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April 15,2018

To the Citizens of Delaware:

On béhalf of Governor John Carney, as the Chair of the Delaware Emergency Medical Services
Oversight Council (DEMSOC), | am pleased to present the 2017 DEMSOC Annual Report.

The Delaware Emergency Medical Services Oversight Council (DEMSOC) was formed pursuant

to the Delaware Emergency Medical System Improvement Act of 1999 (HB332). DEMSOC is
charged with overseeing Del awareds Emergency M
all elements of the system are functioning in a coordinated, effective, anierafficanner.

Del awareds EMS system is focused on improving t
to Delaware by reducing morbidity and mortality rates. The continuous development and

i mprovement of Del awar eds rE MBE MSYyOsCtdéesm niesmba r sihg h
includes professionals from multiple EMS provider agencies, representatives from agencies that
frequently work with and support EMS, and private citizens knowledgeable in the delivery of

EMS care.

State funding for agencies andganizations, specifically fire and EMS, that support the EMS
system has been reduced over the past several years. The duties of DEMSOC under Delaware
Code include the responsibility to make legislative recommendations to the Governor and
General Assemblyin 2017, at its regularly scheduled December meeting, a motion was made
and unanimously passed to request a restoration of the statewide paramedic reimbursement of
the counties back to 30% of actual expenditures. The DEMSOC supports the restoration of
previous reductions in Graim-Aid appropriations and supports the establishment of a dedicated
revenue source for reimbursement and sustained support of EMS service delivery in Delaware.

This yeardéds DEMSOC report is deési gmedgeaciynMedi
Services (EMS) system and heighten awareness of the issues that most directly affect the delivery

of EMS service and the quality of EMS patient care. Throughout the year we have witnessed

great achievements in the emergency serviogsmunity and this report attempts to capture

those successes as well as to build the framework for addressing system challenges, current and
anticipated. Additionally, this year we have added a focus on-amlded services provided by

the emergency sers agencies and organizations.

As you review this yearb6s annual report, I enc
increase your awareness of the important and v
your continued support for the dediaghtadividuals and groups that work hard to ensure that our

EMS system remains a leader among its peers.

Respectfully yours,

Robert A. Stuart, Chair
Director, Sussex Gmty EMS

DEM SOC, Office of EM S, 100Sunnyside Road, Smyrna, DE 19977
302-223-1350, fax 302-2231330
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Introduction

The Delaware Emergency Medical Services Oversight Council (DEMSOC) annual report

represents an overview of the available inforr
EMS system. The inaugural report, published@@ enabled DEMSOC to establish a baseline
from which to measure the impact of changes a

presents this annual report in accordance with Title 16, Chapter 97, 89703 of the Delaware Code.

It i s DEMSOtCOBelivawamebds hBMS syst em -of-bBospitad sent s
health care.

As you read the 2017 Annual Report, we are confident that you too will be proud of the State of
Del awareds Emergency Medi cal S e hewrogressthathasr r e n t
been made in the previous 17 years. This report will focus on the data metrics from the Delaware
Emergency Medical reporting System (DEMRS). The DEMSOC members are encouraged by the
systemobs successes, o pt iremloakingi forward tao continuibgh e fu
enhancements to the EMS services provided to the State in the years to come.

What EMS Does

The goal of Del awareds Emergency Medical Serv
of care at the right place at thght time and transport to the appropriate care facility. This is
accomplished through a walbordinated tiered system of response that includes many agencies.
Each agency has an integral role in providing the highest level of prehospital medical bare to t
citizens and visitors of the State.

EMS in Delaware includes:

Public safety dispatch centers

Ground and air ambulance services

Fire services

County paramedic services

Law enforcement agencies

Local and State EM agencies

Hospitals and specialty care centers

Training institutions and organizations

Citizen, professional, and technical advisory groups
Other governmental and voluntary organizations

= =4 =4 _-8_49_9_95_°5_2°._-2-

Who We Are:
1 1,300 Certified First Responders
1 1,497 EMT-Basics
i 317 Paramedics
i 210 Dispatchers
i 8 Medical Directors



EMS services provided to the State of Delaware include:

There are 54 Basic Life Support (BLS) ambulance agencies comprised of a combination of paid
and volunteer EMS providers. ParamedidvAnced Life Support (ALS) services are provided
statewide by the three counties while the Delaware State Police Aviation Division is the primary
provider of 911 air services with one private air medical service providing backup response.
Additionally, the state is serviced by ten BLS infecility medical transport services, six ALS
inter-facility medical transport services and one specialty hospital transport service. The units that
respond to 911 calls for service receive their directions from eertdispatch centers located
throughout the state.

1 135 BLS ambulances providing 911 services

1 99 BLS ambulances providing neamergency services

T 21 Full Time & 3 Part Time ALS units providing 911 services
1 7  ALS Supervisor units

1 4  Air Medical heliopters providing 911 services

1 6 ALS agencies providing neemergency services

The majority of 911, emergency patient transportation is provided by the volunteer/career BLS
fire-based ambulance services and the Delaware State Aviation Division. ALiBeseave
provided through a system of chase or intercept paramedic units operated by the three counties.
These ALS units respond in conjunction with the BLS transport units. In 2017, the EMS system
in Delaware responded to the following incidenitsormation based on EMS patient care reports)

231,198 Statewide Total Run Reports
136,920 Nonrtrauma incidents
144,499 Basic Life Support Incidents
31,201 Trauma Incidents
86,699 Paramedic Incidents
9,084 Pediatric Incidents (A 7yrs)
4,745 ALS Cardiovascular Incidents

1
1
1
1
1
1
1
i 247 Air Medical Transports
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Delaware Emergency Medical Services Oversight Council
(DEMSOC)

The Delavare Emergency Medical Service
Oversight Council (DEMSOC) was forme
pursuant to the Delaware Emergency Medi
Services Improvement ACT of 1999 HB33:
The council is charged with monitorin
Del awar eods EMS syst.
elements of the systerare functioning in a
coordinated, effective, and efficient manner
order to reduce morbidity and mortality rates i
the citizens of Delaware. It is also charged w
ensuring the quality of EMS services
Delaware.

DEMSOC consists of 2nembers appated ty

the Governor.Serving on the council is the
Secretary of Homeland Safety & SecuriRob

Coupe Secretary of Delaware HealthcaBocial
Services, Kara WalkeDEMSOCalsoincludes
representatives from the follang agencies: the
Governoros Office, e

Delaware State Fire Prevention Commissil
The Del aware Volunte
and its Ambulance Committee, The Delaw:
Healthcare Association, The Delaware Pol
Chi ef 6 s The ®@elaware Chapter of th
American College of Emergency Physiciar
The State Trauma System Committee, 1
Medical Society of Delaware, The Delawa
State Police Aviation SectionThe EMSC
Advisory Committeeand the State EMS Medice
Director. There is representative for practicin
field paramedics and three at large appointme
for interested citizens, one from each cour
The Office of Emergency Medical Services
assigned to Delaware Health and Social Serv
Division of Public Health and is theegulatory
authority for the paramedic system and provic
medi cal oversight to

"N '
A )

Dr. Steve Murphy Dr. Bruce Nisbet Romain Alexander

Mike McMichael Glenn Luedtke

Jason Baxley

Dr. Maria Carmen
G. Diaz

Not Pictured: Norman Barlow, Alan Robinson, Richard Perillo, Michael €miw.
Kate Groner, Dana Bowerson, Membsrlarge/Kent: vacant
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Delaware EMS Oversight

Delaware is a frontlineeader in prehospital emergency care through comprehensive coordination,
development and evaluation of the statewide emergency medical services system. The Delaware
EMS system is a two tiered EMS delivery system with shared oversight of Basic Life Support
services and personnel by the State Fire Prevention Commission and Advanced Life Support
services and personnel by the Office of EMS within Breergency Medical Services and
Preparedness Section of fhvision of Public Health within the Department oé&lth and Social
Services.

The Office of Emergency Medical Services (OEM8hsures the quality of emergency care
services, including trauma and prehospital advanced life support capabilities, through the
coordination and evaluation of the emergency nadiervices system. The Office of Emergency
Medical Services is part of the Emergency Medical Services and Preparedness Section.

EMS Medical Directionis provided by emergency medical physicians that are employed by the
Office of EMS. They provide meditdirection to both Advanced Life Support (ALS) and Basic
Life Support (BLS) services.

The Delaware State Fire Prevention Commissi@BFPC) oversees Basic Life Support (BLS)
services through the AmbulanServiceRegulations. Th&LS regulations adarss dministrative,
operationaland provider requirements. This includes emergency as well agmergency
ambulance services.

Delaware EMS Oversight Triangle

Service
Employer
Volunteer Agency

~ Certification State EMS Medical Director
SFPC: EMT-B & 1st Responder County EMS Medical Directors
OEMS and BMI_D: Paramedic RSSO0 Co'unty EMS Medical Directors
BLS Medical Director
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Emergency Medical Services and Preparedness Section

EMSPS works with a variety of federal, state, local, and private saciopgto ensure the state
is prepared to deal with any public health emergency. This Section hous&ffitee of
PreparednesfOP) and thé®ffice of Emergency Medical Servi¢d€GEMS).

Office of Emergency Medical Services (OEMS)

Delaware Office of

x):) &

EMERGENCY MEDICAL SERVICES

DELAWARE HEALTH AND SOCIAL SERVICES
DIVISION OF SUBLIC MEALTS

The mission of the Gfk of Emergency Medical Services is to assure a comprehensive, effective, and
efficient statewide emergency medical care delivery system in order to reduce morbidity and mortality rates
for the citizens of Delaware. The OEMS ensures the quality of encgrgare services, including trauma

and prehospital advanced life support capabilities, through the coordination and evaluation of the
emergency medical services system, within available resources.

Highlights for 2017

Naloxone program for BLS and Policegencies
The issue of heroin and opioid overdoses has become a problem of epidemic proportions across
the nation; unfortunately Delaware has not been spared the effects.

In an effort to better understand the overdoses that are occurring with the s@iyi8eeviewed

data collected from the Delaware Emergency Medical Reporting System (DEMRS). It was found
that there were over 2714 suspected overdose patients treated by EMS in 2017. This number has
increased significantly from 2016 with just over 1500pga$ed overdose patients.

Overdose patients may present with @Aothero
bystanders.

Most Common Primary Impressions

@ Overdose (1563)

W Unconscious (212)

OAltered Mental Status
(211)

B Respiratory Arrest (100)

@ substance/Drug Abuse
(82}
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Opioid Epidemic

Delaware is taking a System of Care approach to Acute Overdose Management. A strategy map
has beemleveloped for addressing the crisis in the State with nine identified objective areas:
Reduction in substance abuse and overdose deaths

Prevent life threatening adverse outcomes

Diagnose and treat addictions and substance use disorders

Reduce the need &elfmedicate, control access to addictive substances and promote
protective factors

Surveillance

Communication

Grants, contracts and payment strategies

Partnerships

Workforce

= =4 =4 4

= =4 =4 -4 -9

The State is also engaged in the following activities: Drug Monitoring Img@gbMI), Addiction
Action Committee (AAC) and Delaware Overdose fatality Review Commission (DOFRC).

Stroke System of Care

The Stroke System of Care Committee, formed in November 2016, continues to meet on a
guarterly basis. In 2017, leadership posisiavere nominated and official appointments for the
committee were completed by the Director of the Division of Public Health. The data and quality
subcommittee also meet on a quarterly basis, to address existing data and sources, desired
performance and uticome measures, data gaps and case review methodology to share best
practices and learning opportunities.

Stop the Bleed

The Emergency Medical Services and Preparedness Section, Office of Emergency Medical
Services (OEMS) began the Stop the Bleed Progeanational campaign through the Department

of Safety and Homeland Security in October 2017. OEMS staff trained 60 Delaware Medical
Reserve Corps (DMRC) members on AStop the BI
Trainer to provide training in theommunity and health care system. An OEMS staff member
instructed staff at DEMA (Delaware Emergency Management Agency) and hospitals have
borrowed the leg to train medical staff and office staff. Several school nurses have trained staff,
students, HOSA (Hath Occupations Students of America) members, and PTO (Parent Teacher

Organi zation) members on fAStop the Bl eedo. T
and 369 under the age of 18). OEMS wi kkdoont i
program.

Emerging Infectious Diseases

The OEMSmanages the Hospital Preparedness Program (HPP) and HPP Ebola Preparedness and
Resmnse Activities grant efforts anéé played an integral part in the planning and response for

a potential Ebola pant should they present in Delaware. The OEMS is the lead Delaware agency
for the Region 11l Ebola and Emerging Infectious Disease planning efforts. This has expanded to
include planning for other High Consequence Infectious Disease. HM&S@ole is predminately

to ensure the safety and health of the emergency responders. OEMS through the Healthcare
Preparedness coalition has worked with the acute care hospitals, EMS agencies, Homeland
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Security Department of Defense (National Guard and Dover Airforce) Baseell as regional
partners to ensure the most appropriate response, and care for the patient and ensuring the safety
of the providers.

Each year the HPP Ebola Preparedness and Response Activities grant requinesic riill.

This year the drilconsisted ofwo patients presenting at an-gife hospital office; patients were

aparent and child. The drill assessedntline facilities ability to identify and isolate a patient in

an appropriate timeframe and coordination between the frontlingyfacid the Division of Public

Health on identification and transport of suspected Ebola patient. The patient was transported by

a Special Operations Transport Team to the st

Responsibilities of the OEMS also include

Advanced Life Support Services (ALS: The OEMS ensures highly trained paramedics are
providing quality emergency care to the citizens and visitors of Delaware. The OEMS is
responsible for coordination of training, certification, financing, and oversight t he st at
paramedic system.

Statewide Trauma System:This program is responsible for coordination of hospitals and
provider agencies to ensure optimal care for trauma patients.

Prehospital Patient Care Reports:Delaware Emergency Medical ReportiBgstem (DEMRS)
is a comprehensive wdiased EMS data collection and reporting system that provides convenient
access to field providers and to the receiving facilities.

EMS Medical Direction: This program is responsible for providing medical oversidghie
statewide EMS system (Advanced/Basic Life Support and Emergency Medical Dispatch), review
and modification of the statewide standard treatment protocols; oversight of medical command
facilities, conducting research and oversight of the statewide diMfgy assurance program

Emergency Medical Services for Children (EMSC):The goal of this program is to improve
emergency care for children in the State of Delaware through specialized activities. Safe Kids
Delaware is one of the programs within EMSC.

Hospital Preparedness ProgramThe Office of EMS manages the Hospital Preparedness grant
program funded bthe Office of the Assistant Secretary for Preparedness and Response, (ASPR).

Hospital Preparedness Program (HPP) Ebola Preparedness and Responsdities: The
Office of EMS manages the HPP Ebola Preparedness and Response Activities funded by ASPR
until 2020.

First State, First Shock Early Defibrillation Program: This program provides automatic
external defibrillators to organizations within DEhis program is responsible for providing data
collection, training, and prevention activities in support of initiatives to reduce cardiac arrest deaths
in Delaware.

15



EMS Infectious Disease Exposure Monitoring:The need for an effective infection control
program has always been an essential and integral part of the prehospital practice in Delaware
because there is both the risk of healthcare providers acquiring infections themselves and of them
passing infections on to patients. Preventative and proacdasures offer the best protection for
individuals and organizations that may be at an elevated risk of exposure to these infectious
diseases.

State Regulations promulgated through OEMS:

Delaware Medical Orders for Scope of Treatment (DMOST) Act: The prpose of House Bill

64: This Act authorizes the use of Medical Orders for Scope of Treatment in Delaware. This
document , a ADMOST form, o wild/l a lcare decisiores| a war ¢
express their wishes in writing, and both enable aiidjate health care professionals to act in
accordance with a patientds expressed preferel
transportable, standardized, and implements a patientsfdifel care preferences.

Delaware Trauma System Ragulation: The State Trauma System regulations were first
promulgated in 1997 to add detail to the Trauma System enabling the legislation of 1996.
Subsequent revisions were enacted in 1999 and 2001. The regulations include sections on the
Trauma Center Degnation Process, Trauma Center Standards, Triage, Transport and Transfer of
Patients, and the Trauma System Quality Management Plan.

Air Medical Ambulance Service Regulation: The purpose of this regulation is to provide
minimum standards for the opertiof Air Medical Ambulance Services in the State of Delaware.
These regulations intend to ensure that patients are quickly and safely served with a high standard
of care and in a cogffective manner.

Early Defibrillation Provider Regulation: The purpoe of this regulation is to establish the
criteria for training and the right for emergency responders to administer automatic external
cardiac defibrillation in an otaf-hospital environment.

Advanced Life Support Interfacility Regulation: The purpose ahis regulation is to permit the

use of paramedics, under the oversight of the Division of Public Health, to manage patients while
in transit between medical facilities or within a healthcare system. It includes approval of an
organization to provide sdoe using paramedics, as well as defining their scope of practice and
medical oversight.

Organ and Tissue Donor Awareness Board The Office of EMS provides staff support and
represents Delaware Health and Social Services on the Delaware Organ andDbissue
Awareness Board (OTDAB)Created by Delaware Code, Title 16, Chapter 27, Anatomical, Gifts

and Studies, 82730, this Goverrappointed board has the responsibility of promoting and
developing organ and tissue donor awareness programs in Del&was®e programs include, but

are not limited to, various types of public education initiatives aimed at educating residents about
the need for organ and tissue donation and encouraging them to become designated organ and
tissue donors through the Delawargan and tissue donation registry.
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As of March 5 2018, there were 474 Delaware residents waiting for an organ transplant with over
380 of those residents waiting for a kidney transplamtthe state of Delaware 419,040 people

wi t h a dr iwsate @lentifidation eard $5&.6%00f all) have designated themselves as
organ and tissue donors as of February 1, 20d&rder to promote donor designation among
Delaware residents, OTDAB partners with the Gift of Life Donor Program and other sugportin
organizations on public education and awareness projektscurrent goal is an increase of 7,000
donor designations by January 1, 20F8r more information, visitwww.donatelifede.org
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Office of Preparedness

Planning Projects

Family Assistance Center:

EMSPS in coordination with Delaware Division of Forensic Science, Delaware Health and Social
Services and other stakeholders developed the Family Assistance Center Plan. This plan creates a
mechanismd allow stakeholders to jointly support family needs in the aftermath of a mass fatality

or mass casualty incident. The plan will allow for stakeholders to coordinate with families through
the process of identification, recovery, support, and resourcesarthaneeded throughout the
duration of the incident. This plan clearly identifies which agencies are responsible for these key
functions.

Mass Fatality Management:

EMSPS chose to highlight mass fatal
management  during the 20
Preparedness Symposi.  Speakers
from Amtrak Emergency Manageme
and the National Transportation Safe
Board discussed carrier accidents t
could occur within Delaware and wh4
the management of such an incidg
would look like. EMSPS is coordinating
with the Division & Forensic Science i
the redevelopment of their internal pl
and procedures for mass fatality.
EMSPS placed the morgue trailer in | ! :
operational service in June 2017, this support vehicle will help better maintain operational
capabilities during a masatélity incident.

5
WELCOME

9017 Pustic HEALTH PREPAREDNESS

Points of Dispensing (PODs):

EMSPS maintains a robust Open and Closed POD plan and system which would be employed in
the event of a Public Health Emergency that required medication and/or vaccination distribution.
EMSPS partners with hith and emergency management partners throughout the year to distribute
potassium iodine (KI) as well as flu vaccinations as a method to exercise the plan and distribute
medication to large volumes of people.

Emerging Infectious Diseases

Ebola:

EMSPSdeveloped a draft High Consequence Infectious Disease Surveillance and Response Plan.
The plan is designed to serve as asiralusive guide for a coordinated response tingctious

disease emergenciEMSPS launched a mobile preparedness app foilenddvices thaprovides
Delaware residents and visitors with a mobile tool asgaiile identifying general information on

signs, symptoms, and prevention actions for infectious diseases. It also includes contact
information and a mapping function to ditandividuals to healthcare and emergency medical
facilities. The app is available and free to download from the App Store (Apple) and Google Play
Store (Android) via mobile devices.
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EMSPS acquired a morgue trailer funded by the Ebola and InfectioussBigeant. This trailer

was designed for proper storage and decontamination which could result from a high consequence
infectious disease. EMSPS conducted a tabletop exercise to discuss scenarios and validate the
Ebola ConOps plan.

Zika:

The Division ofPublic Health continues to manage funding to help combat Zika by enhancing
surveillance and response activities. This money has been used for community outreach,
advertising, lab testing, and control measures. DPH created a Zika Action Plan which éomcuses
protecting the Delaware population, specifically pregnant women and their unborn babies from the
consequences of Zika virus disease. This plan is organized in eight response domains that explain
in detail the CDC recommended activities as adapted tawdee. EMSP S 06 s Oof fice
Preparedness sponsored a Zika Preparedness Tabletop Exercise to validate the Zika Action
Plan. The exercise was a success with 32 participants attending including representatives from
Public Health, Department of Natural Resa@ascMosquito Control, and Department of
Agriculture.

Mass Care and Vulnerable Populations
Mass Care

EMSPS coordinates with state and nog®" T ——
governmental organizations to be able g

provide mass care to the Delawa
population in a disaster. This year EMSF
hosted a mass care tabletop exercise
Department of Health and Social Servig
partner agencies to discuss roles withi
mass care incident.  Additionall
participation in a second tabletop exerci
allowed the testing and validation of t
33 State @ined shelter managers.

Long Term Care & Home Health Care Preparedness:

EMSPS has coordinated with long term care and home health care stakeholders to participate in a
full scale exercise. The exercises in conjunction with other state agencies allostakiediblders

to test the newly implemented preparedness plans and requirements required by the Federal
Government Centers for Medicare and Medicare Services (CMS).

People with Access and Functional Medical Needs (PWAFMN):

The Emergency Preparedness Riag for Persons with Access, Functional and Medical Needs
(PWAFMN) Committee Meeting was established in the summer of 2013 to best plan for the varied
and unique emergency preparedness needs of Persons with Access, Functional and Medical Needs.
The PWAFMCommittee has had disability and emergency preparedness experts as presenters to
facilitate educational awareness of AFN. The PWAFMN includes state and local emergency
managers, health and social service agencies, community organizations, advocatgdfovifheo
disabilities, and those with disabilities themselves. The group has now advocated and developed
several mitigation projects. Mitigation Projects include: development of the Preparedness Buddy
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Brochure planning tool for all populations; providingn@rican Sign Language interpreters for
meetings, trainings, exercises, and POD events; establishing the Functional Information and
Support Center (FISC) in the State Health Operations Center (SHOC) designed to provide access
to a compilation of experts warious Access and Function Needs (AFN) areas to address unique
needs of the AFN populationThe HHS emPOWER Program is a compilation of Medicare
datasets which can be used for planning for the needs of the AFN population. This program will
allow Public Health to support Emergency Management partners throughout the state in the
identification of persons who require power for medical devices during an emergency event. This
information would be shared from the Federal government at the time of a requestiately

before, during or after a disaster situation where power could be compromised.

Training, Education and Outreach:

Throughout the year on a weekly basis staff from EMSPS attends community events and meetings
throughout the state. These outteapportunities allow EMSPS to reach thousands of persons
annually within the State. Training, resource and educational materials are distributed on a verity
of preparedness topics. These activities and materials allow people to be better prepaced for an
more able to recover from a disaster event.

State Health Operations Center Exercises:
This year EMSPS conducted an exercise of the State Health Operations Center (SHOC).
exercise planning team selected thr =

capabilities required at every realorld :
event. Using the Incident Command Systew
(ICS), each section activated with a total of |
personnel to meet exercise objectives
response to a simulated Category 3 hurricé
i mpacting Del awar eo
alike during Labor Day weekdn The _d
exercise tested response procedures w
building  collaboration amongst tear S
members. The event was a success :
participants fulfilled their SHOC roles whil
meeting exercise objectives.

Additionally this year EMSPS participated in a mass exexcise coordinated by the Delaware
Emergency Management Agency (DEMA). More than 20 staff from the Division of Public Health,
EMSPS, the Office of Health Risk Communication, the Radio Amateur Civil Emergency Services
standby amateur radio volunteers)d&yeare Healthcare Facilities Association, and the Division of
Long Term Care Residents Protection participa
exercise including disaster recovery, mass feeding, and volunteer management. In addition, SHOC
suppated the simulated evacuation and medical surge of Long Term Care Centers and Hospice
Centers throughout the state.
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Delaware State Fire Prevention Commission (SFPC)
Submitted by the Delaware State Fire Commission

The State Fire Prevention Commissisicharged with the protection of life and property from fire

for the people of Del aware and to oversee th
Office and the Delaware State Fire School. The Commission has always been truly dedicated to

the heéth and weltbeing of every man, woman and child in Delaware. And have done so, since

1955, with no compensation except for the knowledge that we have played a small part in making
Delaware a safe and wonderful place to live.

The Statutory responsibilgs of the Delaware Fire Prevention Commission are to promulgate,
amend, and repeal regulations for the safeguarding of life and property from hazards of fire and
explosion. The Statutory responsibilities of the State Fire Prevention Commission mayde foun
in Title 16, Chapter 66 & 67 of the Delaware Code and are summarized as follows but not limited
to:

The Commission consists of seven persons appointed by the Governor.

They have the power to promulgate, amend and repeal regulations for the safegfarding
life and property from hazards of fire and explosion.

1 Prior to promulgation, they shall hold at least one public hearing on each regulation,
amendment or repealer and shall have the power to summon witnesses, documents and
administer oaths for the purp® of giving testimony.

They shall appoint the State Fire Marshal and State Fire School Director.

The Commission shall have power to authorize new fire companies or substations; resolve
boundary and other disputes; prohibit cessation of necessary fieetpyotservices.

1 The Commission is empowered to enforce its orders in the Court of Chancery.

= =4
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Volunteer Ambulance Company Fund

The 147 General Assembly amended Title 11 section 4101; this amended Title established the
Volunteer Ambulance Company FunduFt her mor e, the AState Fire
(SFPC) was tasked with providing these funds to Volunteer ambulance companies on a
proportionate basis across the state and this number being based on approved dispatched
ambulance runs.

The SFPC developethe methodology and disbursement plan. Reports are pulled to show the
ambulance runs per agency and statewide from the Delaware Emergency Medical Reporting
System (DEMRS).

The DEMRS data shows all run types to include BLS Transport, CancellatioentFRefusal,
Public Service, Standby Only, Agency/Assist, DOPA/DOA, Unable to Locate patients/scene,
Termination of Resuscitation and Transfer of Cahe.order to assure the validity of the
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information a Quality Assurance/Quality Improvement validagoare of 85 percent is used as
the minimum validity accepted as accurate repoftse reports mentioned above are entered by
the providers who operate within the BLS system.

Since the inception of the fund, the SFPC has distributed $6,843,531.00derittkof December
24, 2014 until December 31, 2017. The funds are distributed earmbal basis.

-Alan Robinson, Jr., Chairman Delaware State Fire Prevention Commission
2017 Investigator [I/Compliance Officer Statistics
Complaints Received....... eeéeéeéééeéceeeceecee. 74

l nvestigations on Existing. Cas2fFséééeecééeeécécecte
|l nterviewséééééeééeééeeééeeéeéé. . 19.

Ambulance Inspection Deficiency Notices

Critical ééeééeééeééeceécececéceecée. . @

Cautionaryéééeéeééecéeéeeéeé. . é&. . eéeBecée
Watchful éééééééeéééeééeecééeecééeéé. 6.

EMT Certification and Ambulance Licensing

The Commission hafully transitioned EMT Certification and Ambulance Licensing that was
previously tasked to the Delaware State Fire School. In FY18, the Fire Prevention Commission
hired an Administrative Specialist Il to assist in processing these additional resptessibili
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Delaware State Fire School (DSFS)

Introduction

Delaware Code, Title 16, Chapter 666136618, mandates the Delaware State Fire School to:

(1) provide firefighters with needful professional instruction and training at anuamicost to

them and their employers; (2) develop new methods and practices of firefighting; (3) provide
facilities for testing firefighting equipment; (4) disseminate the information relative to fires,
techniques of firefighting, and other related sulgect all interested agencies and individuals
throughout the state; and (5) undertake any project and engage in any activity which, in the opinion
of the State Fire Prevention Commission, will serve to improve public safety.

New Castle County Division KentCounty Division Sussexounty Division

The agency EMS objectivestablished to achieve the EMS goal are:
1 To certify basic life support personnel as State of Delaware Emergency Medical
Technicians.
1 To provide BLS training to the first responders and citizeri3eddware.

2017 Accomplishments

Agency conducted EMS trairgnn 2017:

Emergency Medical Technicidn9 classe$ 227 students

Emergency Medical Technician Refreshé23 classe$ 483 students
Delaware Emergency Medical Technician Reciprotifyclasse$ 64 Students
Emergency Medical Respondefi4 classe$ 198students

Emergency Medical Responder Refresh@b classe$ 170 students
Continuing Education Programsl26 classes 1,534 students

Conduct training for 65 EMTs of the BLS Proto&ianding Orders.

2017 Goals

To review, update, and develop DSFS Qautag Education Programs.

Conduct training for the 1,599 Delaware EMTs and 1,285 Emergency Medical Responders.
Provide students access telore CEU training.

Provide students blended learning EMS training programs.

Enhance & promote psychomotor skill@ptice in all EMS Courses.

Summary

To continue the Del aware State Fire School 6s
education to willing individuals, creating partnerships among the various agencies and to always
offer the most progressive EBtraining available.
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TECHNICAL

STATE
FIRE MarsHAL

Grover P. Ingle - Delaware State Fire Marshal

The Delaware Office of the State Fire Marshal provides investigation, enforcement and technical
service support to the citizens and visitors of Delaware. The agency operates ttuieaalivi
offices located in New Castle, Dover, and Georgetown. The agency employs 51 fulltime
employees and 2 part time employees.

In 2018, the agency will move forward with the continued need to promote residential fire
sprinklers. The State Fire Marshalasvtasked by the Delaware legislature to develop and
implement the educating of new construction home owners and the availability of residential
sprinklers in newly constructed homes. Brochures have been developed by staff to be given to all
prospective n& construction homeowners through the builder.

There were 11 fire fatalities in 2017. Of those 11 deaths, 10 were in homes without an operating
smoke alarm. It will always be a newemding task to make sure all homes in the State of Delaware
having opering smoke alarms. Electric powered smoke alarms with battery-umck
interconnected throughout the home are the preferred fire protection configuration. Having a fire
escape plan is also very important.

Deputy fire marshals investigated 63 incidentglving a nonfatal, fire related injury in 2017.
Twenty injuries were the result of smoke inhalation. Fortg injuries were burns. There were
two other injuries that involved a laceration (1) and contusion (1).

In 2018, the Delaware State Fire Maisinad staff will continue to provide a fire safe environment
for all citizens and visitors of Delaware. The Delaware Office of the State Fire Marshal is an
independent State agency under the Delaware State Fire Prevention Commission.

Join us atvww.statefiremarshal.delaware.gorvemail us aEire.Marshal@state.de.us
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Medical Direction

EMS Medical Direction

This program is responsible for providingdicaloversightof the statewide EMS system
(Advanced/Basic Life Support, and emergency medical dispatch), review and modification of the
statewide standard treatment protocols, oversight of medical command facilities, conducting
research and oversight thfe statewide EMS quality assurance program.

Medical direction involves granting authority and accepting responsibility for the care provided
by EMS, and includes participation in all aspects of EMS to ensure maintenance of accepted
standards of medicakactice. Quality medical direction is an essential process to provide optimal
care for EMS patients. It helps to ensure the appropriate delivery of poptdased medical care

to those with perceived urgent needs. (Natidgtighway Traffic Safety Admirgtration).

Del awareds Emergency Medical Services (EMS) r
of illness and trauma through a statewide coordinated medical system of EMS responders. EMS
responders include 911 dispatchers, first responders, B#sicSupport (BLS) providers,
paramedics or Advanced Life Support (ALS) providers, antirenemergency physicians who

oversee individual patient care. All of these EMS responders are medically coordinated through
protocols and training directed and cs&gn by a select group of Board Certified Emergency
Physicians licensed in Delaware.

Delaware employs emergency physicians to devote part of their professional efforts to the State
EMS system. They include:

1 State EMS medical director

1 State BLS EMS medicalirector

1 County EMS medical directors (one for each county)

1 County associate EMS medical directors (one for each county)

The BLS and county medical directors are accountable to the state EMS medical director. The
medical directors meet regularly to rewiestatewide treatment protocols, quality issues, new
medical techniques and equipment in a continuing effort to provide the citizens of Delaware with
the most ugo-date and appropriate EMS care possible. All EMS medical directors are required to
take theNational Association of Emergency Medical Services Physicians' (NAEMSP) Medical
Directors course.

Del awareds EMS Medical Directors assure quali

physicians, hospitals, citizen groups, and organizatiorts asicthe American Heart Association

and the Medical Society of Delaware. They perform retrospective review of aggregate patient care
data from the providers to determine the effectiveness of the treatment protGowisurrent
medical oversight occurs ribugh interactions with EMS personnel during shifts in Delaware
hospital emergency departments, medical director ride a longs with EMS providers and by real
time monitoring EMS radio reports. High risk procedures and critical care cases are identified for
automatic medical direction review.
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2017 Accomplishments
The EMS Medical Directorgeviewed, updated ananplementedthe Statewide Treatment
Protocols for Paramedics.

The EMS Medical Directors have continued their involvemerEMS researcho improwe care
in theDelaware and to across the countijhere were two (23tudies presented durimggional
andnational conferences.

2018 Goals

DMOST: This legislation was passed and signed into law in 2015, regulations have been written

and EMS implementain occurred in the spring of 2016. DMOST allows patients and their
physicians to quickly identify their wishes as to their desired level of care as they approach their
anticipated death. This allows for a standard process and the development of ar@agilyed

and interpreted document for EMS and emergency medicine providers to know at the critical point

of time as to an unresponsive patientdos desir
the absence of a DMOST document requestingsselr level of care, emergency care providers

must assume that an unresponsive patient wants everything done possible to maintain their life.
While this legislation has been in place and implemented almost two years ago, our EMS providers

are not seeinghese documents in the field and emergency medicine physicians are not seeing
these documents in the emergency departments
documents coming from nursing facilities, home nursing groups and palliative care grdwgps. T

EMS medical directors hope to encourage administrators of these groups to push for wider
utilization of the DMOST form. Todat MOST has not I mprovet EMS p
the level of care desired by some of our patients.

Mobile Integrated Healthcare - Community Paramedicine As hospitals become increasingly
responsible for a patientsd outcome after dis
emergency department visits and hospital readmissions there is a movement across the country to
move back to medical home visits. In an effort to make home visits available to a large number

of patients, physiciansdé extenders are being
come in many varieties from nurse practitioners and piays&ssistants, respiratory therapist, to

care managers and social workers, to paramedics and EMTs and to home health aides. In
Delaware, as across the country there is a strong interest in utilizing paramedics and EMTS for a
number of these patient cargssions due to their familiarity with the prehospital environment and
equipment. In Delaware howeyén utilize paramedics and EMT@ nonemergency work under

the control of noremergency physicians will require a change in the Delaware EMS legislatio

Interfacility Critical Care Transports: While Delaware has a very good interfacility critical
transport company serving patients across the state, they are unable to meet the needs of all of our
patients. We hope to develop standards of care forfantity transports of critically ill and

injured patients in cooperation with our current critical care transport providers, EMS agencies,
nursing agencies and medical facilities to insure the safe and timely transportation of critical
patients from fadities to area tertiary referral centers. These protocols will need to establish
training curriculum, required equipment, and medical orders for treatment. In many systems, there
is a merger between BLS, paramedics and critical care nursing which maseregabling
legislation to establish state and medical oversight of the program.
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EMS Critical Medication Shortages: EMS and medical providers have been dealing with
another round of severe medication shortage leading to emergent medication sulsstitugion

patient care protocols and denial of established practices. We have run out of diltiazem a
medication used for dangerous rapid heart rates. Normal saline, a resuscitative intravenous fluid
is in extreme short supply as a result of the hurricémsdevastated Houston and Puerto Rico.

We have also nearly run out of ketamine which is used as an emergent sedative for patients with
excited delirium, usually the result of cocaine, crack or PCP intoxication. Ketamine is also used
as a-adiliotipr®o tr eat ment for severe pain, instead

Opiate Overdoses: We continue to see very high numbers of narcotic overdoses. We continue

to give just enough naloxone (Narcan) to keep the patient breathing but not to bring them to a fully
awake state We prefer to avoid precipitating full narcotic withdraw which often l¢adscute

agitation and can lead to patient and provider injury. A side benefit of this medical approach to

the narcotic overdose patient is EMS transport to a medical faciléyemrarious treatment and
counseling services may be recommended and provided. Narcotic overdoses are taxing our EMS
providers with a ten percent (10%) increase in EMS run volume over base years. We have found
that we have responded to some patiéimé (5) and six (6) times over a year. This increase run
volume is | eading to some AEMS Provider Burno
EMS system supports the Delaware Public Heal't
Opiate System of Camaay create special EMS opiate patient care protocols, alternative patient
destinations which all should lead to a more effective withdraw symptom prevention and leading

to counseling and recovery.

EMS Quality Assurance and Improvement: The DEMRSor EMS patient care record system

has been a success with regards to improved readability of individual patient care information and
delayed access to patient information, for hospital quality processes. Patients and the state budget
will benefit from a dedicateBEMS data management process that will allow EMS physicians and
managers to improve treatment algorithms. Improved treatment algorithms will improve patient
outcomes and eliminate ineffective treatment algorithms focusing resources where they will be
mosteffective.
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EMS Safety
A Culture We Can Live With

The Delaware Office of Emergency Medical Services (OEMS) is committed to insuring the safety
of EMS providers throughout the state and providing information to insure a safe working
environment for all KIS providers, both career and volunteer.

A report published by the National Institute of Occupational Safety and Health (NIOSH) in 2017

notes that over 22,000 EMS workers were treated in emergency department foeaimd

injuries. Fulltime workersvi t h | ess than 10 yearsodo experienc:
most common causes of injury were from excessive body motion (excessive physical effort,
repetitive motion, and improper posture), exposures to harmful substances, slips/tripsitalis, m

vehicle collisions, and violence/assaults.

There has also been a great deal of attention paid to the subject of stress. According to a 2015
article published in JEMS, of 4,000 first responders surveyed, 6.6% had attempted saicate

ten imes the rate in the public. Programs like CISM and the Code Green Campaign hope to
improve mental health within our responder community.

Another hot issue related to EMS safety is that of responder fatigue. EMS providers work long
hours in various shifconfigurations. Many of them work for multiple agencies to supplement
their incomes. Organizations such as the National Association of EMS Physicians, the National
Association of EMTs, and the National Association of State EMS Officials are lookithg at
problem from a national level with the hope of making the workplace safer in our communities.

One challenge that presents to the EMS industry relates to accurate reporting mechanisms. Our
nati onbés EMS system i s n oBMSespindersdall sndeztee rdalmt s al
of firefighters. Others may be included in statistics related to health care providers. Variations in
classification and industry descriptions creates difficulty in fully assessing the extent of the
problem.

The NIOSHarticle provides some recommendations to improve EMS safety. The good news for
Delaware is that many of their suggestions are already in place. Services have access to CISM
resources. The Delaware State Fire School provides training on managing emdennters

through DT4EMS and safe vehicle operations through EVOC. Agencies are required to have plans
for exposures to bloodborne pathogens. We still have many areas to improve such as ensuring our
providers come to work well rested and in the besside physical condition.

Our strength lies in the number of exceptionally talented people and organizations whose passion
leads them to make our job safer. As EMS providers, we must work towards creating a culture of
safety in our organizations. A tute of safety for ourselves, our patients, and our community.

EMS providers are encouraged to read AStrate
document produced from a joint effort between NHTSA, the EMS for Children (EMSC) Program,

and the Amerian College of Emergency Physicians (ACEP) (www.ems.gov/safety.html).

28



EMS System Evaluation

EMS System Evaluation 31
EMS Patient Care Report 32
Clinical Performance 33

Response Time Performance 37

EMS System Cost 41



This page intentionally left blank

30



System Evaluation

Evaluation is the essential process of assessing the quality and effects of EMS, so that strategies

for continuous improvementan be designed and implementeghational Highway Traffic Safety
Administration)

The National Association of Emergency Medical Services Physicians (NAEMSP) has identified
three related variables for measuring EMS system performance; clinical performespoase

time reliability and economic efficiency. These variables are interdependent for overall system
success. Focusing the majority of resources on any one variable is done at the expense of
performance potential in the other variables. For exaragteeme cost cutting measures will have

a detrimental impact on clinical performance and response time reliability. Also, if a system places
all of its efforts on response time performance there will be a significant increase in costs as well
as a decreaser clinical performance.

Response

2

“5% LR
EMS System \
Evaluation "\

Economic

Efficiency Clinical Care
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Prehospital Patient Care Report

In Delaware, data from the Delaware Emergency Medical Reporting System (DEMRS) is a
comprehensive electronic patient care report (ePCR) producing data system which provides
convenient access tobe field providers for input of pertinent patient data in a timely fashion while
concurrently standardizing EMS service provider data into a statewide data collection and
reporting system. DEMRS provides services to all private/public/volunteer EMS/ABS/B
services including but not limited to ALS providers, BLS providers, first responders, Trooper
medics, A.l. duPont Hospital for Children, Wilmington Hospital, St Francis Hospital, Christiana
Hospital, Beebe Healthcare, Nanticoke Hospital, Milford Hokpikent General, billing
companies and intdacility transport services. This allows DEMSOC a continued review of
operational and clinical data for the ALS and BLS providers during emergency ardieogency
transports.

The current requirements for pati care report completion is that every attempt shall be made to
complete the ePCR prior to leaving the receiving facility. In the absence of extraordinary
circumstances an ePCR should be submitted to the receiving facility within four (4) hours of
patiert disposition. EMS providers must complete and submit an ePCR to the receiving facility
prior to going off duty.

Enhancements to our system:
The Delaware Emergency Medical reporting System (DEMRS) transitioned to an updated
operating system called Elitn January 1, 2018. This upgrade to Elite makes us NEMSIS 3.4

compliant and offers enhancements for the patient care providers while entering patient care
reports.
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Clinical Performance

EMS systems were originally developed to reduce fatalities fraomtatic injuries, especially

from motor vehicle crashes. It was noticed during military conflicts that patients had better
outcomes when injuries were quickly stabilized in the field and the patient was then transported to
a care center. The original EMsystem mimicked this with the vast majority of the emphases
placed on traumatic injuries. As the science and practices of prehospital care progressed over the
years, so did the scope of the EMS provider. The evolution of evidence based practices mgth cutti
edge technologies work in tandem to improve the clinical outcome for all types of patients. The
EMS system is inclusive of many different disciplines; trauma, cardiac care, medical care,
pediatric caremedical transportation, public health and domgstaparedness just to highlight a

few.

EMS provides care for those with perceived emergency needs and, when indicated, provides
transportation to, from, and between health care facilities. Mobility and immediate availability to
the entire population disguish EMS from other components of the health care sybtational
Highway Traffic Safety Administration).

(All data used for this section and throughout the report were, unless noted otherwise, extrapolated
from the Delaware Emergency Medical RepaytSystem (DEMRS). Please note for this report,
Advanced Life Support (ALS) and BLS data are reported separaféhile reading this report

please do not combine the ALS and BLS ddb@ing so would lead to inaccurate totals.)

EMS Usage by Location Typ2017
Airport
100% Lake, River, Ocean
90% Farm
80%
70% Dialysis Center
60% Hospital
50%
40% = Unspecified place
0
30% m Industrial Place and Premise
20%
10% Place of Recreation or Sport
0% .
Kent County New Castle Sussex County = Other Location
County

Primary Impression is he EMS providerds evaluation of the patient
complaint and other factors. These graphs do not take into account the type of patient (medical, trauma). The primary
impression of other is defined in the patientrative and not able to query.
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Most Common Patient Presentation by Primary
Impression, ALS 2017
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ALS and BLS Patient Age ComparisgQl7
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Time of Day When EMS Incidents Oce@017
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Response Time Performance

The Delaware EMS system measures response time performance in fractiles. Fractile response
refers to how the response time is measured against an established perfgoahr example,

if a response goal is 8 minutes, the fractile response time is a percentage of the responses within
that 8 minute goal. A 90% fractile response indicates that 90% of the time the response time was
within 8 minutes or less. Numerous fa affect response time performance including geography,
baseline resource availability, and call volume and deployment strategies.

The response time goals for the Delaware EMS system adopted by the EMS Improvement
Committee are based on cardiac arrestvigal research. These response goals are nationally
recognized and citied by both NFPA (1710) and the American Ambulance Association guidelines.

It is recognized that these are ideal goals. Response time performance measure is one of several
performancegoals and is not a single predictor of the health or success of an EMS system.

The performance goals for Del awarebés EMS Syst
threatening and do not require maximum resource response. The Emergency Biegetah

system is a systematic approach (protocol) that assists dispatchers in identifying which 911 calls
require maximum response, and identifies calls as:

Alpha i Requires a BLS response. Example is a minor burn.

Bravo i Requires a BLS response.dmple is with unknown patient status.

Charlie i Requires ALS and BLS response. Example is burns with difficulty breathing.

Deltai Requires ALS and BLS response. Example is an unconscious burn victim.

Echo i Response type not addressed in the legislegedonse time goals, but it requires a
maximum response to include available first responders. Example would be a cardiac arrest.

Omegal Response type not addressed in the legislated response time goals. An example of an

Omega response is a dispatchehjle remaining online with the caller, connects to a poison
control center for instructions.
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Advanced Life Support Response Time
Compliance for Delta/Echo Responses
January 2017 - December 2017

100%
90%
80%
70%
60% +
50%
40%
30%
20% +
10% +

0% +

Kent County EMS New Castle County Sussex County EMS Delaware
EMS

@6 minutes or less 08 minutes or less @10 minutes or less O12 minutes or less

Goal: Each Advanced Life Support (ALS) paramedic agency within the Delaware EMS system provide an ALS
paramedic unit, as defined by recognized statedsted, on the scene within 8 minutes of the receipt of Delta calls on

at least 90% of the time. BLS ambulance unit on scene within 10 minutes of the receipt of Delta calls on at least 90%
of the times in urban areas and 70% of the times in rural areas.

Basic Life Support Response Time
Compliance for Delta/Echo Responses
January 2017 - December 2017
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Advanced Life Support Response Time
Compliance for Charlie Responses
January 2017- December 2017
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Goal: Each Advanced Life Support (ALS) paramedic agency within the Delaware EMS system provide an ALS
paramedic unit, as defined by recognized state standard, on the scene within 8 minutes of the receipt of Charlie calls
on at least 90% of thentie. BLS ambulance unit on scene within 12 minutes of the receipt of Charlie calls on at least
January 2017 - December 2017
10%

90% of the times in urban areas and 70% of the times in rural areas.
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Basic Life Support Response Time
Compliance for Bravo Responses
January 2017 - December 2017
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Goal: BLS ambulance unit on scene within 12 minutes of the receipt of Bravewratsleast 90% of the times in
urban areas and 70% of the times in rural areas.

Basic Life Support Response Time
Compliance for Alpha Responses
January 2017 - December 2017
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Estimate of EMS System Cost

The Statewide Paramedic Services Act of 1990 was adopted to establish a framework for the
creation of an effective and efficient medor the provision of advanced life support services to
the citizens of the State regardless of their economic status, who require such services without

prior inquiry as to the patientds ability to
establi®ied for the purpose of state participation with the counties in the financing of the statewide
paramedic program. The counties are reimbur s

portions of their expenditures for delivery of paramedic servicesaBythe State of Delaware is
obligated to reimburse the three counties to operate paramedic services. The law stipulates that
these costs must have been incurred by the county for the direct costs to operate paramedic
services. Upon inception of the Paradit Services Act of 1990 the reimbursement level to the
counties was 60 percent and has been gradually reduced to the current level of 30 percent in Fiscal
year 2011.

FY17 County ALS Agency Cost

$20,000,000.00
$18,000,000.00
$16,000,000.00
$14,000,000.00
$12,000,000.00

$10,000,000.00
$8,000,000.00
$6,000,000.00
$4,000,000.00 .
$2,000,000.00 -
Y [ [ [

New Castle EMS Kent EMS Sussex EMS
= Total $17,371,395.59 $5,664,119.02 $14,506,151.08
= County Contribution ~ $12,159,976.91 $3,960,217.15 $10,154,305.76
= State Contribution $5,211,418.68 $1,703,901.87 $4,351,845.32
House Bill 332 outlines the requiremaents for E

of the EMS system should report revenues and expenses so that the system can be

continually evaluated for its cost effectiveness. Members of the General Assembly, the
Governor, the public and other policWSmakers
system in order to measure its effectivenesso
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Sussex County Paid Personnel by Agency

Agency name Phone number | Total Paid Personnel | Shifts covered
Blades Fire Co. 629-4896 4FT - 12PT 24H
Bridgeville Fire Co. 72 337-3000 4FT- 15PT 12H
Dagsboro Fire Co. 73 732-6151 5FT - 5PT 24/7
Delmar Fire Co. 846-2530 8FT - 7PT 24/7
*Ellendale Fire Co. 75 422-7711 3FT - 20PT 24/7
*Frankford Fire Co. 76 732-6662 AFT - 5PT 24/7
Greenwood Fire Co. 78 349-4529 1FT - 30PT 12H
Gumboro Vol. Fire Co. 79 238-7411 6FT - 5PT 12H
Laurel Fire Dept. 81 875-3081 7FT - 4PT 24/7
Lewes Fire Dept. 82 645-6556 13FT - 20PT 24/72
*Memorial Fire Co. 89 422-8888 2FT - 4PT 24/7

Mid Sussex Rescue Squad Inc. 945-2680 10FT - 25PT
Millsboro Fire Co 83 934-8359 10FT - 16PT 24/72
Millville Vol Fire Co. 84 539-7557 15FT - 23PT 24/72
Milton Fire Co. 85 684-8500 5FT - 15PT 24/7
Rehoboth Beach Vol. Fire Co. 86 227-8400 15FT - 15PT 24/7
Roxana Vol. Fire Co. 90 436-2300 7FT - 20 PT 2472
Seaford Vol Fire Co. 87 629-3112 10FT - 23PT 24/7
Selbyville Fire Co. 88 436-8802 AFT - 4PT
*based on 2016 report

Kent County Paid Personnel by Agency

Agencv Name

Phone number

Total Paid personnel

Shifts covered |

Bowers Fire Co. 40 335-5966 14PT 12H
*Camden-Wyoming Fire Co. 41 697-3201 7FT-19PT 24/7
*Carlisle Fire Co. 42 422-8001 2FT-19PT 2417
Cheswold Fire Co. 43 736-1516 5FT-21PT 2417
Clayton Fire Co. 6 653-7317 0 0
Felton Community Fire Co. 48 284-4800 6FT-13PT 2417
*Frederica Vol. Fire Co. 49 335-3235 8PT 12H
Harrington Fire Co. 50 398-8931 2FT- 30PT 12H
*Hartly Fire Co. 51 492-3677 1FT 8PT 8H
Leipsic Fire Co. 53 674-0829 10EMT 15 Drivers VOL
Magnolia Vol. Fire Dept. 55 335-3260 27PT 24/7
*Marydel Fire Co. 56 492-9917 VOL 7EMT, 6EMR 24[7
Smyrna American Legion 64 653-6465 10FT- 20PT 12H
South Bowers Fire Co. 335-4666 60 VOL

*based on 2016 report
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New Castle County Paid Personnel by Agency

Agency Name Phone number | Total Paid Personnel | Shifts covered
*Aetna Hose Hook & Ladder 454-3310 8 FT -40 PT 24 hour coverage
*Belvedere Fire Co. 30 1FT-15PT 12H
*Brandywine Hundred Fire Co. 11 764-4901 8 FT-10PT 24]7
*Christiana Fire Co. 12 737-2433 10 FT - 45 PT 24/7
Claymont Fire Co. 13 798-6858 3 FT - 30PT OVOL 24/72
Cranston Heights Fire Co. 14 998-3140 7FT-39PT 24]7
Delaware City Fire Co. 15 834-9336 6 FT - 15 PT 24 On ~ 72 Off
*Elsmere Fire Co. 16 999-0183 4FT-15PT 24/7
Five Points Fire Co. 17 994-2245 2FT-25PT 24/7
Goodwill Fire Co. 328-2211 9 FT-10 PT 24/7
Hockessin Fire Co. 19 239-5279 10 FT - 23 PT 24]7
*Holloway Terrace Fire Co. 654-2817 25 PT 24]7
*MillCreek Fire Co. 21 998-8911 10 FT - 18 PT 24/7
*Minquadale Fire Co. 22 652-0986 8 FT - 12PT 24/7
Minquas Fire Co. 23 998-3474 1FT 18 PT 24/7
Odessa Fire Co. 24 378-8929 20 PT 24/7
Port Penn Vol. Fire Co. 29 834-7483 4FT-30PT 24/7
Talleyville Fire Co. 478-1110 11 FT- 20 PT 24/7
Townsend Fire Co. 26 378-8111 1FT-20PT 10H
Volunteer Hose Co. 378-7799 9 FT-20 PT 24/7
Wilmington Fire Department 100 571-4410 156 24/72
Wilmington Manor Fire Co. 328-3209 10 FT - 26 PT 2417
*based on 2016 report
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Aviation and Dispatch Center Cost

Delaware State Police Aviation:
Total Costs:
Personnel:
Contractual
Supplies & Materials

Dispatch Centers

New Castle County 911 Cent@fire/EMS Only):
Total Costs:
Personnel:

Equipment:

Training:

Kent County 911 Center:
Total Costs:
Personnel:
Equipment:
Training:

Sussex County 911 Center:
Total Costs:
Personnel:
Equipment:
Training:

Seaford 911 Center:
Total Costs:
Personnel:
Equipment:
Training:

Rehoboth 911 Center:
Total Costs:
Personnel:
Operational:
Training:

$5,377,451.00
$3,981,000.00
$1,075,259.00
$321,192.00

$5,534,120.00
$5,503,582.00
$5,000.00
$25,538.00

$2,903,40(0
$2,349,500.00
$144300.00
$10,100.00

$2,386,012.00
$1,298,657.00
$168,500.00
$16,595.00

$623,657.00
$588,327.00
$35,33000
$0.00

$626,477.00
$597,263.00
$23,856.00
$5,358.00
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Specialty Care

Trauma
Stroke

Emergency Medical Services for
Children

First State/First Shock
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The Delaware Trauma System

Introduction T Trauma System Outcomes

Delaware

TRAUMA Delaware Trauma System Outcomes

SYSTEM

NG S Mortality Rate for Trauma Patients Over 65 Years Old with

LLMIRGINC Y MIDICAL stavICt: |

@====2"""  |njury Severity Score Over 24* - 62% decrease
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*Does notinclude scene deaths.

June 30, 2017mar ked the 21st anniversary of the pas

Statewide Trauma Systendanuary 20, 2018narked the 18 anniversary of theniplementation

of that statewide Trauma System. We are now able to look back and clearly see, through the data,
what has been accomplished for the people of Delaware over those years. The graph above shows
that the mortality rate for seniors, who do netaver as quickly from injury as younger people

do, has dropped by over half. Delaware is a safer place to live now than it was in 2000.

With the guidance of OEMS and the dedication of many individuals statewidawarel has
developed oneofthenatn 6 s f ew trul y i nc ltemsinwkichsvergdcgeni d e
care hospital participates in the Trauma System and has met the standards for American College
of Surgeons verification and state designation as a Trauma Center. Most importasnthgahs

that no matter where in the state people are injured, they enter a system of care that follows the
same guidelines, regulations, and standards and makes sure they are cared for in the facility best
able to manage their injuries. Since July 19®&r 116,000people have been cared for by

Del awareds Trauma System.

As seen in the next graph, not only has the overall mortality rate for all patients hospitalized due
to injury decreased by 46% since 2000, but the rate has consistently been lowiee thatironal
mortality rate for injured persons. Again, this data shows that Delaware is a safer place to live
now than it was 18 years ago.
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Delaware

TRAUMA
*j}j{i"é‘ Delaware Trauma System Outcomes

AL stavicts

~Mortality Rate, All Hospitalized Trauma Patients, 2000-2016*
46% decrease

With comparison to National Trauma Data Bank data
5.0%
44 431% — ARy 43%%
4.50% 410% 3 98% i

4.5%

4.0% 3.79% 3.80%

4.04% 3 999 = 3.45%
3.5%

3.0%

2.96% 2.93%
2.77%

o,
2.5% 2.68% 2.66%

2.0% 2250 238% 240% 245%
1.5%
1.0%
0.5%

0.0%
2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016

—@—Mortality Rate —o—NTDB Mortality Rate «===NTDB Average Mortality Rate 2002-2006

*Does not include scene deaths
** National Trauma Data Bank (NTDB) published aggregate data for the years 2002-2006

This data translates into lives saved. The graph below showk,thA9injured people survived
whowoudmt have done so had Del awareb6s Statewide

Delaware Trauma System Outcomes
1,479 Lives Saved By the Trauma System*
2000 - 2016**

1,479

1200
1000
800
600
400
200
0o

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016
-m—-Expected Deaths —e—Actual Deaths —a—Cumulative Lives Saved

* Cumulative calculation based on 2000 mortality rate of all hospitalized patients
**Does not include scene deaths

American College of Surgeons Committee on Trauma (ACS COT) review teams visit each Level

1, 2, and 3 Trauma Center and report Cemerthe f
Standards before a hospital can be designated as a Delaware Trauma Center. Reviews must be
successfully completed every three years for a hospital to retain its state Trauma Center designation
status. Current Trauma Center designations are:
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REGIONAL LEVEL 1 TRAUMA CENTER - Christiana Hospital, Christiana Care Health
System

PEDIATRIC REGIONAL LEVEL 1 TRAUMA CENTER - Nemours / Alfred | duPont
Hospital for Children

COMMUNITY LEVEL 3 TRAUMA CENTERS - Bayhealth Kent General Hospital;
Bayhealth Niford Memorial Hospital; Beebe Healthcare; Nanticoke Health Services;
Saint Francis Healthcare; Wilmington Hospital, Christiana Care Health System;
Peninsula Regional Medical Center (Salisbury Maryland) via reciprocity.

2017 Accomplishments
Research &s shown that the coordination of resources which takes place as a Trauma System

develops can result in dramatic reductions, up to 50%, in preventable deaths due tmanjury
NC, Mullins RJ, MacKenzie EJ, et al. Systematic review of published evidegaeling trauma system effectiveness.
J Trauma. 1999;47(3 suppl):SZ33).

Del awareds Statewide Trauma System has saved
example of the above 1999 prediction. Many of its leaders have been at the fordfrergrofvth

and evolution of this system of tiregitical care of the injured during that entire time period. Two

new systems of care, the Delaware Pediatric System and the Delaware Stroke System, have been
modeled after this successful initial systenmdAwo Trauma System Participating Hospitals made

the commitment and became Level 3 Trauma Centers, a benefit not only to their communities but
also to the Trauma System overall.

The National Highway Traffic Safety Administration (NHTSA) review team ferlDa war e 6 s Ma
2016 EMS System Reassessment site visit said this in their final report:

AThe Trauma System is justifiably a point of
the system to get the right patient to the right care at the right time is masured not only in

national accolades but also in the salvaged lives of the citizens of Delaware. The outcomes of

this comprehensive, voluntary, inclusive system, now in its 20year, are a testament to the

network of professionals and organizations wilhg to collaborate in the tough job of saving
injured |lives. 0

2018 Challenges

As shown in the first graph below, injury hospitalizations have increased faster than the population
growth over the first 15 year s stiointidateonthat a u ma
this pattern will change in the near future. The biggest challenge to the System is to keep up with
the increasing usage, and to continue working, through injury prevention, to decrease the number
of injuries among Delawareans. Thejected usage of the Trauma System by those over age 60

by 2020 as shown in the following graph, is even more impressive.
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Lack of any funding support for thg
Trauma System continues to be
challenge. This issue has never be ...
pursued to the legislat level. While

Delaware hospitals have beg ..
moti vated to ido
their communiti efq.

same financial challenges as Traun
Centers across the country | -

increasing patient volumes, managg S

care, lifestyle preferences Q i —
physicians that do not wish to tak "

trauma call,
costs, uncompensated care, a
expectations of physicians fo|
payment to participate
programs. Some Delaware Traun

Population changes in a state
with an inclusive trauma system

malpractice insurand -

|n traum evaluations of elderty pationts Increased at twice the rate of the gencral poputation, Despite t

Centers are finding a source Gr——

reimbursement through hitig for trauma activations and substance abuse Screening and Brief

Trajectory of the Delaware 60+ Population and the Total Number of Trauma-related
Hospitalizationsin Delaware (including out of state patients) for that Age Group

e OO 0N (000]  wl perid 1 (00

« - 604 population projection for 2020 taken from the Delaware Population Consortium Annual Population Projections
report, 2014,

« The number of injuries among people 60+ is estimated, sssuming that the prevalence of injuries in this populstion
will remain relatively stable.

Summary
Supporting the statewide Traam Sy st em and

Intervention and Referral
programs. A Legislative Team
has been formed by the
Trauma System Committee to
look more closely at this issue.

its injury

economic responsibility will yield a substantial return through decreased-ngjlated deaths and
permanent disabilities with loss of productivity, and will result in a healthier and safe

Statewi de
bornésavi

Delaware. De |l awar ed s
had since it was

Tr auma
ng | i

System
ves.
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Delaware Stroke System of Care

Introduction

The Delaware Stroke System Committee, as described in Title 16 Chaptexc8@n 3704 (j),

me t for the first time on November 16, 2016.
recommendation by December 30, 2016 to the Director of Public Health, based on Delaware stroke
data, on whether outcomes for Delaware stroke pateatskely to improve with the adoption of

a Statewide Stroke System.

The members of the Delaware Stroke System Committee made a unanimous recommendation to
move forward with a Stroke System of Care, based on Delaware stroke data and that of related
progams. They believed that an organized system of stroke care would result in better outcomes
for stroke patients as has been demonstrated by the Delaware Trauma System, and will assist in
decreasing the existing disparities identified in the populations affested by this disease.

The impact of strokes on individuals and their families in the state of Delaware is significant. The
Delaware Vital Statistics Annual Report 20(dage 168) states that Cerebrovascular Disease is
the4" leading cause of déaoverall in the state. However, it is the 3rd leading cause of death in
black nonHispanics.

Delaware stroke mortality rates for both white and black races declined 37 and 43 percent,
respectively, between 199M®94 and 201-2015. While this is goodaws, it has to be noted that

the stroke mortality rate for the black population remained approximately 38 percent higher per
100,000 population than that for the white population between 2011 and 2015 (Delaware Vital
Statistics Report 2015 page 172).

Delaware population changes also impact the future need for efficient and effective care of stroke
patients. The total Delaware population increased 21.3% (from 786,393 to 954,077) between 2000
and 2016. However, the 65 years and older population in Sussexy@rew an amazing 86.8%,

in the same timeframe. Kent and New Castle Counties also saw growth in this demographic, with
51.3% and 39.5% increases respectively (Delaware Population Consortium Annual Projections).
This demographic trend is unlikely tbange, and highlights the need for an organized system of
stroke care that will be able to efficiently manage increasing utilization.

2017 Accomplishments
1 The Stroke System of Care Committee began meeting in November 2016 and meets
quarterly.
1 Stroke Ceter Certification occurs through the Joint Commission on Accreditation of
Healthcare Organizations (JCAHO)
1 The Nominating Subcommittee nominated candidates for these leadership positions:
0 Stroke System Medical Advisor
0 Stroke System of Care Committee changon
o Data and Quality Subcommittee chairperson
o0 Nominating Subcommittee chairperson
1 Appointments by the Director of the Division of Public Health for each were completed.
1 The Data and Quality Subcommittee meets quarterly and is working to identify #mase it

51



Existing data and sources
Desired performance and outcome measures
Data gaps
o Case review methodology to share best practices and learning opportunities
1 A Prevention/Public Education Subcommittee is planned for the future.

(ol o]

2018 Challenges
It is well gated in the literature that stroke is a tisensitive condition. The time from onset of

symptoms to the time of treatment have a significant impact on the outcome of the stroke patient
(Saver JL, Fonarow GC, Smith EE, Reeves MJ, Gepulveda MV, Pan WOIson DM, Hernandez AF, Peterson
ED, Schwamm LH. Time to Treatment with Intravenous Tissue Plasminogen Activator and Outcome from Acute

Ischemic Stroke. JAMA. 13; 309(23):248@88. doi:10.1001/jama.2013.69595ystems of care include not

only patient mnagement from time of incident through hospital discharge but also public
education and disease prevention. Based on the data from the Delaware American Heart
Association Stroke Registry, there are still a significant number of stroke patients, appetyxima
34-36%, who are not activating the 911 system and are arriving to hospitals by personal vehicle.
This is a significant percentage of people with potentiallythfeatening illness who are risking

death by delaying care. Patients who arrive athbepital via 911 services have a shorter
timeframe from onset of symptoms to treatment. Additionally, they can receive lifesaving
measures from prehospital providers should they have a sudden decline in their status in route to
the hospital. Public eduttan efforts need to be increased in order to address this problem.

Summary
A Delaware statewide Stroke System of Care will provide
1 an organized approach to stroke management and care throughout the continuum of care,
1 coordination of care and intéadlity transfer among hospitals,
1 a statewide database on stroke incidence, management, and outcome,
1 a statewide quality program to identify opportunities for improvement and share best
practices,
1 the ability to identify increased utilization of resourcegressmost affected segments of
the population increase, and
1 a datadriven public education program that is targeted to the-hglhgeographic and
demographic segments of Del awareds popul at

With utilization of these tools, more efficient and morkeetive stroke care will evolve, and will

be able to be demonstrated by such measures as mortality rate, incidence rate, and hospital length
of stay. The citizens of Delaware can only benefit from this initiative, a partnership of the
Delaware stroke careommunity, working together to provide the best care for their neighbors,
friends, and all who live or visit the state of Delaware.
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Emergency Medical Services for Children

Introduction

Del aware was awarded i ts f iernaland EM&GHRaltg Bueeaut t hr
in 1997. The Delaware EMSC program works to support a high quality emergency care system
that provides optimal care for ill and injured children. It implements and evaluates the EMSC
Performance Measures as directed by duefal program.

The Delaware EMSC Advisory Committee is chaired by a pediatrician who advises on program
development and represents the EMSC program on the Delaware Emergency Medical Services
Oversight Council (DEMSOC). EMSC promotes the medical hamneeapt, encourages cultural
diversity and cultural competency in the healthcare workforce, and plans methods of integration
of EMSC priorities into statutes, regulations, and everyday healthcare practice.

Al | ED6s must have t handsuppbes in placeg to tarecfar ehddren. e q u i
Children respond differently than adults to illness and injury. They have unique physical,
emotional and physiological needs that require a specialized approach to care.

2017 Accomplishments
In 2017, the StateEMSC Advisory Committee and EMSC Program focused on the following
activities:

The Pediatric Systembébs Pediatric Emergency C
Del awareds two Freestanding Emergency Repartm
Care Middletown location and the Bayhealth Smyrna location had site visits in March as part of

the process of recognizing them in the PECF program. We will also start implementing Metrics 1

3 per the National Pediatric Readiness Project starting tkiyehr.

2018 Challenges and Goals

The goals of the Delaware EMSC program are to ensure continuous improvement of the state EMS
System by integrating EMSC priorities into all/l
providing appropriate traing ofprehnos pi t al and hospital staffs,
have essential pediatric equipment, and monitoring the timely and safe transport and transfer of
pediatric patients within the Pediatric System. It is vital to maintain a system prapared to

provide optimal care for pediatric patients statewide. Through continued partnership and €oalition
building, the Delaware EMSC Program will achieve and sustain its goal of assuring optimal
emergency care for all children in the state.
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We will also continue to implement the following metrics per the National Pediatric Readiness
Project:

EMSC 01: Submission of NEMSIS Compliant Version 3.x Data
EMSC 02: Pediatric Emergency Care Coordinator (PECC)
EMSC 03: Use of Pediatri<Specific Equipment

Summary

Delaware EMSC has had successes to be proud of in 2016. Although EMSC has made great
progress over the years, much remains to be done to ensure children consistently receive optimal
emergency care. Through its programs and projects, the EM&Eapr will continue to aid in
reducing death and disability of children in Delaware.
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First State/First Shock
CPR and AED Program

The establishment of the First State/First Shock Program was envisioned by William Stevenson to
reduce mortality anchorbidity from sudden death cardiac arrest. That vision continues today and
the First State/First Shock Program continues to provide-8eatoimatic External Defibrillators
(SAED) to the public and public safety agencies. Funding and support is provitieel lHgalth

Fund Advisory Committee.

The availability of Public Access SAEDO6s in |
continues to be the focus of the First State/First Shock Program. The most significant relationship

to the AED programsi that the improvements in CPR will only yield positive results when coupled

with early defibrillation. The primary goal of tHérst State/First Shock program is to provide

quick response and treatment of cardiac arrest victims. Quick response andntréaisnieeen

proven to increase survivability of victims of ewmfthospital cardiac arrest. Increasing the
availability of SemiAutomatic External Defibrillators by the strategic placement of these devices
provides for enhanced accessibility by the gernaualic.

The Delaware Office of Emergency Medicar@ces (OEMS) is charged witlCbordinating a
statewide effort to promote and implement widespread use of-adomatic external
defibrillators and calioi pulmonary resuscitation.”. (pelCode Title 1Chap. 97)

Since the beginning of the First State/First Shock program in 1999 the program has been
committed to the following goals:

1 Insuring First Responders and police vehicles are -Sentmatic External Defibrillators
(SAED) equipped, the first respder response capability has been identified as the primary
goal nationally. Biphasic and pediatric capability have become the national standard.

1 Decreasing death and disability in Delaware by decreasing time to defibrillation and CPR
in cardiac arrest pants, the use of hands only CPR to the public and high performance
CPR to the trained first responder are the focus of the future of CPR
Promoting heart health and early detection of the signs and symptoms of heart attack
Increasing public accessibility throughout the state with the continuing efforts to make
SAEDG6s available through the First StatelF
1 Increasing the number of Delawareans trained in Cardibmonary Resuscitation and

SAED use through coordinated training efforts atealels from churches, schools, first

responders and state agency participation.

1 The new Delaware Emergency Medical Reporting System (DEMRS) will provide better
event tracking and patient outcome to guide future efforts

E

2017 Accomplishments: Continuing tle First State/First Shock Program in light of severe
reductions in funding due to the national recession. OEMS continues to work with program
partners to insure that i ssued SAEDG6s are f
replacement coordinatio
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In calendar year 2017, the Office of Emergency Medical Services was able to distribute 72 SAED

units. 10 of the units were issued to police, fire, and rescue agencies. 62 of the units were

di stributed

program. The Office of Emergency Medical Services has been able to place over 3372 units in

to agencies

r e g Bublg tAccesg DefdAI&iBN6 s

service for public access and police, fire and rescue agencies since 1999.

In 2017, AEDs were applied with a shock delivered tp&@®nts in New Castle County, 2 patients
in Kent County, andi5 patients in Sussex County36 AEDstotal were appliegwith a shock
delivered throughout the state.

2018 ChallengesFunding for the First State/First Shgaiogram has been significantlydteced

from $200,000 in FY 2011 to $59,900 in FY 2017. This results in limited SAED placement
opportunities and eliminates the replacement of aging SAED units. As with any publicly funded
program its existence is at the mercy of state funding prioritiess. TRk c c e s s

locations of high potential sudden cardiac arrest coupled with fast and efficient CPR have been
shown to improve survival of these sudden cardiac arrest patients.

The demand

for

t he
The elimination of one of the current models in service will have a huge impact in the next several

t o

Publ

t

h

C

r e pl ac ecraasingandmah ongomg chafleng® A E D 6 s

budget cycles. There are nearly 15003@®s that were distributed by the First State First Shock
program and are no lorgbe supported by the manufacturer, Phgomtrol.

Prior to the placement of SAEDs the prognosis for cardiac arrest victims was poor with an

estimated 1% to 5% with return of spontaneous circulation. For victims of cardiac arrest the return
to spontamous circulation rate in Delaware is 50%. Delaware has made tremendous strides in
strengthening the early defibrillation link in the Chain of Survival.

improvements.

2004
2005
2006
2007
2008
2008
2010
2011
2012
2013
2014
2015
2016
2017

Number of Cardiac

Arrests

780
752
756
756
745
773
850
893
882
978
1019
1060
1125
1217

Patients Pronounced
Dead by Paramedics

170
185
166
151
117
118
131
136
173
185
287
301
374
400

Patients

The First State/First Shock
program administered by OEMS is certain that by continuing to place SA¥@grieral public

access and with first responders and continue to provide CPR/AED training, we will continue to
see an increase in the cardiac arrest survival rate in the State of Delaware. The replacement of
aging and soon to be obsolete SAEDs will hetvdecome a major initiative to continue these

Patients that

Transported to  experienced a return

Hospital

610
585
590
605
628
654
"7
756
709
793
732
759
751
817

of circulation
158(26%)
170 (29%)
190 (32%)
215 (36%)
222 (35%)
261 (40%)
252 (35%)
273 (36%)
253(36%)
317 4
324 (44
390 (
374 (5
444(54

0%)
%)
51%)

0%)

%)
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Emergency Department and Hospital Diversion Data
As submitted by Yasmine Chinoy

Information provided by the Delaware Healthcare Association indicates there were 421,676
visits to the Delaware acute care hospital emergency departments in 2017. This is an increase of
147,145 (53.60 %) hospital emergency department visits statewide from the same period in 2000. In
addition, there were 82,113 patient admissions from the emergency department for 2017, an
increase of 34,101 (71%) from the same period in 2000.

Emergency Department Visits to
Delaware's Acute Care Hospitals
200,000 2000 to 2017
180,000
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Hospital for Medical Center Center Health Services Memorial Hospital Hospital
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Admissions from the Emergency Departments of
Delaware's Acute Care Hospitals 2000 to 2017
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Human Resources and Workforce Development

EMS Providers

Q

= First Responders = EMT = Paramedics = Dispatchers

Above is a graph that shows the percentage of prehospital providers. These aieithmiadhat

are responsible for fAtaking the call so. I n ac
Physicians are an integral part of t-henesdyste
medical direction to the providers and are theiv@eg physicians within the emergency rooms of

the state.

Work continued in 2010n recruitment and retention of EMS providers. There is a national
shortage of EMS providers. Although Delaware is also affected by a shortage of EMS providers,

the agenciesacross the state have worked hard to improve recruitment and retention,
compensation, work conditions, training and diversity. The demand for EMS services is also
expected to increase ToasDelawae Peptlaidn €éansortipnogets | at i o |
that from 2010 and 2040, Del awareds popul atio
to see the largest percent increase in population by 30%. Kent County's population is projected to
reach 204,465 by 2040, an increase of 26%. New Castiat€ s expected to grow by 12.6%

over the same period, adding 67,634 to reach a 2040 population of 606,477.

While the aging population is increasing, the volunteer population is beginning to decrease.
Information from the National Registry of Emergencyedital Technicians shows that the
majority of EMS responders nationwide are between the ages4$.2@any people within this

age range are finding it more difficult to volunteer their time with the increases in dual income and
single parent families, arttie fact that many people are working longer hours.
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Education and Training

Delaware recogaes three levels of Emergency Medical Services training. They are First
Responder, Emergency Medical Technician, and Paramedic. Registration through the National
Registry of Emergency Medical Technicians (NREMT) is offered for each of these levels.

To comply with the EMS Agenda for the Future, A Systems Approach and depending on the level
of certification, the designation has changed over the last five years. The National Registry of
Emergency Medical Technicians, The Delaware Office of Emergency M&#hcalces and The
Delaware State Fire School continue their commitment to implementing the EMS Agenda of the
Future. Outlined below are the processes EMS providers must follow with the dates which they
must have completed the transition.

Transition from First Responder to Emergency Medical Responder

Personnel certified at the First Responder level are regulated by the Delaware State Fire Prevention
Commission. The Delaware State Fire Prevention Commission does not require NREMT
certification at this levelhowever it is highly encouraged. The lead agency for First Responder
education is the Delaware State Fire School. All NREMT First Responders and state certified First
Responders have completed the transition to the new designation of National Fggestggncy

Medical Responder (NREMR).

Transition from EMT -Basic to EMT

Personnel certified at the Emergency Medical Technician level are regulated by the Delaware State
Fire Prevention Commission. NREMT certification is required to obtain initial DelckMile B
certification and although NREMT certification is not currently required to maintain Delaware
EMT certification, it is highly encouraged. The lead agency for Emergency Medical Technician
education is the Delaware State Fire School. All NREMBBsCs and state certified EMBasics

have completed the transition to the new designation of National Registry Emergency Medical
Technician (NREMT).

Transition from NREMT -Paramedic to Nationally Registered Paramedic

Personnel certified at the Paramedic lemed regulated by the Delaware Office of Emergency
Medical Services. The lead agency for initial paramedic education is Delaware Technical and
Community College, Terry Campus. National certification is required to obtain and maintain
certification by theOEMS and licensure by the Delaware Board of Medical Licensure and
Discipline. Each Advanced Life Support (ALS) agency is responsible for the continuing education
and transition education of their paramedics with oversight from the OEMS. All Paramedics had
until March 31, 2017 to complete the transition to the new designation of National Registry
Paramedic (NRP).

National Continued Competency Program (NCCP)

The State Fire Prevention Commission adopted the National Registry of EMTs National Core
CurriculumProgram (NCCP) for EMTs and EMRs in the State of Delaware. This program changes
requirements for recertification at both levels. This streamlines the recertification process into
three categories consisting of National, Local and Individual. Delawaréranbition to NCCP

for all paramedic level providers for the 2019 recertification cycle.
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ParamedicEducation

Delaware Technical Community College offers paramediceducationas part of a two-year
Associateof Applied ScienceslegreeThe programis structuedandstaffedto producegraduates

to helpmeetthe paramedistaffingneedf the Delawareparamediservicesaandthe StatePolice.

The curriculum follows the National ParamedicEMS Education Standardsand consists of
approximately2,000hoursof classpom, simulationlab, clinical andfield internshipexperiences.
Throughout the program, helping paramedicstudentsdevelop sound decision making and
leadershigskills is emphasizedAll of thep r o g rfudl timdegaculty areexperiencedMa st er 6 s
preparecparamedicsAll of theadjunctfaculty arepracticingparamedics.

The DelawareTech Paramedid®rogramis accreditedby the Commissionon Accreditationof
Allied Health EducationProgramgCAAHEP) uponthe recommendatiomf the Committeeon
Accreditation of Educational Programsfor the Emergency Medical Services Professions
(CoAEMSP).The programhascontinuouslymaintainecthis accreditatiorsince1999andis the
only accreditecparamedigrogramin Delaware.

2017Accomplishments

During 2017, the program had thirty-one active students.Sixteen new studentsenteredthe
program. Eight studentsgraduatedfrom the programand enteredthe workforce in all three
countiesin Delaware.The eight graduategook, and passedtheir National Registryof EMT 6 s
Paramett examinationThis continuego maintaina onehundredpercentexampassrateby our
graduatesinceour first classtook the examin 2000.

Also in 2017,the reaccreditatiorprocessof the paramedigrogramcontinued.A site visit team
from the Commitiee on Accreditationof EducationProgramsfor EmergencyMedical Services
Profession§CoAEMSP)visited the programin February.The site visit teamwasimpressedy
the quality of the programandof the supportthatit receivedirom the DelawareEMS system At
theOctobemeetingof the Commissioronthe Accreditationof Allied HealthEducatiorPrograms
(CAAHEP),CoAEMSPrecommendethe DelawareTechParamedid®rogranfor reaccreditation.

2018Challengesand Goals

Challenges:

Themostsignificantchallengehatthe paramedigrogramfacedin 2017wasthe effectthatthe
FY 18 statebudgetaryfundingreductionhadon the programto continueto run two cohortsof
paramedistudenteachyear. The budgetaryfundingreductionresultedn areductionof the
progra m dnstructionalworkforce,whichledto the endof the practiceof admittingtwo cohorts
of paramedistudentsThe programwasnot ableto admita classthatwould havestartedn
January2018.Theeffectof thiswill bethatthetotal numberof parameéicswhowill be
graduatingrom schoolandavailableto work will bereducedbeginningin 2019.

Goals:
Theparamedip r o g rpanmai§yreissioncontinuego beproducingskilled prehospitaproviders
who will servethe citizens of the Stateof Delaware.Thep r o g rnaaim@oal in 2018is to
continueto producecompetenentry-level paramedicsvho will meetthe needsf the StateEMS
System.The programwill admita cohortof studentsn May 2018who will graduaten August
2019.
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EMS Preparedness

Delawa e 6s Emer gency Medical providers are wel!/
any type of situation that presents itself. The arena of EMS Emergency Preparedness focuses on
giving our responders additional information in order to be readypfxial circumstances with
unusual threats. Efforts to prepare include planning and training. The focus ishanaatls
approach, preparing our emergency services for situations involving areas including terrorism, acts
of violence, or other natural amtanmade disasters.

Stop the Bleed Campaign

Uncontrolled bleeding is a major cause of death in the trauma patient. In many of these cases, the
outcome can be improved if simple steps are taken to staunch the bleeding promptly. The frequent
occurrence events such as mass shootings and bombings demonstrate the importance of bleeding
control skills. In many cases, victims lie bleeding until scenes get under control and medical help
arrives.

Citizens must be prepared to treat themselves, their fajraliestheir cevorkers. This is the
premi se of a national campaign called AStop
techniques required to apply tourniquets and stop active bleeding.

The Office of Emergency Medical Services, EMS and Pegjyagss Section developed a training
program consistent with the national Stop the Bleed campaign. Through the year, members of the
office assisted with the training of hundreds of individuals. Part of this effort also included train
thetrainer program$or nurses and other health professionals to take the effort to a much broader
audience.

Technical Assistance

Since 2007, the Office of Emergency Medical Services, working with the Office of Public Health
Preparedness and the Delaware State Fire Scheatdmracted a senior paramedic to provide

EMS agencies with technical assistance on domestic preparedness issues. This position continues
a number of projects to assess current preparedness efforts and plan for future preparedness
initiatives.

The goalof OEMS domestic preparedness efforts is to increase the readiness of all Delaware
responders to prepare for an-iadlk response. This includes incidents of terrorism, hazardous
materials releases, active threat situations, specialized and techrtuel sesvere weather events,
mass illness outbreaks and mass casualty situations. Efforts will be made to increase the
interagency operability between EMS and other state response and preparedness agencies.

The potential for major events remains and satnawrr efforts to continually train to meet the
needs of the responders in the state. Keeping an eye on situations throughout the world allow us
to maintain a sense of vigilance. As we learn from the best practices of other emergency
responders worldvide, we continue to look at our training, equipment, and medical protocols in
Delaware. Our providers must always be prepared to make a safe response and deliver-their high
guality outof-hospital care in potentially hostile conditions.
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EMS Interfacility Transport

Interfacility transport services are an important part of any well designed EMS system. The EMS
system is often thought of as the 911 emergency response service, but the 911 emergency response
service is just one part of the whole EMS transpgstem. The 911 transport system is not staffed

to provide transport services for the remergent patients and remains available for emergencies

as they arise. Interfacility transport services fill this important role allowing the 911 emergency
response nits to remain available for emergent request for service.

There are three types of ground Interfacility transport ambulances in Delaware:

1 Basic Life Support (BLS).

0 Ambulances are staffed with Emergency Medical Technicians (EMTs). EMTs
provide basic a& and patient monitoring including oxygen therapy, bandaging and
splinting, etc.

o Interfacility transport EMTs have the same scope of practice as 911 EMTs and
utilize the same statewide treatment protocols

o Delaware has 10 Basic Life Support Interfagibtgencies with a total of 99 BLS
Interfacility ambulances and 135 911 ambulances licensed and operating in
Delaware:

=4 =4 -4_9_9_9_95_2_-2._-2-

Christiana Care
Delaware Park

East Coast Ambulance
GEM

Hart to Heart

LifeStar

Mid-Atlantic

Prime Care

St. Francis

Urgent

1 Advanced Life Support (ALS):

0 Ambulances are staffed with at least one Paramedic and one EMT. Paramedics
provide advanced life support care and monitoring including ACLS. The EMT
provides support to the Paramedic.

o Interfacility transport paramedics have the same scoperaétice as 911
paramedics and utilize the same statewide treatment pratocols

o Delaware has six paramedic Interfacility agencies licensed and operating in
Delaware:
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Christiana Care Lifenet
Hart to Heart

Life Star

Mid-Atlantic

St. Francis

GEM
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1 Hospital Based Transport Team:

o Ambulances are staffed with transport team personnel and at least one EMT from
the transport service. The transport team personnel are staffed with specialty care
personnel typically representing at least one Registered Nurse, speaRey
Therapist, and may include a Physician.

o The transport team is able to perform procedures and assessments authorized by a
prescribing practitioner and overseen by the medical facility. The EMT provides
support to the transport team.

o Delaware haswvo hospital based transport teams:

1 Christiana Care Specialty Care Transport Unit
1 Al duPont Hospital for Children

Interfacility ambulance services can be used for the following types of Patients:

1 Facilities requesting neemergency f Home/Hospice Care Facilities
patient transportation f Board and Care Facilities
1 Skilled Nursing Facilities 1 Urgent Care Centers
T Physician Offices § Custodial Care Centers with a
1 Clinics prescribing practitioner
1 Acute Care Hospitals including jails, rehabilitation
centers, etc.
000 2017 Interfacility Transports Totals
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Annual
Report

New Castle County
Emergency Medical Services Division

Introduction

The mission of the New Castle County Emergency Medical Service, as an essential component of the New
Castle County Government, is to provide efficient, compassionate, and high quality emergency medical care
{o the visitors and residents within New Castle County. Our delivery of paramedic service directly impacts the
quality of life for all who reside, visit, and work in New Castle County.

The New Castle County Emergency Medical Service is a county municipal “third service” paramedic agency
within the County Department of Public Safety. New Castle County EMS has the distinction of being the “First
Paramedic Service in the First State” and remains the only EMS agency to be nationally accredited by the
Commission on Accreditation of Ambulance Services (CAAS).

New Castle County EMS operates in a “tiered response” or advanced life suppori-intercept configuration, and
responds with basic life support (BLS) ambulances from the volunteer fire service, career fire departments,
private ambulance service providers, and specialized BLS providers, such as the University of Delaware
Emergency Care Unit, a student operated ambulance.

In 2017, New Castle County EMS deployed nine (9) paramedic units during its high call volume period during
the day and eight (8) paramedic units during non-peak operating hours at night. The EMS Division field
supervision includes two (2) Paramedic Sergeants on a 24-hour basis. An EMS Lieutenant serves as the
shift commander on a 24-hour basis. Both Paramedic Sergeants and the on duty EMS Lieutenant are
equipped as advanced life support responders.

Our personnel strive to demonstrate their commitment to our motto “Excellence in Service” each and every
day, because “Our Mission is Your Life.”

Further information regarding the New Castle County Paramedics is available on our web site at:
www.nccde.org/ems, or follow us on Facebook (@NCC.Paramedics).
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ORGANIZATION

Emergency NMedical Services Division

The Emergency Medical Services Division is a component of the New Castle County Department of
Public Safety with the Chief of Emergency Medical Services reporting to the Director of Public Safety,
who is appointed by the County Executive. The service is divided into two main components: the
Operations Branch and the Administration/Special Operations Branch. Each branch is commanded by
an Assistant Chief.

The Operations Branch is primarily responsible for the delivery of pre-hospital care, and consists of four
shifts, or platoons, that provide 24-hour service on a rotating shift schedule. A fifth shift, more
commonly referred to as the “Power Shift” provides additional advanced life support capability during
peak call volume periods.

The Administration/Special Operations Branch is primarily responsible for the support services
component of the agency, including Recruitment and Applicant Processing, Quality Improvement and
Training/Continuing Education, Fiscal Management and Procurement.

New Castle County Emergency Medical Services

Commandug Officer
Emesgency Medscal Services Dvision
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Lt. Michacl A McColley S/Lt LowussJ. Rocrbach Lt Michael R Nachols Lt Ecli A Zollo Lt Chnsiopher A Johnson
Recautment, Applicaat Training/Continusng Piazoon I Platoon IT Platoon IT Plaoon IV

Processing, Field Training Education




OPERATIONS

Paramedic Service Operational Demand

New Castle County EMS has a clearly defined call volume pattern that begins to increase at
approximately 0600 hours each day, reaches a peak at approximately 1100 hours, then steadily declines
until after midnight. Utilization of “power shift” units, such as Medic 9, provides an opportunity to
increase paramedic staffing during high call volume times each day. Additional paramedic units have
been placed in service for special circumstances, including inclement weather conditions and other
events that could potentially impact paramedic service delivery in New Castle County.

In 2017, the EMS Division deployed eight (8) paramedic units and two Paramedic Sergeants on a 24-
hour basis, seven days a week. A ninth paramedic unit is added during peak call volume periods on a
“power shift” configuration (0700-1900 hours) seven days a week. Additional paramedic units continue
to be deployed as certified staff becomes available.

2017 Total Incidents by Hour of Day

11 12 13 14 15 16 17

Hour of Day

This chart illustrates the New Castle County paramedic call volume during calendar year 2017 by hour of day.
The use of “power shift” paramedic units allows the EMS Division to apply resources during higher call volume
periods. The “power shift” consists of 12-hour rotations from 0700 to 1900 hours.

Source: New Castle County Computer Aided Dispatch (CAD) System



73



