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This issue of NAEMSP News contains several reflections and reports drawn from members’ experiences
throughout the ordeal of Hurricane Katrina. In the coming months, we plan not only to relate the personal
side of members™™’ EMS and emergency response efforts, but to report valuable lessons learned from
this unprecedented test of our resources, talents and endurance. We welcome your thoughts, particu-
larly those that will help your colleagues in their planning for future large scale events.

Reflections on Hurricane Katrina:
An EMS Physician’s Experience

Bernard Heilicser, DO, MS
Medical Director, South Cook County EMS System

Our goal was to counter Darwin.

I was one of the eleven members of the Illinois
Medical Emergency Response Team (IMERT)
who were initially deployed to Louisiana. IMERT
is a network of volunteers from various medical
backgrounds organized to respond to mass casu-
alty events within Illinois. This was the first time,
in its relatively short life, that IMERT was called
to assist beyond Illinois’” borders. I was fortunate
enough to be part of a Team consisting of Dr.

Jim Gregory (a trauma surgeon), five emergency
nurses and four paramedics. We arrived in Baton
Rouge two days after Katrina hit.

We were told to report to the Pete Maravich
Assembly Center (PMAC) on the campus of
Louisiana State University, which had been
emergently set up as a field hospital for evacuated
patients. It was September 1% 1:30 a.m., and we
thought we would sleep and be assigned to some
location in the morning. This never happened.
As we walked into the PMAC what we saw was
surreal. On the floor of this large basketball
arena were numerous patients on beds, cots and
mattresses. People were scurrying everywhere.
The magnitude of this vision was incredible.
How did they do this so quickly? Was this really
working? What could we do?

The volunteer staff working the floor inquired
who we were and what could we do. Realizing
there was an immediate need for a command
structure, we offered to assist. The local staff was
most receptive. This catastrophe was in their back

yard. They were tired and still did a miraculous
job. When was the last time you offered to help
and were truly appreciated?

IMERT quickly divided up responsibilities based
on our backgrounds. With patients arriving
(flowing) onto the floor and no formal triage
occurring, I assumed that task. It was estimated
we triaged over 100 patients in the first hour.
Most of these patients were very sick. Many
were tagged red or yellow.

Soon after, IMERT again met with the local staff.
The recommendation to establish red, yellow,
green and black areas was mutually accepted. We
felt this categorization would best accommodate
the rapid and numerous influx of patients. Within
each area, multiple sections of eight beds each
were quickly arranged. This allowed for primary
physician and nursing coverage. Unbelievably,
this was all in place and functional by 5:00 a.m.
Additionally, an incident command system (ICS)
was created. This consisted of incident command,
clinical operations, chief nursing officer, adminis-
trative officer, logistics, transportation and triage
officers. These positions were maintained on a
24 hour basis.

The eventual triaging of so many presented

a significant challenge. Using one of the four
entrances to the PMAC, a contingent of physi-
cians, nurses and paramedics was assigned to this
area. When numerous busses with many, many
patients started to arrive, a forward triage was
established. This allowed for non-medical evacu-
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President’s Corner

RoBerT O’CoNNOR, MD, MPH

Hurricane Epsilon

This is the hurricane we all hope to
never hear from. Epsilon may or may
not be the last named hurricane of the
2005 season, which officially closes

on October 31, 2005. Epsilon was
selected before the season started with
an implied understanding that the name
would never be needed, yet Epsilon is
the on-deck batter. As of this writing,
there is no Epsilon, and we hope the
name goes unused. (after Wilma, the
last named storm, the following are
used in order: Alpha, Beta, Gamma, Delta, Epsilon) Other named
storms have dominated the news, with the full effects of Katrina and
Rita yet to achieve their full measure. Every person living in the city
of New Orleans, or along the Gulf Coast on the evening of August 31,
had their lives irreversibly altered by the end of the next day. By the
morning of September 2", the majority of New Orleans lay underwa-
ter. Any infrastructure was gone. Family heirlooms were lost. Records
of life with family and loved ones were lost. Daily banalities such as
credit card statements, and yes, medical records were gone. People
were displaced by the hundreds of thousands while a city lay in ruin.
Public officials, who had never anticipated or planned for a disaster of
this scope, played the blame game in the media while the vast major-
ity of victims remained stranded in the floodwaters.

Those of us who respond to emergencies on a daily basis were beck-
oned to leave our home EMS systems and go to the scene much like
the sirens beckoned Ulysses while his crew ignored their call and

his pleas for release. Many well-intentioned responders arrived at the
disaster site only to be turned away or stranded. Responders who were
put into service were unprepared for the violence and chaos motivated
by need and oftentimes, malevolence, amongst the public. Despite
these barriers, rescuers were put into service, with dramatic results.
Witness the medical aid rendered locally in the face of hopelessness
and despair, when health care workers carried patients up dank stairs
in the dark.

While the disaster response has been criticized, the outcome could
have been worse. Fewer died than initially feared and most of those
who have been displaced have been assimilated into areas that will
become their new homes. Yes, we have learned the hard lesson that
in the aftermath of a large scale disaster, people became widely dis-
placed, with many never to return. Every region of the United States
received displaced persons, many with extensive medical needs.
Innumerable local health care systems rose to the occasion and set up
processing areas where people could be immunized, get prescription
medication, be fed and sheltered. Many of you, the membership of
NAEMSP, toiled countless hours, under initially makeshift conditions,
to render care to those in need.

Who is to blame? The irrelevance of that question is striking. FEMA
has been widely criticized as not responding in a timely fashion, yet
every state and regional official should know that FEMA will only
respond if and when they are requested, and that such a response
should not be expected for at least 72 to 96 hours. The responsibil-
ity for disaster preparedness and response resides squarely at the
local level. The local response in turn, is not to blame, but should be

viewed as an opportunity to learn from the experience. Difficulties
during the disaster response in the aftermath of Katrina should serve
as a lesson to local officials everywhere. Those responding to Katrina
faced unforeseen problems, and toiled admirably. It is the duty of all
to learn from these experiences.

Cities near the disaster site bore the brunt of this influx, with the
population of Baton Rouge and Shreveport swelling overnight. Far
flung cities throughout the country served tens, if not hundreds, of
thousands. The heroism of those who provided relief was exemplary,
yet far from unique. We should be proud of those who provided relief
to the Gulf Coast, whether by traveling to the scene, providing relief
to those displaced, or even covering for colleagues back home who
could not work due to commitments to the relief efforts. There is

no doubt that New Orleans has been irrevocably changed, but many
other parts of the world have been confronted by similarly unthink-
able disasters. Since December 26, 2004, when a tsunami struck 11
countries around the Indian Ocean, killing more than 220,000 people,
there have been scores of natural disasters causing death and destruc-
tion. Here is a partial list of disasters that have occurred since.

Floods

e China, June: 536 people killed in southern China during the month.
o Europe, July: 42 people killed.

e Europe, Jan. 8-12: 19 killed.

Mumbai, India, July 26: More than 1,000 people killed.

Pakistan, Feb. 6-13: More than 460 people killed.

South Central Asia, February: More than 1,400 people killed.

Earthquakes

e Indonesia, March 28: 1,313 people killed.
e Zarand, Iran, Feb. 22: 612 people killed.
e Pakistan and Kashmir October 8: 23,000 killed.
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Hurricanes and Typhoons

e Hurricane Dennis, July 10: At least 40
people killed in Haiti,
16 in Cuba and one in Jamaica.

e Hurricane Katrina, Aug. 25-30: Five
states hit; 1,209 people killed.

e Hurricane Rita, Sept. 20-24: Three
states hit, 170 killed.

e Hurricane Stan, Oct. 3-4: Strikes
Central America, killing 785 people.

e Typhoons making landfall throughout
Asia: over 300 deaths.

The next disaster will strike somewhere;
the only question is “whose turn?”” Hoping
it will happen somewhere else constitutes
disaster un-preparedness. Before the next
time we need to learn from the past and
develop a comprehensive plan that begins
at the local level that expands to regional
and national levels during catastrophe,
and, in the United States, relies on a fed-
eral response only as a backup. Planners
need to anticipate the need for a tactical
response that includes securing the scene
safety, ideally in advance of the arrival

of additional medical response teams.
Planners need to anticipate and even
discourage the massive influx of unco-
ordinated volunteer help, and to manage
their deployment to areas where they may
help, realizing that ‘deployment’ involves
providing coverage at home. Above all, we
need to recognize the exemplary manner
in which emergency personnel responded
to the Katrina and Rita catastrophes. When
the unthinkable happens, there is a human
tendency to want to find fault. Instead of
laying blame, move on and recognize that
there are lessons to be learned; lessons that
can only be learned through the experi-
ence of having lived and worked through
the disaster. As President of NAEMSP™,
I am proud of everyone who has toiled
during the relief efforts, which are not
over, nor will they be, until we have fully
implemented the lessons learned from this
catastrophe. %

California, are you watching?

James J. Augustine, MD FACEP
Director of Clinical Operations, EMP Ltd Canton, Ohio Clinical Assistant Professor,
Emory University Department of Emergency Medicine, Atlanta, GA Medical Director,
Atlanta Fire Department and Atlanta Hartsfield Jackson International Airport

September 6, 2005
Disaster preparation is so predictable.

The plans we have implemented for Katrina evacuation look strangely 150 familiar. We have
processed over 1200 persons into Atlanta through air evacuation into Dobbins Air Force Base.
The receiving team is as multi-disciplinary as you could ever imagine, kind of like Mutual Aid
on really good steroids. Great cooperation among all the agencies and personnel.

Where was this drawn up?

In the early 1990s, as the plan to evacuate California and its health care facilities after a big
earthquake! This was the process that resulted in NDMS, and DMATSs, and then USAR and
DMORTs and DM VTs, and so on. The plans for medical evacuation systems were updated for
the two Persian Gulf wars. Fortunately, we have not had to utilize that plan to the degree that it
is being utilized now.

But California preparedness leaders should be doing a significant study of the mass evacuation
of the Gulf Coast.

This is not the time for review of the evacuation operation. There are things to learn. A few
quick observations for those of you that still are receiving displaced persons. It is one of the
saddest events you could ever witness.

These people arrived with all their belongings in small trash bags and sacks. That is all the
worldly possessions of many of the evacuees. Delta Airlines employees remarked on the light
load, because there was no luggage of any significance. The people had no showers for the last
week, little food, and little to drink until they arrived at the airport. Some had only the clothes
they wore.

The medical problems were predictable. Diabetics without insulin for a week. Unbelievable
blood pressures. Wheezing. Many of the individuals had never been on a plane before. About
one third of evacuees were removed to hospitals, the rest went to shelters or nursing homes.

We had a few arrive with dogs. An important note for future evacuation planning. In our plans,
we had always allowed evacuees to bring their pets. For whatever reason, New Orleans had
requested no pets. So more then a few people I talked with opted to stay at home with their
beloved pets. Some thought that neighbors or friends that made that same decision had died as
a result of it. We ought to think that through in our future plans.

Atlanta really opened up for the evacuation operation, despite the fact this was a holiday week-
end. Hospitals stayed open. Resources were brought to assist the ED to avoid diversion. Shelters
opened with great community support. We still have some really busy weeks ahead, which will
stretch to months of support for the evacuees, and visitors. (We are really learning that disasters
have a lifespan, and are not just one day events. Recently, our disasters seem to be defined by
the length of response, not just by the initial amplitude).

We will have some health system plans to share with others by the end of the week, if anyone
is interested. I would be very interested in the Texas response to evacuees, since they have
received such a huge volume.

So disaster preparation usually means you are preparing a plan for a different hazard than you
think, and maybe for a different geography.

Kat Evac.....a lot to learn

Thanks to all working on behalf of our country. California, thanks for helping us all prepare.
And for all you involved in preparation, that All Hazards approach really makes sense!! %
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A Personal
Experience

Paula C. Lange, DO
Medical Director Calhoun County
Medical Control Authority and Kellogg Community College

I am medical director of Calhoun County Michigan EMS. This county
is part of the 5th District Medical Response Coalition and the Sth dis-
trict was charged initially with receiving up to 10,000 refugees thru
the Battle Creek Air National Guard base to Fort Custer briefly and
then sent from here throughout Michigan. The call came in on Friday
night of labor day weekend with only a few hours to plan. Bill Fales,
who is the medical director of the 5th district got together literally
hundreds of medical/psychological volunteers. We ended up getting
280 or so evacuees on labor day and about 40 the following Friday,
but we were geared up to receive many more. The largest ambulance
agency in my county organized the ambulance response, and we had
a triage and initial treatment area at the ANG base. Then the evacuees
were sent to Fort Custer where they all had medical screening exams.
There was a pharmacy there to fill prescriptions and medical care
continued throughout their time in the Battle Creek area.

Lessons Learned:

1. EMS crews are surprisingly willing to come in on a moments
notice, we had more crews than we ended up needing, but we
didn’t know what to expect.

2. At the scene, more EMS and less doctors is best. We had been only
planning on 1 doctor at the treatment sector (me); more came and
it was too confusing.

3. Later in the week there were less volunteers as many “false
alarms” for more evacuees had continued during the week. It
seems that the longer the event, the less people will show up as
real life intervenes.

4. A disaster trailer is only good if you know what is on it and where
it is at. In this instance, we didn’t need much of the equipment, but
couldn’t find stethoscopes, only sphygmomanometers.

5. Practice helps. The crews practiced with the guardsmen to deter-
mine the best way to carry non-ambulatory people down a flight
of airplane steps.

6. A large, dry, lighted indoor area is very helpful, as we didn’t have
to worry about the elements once we got the evacuees off of the
plane. It is nice to be able to plan your disaster in advance and
have such facilities.

7. Working hand in hand with the Red Cross and the Air National
Guard, local police (they used a wand to check every person who
was sent to the hospital), etc, was invaluable. They provided lots
of immediate support for the evacuees.

8. Psych at the scene was helpful. As we found out in advance, we
had a known psych patient who was giving them trouble on the
plane, we found out in advance. We had a psychiatrist and two
psych nurses/techs who met him coming out of the plane with
Ativan in hand (our EMS doesn’t carry it, but it was available at
Fort Custer for the “field hospital”).

9. We have EMSystems where there is computer access to hospital
bed availability 24 hours a day on the internet. We didn’t have
enough patients to have to send patients to other than the closest
facility, but it was nice to know the information was there. %

NAEMSP™ Participates
in CDC Funded Project
on Traumatic Injuries
from Terrorism

Mark E. Gebhart, MD, EMT-P
Department of Emergency Medicine
Wright State University School of Medicine
Dayton, Ohio

As part of the Linkages grant awarded to NAEMSP™ by

the Centers for Disease Control and Prevention, now called
“Terrorism Injuries: Information, Dissemination and Exchange
(TTIDE),” a meeting was convened by the American College of
Emergency Physicians (ACEP). The purpose of this meeting was
to review and continue the work of a group formed by the seven
Linkages grantee organizations. This work group was charged
with conducting an in-depth review of educational materials
currently available on traumatic injuries from terrorism and to
develop a core content list for health care provider educational
programs on injuries from terrorism.

Eric Ossmann, MD and Mark Gebhart, MD, represented
NAEMSP™ and participated extensively in the work group.
Numerous stakeholders were present for the June 2005 meeting
in Dallas including representatives from ACEP, the American
College of Surgeons, the American Academy of Pediatrics, the
American Medical Association, the National Association of State
EMS Directors, and numerous others. A productive work session
was held over two days and was highlighted by a presentation

on the traumatic injuries encountered in Israel as a result of
terrorism.

Extensive discussions centered upon the following topics:

% background content — catastrophic explosions and their
nature;

% scene safety — the all hazards approach, common principles
of scene safety, personal protective equipment, and principles
of crime scene and evidence preservation;

“ triage — triage methodology, triage tag standardization, and
elements of effective triage;

“* blast injuries — classification and pathophysiology;

% crush injury — including compartment syndrome and
extremity injuries; psychological issues;

% special topics related to impacts on the pediatric, geriatric,

pregnant, and disabled populations.

The entire group plans to meet in September in Washington,
DC to continue working on the development of a list of core
competencies for all health care providers related to injuries that
result from terrorism.
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Reflections on Hurricane Katrina:
An EMS Physician’s Experience

continued from page 1

ees to continue on to shelters, without the need to disembark, thereby
preventing a potential Superdome environment. Food and water was
provided to all who presented. The National Guard and Border Patrol
maintained a security presence.

A major problem was getting the patients out to hospitals or shelters.
The local resources were overwhelmed and their supplies were
dwindling. Initially, a call had to be made to a central State adminis-
trator to arrange each transfer. This would not accommodate the
deluge of patients. Each time a patient had a destination, an ambulance
would be requested for transfer. With a combined effort, this pre-exist-
ing policy was changed, and more point-to-point transfers were made
possible. The local EMS did a fantastic job in now having ambulances
wait for us, not the other way. Collaboration and logic prevailed.

The next day (really the same day), we were partnered with the New
Mexico Disaster Medical Assistance Team (DMAT), and then the
United States Public Health Service (USPHS). I'm from Brooklyn,
three entities should have equaled four opinions. These folks were
outstanding. Amazingly, between IMERT, DMAT, USPHS, LSU and
volunteers, this orchestra sounded beautiful. Everyone truly worked
for the common good. My job was that of Clinical Operations. Dr.
Gregory and two emergency physicians from DMAT (Dr. Mike
Richards and Dr. Mark Shah) alternated this position with me. Our
responsibility was the medical operations of the entire floor. This
included facilitating assignments, specific clinical issues, and address-
ing anything that may have happened. Flexibility was the guiding
philosophy. Configurations changed to address needs as they
developed. Each 12 hour shift change brought something different.
Pediatric patients or gastrointestinal isolation were specific examples.
Enteric precautions were accomplished as best as possible.

We also learned of a “parallel universe”. The LSU Field House, only
200 yards from the PMAC, had a similar operation going on. We were
asked to incorporate this facility under the ICS. By the next day, the
largest emergency triage field hospital in history was established. This
consisted of 300 beds at the PMAC and 500 beds at the Field House.
Essentially, the PMAC was for red and “dark™ yellow, and the Field
House was for “light” yellow, green and special needs patients. Dr.
Richards suggested the color of the patient’s urine dictated their
category, not a bad idea.

The adjacent Track & Field Stadium functioned as our helipad. As
an EMS physician and volunteer fireman, I do enjoy the specter of a
medical helicopter landing. When I was doing helicopter triage and
we had 23 birds arrive in two hours, I felt like a kid in Toys-R-Us.

Within two days, the welcome sight of another 40 IMERT members
took place. Led by Dr. Moses Lee, the IMERT Director, these
individuals were a strong addition to the operations.

You probably did not hear much about our place from the major
media. This was not unintended. The folks at LSU requested I be a
liaison to the media (medical ethics background). We did not want
people coming in and taking pictures of our patients. Their dignity
was paramount. We also knew that if requested, a patient would con-
sent to a photo. After all, consider how appreciative and vulnerable
they were. Additionally, the PMAC and Field House was working
rather well in the context of controlled chaos. Consequently, the media
was not all that interested!

So, what does one learn and take out of this experience?

As an emergency physician, I saw many patients without ever think-
ing about lawyers or nonsense documentation. Brief, concise and
relevant charting, what a novel idea! We did have EKG, lab, x-ray,
ultrasound and dialysis on site. Imagine, not ordering a CT scan for
10 days; talk about withdrawal! After all these years, I finally got to
practice real medicine.

Preparation and training is essential. IMERT really didn’t do anything
all that unique. We did what we were ready to do; only the magnitude
was outrageous. EMS and mass casualty incidents are founded on

an ICS with unified command overseeing. This must be practiced
often and for real. Not just to fulfill an administrative mandate or
look good for a media event. Fortunately, major events are infrequent.
However, when it hits the fan (or a hurricane dissipates it) you play
like you practice. Our facility went well because all the participants
were team players and had practiced hard. The integration of IMERT,
DMAT, USPHS, LSU and the countless volunteers was remarkable.
Individuals cooperatively filled positions as needed. A common ICS
with shared responsibilities really worked.

There are some things that we cannot control. Nature is certainly
more powerful than us. The number of patients that we will have to
see is not finite. Working in an austere environment may be manda-
tory. Politics and personalities are inevitable. Tragedy will still be
present.

I was fortunate enough to be in the right place at the right time.
I thoroughly believe any member of the EMS community, EMT, RN,
or physician, placed in a similar situation, would do the same.

I met the most wonderful people from all over the country, all
dedicated and professional. But, more so, I had the privilege of
meeting the heroic individuals who evacuated or were evacuated

to us. How can one not be in awe over a hypertensive diabetic woman
who manually bagged her ventilator dependent father for two days,
until they were finally rescued in a boat and brought to our facility?
The stories we heard certainly reinforce one’s belief in humanity.
These folks demonstrated bravery and a will to survive that will never
be forgotten.

With over 15,000 triaged, 6100 medically treated, and only 3 deaths,
divine intervention countered Darwin.

For more ionformation on how to join a DMAT team or learn about
the National Disaster Medical System, visit www.oep-ndms.gov. %

Advocates for EMS is a collaborative
effort between the National Association of State
EMS Directors and the National Association of
EMS Physicians™.

Membership is open to all committed to public
health and safety for as little as $50 for an
individual or $2000 for an organization and $5000
for a corporate sponsor. Please support our
commitment to EMS and visit our website at www.
advocatesforems.org to become a member today.
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NAEMSP™ 2006

Annual

Meeting

IR Specialty Workshops, Scientific Assembly and Trade Shows

Monday, January 16

8:00 am — 5:00 pm NAEMSP™ National EMS Medical Directors
Course and Practicum™

"Tuesday, January 17

8:00 am — 5:00 pm NAEMSP™ National EMS Medical Directors
Course and Practicum™

Wednesday, January 18

8:00 am — 5:00 pm NAEMSP™ National EMS Medical Directors
Course and Practicum™

Finance Committee/NAEMSP™ Board of
Directors Meeting

REGISTRATION

NEW MEMBER RECEPTION
New Members are invited to meet and
network with the NAEMSP ™ Board of
Directors and Committee Chairs.

8:00 am - 5:00 pm

3:00 pm - 6:00 pm
6:00 pm — 7:30 pm

5:00 pm - 9:00 pm Committee Meetings (All attendees are

welcome and encouraged to attend committee
meetings)
% 5:00 pm - 7:00 pm Standards and Clinical Practice
Committee — Douglas F. Kupas, MD

% 7:00 pm — 9:00 pm Research Committee —
Lawrence Brown, EMT-P

"Thursday, January 19
7:00 am - 5:30 pm REGISTRATION

7:00 am — 8:15 am Committee Meetings (All attendees are
welcome and encouraged to attend committee
meetings)

% Rural Affairs Task Force — Bethany Cummings, DO
% Air Medical Task Force — John Madden, MD
% Development Task Force — David Cone, MD
% Quality Improvement Task Force — Robert Swor, DO
% EMS Physician Certification Task Force —
Jon R. Krohmer, MD
7:00 am — 8:15 am CONTINENTAL BREAKFAST

8:00 am — 1:30 pm POSTER ABSTRACT PRESENTATIONS
OPEN: SESSION A

9:30 am — 3:30 pm and 6:30 pm — 8:30 pm
EXHIBIT HALL OPEN

8:15 am - 8:30 am Welcome & Introduction — Robert O’Connor,
MD, MPH, NAEMSP™ President and

Paul Phrampus, MD, Program Chair

8:30 am - 9:30 am EMS Safety Initiatives —

Nadine Levick, MD, MPH

Where is the state of the art in EMS Transport Safety? What are the efforts
and initiatives that have taken place, are underway and expected for the

future to improve the safety of our providers.

9:30 am — 10:15 am President’s Address and Business Meeting
- Robert O’Connor, MD, MPH
Advocates for EMS Update — Mark

Mioduski, Cornerstone Government Affairs
10:15 am - 11:00 am
11:00 am - 12:00 noon

Refreshment Break

ACLS and BLS Guideline Changes —
Robert O’Connor, MD, MPH and

Michael Sayre, MD

Hear from the experts an overview of changes that will affect the practice of
your service.

12:00 noon — 1:00 pm
12:00 noon — 1:00 pm

Lunch (On Your Own)

Prehospital Emergency Care (PEC) Editorial
Board Meeting and Luncheon
(by invitation only)

Point and Counterpoint: Where Does EMS
Belong? - Jon Krohmer, MD and

Gregg Lord, EMT-P

The Fight to Keep EMS is on!! NHTSA vs. Homeland Security. Get the take
home points and participate in this debate regarding federal oversight of
EMS.

2:00 pm — 2:45 pm

1:00 pm - 2:00 pm

Top 5 Articles in Pediatrics that YOU
NEED TO KNOW - John Mason, MD
What’s new in PEDS? Dr. Mason will review a recent list of top five
pediatric articles that will influence the care of pediatric patients by
EMS systems.

2:45 pm - 3:15 pm Refreshment Break in the Exhibit Hall
EXHIBIT HALL CLOSED FROM 3:30 pm UNTIL 6:30 pm

3:15 pm — 4:00 pm Innovations in Current Prehospital Combat
Casualty Care Research —

Lieutenant Colonel John G. McManus, Jr.,
MCR, MD, FACEP

Advanced combat medical treatment. A glimpse into the future of how the
current advanced care initiatives being applied on the battlefield may change
the future practice of civilian EMS Care.

4:00 pm - 5:00 pm Research Oral Abstracts #1

Abstract titles and presenters will be listed in the January/February issue
of Prehospital Emergency Care, November/December issue of NAEMSP™
News and posted to the NAEMSP ™ website.
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Preliminary Program

Bl N Specialty Workshops, Scientific Assembly and Trade Shows Continued

5:00 pm - 7:00 pm Committee Meetings (All attendees are
welcome and encouraged to attend committee
meetings)
% 5:00 pm - 6:00 pm Canadian Relations Ad Hoc Committee
Meeting — Brian Schwartz, MD
% 5:00 pm — 7:00 pm Communications Committee —
Cai Glushak, MD

5:00 pm — 6:00 pm
6:30 pm — 8:30 pm

Research Poster Session #1

Opening Reception

Friday, January 20
7:00 am - 5:00 pm REGISTRATION

7:00 am - 8:00 am Committee Meetings (All attendees are
welcome and encouraged to attend committee
meetings)

“ EMS Fellows and Fellowship Graduates Task Force —
Kathy Rinnert, MD
« Public Health Ad Hoc Committee — Joseph Sabato, MD

*,

% Canadian EMS Fellowship Program Special Interest Group
— Russell MacDonald, MD

% ACEP-EMS Committee Meeting — Rick Murray/Robert
0O’Connor, MD, MPH

% Operational EMS Task Force Sub-Groups — Jon R. Krohmer, MD
Fire Ground; Tactical EMS; Technical Rescue/Urban Search and
Rescue; Terrorism & Hazardous Materials

7:00 am — 8:30 am CONTINENTAL BREAKFAST

9:30 am — 4:00 pm EXHIBIT HALL OPEN
8:00 am — 9:00 am Research Oral Abstracts #2

9:00 am — 10:00 am CJ Shanaberger Memorial Lecture

and Keynote Address: The Evolution of
Prehospital Cardiac Care: 1966-2006 and
Beyond - Mickey Eisenberg, MD, PhD

- 2005 Award Recipient

An overview of the understanding and treatment of cardiac disease over the
course of modern EMS development from 1966-2006 with thoughts about
the future. The CJ Shanaberger Memorial Lecture is sponsored by EMD

Pharmaceuticals.
10:00 am - 10:30 am
10:30 am — 11:30 am

Refreshment Break in the Exhibit Hall

Pediatric Shock Resuscitation —
Richard Orr, MD

Pediatric shock resuscitation — How good are we? A look into the world of
pediatric shock resuscitation and ideas for improvement.

11:30 am — 12:30 pm Research Oral Abstracts #3
12:30 pm — 1:30 pm Lunch (On Your Own)

12:30 pm - 1:30 pm Advocates for EMS Luncheon
(Additional Fee Required)

Concurrent Session #1
1:30 pm — 2:30 pm Analysis of Errors in EMS - Paul Paris,
MD, FACEP, LLD (Hon.)

Preliminary report of an EMS Errors Detection and Analysis Project. Methods
of the projects that include a comprehensive video review of actual EMS calls
as well as some preliminary findings will be discussed. The introduction of a
taxonomy of errors and principles of error reduction will be included.

1:30 pm — 2:30 pm Education Agenda Update — Scope of
Practice and Education Standards —

Deb Cason, RN, MS, EMT-P

A review of the Education Agenda and status of the Scope of Practice along

with plans for Education Standards and how you can give valuable input.

1:30 pm - 2:30 pm Prehospital Termination of Resuscitation -
Unethical Practice or Medical Uncertainty?
- David Cone, MD and Richard Verbeek,
MD

A discussion of the current termination of resuscitation guidelines from the
perspective of science, practice and ethics as pertains to EMS. Ideas for you to
create guidelines for your system will be presented.

Concurrent Session #2

2:30 pm - 3:30 pm Patient Safety in EMS - Terry Fairbanks,
MD, MS, NREMTP

A unique look at patient safety initiatives from a theoretical as well as an
equipment design perspective. Ideas for changes you can make in your

system will be presented.

2:30 pm - 3:30 pm Value of Accreditation — David Cone, MD
and Bill Jermyn, DO

EMS agency accreditation is a daunting, time-consuming, and expensive task.
So why do it? Hear expert opinions on the value of accreditation, and some
suggestions that you can use to navigate the process. The session will also give
attendees a chance to provide input into a proposed research project that will
more scientifically examine the value of accreditation from the patient care,
personnel, organizational, and financial angles.

2:30 pm - 3:30 pm EMS Research: the Challenges of
Translating Classic Research Methodology
to the Streets — Dan Davis, MD and Henry
Wang, MD, MPH

Drs. Davis and Wang will lead a discussion of classic methodology research

approaches and the pitfalls of these techniques when applied to EMS

research. The speakers will also suggest ways for improving EMS research.

3:30 pm — 4:00 pm
4:00 pm - 5:00 pm
5:00 pm — 6:00 pm

Refreshment Break in the Exhibit Hall
Research Oral Abstracts # 4

Committee Meetings (All attendees are
welcome and encouraged to attend committee
meetings)

% Pediatric Ad Hoc Committee Meeting — Kathleen Brown, MD
5:15 pm — 6:15 pm
7:00 pm

Research Poster Session #2

Evening Social Event
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Bl N Specialty Workshops, Scientific Assembly and Trade Shows Continued

Saturday, January 21

7:00 am - 8:00 am Committee Meetings (All attendees are

welcome and encouraged to attend committee
meetings)

+¢ International Affairs Task Force — Francis Mencl, MD

% Membership Committee — Keith Wesley, MD

% Program Committee Meeting — Paul Phrampus, MD

7:00 am — 9:00 am CONTINENTAL BREAKFAST

7:30 am - 5:30 pm REGISTRATION

8:15 am - 9:00 am Natural Disasters — The Initial
Response -

Jullette Saussy, MD and Mark Reis
Hear this candid discussion on the initial EMS response to Hurricane
Katrina and Rita. Successes as well as areas of opportunity for future
planning will be discussed.

9:00 am — 9:45 am Natural Disasters — Reports From

the Field — Kelly Klein, MD and

Laura Walker, DMc, NREMT-P

Here from from our own NAEMSP™ members who responded to Katrina
in DMAT and USAR teams assessment of challenges and opportunities that

were realized.

9:45 am - 10:30 am Natural Disasters — The Aftermath and
Redesign — Jullette Saussy, MD and

Mark Reis

Lessons learned from the response to Katrina and Rita are being
incorporated into the redesign of Gulf Coast EMS systems and disaster
management planning. Discussion will focus on the areas that lead to the
failure of the traditional disaster plans and how these issues will be avoided
in the future.

10:30 am — 10:45 am
10:45 am — 11:30 am

Refreshment Break in Foyer

EMS and High-Tech in Extreme
Environments: The Norwegian Experience
- Steinar Olsen, NREMT-P and Terje
Strand, MD

A dynamic presentation covering innovative projects and system designs
that help provide care for remote inhabitants living as far North as the Artic
Circle. Special system designs of ambulances, equipment and training will
be presented.

11:30 am — 12:30 pm EMS Performance Improvement Toolkits

- Greg Mears, MD

Learn about a program designed to promote, support, and apply EMS
performance improvement principles to local EMS Systems. This web based
system allows local EMS systems with little to no knowledge of performance
improvement or statistical analysis to objective apply EMS data back into
their systems. There will also be highlights of performance improvement

success stories and suggestions for you to use in you system.
12:30 pm - 2:15 pm
2:15 pm - 3:00 pm

Awards Luncheon

Point and Counterpoint: 1 if by Land
2 if by Air: Debating Aspects of

Air Ambulance Utilization —

Bryan Bledsoe, MD and

Stephen Thomas, MD, MPH

The helicopter debate roars on!!!! Hear this pair of speakers debate
literature regarding Air Ambulance usage, triage criteria and outcome
data. Audience participation in the debate will be strongly encouraged.

3:00 pm — 3:45 pm Pain Management in EMS - Michael Dailey,
MD

How well do we do it? Hear Dr. Dailey discuss aspects of pain management
with a focus on national trends and protocols. Recommendations to help you

develop state of the art pain protocols will be included in this dynamic talk.
3:45 pm - 4:00 pm

4:00 pm - 5:30 pm EMS System Showcase

The EMS System Showcase is designed to provide members with a forum

to examine, understand and evaluate how other EMS programs operate.
The showcase includes a variety of system types, including an international
system. EMS system leaders from three different EMS systems will present
information about their unique situations, including challenges and
strategies for achieving success. Participants will learn from each of these
case studies, with knowledge they can apply in their own EMS systems.

5:30 pm

Refreshment Break in Foyer

Closing Reception - Sponsored by the
NAEMSP™ Board of Directors

Sunday, January 22

7:00 am - 9:30 am President’s Council Meeting

Have you seen our new electronic newsletter? If not, then we do not have your
current email address! In the future, all NAEMSP™ nomination and election
processes will be online. Please take the time to email us your current email
address at info-naemsp @goamp.com so that you do not miss us!

8 NAEMSP NEWS



IMPORTANT NOTICE TO CURRENT AND
FORMER ABEM DIPLOMATES
REGARDING EMERGENCY MEDICINE CERTIFICATION

The Emergency Medicine Continuous Certification (EMCC) program replaced the former recertification process starting January 1,
2004. All diplomates who want to maintain their certification with ABEM beyond their current certification expiration date must
participate fully in the EMCC program. EMCC has four components that are briefly described below. A full description of EMCC is
available on the ABEM website www.abem.org

Component One - Professional Standing

e Participants in the EMCC process must continuously hold a current, active, valid, unrestricted, and unqualified license to
practice medicine in at least one jurisdiction in the United States, its territories, or Canada and in each jurisdiction in which
they practice.

e Physicians may hold one or more additional licenses to practice medicine. Each additional license must be unencumbered.
e Participants in the EMCC program must report to ABEM all licenses they currently hold, and all licenses previously held that
do not meet the ABEM “Policy on Medical Licensure” if they expired, were not renewed, were revoked or suspended on or

after January 1, 2004.

Component Two - Lifelong Learning and Self Assessment (LLSA)

e Alist of 20 readings based on the EM Model is posted on the ABEM website each year.

e 40-item LLSA tests are developed based on the annual readings.

e A new LLSA test is posted on the ABEM website in April of each year.

e Fach LLSA test remains online for three years. Successful completion of 8 tests is required in a 10-year certification period.

Component Three — Assessment of Cognitive Expertise

e The Continuous Certification Examination (ConCert ) is a comprehensive examination based on the LLSA readings and The
Model of the Clinical Practice of Emergency Medicine (EM Model).

e ConCert will typically occur in the tenth year of each diplomate's EMCC cycle.

e ConCert is a half-day examination, administered at computer-based testing centers around the country.

Component Four — Assessment of Practice Performance (APP)

The Board is discussing specific options that will be developed over the next several years.

e Activities will be focused on practice improvement.

Activities will offer diplomates a choice of ways to meet requirements.

e Activities will not require that diplomates be clinically active in EM and will be available to diplomates engaged in clinical EM,
teaching, research, or administration.

ABEM provides options for former diplomates to regain certification. Contact ABEM for details.

AMERICAN BOARD OF EMERGENCY MEDICINE
3000 Coolidge Road
East Lansing, M| 48823
Phone: 517.332.4800
Email: emcc@abem.org

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

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

Executive Director. . . .............. Dede Gish-Panjada, MBA
Association Manager ... ........... Jerrie Lynn Kind

Meeting Manager . . .. ............. Joyce K. Miller, CMP
Grants Project Director . . . .......... Michael P. Flanagan, CAE
Association Assistant . ... .......... Monica Evans-Lombe
Association Assistant ... ........... Danni Brock
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News

om ez Xecutive Office

Dede Gish-Panjada, MBA, Executive Director
and Jerrie Lynn Kind, Association Manager

NAEMSP™ Annual Meeting/Conference
News

NAEMSP™ On-line Registration has begun! Please take advantage
of this easy way to register.

NAEMSP™ National EMS Medical Directors Course & Practicum™
will be held in conjunction with the NAEMSP™ Annual Meeting
this January in Tucson. Mark your calendar now to attend the course
to be held January 16-18, 2006. Registration is now available on-line
at www.naemsp.org. Don’t miss out, this course fills up fast!

Get Involved!

Are you interested in becoming involved in NAEMSP™?
Committee participation is an excellent way to get involved. Our
experience is that individuals who are active 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 inter-
ested in becoming a member of committee, or becoming a com-
mittee chair, please contact Monica Evans-Lombe, staff liaison
to the Membership Committee at frihart@goAMP.com or contact
Jerrie Lynn Kind, Association Manager 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, ext. 4448, 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 in the text box on page 8, as we move forward into the
electronic age, it is very important for us to have a correct

email address for you. If you DID NOT receive emails about the
NAEMSP™ Board election in September and October, then we DO
NOT have yours! 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!

NAEMSP™ News is now fully electronic with our September/
October issue! From this point forward, our newsletter will be avail-
able on our website in our Members Only section and will no lon-
ger 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 mem-
bers 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 ver-
sion 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.

Play NAEMSP™ Trivia!
See back page for details. *

Congratulations

Congratulations are in order for Paul Pepe, MD,
FACEP. Dr. Pepe was recognized at the ACEP

meeting in Washington, DC and was presented
with their Award for Outstanding Contribution in
EMS.

NAEMSP™ National EMS Medical
Directors Course and Practicum™

January 15-18, 2006

On-line registration:
Www.naemsp.org

Space is limited so don’t delay!
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Call for Abstracts
2006 Annual Meeting

May 18-21
San Francisco, CA

Deadline: Tuesday, January 10, 2006

The Program Committee is accepting abstracts for review for oral and poster presentation at the 2005 SAEM Annual
Meeting. Authors are invited to submit original research in all aspects of Emergency Medicine including, but not limited
to: abdominal/gastrointestinal/genitourinary pathology, administrative/health care policy, airway/anesthesia/analgesia,
CPR, cardiovascular (non-CPR), clinical decision guidelines, computer technologies, diagnostic technologies/radiology,
disease/injury prevention, education/professional development, EMS/out-of-hospital, ethics, geriatrics, infectious dis-
ease, |IEME exhibit, ischemia/reperfusion, neurology, obstetrics/gynecology, pediatrics, psychiatry/social issues, research
design/methodology/statistics, respiratory/ENT disorders, shock/critical care, toxicology/environmental injury, trauma,
and wounds/burns/orthopedics.

The deadline for submission of abstracts is Tuesday, January 10, 2006 at 5:00 pm Eastern Time and will be strict-
ly enforced. Only electronic submissions via the SAEM online abstract submission form will be accepted. The abstract
submission form and instructions will be available on the SAEM website at www.saem.org in November. For further infor-
mation or questions, contact SAEM at saem@saem.org or 517-485-5484 or via fax at 517-485-0801.

Only reports of original research may be submitted. The data must not have been published in manuscript or abstract
form or presented at a national medical scientific meeting prior to the 2006 SAEM Annual Meeting. Original abstracts pre-
sented at national meetings in April or May 2006 will be considered.

Abstracts accepted for presentation will be published in the May issue of Academic Emergency Medicine, the official jour-
nal of the Society for Academic Emergency Medicine. SAEM strongly encourages authors to submit their manuscripts to
AEM. AEM will notify authors of a decision regarding publication within 60 days of receipt of a manuscript.

Cyril Anthony Morello

Nikiah Nudell, NREMT-P, CCEMT-P

P. Daniel Patterson, PhD, MPH, EMT-B
Raana Ponstingl, MD, FACEP, MBA

New Members

-
w

Linda M. Abrahamson, BA, RN, EMT-P

Jerry Allison, MD

Florentino Arellano, BA, EMT-P
Hani Anmwd Baroum

Alec Ross Belman, MD

Bentley Jordan Bobrow, MD
Charles D. Bortle, MEd, NREMT-P
Martha Ann Bowman

Phil Brewer, MD, FACEP

Eric Stein Bronsky

Brian Carriere, RN, NREMTP
Pierre Carvalho, EMT-P

Robert J. Chugden, MD, FAAEM
Carrie Cregar

Brian Cutcliffe, MD

Matthew Douglas Dickson, DO
Thomas J. Dietrich, MD, FACEP
Jeff Disney, MD, FAAEM
Michelle C. Divito, MD

Laura J. Eliseo

David French, MD

C. Wayne Gallops, DO, RPh
Roger Garcia, DO, JD

Mark Gendreau, MS, MD, FACEP
Jonathon Greene

Amy Gutman, MD, EMT

Stephen M. Heinz, MD

Suzanne Johnson, DO, FACEP
Hollynn Larrabee, MD

Mary B. MacKessy, MPH, MD

R. James Majxner, MD

Brian P. Martin, MD, MS, PA-C, NREMT-P

Robert P. Pringle, Jr., MD, EMT-P
Prasanthi Ramanujam, MD

Raymond Ramirez, EMT-P, BSBM, JD
Jon Rittenberger, MD, EMT-B

Jon Rittenberger, MD, EMT-B

Carolyn C. Rosenczweig, MD, CCFP, FRCPC
Bruce E. Sands, MD, FACEP
Hamilton P. Schwartz, MD

LaLainia M. Secreti, MD

Dell Simmons, MD

Deborah L. Stuck, MD

Victor Tarsia, MD

Jeffrey Taylor

Thomas Terndrup, MD

Melissa White, MD, MPH, EMT-P
Scott Youngquist, MD

Andrew Zinkel, MD
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Calendar

The deadline for article and advertising submissions for

November/December 2005 issue of NAEMSP News is October 31, 2005.

October 24-26, 2005 Air Medical Transport Conference,
Assn of Air Medical Services; Austin, TX; 703-836-8732

October 27-29, 2005 BTLS 2lst International Trauma
Conference; Hilton Scottsdale Resort & Villas; 6333 North Scottsdale
Road; Scottsdale, AZ 85250; www.btls.org; 800-495-BTLS

November 9-11, 2005 National Native American EMS
Association (NNAEMSA) 14th Annual Education Conference,
The Orleans Hotel & Casino, Las Vegas, Nevada;
http://www.heds.org/nnaemsa.htm

November 10-11, 2005 Detroit Trauma Symposium; Detroit
Receiving Hospital/Wayne State University School of Medicine;
Dearborn, Michigan; www.drhuhc.org; 313-577-5005

November 29, 2005 Prepare for Accreditation Using the
Revised CAAS Standards; Fall 2005 Accreditation Seminar;
Las Vegas Hilton, Las Vegas, NV; www.caas.org

November 30 - December 2, 2005

American Ambulance Association (AAA) 2005 Convention & Trade
Show; Las Vegas Hilton, 3000 Paradise Road Las Vegas, NV 8§9109;
www.the-aaa.org

December 9-10, 2005
Advances in Trauma; American College of Surgeons Committee on
Trauma; Kansas City, MO; www.facs.org; 573-446-1039

January 16-18, 2006

NAEMSP™ National EMS Medical Directors Course and
Practicam™ will be held in conjunction with the NAEMSP™
Annual meeting. Visit www.naemsp.org to register today!

January 19-21, 2006 NAEMSP™ Annual Meeting and
Conference, Tucson, Arizona; www.naemsp.org

February 9-12, 2006 27th International Disaster Management
Conference; Emergency Medicine Learning & Resource Center,
Orlando, FL; www.emlrc.org; 800-766-6335

February 15, 2006 State-of-the-Art Stroke Nursing
Symposium, Kissimmee, Florida at the Gaylord Palms. The
International Stroke Conference will follow the symposium February
16-18, 2006 in the same location; www.strokeconference.org

February 16-18, 2006 Join us at the AAEM Scientific
Assembly in San Antonio; www.aaem.org

April 18-21, 2006 First Inter-American Conference on
Emergency Medicine Buenos Aires, Argentina; www.emcongress.org

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

NAEMSP™ 2006 Annhual Meeting
January 19-21, 2006

The El Conquistador Resort
Tucson, Arizona

Book your hotel room online now at
WWwWWw.naemsp.org
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NAEMSP

NAEMSP™ Annual Meeting Trivia

Name the last seven annual meeting cities:

2005

2004

2003

2002

2001

2000

1999

The first five people to answer correctly will receive
an NAEMSP™ Shirt! Please email your response to
info-naemsp @goAMP.com. Good Luck!




