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NH Emergency Medical and Trauma Services Coordinating Board

MEETING MINUTES (Approved)

July 19, 2018

1:00PM
Richard M. Flynn Fire Academy

Classrooms 5 & 6, Dormitory Building
98 Smokey Bear Blvd., Concord, NH 03301

NOTE: “Action items” are in bold red.

Members present:

Grant Turpin (Chair), Mike Newhall, Joshua Morrison, Chad Miller, Jeanne Erickson, Susanna Ayers, Susan
Barnard, David M. Tauber, Clay Odell, Frank Hubbell, Greg Placy, Eric Jaeger, Scott Schuler, Matthew
Petrin, and Jeremy Thibeault (15)

Members absent:
Richard O’'Brien (Vice Chair), Jeremy LaPlante, Don Johnson, Kristen Krauss, Lisa Patterson, and Mike
Harnois (6)

NH FST&EMS Staff:

Chief of Strategy and Planning Nick Mercuri; Bureau Chief Justin Romanello; Captains: Kathy Higgins-
Doolan, and Vicki Blanchard; Joanne Lahaie, Rachel Horr, Gerard Christian, Andrew Mason, and June
Connor (minutes) (9)

Guests:
Pamela Drewniak, Steve Erickson, John Hall, Mark Hastings, Michael Kelley, Aaron Mclntire, Joey Scollan,
and Anna Sessa (8)

I. Call to Order
Item 1. Welcome — Chair Grant Turpin called the meeting to order at 1:00PM; a quorum was present.
Item 2. Introductions were made; new member representing the NH Association of EMTs: David Tauber.
Item 3. Membership
o 2 expired terms: Chad Miller and Lukas Kolm
e Matthew Petrin's (NH Assoc. of Rehabilitation Administrators) first term was renewed; his second
term expires on 6/2/2021.

Il. Approval of the minutes
Motion made (Erickson/Ayers) — fo approve the minutes from the May 17, 2018 CB meeting, passed
with an abstention from Jeremy Thibeault.

lIl. Division / BEMS Reports
Bureau Chief Justin Romanello gave the report.
e Andrew Mason, the Division’s Simulation Coordinator, was introduced as well as Rachel Horr, the
new Records Management Coordinator who will be helping the Division transition to the new
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user management system. They each took a few minutes to inform the group about their jobs at
the Division.

BC Romanello explained that the simulation program is treated like a fireground prop; each
department will get to use it twice a year without charge; anything beyond that will be at an
hourly rental cost (TBA).

EMS in the Warm Zone — Hospital Coordinators and Medical Directors will be invited by
departments to come and watch this program. This program is currently booked into the fall, and
100 departments are in the queue for next year. 16 grants are left, so if your municipality has not
yet done this program, you are encouraged to do so.

In late fall, 2018, nurses and doctors who want to be involved working as EMTs will be able to take
a new hybrid program which will prepare them to take the National Registry exam; 12 people are
in line to do this, and the cost will be $600-$700 per student with a class size of 4 students. This is
not a subsidized program. The emphasis of the program will not be on anatomy and physiology,
but rather on how EMTs do things and what they are expected to know at their level in order to
pass the NR test. The Recruitment and Retention work group will get involved with this in terms
of helping to streamline the process.

From September 10-14, 2018, NHTSA will be doing an evaluation of the NH EMS system; our last
assessment was in 1990!

From Chief Nick Mercuri: (after his legislative update below)

SAMHSA Grant employees: 2 full-time employees (Paula Holigan and Liz Lufkin) have been hired
to work on this $3 million federal grant, specific to training EMS about substance abuse
prevention.

Governor's Commission money: to be used for Narcan education and compassion fatigue;

Paula Holigan has developed some education on this topic which will be made into an online
module by the E-Learning group at the Division. The Governor's Commission also awarded about
$50,000 to take the education on the road.

Item 1. Legislative update (see attached from Nick Mercuri)

IV. Committee/Board Reports

Item 1. Medical Control Board update

Frank Hubbell reported. The MCB meet this morning, July 19, 2018.
Highlights of the meeting:

*
*
*
*
*

*

*

Edits were made on several protocols and were approved.

Josh Patrick spoke about the Advanced Sepsis care packet; the members voted to approve it
CARES will be transitioning to Frisbie Memorial Hospital.

Poison Control and 911 are working out a way to cooperate during calls.

Anna Sessa gave a presentation on EMS for Children and brought in pediatric dosing tools for the
group to see.

Susan Barnard gave a presentation on the Stroke Collaborative.

The group discussed spinal motion restriction for the elderly.

e The next MCB meeting is scheduled for September 20, 2018.
e Here is the link to the minutes for MCB meetings:
https://www.nh.gov/safety/divisions/fstems/ems/boards/medicalcontrol/mbminutes.html

Item 2. TMRC report — S. Schuler
The TMRC met on June 20, 2018.


https://www.nh.gov/safety/divisions/fstems/ems/boards/medicalcontrol/mbminutes.html
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Highlights of the meeting:

*  The Process Improvement conversation centered on the best way to get all 26 hospitals to
participate in the trauma registry. The hospital designation matrix is getting more streamlined
and easier to use.

* Trauma Conference theme: Emergency Preparedness, November 1 & 2, 2018 at the Fire
Academy.

*  August 23 2018 from 9AM to 4PM: 2" Annual Data Summit!

* There is an increased push for therapy services in the ER, and occupational therapy continues to
be an underutilized resource, particularly due to the fact that it is not available 24/7.

*  The ME's office was asked to provide statistics for Motorcycle Week as well as pediatric statistics
on accidental deaths.

*  The Hospital Designation sub-committee is working to streamline the PRQ and went over the
designation schedule or the rest of 2018.

* The Division's strategic plan draft should be ready by the next TMRC meeting.

The next meeting of the TMRC is scheduled for August 15, 2018 at 9:30AM.

* Here is the link to the minutes for TMRC meetings:
0 https://www.nh.gov/safety/divisions/fstems/ems/boards/traumamedicalreview/trauma_minutes.htm
I

*

Item 3. Work group reports (NOTE: IF YOU ARE NOT ON A WORK GROUP, PLEASE CONTACT NICK

MERCURI OR GRANT TURPIN.)

a. Implied consent and EMS refusals — Eric Jaeger reported. The committee has met twice; no changes
are being recommended yet. There is a need for additional education; the question is about
recognizing under what circumstances patients have the right/capacity to refuse care. Do EMTs have
protection if they elect to transport these types of patients whose judgement is impaired? The group
is thinking that they will come up with a list of materials that can be used to answer the letter on this
topic that was received by Chair Turpin back in 2015. Perhaps the protocol having to do with this can
also be clarified. Chair Turpin asked for a list of thoughts that could be used to help write the
response letter. Eric Jaeger and Chief Nick Mercuri can work on this.

b. EMS Physician level of licensure — Vicki Blanchard reported
The group had a phone conference and discussed that a certification or added qualification is more
appropriate than a license. The other big question was about oversight and how it would work. The
group intends to do some research about what other states are doing.

c. 1/CRenewal & EMS Education -

The group met once; now that Liza Burrill has returned to work after being on leave, it is the intention
to get going on this topic.

d. Recruitment and Retention -

The group has met once. They talked about defining the problem and backing it up with data.
NHTSA and NASEMSO are potential sources of data. Since the group last met, the NHAFC has also
established a sub-committee to work on this issue. Additionally, we will be able to tack on to a rural
health survey which is going to gather workforce data.

e. EMS Rules —(Done after Susan Barnard's talk about stroke.)

The EMS Rules draft, amended and approved by the CB to move forward to the next phase of the rule
making process on March 15, 2018, is still with legal. (NOTE: The amendment included crossing out
the word “commercial” on the equipment list as it pertained to a pelvic splinting device.)

Assistant Director Jeff Philips and BC Romanello are assisting legal to get this done.


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

NH EMERGENCY MEDICAL AND TRAUMA SERVICES
COORDINATING BOARD July 19, 2018

For your convenience, the rule-making process, listed in the March 15™ minutes, is repeated below:
RULE MAKING PROCESS:
*  Draft initial proposal and have it approved by the commissioner

LBA does a fiscal impact statement within 10 business days

Rulemaking notice gets filed and is published in the rulemaking register the following week

Public Hearing process, after which further changes can be made

Written comment period week after public hearing

After written comment period expires, we are then able to fix the final proposal

Final proposal then goes before JLCAR

ok o % X %

Item 4. Stroke care — S. Barnard

e Susan reported that she gave a Stroke Collaborative presentation during the morning MCB meeting.

e FAST ED: Though there is no definitive science for any of these pre-hospital tools yet, Susan
encouraged its use for large vessel occlusions. (FAST ED is being adopted by other states.)

e AHA training video for the FAST ED has been created and will be available in September with
American CME; it is free for Emergency Medical providers.

e November 6, 2018: Annual Stroke Conference at the Grappone Center.

e August 3, 2018: Stroke education at the Fischer Cats game (in conjunction with Comic Con!)

e The Brain Injury Association of NH set up a pilot program with Concord Hospital; all discharged stroke
patients were called within 2 weeks of their discharge to see if they could benefit from any other
resources. Due to its success, all of the hospitals in NH are now getting on board with this post
hospital process.

V. Old Business
Item 1. EMS Provider Safety: Hours of Work (see attachment)
Chief Nick Mercuri gave a PowerPoint presentation.

Item 2. Tracking of medical errors

e This topic evolved from a discussion of the Ready, Check, and Inject program which took place at the
May 17" meeting. June Connor was asked to keep it on the agenda for this meeting.

e Jeanne Erickson stated that this subject is being discussed by EMTs; the concern is about being
punished for making errors.

e This topic should be something taken up by the Rules workgroup.

e The end goal should be to understand problems and improve processes; it involves culture change.

VI. New Business
Item 1. EMS-C data from pre-hospital agencies — Anna Sessa (see attachment)
Anna gave a PowerPoint presentation.

Item 2. Pediatric dosing tools — Anna Sessa
Username and Password for the Handtevy Test App: DemoS1668.

Item 3. NREMT LCCR - State Required Subjects — Justin Romanello (See attachment)

BC Romanello passed around a draft of the Local Continued Competency Requirement (LCCR). The
members discussed the list. It was agreed that everyone should come back with suggestions for the
September 20" meeting.
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VII. Good of the Order / Items of Interest (none)

VIIl.  Adjournment
A motion was made (Schuler/Petrin) — fo adjourn the meeting at 3:37PM, passed unanimously.

Next Meeting: September 20, 2018

(Minutes written by June Connor)




Division of Fire Standards and Training
& Emergency Medical Services

Fatigue in EMS

This document summarizes why fatigue in EMS is a critical issue to address in New Hampshire.

Why fatigue is a problem
e An EMS and firefighter sleep deprivation study funded by the International Association of Fire Chiefs and the U.S. Fire
Administration reported that fatigue greatly increases the likelihood of injury and medical errors and is compounded when
working on critical incidents and life-threatening events (McCallion, 2012).
e A study by the University of Pittsburg published in Prehospital Emergency Care echoes this finding and reported that ...
o Over 50% of EMS providers were classified as fatigued
o Fatigued responders are...
= 1.9x more likely to be injured during work;
= 2.2x more likely to make a medical error or cause an adverse event;
®  3.6x more likely to have behaviors leading to safety compromise; and
=  Commit protocol errors, medical errors, and drop patients (McCallion, 2012).

e Several scientific sources cite fatigue as the leading cause of pre-hospital medical errors.

e EMS skills such as critical thinking, multi-tasking, fine motor function, and rapid response are adversely affected by
fatigue.

e Compassion and empathy suffer when providers are fatigued.

e Increased litigation due to medical errors and drowsy driving.

e  Chronic fatigue greatly increases providers’ risks of cardiovascular disease, cancer, musculoskeletal problems, chronic
fatigue syndrome, and depression. (McCallion, 2012).

e  According to the National Highway Traffic Safety Administration, fatigue is the primary cause of approximately 100,000
motor vehicle deaths per year. (McCallion, 2012)

e EMS has unique characteristics such as weather extremes, unpredictable call volume, patient acuity, emergency lifting and
moving techniques, and the likelihood of working at more than one EMS service. (Hsieh, 2016)

Working Conditions
e 50% of study respondents worked regular 24 hour shifts;

e  Most providers work 6 to 15 shifts per month;

e One-third work for more than one EMS agency; and

s 7 out of 10 classified themselves as overweight or obese (McCallion, 2012)

e  Shift work and long hours are the primary cause of fatigue (Hsieh, 2016)

e Being awake for 17+ hours affects behavior equal to having a BAC of 0.05%.

e  Being awake for 24 hours affects behavior equal to having a BAC of 0.10%. The national BAC limit for driving impaired

is 0.08%.

References
Hsieh, Arthur. (3 June 2016). “Exhausted paramedics: 7 recommendations to reduce impacts of fatigue.” Retrieved from
https://www.ems|.com/ems-products/fitness-health/articles/96625048-Exhausted-paramedics-7-recommendations-to-
reduce-impacts-of-fatigue

McCallion, Theresa. (16 March 2012). “Study Measures Effect of Sleep Deprivation on EMS Providers.” Journal of
Emergency Medical Service, jems.com/articles/2012/03/study-measures-effect-sleep-deprivation.html

On November 20, 2017, the National Association of EMS Officials (NASEMSO) reported that they will be releasing
Fatigue Risk Management Guidelines for Emergency Medical Services in the Prehospital Emergency Care journal
shortly.





Fatigue and Work Hours in EMS

3/14/2018

Obijectives

@ Define fatigue
@ Update on National Project on Fatigue
; @ Recommendations

9 Next Steps on National Project

National Stakeholder Support

National Association of EMS Physicians

National Association of State EMS Officials (NESEMSO)
National Association of Emergency Medical Technicians
National Association of EMS Educators

National EMS Management Association

National Volunteer Fire Council

International Association of Fire Chiefs

National Fire Protection Association

Association of Air Medical Services

The Sleep Research Society

American Academy of Sleep Medicine
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Why is Fatigue A Problem?

Fatigue is...asubjective, unpleasart symptom, which
incorporates total body feelings ranging from tiredness to
exhaustion...which interferes with an individual’s ability to

function...

Fatigue greatly increases thelikelihood of injury and
medical errors and is compounded when working on
critical incidents and life-threatening events

Courtesy of NASEMSO Guidelines Bulletin
McCallion, 2012: EMS and firefighter sleep deprivation study funded by the
International Association of Fire Chiefs and the U.S. Fire Administration

3/14/2018

Why is Fatigue A Problem? The Data

@ Over 50% of EMS providers classified as fatigued
% Fatigued responders are...
% 1.9xmore likely to be injured at work
# 2.2xmore likely to make a medical error
# 3.6x more likely to have behaviors leading to safety compromise
% More likely to commit protocol errors and drop patients
L]

Chronically fatigued responders are usually unaware of how
tired they are

% Awake for 18 hoursis equal to a BAC of 0.05%
W Awake for 24 hours is equal to BAC of 0.096%
Fatigue is the leading cause of pre-hospital medical errors

Data courtesy of University of Pittsburg, Prehospital Emergency Care,
McCallion, 2012

Effects of Fatigue

Multi-tasking &
rapid response

Critical thinking
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NASEMSO Fatigue in EMS Project
November 2015 - 2017

3/14/2018

Research

® Developed research questions on fatigue

7 tatigae-
rekoved riks, and/or improve weeo?

Courtesy of NASEMSO
Project-Overview

11/an2018.00¢

Research

@ Systematic reviews — 38,000 documents {over 7 questions)
9 Measuring fatigue

Shift duration

Caffeine

Napping

Fatigue training

Biomathematical models

9 Task load interventions

¥ Recommendations & performance measures developed

¢ & ¢ ¢ &

Courtesy of NASEMSO

igue-Project-Ovevview-111an2018.pdf






Evidence-Based Guidelines for EMS

@ Use reliable/valid fatigue & sleepiness survey to
measure & monitor personnel

@ Work shifts < 24 hours duration
¥ Provide access to caffeine

© Ability to nap while on duty (12 hours or
overnight)

“ Receive education and training on fatigue

Caurtesy of NASEMSO
https://www.nasems 0.0rg/docurnents/Fatigue-Project-Overview-
11ian2018.pdf

3/14/2018

National Next Steps

@ Develop & conduct pilot studies (11/17 — 5/18)
% Enroll EMS agencies and collect data (5/18)
% Complete data collection (12/18)

@ Create Take 10 for Sleep Health module (post
2018)

¥ Develop Fatigue Modeling Tool for EMS (2019)

Courtesy of NASEMSO
hetps:/fwww.nasemso.org/documents/Fatigue Project-Overview-111an2018.pdf

Thank You and Questions
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NASEMSO Fatigue in EMS Project
November 2015 - 2017

PHASE 1
f-.I.';)'e\;!elo"p'"E_;ii'ci.e'r")i:f_{a,';. =
 Based Guideline (EBG)

for fatigue risk
management in EMS

PHASE 2 PHASE 3

Test the impact of one Develop a
or more evidence- biomathematical model
based tailored to EMS shift
recommendations in an scheduling and make
experimental study freely available
www.emsfatigue.org
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Research

@ Developed research questions on fatigue

Question #

T Are there reliable and valid instruments for measuring fatigue among EMS
personnel?

Research Questions That Guided Systematic Reviews

2 In EMS personnel, do shift-scheduling interventions mitigate fatigue, mitigate
fatigue-related risks, and/or improve sleep?

3 In EMS personnel, does the worker’s use of fatigue countermeasures mitigate
fatigue, mitigate fatigue-related risks, and/or improve sleep?

4 In EMS personnel, does the use of sleep or rest strategies and/or interventions
mitigate fatigue, mitigate fatigue-related risks, and/or improve sleep?

5 In EMS personnel, does fatigue training and education mitigate fatigue, mitigate
fatigue-related risks, and/or improve sleep?

6 In EMS personnel, does implementation of model-based fatigue risk management
mitigate fatigue, mitigate fatigue-related risks, and/or improve sleep?

7 In EMS personnel, do task load interventions mitigate fatigue, mitigate fatigue-
related risks, and/or improve sleep?

Courtesy of NASEMSO
https://www.nasemso.org/documents/Fatigue-Project-Overview-
11Jan2018.pdf






Developing
Evidence Based
Fatigue Risk Management

* Guidelines

for Emergency Medical Services
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WHAT IS FATIGUE?

Fatigue is...
a subjective, unpleasant symptom, which
incorporates total body feelings ranging from
tiredness to exhaustion creating an unrelenting
overall condition which interferes with an individual's

ability to function to their normal capacity.! A Reliable and/or valid fatigue and

\\ sleepiness survey instruments
1: Ream E, Richardson A. Fatigue: a concept analysis. Int J Nurs Stud. é ¥ should be used to measure and
1996;33(5):519-29. I¥ monitor fatigue in EMS
personnel. !

]

THE FATIGUE IN EMS PROJECT

The overall goal of this project was to develop, test, and
disseminate evidence-based guidelines for fatigue risk
management tailored to the EMS setting. The project was
comprised of three phases.

PHASE 1 aimed to evaluate the quality of evidence
germane to use of caffeine, napping during shift work,
shorter shift duration, and other strategies to mitigate
fatigue. The primary outcome of PHASE 1 was a set of
recommendations based on a review of the best available ‘ EMS workers should have
evidence and collated into a guideline for fatigue ) access to caffeine as a
mitigation. Evidence-based guidelines are A I¥' fatigue countermeasure. *
systematically developed statements designed to 3
help administrators, practitioners, and patients make
decisions about appropriate health care for specific
circumstances.?

EMS personnel should have
the opportunity to nap while

biomathematical model for EMS administrators to use . \ /7' on duty to mitigate fatigue. *
while creating shift schedules. \ :

PHASE 2 aims to test one or more recommendations, and
PHASE 3 aims to develop a freely available

2: Institute of Medicine. Clinical Practice Guidelines We Can Trust. March
23, 2011. The National Academies of Sciences, Engineering, Medicine.

EMS personnel should receive
education and training to
mitigate fatigue and

atigue-related risks. ®

Learn more about Fatigue in EMS: www.emsfatigue.org

These recommendations were developed following a rigorous process known as the GRADE Methodology (Grading of
Recommendations, Assessment, Development, and Evaluation).

Evidence from more than 38,000 pieces of literature was reviewed by more than two-dozen investigators. A summarr of the evidence
connected to seven research questions and six fatigue mitigation strategies was evaluated by a panel comprised of experts in sleep
medicine, fatigue science, emergency medicine, prehospital emergency care, risk administration, and public safety.

Prior to formulating recommendations, the panel deliberated: 1) the quality of evidence; 2) the balance between benefits and harms
for different strategies; 3) the values and preferences of EMS constituents; and 4) costs associated with different fatigue mitigation
strategies.

The panel reached consensus on five recommendations. These recommendations are supported by a review and synthesis of the best
available evidence. EMS administrators that choose to create a fatigue risk management program of their own should consider one or
more of these recommendations to guide decision making regarding specific fatigue mitigation strategies.

Contact the National Association of State EMS Officials Learn more about Fatigue in EMS: va.emsfatigue.org

ESNASEMSO 201 Park Washington Court, Falls Church, VA 22046
% www.nasemso.org | info@nasemso.org Read the supplement in Prehospital Emergency Care:
M;_'ESE (703) 538-1799 http://tandfonline.com/action/showAxaArticles?journalCode=ipec20
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This handout includes an overview of the performance measures created by the panel of experts for
EMS administrators. The intent of these performance measures is to aid EMS administrators with
evaluation of impact and monitoring of progress following the adoption of one or more of

the recommendations.

Performance measures 1-4 should each be measured over a one-year period.

1. Demonstrated use of reliable/valid fatigue and/or sleepiness survey instruments to measure and monitor fatigue in EMS
personnel on at least a quarterly basis.

GOAL NUMERATOR DENOMINATOR
Assess fatigue/sleepiness of EMS personnel with Number of quarters in previous year when Four quarters over same time period selected for
reliable/valid survey instrument(s) quarterly (4 out of reliable/valid fatigue/sleepiness survey instruments numerator.
4 quarters annually). were used to assess fatigue/sleepiness.
NOTES
* Assessing fatigue/sleepiness for a random sample of scheduled shifts (rather than all shifts) may reduce respondent burden and improve the rate of participation by EMS
personnel.

* Targeted assessments are recommended. Specifically, the assessment of fatigue/sleepiness is recommended with reliable/valid survey instruments for any shift schedule
(pattern/structure) suspected of elevating the risk of fatigue, such as extended duration shifts (e.g., 212 hours).

2. Percent of all shifts that are less than 24 hours in duration.

GOAL NUMERATOR DENOMINATOR

100% of shifts are less than 24 hours in duration. Number of shifts that are less than 24 hours in Number of all shifts.
duration.

NOTES

* Shifts performed contiguously should be counted as a single shift peried with a total duration (e.g. two 12-hour shifts performed contiguously by a single provider should be
counted as a 24-hour shift).

3. Percent of all shifts where EMS personnel have access to caffeine.

GOAL NUMERATOR DENOMINATOR
100% of shifts with access to caffeine. Number of shifts with access to caffeine. Number of all shifts.
NOTES

9 mple of access to caffeine includes availa iiyo caffeinates everages for free or for purchase while on duty within reasonable access to on-dut ersonnel.
Example of to caff lud lability of caffeinated beverages for free or for purchase while on duty with bl -duty EMS p 1

4. Percent of all shifts where EMS personnel are provided with access to and permission to take a nap while on duty.

GOAL NUMERATOR DENOMINATOR

EMS personnel are provided with access to and Number of extended shifts (e.g., 212 hours) or shifts Number of all shifts =12 hours in duration or taking
permission to take a nap while on duty in 100% of taking place overnight where EMS personnel are place overnight.

extended shifts (e.g.,, 212 hours) and shifts taking provided with access to and permission to take a

place overnight. nap while on duty.

NOTES

* We define a nap as a short period of sleep (duration is not specified).

* The EMS agency that permit EMS personnel the opportunity to nap on duty is best demonstrated with a written policy.

* To ensure reasenable access to take a nap while on duty, there should be a scheduled time to take a nap or an unrestricted opportunity to take a nap throughout the shift,
and an appropriate place to take an uninterrupted nap.

* Agencies may wish to consider the napping strategy regardless of shift duration and include shifts <12 hours as part of the performance measure if personnel work
contiguous shifts and/or consecutive shifts with limited recovery between shifts (including combinations of shifts invelving different agencies).

5. Percent of EMS personnel who have: (1) received education and training to mitigate fatigue and fatigue-related risks
during new employee orientation/training; and (2) received education and training to mitigate fatigue and fatigue-related
risks within the previous two years.

GOAL NUMERATOR DENOMINATOR
(1) 100% of EMS personnel have received fatigue Number of EMS personnel who have received All EMS personnel.
education and training as part of new employee fatigue education and training 1) during new

orientation/training; and (2) 100% of EMS personnel employee orientation/training, or 2) within the

have received fatigue education and training within previous two years.

the previous two years.

NOTES

* Functional memory, knowledge, and skill can decay rapidly after initial education and training. Education and training every two years is recommended to address decay in
memory, knowledge, and skills in dealing with fatigue in the workplace.

Contact the National Association of State EMS Officials Learn more about Fatigue in EMS: www.emsfatigue.org
201 Park Washington Court, Falls Church, VA 22046
www.nasemso.org | info@nasemso.org Read the supplement in Prehospital Emergency Care:

(703) 538-1799 http://tandfonline.com/action/showAxaArticles?journal Code=ipec20






. National Association of State EMS Officials
: Q1¢‘ : 201 Park Washington Court « Falls Church, VA 22046-4527 + www.nasemso.0rg
> ’ S| 703-538-1799 » fax 703-241-5603 « info@nasemso.org

Contact: NASEMSO Program Manager, Kathy Robinson, RN
Email: robinson{@nasemso.org
Telephone: 703.538.1799 Ext. 1894

FATIGUE IN EMS RISK MANAGEMENT GUIDELINES GO LIVE!!

January 11, 2018 (Falls Church, VA) Workplace fatigue is a common complaint among shift workers.
Emergency Medical Services (EMS) personnel work shifts and deliver emergent health care to the acutely
ill and injured on the roadside, in patients’ homes, and other environments. They must deliver this care
while under significant time pressure and stress. Fatigue is a threat that is often overlooked by EMS
leadership and personnel as “just part of the job.*

The number of fatigue-related safety incidences involving EMS personnel and their patients is on the rise.
Recent research shows that more than half of emergency medical services (EMS) personnel report severe
mental and physical fatigue while at work, poor sleep quality, and poor recovery between shifts. Half of
EMS personnel obtain less than 6 hours of sleep per day. The industry has a fatigue problem, yet few have
developed solutions informed by the evidence or best practice.

The National Association of State EMS Officials (NASEMSO) has partnered with a team led by University
of Pittsburgh School of Medicine scientists to develop new fatigue guidelines published early online in the
journal Prehospital Emergency Care. The aim of the guidelines is to mitigate the effects of fatigue with
recommendations based on a comprehensive evaluation of the best available evidence related to numerous
fatigue mitigation strategies such as using caffeine and napping during shifts.

"Evidence Based Guidelines for Fatigue Risk Management in Emergency Medical Services” are now
available at http://tandfonline.com/doi/full/10.1080/10903127.2017.1376137 and all companion
materials, including background information, systematic reviews, evidence tables, and expert commentaries
can be freely accessed at http://tandfonline.com/action/showAxaArticles?journalCode=ipec20.

“Fatigue is widespread in EMS and is not isolated to one type of EMS operation or category of EMS
clinician. The administrators of EMS organizations are tasked with creating shift schedules and mitigating
threats to safety. Unfortunately, these administrators are not equipped to address fatigue in the workplace,
in part because they have no guidance on how to manage fatigue in the workplace,” said Daniel Patterson,
Ph.D., lead author, assistant professor of emergency medicine at the Pitt School of Medicine, and active
paramedic clinician. “Operating an ambulance is dangerous and fatigue can threaten safe operation of the
vehicle,” said Patterson. “Aside from driving, most of the work EMS clinicians do is patient care, and
fatigue can have negative consequences for decision-making abilities and overall performance. The
outcomes of fatigue can be devastating for EMS personnel and their patients.”

Patterson and his team of two-dozen co-investigators and staff reviewed more than 38,000 pieces of
literature, completed seven systematic literature reviews, including three meta-analyses. Investigators
synthesized the quality of the evidence for a panel of experts, who used this information to create evidence-
based guidelines for fatigue risk management.
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The guidelines consist of five recommendations:
* Use of fatigue/sleepiness surveys to measure and monitor EMS personnel fatigue.

* Limit EMS shifts to less than 24 hours in duration.

* Provide EMS personnel access to caffeine to help stave off fatigue.

* Allow EMS personnel the opportunity to nap while on duty.

* Provide education and training in fatigue risk management to EMS personnel.

Patterson and his team expect the guidelines to have a wide impact on improving practice and policies to
alleviate EMS personnel fatigue, whether when driving an ambulance or caring for patients.

Additional contributors to the study included: From the University of Pittsburgh, Christian Martin-Gill,
MD, MPH, Anthony Fabio, PhD, MPH, Francis X. Guyette, MD MPH, Charity Moore, PhD, Daniel
Buysse, MD, and Denisse Sequeira. From Harvard University, Laura Barger, PhD and Matthew Weaver,
PhD. From the State University of New York at Buffalo, David Hostler, PhD, Jennifer Temple, PhD, and
John Violanti, PhD. From Mecklenburg County EMS Agency, Jon Studnek, PhD, Allison Infinger, MSPH,
and Josef Penner, MBA. From the University of Calgary Eddy Lang, MD. From Carolinas HealthCare
System, Mike Runyon, MD. From the Institute for Behavior Resources, Inc., Francine James, PhD and
Lauren Waggoner, PhD. From Washington State University, Hans Van Dongen, PhD. From Columbia
Southern University, David Becker, MA. From Rowan County EMS Agency, NC, Bradley Dean, MA.
From the National Highway Traffic Safety Administration, Stephen Higgins, PhD. From Geisinger Health
System, Douglas Kupas, MD. From the University of Virginia, George Lindbeck, MD. From American
Medical Response, Mr. Ron Thackery. From the National Association of State EMS Officials, Kathy
Robinson and Dia Gainor.

Work performed on this project was supported with funding from the U.S. Department of Transportation,
National Highway Traffic Safety Administration to the National Association of State EMS Officials
(NASEMSO): contract/grant number: DTNH2215C00029. The views contained in these materials are those
of the authors and not necessarily those of the National Highway Traffic Safety Administration.

H

The National Association of State EMS Officials is a leading national organization for EMS, a respected
voice for national EMS policy with comprehensive concern and commitment for the development of
effective, integrated, and community-based EMS programs. Its members are the leaders of their state and
territory EMS systems.






State of et Bampshire
Bepartment of Safety

Division of Fire Standards and Training & Emergency Medical Services
Richard M. Flynn Fire Academy
98 Smokey Bear Boulevard, Concord, New Hampshire
Mailing Address: 33 Hazen Drive, Concord, New Hampshire 03305-0002

John J. Barthelmes Robert Quinn and Richard C. Bailey, Jr. Deborah A. Pendergast
Commissioner Assistant Commissioners Director
MEMORANDUM
DATE: July 17, 2018
TO: Emergency Medical and Trauma Services Coordinating Board

Medical Control Board
Trauma Medical Review Committee
Fire Standards and Training Commission

FROM: Nick A. Mercuri, Chief of Strategy and Planning
NH Department of Safety
Division of Fire Standards and Training and EMS

RE: Legislative Update on major bills from 2017-2018
Legislative potentials for 2018-2019

Here is a summary of the bills effecting fire and EMS from the 2017-2018 legislative
period.

0 SB 482 — This moves the control of EMS data for research from DHHS to DOS and
establishes a data privacy sub-committee of the CB. The emergency medical and
trauma services coordinating board will have the ability to evaluate the requests and
determine legitimacy before the request moves to the Commissioner. 5/30/18 Signed by
Gov Sununu; Eff 07/29/18

0 SB 374 — Establishes a process to adopt EMS protocols and requires a mandatory
public hearing before adoption. This change would enable us to respond much
quicker to protocol changes by updating this one rule to keep pace with updates and
best practices as they come up. It additionally adds a public comment period before
adoption. It keeps the protocol committee, medical control board, and emergency
medical and trauma services coordinating board, and Commissioner in the process.
6/8/18 Signed by Gov Sununu; Effective 08/7/18

0 SB 456 — This separates the state EMS medical director from the chair of the
medical control board. This separation will allow us to have a paid state medical
director position. The separation of the roles allows us to have a clear and bright line
between our medical director and the role of the chair. 6/8/18 Signed by Gov Sununu;
Eff. 7/1/19

Business: (603) 223-4200 Toll Free: 1-800-371-4503 Fax: (603) 271-1091
http://www.nh.gov/safety/divisions/fstems/





SB 370 — Allows New Hampshire to enter the EMS Interstate Compact (REPLICA).
NH will be the 15™ state to join the compact, and first in NE. This will provide NH more
access to EMS providers for large events or daily shortages when NH units cannot cover
the calls and mutual aid is not able to respond. It also allows us access to records of
personnel before they come into our state. This is not applicable to ambulance services
or their vehicles. Those both still need to be licensed as they are today. This bill is for
provider licensure only. This compact is much like a driver's license. Working with
PFFNH and NH Fire Chiefs we added a provision that this cannot be used for normal
staffing. The Division is working on a NH REPLICA frequently asked questions
document. Signed by the Governor on 07/02/2018; Effective 08/31/2018

House Bill 1684 —Modifies the requirements for criminal background checks for
emergency medical service license applicants and removes the requirement for
certified law enforcement officers. Streamlines the background check process and
provides that applicants for licensure currently occupied as a certified law enforcement
officer in this state in a position that requires such a check shall not be required to have a
records check in order to apply for licensing or relicensing for EMS services. Effective
Date: July 24, 2018. 5/25/18 Signed by Gov Sununu; Eff. 7/24/18

SB 552 — Family deciding where trauma patients should be transported to. Interim
study committee.

SB 544 — FSTEMS funding, 130k for budget and no permanent fix yet. Signed by the
Governor on 06/08/2018; Effective 06/08/2018

SB553 — Establishes a commission to study the incidence of PTSD in first
responders and if this should be covered by workman’s compensation. Signed by
the Gov on 6/12/18; Section | Eff 11/1/18, Remainder on 6/12/18.

HB 1740 — Clarifies the law relating to the cost of blood testing orders when
certain individuals have been exposed to another person’s bodily fluids. Signed by
Governor Sununu 06/08/2018; Eff. 6/8/2018

HB 1782 — Establishes a committee to study insurance payments to ambulance
providers and balanced billing by ambulance companies. Report due 11/1/18.
Signed by Governor Sununu 05/25/2018; Eff. 5/25/2018

Potential DOS legislation for the next legislative period includes:

Considering changing or removing the Narcan licensure requirement for law
enforcement. This is very preliminary and we are having discussions with stakeholders
on how this could look.

Our requirement to relicense a service and ambulances when a change in ownership
occurs and if this process can be streamlined.






LCCR (Local Continued Competency Requirements)

2018 DRAFT

Emergency Medical Responder

Emergency Medical Technician

Required: 4 hours
1.) Documentation: 1 hour
2.) Warm Zone Awareness: 1 hour

3a.) EMS Mental Health: 1 hour (TBD)

or

3b.) Sleep Deprivation and Fatigue in the EMS
Provider: 1 hour (TBD)

*Warm Zone Operations: 1 hour
and

*3a or 3b (Whichever wasn’t chosen above)
These classes are not required for LCCR but highly
recommended and can be used for ICCR.

Remaining: 1 hour
Contact your Training Officer and/or Medical Director

Required: 10 hours

1.) Documentation: 1 hour

2.) Warm Zone Awareness: 1 hour
3.) Warm Zone Operations: 1 hour
4.) EMS Mental Health: 1 hour (TBD)

5.) Sleep Deprivation and Fatigue in the EMS
Provider: 1 hour (TBD)

6.) Ready Check and Inject: 1 hour (skills verified by
Unit)

Remaining: 4 hours
Contact your Training Officer and/or Medical Director

Advanced Emergency Medical Technician

Paramedic

Required: 12.5 hours

1.) Documentation: 1 hour

2.) Warm Zone Awareness: 1 hour
3.) Warm Zone Operations: 1 hour
4.) EMS Mental Health: 1 hour (TBD)

5.) Sleep Deprivation and Fatigue in the EMS
Provider: 1 hour (TBD)

Remaining: 7.5 hours
Contact your Training Officer and/or Medical Director

Required: 15 hours

1.) Documentation: 1 hour

2.) Warm Zone Awareness: 1 hour
3.) Warm Zone Operations: 1 hour
4.) EMS Mental Health: 1 hour (TBD)

5.) Sleep Deprivation and Fatigue in the EMS
Provider: 1 hour (TBD)

Remaining: 10 hours
Contact your Training Officer and/or Medical Director







Current process for EMS Protocol approval

Protocol Sub-
Committee
recommends
new/updated
protocols

Department of Safety
Commissioner
approves changes
and starts rule making
process

Coordinating Board
approves
new/updated
protocols

MCB approves
new/updated
protocols

Rules are submitted

to JLCAR

Public hearing and

New/updated
protocols become
legal

JLCAR Hearing and

comments
approval

accepted

3 to 6 month timeframe

\p

New process for Protocol approval base on SB374

Protocol Sub-
Committee
recommends
new/updated
protocols

Coordinating Board
approves
new/updated
protocols

MCB approves Public hearing and
new/updated comments
protocols accepted

Department of Safety
Commissioner
approves changes

New/updated
protocols become
legal






153-A:5 Medical Control Board

(g) Approving the protocols and procedures to be used by emergency medical care providers under their own licenses or through medical control.

(h) Adopting statewide adult and pediatric resuscitation protocols for licensed emergency medical care providers.

153-A:4 Coordinating Board

I1l. Review and offer comments on to the commissioner recommendations for rules required and other such rules as deemed necessary to carry out the purposes of
this chapter.

IV. Review and offer comments on rules proposed by the commissioner prior to their adoption under RSA 541-A.

VI. Approve statewide trauma policies[,] and procedures[, and protocols] of the statewide trauma system and the establishment of minimum standards for system
performance and patient care proposed by the commissioner prior to their adoption under RSA 541-A and approve statewide trauma protocols prior to their adoption
under

RSA 153-A:20-a.153-A:7 Duties of the Commissioner

Il. The commissioner shall:

(a) Adopt rules, under RSA 541-A, with the advice and assistance of the coordinating board, the emergency medical services medical control board, and the trauma
medical review committee, in accordance with RSA 153-A:20.

153-A:20 Rulemaking. -

The commissioner shall adopt rules, under RSA 541-A, relative to:

1. Protocols approved and issued by the emergency medical services medical control board for provision of emergency medical care, which shall address living wills
established under RSA 137-J, durable powers of attorney for health care established under RSA 137-J, and patient-requested, physician generated orders relative to
resuscitation. Notwithstanding RSA 541-A:12, Ill, the department may incorporate by reference into such rules protocols pertaining solely to medical and
pharmaceutical patient care processes issued by the emergency medical services board and approved by the commissioner.

RSA 153-A:20-a.

218:2 New Paragraph; Emergency Medical and Trauma Services Coordinating Board; Hearing Prior to Recommendation of Minimum Standards or Protocols. Amend
RSA 153-

A:4 by inserting after paragraph VI the following new paragraph:

VI-a. Prior to any final vote regarding minimum standards or protocols:

(a) Provide notice of the proposed action to fire and emergency medical service members.

(b) Allow a 60-day period for the receipt of written comments on the proposal.

(c) Hold public hearings, one in the daytime hours and another during the evening hours, in such a way as to maximize input from fire and emergency medical service
members.
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CHAPTER 144
SB 482-FN - FINAL VERSION
04/26/2018 1801EBA
2018 SESSION

18-2788
01/10
SENATE BILL 482-FN
AN ACT relative to confidential emergency medical and trauma services data.

SPONSORS: Sen. Hennessey, Dist 5; Sen. Watters, Dist 4; Rep. White, Graf. 13; Rep.
Danielson, Hills. 7

COMMITTEE: Health and Human Services

ANALYSIS

This bill establishes a privacy committee to review and approve requests for the use
of emergency medical and trauma services records data for research purposes.

Explanation: Matter added to current law appears in bold italics.

Matter removed from current law appears [in-brackets-and-struekthrough:]

Matter which is either (a) all new or (b) repealed and reenacted appears in
regular type.
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CHAPTER 144
SB 482-FN - FINAL VERSION
04/26/2018 1801EBA 18-2788
01/10

STATE OF NEW HAMPSHIRE
In the Year of Our Lord Two Thousand Eighteen
AN ACT relative to confidential emergency medical and trauma services data.

Be it Enacted by the Senate and House of Representatives in General Court convened:

144:1 Department of Safety; Bureau of Emergency Medical Services. Amend RSA 21-
P:12-b, II(g) to read as follows:

(g) Establish a data collection and analysis capability that provides for the
evaluation of the emergency medical and trauma services system and for modifications
to the system based on identified gaps and shortfalls in the delivery of emergency
medical and trauma services. The data and resulting analysis shall be provided to the
bodies established under this chapter, provided that such use does not violate the
confidentiality of recipients of emergency medical care. The provisions of RSA [126] 153-
A:35 shall be followed with regard to other uses of this data for research and evaluation
purposes, and for protecting the confidentiality of data in those uses. All analyses shall
be public documents, provided that the identity of the recipients of emergency medical
care are protected from disclosure either directly or indirectly.

144:2 New Section; Protected Health Information; Privacy Committee. Amend RSA
153-A by inserting after section 34 the following new section:
153-A:35 Protected Health Information; Privacy Committee Established.

I. All protected health information possessed by the department shall be
considered confidential, except that the commissioner, or designee, may provide
emergency medical and trauma services record information to institutions and
individuals outside of the department who demonstrate a need for such information for
the purpose of conducting health-related research. Any such release shall be
conditioned upon the understanding that once the health-related research is complete
that all information provided shall be returned to the department or be destroyed and
no copies shall be kept. All releases of information shall be consistent with the federal
Health Insurance Portability and Accountability Act of 1996, Public Law 104-191
(HIPAA) and regulations promulgated thereunder by the United States Department of
Health and Human Services 45 C.F.R. part 160 and part 164. This shall include the
requirement that all proposed releases of emergency medical and trauma services
records information to institutions and individuals outside the department for the
purposes of health-related research be reviewed and approved by the privacy

committee, established in paragraph II, and the commissioner, under this section before
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CHAPTER 144
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- Page 2 -

the requested information is released.

II. There is hereby established a privacy committee which shall review and
approve requests for the use of emergency medical and trauma services records data for
the purposes of research and other uses for evaluation not provided for under RSA 21-
P:12-b, II(g). The privacy committee shall consist of 7 members who shall include the
director, or designee, 4 members of the emergency medical and trauma services
coordinating board, appointed by the chair of the board, and 2 persons who are not
affiliated with the department and who are not part of the immediate family of a person
who is affiliated with the department, appointed by the commissioner.

III. The committee shall review and approve requests for the use of emergency
medical and trauma services records data for the purposes of research and other uses
for evaluation not provided under RSA 21-P:12-b, II(g). Emergency medical and trauma
services records data or copies of such records that directly or indirectly identify
individuals shall be made available for health-related research purposes upon receipt
and approval of a written application to the committee. No emergency medical and
trauma services records shall be released until the request has been reviewed and
approved by the privacy committee and authorized by the commissioner, or designee.

IV. The committee may consult with any person or entity the committee deems
relevant to the work of the committee. Such individuals may only offer advice and
guidance and shall not participate in the decision as to whether to approve the release
of any records under this section for the purposes of health-related research.

144:3 Effective Date. This act shall take effect 60 days after its passage.

Approved: May 30, 2018
Effective Date: July 29, 2018










