno Emergency Communications Center (ECOMM) and Regional Emergency Medical Services
Authority (REMSA) Dispatch, and to contrast the dispatch operations of ECOMM to that of REMSA
Dispatch and best practices. The report provides an overview of dispatch operations specifically related
to calls for emergency medical services (EMS).

Observations are drawn from a summary data analysis delivered to Fitch & Associates (Fitch) by Tri-Data
Consulting and from an onsite evaluation of ECOMM conducted in the spring of 2012. The consultants
conducted an onsite review of EMS dispatch operations at REMSA and reviewed REMSA system data.
Fitch & Associates compared ECOMM and REMSA dispatch operations to industry best practices.

Fitch & Associates has performed assessments of EMS systems and developed readily applicable service
delivery options for nearly three decades in 49 of the 50 states in the US and 13 countries across the
globe. Fitch & Associates is the leading research, writing and education organization in EMS today. in the
mid-80’s, Dr. Jay Fitch worked closely with county officials to design the Reno/Washoe County EMS
system. Guillermo Fuentes conducted this project’s research. Before joining the firm he previcusly
supervised dispatch centers in major cities and served as the Chief Administrative Officer of the Niagara

(Ontario) Regional Police Agency.

Key recommendations and findings are summarized below.

Recommendations

= We recommend that ECOMM not expand its functions to include dispatch operations for all
emergency medical calls. The result would be increased costs to taxpayers and a decreased level
of service to patients. There would be no benefit to the Washoe County EMS system and more
importantly, no benefit to patients who are already well served by REMSA Dispatch.

= To meet the standard of performance already in place at REMSA Dispatch, local governments
would need to hire additional dispatchers and staff, pay for Emergency Medical Dispatch (EMD)
training of dispatchers, implement the Medical Priority Dispatch System and replace ECOMM’s
antiquated Computer Aided Dispatch (CAD) system. The costs and time needed to achieve these
steps are substantial.

* ECOMM should immediately transfer medical calls to REMSA Dispatch. The current practice of
ECOMM’s interrogation on medical calls using dispatchers who are not EMD certified, conflicts
with the National Academies of Emergency Dispatch (NAED) guidelines/best practices and
unnecessarily delays the delivery of care to patients. This practice places both patients and
ECOMM at risk.

= We recommend that ECOMM be compelled to operate to the same standards of performance,
accountability, verification and penalties under which REMSA already performs.




Physical co-location of public safety access points (PSAPS) or 911 intake and dispatch is not
recommended. Co-location is no longer necessary and, in fact, may be counterproductive.
Instead we recommend a communications link between the various CAD systems in Washoe
County. The link would be efficient and cost-effective and is a priority to achieve system-wide
dispatch accountability.

Findings

ECOMM affirmatively meets only one (1) of 13 best practices; ECOMM'’s dispatch procedures
are in conflict with nationally accepted standards (see Appendix A}.

ECOMM’s dispatch performance is significantly slower than is acceptable according to National
Fire Protection Agency (NFPA) 1221 standards and negatively impacts the system’s ability to
achieve rapid response to patients in need.

ECOMM does not meet the National Academies of Emergency Dispatch (NAED) accreditation
standards that require: dispatchers to be EMD certified, dispatching be conducted under explicit
medical protocols, and actual performance be monitored using stringent quality assurance
processes.

REMSA Dlspatch meets 13 of 13 best practlces for dispatch centers and has been awarded
Accredited Center of Excellence (ACE) accreditation by NAED.

REMSA prioritizes calls to determine those that are the most life-threatening in order to provide
the highest level of response; they provide medically driven pre-arrival instructions to callers
and patients, which has been shown to save lives and improve patient outcome.

REMSA Dispatch annually (2011) handles 52,400 emergency calls for service, dlspatches Care
Flight Medical Helicopters, and schedules 8,200 non-emergency calls to move patients within
the region’s healthcare systems. The center employs 28 EMD certified dispatchers. REMSA
Dispatch is not supported by taxpayer funds.

Economies of scale, to be achieved by combining police, fire, and medical dispatch under the
auspices of ECOMM are unrealistic. A one-dispatcher-does-all policy is impractical and laden
with liability. Police dispatch focuses on officer safety and legal requirements. Fire dispatch gets
the units moving and assesses the event only after arrival. Medical dispatch is unique in
requiring EMS certified dispatchers to provide pre-arrival assessment and instructions to the
caller as well as pre-arrival updates to the responders.
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Police, Fire and Medical Dispatch Needs

Emergency communication centers were originally simple structures that performed only two functions:
complaint-taking and gathering the location of the complaint. Dispatch centers then broadcasted the
information and field personnel decided on the response needed. This method is often called the taxi
model of call taking.

Over time, the emergency services branches; fire, emergency medical and law enforcement, recognized
that dispatch centers could serve two additional functions: 1) as an initial filter to distinguish calls of
more and/or less critical nature and 2) to provide for more efficient resource distribution to prevent

‘clustering of response units.

Each of the emergency services use these functions differently and while all dispatch centers

fundamentally perform the functions noted above, the reality is that they implement them in a very
different manner. More recently, the advent of specific technologies to assist with dispatch tasks and
the adoption of specific practices, legislation and guidelines have raised the performance and quality bar
for dispatch centers. From the dispatch viewpoint; police, fire and ambulance services have evolved
differently to accomplish their specific missions, mandates and to provide for the best service outcomes.

Different Dispatcher Focus

The police service dispatch centers are focused on officer safety and legalistic review. This means that
the number of questions and the time required to get to a satisfactory determination of the situation is
not measured. It is paramount that a responding officer is fully aware of the situation and the potential
for danger. In keeping with this philosophy, there are no national, international or even local response
time requirements for police service responses.

A second and growing concern is that case law is starting to build on voluntary disclosure at the point of
dispatch. Clearly, if a person calls 911 to report a domestic issue (or any call) in which they are
implicated, then the person taking the call should caution the caller to their right to counsel (the sixth
amendment in the United States). This right has to be given to the person by a peace officer and it has
to be done in a timely fashion. Admissions at the point of 911 calls, which often launch investigations
and are used as evidence in court, are becoming increasingly problematic.

In contrast, speed is paramount for both emergency ambulance and fire service responses. Medical
emergencies benefit from medically driven pre-arrival instructions to the caller while the ambulance is
en route. Medical responders can be updated with medical information while en route. Fire event
assessments are typically conducted on scene, which means that fire dispatch is less interested in
gathering additional information from the caller about the event.




Different CAD Infrastructure Needs

Computer aided dispatch companies recognize the difference between the three public safety systems
and have tailored the technologies to suit the specifics of each service.

Police CADs became records management oriented and heavily involved in officer safety with the first
call taking screen dedicated to officer safety. Also, because of the problem detail needed, the Police CAD

‘has many free text fields that require strong data entry skill sets for the Police call takers.

EMS technologies evolved around vehicle locations and optimized placement of vehicles against

historical call demand, resulting in dynamic unit deployment. EMS relies heavily on technology to

achieve response times and optimize resources.

Fire CADs are similar to EMS CADs except the principal function is managing apparatus complexity.
Unlike EMS, fire has a multitude of static units that are stationed throughout the system and must be
inventoried and piaced at strategic locations depending on incidents. Managing ladders, pumpers, and
support vehicles is the principle function of a fire CAD. The deployment of apparatus to effect move ups
of units is an essential function a fire CAD.

The dispatch needs for law enforcement, fire and medical emergencies are significantly different. Trying
to find a singular technology that embraces all concepts well and delivers optimal performance for all
three services is not practical. Fire and EMS would not require the heavy records management back end
of a police CAD; police do not need the deployment capabilities of an EMS or Fire CAD; EMS and police
do not require the complex deployment plans and move ups of Fire. For this reason, there are few
sophisticated 911 centers of comparable size to Reno/Washoe that combine the dispatch tasks for the
three public safety needs.

Appendix B provides a discussion of police, EMS and Fire dispatch technologies.




911 Emergency Call Processes and Standards

The processing of a 911 call is the key component of effective dispatching as well as cost efficiency. Each
dispatch task is complex and requires different talents and training. Structures and technologies that
recognize both the differences and similarities in different dispatching tasks are able to maximize
efficiencies. Those that do not tend to run slower and cost more.

The natura! anatomy of a call starts with an individual observing the need for an emergency
intervention; the individual initiates a 911 call; a 911 call taker receives the call and identifies the
primary agency required to treat or handle the call {ambulance, police or fire) and transfers the call to
that agency. The call taker from the responding agency uses experience, guidelines or protocols
(considered best practice) to define both the category of call and the urgency of the call and finally the
information is handed to a dispatcher to dispatch the appropriate response units. Figure 1 below depicts
the typical flow 911 call.

Figure 1. 911 Call Processing
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Two organizations, the National Fire Protection Association (NFPA) and the National Emergency Number
Associations (NENA), set standards for emergency call processing. NFPA norms/standards on dispatch
(NFPA 1221) define both the flow of calls and the allotted time for high performance dispatching. A
summary of relevant NFPA standards regarding dispatch process and performance is provided in Table 1
below.
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Table 1. NFPA 1221 Dispatch Standards

NFPA 1221 Section#  Standard

LSe’ction 6.4.1 All calls/alarms to be recorded and tabulated to indicate origin of call.

i Section 6.4.2 95% of calls to be answered within 15 seconds; 99% within 40 seconds. E

i . i

g Section 6.4.3 95% of emergency dispatching shall be completed within 60 seconds. |

| ;

Section 6.4.4 For law enforcement, the jurisdiction with authority determines standards for dispatch
completion.’

Section 6.5.4 95% of calls shall be transferred from the PSAP within 30 seconds (10 seconds for ring

answer and 20 seconds for identification of primary resource required).

NENA standards are consistent with NFPA 1221 with some additional detail as noted in Table 2 below.

Table 2. NENA Call Taking Operational Standards

Master Glossary 90% of all PSAP calls to be answered within 10 seconds during the busy hour®; 95% of all calls
00-001 should be answered within 20 seconds.

Page 8 of 12 911 call taker limited to very few questions prior to transferring the call to the agency that
will dispatch the call. This is done in order to reduce the delay of the responding agency
which will ultimately deal with the crisis. '

Section 3.3 All 9-1-1 calls at a PSAP shall begin with “9-1-1.” The correct sfa’tem‘en'i is “Nine-One-One”,
never “Nine Eleven”. Additional information or questions may be added, as in: “9-1-1, what
is the emergency?”, or ”9-1-1 what is the address of the eme‘rg‘en,cy?”4

The standards summarized above will be referenced in the review of ECOMM'’s performance.

NFPA and NENA standards reflect to the need for rapid and accurate dispatch to medical emergencies.
Appendix D includes a discussion of first responder and ambulance response times and the impact on
cardiac arrest patients.

! There is no national or international or even local response time requirement for Police service response.

2 NENA Call Taking Operational Standard/Model Recommendation NENA 56-005 June 10, 2006 Page 8 of 12).

* The hour each day with the greatest call volume, as defined in the NENA Master Glossary 00-001.

* This is directly from the Operational Standards and cannot be modified. Other information, such as the operator identification
number or that the fine is recorded may also be added. it is recommended that the agency not be identified when answering
emergency lines to avoid confusing the caller and delaying response to alternate routed calls.
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Reno Emergency Communications Division
(ECOMM)

The ECOMM Dispatch center is a state-of-the-art modern building that is fully disaster recoverable. It is
a large facility that has good space distribution for workers and at the time of the observations was
being remodeled in order to accommodate the Washoe County Sheriff’s personnel. On the day of
observation many of the consoles were being swapped out for modern dispatch consoles and the
physical hardware was being replaced with newer installations.

The Reno Fire Department and the Reno Police Department currentiy share dispatch services. Recently,
the decision was made to co-locate County Sheriff personnel in the ECOMM facility. This co-location is
likely to introduce new complexities for personnel. County and city employees will be working side-by-
side performing similar work tasks but for differing rates of pay and benefits.

As of July 1, 2012, Washoe County terminated a long-standing cantract with the City of Reno for fire
service. Existing unincorporated fire services have been merged into the new Truckee Meadows Fire
Department. Critical mutual and automatic aid issues are currently being worked out between the City
of Reno and Washoe County.

During the year of transition, REMSA was considered as a potential dispatch center for the new county
fire service. However, the County’s final decision was to maintain the dispatch function with the City of
Reno and co-locate the Sheriff’s law enforcement dispatch functions within the ECOMM dispatch center.

ECOMM Call Processing Model

Call taking at ECOMM is done through a “receive and hold” model, which means that the 911 operator
retains the call if it is either a police or fire call and will transfer the call if it is a medical emergency.
However, on medical emergency calls the ECOMM 911 operator will ask questions to allow for a fire first
response assignment prior to transferring the call to REMSA.

This practice is in direct conflict with the NENA standards as noted in Table 2 NENA Call Taking
Operational Standards, above.

Significant challenges and even potential dangers, as noted below, exist with the “receive and hold”

model used by ECOMM:

=  (Call taking is significantly longer and requires more cali takers to ensure that the phone lines are
answered within 10 seconds per NFPA and NENA standards;

= |f all lines are busy then the caller will be placed on hold or will receive a recording of some type
until a 911 caller becomes available; ‘

= (Call takers in the ECOMM model are more costly than the more typical 911 call taker operators;




= ECOMM call takers are required to master the differences between police, fire, and medical call
protocols which are very distinct, require different training and experience and carry high risk
and liability for errors;
* The pre-questioning of medical calls by 911 call takers to determine the requirement of fire first
response is contrary to best practice and NENA standards:
a. It creates confusion and frustration for the caller; they will be asked similar or same
guestions twice.
b. The practice of double questioning delays EMS service response to the patient.
The practice does not gather sufficient information to ensure the responder safety.
The practice triggers unnecessary responses by fire/police responders, increasing risk to the
public unnecessarily and depletes a resource that may be needed minutes later to a true
emergent call (a severe medical, fire call, or police response).

Recent ECOMM changes in 911 call transfer procedures further compound the potential liabilities.

Because there is no CAD-to-CAD link, ECOMM currently remains on the line to assure that the transfer
to REMSA Dispatch is completed.’ According to the new procedure, ECOMM will no longer monitor the
call assignment of the ambulance over the radio, thus not receiving the updates and not updating the
first responder. The procedure is contrary to best practice as well as common sense and public safety.

Best practice uses technologies to bridge this gap. Links from computer aided dispatch (CAD) systems to
CAD systems allows for simultaneous dispatch at the appropriate time. This practice not only improves
clinical outcomes through faster call processing, but also reduces cost by assigning first response units
only when required. Appendix C provides a more detailed description of a CAD-to-CAD link suggested for
the Reno/Washoe EMS system.

ECOMM Performance and Technical Competence

The data made available from ECOMM for evaluation was severely limited.® Due to our experience with
dispatch systems, we know that the data is in the system, however ECOMM staff is apparently unable or
unwilling to provide data extracts.

Basic dispatch performance data that is and should be made readily available to elected officials and the
public includes the following:

1. Call response time (from first ring to phone answer),

2. Call handling time (time the caller takes to evaluate caller need},

® REMSA has urged the City/County to implement and CAD-to-CAD link for several years. REMSA will bear the cost. The link will
provide accountability throughout the system and improve dispatching.

® The ECOMM data had substantial variability. More than 7,000 of the 36,000 calls evaluated had no associated time count. Call
clusters or standard deviations on a Gaussian distribution were at 12-minutes intervals. This means that many calls are taking a
significant time to transfer to the primary responding agency. A number of prior consultant reports have noted ECOMM’s
deficiencies producing verifiable data.
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3. Call handoff time (the time it takes the secondary public safety answering point to respond to
the call and to receive the transfer of the caller).

The data that was provided to the consultants was for the period 01/01/2011 to 12/31/2011 and was an
aggregate data set that folded all three metrics into one. Thus, the evaluation can only indicate
ECOMM'’s basic performance metric. The analysis is only for calls that were handed off to REMSA for
ambulance response.

Table 3 below summarizes the results of the ECOMM performance for the data set made available from
the time a 911 call is received until the call is handed off to REMSA.

Table 3. ECOMM Aggregate Dispatch Performance

i Average or 50% of calls 57 seconds 95% within 30 seconds W.,i
| 90% of calls 1 minute 45 seconds 95% within 30 seconds E

—_— N i i |
" Number Calls Reviewed 7,564 _i

ECOMM dispatch performance is significantly longer than is acceptable for either the NFPA or NENA
standards that call for the transfer of calls from the PSAP to occur within 30 seconds on 95% of calls. On
average (half of all calls), ECOMM call takers use close to one minute to hand calls off to the REMSA and
when measured for 90% of calls, they use one minute, forty-five seconds to hand off calls. This analysis
was done prior to a fire department policy change to do preliminary evaluation of medical calls through
the 911 call taker. The policy change will undoubtedly increase the call handling time of the 911 call
center and thereby unnecessarily lengthen an already unacceptable call processing time.

ECOMM'’s poor dispatch performance takes up the first minute and a quarter before the EMS provider is
notified. The Washoe County EMS system cannot meet NFPA standard (Section 6.4.3) that states that
95% of emergency dispatching shall be completed within 60 seconds; due to ECOMM’s lengthy and
unnecessary call processing times. This poor level of performance should be great cause for concern as it
negatively impacts the overall EMS system’s ability to provide rapid service to patients in need.
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REMSA Dispatch

The REMSA Dispatch facility is a state of the art dispatch center that is located within a cluster of REMSA

buildings east of the Reno-Tahoe International Airport. REMSA’s dispatch equipment and systems

include: strong geospatial capabilities and mapping, the latest version of the Tritech CAD system, the
Marvillis system and FirstWatch bio-surveillance systems. All REMSA vehicles are equipped with
Automatic Vehicle Locators (AVL) and GPS tracking devices that allow dispatchers to visualize unit
locations system-wide. REMSA dispatch technology is several generations beyond that utilized by
ECOMM.

REMSA Dispatch coordinates regionally across two states for ground ambulance responses to
emergency calls and arranges for the non-emergency transfer of patients to and from health care
facilities in the greater Washoe County region. REMSA’s Care Flight helicopter transport is also
coordinated and dispatched by REMSA Dispatch. In 2011, dispatchers handled 52,400 emergency calls
for service and 8,200 calls for inter-facility transfers.

Dispatch staff meet daily to review the prior day’s events, refine deployment and review any operational
concerns. Every patient transported by REMSA receives a survey on REMSA’s performance including the
dispatch process. The surveys provide a continuous feedback loop for improvement throughout the
organization. ‘

During major disasters, REMSA Dispatch is the primary coordination point for emergency services. The
Reno Air Race crash in 2011 is an example of the effort and expertise necessary to successfully manage a
large-scale, multi-casualty event.

Dispatchers

REMSA requires all dispatchers, prior to employment, to be either Emergency Medical Technicians-
Intermediate (EMT-1) or Paramedic certified. Most of the REMSA dispatchers have previous experience
working in EMS field operations. New hires receive four to six months of internal training and
preceptorship and are trained and certified as Emergency Medical Dispatchers. This level of training
allows dispatchers to provide pre-arrival instructions to callers based on strict protocols. Dispatchers
receive 24 hours per year of continuing education as a requirement to maintain EMD certification.

ACE accreditation

The REMSA Communications Center was first awarded an Accredited Center of Excellence (ACE)
accreditation from the National Acaderies of Emergency Dispatch (NAED) in 2001 and the Center has
maintained accreditation over time. The goal of accreditation is to improve care and maximize the
efficiency of 911 centers. Patients and callers receive professionally practiced dispatch life support,
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receive consistent, medically-correct and time-proven pre-arrival instructions and the most appropriate
EMS response.

NAED sets minimum standards for national dispatcher certification (EMD certification) a well as
standards for dispatch center accreditation. NAED provides separate accreditation processes for
medical, fire and police dispatching. Requirements for ACE Accreditation are comprehensive and reflect
the effort required to achieve and maintain accreditation. Even for the best dispatch centers,
accreditation is typically a multi-year process.

Table 4 below articulates the 20 NAED points of excellence that must be formally documented,
described and verified as part of the medical dispatch accreditation/re-accreditation application

process.

Table 4. Dispatch Center Accreditation Requirements7

Formally describe and document the following —
| L. All medical dispatch call-taking, dispatching and supervisory workstations.
| 2. Current Advanced Medical Priority Dispatch System (MPDS) licensing of each EMD position.
| 3. Current Academy certification of all EMD personnel.

- | 4. How Academy certifications and case review will continue to be maintained.

| 5. Full activity of Quality Improvement {Ql) committee processes.

| 6. EMD quality assurance and improvement methodology. |

| 7. Case review at the Academy’s recommended number and percentage of randomly reviewed cases. ;

] 8. EMD quality assurance and improvement database. |
9. Consistent, cumulative MPDS case review at or above the following percentages:

\ 95% - Case Entry protocol compliance; 95% - Chief Complaint selection accuracy; 90% - Key question |

| protocol compliance; 90% - Post ‘dispatch instruction protocol compliance; 95% Pre-arrival instruction i

I protocol compliance; 90% - final code selection accuracy; 90% - cumulative overall score !

- 10. Correct case review and QI procedures validated through independent Academy review.

z 11. How EMS field personnel were oriented to the proper use of the MPDS and feedback report.
12. Local policies and procedures for implementation and maintenance of the EMS program.

| 13. Current Continuing Dispatch Education (CDE) and EMD recertification program functions.

| 14. How police and fire dispatchers were oriented to the proper use of MPDS (S.E.N.D. protocol).

g 15. Properly established local configuration of all MPDS response assignments.

' 16. How MPDS response assignments will be regularly reviewed and recommended changes approved. g

| 17. Incidence of all MPDS codes and levels. |

| 18. Specific medical director oversight and involvement in EMD activities. |

| 19. Sharing of non-confidential data with the Academy.

L%O. Support of the Academy’s Code of Ethics and practice standards.

i

Accreditation requires top-notch systems, reporting and processes and ultimately benefits patients and
the community-at-large. REMSA Dispatch has maintained accreditation for the past eleven years and as
such, serves the community well.

7 National Academies of Emergency Dispatch, Twenty Points of Accreditation Excellence, www.emergencydispatch.org.




Oversight
Clinical oversight of REMSA Dispatch is provided by a full-time medical director, who has direct
involvement with the center’s performance and personnel. He, along with the Quality Assurance (QA)

officer review calls and follow QA processes as prescribed by NAED. The QA officer is part of the REMSA
Education and QA division and provides REMSA Dispatch with internal independent QA review.

The Washoe County District Board of Health has jurisdiction over all public health matters in the Health
District and as such provides policy oversight for REMSA and REMSA Dispatch. The Board of Health is
designated to oversee REMSA’s operational performance, to set performance and response time
standards, and monitor response time performance. The Board was granted specific authority from the
City of Reno, City of Sparks and Washoe County to grant and oversee the ground and helicopter
ambulance franchise the Board awarded REMSA in 1987. The seven-member Board is comprised of two
representatives each from Reno, Sparks and Washoe County and a Nevada licensed physician. The
Board meets monthly in a public-meeting format.

REMSA's Board of Directors provides business advice, clinical oversight and overall strategic planning to
move the organization forward with a focus on patients and the community at large. Board members’
expertise and experience include the areas of accounting, law, consumerism, and health care.

The Washoe County District Board of Health appoints three members with expertise as follows:
= Accounting
= Legal
= Consumerism

Three area hospitals come together to appointment one additional consumer representative.
Those same hospitals (Renown, St. Mary’s, and Northern Nevada Medical Center) each appoint a

representative of their own to the Board. The Board totals seven individuals and is very active with

respect to REMSA’s activities and performance.

Health Care Innovations Grant

REMSA was awarded a three-year innovation Grant in June 2012, with the objective of implementing
projects that aim to deliver better health, improved care and lower costs to people enrolled in
Medicare, Medicaid and Children’s Health Insurance Program. The program, funded by the federal
Centers for Medicare and Medicaid Services, recognized organizations that can implement the “most
compelling new ideas” to deliver better health care services.

The grant project is titled “Community Health Early Intervention Team (CHIT)” and is being conducted in
concert with Renown Medical Groups, Northern Nevada Medical Center, Saint Mary's, the University of
Nevada-Reno School of Community Health Sciences, the Washoe County Health District, and the State of
Nevada Office of Emergency Medical Services. The Intervention Team is to respond to lower acuity and
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chronic disease situations in urban, suburban, and rural areas of Washoe County. The project is designed
to reduce unnecessary ambulance responses, as well as hospital admissions and readmissions while
improving patients’ health care.®

The grant award recognizes the creativity, solid systems and management expertise needed to
accomplish the grant objectives and to work with community parthers to shape the future of health
care. This is a particularly noteworthy accomplishment since over 3000 individual applications were put
forward for evaluation and only 107 applications were deemed to have the necessary requirements to
merit investment. Even more importantly REMSA received the largest grant (in terms of dollars)
associated with EMS.

¢ Centers for Medicare & Medicaid Services, Center for Medicare & Medicaid Innovation, Health Care Innovation Awards:
Nevada. www.innovations.cms.gov/initiatives/Innovation-Awards/nevada.html.




Recommendations to Improve Reno/Washoe
Dispatch

The consultants noted a number of deficiencies in ECOMM dispatch operations. These deficiencies
result in delays in 911 cail handling and ultimately delay response times to patients in need.

A number of consultant studies over the past few years have also concluded that ECOMM is effectively
unable to provide reliable, verifiable data. This deficiency chokes ECOMM'’s capacity to monitor its own
performance and that of area fire departments. The lack of solid data stifles any measure of system
accountability.

The recommendations below are focused changes that will benefit patients, serve the community well
and reduce or at minimum, contain costs.

1. ECOMM should immediately stop the practice of questioning callers that require medical
response and immediately transfer the call to REMSA.

2. Transfer all 911 medical calls “county-wide” (including Incline Village) to REMSA’s accredited
medical dispatch center for questioning, administering pre-arrival medical instructions, and
requesting appropriate additional resources. REMSA’s computer matrix program allows for
quality performance monitoring, reporting, and continual evaluation/enhancement. This should
be combined with an external oversight, which is in place via the Washoe County District Health
Department, Medical Director, and REMSA’s quality assurance staff.

3. Install the CAD-to-CAD link between REMSA and ECOMM for automated allied service requests.
This will allow the system to triage the calls first, determine if first response is required
(sophisticated algorithms like differential in response times ensure only calls that require first
response get first response) and both ambulance and fire are dispatched simultaneously.

4. Send an ambulance on all medical emergencies but limit fire responses only to medical calls
where their assistance is truly needed an can impact patient outcome. This will preserve fire’s
capacity to respond to wildland and other fire events that can overwhelm the system.

5. Reduce the use of lights and siren responses (fire and medical) to medical calls that are deemed
non-emergent. Lights and siren responses would be reserved for only high priority (life-
threatening) calls and will thereby reduce liability and improve safety for the community at
large. '

6. Measure and report all dispatch performance metrics system-wide and by individual agency to
assure timeliness of call handling and hand-off to the appropriate service.

7. Ensure that all calls of a medical nature are immediately handed to REMSA for evaluation of
severity and a structured system response. Every medical call will have a paramedic ambulance
sent, but only a small segment of calls require additional resources from fire or police.
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Use of a highly struciured medical protocol system with major quality assurance components, external
medical oversight, and computerized alerting technologies will ensure not only the quickest response,
but also the right resources, at the right time. it will reduce workload for the ECOMM 911 center
allowing better handling of incoming calls with limited resource staff, save dollars by reducing
unnecessary fire and police responses, preserve resources for when they are truly needed, and reduce
risk to the public of having an accident when a response was unnecessary.
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APPENDIX A: ECOMM and REMSA Dispatch - Best Practice Comparison

REMSA affirmatively meets all of 13 best practices for emergency dispatch centers.
ECOMM affirmatively meets only one (1) of the 13 best practices.

Table 5. REMSA and ECOMM comparison

Best Practice

1. Call taking done by specialized YES Paramedics with field experience handle call NGO Call takers not specialized; not required to have field
personnel taking to ensure optimal patient contact experience; they perform for all three disciplines: 911,
police, fire; results in skills retention issues

2. Protocol based call taking YES Use Medical Priority Dispatch System (MPDS), a NGO No protocols, loose guidelines and civilian experience
standard of care protocol for medical emergency to answer callers and determine _.mmuo:mmm
triage and pre-arrival instructions to patients/callers

3. Quality assurance program with YES REMSA Dispatch is NAED accredited which ZQ. No quality assurance program; no accreditation;

calls reviewed for «call taking involves a strict quality assurance program personnel not certified for emergency medical dispatch
accuracy
.mzm_a. External oversight YES Independent medical director for dispatch NO' No medical director involvement for dispatch

5. Time measurements and reporting YES Call handling and response time performance is NO No accountability, no performance requirements by
determined by Board; reported monthly; failure to oversight body, no apparent reporting and no

meet response time results in financial penalties consequences for poor performance
T e S -
6. Computer aided dispatch (CAD) YES Strong geospatial capabilities; up-to-date NOEnd of life CAD, no integrated mapping
| with mapping mapping; latest version of CAD system

.w 7. AVL/GPS, automatic vehicle YES All vehicles equipped with AVL/GPS; dispatcher NO None

M location, global positioning system can see the resources on the CAD

° During the consultant’s on site visit, he witnessed the same caller call about the same issue three times, answered by three call takers and given three different sets of
instructions. This chart is done based on the best information that could be ascertained at the time, the consultant recognizes that situations are evolving and may have changed
post the writing of the report.
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Best Practice

8. Mobile data terminals
communicate with CAD

YES Currently being installed

NO Only with police not with Fire

9. wm&o;u&o interoperability

YES

YES

10. Drag and drop dispatching,
ensures proper time stamps

zmm Calls are placed on units in a windows based
environment that ensures that call times are logged
accurately

NO Relies on radio dispatch and free text fields for
updates

11. Prescribed continuous training
for call takers

YES 24 hours of bi-annual continuing education is

qmnc:.ma‘;

NO None prescribed

12. Personnel mobility

YES Fully trained paramedics can be promoted both
internally and externally

NO Personnel limited to dispatch functions

nr
ne

13. Field and Dispatch SOP, standard
operating procedures, up to date

S : ===

YES Staff meet daily to refine deployment and other
operational  concerns including policies and
procedures

NO No system to update the procedures was given to the
consultant, several changes in management in the last few
years:

7:4;?
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APPENDIX B: Police, EMS and Fire Dispatch
Technologies

Computer aided dispatch (CAD) companies early on recognized the difference between the three public
safety systems and tailored the technologies to suit the specifics of each service.

Police CADs became records management oriented and heavily involved in officer safety. The first call

taking screen is dedicated to officer safety. Figure 2 below is a sample of a typical Police service CAD

screen.

Figure 2. Typical Police Service Dispatch Intake Screen
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Also, because of the detail needed to describe the problem, the Police CAD has many free text fields
that require strong data entry skill sets for the Police Call takers.

EMS technologies evolved around vehicle locations and optimized placement of vehicles against
historical call demand. Figures 3 and 4 below reflect the complexities involved the dynamic deployment

of ambulances to emergency medical calls.

Figure 3. CAD Components for Emergency Medical Call Dispatch
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Figure 4. Considerations During Dispatch of Emergency Medical Calis

Operations

" The Wansformation of patient needs to definitive care
Deployment for coverage T e
Patient call
Categorizing need

Priority assignment of need

Assipnment of most appronriate hospital

=

Deployment for coverage
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EMS relies heavily on technology-_to' achieve response times and optimize resources to better serve
patients. ’ '

Fire CAD design is similar to EMS CAD design except that the principal function for fire is managing
apparatus complexity. Fire has a multitude of static units that are stationed throughout the system and
must be inventoried and placed at strategic locations depending on incidents. Managing ladders,
engines, pumpers, heavy rescue, foam trucks and support vehicles is the principle function of the Fire
CAD. The deployment of apparatus to effect move ups of units is how Fire Cads are designed.

Figure 5 below is a sample of the unit complexity of a large metropolitan fire department.
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Figure 5. Sample of Units to Be Managed By a Fire CAD
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gataion 1 AL 0, (om0 (0pm 0om __ (500sem _tRv s
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é??!gégé Electrical (c}%‘g'tgear- Foam- (105 Quint 11 Quint 12 Pierce  Quint 15 Quint 17
- " Trailer 5 Tanker8 Rear- (75" Rear- (75 Rear- HazMat2 (FRV) (75 Rear- Quint16 (75" (75 Rear
Reserve  pioctrical mm_‘"" {Foam Unit) mount mount mount (HazMat  (500) mount Rear-mount  mount
piece) Equipment; Aerial) Aerial) Aerial)  Aerial) Box Truck) (1998)  Aerial) Aerial) Aerial)
Engine 1 Kazfata .
(125000m Engine 5 Quint 8 (75' Rescue 2 {(Research.  Fire Brush 17
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Pumper) Class-A Aerial)  Rescue) Response: (Trailer) (Fuel Delivery  Brush
P Pumper) Unit) (1996) Truck) Truck)
Quint 13
Quint 1 (105’ Quint 5 Technical - (108
Rear-mount (95" Mid- Rescue 2 Rear-
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Platform) Truck) Aerial)
Rescue1  Utility§
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A Fire CAD must consider this level of complexity to dispatch units and manage the move up of units

- within the system to provide coverage.
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APPENDIX C: CAD-to-CAD Link: CADPortal

12.111 Fourth #ve, Suite 354,
St Catharines, ON
@/ \l- j ; CANADA L25 3PS5
o | D north Phone:  S05-5465172
it J Fax  DO5-546-6554
VIRIR ERERGENCY 15 DI PRIORTTY Web:  http/fwean radnorth.com

CADPortal

Allied Age‘ncy Notification Interface
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CADPortal Allied Agency Interface
by CAD North Inc.

The CADPortal application monitors all incidents created in the customer CAD system and notifies the
appropriate Fire Service when fire response Is required based on medical and operational criteria.
CADPartal notification is autamatic and occurs as soon as the incident is created in the customer CAD
system (i.e.: at Send-to-queue).

The CADPortal application is made up of the CADPortal Server that will run at the customer site and
maonitor its CAD system, and the CADPortal Client that will run at the Fire Service alarm rooms.

Starting CADPortal Client:

To launch the €ADPortal Client (the Fire side of the interface) double-click the
desktop icon.

When the CADPortal Client starts up, it will automatically coninect to the CADPortal
S48l SiEsr Serverrunning at the customer site. The connection status will initially display
“CONNECTING” in red, indicating that a connection is has nat yet been established.
: ~ This status panel will indicate “CONNECTED”
and turn green once a
connection s
established. if the
- connection is.ever
‘interrupted during operation, the CADPortal
Client will automatically attempt to re-establish
its connection without the need for the fire
|l dispatcher to take any action. While the
1 connection status is RED, the client WILL NOT
receive notifications ér updates from the
customer CAD system.

Capyright @ CAD North Inc. 2012
Proprietary and Confidential
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New Incident Notification:

When a new incident is created in the customer CAD system for which Fire response is required, the
CADPortal Client wili display an incident summary in the Incident List portion of the form and an audible
alert will sound. When the dispatcher selects the summary with the mouse, the incident details will
display in the Incident Details portion of the form and the “Acknowledge” button will turn RED. {Note: The
incident details will display automaticatly if there are no other incidents in the summary list.)

The Fire Dispatcher must acknowledge the incident notification in order to silence the audible alert. Once
acknowledged, the background of the incident details reverts to white and the incident summary line
changes to GREEN, If the notification is not acknowledged within a timeout fimit, the incident status wiil
switch from “ACTIVE” ta “ACK TIMEOUT” and the incident summary fine will turn BLUE,

i TARTAE
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incident Acknowledgs Timaout
Incident Updates:

WheneVer »updates are made to an jncj;ient anthe c_ustomer-CAD system, these updates are automatically
farwarded to the CADPortal Client at the Fire service.

Critical Updates:

If the update relates to a critical component of the incident, such as Address {or any address component},
Priority, Problem or Plan, the incident summary line and the “Acknowledge” button will turn RED and the
alert tone will sound. The updated fields wilt be displayed with a YELLOW background te highlight the

changed information.

As with a new call notification, the Fire Dispatcher must acknowledge the incident notification in erderto

silence the audible alert. Once acknowledged, the background of the incident details reverts to white and

the incident summary line changes backto GREEN, If the critical update is not acknowledged within the
timeout limit, the incident status will switch fraom “ACTIVE” to “ACK TIMEQUT” and the incident summary
fine will turn BLUE, '
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Non-Critical Updates:

Certain non-critical updates are also forwarded to the CADPortal Client at the Fire Service. These non-
critical updates are related to situations where a comment marked for forwarding to Fire has been added
to the customer incident or where a change to the priority or problem of the customer incident indicates
that Fire response Is no longer required {by the custorer). (Note: Local Fire policies will determine what
will occur when EMS incidents are downgraded in this manner.) ‘

When the CADPortal Client receives non-critical updates the Acknowledge button will display “OK” rather.
than “Acknowledge” and will turn YELLOW. The Fire dispatcher must acknowledge the update; but this
acknowledgement is not subject to a timeout.

Exarﬁp!e;v. 6f ndn—c :th:al updéfei
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‘Clearing Cails:

At any time after receiving a new incident, the Fire dispatcher can.clear the incident from the CADPortal
Client.

To clear a call, select the Incident Surnmaty Line to display the incident detailed and then click the “Clear
Call’ button. The CADPortal Client will dispiay.a Clase [ncident dialog te confirm that the Fire dispatcher
wishes to close the call. Sefecting “Yes” will remove the incident from the CADPortal Client display. Note:
Once an incident is closed on the CADPortal Client, no further updates will be sent, evenif the incident is
still-active on the customer CAD system. '

Slapnich o0t b5
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Muitiple incidents:

The CADPortal Client will display muitiple incidents and allow the Fire dispatcher to select which incident
to view. Incidents Summaries are listed in the order they were received hy the CADPortal Client. The Fire
dispatcher displays the detalls of each incident by clicking onthe summary line with the mouse. When an
incident is selected and displayed, the text of its summary line will displayed in BOLD.

Note: New calls must be selected and displayed before they can be acknowiedged.
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Shutting down CADPortal Client:
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In order to shut down the CADPortal Client, click the shutdown button in the top right-hand carner of the
CADPartal Client form. The CADPortal Client will display a confirmation dialog to ensure that the
shutdown request was not made in errar and will request a reason for the shutdown prior to exiting.
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CADPortal.and VisiCAD Cormmand

CADPortal records all allied agency notification activities in both the incidents comments and the incident
activity log, Dispatchers at the originating communication centre will see confirmation of notification in
incident comments as sogn as the incident information has been sent to the allied agency. -
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Incident Notification Scenarios:
ned-to-

CADPortal evaluates each intident as it arrivés in the VisiCAD Waiting Incident Queue and automatically
notifies the appropriste allied agency based on the incideént's response plan. No actjon isrequired on the
part of the local dispatcher, exceptto check intident comments for the allied agency acknowledgement.

When a notification is sent to the Allied Agency, the comments field will be updated to indicate that thie
allied agency has acknowledged the notification.

Each CADPortal comment entry will have theinitials “*(NT*" and will be prefaced with “{CADPortal]”.
Error conditions will be prefaced with either “[CADPortal WARNING]” or “[CADPortal FAILED]" followed by
an explanation of the error.
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Notification Seenarios (continued}:

- Response Plans with Response Time Criteria

When CADPertal encounters an incident which has a response plan containing response time eriteria, it
requests an ETA calculation from the CAD North HeadStart911 interfaca. If the calculated ETA of the
closest EMS unit.is greater than the limit for the response plan, the allied agency isnotified.
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ﬁesponse Time Criteria Notification

Address Ugdates Response Plan Updates, Priority Changes

Once an incident notification has been sent to the Allied Agency; any changes to the address information,
the priority or the response plan for the incident are sent to the Allied Agency for relaying to their
responding crew(s). Acknowledgements for these updates are recorded in the incident comments and
activity log.

Incident Commerits

in order to prevent an allled agency from being overwhelmied by incident comment updates, CADPortal
will not send Comments to theallied agency by default, If the local dispatcher wants to send a particular
tomment to the allied agency, the comment must be prefixed with *[ToFire}”, A shorthand comment can
be createdto insert this note {e.g.: “/fd” = “[ToFire}").
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Allied Agency No Longer Reg ulred

if updated information from thecaller or fromthe résponding crew causes a reconfiguration of the
incident to a response plan that no longer requirey allied agency response, then CADPortal will update
that allied agency automatically.
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Atany time, the allied agency can decide to close their copy of theincident. Typically, this will occur when
their invoivement inthe incident is finished, but it can occur atany time after they acknowledge the initial
notification. Once they close their copy of the incident, no more updates to that incident will be
forwarded by CADPortal even if significant changes occur on the local systen.
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APPENDIX D

1st Responder and EMS
Response Times on Patients




APPENDIX D: Understanding the Impact of 1st
Responder and EMS Response Times on Patients

EMS response times are designed to reduce patient morbidity and mortality. This principle has been well
established and sought after for more than 30 years.

The Ontario Prehospital Advanced Life Support system (OPALS) conducted a definitive study in Ontario,
Canada on response times and the related outcomes. The study, which focused on cardiac arrests and
survival rates, allows us to undersiand the relationship between speed of response execution and
patient morbidity/mortality. The study included more than 18,000 cases and was conducted over a 10-
year period.'® Figure 6 below reflects one outcome of the OPALS study.

Figure 6. Cardiac Arrest Survival Rate and Response Time Relationship
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It is important to note that the survival rate for patients suffering a cardiac arrest declines dramatically
the first 4 to 5 minutes after the event. The key finding is that improved survival rates depends on
extremely early defibrillation that only be met by bystander intervention.

Several conclusions from the OPALS Study are relevant tothe Washoe County EMS system:

Y opALS Prehospital Research Group. Annual Statistical Report, January — December 2003: Cardiac Arrest Study Committees.




= |f there is any hopé of a first responding unit providing early defibrillation, then dispatch time is
crucial and cannot be wasted.

x  Survival rates for cardiac arrests are dismal if CPR or defibrillation is not administered within 4 to
5 minutes of onset. No first response system can respond consistently to a cardiac arrest within
4 to 5 minutés.

* REMSA’s sophisticated dispatch operations provide medically based pre-arrival instructions to
callers which effectively converts the caller to a first (and early) responder to provide CPR or
defibrillation if a device is nearby.

®  Qutcomes are best improved through intensive public education, medical pre-arrival
instructions to callers and extensive disbursement of automatic external defibrillators (AEDs) to
public areas and law enforcement vehicles.?

Fire departments have adopted National Fire Protection Agency (NFPA) 1710 response standards, which
state that career fire departments (volunteer departments have a different standard) are to achieve an

8-minute overall response or reflex time as summarized in Figure 7 below:

Figure 7. NFPA 1710 Response/Reflex Time for Career Fire Departments

Total Reflex Time:

Call Processing 1:00 minute
Turnout Time 1:00 minute
Travel Time 3:00 minutes
Response Time 5:00 minutes

EMS Set up (1 min.) 6:00 minutes Initiated
FIRE Set Up (2.5 min.)  7:30 minutes Initiated

The response time standard for fire was developed based on the fire flashover point. Fire growth occurs
exponentially and fire doubles itself every second of free burn that is allowed. Fire services focus on
quickly moving several units to a fire to contain the fire's spread. Fire dispatch services strive to
minimize call-handling time as much of fire assessment occurs on scene.

EMS and ambulance services, for the most part, have adopted similar response time goais, but for
clinical reasons. REMSA and other large metropolitan EMS services typically adopt performance goals of
8:00 to 8:59 minutes for the life-threatening emergencies occurring in defined populated areas.

The OPALS study, which is important due to the number of cases and the duration of the study, looked
at the difference in response time between first responders (fire) and ambulance services in Ontario.

11 The roving nature of law enforcement vehicles/officers provides a response typically faster than fire or ambulance.
Numerous cities have placed AEDs with trained officers to improve survival rates.
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Figure 8 on a separate page, reflects the analysis of response times in OPALS system. The data showed
that the average response time to the same calls of the combined fire and ambulance service was 8
minutes 10 seconds. The two services on average were each less than one minute from this median
time.




Figure 8. OPALS Ambulance and Fire Response Time Analysis
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To compare the OPALS response time outcomes for the Reno/Washoe EMS system, the consultants
analyzed data for the period January 1, 2011 to October 26, 2011. Data was from the REMSA Dispatch
system and only calls for which Reno Fire Department (RFD) and REMSA were dispatched were included
in the data set. The entire data set included 12,585 calis. Of this, 4,970 calls were Priority 1 (life-
threatening) to which both REMSA and RFD units arrived at the scene. The analysis results are noted
below:
= RFD was first on scene for 2,762 or 56% of calls
o REMSA arrived within 2 minutes 27 seconds
= REMSA was first on scene for 2,208 or 44% of calls
o RFD arrived within 1 minute 49 seconds

We see from the OPALS study of cardiac arrests that a response time greater than 4 to 5 minutes has
little positive impact on the patient’s survival rate. We conclude the following based on the OPALS study
and the analysis of Reno/Washoe Priority 1 fire and ambulance response times:

@ A double assignment of fire and ambulance is not likely to result in a patient outcome difference
as both services typically arrive with a couple of minutes of each other and both are outside the
statistically significant‘response time to impact survival. '

»  The first response (i.e., fire) system has to be rethought based on very high acuity (life-
threatening) calls where a very few minutes make a difference.

= Again, survival rates for cardiac arrest are best improved through intensive public education,
medical pre-arrival instructions to callers and extensive disbursement of automatic external
defibrillators (AEDs) to public areas and law enforcement vehicles.
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Patrick Smith

Chief Executive Officer

Regional Emergency Medical Services Authority
450 Edison Way

Reno, NV 89502

December 21, 2012
Dear Mr. Smith:

Washko and Associates has completed a thorough review and evaluation of the EMS system
assessment conducted by TriData Corporation.

Although specific items are listed in the pages that follow, Washko & Associates find many
fundamental problems with the report:

1. There appear to be numerous erroneous statements and references throughout the report
that seem to demonstrate:

a. Asignificant misalignment of clinical and operational recommendations that are in
direct opposition with the latest in published, peer-reviewed scientifically based
research.

b. Alack a full understanding of the emergency medical services industry, especially with
regard to the fact that EMS is a healthcare function and the future of EMS is
inextricably linked to the ability of EMS agencies to integrate more fully with the
healthcare system.

c. Afailure to appreciate the current and future trends of the nation’s rapidly changing
healthcare environment.

d. A failure to properly comprehend the laws of the State of Nevada, which pertain to
the provision of emergency medical services. _

e. Alack of an understanding of the economic imperatives being faced by the
government entities of Washoe County and the State of Nevada.

f.  Alack of a comprehensive understanding related to the breadth and scope of
oversight and accountability systems that currently exist to measure and ensure
Authority and Contractor performance by the District Board of Health. Few other EMS
systems in the United States receive the level of independent and external scrutiny
that REMSA does and the report does not delineate the actual processes or facts.

2. The report makes several recommendations and statements regarding the consolidation or
virtual consolidation of the communications centers. This appears to demonstrate a failure to
recognize the reality that EMS provision is a primary healthcare function, not a public safety
function. Although there is some minimal role healthcare plays in public safety, REMSA is the
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primary EMS healthcare provider and is tightly integrated with the regional healthcare
community; REMSA is not a public safety agency. Attempts to combine these two functions,
especially with regard to medical communications, clinical call taking, and resource allocation,
are significantly problematic and not consistent with current trends and scientific literature in
the public health and the healthcare market in general across the U.S. and other countries.
Additionally, ALL of the concerns raised by the report related to call hand-off procedures,
hand-off delays, missing data elements, lack of information exchange and lack of PSAP fault
tolerance given two PSAPs can easily be addressed though the installation of an electronic
CAD to CAD interface between PSAPs (Primary [Washoe County] and Secondary [REMSA]).
This technology would IMMEDIATELY ELIMINATE all of the issues raised as well as provide a
means to offer a backup center in the event the County’s Primary PSAP had a catastrophic
failure. We understand REMSA has attempted, on numerous occasions, to implement this
critical piece of infrastructure and has even offered to pay for this technology, with the
regional public safety agencies continuously unwilling to participate for unknown reasons.

The statistical comparisons, inferences and conclusions related to performance variables of
the various system components used inconsistent measurement approaches, varying
definitions, and questionable methodologies, which invalidates most recommendations and
conclusions derived from this data, and draws into question the intent and independency (lack
of bias) of this assessment.

Healthcare is changing rapidly under healthcare reform. Over the next few years, the
traditional healthcare delivery system will evolve from a fee-for-service driven approach that
rewards transportation of patients into the hospital, to a system that rewards treating the
patient at the right place, within the right clinically appropriate timeframe, with the right level
of accountable clinical quality and at the right cost. Given this, new models of reimbursement
(such as Accountable Care Organizations or ACO’s) will drive innovations and change that will
decrease patient volumes across the healthcare continuum and will focus on treating patients
on a preventative, primary and post acute level, thus keeping a majority of patients out of the
emergency and in-patient realms of the healthcare system. EMS transports to the Emergency
Department will decrease, and the primary role of EMS will shift from risk adverse urgent
treatment and transportation to an ED, to a risk tolerant preventative, primary and post acute
role with transportation options to all types of alternative clinical destinations (e.g. Urgent
Care, MD Office Referrals, Clinics, etc.) REMSA has the honor of being chosen through
President Obama’s CMS Innovations Grant to be at the forefront and thought leaders of this
change. This choice was not by accident, but because the Federal Government recognizes the
value of REMSA’s independent, accountable system design architecture, talent sets,
experience base and tight regional healthcare integration that exists in the current system.
REMSA has been chosen to be the lead EMS agency by which the rest of the United States will
follow, therefore we find it absurd to make any type of change recommendation to what has
been clearly been recognized as a best case / best practice scenario for change by the Federal
Government.

The report clearly points out and then attempts to justify away a long-term, significant
performance failure on behalf of many of the regional fire departments based on their
reported turnout times (time the apparatus is alerted to respond until the apparatus is
physically en route). The scientifically based, medical literature clearly states that survival of
the most critical clinical situations where rapid first response (fire or police based} can make
an impact (e.g. Cardiac Arrest response to include CPR and AED application, Uncontrolled
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Hemorrhage and Choking) require the utmost in timely response (four to six minutes from
time of onset) in order to reliably and consistently improve morbidity and mortality in these
situations. It is also clear that pro-longed turnout times have a direct negative correlation to
response time performance and is considered one of the easiest items to fix in the response
time equation and can have a significant impact on improving survival rates. We understand
that this performance failure has been pointed out on numerous occasions with little to no
improvement, and is a perfect example of the impact of a fundamental system design flaw
that does not hold ALL of the system’s components independently accountable for their

clinical, operational and financial performance failures.

While not addressed by the TriData report, the preponderance of available clinical evidence
and research clearly states that the role of first response (fire or PD based) should be limited
ONLY to a handful of critical clinical situations (cardiac arrest, severe uncontrolled hemorrhage
and choking) and that the most important treatment interventions for these conditions (CPR,
AED application, Direct Pressure and the Heimlich Maneuver) are basic skills that first
responders AND lay people can be easily taught though public education and first responder
training, but are also taught on demand when someone calls 9-1-1, as REMSA’s call center
based clinicians currently provide these clinical instruction sets over the phone to the caller to
start treatment until additional help arrives (known as Dispatch Life Support or DLS). Next,
there is substantial clinical evidence that the number of highly trained clinicians in-an EMS
system (e.g. Intermediates and Paramedics) has a direct correlation with skills competency
and outcomes. The more skilled clinicians in an EMS system, the worse the outcomes, which
is counter intuitive, but makes perfect sense due to skills dilution and lack of experience.
Lastly, there is decades worth of research that clearly shows the lack of a need for resource
intense “over” EMS response systems (where first response responds to a majority or all of a
systems EMS calls) that end up putting responder and the public at risk due to unnecessary
lights and siren responses and response exposures that have gbsolutely no clinical benefit
where the risks associated with the additional response brings no value whatsoever other
then to artificially over-inflate “demand” for such services,

We strongly suggest it should be the REMSA medical director whom should decide if medical
first response is necessary for a particular response determinant and population density
within the county as this provides an independent and patient clinical needs based alignment
(not provider centric or political desire) of medical resources to the clinical conditions of the
patient.

We believe any structural system oversight changes MUST include the following 5
components as found in the American Ambulance Association’s “EMS Structured for Quality”
manual for ALL stakeholder organizations within the EMS system (REMSA has all of these
elements currently in place):

¥v" Hallmark 1 — Hold the entire EMS system accountable through sanctions and replacement
potential

v Hallmark 2 — Establish an independent oversight entity

v" Hallmark 3 — Account for all service costs, operational and clinical quality measures

v Hallmark 4 — Require system features that ensure economic efficiency

v" Hallmark 5 — Ensure long-term high performance service
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We also strongly believe that any EMS oversight agency changes should be an independent
arm of government (quasi government based) and also should sit between all Fire Service and
PSAP components to ensure a patient centric focus to system oversight and NOT allow for
individual agency focused or politically influenced decision-making processes that exist in the
current Fire and PSAP portions of the system today.

Based on these findings, the reviewers call the entire report into question and suggest that any actions
based on the recommendations therein, be only conducted after a careful analysis of the potential
consequences.

We appreciate the opportunity to provide this review and are prepared to discuss this in any forum
requested.

Sincerely,
The Washko & Associates EMS Consulting Team

Jonathan D. Washko, BS-EMSA, NREMT-P, AEMD
David Williams, Ph.D.

Bob Nadolski, BS

Scott Matin, MBA, NREMT-P

Matt Zavadsky, MS-HSA, EMT

Alan Schwalberg, EMT-P



1uapioul jo Suireys pides Suimojjeul QyJ-01-qvD e uo um_mc._ pinoys

Ajunod aoysepn ‘salpuase Suipuodsal snoliea ay) 3s8uowe sisAjeue Jaises
Mmojje pue sawi} 8uissadoud |je 3onpaJ 01 S| [BOS BY1 J| "SI81UIJ SUOIIEIIUNLIWIOD
pue (s)dvSd SnOLIBA 3yl Usamisq Jjo-puey e Jo Yi3ua| 3yl asea.toul

|1 Jayiauap! anbiun e Supesiunwwod AjjeqJan Jayley -awi Buissasoud jed
[le13A0 2y} aA0Jdwi 01 9[111| S0P UOIIEPUSWILIOIAL 3Y] "UOIIBPUIWWOI3 |[B3p]
ue JO 1oys sjje} ¥ sisAjeue asea d[ay p|noMm Ja111UapI JUIPIdUL 3nbiun e SIYM

‘9ouBWIOIRd S, Juawliedap aAll0adsal Y3 isnl Jou pue

1UBPIdUY B413UD UR JO SISA[eUB puk ‘uoilel391ul ‘Sulniodal ay] J0) SMO|je 1Byl
Jaiauapl anbiun e Juswajdw pue s1011151Q UOI19104d 3.l || pue YSIAIY
udamlag saanpadoud Suiliodal JUIPIIUL BYJ MIIADY p UOIIEPUIWWIOIDY

*UOI1BPI|OSU0D Y3n0Jy3 PAAJOSaI 9 10U PINOYS PUB UISIUOD
SIY1 9A|0s 01 pasesans) 3q Ajised ued ASojouydsl Buldesalul qyd-01-avd

‘sjuawaJinbal asay) syeaw Ajpualind

VSINIY ‘yoiedsig Aduasiaw] jo Awapedy |euoileN syl Aq suorouny yoledsip
JD21paw 10} PR}IPAIIE ST B U) SI9pIA0Ld Saedylieay Ag pa1onpuod aq
pinoys Suiydledsip jparpaw Adusgiawa ||e 18] 3A3|3( S31BID0SSY PUB OYYSEM

's19jsues)
J1eo Ajjeraadsa ‘ssasoad ayy uj sdals a1euiwi|d 03 si sAejap yojedsip Suneuiwi|s
J0 |e08 ay3 ysijdwodoe 01 AeM DAI1D94)3 PUB JUIIDIYSD ISOW By 'paaJdy

‘sAe|ap yojedsip jo 12edwi 3y} 9seasdap 0} uoiinjos
|ea180j0uyo3] e dO|SASP PINOYS S3IIAIDS D41J J93IUNJOA Yim stuawedaq
3yl pue (suoieziuedio J0SSIIINS PUB) WWO)T OUIY 1€ UOIJRPUBWWO0IY

"3[qeIUNOIIE SI3P|OYDNEIS ||B PIoY

01 pasn pue palda[|03 3¢ PINOYS J9BIU0D JudIed JO Wil AYL [IIUN d¥Sd IST aY1
18 Y23IMS 3yl SY [1B T-T-6 Y} SWI3 3y} WoJy SJuswaJdul awi [je jo Sunsodal
pue ainided apnjoul 03 awiy asuodsal Jo sjuauodwod |[e uo elep 1eyl 2.3 I

*UOITEPIOSUOD YSN0JY1 PAAJOSa] 3q JOU P[NOYS PUB UI3IU0D

$1Y3 @Aj0S 01 pagelana] aq Ajisea ued ASojouydal Sujoesiul vI-01-av) |

‘sjuawlinbau asayy s1eaw Ajpuaning

VSIWIY "yoledsig Aouasiaw3 jo Awapedy jeuoileN syl Ag suolouny yoledsip
[D2IpaLy 10} PAYPAJIIIE 131U B Ul S1apiaoJd saedyijesy Aq pa1onpuod aq
pinoys Suiydledsip joaipaw Adusagiawa |[e 3Byl IA3I[a] SI1BIIOSSY pue OYYSeM

‘paiojdap

S| 03V Ue JO paMels S| ¥YdD 19y 18yl dwiil 3yl Uo elep 193||0J OS|e -
pinoys Ayl "apis Jualied je [eALIR UC BlEep 103|102 01 U18aqg pjnoys Aluno)
20YSEM UIYLIM S121U) yoledsig Adusdiaw] ||V iz UollepuawwuoIay

‘[1e2 3y jo uoruod s11 10} Q4A Y2e|daD JOo jeyaq

uo sa31A13s Sul|ig apIncId 01 Q4A YoB[4OD UM 10BIIUOD 01 YSIANITY 404 3]qissod
9 pjnom 11 sdeysad "Hodsuesl ayi jo 1ed su Ajuo 1oy sj|Iq YSINIY ‘Ajzusain)
33eqpasd oxjysem

"JuswasInquwiad [eiled 10} YSINTY UM Juswaaide

ue-aew pinod Aayl ‘AjaAneusally ‘uonenodsuels SN 10} $93) Suidieyd
J0j suyauaq o[qissod ayl ISPISUOD P|NOYS d4A Yoe[43D T uoljepustuwioday
uonepuUIWWOoIDY ereqil

1i0day ST A1unoy aoysom Jo sishjpuy "20sSy % ONYSOM

YoE(pPoaa] SOIeID0SSY g OYUSE/M JIIM SUOIIEpUIWIooay BJEQH] JO AJetuwing




"VSINTY Aq papiaoad aq pinoys siyl 1eyl 159838ns Jaynj pue 3a43e IM

"UCIJEPUSWILLODAJ B 3] 10U Paau pue ased ayl ApeaJje si siy} ‘os|y

“Juads sJejjop aY3 J0} SIVIAIIS 3iBIYleay paseq

pue ‘03 Ayuoyine ay3 uaAi8 aq pjnoys HOFd YL :g UOIIEPUBWIWOIBY

"921AJ3s apiaoad 01 puadils 40 ‘Apisgns Juawuiaaos
e 1010B41U0D SIAIT U apIaosd 03 9a.48e 1o1IsIp uoldalold aualy Aue o
‘A112 Aue ‘AJUno02 8y pINOYS S8OUEBISWNIIID OU 1IDPUM :Z UOIIBPUIWUIOIY

Ayjenb ‘3qeiunodae Jo [9A3] 153y 81y 9yl 198 pinoys AJlunwiwod 3yl aAallaq 3
, ‘sanjeuad Jo suolleAllOW |eldueuly

Aue sySiamino Jej wiojad 03 ain|ie} 104 JapiAoad Jayloue Jo astidiazua

ajeaid Aqg padejdads ag pjnod uauodwod Aue 1ey) 1oej ayl ‘sanjeuad

|e1dueuly AQ USALIP 3¢ 01 S3A3I1aq Hodas 9yl 1BYM SNSIaA sduewsopad

J10J JOJBAIIOW 3NJ1 Y1 St SiYa se |e1uajod syl spnjoul pjnoys spuauodwod
Wa1sAs 13110 JO 3DUBUISAOE [BUIIIXD YUM PaleIdoSSe saSueyd |ein1oniis Auy

"JuswWwaaJse ay3 Jo saddsne syl J3pun wJoiad 0] aunjies Joy JO10RIJUOD

ayj 212UiWI} 01 ANjIge UB UM 1SOD 3|qep.Joyie ue 1e sadjalas Alijenb

ysiy apinoad 01 pausdisap si 3ey3 waisAs ST [9pow Ajian olgnd e s| usisap
3yl "pe8ueyd aq p|NoYs 84n10NJ1S YSINITY Y3 1Y) Juswaasde uj Jou aie am
(dVSd Atewid pue ao1A1as adiy 9yl Ajpwieu) sjusuodwod walsAs pajojnbaiun
ay1 Joj Aessadau si JYSISISA0 |BUIDIXD [BUOIPPE 1Y) 3313e aM 3|IYM

‘Aouade Azajes o1gnd Aluno) soysepn Jayloue Aq

papiroad aq pjnod 1ySiS4aA0 ‘AjpAIIRUIRYY "Wa1SAS apim-A1unod ayl jo 1ied
aq pjnoys AJuno) aoysepn ul SIAIF opinoad 1eyl swalsAs aiedyljeay 03 sdvsd
woJj suonezjueslo ||y ‘uolien|eAs pue ‘quawsgeuew Jaisesip ‘Sujujel)

pue uoljesnps ‘uswadeuew Aljenb ‘uonensiuipe ‘ased |BJJUlD ‘sS3d0e

J0 1y8isiano pue uoendads apinoad 01 JJels JualdNs pue 10313a41g |edIpa
SINT ‘Ja8eueA SINT UB 3pnjoul pinoys widlsAs siy L "S92IAISS Japinosd
|enpiAlpul 8Y3 jo Alzuapl [euoneziuedio ayl Sujuelulew ajiym ‘waisAs SN
2111U3 2Yy3 J1aA0 1y8isian0 apiaoad 01 (190140 YlleaH Aluno) pue) yijeaH

40 pJeog 101151 3yl Japun ‘AdusBy SIAIF pes| B a1eal) 19 uollepuawwoddy

-1joday
33 JO UOI193S S1Y1 Ul PUNOJ SUOIIBPUIWLIOIDI PUE SUOISN|OUOD Y} MEIp 01

pdey 11 puly am ‘wodas Aduelynsuod ayj uj Jej snyl Ipew syuawnsie ay) se [[om.

se Spoylaw sisAjeue pue uoi}a3||0d 199dsns ‘pajuasaldal elep ayj uo paseq

‘WwalsAs apim-A1unod ays jo 1ied

aq pinoys Aluno) aoysepn ul SN apinoad 1eyl swalsAs aiedyijeay 01 sdvSd
woJy suolleziuesio [y "UOIIBN|BAS pue ‘Quawaseuew Jalsesip ‘Suiuiell

pue uonesnpa quawadeuew Ajljenb ‘uojjesisiullupe ‘a1ed [edjul|d ‘ssadde

10 1y8isian0 pue uonen3as apiAoad 0 JJe1S JUBIDIYNS pue 10103l1Q |edIPa
SIAIT “4aSeuey SIAIT AJUnod B apnoul pinoys walsAs Sy ‘S921AI9S JopiaoLd
[eNpIAIpUl 341 Jo AH3uap! [euolleziuesio 3yl Sululelulew ajiym ‘waisAs SN
3413ua 9y3 JaAo yB1sian0 apiaoad 03 (192140 YijesH Aluno) pue) yijeaH

JO pJeog 1o11s1q ay3 19pun ‘Adusl8y SN pes| e 81e3.) i UOREPUBWIWOIdY

‘sjuswiadinbaJ asay) s1eaw Ajjuasnd

VSINIY "y2iedsig AduaBiaw3 Jo Awapedy |euolieN 3yl Ag suoijauny yajedsip
[D21pawu J0) PRYIPAJOIE J3IUII B U S1apIaosd siedyljesy Aq pajanpuod 3q
pinoys Suiyoledsip jpaipaw AJUBI3WS ||e 1BY] 8A31[9 S21LIJ0SSY Pue O)YSeAn

‘sisAjeue
Jo asea sanoadwy pue swil Suissaooud [|e3 [[BI3A0 Ul 95BSII3P B 0] Sped)
sy "sa1ouase uaamiaq UoIIBWIOLUL DY) YIBJ] 03 All[Iqe DY) pue uoiew.Ioul

110day SNT Auno) aoyso JO SISAjpuY "I0SSY 9 ONYSOM




*UOIIEPIIOSUO0D VD) YSnoayl paAjosal 3] 10U pinoys pue uidduod
Siy3 anj0s 0] padeJana] aq Ajisea ued ASojouyaal Buidepialul qv)-03-avd

‘swuojre|d ASojouydal Sunisixa s,Aepoy UaAIS UOIIBPUBWIWIOIRL BjqBAdlYIEUN
ue s SNyl pue spasau Japjoyayels SNoleA 3Y) [|e 3yl 199w o3 Aujiqeded
2Y3 sey waisAs (D ajge|ieAe AjjeIo12wWwwod Jua4ind oU ‘Uoi1sa33ns adiu e 3|IYyM

*sjuswaJinbal asayy s3vaw Ajualind

VSW3IY "yoiedsid Aduagiaw jo Awapedy |euolleN ayj Aq suoiauny ysiedsip
JP2IpaL 10} PIUPRIDIE 131U B U] S1apIA0Id Buedylieay Ag pa3onpuold aq
pinoys Suiyoiedsip jpaipaw Adussiawa [|e 18Y) dASI[3] SI1BIDOSSY PUB O)YSEeM

‘Alunod

ay1 104 v Jo adAy o Q) [esiaAnlun e 3ulsh s191uad Yydjedsip usamiaqg
‘UOI1BPI|OSU0I [enLIA B dOjDA3p ‘AjaAileulal)y "ASojopoylaw Jejnsuls yum
UOI3RJ0| |BJIUBI BUO U] PAIID|[0I SI BIEP ||B 1BY] OS 92.N0S3J IpIm-Alunod
[BJIUDD SUO 03I SJ19UBD Yd1edsIp/T-T-6 dUIqWOD (€T UOIIEPUIWWOIIY

'salouase 17y Joi Suipodas souewlopad | NIYVASNYYHL

pue juawsarosdwi Ayjenb Joj s}oselep Sujulewal ayj aziuadowoy

0} pasSelana] aq AjIsea pjnod yoiym ‘yalepIsild yum aoejd ur walsAs
Sunonuow J1wWoJpuAs e sey Apealje YSIATY ‘19ylng “ZT UOIIEPUIWILLIOISI U}
pajuasardal 2in1anJls 3yl Japun auop 99 pInoYs Syl JusWaa.43e Ul 10U Ale M

2ouewsopad walsAs ainseaw
0] S212U3NISUOI SNOLIBA 3Y3 40} AYljiqe apiaoid pjnom pue juswasoadwt
$sa70.4d sadoud wiopad 03 4apio ul Alessadau ase SWalsAs elep paziuadowoy

'$110449 SINT Sh20) 01 pasn 9q ued 1eyj suodad saue||iaAIns

ssau|| pue Ainful @dnpoud 03 s824nosaJs Allunwwod pue Alajes oljgnd pue
yyeay a1gqnd Jayio yum aresadoo) ‘Allunwiwod syl pue sarpuade asuodsal
01 )0BqpPa3} dwWIl |eaJ apiaoad pue AJunod ay) JoJ JUIA3 SIAIT 3413Ud

3yl 9quIosap 03 uollewJojul Ajpwil pue ‘sleindde ‘9|qeljas ‘pijeA ajelauad
01 wesSo.d Juswaeuew ejep e ajeald ‘(Aousde N3 pes| pa1dd|as 1o)
yi|esH jJo pJeog 10113s1q Axuno) 20ysepn 3yl UIYHM SZT UOIIEPUIWIIO0IDY

"sanss|
[euorzesado 29519A0 10 1eNSa4 10U pue JYSISISA0 [BI1UlD 2piacad 03 Ajaand
paywi| aq pinom dnouis siy1 Jo adods ay| ‘wWalsAs ST aYI UIYHUM SjuswWiea.l
[ea1ul]d 3y} pazipsepuels 01 Ajtoyine [eatpaw ajelidoadde ayy uanig 1 ySisiano
wa1sAs apinoad 01 paSesana| ag pInod JVIAId 94l SA31[q pue 9a43esIp aMm

*ainjeu ui AIOSIApe 2q pjnom
92404 3se] Y] *1013241Q [BIIP3IA SINT AIUno) ay3 Ag paJieyd aq 03 82404
yse] 101021 [eIIPN SIAIT 943 SB DVIAId Yl WeudY TT UOIIEpUSWWOIdY

‘1odsuel) pue
asuodsay 114 ‘dySd ‘salpuasde [je 10j YSINTY AQ papiaoid 2g pinoys J01234lIp
[eatpaw e 10} Suioesiuod/ausawAiojdwa 3yl pue uolRaLIp [eaIpaw IpIm-Ajuno)

"10122.1Q [e2IP3IN SINT Aluno)
Jo uopisod ay3 404 suoijesyyljenb paisy] syl 1deddy QT UOIIEPUIWWOIIY

'9243e 9\

‘swesdosd Juswadeuew Ajjenb 3 |ed0| Ul SuiiedpnJled
S1UD2N1IISUO0I ||e 01 uolldalosd [e8a) Suipinold uolle|ngal aaljellsiuIwpe
Jo uone|si8s| Jo a8essed ayl ainsse 0] JJOM 16 UOIIEPUIWWOIDY

‘99Aojdwa

P310BIIUO0D SO PBIYSSE|D B 3q PINOI puUe ‘43D YI|e9H 1211s1g 93 01 Hodal
pinom 1039311Q [eAIP3IA SINT @Yl Wd3sAs a1nua oyl JoJ aJed jo Aljenb

3yl Jano Ajsoyine pue 1yS1S19A0 YUm 10123J1Q [ed1P3IA SIANIT ue jujodde

uoday SN A1unoy aoysop Jo sisAipuy 0SSy ® ONYSDM




.thQmemQE siy3 :_ "0} sJ9)81 Hodau ay3 sadA) udisap SINJ snoleA sy}

JO uorleuasaidal uoi1as $S042 JUD||3Ix3 ue Buipiroad swalsAs paseq auyy pue
21eAld ‘921A18s pJg Suipnjoul swalsAs SN Jo sadAl 1uasapip Auew passasse
AaAJns 19y1eW JUI3L ISOW Y] "SISA[euE }13)Jew JI3Y} 1INPUOd HAQA Y3

pue ySIAITY Yyarym Aq ssaa0ad ay3 ssasse Aj|ny 10u pip 1odad syl zeyl Jesja st y

‘pi1g aAnRRadwod ||ns e SuiRONPUO0D 1INOYIM asde[d pjnoys sJeah
USASS UBY] 310W ON "Suosiiedwod [9POW-.AIXd pue [dpOowW-.Jiul apnjoul
p|noys i ‘sisAjeue 133Jew asn 03 SANUIIUOD YSIAITY J| :8T UOIIBPUWIWOIDY

"‘pame| ale pieoq ay3 wutodde 1o 12919 01 Yoiym Aq saunpadoud

3y} pue pJeOoq dY1 JO XIW 33 1BY] JSASMOY 33J3esIp I\ "99sIyduels

10sS222ns Aue yum pajenosse gulaq wouy uoneziuedio saAodwa syl

Jo @ajuiodde pieoq Aue Hqiyosd pjnoys 10e41u0d a3y} ley) sjdidurid ut 9ai3e 9

‘HO9a ay1 Ag palutodde Aj1aa41p 29 p|NOYs sJaquiawl

pJeoq JaWnsuod ||y '$33sIYdueLy J0SS320NS AUB JO |SYY UM pale|dosse
Suteq wouy uoneziuesdio ssAojdwa a2yl Jo ‘Sajulodde pieoq ySIAIIY
Aue 1qiyousd 01 pauSisapal aq p|noys T uoIISS /T UOIIEPUBWIWIOIDY

"aJan|iey s,Wa3IsAs ZHIA 008
UB JO JUSAS 3Y3 Ul 30UelI3|0] JNe) YHM UOoIIN|Os 19133 & apIroid pjnom Jay1agol
swajsAs asayl SuiA) ‘quertodwi st Aujigesadosalul Aousde aaaljaqg am IIYM

‘aAdadsiad A1ajes oljgnd e wouj |eIUSWILIBP 9q p|NOd

waisAs ay) 01uc salouase |je Suianow pue saJnjie) Juanbady pue Suteauidua
pIq MOJ YiM 1ySnely pue usyo.q ag 01 WaisAs ay] puelsispun am ‘waisAs
ciped ZHIA 008 Sunsixa ay3 Jo uocnen|eAs ue spiacad Jou pip 1odal ayl 3JIym

‘WIB1SAS
oiped ZHIN008 94l U0 SuoiedIuUNWWOo) SIAIT [[B 928]d 19T Uolepuaiiwoday

'sjuawalinbal asay) s3sw Ajpualind

VSINITY yoiedsig Aouasiaw3l jo Awapeoy |euonieN ayl Aq suonouny yaiedsip
[D21paw 10} PaYPAIOIE JDIUDD B Ul S1aplAoLd aledyyjesy Aq pa1onpuod 3q
pinoys Suiyoledsip jpatpaw AJus819wWS |[B JBY] 8A3I[a( S9IRID0SSY puk O3YSey

*S9UO |BIIUID 10U ‘SUOSEaS UOIIIRJSI1eS JOWOISND

10} si 1y} pue paAejap Ajquedyiudis s asuodsal a2ueNqUIY SSajun 1gnop

ur Ajjearyiaualos si uonejndod [jed ST Sululewas 3y J0) SIVIAISS Japuodsal 1Sy
pides Joj pasu ay] *(SunjoyD pue a3eylIOWSH P3[|0JIUODUN “1SBLIY JBIpIRD
"8-3) s[1e2 SIN3 J0 sadA1 ,|eontd, 3yl 0] asuodsal 1sij [BIIpaW J0j S1asse

3114 pue 321104 Y10 03 PaPUIXd g PINOYS Syl 1eyy aa48e pue JusawAoldap
aouenquy Joy ajdpulid ,$3310) 35350)2,, B Sasn Ajpualind ySIAIGY 93488 3\

'sa|diouiad $82404 35850]2 1dope pue Alunod syl 1noysnoayl wesdoud
(TAV) 101207 BDIYSA d11RWOINY Ue JUaWIldW| :§T UoEPUIWIWO0IY

‘S195B1BP YDd? PUE YDOId ‘SINY ‘QvD Sulpnjoul sapuade 17y 404 Suipiodal
soueuuopad I NJYVISNYYL pue uswarosdwi Aljenb Joj syaseiep ujuiewal
ay3 aziuaSouwioy 03 padeland] aq Ajises pinod s3150jouyI3L YdIB IS

"3y Adealld vvdIH
ay1 Aq paysi|ge1sa sajnJ ayl Japun pasinbaa se Alljenuapruod juanied ainsse

01 U3y e} aJe sdajs J|qeuoseal ||e ey} Insse 0} ASIApe os|e Inq ‘9aJ8e o

‘e1ep asuodsal 3|110el) uo paseq wWalsAs SIANT 9yl

INOoge SUOISIIBP PaWIOjuUl ew ued siadeuew wlSAs 1ey) 0S uolew.oul

AJessadau ay) sapiaoad pue ‘e1ep yoledsip pue Qyd Syull 18yl woilsAs
juswadeueA spJoday SIN3 apimAIUNO0D e Juawaldw| T uollepuawwoddy |

1410day SNF A1uno) aoysop Jo SISAipuy "20SSY B OJYSDM




6

SIYSIAITY 1Byl moys 03 3dwialie syl 1eyl 2USPIAS 4ed[d SapIroJd 108y Syl “s|jed
|eatpaw Jo Ajtofew ay3 uo Juswiiedap adiy 3yl 03 Jolid SUIIS Y] I SBALLIE
VSIWIY 1ey3 dnous Suiynsuod ayl Aq pajeanal 10U 1o} JuRILIUSIS JaYlouy

‘s||e2 Alinoe Mo| 01 9121Yan Jo adAl a1endoiddeus syl

yum Ajuessasauun puodsal sjuswitedap aaiy Auew ‘4sayung ‘sajjddns |edjpaw
pue ‘S3|21YaA 0} Je3] pUB JBaM ‘[3N} JO 1SOD [BWIIUIW BY1 9q P|NOM sasuadxa
pappe Ajuo ayl ‘ssapuodsad 1sii} se sa1pudd1awWs |edlpaw 03 papuodsal

A3y3 Jay1aym Jo ssajpipobai Supiom pue pred ag pjnom jeys jauuostad

a4 Busixa yum paystjdwodde sy asuodsau 1s41) Juswiziedap auyy ‘sased 1sow Ul

‘siejjop

xe1 Ag panoddns aJe sjuswedap aJ 1sow ajiym ‘suiodsuen) Jjayl wody
109[|02 pue 33e1auas Ady) 1eY] 934 9Y3 S| uojesuadwod sauade SN ISON
*921A195 J13y3 Suipiaold Joj palesuadwod 10U aie oym siuswipiedap auij uo
aouelja4 aseaJoul Ajy1] ||1m suolleldadxa Jo Suises 1eyl sajels osje Jodal syt

"UO1IEPUBWIWO0IAI S 10dal BYI YHM JBIP pinom
21d0] 8y} UO S3IPNIS PUB 24N1LIIY| JUBLIND ‘AJBIJUOD YL O] "UOIIEPUBIWOIS
ay1 1oddns 01 sa1pN3S 10 34N3eIdY| [BJIPSW ATD 3112 J0U SB0P 1odas Ay L

"J9jsueJ) pue asuodsau

¥21nb aJinbas pue ainjeu snoLas e Jo USYO Je sfjed AJlioLid [3A3]-PUOISS 1.Y]
Suneis Aq oya3 1o BYaqd ‘d14eYD Se dvSd aY1 Aq palIsse|d sjjed ||e 104 patinbal
aq p|noys awaJinbas awiy asuodsal a1nuiw WS19 sy3 Jeyl sauido odal 3y

*(z 10 T Altond) oyo3 Jo ‘eljaq ‘alldeyd
se dvSd @yl Aq payisse|d s|jed ||e 10} paJinbal aq pjnoys uswalinbau
2w} 9suodsal puodIas G pue InuIW Y319 9Y] 107 UOIEPUIWWIOIDY

‘wd1sAs ay1 01
J48Ua( 3|qesisuowap Aue Inoyum siuailed ay3 o1 uo passed Ajliessadauun aq
01 9ABY pInNOM 1ey3} ASUOW 1503 JIPaJd JO SI8119| D BIOADLII pue Spuog AlIndag

*1S0J [RUOIIPPE OU SBY PUB £ UOIID3S Ul painbas 000°00ZS Y1 ueyl alow
4onw 01 JUNOWEe YaIym |SYY pue ySIAITY JO SO|GBAIDISI 3] JO [|e 0] SSadde

YuM HgQq ayi sapiaoad 11 pue sasn ySIAITY 1eyl uolrdo ayl st siyl “SIopuaA Suim
Aselod pue yojedsip ‘@auenquie punots s Jsuiede 1950 Jo Y31 |en1dOLIIUO0D

B 19}40-01 YSIAITY Smojje UBW9aJ8Y 9sIydueLS SY] 18y} SUIPURISISPUN JNO S| |

‘Spuny ay1

0} SS9228 S,HO9d @Y1 Aejap 03 uoloe |e83| Sulig JouUed J0)IRIIUOD BIIAIDS
Aue 10 YSINTY Jayla ‘HOEQ 40 JBd10 YIEBSH 1011SIa 3Y3 A 3neyap o
uojjese|dap uodn 1eyl asne|d B apn|oul OS|e p|NOYs JuaWIdJFe asiysuels syl
"000°000 TS 1S3| 1€ 10§ 1PAJID JO BUI| B|(BIOABL] UB 34NI3S JO ‘puoq A1ains
e 3s0d 01 AduaSe pajoeJu0d Y3 JO YSIAITY 24Inbay :6T UOHEPUIWWOIY

‘Aio8ared
AJana 1sowle Ul doj uo N0 BWLI J0JIBJIUOD JID9Y) PUe YSIAFY ‘SISAjeue

110d3Yy ST A1uno) aoysop Jo sisAipuy “205Sy 9 ONYSDM




o1

‘@ouewo0)4ad Jo uoneluasaidas ajdwes e J0u SI 810)3J3Y1

pue suolle[nd|ed wi} asuodsal ul 9sn 104 palendjed pue pariodal aJe sjjed

9y3 JO %00T ‘Buijdwes wopues uo paseq pawdopad si Sunipne 1y3is1aA0 ay}
3[IYM “sawil asuodsau Jo uojie|ndjed ayl ul pawaojiad ssaooud |enide syl yum
JellWwejun S| JUBYNSUOD Y3 IBY] UCIIEPUSWWOI) SIY] 4O Aem Aq sieadde 3

‘Suijdwes jo peajsul uoilejndod aJ3ua
9yl uo paseq aqg pjnoys dsueldwod awil asuodsay gz uoiepuUaWI0IaY

"A1uno) ay1 1noy3noayy syujod Suliamsue (8D SNOoLIBA
3y1 1e pasn swesdoad aden) [BIIPAW BY] JO SSDUDAINILBYYD JO ssauailelidoldde
3Y1 1UN0J2E OlUI ) E) 10U SBOP UOIIBpUBWIWOIAY s, uodas syl ‘Ajjeuoilippy

"102dsns Jou aJe 3104343Y3 pue ssauajeirdosdde aunsus

01 1ipne |eojul)d uspuadapul Aq A|SAI030S0I194 PIMBIASI 3 WI)SAS wf

Ul pawJoyJad sapesdumop Auy ssad04d 3y8is1ano Suipei3umop jenioe ayl yum
Jeljlwejun sl JUelNSUOd Y3 1By} UOIIBPUIWIWOIAI SIy} Jo Aem Aq sieadde

'SUOljeUIWIBP puUe s1sanbau

9peJSumop jo Alewwins e ujeuod pinoys yodau asyyoued) jenuue HO9d
9Y] 'uolleluawWnoop 10 uoseas poos 1noyim SuipesSumop asoyl Ajjenbsip
pue 3sue}|dwod Jojuow piNoYs Jad1}40 YI|eaH 1011sIg 9y "dJemyos

[1B2 3Y3 ulyim uonjeue|dxa ue apnpul pue ‘(ysledsip 2duenque o} Jouad)
AjaAndadsoud Jnado 1snw ) ‘suoiiedijissed ||ed SuipesSumop jo a8s(aud
23 Aduagde pal1oesIu0d 3Y] 10 YSIAITY MO||e 01 SRYSIM JD10 Y eoH
1214351Q 3Y3 J| ~J19puodsal 1S4l 2UdIS U0 40 ‘dvdd ‘dVSd 24l Ag auop aq Ajuo
Aew suonedyisse|d Aluold [jed jo uipeisSumop ay] Tz UolepudaWW 03y

*saJ1sap uoneaynsnl Aseja8png Jo [edijod s 4apiacid J9Y10 Jo ssajpiedal
1uaned ayj Jo SUOIPUOD [BIIUID 3y 0 $331N0SAJ [BIIPAW JO JUSWUS)|e
paseq 1uaized pue uapuadapul ue sapiaocLd syl se uoiSal pue JueulwIR1RP
asuodsaJ Jejndied e 1oy A1essadau s asuodsad 1541} [eIIPIW JI BPIIBP PINOYS
WOoYM J0123.Ip [BIIPaW YSINTY 9yl 8q pinoys N 15983ns AjSuoais am ‘Ajise

*80130e4d puE 31D JO SPJEPUE]S JUBLIND YUm elidoidde pawasp s| sesuodsal
Z pue T Ajioud jo uoirezii0891ed ays ‘yoredsig Aouadiaw] jo Awapedy
[eUOIlBUISIU| BY] Ag 92Ud]|9IXT JO J31US) PB1PSIIIY UE S| YSINTY 1BY3 USAID

‘SUOI1BIBpISU0D

|e21UljD J3Y310 Sk ||am se 1ndu| S10108J1p |eJIpaW |2D0] 3y} uodn paseq

s|aA3] AlinJe snoLeA ay3 Jo xiw e sapnjaul Ajj2a1dAl siy) “s1euiwialap asuodsal
Jejnanued ay3 Joy Ayuond asuodsas 8y Builas 4o} 3|qisuodsal si J032241p
JD21paw 3y3 ‘WaIsAs SAJIN QY1 Jopun ‘WwolsAs uolleziioud pue aleulunialap
asuodsai (SadN) waisAs yajedsig A3aolid [eIIP3IAl YHUM Jeljiwejun

st dno.g 1uelNsU0d ay3 1By} UOIIBPUIWIWOIII SIYL JO Aem Aq sieadde osje 1]

‘SawI} INoUIN} pue saw ydiedsip y1oq yum uswanoidwi
9ouewIoIad JO PIBU AUIP Ul S| AIAIBS Uiy YL JBY) SMOYS Ajjenioe
32U3PIAS 3Y} 1Y} pue uonduwinsse as|ey e 10e4 ul sI Sawy asuodsas sy ui uljie)

1i0day SNT A1uno) aoysom fo sishjpuy 20SSY 3@ OJYSOM




Tt

-19ad paseq A)|e2111U310S 10 S310B4 UO papunoy jou pue uoyutdo ‘@in3dafuod

aq 01 s8uipuly s,110daJ 9Y1 9ASIAG IM  'SI0B) By} |[B puelsiapun Ajieap

10U S90p pue WIISAS YSIAITY ||BISA0 Y] JO UOIEBN[BAS SY Ul paselq sI Lodal ay)
1BY31 UOIID3S SIY3 UJ SUOIIBPUSWIWIOIA] PUB SJUSWWOD 3y} uo paseq sieadde )|

*(1SvY) 1010B43U02 3Y1 pue ‘(ySIAIFY) dnous 1ysisiano Alljiin olignd ayy
Jo uoneJsedas 191ea48 auNsse 01 VSN IY 24N1oNJ1S3Y 187 uoliepuswiwoIdy

‘siejjop 19Aed-xe] 91seMm

01 Uay] Jay3o ysijdwodoe pjnom asiyauelj ayl je SuRjoo|-34 1eym ains Ajpoexs
10U 2JB 9M 0S ‘S3I1NIUD JaqUIBaLI 3y} Jo yoea Aq 1sed ayil uj pawosad uaaq
3ABY SM3IAAL JO S9dA] 3say3 18] SUIPUBISISPUN JNO S| U “JIABMOH "3sIyduel)
VS IY 9Y3 pueisiapun Aj23a]dwod pinoys sIspjoyayels |je Jeyl aaJde s

‘UI32U0J J1ay] 01 Jamsue 3|8uls ou

aq Aew 213y} 18Y] puelSIapuN Ishw sapusde ST ‘0E UOIIIRS JUBWAIZY
asiyoueld YSWIY Jo suonesydwi 8yl uo adueping apiroid 03 SIDIAISS (e8]
J12Y3 3NSU0d p|noys A1uno) S0YSeM UIYLM SBIID :/Z UOIIBpU3WIW0IdY

-92130eud

ajge1dadoe S| pue S3LIISNPUL JYI0 YUM JuswuSije ui sy polad awil siy}
‘soriaW douewioMad pue eueul S, YSINTY 0 Sullipne jeulaixa Juapuadapul
10§ apiAo.d OS|e Uyl PUE $}00q 3Y3 3S0|d Ajjeloueuly 03 s3 el } dwil 3yl

USAID "UIBWSJ PINOYS awesawi} Aep-0g8T Sullsixa ayl aA3l[aq pue 3aJ3esip s

‘pu?d 1e3A |eISI) 3y} Jo sAep 06 UIYUM HOgA

"aseaJoul Aue 03 aa43e 01 sey Hgg 3y} ‘quawisnlpe [dD 3Y3 Jo}
1daox3 -uswaaiSe asiyaues) 3y Ui Jeajd AJaa aue |[iq S8esane 9yl asea.dul 01
spoylaw 2y} pue |jiq a8eJaAe ay] 's91ed S| anss] paindsip Ajluowiwod Jsow ay |

-53500 AJessasauun Juaaald o3 uonndo ue se Aja19|dwod pasowal
Susag INOYUM YV 40} MOJ|E 01 PalJIPOW 3¢ UBD 3SNEI Y] "SIANUNWWOD
150W Ul uonesy pue Yy usamilaq dals aAI1I34)D 150D B S| Uolledliqly

‘uonnjosaJ andsip 4o} ssa204d siy1 0} 3aJ8e Ajjeninw 03 pasu pinom saiued syl
‘yons sy ‘Asejunjon aq o3 sieadde JuswaaiSe ay3 ui uolelligle Joy ssad04d By

ay1 01 podas |enuue J1ay3 HWgns 03 YSIAITY 4inbay :9Z uoiepusWWOIY

‘uone|ngas a1eJ dduURINqUE

19A0 Jamod uoISIIap 31_WIIN Y} BARY P[NOYS Y}|eaH JO pieog 10L1sIa
9y 9010y JO pOYy1aW 3yl S| UoneIpaw [euolssajold ‘palapisuod st Hay
JI "TT UOI103S WOJ} 3SNE|D UoI.IIICJe 3] DAOWIY 1GZ UOIIEPUBWIIO0IDY

*100W 3q 01 UOIIEPUIWWOI SIY) dAI!|3G IM ‘WSISAS ay3 Jou ualied
31 JO $IS3I9IUI 359 B3 U] 10U SI 74 UOIIEPUSWIWIOIDY 1By} SA3I|3q 3M BdUIS

‘HOga A1uno) soysepn Y3 Agq pasundul s1s0d
1YSISIaA0 SINT 2PIM WISAS 19540 01 pasn ag P|NOYS SUOIIE|OIA piepuels
@ouewoad 108I3U0I ST 10§ PBIID||0J SPUN iHZ UOKBPUBWWOIRY

‘2oueljdwod-uou o4 saieusd yum

|jaMm se spaepuels asuodsal 01 pjay 2q pjnoys siapuodsai 3sily Juawliedsp auy
ay1 ‘Ajjeuoiippy ‘waisAs 1ySisiano Aluno) pspuswiwodad s 3odal ay) ssueuly
01 anow Supnpotd-anuanai e Ing Sulyiou 3q o1 sieadde uollepuIWWOIBI SIYL

‘sa1eJ ddugnquie dojaAap 03 Pasn 34n3oNJls 1502 3Y3 03Ul 3{ing 3q ||IM

s99) 9523 9ouls ‘Juajied ayl 03 3502 BY1 ISEIOUL [|IM J3pIA0Id BduBINqWE BY)
01 sauyy SUISEaJOU| "UOHEBPUSWIWIOI3 SIY} Joj uoreayiisn( ou sapiroid dnous
Sunnsuod ay} pue pajsnipe 3q 0} pasu sauyy sduengue jeyl aaidesip IM

‘00°0STS 0 wnuwixew

e 01 a1nuiw Jad (sadueyd |4) Jad se) gz'STS |euollippe ue pue aie| Sulaq 1o}
Ayeuad 00'00TS B $S9SSY "SSOUS1E| JO D3.E3P pue SsaUIIe| JO 108 3Y] Y109
UO paseq Sauly awl dsuodsal sdue|nquIe aulwIR1e(Q (€Z UOlIEpUSWIWOIBY

oday SNg A1uno) aoysom Jo sisAipuy *20ssY i ONYSDM




(4"

40} J01BAIIOW BNJ1 Y] SI SIY] Sse ‘lerjualod siyi spnjour pjnoys syuauodwod
Wa1sAs JaY10 JO 20URUIDAOS |BUIDIXD YUM pPIleIDoSSe sadueyd [eanlanils Auy

JuswaaJide ay1 jo sadtdsne ayl Jopun woy1ad 0] aunjie) J0j J010BIIU0D

3yl 91euluwLId] 01 AYjIge UB UM 150D 9|qepioie ue 1B SadIAIas Alljenb

y3s1y apiaoad o3 paudisap st 1eyy waisAs SN [9POIA AN d1jgnd e st udisap
3yl "pasueyd aq pjnoys ain1dnJiIs YSIAITY aY1 1Yl JudwaJse U7 JOU 31D am
‘(sdvSd Aewrd pue 321A48s a4y 9yl Ajdweu) sjusuodwod wailsAs paipnbaiun
, 2Yy1 1o} A1essadau s 1YSISISA0 [BUIIIXD |[EUOINIPPE 1Yl 93488 am I[IYM

*1a8eue|n

Suluies] pue uoiieanp3 SN3 pue ‘aa3euelp AlljenD SIAIT ‘Asije1dadsg
uoIlRWIOJU| SIAIT “1010341Q [BIIPSIAl SINT ‘J28eUBRIA ST U :Sapnjoul ey}
14215 SIAIg ue Jutodde pjnoys Adua8e peaj uasoyd 3y ;0§ UOIIEPUSWILLO0IDY

90IAJ3s 9ouewopad Yysiy waal-8uo| aunsuj — G YJBW|BH
AJU31214J3 21WIOUO33 2INSUI JBY] SD4NIB3) WIISAS duinbay — ¢ yJew|eH
sainseaw
Anjenb [ea1u1d pue jeuojjelado ‘S350 3IAIIS [|B J0) JUNOIIY — € JBW|IBH
A1ua yBisiono Juspuadaput ue ysijgeisy — Z JJewjled .
jenualod juswadejdal
pue sucioues y8noayy 3|qeiunodde walsAs SIAIF 3yl PIoH — T eW|eH .
:(a0e|d u syuawa|a 3sayl Jo j|e sey AjJuaLInNDd YSIAITY) wia1sAs ST
3Y1 UIYyNIM STCTIDZIUDDIO0 JopJoyayDIs TV 10} [enuew ,Aljeny 40} painianiis
SIAI3,, S,UOIIBIDOSSY SJUE|NqUIY UBLIAWY 3Y] Ul punoj se sjuauodwod
G uimoi|oy ay3l apnjaul ISNIA sa8ueyd 1YB1SI9A0 [einonils Aue aA3I[aq 3 M

‘sal3jeuad 10 suojleAlloW |elaueuly

Aue sysiamino Jej wiopad 03 ainjiey oy Japirosd Jayioue 1o asiidiaius
a1ealid Ag paoejdas aq pjnod Jusuodwod Aue jeys 1oej 3yl -ssiljeuad
[e1oueuly AQ USALIP 9 01 SBA!|2Q SIUBYNSUOD Y} JBYM SNSISA 3duewopad
10} JOleAIOW anJl 3yl Si siy3 se |erualod siy3 apnjoul pjnoys syuauodwod
Wa3sAS JaY10 JO 20UBUIDAOS |BUISINS YUM paleIdosse sadueys |einiontis Auy

1Y81S49A0 S1Y) ysiidwodoe 03 Jjels e pasu

pinom HOHQ @yl 1yS8isiano Aep-ol-Aep 104 8|qisuodsal aq pjnom (peay
1uawedap paleusisap J0) 482140 Y BaH 12141sia 9yl ‘Aluoyine 1y38Is1sA0
SIAI pImAIUNOD e 31340 03 (Aduade pea| 4310 J0) paeog YleaH 1011sIq
9y} 9ziJoyine pjnoys sJauoIsSiWwo) AJuno) syl :6Z UOIIEPUIWILIO0IDY

‘passalppe
3Q 0] SPasU 1BY] SNSSI BAIJUBISGNS B SI SIY] S91e3ipul 18yl odal s Jue)nsuod
2y3 jo ued se 10 ‘sed sy ul pasiel senss| AUB JO a1eMBUN OS|e 3. 9\

*a1nydaNydJe
S11 40 Wa1sAs YSINIY 2yl SuipJeSal SUOIEPUBILLIOD3I 3SaY] JO Aue ayew 0}

3|qe 2q 01 32uasy|ip anp ysnoua wiopad Jou pIp JUBYNSUOD 3y} Jey) sieadde 3

‘SpOY1aw Y2ueasal 31kinIIe PamalAal

uoday ST A1Uno?) aoysom Jo siSAjpuy I0SsY 19 ONYSOM




€1

"VSINY AQ AI3AI[9P 931AI9S PaNUIIUOD JO UBUOdLIOD 3y} Ylim 3318 9M

3Q 01 aNUIIUO0I P|NOYS BLIBIS/SMOPEIIA 934N ] IEE UOIIEPUIIWIOINY .

‘29.8e 9\

*Aoijod 1o me| Aq paqiosaud

se uoneJado 1ua.1und §11 3nupuod 03} payiwuad aq osje pjnoys Auedwo)
2414 1931UNJOA Yde[JBD pue Jd41TN "SeaJe 1udind sil 1oy Japirosd Jiodsues
S Alewiad ayl 8q 01 BNUIUOI PjNOYS YSIAITY iZE Uoilepuauioddy

'S9IURISWNDIID

JO 1saJed ay3 ul 3da2xa ‘sawo31no juaiied Jo aJed juaiied uo 1edwi ou 03 B|1|
9ABY Y2IyMm aJn3onJiseyul Jo siahe| aAisusIxa pue Jomoduew ‘sasexded Jjauaq
a|geuleISnsun ‘s198pnq 91e11ueIsqns 03 104 U. Ul UOP SBM SIY] "SINUIA3J
|[EUOIIIPPE JO PadU 9Y) INOYUM paysijdwodde aq pinod SHyse) [euolippe asayl
eyl panoid pue Jiys wsipesed siyl pa1eaLd SOAIDSWIBY] SJuawlIedap ally 3y

‘Aunioe

jusawedap a4l [e20] 3Isow jo Ajuiofew JuUdLIND Y] ‘SIDIAIRS BsU0dsad 154l SINT
paliwi Sapnjoul 18yl ‘plIOM uispow s,Aepoy Ul "ANunwiwod Jisyy ul a|doad

3y 01 sa21A19s Aduasiawa apiroad o1 st Alnp Jisys Jo Jied pue siejjop saked
xe3l Aq papunj aJe sjuawitedap ali4 ‘pasn sadiaies Aue soy Aed pinoys s,qd 3yl

‘sasuadxa pappe 9sayl 104 JUNOIIE 10U Op
SWISIUBYIIW JUBWISINGWIS] 91BIS PUE |EJDP3Y JUSLIND BYL PUE 1SOJ B 1€ SWI0D
Op S9IIAIDS 3SBY] SE SIDIAIS 9344, 3pInoad pInoys YSINIY 1.yl aa.3esip 3

‘[]om se uauodwod syl 104 WS1S19A0 apiacid pjnoys suoliepuawwoddl
3S9Y3] Japun sajeID0SSY 1§ OYsep Ag pare|dwaluod 103031 |eIPIN

ayl ‘jauuosiad jexdsoy-ul pue |auuosiad |e}dsoy 40 1o Yioq ‘waisAs ayl
ur saapinoid [je 01 a|qejiene uaaq sAemje aney swesdoud jruonedinpa sySiAay

"S$10141S1Q 314 pue a1l Aq papiaosd Suiag sa01A19s Jopuodsal 1541}

SINI3 J0} 98uBydXad Ul 9344-1S09 SBIIAIBS 95aY] apinosd pnod YSINTY “10323.1d

|ed1paN ST pue Ja8euep ST Aluno) aoysep eyl jo Alpiqisuodsal

3y3 aq pjnom sassadsoud Sujuesy pue uoneanpa ayi Jo 1ysisiano Aioiejnsay

‘Suuresy pue uoneanpa papiroad ySAIY uawsne Jo jo no-1do,

pInod sauase [e207 “1012341p |ed1paw S pue Aduage |e20| 2y3 JO [0J3U0D
Japun uiewsaJ pjnom sadajialad uoiouny jo Surjuess “3ulules] pue uoneonpy

SINT apim-Alunod jo uoisiroad 3yl 104 YSIATY YHM Juswaaa3e ue ojul J31us
pinoys Acuase SIAIF AJuno) aoysepn paleusisap syl iTE UOIIEPUBWIWO0I3Y .

‘Aepo] walsAs sy Jo

suoiiod dySd pue aJi4 Y3 ul IsIxa 1ey] $9s53304d Supjew-uols|dap paduanyul
Ajjeainijod uo pasnaoy Aduase [enplalput JON pue JYBISIoA0 Wa3SAS 07 SHJ0,
3713097 JUa130d B 3.NSUS 03 JUBWULAA0S pue s1usuodwiod dySd pue ad1AL8s 3l
[le usamiaq Hs pinoys Aduade yuapuadapui e jeyl adeinodua AjSuoals osje s

'saljeuad 10 SUOI1BAIIOW [BloURULY

Aue sySiamino Jej wuojiad 0} ainjiey 10} Japirosd Jsyjoue 1o asudialua
a1eAaud Ag peoejdau aq pjnod jusuodwod Aue jey) 10ej ay| ‘sstjjeuad
|e1oueUly AQ USALIP 30 0} S9AS1[3] SIUBYNSUOD 3Y] JBYM SNSISA dduewlopiad

uoday SNF Auno) aoysop Jo SisAipuy “20SsY § O3YSOM




12"

asuodsay 1sJ14 daay pue AJunod 411U wﬁ 01 9DIAI3S SINT STV 2ptaodd YSIAITY
aney o1 Asuaioiye u_EocOum puk 2Jed juaiied JO 1S3491U] 153 dY1 Ul 3q E:oi b
JA3I|2q 9M "Sawoano Juanpd asiom pue padusliadxa aled juaned paysiuiwip
03 Spea] WalsAs SAIF Ue Ul (SoIpaweled pue sale1pauwaaiu]) sueiuld

pajueApe aiow 3y} sanoad 1Byl Youeasas pamaiaal-19ad Jueditusis st auay]

*UOI1BI1}I1IBI JO [DAD] JUBLIND J1BY1L S04 B|qejI_AR D1BD WNnWIXew ay) apirosd
pInoys s[-1A13 pue S1IA3 wua.4un) dipawedled o} apei3dn sapuodsal 1541y
uoddns 01 Supjoe| 1 92UBPIAS ‘DUII} JUBLIND BYL 1Y € UOIIEPUIWIIOIRY

‘[ealaIns ancadwi 01 usaoad Ajjeai13uslds usaq sey
Y21ym g3V UE JO 3sn pue Y4 uo uolednpa uosiadAe| 10} S110449 |elrueISqnS
aJe AJUnod 9y31 JO SBAJE |B4NnJ DI0W dY] Ul PISSISSe 24 0S|e p|noys 18y

"§2JIAJBS YdNns , puewiap,,

91E|JUl-JBA0 Aj|BIDIJILE O] U3Y] J3Y30 J2A30SIBYM anjea ou s3utiq asuodsas
[EUOLIIPPE 3U3 YUM PalRID0SSe SYSII 3yl duaym JJataq [pdJuljd ou A[ajnjosqo
aAey jeyi saunsodxa asuodsal pue sasuodsal ualis pue siysi| Alessadauun

01 anp ysid 1e 21gnd ay3 pue Japuodssi Suinand dn pus 1ey3 (s)jed SINI swaisAs
€40 ||e 40 AjJofew e 03 spuodsal asuodsal 3syy 348YM) swasAs asuodsal

SIANIT ,49A0,, 3SUIUI 92UN0SAI 10} PASU B 4O }IB| 3y} SMOYS Al1e3|d Jey) ydJieasal
JO Y1IOM S2PRIIP S 313Y3 ‘AjISET "20uUdLIadXa JO }OB| PUB UOKIN|IP S||S 03 NP
9suas 10a4ad syjew INQ ‘DAIINIUL IIUNOD S| YIIYM ‘SIWOIIN0 Y] 3SI0M 3y}
‘Wa1sAS SIAIF UB Ul SUBIDIUID P3|IDIS 2JOW ay] "SaWo021n0 pue Adua1aduiod syis
Y1IM UOIIB|2410 J03JIP B Sey (SJIpaweled pue saleipaw.alu] “8:9) waisAs ST
Ue Ul suemIuljY pauled) AjySiy 40 Jsquinu 3y} 1ey3} DUIPIAI [BIIUI]D [BIIUEBLSANS
st a49y3 ‘xaN ‘(s1@ 4o Hoddng 3417 yoredsiq se umouy) saalLe djay [euoiippe
[I3UN JUBW]EaJ} WB)S 01 J3[|BD 9Y) 01 duoyd 9yl J9A0 S35 UOIIINIISUl [edIUl[D
asay1 apinoid Ajauauund suedtul|d paseq Ja1uad ||ed s, YSINIY se ‘T-T-6 s|jea
2U0BWOS U3YM puBWIP UOo JYSney osje aJe Ing ‘Suluiel] Jopuodsal 1siy pue
uoneoanpa agnd ysnoys 1ysney Ajises aq ued sjdoad Aej NV siopuodsal isiy
1By S||{S DISeq 3Je (JSANBUBIN YIIjWISH 3Y) pue ainssa.td 193J1q ‘uoniedtdde
a3V ‘YdD) SuUoiIpUOd 3SaY3 J0J SUOIJUDAIDIUI JUSWIE] JueHodwi Isow

ay3 1ey3 pue (Supjoyo pue 98eylI0WaY P3||OJIUOJUN BIBADS ‘ISAJJe JeIpIed)
SUOIIENYIS [E31UIID [EI11D JO [NJPUBY € O3 ATNO P3NWI| 29 pnoys (paseq ad 40
aJ1y) asuodsal 35114 JO 9]0J Y1 1BY1 S91L1S AjJe3[D YIJeasal pue aIUIPIAL [BDIUIID
3|qejteae Jo asuesapuodaid ayl ‘vodal elep-u] syl Aq passaippe J0u 3|1y

*Ajuno) soysepn ul
}JOM Jayuiny Aue Ul 3AeY pInoys eleqli] 9|04 SuUINuUIIU0d 3Y] UO J83[IUN 318 IM

'sisAjeue 10} 1o8euew 103fosd ereqii) syl 01 1l pJemIo) 0] elep

Asessadau ay3 ssassod Aew eyl sajpuase a8einodua pinoys sjeoyjo Aluno)
90YSeM "Add BJIDIS/SMOPEI|A 990N MaU Y] ul A1ess303U S| 3Jed JO [aA3)
1BUM JBPISUOI 0} BPEW 3¢ UBD UOISIDBP B ‘pazAjeue sJe elep Jo)Y "2nuijuod
pinoys aJed Japuodsal 15114 JO S|2A3] 1UBLIND BY ] "VYSINIY Ag panlas

woday Sn3 A3uno) aoysop fo sishipuy “30ssy 18 ONYSOM




ST

‘yoijedsig Asuadiawg
JO Awapeay |euoileN 3Yy3 Aq pa)pa2de J81UI SUOIIEDIUNWIWOD [edIpaw 3|3uls
e wody paydledsip 3q sa24n0sal 9sayl 1eY1 puswwodal uede pue aaige am

*Aoua8iawa [edIpaw B 01 JUdS 3q ||IM.
1un paiijenb. ‘1sas0d Y3 1BY) 2INSSE SANSS| AUB INO JIOM PNOYS IJIAIIS
J291UN|0A 3Y1 pue ‘J4y| ‘Juawiiedaq aJl4 OUdY YL L€ UOIIEPUSWIWOIDY

*sasuadxa asay} JOj JUNOIIE 10U Op SWSILEYIDW JUBWSSINGISI
91€1S pUEB [BIDP3} WBLIND Y1 ‘OS|Y "dplaoid Ayl s901AISS 3Y3 10} pasinquiad
aq pjnoys siapuodsalt 1541y jedidiunw Aym JO MOY 01 SB 3euollel 31| SI 343y L

"3asn sy ul
paupaJI2e s| pue sasn Ajjua.aind YSIAITY 1.yl sweiSoud a3els) [eIIpaw SA110349
ySnouys payiruapi Ajisea aJe salpuasiowa Suiuaiealyl-ay| sandwnsasd

asayl 'SaIIAIBS |edIpaw Aduadiawa 1oy sysanbau ayi jo a8ejuadiad jjews e

U0 saWo21n0 sijed anoldwi S31A13S Japuodsal 15414 S15988ns Altead yaieasal
|EDIPRIAl "SaW021N0 Judjied parosdwl 0] pes| pue aAI1Ia)4a IS0I “d]gen|eA

aJe sapuase Japuodsal 351y 9y Aq papiaoid sadiAIas ay) sswnsse jiodas ayl

*921A13S 3Jl} 3y} 03 ISOD ON 1k ||e saiuniioddo Suiules pue
juawdinba Jayjo pue spieogyaeq jo Suiuoisiroad ‘sadueyixs Ajddns [edrpaw
yum swesSoad Japuodsay 15114 2414 91 $IZIPISqns Aj331ipu] ApDai[o YSIAITY

*$921A18S Japuodsal 15414 Suipinoad J10) YSINTY
Aq pasinquial aq pinoys siapuodsal 1sJij [eddIUNA 19€ UOIIEPUIWWIOIAY

., W21sAs,, ay3 Jo Hed passpisuod

ao1j0d yuMm sa1ayl Jo Alnp |euorippe ue si asuodsal syl *suonIpSKN| uleldd Ul
1182 ST ue 03 spuodsal 430140 3d1j0d B uaym Uyl JUIIP Ou S| asuodsad 3sai
1uawledap adi4 “siejjop xe} [edidiunw ueyl J9Y1o S82IN0S Y3noayl papuny si
uonesado s,ySAITY SE uolepuawwodal s 1odas 3yl 01 SjeUOIIR 3{3M] SI 312YL

‘SISA[BUE 9NUBADJ J13Y} O}Uf S} UOI1133[|0D 4O SUOIIeSI|qO [Bn1IEIU0D
“xiw 19Aed JUNO3DE 03Ul 3 B1 JOU SSOP U SB ddUBUL SIAIT YHUM Jeljiwejun
s JuByNSUOd 3y} Jeyy sieadde N ‘papiroad sisAjeue [eloueUly 9Y] UO paseq

‘(Bupjoyd pue adeyriowsy pajjosauodun ‘1saaie

JeipJed) asuaiayp e aew Ajjenioe sawil asuodsal aJaym sa1ouasIaws alp
anJ1 4o} AJuo S321A13S 3S3Y} s pue ‘sasuodsal SAIJ paseq a4 Alessadauun
AjjE21UL2 JO JaqWINU 3Y3} NP3 0] S| 313Y UOIIN|OS 153q Y1 SAS|Q /N "SBIIAISS
959Y3 JOJ PUBLUBP OU 01 d|3H| YUM sal1noeded ssaoxa a8.Je] aA_Y 0] MOUY

S1 183 32IAI8S 241} Y3 puny AjJofew 03 pasn a4e Ing SIVIAIDS SIAT JO uoisiaosd
9y3 104 YSINIY Aq pasn aJe saipisgns xel Ajunod 1o Al oN ‘@3.8esip 3

*SUDZI112 31 03 1S0J OU 1e papiAoud SI 9JIAIDS J18Y)
1By} JUSWAILIS Y1 SUISN BNUIUOISIP PINOYS YSIAITY :SE UOIIBPUSWIWO0IDY

"398 JO [9A3] S79 A3 1B

11003y SN T A1uno aoysomM Jo sisAipuy "20SSY § OYSDM




91

"10U J0 SulLIN20 S| 2414 Jolew B j| J1911BW OU SIIIAISS

JO [9A3] 3s3Y3 Paau AjnJ3 1Byl SUOIIEN]IS [BJ1UlD 9503 AjUO 03 asn 321n0sal

SIAIF paseq-aJid Hwi| shemie pue Juawas|dwod asuodsal jo adAy siyy 1dope
AjBujwijaymiano pinoys 921AJ9S 9114 BY] 3A31|3G 9M ‘SIY} UDAID ‘SUOIIENYS
Sujua1ealyl-2}1| 3NJ1 JO SAIUEISU| U] UBY] JSYIO SDIIAIDS dsuodsal 15414 JO

an[eA [BJ1Ul]2 OU 01 31| SMOYS YdJeasad [ealpaw 18yl 10.) 3y] 91.13}1aJ 0S|e I

*91e42d0 01 9nIsuadxa SS9
3|21YaA e YUM JaUu0sIad DBuisixa Suisn pajjels aq ued 3|21yan asuodsad 1ysi|
Anp 1jds e usym sjjea ea1paw 01 auiSua ||y e puas 01 AJessadau aq Jou Aew 3

‘uonesngipuod asuodsas
pue adAl asinosal ajendoidde 1sow 2yl SuUWISIAP O] SI9PJOYIYeIS AHUNWWOD
pue 10123.1Q [B2IP3IA SINT @Y} Yyum uoipunfuod ul spew ag pinoys |jed [eaipawl

Aue uo asuodsay 15114 Surpuas Jo a3130e4d 3yl Janamoy 1daouod ul 9a43e

B RIELE]

3 10 g AjI01d 03 pajiwl] 8q p|nod asuodsal 1s41y SINF ‘Asessadau s| asuodsau
paonpal §| ‘sasuodsal a1y awn|oA ysiy Sulunp uaA3 ‘sjjed siA3 03 Sulpuodsau
puadsns jou pjnoys 1uawiiedaq aJi4 oudy dYL 18E UOIEPUIWIWOIIY

oday SN A3uno) aoysom fo sisA|puy 20sSy i OJYSOM




Washko & Assoc. Analysis of Washoe County EMS Report

Jonathan Washko started in the EMS industry in 1986 at the early age of 16 in the suburbs of Philadelphia
where he was a volunteer fire fighter, police dispatcher and EMS provider. In 1990, Mr. Washko attended
Hahnemann University where he received his Paramedic Certification and Bachelor degree in Emergency
Medical Services Administration with focused studies on EMS system design, adult education and studied
under Jack Stout, father of System Status Management. Upon graduating in 1994, Mr. Washko has held
various progressive leadership positions at local, regional and corporate levels with small, medium and large
sized EMS agencies and is considered the leading industry expert on EMS system design, System Status
Management and High Performance EMS concepts.

Robert Nadolski has broad experience in the areas of communications, operations, deployment and
administration. His career in emergency services spans nearly 20 years, beginning as an EMT for a volunteer
ambulance service in Northfield, Vermont. Over the years, he has held senior leadership positions in major
emergency services and-healthcare organizations. Mr. Nadolski understands the perspective of the field
EMT and paramedic as well as the needs of leading non-profit and for-profit emergency service agencies.
Mr. Nadolski also serves as a director of clinical operations with a large healthcare system in Atlanta,
Georgia.

Scott A. Matin, MBA, NREMT-P is the Vice President of Clinical, Education & Business Services for a large
EMS service in Wall Township, New Jersey. Prior to this position, Scott served as Executive Director of
Clinical, QA and Education Services, Regional Director of Operations, EMS Coordinator and EMS Supervisor.
Mr. Matin is also adjunct faculty for the Schooi of Administrative Science at Fairleigh Dickinson University,
site review team leader for the Commission on Accreditation of Ambulance Services (CAAS), and is on the
Board of Directors for the National Association of EMTs (NAEMT). Mr. Matin has been involved in
Emergency Medical Services for over 25 years and is an established manager, educator and nationally
registered Paramedic.

Matt Zavadsky, MS-HSA, EMT is the Director of Public Affairs for a Public Utility Model system in North
Texas. He holds a Master’s Degree in Health Service Administration and has 30 years’ experience in EMS
including volunteer, fire department, public and private sector EMS agencies. He is a former paramedic and
has managed private sector ambulance services from 10,000 to more than 100,000 annual call volume in
locations including Fairfield, Connecticut; Augusta, Georgia; Orlando, Florida and La Crosse, Wisconsin. He
has also served as a regulator in Lincoln, Nebraska and Volusia County (Daytona Beach), Florida. Mr.
Zavadsky has done consulting in numerous EMS issues, specializing in high performance EMS system
operations, public/media relations, public policy, employee recruitment and retention, data analysis, costing
strategies and EMS research. He has served the American Ambulance Association as Chair of the Industry
Image Committee and membership on the Professional Standards, Strategic Development and Management
Training Institute Committees. Mr. Zavadsky is an Adjunct Faculty for the University of Central Florida’s
College of Health and Public Affairs teaching courses in Healthcare Economics and Policy, Healthcare
Finance, Ethics, Managed Care and US Healthcare Systems.

Alan Schwalberg started his career in emergency services over 35 years ago. Mr. Schwalberg serves as Vice
President for the largest health system-based regional EMS service in the New York City metropolitan area
and continues to provide patient-centric care to thousands of patients each year. During the past ten years,
Mr. Schwalberg has been the driving force behind developing one of the most advanced and progressive
EMS systems in the Northeastern United States centered on patient care, operational and financial
performance with quality driven results. Mr. Schwalberg was instrumental in developing the first
public/private EMS partnership in the region that has resulted in significant savings for the local municipality
along with increased operational efficiency, outstanding patient care and exceptional customer service.
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