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President’s Corner

RoBerT O’CoNNOR, MD, MPH

I went down to the crossroad,
tried to flag a ride

Down to the crossroad,

tried to flag a ride

Nobody seemed to know me,
everybody passed me by

—Robert Johnson
“Cross Road Blues”

he three-part Institute of

Medicine Report on Emergency
Medicine was released on June 14,
2006. The report is a cautionary and bleak assessment of the state
of emergency care in the U. S. which is described as being at the
breaking point. The Institute of Medicine (IOM) report concludes
that emergency care has been unraveling for some time as evident
by fragmentation of emergency health care systems, a shortage of
on-call specialists, universal overcrowding in hospital emergency
departments, and a lack of emergency preparedness. Prehospital care
is addressed in the report entitled “Emergency Medical Services:
At the Crossroads. ”

The project is comprehensive in its scope, with careful examination
of the continuum of emergency services, calling for integration of 911
access and dispatch, prehospital care, and hospital-based programs
for emergency, trauma, and critical care. The report describes the
evolving role of the emergency department (ED) as a component of
the public safety net, and highlights significant problems with patient
flow, inadequate use of information technologies, and describes a
failure to provide even routine care on a daily basis, much less being
prepared to handle a disaster and provide surge capacity.

Many of the deficiencies noted in the report are already evident.
Unless problems are fixed, the nation will be ill-prepared when
confronted by a large-scale emergency situation such as pandemic
influenza or natural disaster. EMS is integral to disaster response, yet
less than 5% of preparedness funding has been used for EMS. Funds
that have gone to EMS have been mostly targeted at the unlikely
scenario of bioterrorism. Because of this, few in EMS have had even
minimal disaster preparedness training, and even fewer could be
called experts.

In 2003, 114 million patients sought care in a hospital emergency
department in the United States. These more than 300, 000 visits
every single day are being distributed among a diminished pool

of hospitals capable of providing emergency care. As everyone

in NAEMSP™ knows, ambulances are routinely diverted when

a facility’s ability to care for even one additional patient poses
catastrophe. Critics have noted a reduction in ambulance diversion
over the past several years. This does not reflect a system that is
improving, but is instead a manifestation of worsened overcrowding
where ambulances have nowhere to divert to. A system struggling to
meet the day-to-day needs of the public will not have the capacity to
deal with a sustained surge of patients in case of disaster.

For those who have made it to the inside of emergency departments,
long waits are common, and those already treated line the hallways
on stretchers waiting for an in-patient bed to become available. These

hallways of despair conjure images of Dante’s Inferno, where one
must first pass through hell in order to attain salvation.

The IOM report recommends that hospitals end the practice of
“boarding” except in the most extreme circumstances, such as

a community mass-casualty event. Unfortunately, emergency
departments experience the “most extreme” circumstances on a daily
basis. While hospitals may strive to improve efficiency and patient
flow, progress has been thwarted by a breakdown of the system that
has myriad causes and unfathomable complexity.

While the inner working of the emergency department has
deteriorated, there is fragmentation and an overall lack of
coordination with EMS. The IOM report notes the lack of a single
federal agency or department in charge of overseeing the enormously
complex network of emergency responders serving the public. A
federal lead agency will allow for consolidation of the various
government programs that currently have jurisdiction over emergency
care and facilitate the seamless integration of emergency care. It is
important that we work within the existing FICEMS structure to
assure that consolidation to a federal lead agency strengthens EMS
without harming it.

Information technology in EMS lags behind many other industries.
For example, dashboard systems in ambulances could be implemented
to better coordinate patient flow and communications systems and
provide access to patient records. Shipping companies can track
packages across the country yet many EMS systems are unable to
track response vehicles, personnel, and patients within their local
jurisdiction.
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THE

President’s Corner continued

The IOM report notes that while
children make up more than one-
fourth of all emergency room visits,
six percent of U. S. emergency
departments have all the supplies
necessary for handling pediatric
emergencies, and only about half of
the departments had even 85 percent
of the essential supplies. It appears
that little progress has been made
since the 1993 IOM report on EMS for
children. Federal funding for EMS-C
is in constant jeopardy, and even when
funded, is inadequate to promote the
types of programs needed to advance
emergency care for children.

The report goes on to identify that
substantial variation exists in how
medical oversight and review are
conducted, and that training and
experience in out-of-hospital medical
care is highly variable. NAEMSP™
has always supported the principle
that physicians who provide medical
direction for EMS systems should meet
minimum requirements commensurate
with their responsibilities. Hence,

one of the most important
recommendations for NAEMSP™ to
support is that the American Board

of Emergency Medicine create a
subspecialty certification in EMS.
This would be a clinically-based
subspecialty demanding expertise in
critical care, trauma, resuscitation, and
disaster medicine, to name a few.

Some progress has been made in the
improvement in EMS capabilities, but
there has been a progressive decline
in resources. The report concludes
that the system is more fragmented
than ever, and the lack of effective
coordination and accountability

stand in the way of further progress
and improved quality of care. The
report concludes that EMS is truly at
the crossroads. We can either move
toward an improved system or we can
continue on the downward spiral that
will prevent system improvement. It
is incumbent on each of us to make
sure that policy makers hear these
messages and create programs that
will allow EMS to provide those
services the public so badly needs and
deserves. Make sure that your local
lawmakers are aware of the report and
its contents. EMS is at the crossroads,
but we cannot rely on the generosity
of others and flag a ride — we need to
chart our own destiny. %

STEM| Update

continued from page 1

need to provide a “STEMI alert” to the
receiving hospital. If that hospital is PCI
capable, the patient may go directly to the
cath lab. If the receiving hospital is a non-PCI
facility, it should ready itself to administer
fibrinolytics or stabilize the patient and
rapidly transfer him or her to a PCI

hospital. If the system plan calls for possible
fibrinolysis the paramedic should record a
fibrinolytic contraindication check list.

Systems must determine the appropriate
point of entry for a given patient. Guiding
principles include the superiority of PCI
(assuming it is done in a high volume center
with high volume operators on a 24/7 basis)
in patients with shock, CHF, contraindication
to lysis, greater than two hours since
symptom onset or when anticipated door to
balloon time minus the door to needle time
is less than 60 minutes. Fibrinolysis is the
therapy of choice if the patient has accessed
the health care system within two hours of
symptom onset, there is no shock, failure

or contraindication to lytics and timely

PCI is not available. Although theoretically
appealing, pre-hospital thrombolysis has not
gained much ground in this country given
concerns about liability and cost of drug and
because it is rare to have a physician on the
ambulance (unlike in Europe). Prehospital
“facilitated PCI” — the use of half dose lyics
and or a 2b, 3a inhibitor — has yet to be
adequately tested. Paramedics may bypass

a non-PCI hospital going directly to a PCI

facility or transport to a non-PCI hospital
where the patient may be lysed or rapidly
transferred via ground or air ambulance to a
PCI center.

Emergency departments should have

written plans — with input from emergency
physicians, nurses, cardiologists and hospital
administration — to manage STEMIs. Non-
PCI hospitals, even those near PCI centers,
will receive STEMIs as a majority of
STEMIs don’t use EMS and are unaware of
a hospital’s PCI capability. Overcrowding
may jeopardize an emergency department’s
ability to recognize and treat a STEMI. Time
goals should be set for chest pain patients to
receive EKG’s and be seen by an emergency
physician. Time consuming consultations
with cardiology and primary care providers
should be curtailed and a reliable single point
of contact with the cath team established.
Patients with a definite STEMI called into

a PCI facility as a “STEMI alert” should go
directly to the cath lab. Patients destined to
be transferred on to a PCI hospital should
receive standardized treatment and be
rapidly transferred by ground or air. If that
patient arrived by ambulance, the transfer
vehicle should have been arranged and the
receiving PCI facility notified on the basis
of the original ambulance “STEMI alert.”
The practice of treating such transfers as
routine, expected to wait in queue with other
interfacility transfers, must change. This may
entail a change in fee structure. *
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NAEMSP™ Debuts New Website

If you have not checked out NAEMSP’s website lately, you are in for a treat. The designers and programmers at The Knowledge Folk have
been working to improve our site by giving it a complete makeover. Currently under construction are a new and improved Members’ Only
section and interactive Membership Directory. We're still fine-tuning, so if you experience a few glitches along the way, please be patient
with us! Have a gander at www.NAEMSP.org — we think you will be pleasantly surprised with our new look and presence on the Internet!
Feedback? Let’s hear it...info-naemsp @ goamp.com. Happy surfing!
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“Prehospital Trauma Care Systems” is a primer
on trauma networks published by the World
Health Organization in 2005. The monograph,
which is 62 pages in length, covers a range

of pre-hospital considerations from core
system elements, training, communications,
financial considerations and scalability of
goals to the level of development of the
system. Principal editors included Drs. Scott

Canadian Relations
Committee

Update

Karen Wanger, MD, FRCPC, FACEP

The Canadian Relations Committee of NAEMSP™ is moving forward with
growing membership and a strengthening presence. Brian Schwartz deserves
tremendous credit and has the gratitude of the group for doing the groundwork
to establish our committee solidly. I am pleased to report that Canadians won
three presentation awards at this year’s meeting in Tucson.

The NAEMSP™ board has appointed me as Chair of the committee for 2006
and Ted Leibovici as Vice-Chair. One of this year’s goals is to solidify our
relationship with CAEP EMS and we have already made significant progress

Sasser and Arthur Kellerman from the U. S.
along with key contributors from the CDC and
NHTSA staff. To obtain a copy, visit www.who.
int/violence_injury_prevention or write to
violenceprevention@who.int

in this area. We are also establishing a working relationship with the EMS
Chiefs of Canada.

June 4-7, 2006 was the combined International Conference on Emergency
Medicine and Canadian Association of Emergency Physicians Annual
meeting (CAEP/ICEM) in Halifax, Nova Scotia. We had a strong presence

and a recruiting drive for NAEMSP. The one-day Medical Directors course
was scheduled for June 3™ to be taught by NAEMSP™ board members
and Canadian EMS Medical Directors. It was very well received with 42
participants.

If you would like to add your name to our committee email list, please contact
me at wanger@telus.net. Also feel free to contact me or Ted (theodore.
leibovici @urgences-sante.qc.ca) with any comments or ideas.

Best Practices Stakeholder Meeting

Kathy J. Rinnert, MD, MPH

In early May OSHA's Office of Science, Technology and Medicine
held a one day stakeholders meeting in Washington, DC to develop
a document describing “EMS Best Practices for Treating and
Transporting Victims of Hazardous Substance Contamination
Including WMD.” This initiative was brought by HHS Assistant
Secretary Simonson secondary to a perceived need for improved
knowledge, training, and experience for EMS personnel relative to
hazardous materials and WMD response. Representatives from 16
EMS/public safety agencies and professional organizations met in
Washington, DC to assist in the development of a ‘best practices”
document. This document is intended to represent the EMS
equivalent of OSHA’s January 2005 “Best Practices for Hospital-
Based First Receivers of Victims from Mass Casualty Incidents
Involving the Release of Hazardous Substances” (http://www.osha.
gov/dts/osta/bestpractices/firstreceivers_hospital.pdf).

Specifically this work is to create a guidance document that describes
EMS best practices relative to the treatment and transport of victims
of hazardous substance contamination including WMD. The focus of
the document is on hazardous substance exposure and the protection
of EMS personnel responding to these events. The document shall

not require the creation of new OSHA standards. During the one day
meeting, stakeholders provided input on the following issues:

1Y)
2)

3)
4)
5)
6)
7

How to address EMS professional and functional diversity

Hazardous substance and WMD incidents: Planning,
preparation, response

Training for response to a hazardous substance, WMD release
Respiratory protection

Other Personal Protective equipment

Decontamination procedures and equipment

Engineering controls

Using stakeholder input from this meeting, OSHA officials will
create a draft document describing EMS Best Practices. It is
anticipated that OSHA will then place the draft document on their
website so as to allow for broad-based public comment. A deadline
of March 2007 is tentatively set for the posting of the final document
to the OSHA website. Individuals or agencies with an interest in
providing input should check the OSHA website or contact Dr. Kathy
J. Rinnert, MD, MPH (kathy.rinnert@utsouthwestern.edu) who
served as the NAEMSP™ representative to these proceedings. *
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The National Association of EMS Physicians™ (NAEMSP™) Robert Bass, MD, FACEP, Immediate Past President

Candidate Criteria and
Position Descriptions The Nominations Committee is conducting the Call for Nominations to the
) o i 2007-2009 Board of Directors slate. The positions that will be elected by the
The affairs of the Association are governed, supervised, membership in 2006 are: three Physician Members-at-Large and one Professional

and controlled by the Board of Directors. The authority Member-at-Large. The individuals elected for the offices will each serve a two-
delegated to the Board requires that it set policies and year term.

make relevant decisions on behalf of the Association’s
membership: therefore, Board Members should be the Review the criteria (see sidebar) carefully to acquaint yourself with each position.

This information will assist you in recommending for nomination the best
candidate for the office. The ability to offer more than one candidate for each
office is dependent upon receiving a sufficient number of nominations for each
office from the membership.

most knowledgeable about the activities and needs of the
Association’s members. The Board's duties include:

Ensuring that the needs of the membership are met.

Approving and evaluating plans and policies of the
Association. You may recommend yourself or another NAEMSP™ member for Board

of Directors nomination by completing the electronic submission form. A
representative sample of a candidate’s biography, which appears on the actual

. X ballot, can be downloaded on this site as well. All recommendations MUST BE
Long-term strategic planning. RECEIVED BY July 31, 2006 to be considered for the slate of candidates.

Member-At-Large (Three positions available) Recommendations should be electronically submitted to NAEMSP’s Executive
> Nominee must be a Physician member in good Office at the following link: http://NAEMSP-vote.org. The nominee
standing of NAEMSP. will receive e-mail acknowledgement of receipt of the Recommendation
> Prior ad hoc committee/task force involvement for Nomination form within two (2) business days of receipt. If such
preferred. acknowledgement is not received within that time frame, please contact the
> Ability to commit to the Board of Directors for a NAEMSP™ Executive Office at (913) 492-5858. The slate of candidates will be
two-year term and act as peer representative of the compiled by the Nominations Committee and reviewed by the Board of Directors.

Budgetary approval and control.
Monitoring and reviewing financial objectives.

membership. The 2007-09 Board of Directors election will also be conducted electronically. In
September 2006, all NAEMSP™ voting members in good standing with a current
e-mail address on file with the Executive Office will receive an e-mail containing
) ) ) voting instructions and a link to the candidate information and ballot. The voting
> Nominee must be a Professional member in good ST . )1 . .
) system will display the candidates’ biographical summaries and photographs
standing of NAEMSP. for review prior to voting. NAEMSP™ members who do not have an e-mail
> Prior ad hoc committee/task force involvement address on file with the Executive Office will receive a postcard notification with
preferred. instructions on how to access the electronic voting process or a printed version of
> Ability to commit to the Board of Directors for a the packet will be sent to them. Therefore, it is very important that the Executive
two-year term and act as peer representative of the Office has your correct e-mail address. You may update your contact information
membership. by email: info-NAEMSP@ goamp.com; via fax: (913) 599-5340 or telephone:
(913) 492-5858.

Professional Member-At-Large
(One position available)

Call-f 2 e T

David Cone, MD, Awards Committee Chair

NAEMSP™ is now soliciting nominations for the following annual awards:

Ronald D. Stewart Award This award is given annually to a person who has made a lasting, major contribution to the EMS
community nationally. This is often considered a lifetime achievement award. Recent recipients have included Dr. Daniel Storer, Dr.
Mickey Eisenberg, Jim Page, and Dr. Jon Krohmer.

Keith Neely Outstanding Contribution to EMS Award This award is presented to an active or past member of
NAEMSP™ (physician or non-physician) who has provided significant leadership to the association. Recent recipients have included
Lawrence Brown, EMT-P, Dr. Ray Fowler, Dr. Rick Hunt, and Dr. Ted Delbridge.

Friends of EMS Award This award is presented to a individual who has been an advocate to further NAEMSP’s mission nationally
through influencing or implementing public policy. The award is typically given to a governmental individual or organization, EMS
organization, or congressional leader. Recent recipients have included Mr. Robert Niskanen, the Laerdal family, Dr. Jeff Runge (NHTSA
administrator), and Drew Dawson (NHTSA EMS Chief).

Please send information on your nominee by August 31, 2006 to Stephanie Newman at snewman @ goamp.com or click the link on the
NAEMSP™ website www.naemsp.org. Be sure to include your nominee’s name, your contact information, and why you believe your
nominee should receive the award.

NAEMSP™ js also soliciting applications for the EMS Fellowship Recognition Awards. Criteria for this recognition, and submission
forms, are available on the NAEMSP™ website at www.naemsp.org under Fellowships. Submissions are due by November 1, 2006.
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Call for Abstracts

National Association of EMS Physicians ¢ 2007 Annual Meeting
January 11 — 13, 2007 * The Naples Grande Resort & Club  Naples, Florida

Call for Abstracts and Submission Rules

GENERAL INFORMATION

The National Association of EMS Physicians™ is now calling for abstracts for review for oral and poster presentations at the
NAEMSP™ 2007 Annual Meeting: Specialty Workshops, Scientific Assembly, and Trade Show in Naples, Florida. Authors are urged
to submit original work involving EMS or resuscitation research. The full spectrum of out-of-hospital and resuscitation research will
be considered including basic science, clinical, health services research, epidemiological, operational, economic, and educational
studies. Physicians, research scientists, out-of-hospital care providers, and administrators are all encouraged to submit their work.

All abstracts will be reviewed and scored in a blinded fashion by a subcommittee of the NAEMSP™ Research Committee. Papers
will be selected for oral and for poster presentation, with exact numbers in each category to be determined by the number of
submissions, time and space limitations at the meeting venue, etc. All selected abstracts will be published in Prehospital Emergency
Care, the official journal of NAEMSP. Manuscript submission to PEC is encouraged, but right of first refusal is not required.
Research submitted for consideration may not have been published previously, though prior presentation within 90 days of the meeting
is acceptable.

Oral presentations will consist of a 10-minute platform presentation, followed by five minutes for questions and answers. A moderated
poster session will supplement the display of poster abstracts. Cash awards will be given for Best Resident/Fellow Presentation,

Best Scientific Presentation, Best Poster Presentation, Best EMS Provider Research Presentation and Best Cardiac Arrest Research
Presentation. Awards will be presented at the Awards Luncheon at the Annual Meeting.

ABSTRACTS MUST BE SUBMITTED ELECTRONICALLY. To do so, visit NAEMSP’s web site at www.naemsp.org
or type the following link into your browser: http://precis.preciscentral.com/User/UserLogin.asp?EventID=9dcb88e0

Abstract Deadline is Friday, August 25, 2006. Abstracts must be received electronically by 12:00 Noon Central
Daylight Time, on Friday, August 25, 2006. No exceptions will be granted.

Questions can be directed to the NAEMSP™ Executive Office at (800) 228 3677 or by email at info-naemsp @goAMP.com.

ELECTRONIC SUBMISSION RULES

Abstracts must be submitted electronically.

2. Without exception, submissions must be received at the NAEMSP™ Executive Office in Lenexa, Kansas by 12:00 Noon, Central
Daylight Time on Friday, August 25, 2006. Late submissions will not be considered.

3. To ensure blinding, no identifying information should appear in the abstract.
4. The abstract must include:
a. Statement of purpose or hypothesis, with other brief introductory material as needed.

b. Statement of methods, to include such information as design, setting, participants/subjects, interventions/observations, etc. as
needed to clearly demonstrate how the study was carried out.

c. Summary of results presented in sufficient detail to support conclusion, with brief mention of statistics used (p values, confidence
intervals, etc. ) to reach conclusions.

d. Statement of conclusions reached, with important limitations if needed.

5. Limit 350 words.
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NREMT Exam to Move to Computer Based

Testing on January 1, 2007

Gregg S. Margolis, PhD, NREMT-P
Associate Director, National Registry of EMTs

. o o Improved psychometrics
In many ways, this is an exciting time for EMS. January 1, 2007, the EMS community will

begin to experience the benefits of computer based testing for certification. As a medical will result in more
director, there are a number of things that you will need to know about this transition. The

most important is that the conversion to computer-based testing will enable the NREMT to accurate and fair
dramatically increased the accuracy and precision of the certification process for verifying

competency.

certification exams.
Like most other exams, the current NREMT certification process relies on “classical test
theory.” Classical test theory is based on the assumptions that performance on a randomly
selected subset of a domain can be extrapolated to the entire domain. If you assume that that
examination items are truly representative of the depth and breadth of the entire domain (in
this case EMS knowledge), we make the logical conclusion that if a candidate answers 82%
of the questions correctly, he or she would have about an 82% likelihood of answering any
question correctly.

While this seems like a logical assumption, there are a number of problems with classical test theory for high stakes testing. First

is the assumption that any given exam is truly a representative sample, not only in depth and breadth of material, but in the type of
decision making required to perform the job. Any small error in sample selection is magnified as the generalization occurs. Second,
is the problem of establishing a cut score--How do we know that a 70% likelihood of answering any given question really represents
competence? While there are a number of formulas that help make this decision, it is one of the biggest dilemmas in classical test
theory. Finally, if exam items become compromised, even by a few questions, the conclusions can be flawed.

Computer adaptive testing (CAT) and item response theory (IRT) are quickly becoming the state of the art in high stakes testing,
largely because they address many of the problems with classical test theory. Basically, computer adaptive technology delivers
progressively more difficult questions as the candidate answers questions correctly and easier questions if they answer incorrectly. Item
response theory assumes that the probability of a candidate answering any given question correctly is a function of the ability of the
candidate and the difficulty of the question.

Since IRT is based on a probabilistic model (as opposed to a sample), the selection bias and generalization problems are virtually
eliminated. In IRT, each individual candidate’s response pattern is compared to the model and a confidence interval calculated.
Combining IRT and CAT enables a very accurate assessment of a candidate’s ability. Another benefit of IRT is the fact that the passing
standard is established with a considerable amount of information about the ability and performance of the model competent candidate.
Finally, security is greatly enhanced as each candidate taking the exam receives a completely different, but equally valid exam.

As medical directors, we know that your primary concern is the competence of the EMS personnel that you work with. We are
confident that transitioning to computer based testing will provide you with greater confidence that nationally registered EMS personnel
truly possess the cognitive competence necessary for safe and effective field care. As the nation’s certification body, we are excited
about implementing computer based testing and increasing the accuracy and fairness of the examination process.
For more information on CAT and IRT, go to:
http://www.microsoft.com/learning/downloads/adapt. doc
http://edres.org/scripts/cat/catdemo. htm
http://www.kaptest.com/repository/templates/ArticlelnitDroplet.jhtml?_relPath=/repository/content/Graduate/
Learn_About_the_Tests/GRE/GR_gre_cat.html
or check out the following references:
The New Rules of Measurement: What Every Psychologist and Educator Should Know, edited by Embretson and Hershberger (1999)
Item response theory for psychologists (pages 263-272), S. E. Embretson & S. P. Reise (2000)
Fundamentals of item response theory (chapter 10), R. K. Hambleton & H. J. Rogers (1991)
Computerized Adaptive Testing: Theory and Practice, edited by Wim J. Van der Linden and Cees A. W. Glas (2000)
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News

from theExecutive Office

Jerrie Lynn Kind, Executive Director

Get Involved!

Are you interested in becoming involved in NAEMSP? Committee
and task force participation is an excellent way to do this. Our
experience is that individuals who get actively involved in their
professional association have a higher degree of job satisfaction,
remain on the leading edge of their practice, and are motivated to
perform at higher levels than those who are not involved. If you are
interested in being more involved with a committee, or becoming a
committee chair, please contact Monica Evans-Lombe, staff liaison
to the Membership Committee at mevanslombe @goAMP.com or

contact Jerrie Lynn Kind, Executive Director at jlkind@goAMP.com.

Membership Recruitment

Don’t forget to tell your colleagues what membership in NAEMSP™
can do for them. We need you to help us grow! Call the NAEMSP™
Executive Office at (800) 228-3677 or e-mail us at info-naemsp @
goAMP.com for membership brochures. Alternatively, let us know

to whom we should send a membership brochure on your behalf and
we’ll take care of it!

Updated Emails Needed

As mentioned below, as we move forward into the electronic age,

it is very important for us to have a correct e-mail address for you.
The NAEMSP™ Executive Office sends several broadcast emails
informing members of important time sensitive information and we
do not want you excluded! Please take the time to send your e-mail
address to us at info-naemsp @goamp.com. Also, if you haven’t
visited the website lately, do you know what you are missing? Come
visit www.naemsp.org and find out what updates have been made
and what resources are available!

Board of Directors Activities:

The Mid-Year Board of Directors meeting is being held in August
in Detroit, Michigan. The Board will be touring the Headquarters of
GM Onstar while in town. %

NAEMSP™ News is now fully electronic! Our newsletter is now available on our website in
our Publications section and will no longer be mailed. Members will receive notification via our
monthly NAEMSP™ E-News email when NAEMSP™ News is available and connect you with a link
to the website. We realize that some members would rather have a hard copy of the newsletter.

Therefore, if you would like to have a copied version mailed to you, you must let us know and “Opt In” for a hard copy version that we will
mail to your preferred address. To “opt in” and request your hard copy version of the newsletter, please email us at info-naemsp @goamp.
com. Please refer to “Hard Copy NAEMSP™ News” in the subject field and we will be more than happy to accommodate you. Or simply give

us a call at 800-228-3677.

The best practice begins at EmCare.

those who deliver it.

PENNSYLVANIA

Pittsburgh area

You became an emergency physician because you
wanted to help save lives. But you also need to
have one. Which is why we work diligently to help
physicians find a hospital that’s the right fit
professionally, geographically and emotionally.
Practice medicine where both your future and
your family can thrive. EmCare - providing the

power to improve healthcare and the lives of

Where you practice medicine
is almost as important as Why you do.

Group Offers:

“A" rated malpractice insurance program,
incentive-based compensation,
business expense reimbursement account,
retirement plan options,
and full-time/part-time/locums.

Contact Amanda Stoudt,
Physician Consultant

800-247-8060 x5024, fax 215-957-2875

Full-time EMS Director position available outside of Pittsburgh, PA! Mercy Jeannette Hospital is
affiliated with the Pittsburgh Mercy Health System and is a 141-bed, non-for profit community hospital
with a 14-bed ED and a brand-new Fast Track area. The ED sees 20,000 annual patient visits and has
single physician coverage and MLP double coverage.

Currently seeking BC/BP EM physicians experienced in EMS. Responsibilities include medical command,
quality improvement, education and training activities. Benefits include excellent hourly compensation,
$15,000 annual bonus, and attractive stipend.

This charming hospital is located in Westmoreland County, just outside the city of Pittshurgh. From
affordable to luxurious, this area provides a variety of housing options. Other highlights include excellent
school systems and close proximity to nearly 30 colleges and universities. Whether you prefer a small
town atmosphere or big city living - the Pittsburgh area has it all!

or email amanda_stoudt@emcare.com

EmGCare
Emergency Medicine. Customer Driven.

For a complete listing of our job opportunities,
visit www.emcare.com/opportunitywatch
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New Members

Ralph Daniel Bledsoe, MD, HP
Kenneth Borre, EMT-P

Peter R. Chambers, PhD, DO
Susan Chapman, PhD, RN
Rory Chetelat, MA, EMT-P
Byungjun Cho

Adam D. Corrado, MD

James Dudley, MD

Jeffrey E. Greenwood, MD, EMT-P
A. J. Heightman, MPA, EMT-P
Andy Kagel, MD

Doug Kartel, MD, FACEP
Debra Lee, MD

Michael J. Levy

Valerie Rose Lint, DO, MS

Devin M. Mone, BS, RPA-C,
NREMT-P

Robert L. Monzingo, MD

Sarah Nafziger, MD

Alfred J. Pacifico, PA-C

Eric Peariman, MD

Jude J. Perez, MD

Geoffrey Phillips, EMT-I

Michael John Reihart, DO, FACEP
Jonathan Scott Richman, MD

Rose Anna Roantree, EMT-P

Alisa Roberts, DO

Christopher Russi, DO

Thomas Sheridan

Edward Reed Smith, Jr. , MD, EMT-B
Scott Mitchell Sundheim, MD
Randall D. Walters, NREMT-P, MPA
John M. Wightman, EMT-T/P, MD

Calendar

The deadline for article and advertising submissions for September/
October 2006 issue of NAEMSP™ News is August 1, 2006.

July 31-August 2, 2006 Pinnacle 2006, Inspiring EMS
Leadership, St. Pete Beach, FL; 816-431-2600; www.pinnacle-ems.
com

August 24-26, 2006 Sand Key EMS Summit 2006,
Emergency Medicine Learning and Resource Center, Clearwater
Beach, FL, 800-766-6335, www.emlrc.org

September 5-11, 2006 The 2006 11th Annual Symposium
will be held at the Westin Convention Center in Pittsburgh, PA;
WWwWw.naemse.org

September 18-22, 2006 Injury Research Methods;
Harborview Injury Prevention and Research Center; Seattle, WA;
http://depts.washington.edu/hiprc/epi590/

September 25-27, 2006 2006 Air Medical
Transport Conference; Phoenix Civic Plaza; Phoenix, AZ;
http://www.aams.org/amtc2006.html

September 25-29, 2006 EMS EXPO 2006;
NAEMT Annual Meeting; EMS EXPO in Las Vegas,
http://www.emsexpo2006.com/

Academic EMS Medical
Director Position

The University of Chicago Section of Emergency Medicine
is recruiting for a Medical Director for the Chicago South
EMS System, one of the country’s largest systems (~275
runs/day). The EMS Medical Director also participates
via a consortium in medical direction of the Chicago City-
Wide EMS System. Candidate must be BC/BE in EM,
work shifts in ER and provide training to our residency
programs. Candidates interested in pursuing funded
research preferred. Substantial support and protected time
available. If interested, please e-mail letter of interest and
CV to James Walter, Section Chief, Emergency Medicine,
at jwalter@medicine.bsd.uchicago.edu. The University
of Chicago is an affirmative action/equal opportunity
employer.

The NAEMSP™ Executive Office and staff email address
information is listed below for your reference.

General E-mail address to reach staff:
info-naemsp@goamp.com

Executive Director, Jerrie Lynn Kind

Association Manager, Stephanie Newman
Meeting Manager, Joyce K. Miller, CMP

Grants Project Director, Michael P. Flanagan, CAE
Association Assistant, Monica Evans-Lombe

November 3-10, 2006 National Safety Council 2006
Congress and Expo, San Diego, 800.621.7619 , www.nsc.org; www.
eshow2000.com/nsc/splash.htm

November 10-11, 2006 Resuscitation Science
Symposium -McCormick Place, Chicago, I11. http://
scientificsessions.americanheart.org/portal/scientificsessions/ss/
resuscitationsciencesymposium

November 17-19, 2006 INTEM 2006, 2nd International
Emergency Medicine and Disaster Conference, New Delhi, India,
516-465-2500; http://www.intem2006.com/

January 11 -13, 2007 National Association of EMS
Physicians 2007 Annual Meeting, Naples Grande Resort, Naples,
Florida, www.naemsp.org

February 7-9, 2007 International Stroke Conference
San Francisco, CA - Moscone West Convention Center http://
strokeconference.americanheart.org/portal/strokeconference/sc/

Be sure to check out the most updated version
of the EMS Calendar at www.naemsp.org
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