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(Approved)
March 16, 2017

Grant Turpin (Chair), Susan Barnard, Jeanne Erickson,
Frank Hubbell, Don Johnson, Chad Miller, Richard
Murphy, Richard O’Brien, Matthew Petrin, Greg Placy,
Peter Row, and Jeremy Thibeault (12)

Susanna Ayers, Jason Grey, Mike Harnois, Eric Jaeger,
Lukas Kolm, Jeremy LaPlante, and Scott Schuler (7)

Director Deborah Pendergast, Assistant Director Jeffrey
Phillips, Chief Nick Mercuri, Deputy Chief Jon Bouffard,
Captains: Vicki Blanchard and Chip Cooper, and June
Connor (administrative assistant) (8)

Nathan Denio, Steve Erickson, Will Fischer, Mark
Hastings, Aaron Mclntire, Steve Robbins, and Chris
Stawasz (6)

Sue Prentiss (REPLICA)
Jeffrey Kellett, State Police Criminal Records Unit —
Federal Background Checks

NOTE: “Action items” are in bold red.

. Call to Order
Item 1. Welcome

The CB meeting was called to order at 1:04PM by Chair Grant Turpin. A quorum
was not present (9 members) when the meeting was called to order but was within
a few minutes as 3 late comers arrived.



Item 2. Introductions
All CB members and guests introduced themselves.

Item 3. Membership (Vice Chair and Public Member)

e Re-nomination letters are overdue from 9 CB members (Miller, Erickson,
Ayers, Hubbell, LaPlante, Placy, Murphy, Jaeger, and Harnois). Please be
sure to get copies to June Connor so that terms can be properly tracked.
June will check on Don Johnson’s term to see if it is correct. Several people
on this list stated that their organizations had already submitted letters to the
Governor’s Office; these letters have not yet made their way to the
Academy. Director Pendergast said that there can be a delay of up to 2
months during the transition.

e Vice Chair — (actually discussed after V. Item 4) With Stacy Meier now
off the CB, a new Vice Chair needs to be chosen. Both Jeremy LaPlante and
Richard O’Brien expressed interest; Jeremy is currently deployed and will
return in 3 months. Richard O’Brien is currently serving his third term on
the CB; this term will expire at the end of August, 2019.

Motion made (Thibeault/Miller) — to hold a vote for the Vice Chair of the CB
with nominees Jeremy LaPlante and Richard O’Brien. The motion was tabled
until the BEMS staff researches the proper procedure.

Il.  (See page 3 — out of order on agenda)

I11. Bureau of EMS Report — D. Pendergast & J. Bouffard

NOTE: A quorum was present during this item on the agenda.

Director Pendergast reported that Elliot Hospital invited her to speak at their EMS
Conference on “Compassion Fatigue”.

The Governor’s Office has given approval for the Division to hire a full-time data
analyst and a part-time simulation program coordinator.

Clinical Systems:

e Jon Bouffard reported that the TMRC has completed 2 reviews and 4 more
are scheduled.

e Protocol roll-out — nearly complete with the Scope of Practice Modules
included.

e Ebola grant money — the MOU has been signed. $225,000 will be used over
the next 2 years to work with an infection control program coordinator, some
leadership education, and money for the User Management Module.

EMS Data Management:

e Todd Donovan was invited to speak on “Todd’s RODS” (revised overdose
score — lives saved by Narcan) at the ImageTrend Conference. He is also
developing a 12-lead PI report that will be available shortly.



Operations:

e The course authorization process went through the LEAN process (an
efficiency method) for both fire and EMS courses; the two processes will
mirror each other.

e Licensing:

* 1,517 people have not yet filed for re- licensure; about 200 are in
process right now.

* Background check process — a rough start but getting better; 49 are in
waiting. Please contact Jon Bouffard or Jeffrey Phillips with
questions/concerns. A “Frequently Asked Questions” document
will be sent out to service heads about the background check
process.

e EMS Warm Zone Operations — in production

Save the Dates:

e April 29 - 30 is the New London DHART Conference in Sunapee.

e May 17 is the Brain Injury Association Conference

e May 21 - 27 is EMS Week “EMS Strong — Always in Service”

Legislative Updates (N. Mercuri):

e Line of Duty Death (LODD) — moving over to the Senate. This bill will
capture volunteers and non-profits.

e HB 433: Firefighter License Plates — gone through the House; fire chiefs
will issue them. This bill is not supported by Firefighter Associations due to
some concerns with the way it is written; plates for EMS not included.

e HB 407: Prophylaxis exposure — Right now, workmen’s compensation does
not need to provide coverage for this under state law; this law would make it
mandatory. It is going to go to a study committee.

e SB59: HIV exposure — This has moved through the Senate and will go over
to the House. This bill will expand mandatory testing to other diseases like
Hepatitis B and C.

Il.  Approval of the Minutes (out of order on the agenda)

Item 1. January 19, 2017

Motion made (Hubbell/Thibeault) — to accept the minutes, as written, from the
Coordinating Board meeting held on January 19, 2017; passed unanimously.

IV. REPLICA Presentation — S. Prentiss & N. Mercuri
e Recognition of EMS Personnel Licensure Interstate Compact
e Chief Nick Mercuri introduced Sue Prentiss, who is the REPLICA
representative for NASEMSO and has traveled all over the country talking
about how this can work.


http://www.emsreplica.org/

e This is about how providers can practice within a compact under certain
circumstances.
e Next steps:
* Meet with Sue to make sure we understand everything.
* 3-state meeting in May
* Bring it back to the Board for support for moving forward.
* Try to have everything in place before the legislative season starts in
September, 2017 if possible; the legislation is already written and it is
a matter of building a coalition between the states.
* The CB would like to be updated in May.

V.  Committee / Board Reports
Item 1. NH EMS Medical Control Board report —F. Hubbell
e The MCB met this morning, January 19, 2017 at 9:00AM.
o nghllghts of the meeting included the following:
Christina Swanberry, Concord Hospital’s Stroke Program Manager,
gave a presentation on the severity-based stroke triage algorithm for
EMS. (See attachment)

* The following protocols were discussed and edits approved: Smoke
Inhalation Adult; Syncope Adult & Pediatric, Smoke Inhalation
Pediatric, Northern New England Unified Guideline for Sepsis-
Pediatric and Adult; Pain Management Pediatric and Adult; Newborn
Resuscitation; Nausea/Vomiting Adult & Pediatric; Nerve Agents
Organophosphate Poisoning Adult and Pediatric; Trauma Triage and
Transport Decision; Surgical Cricothyrotomy Bougie Assisted Adult;
Ventilator; Gum Elastic Bougie/Flexguide Adult; and Orotracheal
Intubation

* The MCB members discussed in detail MRH Credentialing and voted
to support the position statement for New Hampshire that is stated in
the National Scope of Practice Model that defines the roles of medical
directors and their interaction with EMS providers.

* Dr. Suozzi gave an update on the CARES Registry.

* Regarding RSA 265-A (Blood Draws by EMS), the group voted to not
support EMS providers being able to perform drug alcohol blood draw
tests on people who have been charged with a DUL.

e The next regular MCB meeting is scheduled for Thursday, May 18, 2017 at

the NH Fire Academy. Here is the link to the minutes from MCB meetings:
http://www.nh.gov/safety/divisions/fstems/ems/boards/medicalcontrol/mbminutes.html

Item 2. TMRC report —-R. Murphy
e The last TMRC meeting was held on February 15, 2017.
e Highlights from the meeting included the following:


http://www.nh.gov/safety/divisions/fstems/ems/boards/medicalcontrol/mbminutes.html

* The importance of updating the 2010 Trauma Plan was discussed, and
the sub-committees divided up the task by taking on different
sections.

* The Pre-Hospital sub-committee is working on trauma triage training
modules which will be released with the 2017 protocol roll-out.
Additionally, the hospital capabilities matrix is nearly complete and
will be kept updated by “Knowledge Center”.

* Refer to the minutes for the Injury Prevention report.

* The Process Improvement sub-committee began trying to figure out
how to best wade through data to get answers.

* The committee voted in favor of recommending to the Commissioner
of the DOS that Dartmouth Hitchcock be officially designated as a
State Level One Adult and State Level Il Pediatric until January 30,
2018 due to its successful completion of an ACS verification.

e The TMRC will meet again on February 15, 2017 at 9:30AM.

e Here is the link to the minutes from TMRC meetings:
http://www.nh.gov/safety/divisions/fstems/ems/boards/traumamedicalreview/trauma_minutes.html

Item 3. Drug Diversion and Best Practices — R. O’Brien for J. Stewart
With the Best Practices document completed, the focus of the committee will shift
to education programs for UCDC’s and medical resource hospitals.

Item 4. Informed consent — G. Turpin

There has been very limited success in getting this committee off the ground.
Chair Turpin asked Jeremy Thibeault, Peter Row, and Nick Mercuri to get together
on this via email.

GUEST SPEAKER: JEFFREY KELLETT (added to agenda)

Chief Nick Mercuri introduced Jeff Kellett from the Criminal History Unit of the
State Police. He clarified for the members of the CB what is involved with Federal
Fingerprint background checks.

Why do both state and federal background checks need to be done when, in
theory, the FBI has all the state’s information?

e The FBI record search is done by fingerprint images, and only reports of
arrests that are fingerprint supported are entered into their database;
sometimes, no fingerprints are taken or those that are of poor quality are
rejected, so not all arrests are in their database.

e NH passed a specific law that requires criminal background checks for those
who want to be licensed EMTs — a non-criminal just purpose. Therefore,
applicants need to submit their fingerprints to the State Police who then
forward them to the FBI.


http://www.nh.gov/safety/divisions/fstems/ems/boards/traumamedicalreview/trauma_minutes.html

Unlike the FBI, NH State Police keep records of all arrests, whether or not
they are fingerprint supported. This is why both checks have to be done.

Narrow scope of the process:

Only the staff of the Criminal Records Unit is authorized to do these checks.
Agencies should be aware that other private companies offer background
checks, but only 16 companies have been contracted and have access to the
FBI criminal history database for various reasons; the NH State law
requiring EMTSs to get background checks is not one of the reasons.

The applicant fills out a state form for the state background record.

Then fingerprints get taken and sent to the State Police.

* Applicants can choose the “inked” method or live scan technology
which captures the fingerprint images electronically and instantly
sends them to the Criminal Records Unit.

All background check results are sent directly to the BEMS. (The BEMS,
by law, cannot share the results with other agencies or municipalities.)

Discussion:

Chad Miller pointed out that unlike teachers and nurses, for example, EMTs
can only become licensed once they are affiliated with an agency; perhaps
this is something that should be changed. A discussion ensued, and Chief
Nick Mercuri reminded the group about RSA 153:A states that one has to be
licensed in order to provide emergency medical care; to circumvent this law
for a few hundred people could open up a Pandora’s box of other issues.
Problems — EMS agencies are having difficulty with time frames; people
who have been hired cannot be put on an ambulance until their licenses
come through; delays are an unintended consequence of a well-intended
program. Additionally, 911 contracts that agencies have with municipalities
have different specifications for doing criminal background checks, and this
Is causing confusion.

Question — What happens when a criminal background check shows that a
hired EMT has a criminal record? Right now, per RSA 153:13, the BEMS
has the ability to deny, revoke, or suspend licenses. Legal counsel would be
sought on a case-by-case basis. Certain felonies, like felony murder, would
result in a denial.

Director Pendergast met with Chief Nick Mercuri, Richard Cloutier
(Compliance) and the Commissioner, to brainstorm what would be involved
with a waiver process or a temporary license. More conversations need to
occur with legal, and solutions will probably come in phases.

What is the Criminal Records Unit doing to speed up the process? Once the
unit receives the fingerprints, there is about a 7-8 day turnaround. The
problem lies in getting the fingerprints to the unit. Applicants are
encouraged to go to a live scan site because the images they do are of very



high quality and will therefore not be rejected. However, the State Police
currently only have 6 live scan sites throughout the state. The Governor has
just approved the hiring of more staff, and so more sites will be added to
alleviate the 4-6 week backlog. The Criminal Records Unit averages about
Y4 million record checks a year and the staff consists of just 4 people. Due to
payment and paperwork issues, going to a municipality to get prints done
can potentially delay the process even further. Applicants are encouraged to
make appointments.

e A request was made for the BEMS to send out a “best practices”
document to the EMS agencies; this is in process, and the document will
be sent out soon.

V.  Old Business

Item 1. EMS Rules update — N. Mercuri

The Rules are on hold at this time. Chair Turpin reported that he has been
approached by a few people who are frustrated that things seem to come to a halt
when they reach the office of David Hilts; BEMS will pass along the message.

Item 2. Strategic Planning update — N.Mercuri

Chief Nick Mercuri asked people to do the survey. Some members of the CB
stated that they could not open up the survey on their emails. Please let Chief
Mercuri know if you have had difficulties such as this. Assistant Director Jeffrey
Phillips said that the Survey Monkey link could be put on the web and then
the link could be sent out.

VI. New Business

Item 1. RSA 265-A:5 Blood Draws by EMS providers

If a person is arrested with a DUI, he/she can request a med tech or phlebotomist to
do the blood draw within 2 hours of being stopped. The State Lab has requested
that the EMS boards discuss whether or not EMTs should also be allowed to draw
blood at the request of an arrested DUI person. The MCB does not support this
because there is no protocol for it and also, people who are arrested for DUI are not
“patients”. There are also potential legal issues with no witnesses, etc.

Motion made (Hubbell/Thibeault) — to support the MCB’s opinion to” just say
no” to the idea of allowing EMTs to draw blood at the request of those who are
arrested for DUIs; passed unanimously.

Item 2. Rules Review (Saf-C 6200)

These rules are up in June and have to do with fees. Chief Mercuri asked for
comments/suggestions on them before they go to the FST Commission in April.
One of the issues is that “EMS provider” is not defined; most fees are on the fire



side of the Division’s operations. Jeremy Thibeault stated that the reciprocity
language was too vague. (The original intent of the $400 fee was for Fire Officer
[11/1V which involves a portfolio process.)

There was no motion from the members of the CB, but there was a consensus,
as amended. (Several members left the meeting early, so there was no
guorum.)

VII. Good of the order / Items of interest
e Director Pendergast spoke to the group about her term, which is expiring at
the end of March. By RSA, the DOS Commissioner decides and puts her
name forward to the Governor and Council. Letters of support are needed
from the members of the CB and the FST Commission.

Motion made (Hubbell/Erickson) —to fully support Deborah Pendergast’s re-
appointment as the Director of the Division of Fire Standards and Training &EMS.
There was a consensus amongst the CB members to support the motion. (A
quorum was not present.)

e Peter Row spoke about the paper he wrote on the EMS relationship with

non-EMS providers. He would like the members to read the paper and give
comment. Chair Turpin will get a group together to work on this.

e April 10, 2017 — Members of the Criminal Justice and Public Safety
Committee will be coming to the Division for an informational session and
tour. Members of the CB are also invited; a flyer will be sent out. Please
RSVP to June Connor.

VIIIl. Adjournment

Meeting adjourned at 3:30PM; no vote taken to adjourn.

Next regular scheduled meeting: Thursday, May 18, 2017.
Respectfully submitted,

Grant Turpin (Chair)

Notes: June Connor




SEVERITY-BASED STROKE
TRIAGE ALGORITHM FOR EMS

EMS Dispatch notifies responding %
EMS Unit of possible stroke call.
EMS crew dispatched per
regional stroke protocol or on
scene suspicion of acute stroke
by EMS providers

Perform and document results
from severity tool used to assess
potential LVO (LAMS, RACE,
CSTAT, FAST-ED, etc.)

Upon arrival- Provide any needed
ABC interventions, request
dispatch of higher level of

provider if necessary for unstable

patients and interview patient,

family and other witnesses :
Identify and document

Time Last Known Well & Time
of symptom discovery

Perform and document results of

pre-hospital stroke identification

screen (CPSS, LAPSS, etc.) and
POC blood glucose

STROKE SCREEN
POSITIVE? STROKE
SUSPECTED?

YES

NO

Treat and transport
as indicated per
patient presentation

Stroke not suspected

ON SCENE

« Interview patient, family members and other witnesses to determine
Last Known Well (LKW) time and time of Symptom Discovery.

« Attempt to identify possible stroke mimics (eg, seizure, migraine,
intoxication) and determine if patient has pre-existing substantial

disability (need for nursing homecare or inability to walk without
help from others).

* Encourage family to go directly to Emergency Department if not
transported with patient and obtain mobile number of next of kin
and witnesses.

« |f Mobile Stroke Unit available—follow Mobile Stroke Unit Protocol.

MISSION:
LIFELINE

Together
ion. | to End Stroke

LVO SUSPECTED? NO
LKW LESS THAN NO
6 HOURS?
Call stroke alert, pre-notify
receiving facility and transport
to the closest appropriate
YES stroke center (ASRH, PSC, CSC)
per your regional stroke
systems of care policy
DIRECT
TRANSPORT TO
CSC ADDS LESS NO
THAN OR EQUALTO
15 MINUTES?
YES #
TRANSPORT TO
CSC WILL NOT NO

PRECLUDE USE OF
IV ALTEPLASE?

YES

Call Stroke Alert, pre-notify receiving facility and
transport directly to an appropriately certified
CSC that is within the acceptable transport time,

if no CSC meets the criteria then transport to the
nearest designated EVT-capable center, or

closest appropriate stroke center (ASRH,PSC) per
your regional stroke system of care plan

» Each EMS agency should utilize a published and validated stroke screen
to assess patients with non-traumatic onset of focal neurologic deficits
and validated tool to assess possible Large Vessel Occlusion (LVO).
Patients who are eligible for IV Alteplase if transported to nearest Acute
Stroke Ready Hospital (ASRH) or PSC should not be rerouted to a CSC or
EVT-capable Center if doing so would result in a delay that would make
them ineligible for IV Alteplase.

Collect a list of current medications (especially anticoagulants) and
obtain patient history including co-morbid conditions (eg. serious kidney
or liver disease, recent surgery, procedures or stroke) that may impact

treatment decisions.






ABOUT THE SEVERITY-BASED

e i MISSION:
mm!mm. {o End Stroke™ LlFEHNE

STROKE TRIAGE ALGORITHM FOR EMS

Since the release of the endovascular trials in early 2015 demonstrating the
efficacy of endovascular thrombectemy (EVT), many healthcare providers
and health systems have requested guidance on developing an updated
pre-hospital point-of-care triage algorithm for patients with suspected large
vessel occlusion (LVO) within current stroke systems of care. In June 2015,
the article “Endovascular Clot Retrieval Therapy Implications for the
Organization of Stroke Systems of Care in North America” was published in
the journal Stroke. The paper recommended the development or revision of
EMS and interfacility transfer protocals. Since then, a variety of strategies
have emerged, ranging from case-by-case decision-making to EMS policies
diverting all suspected acute stroke patients regardless of severity to

. Comprehensive Stroke Centers (CSC).

The American Heart Association and American Stroke Association
(AHA/ASA) requested that its Mission: Lifeline Stroke Committee craft a
consensus algorithm that was subsequently reviewed by numerous stroke
committees within the organization. This algorithm seeks to balance the
benefits of rapid, early access to EVT for patients with suspected LVO with
the potential harm of delayed initiation of IV alteplase. Since most patients
with stroke will not be candidates for EVT, and because a robust Primary
Stroke Center (PSC) network is a vital part of an effective stroke system of
care, the algorithm may require tailoring to the needs of the communities that
implement it, the population and hospital density, and the available
healthcare resources. In addition, overcrowding is a challenge at many
current urban CSCs, and the costs of care are often higher at CSCs
compared to PSCs. Furthermore, the CSC criteria address many aspects of
hemorrhagic stroke care that are beyond the capabilities of even a large
PSC, and in some regions it may make sense for a PSC with EVT capability
to be a preferred destination among all PSCs if no CSC is available nearby.

No randomized trial data exist to support a firm recommendation on the
acceptable delay in arrival at a stroke center when considering re-routing a
patient to a CSC. Therefore, the committee felt it was best to err on the side
of caution and initially set the additional transport delay to 15 minutes. This
relatively short period of time will support the implementation of the
algorithm with minimal disruption to the current flow of patients, while giving
time for EMS systems to become proficient in the collection and reporting of
stroke screens and severity scores, capture of relevant time intervals, and
reporting of re-routing cases to permit quality assurance activities and case
review. As more data accumulate on the benefits and risks of specific time
delay cut points, this algorithm will be updated to reflect the best evidence.
In the absence of new evidence, the known decrease in good outcomes with
each 15 minute delay in access to IV alteplase serves as the anchor. In rural
communities or those where large distances separate stroke centers, longer
delays of up to 20 - 30 additional minutes may be reasonable.

A thorough review of current guidelines and studies was
conducted to help develop the algorithm. All attempts

were made to base each step on current available evidence.
Where clear scientific guidance was not available, consensus
expert opinion and current practice were used. As with

any algorithm, it should augment but not replace clinician
judgment. The following section clarifies key terms used in
the algorithm:

O The term "Last Known Well” refers to the time that the patient or a witness
can confirm the patient was at their baseline. The term “Time of Symptom
Discovery"” refers to the time at which the symptoms were first noticed.
These two terms are often inappropriately used interchangeably, and so
explicit capture of both will avoid confusion. Among patients with a
witnessed stroke onset, these two times will be the same.

O The term Stroke Screening Tool refers to a simple screening method, usually
less than 4 steps, that generates a binary result of positive (stroke suspected)
or negative (stroke not suspected). Many patients with another cause for
neurologic disability (e.g., seizure) may have a positive screen. Many EMS
agencies mandate a point-of-care blood glucose test as part of stroke
screening and this should be included except when prohibited by regulation.

O The term Stroke Severity Scale or Tool refers to a numerical scale used to
determine the severity of the neurologic deficits once a stroke is suspected
in order to identify patients with severe symptoms due to LVO that may
benefit from EVT. There are several available tools and no single tool has
been shown to be superior. Each EMS region should choose a single
screening tool and severily tool for use across all EMS providers. The
following are the most popular tocls available:

STROKE SCREENING TOOLS

CINCINNATI PRE-HOSPITAL
STROKE SCALE (CPSS)

LOS ANGELES PRE-HOSPITAL
STROKE SCALE (LAPSS)

STROKE SEVERITY TOOLS

CINCINNATI STROKE TRIAGE
ASSESSMENT TOOL (CSTAT)

FIELD ASSESSMENT STROKE TRIAGE FOR
EMERGENCY DESTINATION (FAST-ED)

LOS ANGELES MOTOR SCALE (LAMS)

RAPID ARTERIAL OCCLUSION
EVALUATION SCALE (RACE)

REFERENCES: 1. Kothari R, Jauch E, Broderick J, Brott T, Sauerbeck L. Khoury J, Lki T, Acute stroke: delays to presentalion and emergency desartment evaluation, Ann Emerg Med, 199%:33:2-8. 2. tdwell C5, Starkman S, Eckstein M, Weems K, Saver J. lderritying stroke in thie field. prospective

validation of the Les Angeles Prehospital Stroke Sereen (LAPSS), Stoke. 2000,31:71-76. 3, Katz BS, McMullan JT, Sucharew H, et al, Das
Starkman S, et al. The Lus Angales Motor Scale (LAMS): a new measure to characterize stioke severity in the field. Prehosp Emerg Care. 20
Rosemwasser RH, Saver JL, Schwamm L, Summers D, Wechster L, Wood JP; on beralf of e American Henrt
2013:44:2951-2984. 8. Bae HJ, Kim DH, Yoa NT, Chei JH, Huh JT, Cha JK, Kim SK, Chal JS, Kim JW. Prehosgital ro!

tgn and validation of a prehospifal scale to prediot stroke severity: Cincinnatl prehospital stroke severtty scale, Stroke, 2015:46:1508-12. 4, Uanes JH, Kidwell CS,
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Christina Swanberry - Mission: Lifeline Stroke Webinar

From: RWLPR Support <Support@outcome.com>
Date: Wednesday, March 15, 2017 12:24 PM
Subject: Mission: Lifeline Stroke Webinar

Be: Christina Swanberry

The American Heart

www.Heart.org/MissionLifelineStroke

Mission: Lifeline Stroke
Webinar
SAVE THE DATE:
Monday, April 37
1:00 pm - 2:00 pm (EST)
Registration:

https:/lengage.vevent.com/rt/am
ericanheartassociation~040317

Association / American Stroke Association recently released the EMS Severity-Based Stroke Triage
Algorithm. A free webinar to discuss the algorithm and its impact on EMS and stroke systems of care
will be held on April 3rd at 1 PM Eastern. The faculty includes:

Peter Panagos MD, FACEP, FAHA - Co-Chair, Mission: Lifeline — Stroke Subcommittee; Associate
Professor, Emergency Medicine and Neurology, Barnes—Jewish Hospital; St. Louis, MO

Lee H. Schwamm MD, FAHA - Co-Chair, Mission: Lifeline — Stroke Subcommittee; Executive Vice
Chairman, Department of Neurology Massachusetts General Hospital; Boston, MA

Joe Acker, EMT-P, MPH - Executive Director, UAB Hospital Regional EMS System; Birmingham, AL

The webinar is intended for all prehospital and hospital stroke professionals. Please forward to all those
who may be interested and encourage them to disseminate. The registration link is now available and
space is limited.

Registration link:

file:///C:/Users/cswanber/AppData/Local/ Temp/XPGrpWise/58C93275PODompo4100134... 3/16/2017
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https://engage.vevent.com/rt/americanheartassociation~040317

Registrants can also use the link to access the archived recoding of the webinar after the event.
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electronic message, including its attachments, is CONFIDENTIAL and may contain
PROPRIETARY or LEGALLY PRIVILEGED or PROTECTED information and is intended for
the authorized recipient of the sender. If you are not the intended recipient, you are hereby notified
that any use, disclosure, copying, or distribution of this message or any of the information included
in it is unauthorized and strictly prohibited. If you have received this message in error, please
immediately notify the sender by reply e-mail and permanently delete this message and its
attachments, along with any copies thereof, from all locations received (e.g., computer, mobile
device, etc.). Thank you.
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