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16825 S. Seton Avenue
Emmitsburg, MD 21727-8998

e\ 3 FEMA

R151
Dear National Fire Academy Student:

Congratulations on your acceptance into the U.S. Fire Administration’s National Fire Academy’s (NFA)
Advanced Leadership Issues in Emergency Medical Services course. This course offers you the chance to
explore many of the latest issues facing the current leaders of pre-hospital emergency care. You will be
provided with the research and theory on emergency medical services (EMS) leadership, with ample
opportunity to practice and observe effective EMS leadership and management skills.

This course utilizes a performance-based model that promises a challenging and demanding approach to
learning. In order to enhance your learning experience, some preparation is necessary. Prior to the first day
of class, please read the four enclosed articles on leadership. Familiarity with the contents of these articles
will enable you to more effectively participate in the first day’s discussion on EMS leadership.

Please bring a copy of your organization’s mission statement. You will be given a copy of the National
Highway Traffic Safety Administration “A Leadership Guide to Quality Improvement for Emergency
Medical Services Systems” during class. You can download this guide from the Internet
(http://www.nhtsa.dot.gov/people/injury/ems/leaderguide/) if you would like to review it before class. Feel
free to bring any written materials, i.e., procedures, protocols, etc., to share with other students. We ask that
these items be in an electronic format on a CD, and in Microsoft Word format. There will not be an
opportunity to photocopy these items due to the limitations on NFA’s reproduction resources.

Increasing numbers of students are bringing laptop computers to campus. You alone are responsible for the
security and maintenance of your equipment. The Academy cannot provide you with computer software,
hardware, or technical support to include CDs, printers, scanners, etc. There are a limited number of 120 Volt AC
outlets in the classrooms. A Student Computer Lab is located in Building D and is available for all students to
use. It is open daily with technical support provided in the evenings. This lab uses Windows XP and Office 2003
as the software standard.

Should you need additional information related to course content or requirements, please feel free to
contact Mr. Doug Williams, Acting Emergency Medical Services Curriculum Training Specialist, at (301)
447-1158 or email at doug.williams@dhs.gov

Sincerely,

Dr. Denis Onieal, Superintendent
National Fire Academy

U.S. Fire Administration
Enclosures



MODULE 1:
LEADERSHIP

Objectives:

Given a written evaluation, In-Basket, or group activity, the students will be able to:

1. Identify the 10 modern leadership functions and provide examples of behavioral
changes that leaders must make to carry out those functions.

2. Identify and describe the behaviors characteristic of effective leaders.

3. Develop an organization vision statement and a personal mission statement.

4. Describe the strategies useful to gain commitment from employees to the leader's
vision.

5. Apply teamwork principles to develop a consensus vision statement for the class.

6. Compare and contrast the consensus vision statement of the class with the
Emergency Medical Services (EMS) Agenda for the Future.

7. Explain the value of having an organizational vision and mission statement.

8. Apply teamwork principles to develop consensus agreement.

0. Create a plan to deal with a specific issue or specified change, using a model and a

tool presented in the class.



LEADERSHIP FUNCTIONS

Specific functions that are becoming more common in the roles of modern organizational
leaders include

o Visioning: Developing a statement that commits the organization and its services
and products to total customer satisfaction and the highest possible standards of
quality, productivity, and continuous improvement.

o Leading through commitment: Moving away from directing and controlling to
building work environments that encourage people to try to do their very best
always.

o Satisfying the customer: Maintaining continuous contact with internal and

external customers and responding to their needs to build total satisfaction.

o Coaching: Controlling less and helping more. Working personally with
individuals and teams in resolving performance-related problems, teaching new
knowledge or skills, supporting performance, and adjusting performance.

o Developing human resources: Demonstrating the commitment, the knowledge,
and the skills to develop the potential and careers of coworkers.

o Leading teams: Helping teams form, organize, and develop their full potential.
Facilitating team meetings and helping teams create their own identities.

J Managing work processes: Understanding the end-to-end operations of work
processes for which one is responsible. Demonstrating the knowledge and skills
required to measure and improve these processes.

o Managing change: Anticipating and understanding the sources and processes of
change; helping one's organization use change as an opportunity to improve
performance.

J Managing projects: Demonstrating the competencies required to plan and

manage special projects to meet specific administrative, production, and
improvement needs of the organization.

o Measuring performance: Understanding the key elements in developing a
performance measurement plan, identifying the opportunities for measuring
organizational performance, and applying this understanding to one's
organization.



THE IMPORTANCE OF LEADING WITH VISION

Leaders who lead without a vision of what their organizations are to become doom their
organizations to function according to mere tradition. Without a vision of the
organization's future, leaders are reduced to keeping things the way they always have
been; they are guided by the saying, "If it ain't broke, don't fix it." As a result, these
organizations, and the personnel who work for them, cannot prosper and grow.

True leaders do things differently. They live by the saying, "If it ain't broke, you're not
looking in the right place." Realizing that there is always room for improvement, they
believe that no one has ever done anything so well that it cannot be done better. For true
leaders, a vision is not a dream; it is a reality that does not yet exist. The vision is
tangible to these leaders; their confidence in, and dedication to, the vision is so strong
they can devote long hours over many years to bring it into being. In this way, a vision
acts as an internal force, compelling a leader to action. It gives a leader purpose, and the
power of the vision and the leader's devotion to it work to inspire others.

VISION--A DEFINITION

What is vision? Vision is difficult to define because it functions at many levels. A
simplistic definition of vision is the overarching direction for the future of an
organization or program. Leaders with vision are able to take the present as it is and
formulate a future that grows out of it and improves upon it. A vision is a target toward
which a leader aims his/her resources and energy. The constant presence of the vision
keeps a leader on track despite obstacles such as practical difficulties, fear of failure,
negative attitudes of superiors, peers, or employees, or problems in the industry. Most
important, when shared by employees, a vision can keep an entire organization moving
forward in the face of adverse circumstances. Moving toward the same goal, employees
work together rather than as disconnected individuals who just happen to work for the
same company.

When employees understand a leader's vision, they understand what the organization is
trying to accomplish and what it stands for. The vision serves as a unifying force, giving
direction to each employee's actions because his/her individual efforts can be checked
against it. Each employee can see what the future holds as a rational extension of the
present.

In essence, the role of the leader is to give employees a sense of purpose and direction--a
meaningful reason behind the work they do. Through their visions of the future, true
leaders can lift employees out of the monotony of the daily work world and put them into
a new world full of opportunity and challenge. This is why leaders are so critical to the
success of an organization. They have the ability to see through all the confusion in the
workplace and focus on what matters. A vision helps leaders and employees keep the
frustrations of the workplace in perspective, enabling them to live with uncertainty in the
short term because they can visualize success in the long term.



COMMUNICATING THE VISION

Leaders must communicate their vision to others for it to become a shared vision. To
accomplish this, leaders must first act in a manner consistent with the vision in
everything they do. They must set a personal example; they must not send mixed signals
by saying one thing and doing another.

Next, leaders must stress the importance of the vision so that people will take an interest
in it. If employees believe the vision is important and worthwhile, many of them will
want to be involved with it, even if they do not understand the details. Delivering a
single, clear, and credible message is important in helping people to understand and buy
into organizational goals and objectives. To communicate clearly and reinforce the
vision, it is necessary to send frequent and simple messages that focus on the core values
and beliefs that support the vision.

Symbols and rituals are effective ways to simplify rich and complex messages. Through
symbolization, large amounts of complex information such as formal and informal
organizational rules and values, situational information, emotional content, and other
apparently unrelated data can be integrated succinctly and represented. For example,
executives do not have to express their gratitude toward a retiring partner explicitly if
they organize a reception, invite his or her friends, and offer a gift. The whole package
symbolizes their recognition of the partner's contribution. Through the use of symbols
and rituals, leaders can express their vision for the organization in a manner which is
easily understood and remembered.

GAINING COMMITMENT

After a vision has been explained simply and directly, people must decide whether they
want to be a part of it. If they don't, they cannot be forced to support the vision over a
long period of time without considerable cost to the organization. The day has nearly
passed when autocratic leaders can succeed over the long term; the cost of using this
approach is too high in terms of the inferior output resulting from poor quality effort, lost
employee loyalty and support, and money. Moreover, forcing people to do things they do
not want to do requires a great deal of energy over the long term--more energy than most
people can afford to expend.

Most people are not motivated by being pushed. They are motivated by the desire to
satisfy their own basic human needs: achievement, belonging, recognition, self-esteem,
control over their lives, and the sense of having lived up to their ideals. Leaders must
connect with these human needs and let people become excited about a vision. To be
successful, leaders must respond to the ideas that rise out of the organization. Leaders
must involve people in deciding how to achieve the vision, allow them to improve it, and
recognize and reward them for their contributions.



Although a vision may be the work of one person, the more people who feel that they
personally helped shape the vision, the more people who will be loyal to the vision.
Having helped preside over its birth, employee midwives become proud parents who
champion the vision. The leader's vision becomes their vision. Simply put, involvement
creates ownership.

Even when the original vision is created solely by the leader, a shared vision can still
result. But the leader must allow others to influence the implementation of the vision.
When others can influence key decisions, they benefit from the resulting feelings of
achievement and accomplishment. They feel responsible for the vision's realization.
Personal feelings of success then become intertwined with the vision's success, and once
this happens, a shared destiny exists. Loyalty to the vision, loyalty to the organization,
and loyalty to oneself become fused. Leaders may come and go, but the commitment to
the vision remains. Loyalty to the organization grows, because it is the vehicle by which
the vision is attained and personal feelings of accomplishment are achieved. As the
Chinese sage, Lao-Tse, wrote 25 centuries ago, "A leader is best, when people barely
know he exists. When his work is done, his aim fulfilled, people say, '"We did this
ourselves."

Following is the vision statement from the EMS Agenda for the Future. Review it in
context of what you have just read.

EMS AGENDA FOR THE FUTURE
Making It A Reality
A vision for EMS in the next millennium;

Emergency medical services (EMS) of the future will be community-based health
management that is fully integrated with the overall health care system. It will have
the ability to identify and modify illness and injury risks, provide acute illness and
injury care and follow-up, and contribute to treatment of chronic conditions and
community health monitoring. This new entity will be developed from redistribution
of existing health care resources, and will be integrated with other health care
providers and public health and public safety agencies. It will improve community
health and result in more appropriate use of acute health care resources. EMS will
remain the public's emergency medical safety net.

U.S. Department of Transportation, National Highway Traffic Safety Administration, DOT HS 808 441
August 1996 NTS-41




Organizational Mission

The mission of an organization identifies the purpose of the organization. It should
include the specific tasks that allow the organization to accomplish the vision. One of the
most important and, often one of the most difficult aspects of the strategic planning
process, is the development of a mission statement that briefly and clearly states the
reasons for an organization's existence. The mission statement should include the
organization's purpose(s)/function(s), its primary customer base, and the primary methods
it will use to fulfill the purpose. The mission statement provides the context for
formulating the strategies by which the organization will operate. It determines how
resources will be allocated by the organization and what the general pattern of growth
and direction will be for the future. The primary purpose for having a mission statement
is to bring clarity of focus to members of the organization. It should provide members
with an understanding of how what they do is tied into the organization's purpose.

FORMULATING THE MISSION STATEMENT

The mission statement must complement the organizational values. The mission
statement should address four basic elements (see Figure 1):

What services does the organization offer?
Who are the recipients of the services?

How does the organization deliver the services?
Why does the organization exist?

What?
[Customers' Needs,
Products ar Services)

How?
[ mctivities, Who?
Technologies) [Customers)

Figure 1
Four Basic Elements of the Organizational Mission



What

"What" involves defining the needs that the organization is attempting to fill. An
organization must expand the definition past just services it provides and focus on the
customers' needs.

Successful organizations try to identify services that meet the needs of the public and
include these considerations. Achieving consensus on how broadly or narrowly to
answer the "what" question can be a major issue in formulating the mission statement.

Who

"Who" identifies the customers the organization is attempting to serve. No organization,
regardless of size, is large enough to meet the needs of all possible customers.

An EMS organization can identify its customers in many ways: by geography, age,
ethnicity, etc. An organization can identify its customers by single or multiple factors,
for example, geographic density of calls and collection rate by payer mix. Clarity about
its customers enables the organization to be more sensitive to their needs and to focus its
resources.

How

"How" defines the organization's methods for achieving its goals. For example, what
level of service (Basic Life Support (BLS), Advanced Life Support (ALS), first response,
transport) will be used in meeting the needs of its customers. This may involve a
distribution strategy, such as providing injury prevention programs.

Why

"Why" an organization provides the services that it does frequently is important to define
for both profit-oriented and not-for-profit organizations. Many organizations feel the
need to include some simple statement regarding "why" as part of their mission
statements. It appears in the center of the diagram in Figure 1 on SM p. 1-7.

DRIVING FORCES

Identifying and prioritizing the forces that drive the organization are important in
developing the mission statement. Based on experience, an organization approaches
strategic questions with these forces in mind. These forces help to determine and
integrate the strategic choices of the managers. These forces may include

° services offered;
o customers served;



o technology used;
o method of delivering services; and
o financial stability.

This list of forces is not intended to be complete. The forces for each organization should
be determined by a strategic planning team. Once they are determined, they should be
prioritized in order of their perceived importance. Most major strategic decisions that
organizations make involve the allocation of resources according to a set of priorities. If
there are inadequate resources, the ranking of the forces that have been identified can
determine how resources will be allocated or which direction the organization will
pursue.

ORGANIZATIONAL ATTRIBUTES

Developing the mission statement also should include identifying those attributes the
organization has that set it apart from its competitors. What services do they alone offer?
Distinct attributes may involve specialty services, alternative transport, or injury
prevention programs.

Once the basic elements are addressed and the organization's driving forces and
distinctive attributes are identified, they can be integrated into the organization's mission
statement. The mission statement should be brief and identify the organization's basic
service clearly. A well-written mission statement helps the organization develop its
course of action and provides a guide for making routine day-to-day decisions. Once the
mission statement is written, it is critical that all members of the organization know and
understand it.

MISSION FORMULATION IN ORGANIZATIONAL SEGMENTS

Once an overall mission statement has been developed for an organization, mission
statements that are more specific and concrete should be developed for various divisions
of the EMS organization such as training or the Public Information, Education, and
Relations (PIER) office. Division mission statements should be more focused and more
limited than that of the total organization, but they must be derived from the
organizational mission statement.

DEALING WITH ISSUES AND CHANGE

It has been said that Christopher Columbus defined bureaucracy while discovering
America, i.e., he didn't know where he was going, he wasn't sure how he was going to get
there, and he didn't recognize it once he arrived. Unfortunately, the same often can be
said for fire service organizations--especially when they are called upon to face the ever-
changing issues and the demand for change common to all modern organizations.



Functions of leaders include dealing with issues and managing changes. Dealing with
issues and managing changes both involve a systematic process that has four stages:
analysis, planning, implementation, and evaluation.

Analysis involves analyzing the existing situation and assessing the changes that need to
be made. In this stage, an overall needs assessment is performed.

Planning involves using the information gathered during analysis to formulate a plan
designed to address the issue or bring about the desired change. The goal of planning is
to translate the requirements identified in the analysis stage into detailed, strategically
sound plans. The planning phase generally involves developing a vision of the solution
or end result, and defining goals, objectives, methods, and strategies to achieve the
desired results.

Implementation involves executing the strategies identified in the planning stage. It is
in this stage that unanticipated difficulties are most likely to occur.

Evaluation involves continuously and systematically monitoring the implemented plan
to ensure that it is working as anticipated. Whether an approach is working can be
determined by evaluating the effects of the implementation against the goals and
objectives set out in the plan. Evaluation may take a variety of forms depending on the
implementation approach. It is important that the evaluation tools selected allow for
early detection of problems. If problems with the plan are detected or if the plan is not
working as anticipated, the approach must be adjusted or the plan must be revised.

Several tools are available to facilitate the entire process necessary in dealing with an
issue or managing change. These tools include the Project Planning Process and the
Change Management Model. In addition, there are tools to facilitate various parts of the
process, such as the "SWOT analysis" (strengths, weaknesses, opportunities, threats) and
strategic planning. These tools are explained in detail in various National Fire Academy
(NFA) courses, and are provided in an overview form below.

The Project Planning Process

The Project Planning Process is designed to manage the development and implementation
of specific processes/issues within the organization. An example would be determining a
plan to update EMS providers on new protocols. This process is used in NFA's current
Management of EMS (MEMS) course.

The Change Management Model
The Change Management Model is designed to facilitate a smooth and effective

modification or addition of new processes or operations. The Change Management
Model uses separate teams for analysis and implementation, and could be used to manage



the relocation of EMS units within a system or increase the number of ALS units in a
department effectively. The Change Management Model is used in NFA's current
Strategic Management of Change course.

Strengths, Weaknesses, Opportunities, Threats Analysis

The strengths, weaknesses, opportunities, and threats (SWOT) Analysis is one tool that
can be used to address some of the aspects necessary for a thorough analysis. It is used to
identify the strengths, weaknesses, opportunities, and threats to an organization with
respect to a current issue. SWOT Analysis is used in the NFA's Executive Leadership
course.

Strategic Planning

The Strategic Planning Process incorporates the SWOT tool for analysis and provides
guidance for the planning stage. The Strategic Planning Process could be used to
determine a vehicle replacement schedule over a 20-year period. Strategic Planning is
used in the NFA's Executive Planning course.

Appendix C of this manual contains graphic and/or abbreviated descriptions of each of
the tools discussed in this section. You should refer to any or all of these tools to assist
you in completing exercises during this course.
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The future of the fire
service hinges on

effective, entrepreneurial
leadership. How many of
these seven keys to
successful leadership do
you hold?

eadership: Is it real or just a fig-

ment of the imagination? Is

eadership merely marketing
hype, or is there substance to the
increasing popularity of leadership
writings and teachings? Is leader-
ship really just management wear-
ing a different guise, or is it some-
thing altogether different from
traditional management concepts?
Leadership: What is it, really?

These and other questions represent
the many ideas and concerns
addressed in the growing field of lead-
ership study. The interesting part of
these questions is that if you ask most
people if leadership is real, they’ll say
yes. However, when you ask them to
define leadership, their answers vary to
the point of being vague and inconclu-
sive.

The study of leadership is a relatively
new discipline. Compared to the study
of medicine, for example, leadership is
but a babe in the woods. While one can
certainly derive leadership lessons from
the classic works of Plato, Sophocles,
and Machiavelli efforts to quantify lead-
ership in modern society are still fairly
new.

In his 1991 book “Leadership for the
Twenty-First Century,” Joseph C. Rost
notes Bass’ and Stodgill’s efforts to
develop a leadership handbook. These
scholars compiled more than 4,700

leadership studies, yet did not presenta

single unified definition of leadership.
In his own studies, Rost noted that‘i
wasn’t until the turn of the 19th century
that any effort was made jin world-class
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Fact or fiction?

By Kevin Brame, Chief Training Officer
Orange County (Calif.) Fire Authority

dictionaries to define the term leader-

ship. Up to that point, leadership
remained a vague notion behind the
more definable terms of lead, leader
and leading.

Proof of leadership

Over the years and through observa-
tions and readings, I've concluded that
leadership is in fact real, even though
definitions can be drastically different.
“In the eye of the beholder” is probably
a more appropriate approach to trying
to define what leadership is or is not.
Still, there are some common threads
that can help tie together thinking
about leadership.

First, from a purely academic view,
most of the empirical studies of lead-
ership conclude that it involves so
many variables that it’s nearly impossi-
ble to capture a single unified mean-
ing.

In his writings, James MacGregor
Burns noted that although leadership is
one of the most observed and studied
fields, it remains one of the least under-
stood. He also argued that for all we
know about leaders, we know far too
little about leadership: We've failed to
grasp the essence of leadership in mod-
ern society.

So the first common thread is that
leadership definitions by their very
nature will be vague to one person or
industry and precise to another. This
concept then allows for the exploration
of leadership from unique personal or
organizational perspectives.

The second common thread is



founded on the first. If you accept the
notion that leadership means different
things to different people or organiza-
tions, then you recognize that leader-
ship won’t be defined in the empirical
terms of a scientific approach, but
rather in the abstract concept of an art.
While efforts to define leadership in
concise quantifiable terms are appropri-
ate, the vast array of popular literature
that tries to link leadership to personal
thought and development is also valu-
able and substantive.

In his thoughtful writing “Leadership
is an Art,” Max DePree tries to define
leadership in personal terms that are
easily understood from an internal per-
spective and that point to the abstract-
ness of art. He writes, “Leadership is an
art, something to be learned over time,
not simply by reading books. Leader-
ship is more tribal than scientific, more
a weaving of relationships than an
amassing of information, and in that
sense I do not know how to pin it down
in every detail”

In comparing leadership to art, one
can find things appealing in the most
graphic of paintings or in the subtlest of
watercolors. But in both cases, the
appealing part is often found only
through quiet reflection and introspec-
tion. As observers of art we know what
we like. Although they’re not always
quantifiable, our likes and dislikes are
still real.

7 keys to effective leadership

By now you’re probably wondering
how this applies the fire service. The
answer lies in examining where our
industry is headed and who’s in the
lead. The fire service, like any organiza-
tion in our society, is looking for lead-
ership. Burns puts this thought into a
larger context by saying, “One of the
universal cravings of our time is a
hunger for compelling and creative
leadership.”

Arguably the best method for exam-
ining the leadership desires of our
industry is to look at leadership from a
personal perspective. In a 1982 address
to the Western Academy of Manage-
ment, Thomas E. Cronin presented a
framework for such a process. His seven
key ingredients for effective leadership
may serve as useful tools to help you
develop your personal concepts of
where the fire service is headed and
who’s in the lead.

1) Leaders know who they are and
where they’re going. In an industry
designed around a paramilitary struc-
ture, it’s often difficult for people to dif-
ferentiate position power from true
leadership. Although wearing five
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bugles in and of itself doesn’t constitute
leadership, many think it does. This is
the point when the old saying “Actions
speak louder than words” is appropri-
ate. Simply put, leadership is action, not
position, rank, title, age, experience or
any other limiting device.

To be decisive and action-oriented
means that the leader must have a clear
understanding of self and a sense of
direction. An understanding of self is
often the most difficult to achieve and
maintain. To gain a comprehensive self-
understanding, one must often look to
others for observation and feedback.

In the National Fire Academy’s Exec-
utive Fire Officer Program, a 360° evalu-
ation process is used to provide critical
feedback to students. The process incor-
porates self-ratings, as well as ratings
from peers, subordinates and supervi-
SOrs.

When the results are returned to the
student, it’s interesting to note changes
in their facial expressions and
demeanor. In many cases, the feedback
is the first opportunity students have
had to get real information about how
others see them.

It’s easy in rank-conscious organiza-
tions for position to overshadow true
leadership. Chief officers must con-
stantly remind themselves that rank has
no place in the promulgation of leader-
ship. If rank becomes a consequence of
good leadership, then so be it. But all in
all, development of leadership must
start from within the person and not
the badge.

If you have a solid understanding of
self, then determining a sense of direc-
tion is easier. Take a moment and con-
sider how many individuals you know

who’ve been promoted through the
ranks only to get to the top and have no
clue of where to go from there. For
many, their only direction is toward the
retirement office. At the same time, our
industry awaits compelling and creative
leadership.

So do you know who you are and
where you’re headed? Besides a pay-
check, what’s your drive for coming to
the fire station each day? Do you have a
need for leadership that’s being left
unanswered? Are you willing to step out
and provide that leadership? Before you
say yes or no, stop and take a look
inside. Organizational leadership must
begin with personal leadership.

2) A leader selects important prob-
lems and mobilizes followers to over-
come them. In traditional management
training programs, significant effort is
placed in defining and implementing
various models of problem-solving.
These are valuable efforts necessary for
the conduct of efficient and effective
best business practices.

However, what’s often overlooked is
how the problems are first identified.
Then, once a plan is established, how
do you effectively make the issue a pas-
sion to everyone? That’s the point
when leadership steps in and manage-
ment becomes a tool of effective lead-
ership.

The difficulty fire service leaders
face in establishing priorities is that
our industry breeds reactionaries. For
the most part, our culture allows
resources to lie in wait for a crisis to
happen, although fire prevention and
education is one area where we’ve been
proactive. Overall, the fire service has
been successful in reducing the num-
ber of fires and related deaths and
injuries. The problem for fire service
leadership is how to sustain those
efforts. I don’t know a fire department
in this country that doesn’t have grow-
ing pockets of apathy toward preven-
tion efforts.

Apathy among followers is a termi-
nal illness of effective leadership, and
we as an industry have a problem. Take
a moment and consider your depart-
ment’s efforts and success in Fire Pre-
vention Week activities. Granted, suc-
cess in this case is subjective, but one
need only look two weeks later in
October to see how our promotion
compares to the enthusiasm and ener-
gy surrounding law enforcement’s
Drug Awareness Week.

Did you ever stop to think about the
fact that we’ve significantly lost
momentum in what used to be our
shining month? I look around at all the
grade schools in my community and



note that during Fire Prevention Week,
we’re generally lucky to get a one-liner
in the PTA newsletter.

When faced with such a loss of
enthusiasm, how does a leader sustain
success and stay motivated, while help-
ing others to do the same? Cronin sug-
gests that the leader select important
problems. Reading between the lines,
leaders must stop worrying about the
things they can’t control and start work-
ing on those they can effectively influ-
ence. It means choosing battle lines on a
map not because they’re on the map,
but rather because they’re the right lines
to choose.

A classic example of choosing the
right problem for the right reason is
found in the ongoing issue of EMs.
Recently I presented this leadership
topic at the 1aFc Fire-Rescue Med con-
ference. As expected, the public-versus-
private banter was all around.

In quizzing a few of the attendees, I
asked, “Why are you pursuing the pub-
lic transport model?” Inevitably, the
responses included the idea of generat-
ing revenue. Sadly in some cases, it was
the first comment made.

The leadership issue derived from
these responses: Are we doing it for the
right reasons? Is battling for transporta-
tion rights our highest priority? How
does this fit into where we’re going as an
industry? How do we sustain our
enthusiasm for this effort over the long
run?

Again, to be successful in leading
this cause, we must have self-honesty.
As leadership philosophers and stu-
dents have said, managers do things
the right way, but leaders do the right
things.

3) Leaders have to provide the risk-
taking and entrepreneurial imagina-
tion. Once the priority problems have
been identified, the solutions usually
aren’t easy to come by. Effective solu-
tions to complex problems, such as
community fire protection, often
require trial and error. Effective solu-
tions also require imagination and the
ability to think out of the box, and that
often means taking risks.

Risk-taking is an important part of
being an effective leader. Imaginative
thinking requires the leader to step out
of the office and perceive things that
could be rather than things that are.
This isn’t easy for many, particularly in
an military-structured industry with a
lot of rank consciousness.

To be an entrepreneurial leader
requires thinking that benchmarking is
for someone else to do, because you're
the benchmark. To be the benchmark
and be willing to take risks means that
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you comprehend the seriousness of
Cronin’s first key ingredient. Leaders
must have confidence in themselves and
their organizations, which begins with
knowing that they’re doing the right
things.

The imaginer and risk-taker is often
the subject of ridicule and the in-
famous firehouse commentary. But the
effective leader recognizes this and will
use it to his advantage.

I recently heard some typical fire-
house rhetoric about a chief in a met-
ropolitan area who recognized two sig-

nificant problems. The first was that
some fire station conditions were dete-
riorating, and the second was that
there was no money available to
address the issue.

This chief stepped outside the box
and established a coin collection pro-
gram, placing “Friends of the Fire
Department” collection jars at various
retail stores in the community. For
many volunteer agencies this may not
sound. \Lsky, but in a metropolitan
career department the idea was classi-
fied by many as absurd.

While the final resuits of the coin col-
lection program won’t be known for
some time, the mere fact that the chief
was willing to try something different
says that the leadership in him won over
the conservatism and status-quo propo-
nents. To sustain an imaginative
approach to issues faced, leaders such as
this chief must be willing not only to be
proponents of “why not,” but must also
nurture the same philosophy among
their followers.

Failure to use imagination and out-
of-the-box thinking can often lead to
tragedy. A classic point of this lesson
comes from the history documented in
“From the Earth to the Moon,” a recent
HBO miniseries about the U.S. effort to
put a man on the moon.
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Following the tragic fire on the
launch pad that killed three astronauts,
a Senate hearing was conducted to look
at the cause. When asked specifically
what caused the tragedy, a respondent
simply attributed it to “a lack of imagi-
nation.”

Further questioning provided the
detail that even with all the planners,
scientists, technicians and astronauts,
no one considered that there would be a
fire on earth, so contingency plans only
related to fires in space.

Whether true or not, the point of the
matter is that imagination and entre-
preneurial spirit can lead to seeing
things outside the box. A leader’s role is
to be the one opening the doors to the
outside and asking everyone to join him
or her in the fresh air.

4) Leaders need a sense of humor and
a sense of proportion. Laughter is the
best medicine. Leadership is a serious
business, but not one that requires the
leader to be without laughter.

Often in the fire service, we’re
accused of being cold or callous because
of what some perceive as gallows
humor. The reality is that we often look
for the humorous points in life so we
can survive the serious times. It also
indicates that leaders are human and
with that goes the possibility of snafus. I
for one don’t want to be led by someone
who can’t take a step back and laugh at
him or herself.

Effective leaders use the human side
of leadership to gain support and
respect for their role by not trying to
hide behind a mask of seriousness.
Contrary to some beliefs, no one goes
through life without at least one or two
screw-ups. The effective leader capital-
izes on those events by learning from
them and demonstrating that even
those in the lead can have a bad day.
Humor provides the leader the oppor-
tunity to express humanity, vitality and
resilience.

Humor provides another opportuni-
ty that’s truly critical to effective leader-
ship: a sense of proportion. Through a
sense of self, the true leader has an
understanding of his or her worth to the
industry, the community and family.

All too often, people in supposed
leadership positions fail to remember
where they came from. Many also for-
get that someone was in the seat before
them and someone will be in their
chair when they leave. The chief who
fails to recognize these limits may at
some point have the opportunity to
find a position in the unemployment
line.

A classic analogy to make my point
was brought to my attention by Tom
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Bay, a speaker and co-author of the
book “C.Y.A. — Change Your Attitude.”
He describes the image of a hand being
placed inside a bucket of water. The
analogy is that your hand represents
you, and the water represents your orga-
nization. As you're inserted in your
organization, the water is displaced
around you so that your hand can be
accommodated and then the organiza-
tion fills in all around you.

-/

In an industry designed
around a paramilitary
structure, it's often
difficult for people to
differentiate position
power from leadership.
-/

Now imagine removing your hand.
What happens? The water quickly fills
the void where your hand used to be,
and after a short time the ripples disap-
pear and the surface is smooth.

In this scenario, true leaders with a
sense of proportion recognize that
once they’re removed from the picture,
life goes on. Yes, folks, none of us is
irreplaceable. The failure of many chief
officers is to think that they’re indis-
pensable. The same is true for organi-
zations whose leaders fail to keep their
organizations in proper perspective.
The fact that fire departments around
the country are consolidating more
and more frequently, that EMs is now
traded on the stock market and that
private fire protection services are
becoming more prevalent should be
cause for our industry to step back and
reflect.

5) Leaders have to be skilled negotia-
tors and mediators, but leaders must
also be able to stir things up and
encourage healthy and desired con-
flict. To some, Cronin’s point here may
seem contradictory, but it’s really a lead-
ership survival skill. Earlier I noted that
effective leadership requires imagina-
tion. Imagination is often not found
until someone is forced or challenged to
think creatively.

Conflict, when managed correctly,
often provides the leader with that
opportunity. 've never met a fire service
member who didn’t like a good rescue
or fireground challenge. After all, we're a
can-do industry. The task of today’s fire
service leadership is to go beyond fire-

ground scenarios and take that eager-
ness to the boardroom.

This past year, there has been contro-
versy at the National Fire Academy,
resulting in the program chairs taking a
rather dramatic step in producing a
position paper that was critical in some
regards to where the academy is and
where it’s headed. Regardless of your
opinion of the chairs’ position, it’s
important to see the issue as an oppor-
tunity for leadership to come through
controversy.

Controversy is often viewed as detri-
mental, yet effective leaders recognize
conflict as opportunity. If a leader does-
't have someone challenging his or her
position, then a status quo environment
will persist. In such a situation, the
potential for failure may exceed the
leader’s ability to overcome groupthink,
and a catastrophic failure may occur.

The Challenger space shuttle disaster
is a classic example of controversy gone
astray with the inability of those in hier-
archical positions to effectively accept
controversy as being for the good of the
order. The results were tragic.

The ability to be an effective negotia-
tor, mediator and conflict manager
takes a significant effort on the part of
the leader, and it often means taking
controversial stands. It’s during conflict
that the phrase “It’s lonely at the top”
comes to mind. But again, leadership
requires weighing all the facts, seeking
out opposite opinions and views, and
doing the right thing.

Here’s a simple example. I recently
submitted “Leadership: Fact or Fic-
tion?” as the title for a conference pre-
sentation. The response I received from
a conference planner was that some
might find it insulting or offensive.
questioned this thinking from the per-
spective that if it’s insulting or offensive,
that’s all the more reason to put it in the
conference, because to challenge anoth-
er’s thinking can result in beneficial
growth for all.

6) The leader has to have brains and
breadth. A significant challenge in our
industry is to continue to evolve beyond
the “fire is hot and water is wet”
approach to education. Without sound-
ing condescending, tomorrow’s true fire
service leaders must become educated
beyond the traditional bounds.

Younger members of our industry
often ask me about degree programs.
Instead of offering validation, I chal-
lenge them to clarify why they want this
particular degree and what good it will
do in their future. The response is usu-
ally a blank stare, because they’re not
thinking past tomorrow.

While I encourage anyone to com-



plete a degree program, I'll do my best
o lean people away from limiting
legrees that don’t incorporate a broad
spectrum of interdisciplinary studies.

Recently, in reviewing several fire ser-
vice career development programs, I
noted that they centered on the tradi-
tional fire-and-water components. One
program designed to lead to a chief offi-
cer certification never accounted for
group dynamics, public speaking, writ-
ten communication skills or critical
thinking.

A while ago, I made a proposal to
conduct career development programs
at a regional fire training association.
Their response was that no one will
attend because it doesn’t focus on big
fire, big water. I wondered if this is how
the dinosaurs ended up the way they
did.

Challenging the status quo requires
leadership with views beyond tradition-
al lines. The goal of an effective leader
should be to look beyond the obvious.
Remember to look laterally for assis-
tance in maintaining a course of growth
and to glance backward to help measure
progress.

Consider the ancient Polynesians as
they set out for distant islands.
Equipped with minimal provisions and
only outrigger canoes, they pushed off

from one shore toward lands unknown.

In a tradition-bound organization
this would never have happened. In an
organization where only lip service is
given to leadership, the outrigger would
have been on a short tether. But in an
organization that promulgates leaders
with a broad spectrum of education and
experience and equips them with provi-
sions for the long haul, the just rewards
are new lands to explore and enjoy.

7) Effective leaders must have
integrity. This ingredient is last
because without it all the others don’t
matter. Leadership integrity represents
the leader’s ability and desire to con-
sider the perspective of those being led.
In other words, people will follow
those who see them as human beings
rather than simply a means to accom-
plishing the goal.

Like character, Cronin writes,
integrity is more easily maintained
than recovered. Once a follower ques-
tions a leader’s integrity, the ability to
be successful becomes questionable.
There are a number of chief officers
throughout our industry who fail to
recognize that a gold badge doesn’t
come with integrity and leadership.
Those characteristics are won and lost
based on your actions.

DePree solidifies Cronin’s thought on
leadership integrity: “The first respon-
sibility of leadership is to define reality.
The last is to say thank you. In between
the two, the leader must become a ser-
vant and a debtor. Leadership is much
more an art, a belief, a condition of the
heart rather than a set of things to do.
The visible signs of leadership are
expressed ultimately, in its practice.”

The effective fire service leader will
consider Cronin’s key ingredients as an
acceptable and realistic point from
which to start overcoming individual
and industry challenges. In terms of our
future industry, the status quo is no
longer acceptable. Our effort as today’s
leaders should be to develop our lega-
cies through development and service
to those we'll leave behind. Remember
that leadership is measured by your
actions, not your position. FC|

Kevin Brame is chief training officer for the
Orange County (Calif.) Fire Authority. A mem-
ber of the fire service for 22 years, he was a certi-
fied paramedic for eight years and was formerly
EMs program manager for Orange County.
Brame is a graduate of the National Fire Acade-
my’s Executive Fire Officer Program and has an
associate’s degree in mobile intensive care, a
bachelor’s degree in vocational education and a
master’s degree in organizational leadership.
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ABSTRACT services, EMS research, legislation and

During the past 30 years, emergency regulation, system finance, human re-

medical services (EMS) in the United
States have experienced explosive
growth. The American health care sys-
tem is now transforming, providing an
opportune time to examine what we
have learned over the past three decades
in order to create a vision for the future
of EMS. Over the course of several
months, a multidisciplinary steering
committee collaborated with hundreds
of EMS-interested individuals, organiza-

sources, medical direction, education
systems, public education, prevention,
public access, communication systems,
clinical care, information systems, and
evaluation. Discussion of these attributes
provides important guidance for achiev-
ing a vision for the future of EMS that
emphasizes its critical role in American
health care. Key words: emergency med-
ical services; EMS Agenda for the Future;
community health.

tions, and agencies to develop the EMS
Agenda for the Future. Fourteen EMS at-
tributes were identified as requiring
continued development in order to
realize the vision established within the
Agenda. They are integration of health
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of Modern Society,” provided 29 rec-
ommendations to improve the
American emergency health care
system.! Eleven related directly to
out-of-hospital emergency medical
services (EMS). Subsequent federal
initiatives, in the forms of the High-
way Safety Act of 1966 and the
Emergency Medical Services Sys-
tems Act of 1973, and other public
and private support spawned
rapidly evolving EMS systems
across the country. EMS expanded
in the belief that better response
would improve patient outcomes.
Yet, initial EMS growth began with
a lack of knowledge of the most ef-
ficient processes for delivering op-
timal resources to the spectrum of
situations addressed by today’s
EMS systems.

Because the health care system is
undergoing transformation, this is
an opportune time to examine what
has been learned during the past
three decades in order to create a vi-
sion for the future of EMS. In June
1995, the National Highway Traffic
Safety Administration (NHTSA), in
partnership with the Health Re-
sources and Services Administration
(HRSA), Maternal and Child Health
Bureau (MCHB), realized the need
for agencies, organizations, and indi-
viduals involved in EMS to evaluate
their roles and chart a course for the
future. They commissioned the de-
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TaBLe 1. Summary of Recommendations: How to Get “Where We Want to Be”

Integration of Health Services

u Expand the role of EMS in public health

] Involve EMS in community health monitoring
activities

L] Integrate EMS with other health care providers
and provider networks

L] Incorporate EMS within health care networks’
structure to deliver quality care

u Be cognizant of the special needs of the entire
population

L] Incorporate health systems within EMS that
address the special needs of all segments of the
population

EMS Research

n Allocate federal and state funds for a major EMS
systems research thrust
u Develop information systems that provide linkage

between various public safety services and other
health care providers

= Develop academic institutional commitments to
EMS-related research
] Interpret informed consent rules to allow for clinical

and environmental circumstances inherent in
conducting credible EMS research

= Develop involvement and/or support of EMS
research by all those responsible for EMS structure,
processes, and/or outcomes

u Designate EMS as a physician subspecialty, and a
subspecialty for other health professions

= Include research related objectives in the
education processes of EMS providers and
managers

L] Enhance the quality of published EMS research

» Develop coliaborative relationships between

EMS systems, medical schools, other academic
institutions, and private foundations

L lation and Regulati

L Authorize and sufficiently fund a lead federal EMS
agency

L] Pass and periodically review EMS enabling

legislation in all states that supports innovation and
integration, and establishes and sufficiently funds
an EMS lead agency

L] Enhance the abilities of state EMS lead agencies to
provide technical assistance

L] Establish and fund the position of State EMS
Medical Director in each state

L] Authorize state and locat EMS lead agencies to act

on the public’s behalf in cases of threats to the
availability of quality EMS to the entire population
n implement laws that provide protection from
liability for EMS field and medical direction
personnel when dealing with unusual situations

System Finance

. Collaborate with other health care providers and
insurers to enhance patient care efficiency

L] Develop proactive financial relationships between
EMS, other health care providers, and health care
insurers/provider organizations

n Compensate EMS on the basis of a preparedness-
based model, reducing volume-related incentives
and realizing the cost of an emergency safety net

L] Provide immediate access to EMS for emergency
medical conditions

- Address EMS relevant issues within governmental
health care finance policy

L Commit local, state, and federal attention and

funds to continued EMS infrastructure development

Human Resources

L] Ensure that alterations in expectations of EMS
personnel to provide health care services are pre-
ceded by adequate preparation

L] Adopt the principles of the National EMS Education
and Practice Blueprint

] Develop a system for reciprocity of EMS provider
credentials

L] Develop collaborative relationships between EMS
systems and academic institutions

L] Conduct EMS occupational health research

- Provide a system for critical incident stress
management

Medical Direction

L} Formalize relationships between all EMS systems
and medical directors

" Appropriate sufficient resources for EMS medical
direction

L] Require appropriate credentials for ali those who
pravide on-line medical direction

L] Develop EMS as a physician and nurse subspecialty
certification

[} Appoint state EMS medical directors

Education Systems

Ensure adequacy of EMS education programs
Update education core content objectives
frequently enough so that they reflect patient EMS
health care needs

Incorporate research, quality improvement, and
management learning objectives in higher ievel EMS
education

Commission the development of national core
contents to replace EMS program curricula
Conduct EMS education with medical direction
Seek accreditation for EMS education programs
Establish innovative and collaborative relationships
between EMS education programs and academic-
institutions

Recognize EMS education as an academic
achievement

Develop bridging and transition programs

Include EMS-related objectives in all health
professions’ education

Public Education

L} Acknowledge public education as a critical activity
for EMS

L] Coliaborate with other community resources and
agencies to determine public education needs

L] Engage in continuous public education programs

] Educate the public as consumers

= Explore new techniques and technologies for
implementing public education

L] Evaluate public education initiatives

Prevention

= Collaborate with community agencies and health
care providers with expertise and interest in iliness
and injury prevention

L] Support the Safe Communities concept

= Advocate for legislation that potentially results in
injury and iliness prevention

- Develop and maintain a prevention-oriented
atmosphere within EMS systems

[ Include the principles of prevention and its role in
improving community health as part of EMS
education core contents

-

Improve the ability of EMS to document injury
and iliness circumstances

continued
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TaBLE 1 (continued).

patients’ needs

Communications Systems

and provide resource aflocation that is taifored to

Public Access Clinical Care

L] implement 9-1-1 nationwide L Commit to a common definition of what

L] Provide emergency telephone service for those constitutes baseline community EMS care
who cannot otherwise afford routine telephone [] Subject EMS clinical care to ongoing evaluation to
services determine its impact on patient outcomes

L] Ensure that ali calls to a PSAP, regardless of their L] Employ new care techniques and technology only
origins, are automatically accompanied by unique after shown to be effective
tocation-identifying information L] Conduct task analyses to determine appropriate

[] Develop uniform cellular 9-1-1 service that reliably staff configurations during secondary patient
routes calls to the appropriate PSAP transfers

= Evaluate and employ technologies that attenuate = Eliminate patient transport as a criterion for
potential barriers to EMS access compensating EMS systems

L] Enhance the ability of EMS systems to triage calls, L] Establish proactive relationships between EMS and

Information Systems

L] Assess the effectiveness of various personnel and L] Adopt uniform data elements and definitions and
resource attributes for EMS dispatching incorporate them into information systems

] Receive all calls for EMS using personnel with the L] Develop mechanisms to generate and transmit
requisite combination of education, experience, data that are valid, reliable, and accurate
and resources to optimally query the caller, make L Develop information systems that are able to
determination of the most appropriate resources describe an entire EMS event
to be mobilized, and impiement an effective ] Develop integrated information systems with other
course of action health care providers, public safety agencies, and

L] Promulgate and update standards for EMS community resources
dispatching L Provide feedback to those who generate data

L] Develop cooperative ventures between
communications centers and health providers to
integrate communications processes and enable Evaluation
rapid patient-related information exchange u Develop valid models for EMS evaluations

L] Determine the benefits of real-time patient data ] Evaluate EMS effects for multiple medical
transfer conditions

L] Appropriate federal, state, and regional funds to ] Determine EMS effects for multiple outcome
further develop and update geographically categories
integrated and functionally-based EMS L] Determine EMS cost-effectiveness
communications networks n Incorporate consumer input in evaluation

] Facilitate exploration of potential uses of processes
advancing communications technology by EMS

= Coltaborate with private interests to effect shared

purchasing of communication technology

other health care providers

velopment of the EMS Agenda for
the Future to help meet that need.

The purpose of creating the EMS
Agenda for the Future was to de-
termine the most important direc-
tions for future EMS development,
incorporating input from a broad
group of EMS stakeholders. This
would provide guiding principles
tor the continued evolution of EMS,
focusing on out-of-hospital aspects
of the system.

PROCESS

The process used to develop the
I:MS Agenda for the Future was a
modification of the National Insti-
tutes of Health (NIH) Technology
Assessment and Practice Guide-
lines Forum.2 A multidisciplinary
steering committee prepared initial
rafts of the document. The com-

mittee distributed its second draft
to 500 EMS-interested organiza-
tions and individuals for peer re-
view. Of these, 178 (28%) furnished
comments. The steering committee
analyzed these comments and re-
vised the document accordingly.
The EMS Agenda for the Future
Blue Ribbon Conference convened
in McLean, Virginia, on December
1-3,1995. One hundred thirty-three
individuals participated. Each par-
ticipant attended several of 32
breakout sessions to comment on
critical aspects of the future of EMS
and critique the steering commit-
tee’s updated draft. Later, the steer-
ing committee sent its subsequent
revision to conference participants
for their final comments. The steer-
ing committee met again in March
1996, at which time final comments

were reviewed and appropriately
incorporated. The following dis-
cussion summarizes the conclu-
sions and recommendations of the
EMS Agenda for the Future.

EMS: VisioN
FOR THE FUTURE

The health system of today, with its
emphasis on advanced technology
and costly acute interventions to
achieve societal health, is transform-
ing to focus on the early identifica-
tion and modification of risk factors
before illness or injury strikes. EMS
will mirror and, in some cases, may
lead this transition.

The EMS of the future will be
community-based health manage-
ment that is fully integrated with the
overall health care system. It will
have the ability to identify and mod-



ify illness and injury risks, provide
acute illness and injury care and fol-
low-up, and contribute to treatment
of chronic conditions and commu-
nity health monitoring. EMS will be
integrated with other health care
providers and public health and
public safety agencies. It will im-
prove community health and result
in more appropriate use of acute
health care resources. EMS will re-
main the public’s emergency med-
ical safety net.

The vision for the future empha-
sizes a continued critical role for
EMS in caring for the health of
Americans. Fourteen EMS attri-
butes, described below, require on-
going attention and development if
such a vision is to be realized. Spe-
cific recommendations with regard
to each attribute are summarized in
Table 1.

Integration of Health
Services

Where we are: Contemporary
EMS systems were created to meet
the immediate needs of the acutely ill
and injured. EMS, in general, meets
these objectives in relative isolation
from other health care and commu-
nity resources. EMS systems are dis-
connected from other community re-
sources and do not routinely ensure
appropriate follow-up by other
health care providers or agencies.
They are unable to integrate their
care with sources for patients’ con-
tinuing health care. Thus, potential
positive effects of EMS, in terms of
improved health for individual pa-
tients and the community, remain
unrealized.

Researchers have published re-
ports regarding public health sur-
veillance and referral to social ser-
vice agencies by EMS personnel.®5
Others have described a model for
incorporating EMS and health
monitoring referral systems.® Some
EMS systems are determining the
benefits of collaboration and rou-
tine communication with patients’
primary health care providers.

Wihere we want to be:  EMS is an
integral component of the health
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care system, and it shares attributes
with the other elements that collec-
tively represent the continuum of
health care (Fig. 1). EMS provides
care that is integrated with other
health care providers and commu-
nity health resources, ensuring that
EMS treatment is part of a complete
health care program. Liaisons with
other community resources enable
EMS to be proactive in affecting peo-
ple’s long-term health, relaying in-
formation regarding potentially un-
healthy situations to agencies with a
vested interest in maintaining the
health of their clients. With medical
direction, EMS facilitates access for
its patients to appropriate sources
for continued medical care, support-
ing efforts to implement cost-effec-
tive community health care while
ensuring that the special needs of
specific patients are addressed.

EMS Research

Where we are:  EMS has evolved
rapidly over the past 30 years de-
spite slow progress in developing
EMS-related research. The “chain
of survival” concept provides the
best evidence of meaningful sys-
tems research.”# Most published
EMS research focuses on a single
intervention or health problem and
rarely addresses the inherent com-
plexities of EMS systems.® In many
cases our poor understanding of
systems research has led to the de-
velopment of wrong assumptions
with regard to EMS care.?10

Currently there are major im-
pediments to the development of
high-quality EMS research. They
include: inadequate funding, lack
of integrated information systems
that provide for meaningful link-
age with patient outcomes, paucity
of academic research institutions
with long-term commitments to
EMS systems research, overly re-
strictive informed consent interpre-
tations, and lack of education and
appreciation by EMS personnel re-
garding the importance of EMS re-
search.

Where we want to be: A national
EMS research agenda provides
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guidance so that a sufficient vol-
ume of quality research is under-
taken to determine the effective-
ness of EMS system design and
specific interventions. EMS evolves
with a scientific basis. Adequate in-
vestigations of EMS interventions
and system designs occur before
they are advocated as standards. As
much as possible, EMS research
employs systems analysis models,
using  multidisciplinary ~ ap-
proaches to answer complex ques-
tions. Federal agencies responsible
for funding health care research are
committed to EMS-related studies.
Additionally, integrated informa-
tion systems facilitate data collec-
tion to determine EMS effective-
ness. EMS personnel of all levels
appreciate the role of research in
terms of creating a scientific basis
for EMS care.

Legislation and Regulation

Where we are: All states have
legislation that provides a statutory
basis for EMS activities and pro-
grams. However, during 35 state
evaluations by NHTSA technical
assessment teams, only 40% of
states reported having comprehen-
sive enabling legislation for devel-
opment of a statewide EMS sys-
tem.!l Only 20% of states had an
identified lead agency that pro-
vided central coordination of EMS
system activities.!! In some cases,
local governments have passed or-
dinances to delineate EMS stan-
dards for their communities. Au-
thorities responsible for
implementing regulations are, in
general, extensively involved in
personnel licensing, training pro-
gram certification, EMS vehicle li-
censing, and record keeping.

Where we want to be: A federal
lead EMS agency is sulfficiently
funded to provide coordination
among federal programs and agen-
cies affecting EMS, serve as an infor-
mation clearinghouse, and facilitate
nationwide EMS development. All
states have a single EMS lead agency
responsible for developing and over-
seeing a statewide EMS system. It
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ensures that EMS of acceptable qual-
ity is available to the entire popula-
tion and provides technical assis-
tance to local EMS systems.
Furthermore, state legislation pro-
vides a template that allows local
medical directors to determine the
specific parameters of practice for
their EMS systems, helping them
meet the health care needs of their
communities.

System Finance

Where we are:  Providing the na-
tion with EMS is a multibillion-dol-
lar effort each year. In Hawaii, where
the entire EMS system is state-
funded, the cost is approximately
$27 per capita per year.'? Extrapolat-
ing that cost to the entire U.S. popu-
lation yields an estimate of $6.75 bil-
lion per year for EMS. This does not
include the costs of human efforts,
including those by volunteers.

Emergency medical services sys-
tems are funded by a combination
of public and/or private funds.
Those EMS systems relying on
third-party payers for significant
revenue must, in general, provide
patient transportation in order to be
reimbursed for their services. The
primary determinants of EMS cost
relate to system preparedness. On
the other hand, the primary deter-
minant of payment for services is
patient transport. Thus, the driving
forces of cost and payment are not
aligned.

Some health care insurers or
providers may stipulate to their
subscriber patients that authoriza-
tion must precede utilization of
EMS. Refusal to pay EMS for ser-
vices provided may be based on
lack of preauthorization or retro-
spective determination that the pa-
tient condition did not represent an
emergency.

Where we want to be: As a com-
ponent of the health care delivery
system, EMS is consistently funded
by mechanisms that fund other as-
pects of the system. These mecha-
nisms recognize the value of treat-
ment that is provided without
transport. Payment for EMS is pre-
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paredness-based, accounting for the
cost of maintaining a state of suitable
readiness. It considers such factors
as service area size and complexity,
utilization, and predetermined qual-
ity standards. Finances are linked to
value, as determined by community
consumers, and cost and payment
drivers are aligned. The mainte-
nance of EMS system preparedness
and continued development of its in-
frastructure are also facilitated by lo-
cal, state, and federal governments.

Human Resources

Where we are: Across the coun-
try, more than 40 different levels of
emergency medical technician
(EMT) certification exist. However,
the National EMS Education and
Practice Blueprint has established
standard knowledge and practice
expectations for four levels of EMS
providers: First Responder, EMT-
Basic, EMT-Intermediate, and EMT-
Paramedic.!®> Many other health care
workers also collaborate to affect the
patient care provided by EMS. They
include physicians, nurses, nurse
practitioners, physician assistants,
respiratory therapists, and others.
Volunteers serve more than 25% of
the nation’s population, but the
number of EMS volunteer organiza-
tions is decreasing 1415

Perennial issues for EMS workers
include unique occupational risks,
limited mobility, and inadequate
compensation. Emergency person-
nel are at least twice as likely as the
general population to suffer from
post-traumatic stress disorders.1617
Exposure to blood-borne pathogens
may be another significant risk. Be-
tween 6 and 19 per 1,000 advanced
life support (ALS) EMS responses in-
volve a contaminated needlestick to
EMS personnel.’81° The average
hepatitis B virus seroprevalence
among EMS workers has been re-
ported to be 14%, 3 to 5 times higher
than that of the general population.?’
EMS workers frequently confront
dangerous situations, and assault,
lifting, falling, and motor vehicle
crashes contribute to injuries.?1-24

Where we want to be: People at-
tracted to EMS service reflect the
cultural diversity of our communi-
ties. The value of supporting the
well-being of the workforce is
widely recognized, and there is im-
proved understanding of the occu-
pational issues unique to EMS
workers. All EMS workers receive
available immunizations against
worrisome communicable diseases,
appropriate protective equipment,
and pertinent education.

Reciprocity agreements between



states eliminate unnecessary barriers
to mobility for credentialed EMS
professionals. Career ladders exist to
facilitate transitions for EMS work-
ers to parallel fields. EMS personnel
are recognized as members of the
health care delivery team. Optimal
preparation helps ensure that they
deliver quality care that meets an ac-
ceptable community standard.

Medical Direction

Where we are: Administrative
and medical direction management
components, working in concert, are
theoretically required to ensure
quality state-of-the-art EMS. In most
states, medical direction of EMS sys-
tems that provide advanced care is
mandated by law. The form of such
direction varies dramatically from
close supervision to infrequent con-
sultation. A growing number of ba-
sic-level EMS systems are also being
required to establish a formal rela-
tionship with a medical director, and
the Emergency Medical Technician:
Basic (EMT-B), National Standard
Curriculum emphasizes the role of
medical direction during EMT-B ed-
ucation and practice. 1.2

Emergency medical services med-
ical directors come from several spe-
cialties. However, most on-line med-
ical direction, contemporaneous
medical supervision of EMS person-
nel caring for patients in the field, is
provided by emergency physi-
cians.!! A model curriculum for EMS
education within emergency medi-
cine residency programs has been
published.?6 Although on-line med-
ical direction may be important for
selected patients, its systematic ap-
plication for all EMS patients re-
mains controversial.#-33 Medical di-
rection activities in addition to
contemporaneous oversight of in-
field personnel are also critical for en-
suring optimal EMS. The medical di-
rector’s role is to provide medical
leadership for EMS, involving the
participation of medical direction
staffs, oversight agencies and boards,
community physicians, administra-
tive staffs, and others. Ultimately,
this collaborative effort is responsi-
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ble for ensuring the appropriateness
and quality of EMS care.

Where we want fo be: All EMS
providers and activities have the
benefit of effective medical direc-
tion. Each state has a qualified EMS
medical director responsible for
overseeing the state’s EMS system.
EMS medical directors, in consulta-
tion with other health profession-
als, are responsible for determining
EMS systems’ practice parameters
to ensure that the needs of individ-
ual patients and communities are
being met.

Medical direction is provided by
qualified physicians and staffs with
special competency in EMS. The re-
sources available to medical direc-
tors are commensurate with respon-
sibilities and the size and complexity
of the population served. EMS med-
ical directors are in a position to pos-
itively influence systems and the
care they deliver through their
knowledge of the complexity of
EMS, optimal care for the spectrum
of EMS patients, issues related to
population-based care, occupational
health concerns of EMS personnel,
and principles of clinical research.

Education Systems

Where we are: Curricula devel-
oped on behalf of the U.S. Depart-
ment of Transportation (DOT) pro-
vide the bases for education of First
Responders, EMT-Basics, EMT-In-
termediates, and EMT-Paramedics.
Settings for EMS education include
hospitals, community colleges, uni-
versities, technical centers, private
institutions, and fire departments.34
Increasing numbers of colleges offer
bachelor’s degrees in EMS.35 Most
reports of EMS education issues dis-
cuss the requirements to develop
specific skill proficiency.364 How-
ever, meaningful analyses linking
the suitability of EMS education to
the spectrum of services provided
have not been published.

Where we want to be: EMS educa-
tion employs sound principles and
facilitates lifelong learning for EMS
professionals. It provides the tools

necessary for EMS providers to serve
identified health care needs of the
population. Thus, educational objec-
tives are congruent with the services
provided. Education programs are
based on nationally standardized
core contents for providers of vari-
ous levels. Core content standardiza-
tion facilitates recognition by cre-
dentialing agencies, while providing
program infrastructure and oppor-
tunity for local customization.
Higher-level EMS education pro-
grams are affiliated with academic
institutions. Colleges and universi-
ties recognize EMS education as
achievement worthy of academic
credit. Interdisciplinary and bridg-
ing programs provide avenues for
EMS professionals to enhance their
credentials or transition to other
health care roles.

Public Education

Where we are: EMS has not yet
developed its full potential to edu-
cate the lay public. Most of what the
public knows about EMS is derived
from television programs intended
for entertainment and not for educa-
tion. Isolated examples of EMS pub-
lic education initiatives exist. In some
areas Emergency Medical Services
for Children (EMS-C) funds have fa-
cilitated development of programs
related to childhood illness and in-
jury.# The Make the Right Call cam-
paign and other efforts have focused
on timely access and appropriate uti-
lization of EMS.%47 Additionally,
some EMS systems participate in dis-
seminating cardiopulmonary resus-
citation (CPR) and bystander care
education. However, planned and
evaluated EMS public education ini-
tiatives remain sporadic. In general,
EMS is not optimally engaged in pro-
viding education that improves com-
munity health through prevention,
early identification, and treatment.

Where we want to be:  Public edu-
cation is acknowledged as an essen-
tial ongoing activity of EMS. EMS
contributes to improving commu-
nity health by disseminating valu-
able information regarding preven-
tion of illnesses and injuries,
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appropriate access and utilization of
EMS and other health care services,
and bystander care. EMS public edu-
cation programs address the needs
of all members of the community, in-
cluding school-age children, senior
citizens, and those with special
needs. The public’s knowledge of
EMS-related issues, including fund-
ing, level of care provided, and sys-
tem expectations and standards, is
enhanced. Furthermore, purchasers
of health care services are well in-
formed about EMS issues, including
evaluating and ensuring optimal
EMS.

Prevention

Where we are: The health care
system is evolving from an emphasis
on providing highly technologic,
curative care to improving health
through prevention and wellness. In
this era, injury prevention has taken
on a new dimension for both im-
proving the nation’s health and truly
controlling health care costs.#® Addi-
tion of injury prevention modules to
the National EMS Education and
Practice Blueprint has been strongly
advocated.®

Emergency medical services are
not commonly linked to the public’s
prevention consciousness. How-
ever, the potential role of EMS in
prevention has been recognized .50
In some regions EMS personnel
currently are taught principles of in-
jury prevention5 EMS-initiated
prevention programs have been
successful in reducing drowning in
Pinellas County, Florida, and in
Tucson, Arizona, and in reducing
falls from height in New York.455253
The Safe Communities and Safe
America concepts involve system-
atic approaches to address all in-
juries, and emphasize the need for
integration of public and private
partners and efforts, including acute
care.5455

Where we want to be: EMS
providers receive education re-
garding prevention principles.
EMS systems and providers are ac-
tively engaged in injury and illness
prevention programs. These are

based on local needs, addressing
identified injury and illness prob-
lems. EMS systems also maintain
prevention-oriented atmospheres
that emphasize safety and well-be-
ing for their own workers. They en-
hance their ability to document the
circumstances contributing to ill-
ness and injuries. Such information
is shared with other community re-
sources to help attenuate injury and
illness risk factors.

Public Access

Where we are: For nearly 30
years, 9-1-1 has been the designated
national emergency telephone num-
ber. Currently, approximately 25%
of the U.S. geography is covered by
9-1-1, making it available to 78% of
the population.56%” Seventy-nine
percent of the largest U.S. cities use
9-1-1E, which automatically pro-
vides emergency call-takers with
callers’ telephone numbers and lo-
cations.’® When 9-1-1 is the emer-
gency telephone number, 85% of the
public knows it, compared with
36-47% when the emergency tele-
phone number is seven digits.% Cel-
lular telephones provide one alter-
native for accessing emergency
help. However, in many areas cellu-
lar telephone users cannot be as-
sured of reaching the appropriate
public safety answering point
(PSAP) for their locations. The most
important piece of information pro-
vided during an emergency call is
the location of the person(s) requir-
ing help. Yet, adequate address sys-
tems are lacking in many areas.

Financial barriers also affect ac-
cess to appropriate emergency care
via 9-1-1. These include inability to
pay for telephone services, require-
ments of health care networks for
their patients to obtain authoriza-
tion prior to using 9-1-1, require-
ments to access emergency care
through an alternative telephone
number, and others.

Many EMS systems prioritize
calls to appropriately delay re-
sponse to less acute situations.
This theoretically enhances the
system response to critical emer-

gencies. However, EMS is gener-
ally unsophisticated in terms of its
ability to ensure that the eventual
response is commensurate with
the services that are actually
needed.

Where we want to be: Imple-
mentation of 9-1-1 is nationwide.
From any telephone in the United
States, a caller can dial 9-1-1 or
push an emergency icon in order
to contact the appropriate PSAP.
In cases where routine telephone
services are not provided because
of an inability to pay for them,
limited service that enables 9-1-1
access is made available. Every
call for emergency services is
automatically accompanied by
location-identifying information,
including an address or other
geographic data. Cellular tele-
phones and other personal
communication systems provide a
reliable means of accessing EMS
via 9-1-1.  Position-identifying
technology ensures that all emer-
gency calls are routed to the
appropriate PSAP.

No financial, legal, social, or
age-related barriers to accessing
appropriate care via 9-1-1 exist for
those who perceive an emergency.
Systems for accessing EMS and
other emergency services also em-
ploy communications technology
that reduces barriers imposed by
geography, caller age, specific dis-
abilities, and language spoken.
EMS access results in allocation of
system resources that best fulfill
the need. Calls are triaged so that
the EMS response, given the avail-
able options, is the most appropri-
ate (Fig. 2).

Communication Systems

Where we are: Effective commu-
nication networks provide access to
the EMS system, dispatch of EMS
and other public safety agencies, co-
ordination among EMS and other
public safety agencies, access to
medical direction, communications
to and between emergency health
care facilities, communication be-



PREHOSPITAL EMERGENCY CARI

Example Options Available to
Emergency Medical Dispatcher

® EMS “Emergency” Response

¢ EMS “Non-Emergency”

Cali to Public

Safety Answering ¢ Medical Advice/information
i Resources

Poil

Response

* Medical Transportation

Appropriate
System Output/

* Primary Health Care Provider/

Network

¢ Social Service Agencies

¢ Other Public Safety Services

Ficure 2. Public access to an appropriate EMS response.

tween EMS and other health care
providers, and outlets for dissemi-
nating information to the public.
Emergency medical dispatchers
(EMDs) have been advocated as es-
sential personnel at all EMS dis-
patching centers, and a national
standard curriculum is avail-
able.60-6* EMDs are able to efficiently
query callers and provide dispatch
life support via pre-arrival instruc-
tions.%566  Such instructions are
thought to be a cost-effective mecha-
nism for improving survival from
out-of-hospital cardiac arrest.6”

From a communications per-
spective, EMS personnel are, for the
most part, isolated from the rest of
the health care delivery system.
They rarely have access to medical
history information that might im-
prove decision making. Limitations
of communication systems may
even hinder the ability to obtain on-
line medical direction. The spec-
trum of communications equip-
ment currently in use is broad and
includes antiquated radios, cellular
telephones, and mobile data termi-
nals. Only 14 states have a compre-
hensive EMS communications plan
in place.!l

Where we want to be:  Each call for
emergency medical care is received
by personnel with the requisite com-
bination of education, experience,
and resources necessary to enable
them to determine the most effective
course of action. All callers to EMS

receive appropriate medically-di-
rected dispatch life support. EMS
communication networks incorpo-
rate other health care providers and
community services. These net-
works allow EMS workers to receive
and share data with others who have
important information about their
patients and clients. Additionally,
EMS communication systems en-
sure reliable availability of on-line
medical direction and enable trans-
mission of relevant real-time patient
data. Networks are geographically
integrated and based on functional
need to enable reliable communica-
tions among EMS, fire, law enforce-
ment, and other public safety agen-
cies. Issues related to disaster
preparedness are addressed, and
each state maintains an up-to-date
communications plan.

Clinical Care

Where we are: The clinical care
delivered by EMS has evolved sig-
nificantly over the past 30 years. To
some extent it has capitalized on
the availability of new pharmaco-
logic agents and technology, devel-
oped the means to deliver lifesav-
ing care faster, and begun to
systematically address the particu-
lar needs of specific groups of pa-
tients. However, EMS systems vary
dramatically with regard to the so-
phistication of care they provide.
There is no standard baseline of
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care that is provided by all systems,
and the scopes of EMS care differ
among states and often between lo-
calities. The interventions EMTs
can perform, the equipment avail-
able to them, and the medications
they carry vary greatly.®8% In some
areas, EMS clinical care variations
may be the result of adapting to
meet the health care needs of com-
munities. A project at Red River,
New Mexico, is an example of such
adaptation in a rural community.”
However, the effectiveness of EMS
care has been established for few
clinical problems.

Regardless of its sophistication,
EMS care is usually intended to get
patients to a hospital. Transporta-
tion of patients to nonemergency
facilities or between facilities may
be accomplished by EMS providers
or ambulance services operating
outside the EMS system.

Where we want to be: EMS pro-
vides a defined baseline of care and
services in all communities. Expan-
sion of services occurs in response to
identified community health care
needs. Out-of-hospital EMS care is
optimal for patients’ circumstances,
so that it positively influences out-
comes. The effects of EMS are prop-
erly and continually evaluated.
Technologic and pharmaceutical
advances are evaluated in terms of
their appropriateness and effective-
ness prior to their widespread de-
ployment in EMS systems.

Patient transport activities are
integrated with the overall health
care system. EMS is capable of fa-
cilitating access to hospital emer-
gency departments and other
health care resources designated by
medical direction. Staffing patterns
for interfacility or secondary trans-
ports match the potential care re-
quired for specific types of patients.
The responsibility and authority for
medical direction during these
transports are clear.

Information Systems

Where we are:  Several initiatives
have focused on the need for devel-
opment of improved techniques for
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collecting EMS-related data. The
Trauma Care Systems and Planning
Act of 1990 emphasized the need for
collection of data for the evaluation
of emergency care for serious in-
juries.”! The 1993 Institute of Medi-
cine Report, “Emergency Medical
Services for Children,” recom-
mended that states collect and ana-
lyze uniform EMS data needed for
planning, evaluation, and research
of EMS for children.”? During the
1993 Uniform Pre-Hospital Emer-
gency Medical Services Data Con-
ference, conferees discussed poten-
tial data elements and determined
them to be essential or desirable.”374

The data required to completely
describe an EMS event exist in dis-
parate locations. These include EMS
agencies, hospital records, public
safety agencies, and vital statistics
offices. In most cases, meaningful
linkages between such sites are
nonexistent. The lack of organized
information systems that provide
valid, reliable, and accurate data is a
significant barrier to conducting
EMS system evaluation, including
outcomes analysis.1075 Lack of infor-
mation systems that are integrated
with EMS and other health care
providers and community resources
limits the ability to share useful data.
Research efforts are also hindered.
For example, integrated information
systems may serve as multisource
databases, which have been advo-
cated as useful tools for conducting
EMS cardiac arrest research.”6

Where we want to be: EMS
shares integrated information sys-
tems with other health care
providers, public safety agencies,
and community resources. They
provide mechanisms for EMS to
transmit and receive useful infor-
mation. The data necessary to de-
scribe entire EMS events are avail-
able within information systems
that link multiple-source databases.
These information systems incor-
porate uniform data elements, facil-
itating continuous EMS evaluation,
even across multiple EMS systems,
and supporting EMS-related re-
search.
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Evaluation

Where we are: Evaluation is the
process of assessing the quality and
effects of EMS, so that strategies for
continuous improvement can be de-
signed and implemented. EMS sys-
tems are evaluated using structural
(input), process, and outcome mea-
sures. Because long-term patient
outcomes may be insensitive to vari-
ation in EMS care, intermediate out-
comes that have a closer temporal re-
lationship to EMS care often are
utilized.”” Cardiac arrest and trauma
are widely used as “tracer” condi-
tions to determine the overall effects
of EMS systems.”®# For other condi-
tions, there is a paucity of literature
evaluating the effects of EMS. Esti-
mates of EMS costs for saving the life
of a cardiac arrest victim are similar
to those for other lifesaving treat-
ments.8182 However, such estimates
are locality-specific and do not nec-
essarily apply to all EMS systems.
Models for determining EMS effec-
tiveness and cost-effectiveness are
lacking.

System evaluation and EMS re-
search both rely on information
systems as sources.of data (Fig. 3).
Research is a desirable but optional
activity for every EMS system.

Evaluation, on the other hand, is es-
sential, and seeks to determine the
effects of applying new knowledge
through structural and process
changes.

Where we want to be: Continuous
comprehensive evaluation of EMS
assesses all aspects of the system.
Evaluation is integral to quality im-
provement processes that measure,
maintain, and improve the effective-
ness and efficiency of EMS. Evalua-
tion involves many clinical condi-
tions. Although mortality remains
an important outcome to evaluate,
others are tracked as well. These in-
clude disease, disability, discomfort,
dissatisfaction, and destitution.??
Public satisfaction and consumer in-
put are a focus of EMS evaluation ef-
forts. The cost—effectiveness of EMS
is also evaluated. This includes the
cost-effectiveness of system pre-
paredness and relates to various in-
jury and illness conditions.

IMPLICATIONS FOR THE
FUTURE

The EMS Agenda for the Future pro-
ject sought and received input from
a large group of individuals and or-
ganizations with interests in EMS.
Despite the group’s heterogeneity,



10

common themes pervaded the
process. Although the project was
not specifically intended to develop
consensus, it was promising that a
great degree of agreement existed
on fundamental issues. This facili-
tated identification of areas appro-
priate for future EMS development.

Our collective EMS experiences
over the last 30 years provide a foun-
dation on which to create the future.
As we look forward, it is clear that
EMS must be integrated with other
services intended to maintain and
improve community health and en-
sure its safety. The special needs of
members of our diverse society must
be recognized and addressed. We
must also focus on aspects of EMS
that improve its science, strengthen
its infrastructure, and broaden its in-
volvement in enhancing the health
of our communities. Additionally,
the value of EMS as the public’s
emergency medical safety net cannot
be neglected. Most importantly, the
ability to achieve the vision for the
future of EMS will depend on the de-
velopment of new partnerships
within the health care system and
commitments to improve the emer-
gency health care system.

The EMS Agenda for the Future
represents an effort to look toward
the future from a specific point in
time. American society and the
health care system are dynamic.
Thus, frequent evaluation of where
we are and where we want to be is
essential to ensure that EMS fulfills
its critical role in optimally caring
for the health of Americans.

The authors gratefully acknowledge the sup-
port and guidance of Dr. Ricardo Martinez
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e The secretary was going crazy! It had
happened again. One of the training officers
got tired of working with a file over the
Localtalk network and copied it to his
machine. He continued to work on it there.
Now, there were two files, which didn’t
match—one on the server and one on the
officer’s machine. This happened all the
time, and the secretary was stuck with man-
ually updating the files.

o The dispatcher was stymied. A battal-
ion chief who “knows computers” was put
in charge of designing and implementing
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the department computer system. The BC
knew dBASE™, so he had used a dBASE™
database for incident reports. The problem
was that dBASE™ locked out everyone else
whenever someone was editing a file. With
50 runs per day, the dispatcher could seldom
get into the incidents database to see if there
had been previous runs to the address to
which he had just sent the ambulance.

e Suddenly the new IBM clones were
brought in to the dispatching unit. None of
the dispatchers was given any training.
Worse was the fact that all of the information
the dispatchers needed to function was in the
old Macintoshes. The DOS/Windows™
enthusiast the department had put in charge
of designing the computer system had made
no plans to move the information to the new
machines. In a panic, the dispatchers called
a computer-literate firefighter at a far-flung
station and asked him to translate the files so
they could operate.

Does any of this sound familiar? Unfortu-
nately, scenes like these are commonplace
around fire departments today. Lack of
proper planning has put powerful technolo-
gy on the desktop and then cruelly denied

users the ability to use it in the most effec-

tive manner. Do you want to learn the basics
of how to plan and implement an informa-
tion system? Read on.

OVERVIEW

The modern microcomputer has become
cheap enough to be present in a great many
fire departments. Along with the promise
presented by this technology comes the
problem of planning to use it properly.
Unfortunately, there is a worldwide shortage
of planning expertise; and the fire service,
already fighting cutbacks, has been among
the least likely to have the resources avail-
able to take maximum advantage of this new
technology. The result is that this powerful
new weapon on many a desk is being radi-
cally underutilized. Lack of planning has
blunted the beneficial effects of computers
on actual operations.

To realize the benefits of computer tech-
nology, data (a conglomeration of facts)
must be processed into information (a useful
form of data). Information, of course, means
different things to different people in differ-
ent situations with different needs. The com-
mon tendency is to put the cart before the
horse and commit to a given favorite com-

48 . FiRE ENGINEERING + APRIL 1993



puter platform without assessing the holistic
informational needs of the organization.
Contrary to common tendencies, the central
focus should be on the information, not a
given computer platform (IBM vs. Mac vs.
UNIXE®, etc.).

The function of a comprehensive infor-
mation system is to deliver the proper infor-
mation to the proper people in usable form
at the proper time.

The classic article “Cash Drain, No
Gain” (Computerworld, Nov. 25, 1991)
reveals that 50 percent of the durable tools
purchased by American companies are
computer technology-related. At the same
time, productivity gains are falling. A
strong case is made for the position that the
decline in American productivity gains is
related to the companies’ refusal to retool
the workplace to take full advantage of
computer technology. Businesses install
hardware and then keep working in the
same old way; they fail to use the technolo-
gy to accomplish what it can. They use
high-technology equipment as an exotic
typewriter. To use computer information
system technology most effectively, your
department has to be willing to examine
itself and reengineer work processes.

But be aware that “reengineering” can be
a wolf in sheep’s clothing. Too many times,
the term is used to justify actions originat-
ing from an agenda other than sound infor-
mation management. According to Comput-
erworld (June 13, 1994), various studies
indicate that between 50 and 85 percent of
the businesses that have reengineered are
unsatistied with the results. It points out that
“downsizing” may be the motivation for
“reengineering” and that the two are not
necessarily the same thing. The tendency is
to invest in technology as a replacement for
personnel but then to pull the resources
before the technology is implemented. In an
era of budget cuts. watch out for predatory
attempts to cut back on personnel or other
resources without a methodical bedrock
plan for implementing the changes.

Before initiating the purchase process for
any information technology, it is wise to
have the systems analyst, or whoever is
¢oing to be in charge, in place first. If you
are going to use people from within your
fire department, do not choose those
responsible for the information system on
the basis of rank. Rank has absolutely noth-
ing to do with competence in system analy-
sis and design. Choosing on the basis of
rank is a sure way to shoot your system in
the foot right from the start.

Too often, decisions of major importance
are made before the people who are going
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to run the system are on board. This means |
they are not there to affect the crafting of
the system. Outside consultants may or may
not approach the project with competence
and the appropriate ethics. Sometimes hard-
ware sales drive the consultant. In such a
situation, you will end up with a slipshod
end product of considerably less use than
one that has been well constructed. It is
always wise to have those who have to live
with the product construct it; they have a
vested interest in creating a truly viable end
result.

As an example, I encountered a project
wherein the police and fire departments of a
jurisdiction were directed by their city
council to cooperate in constructing an
information system. A consultant had been
hired to see them through the process. The
consultant analyzed the needs of the two
departments and then sent out a request for
proposal (RFP). The project was so far
along that the systems analyst was hired
two weeks before the formal evaluation of
five vendor proposals. The proposals were
to be evaluated by a committee of 14 peo-
ple, all using standardized evaluation forms.
Points were to be awarded and totaled; the
winner would be awarded the $3 million
contract. This selection process is an
attempt to be objective and is aimed.at elim-
inating litigation from the unsuccessful ven-
dors.

This all sounds fine until one gets into the
details. Doom hung heavily on the horizon
as members of the evaluation committee
began asking the consultant questions such
as, “But where am [ going to put this on my
desk?” Although the fire stations had to
deal with 72 reports, the RFP requested that
only two be put on the computer system, the
Ambulance Report Form (ARF) and the
Incident Report Form. No provision was
made for ambulance personnel to input the
ARFs at the hospital, which meant the para-
medics would have to fill out a dry form
and then enter the computerized version at
the station and that lawyers involved in a
lawsuit might be provided with two ver-
sions of the ARF over which to argue. In
addition, work for the paramedics would be
doubled, and the fire department would be
exposed to a liability risk.

Although the RFP had listed CAMEO™
compatibility as one of the fire department’s
needs, it was entirely missing from the eval-
uation sheet. Nowhere in the RFP or propos-
als was adequate training mentioned. One
vendor listed three days of training support
in its proposal. The fire department was sup-
posed to pay $400,000 for this system.

As it turned out, the consultant had spo-



ken with one person in the fire department
and had never visited a station. When con-
fronted, the consultant blamed the fire
department for not telling him what it need-
ed. Apparently, it had never occurred to him
that, if this fire department knew how to
design an information system, it wouldn’t
have hired him. Finding out what the fire
department needed was his job. This was
basically a hardware sale. Luckily, the fire
department had not committed to the project
and was able to bail out. Further involve-
ment could have led to a financial loss, pro-
tracted litigation, or both. Be forewarned:
Get your people in place before going too
far,.and be sure to provide them with enough
resources so they are not fighting “brush-
fires” instead of building your system.

INFORMATION SYSTEM COMPONENTS

There are two major parts to an informa-
tion system. The first deals with the struc-
tured information a department needs to
have technology “chew” on in a very pre-
dictable and repetitive fashion. Payroll,
incident reports, personnel actions, etc. fit
into this category. This kind of information
typically is digested by the traditional man-
agement information system (MIS). The
second part of the effort to build an infor-
mation system has to do with what happens,
what is available, and what can be done on
the desktop.

PART 1
Classic Information System Design

It is useless to begin planning an infor-
mation system without first having a strate-
gic plan for the development of the organi-
zation. After all, if the system is designed to
deliver the proper information to the proper
people in the proper form at the proper
time, we have to know who they are, where
they are, and what they need. This would be
impossible without first knowing what the
structure of the organization will be and
where each unit within it is headed. Growth
needs to be planned for, not encountered.
To be utilized at maximum effectiveness, an
information system must be created by a
management that is aware of where the
organization is going.

Organizational Information
Requirements Analysis

The Organizational Information Require-
ments Analysis (OIRA) is the first step in
the design of an information system. Each
organizational unit of the department should
have its information needs assessed. This
assessment can include a look at the paper-
work, survey forms, interviews, and actual

observation of operations. An increasing
level of understanding of the needs of a
given organization or unit can be gained as
more of these tools are used to look at a
given situation. Use as many as you can.
You can’t know your organization too well.

Design

“The hardest single part of building a
software system is deciding precisely what
to build. No other part of the conceptual
work is as difficult as establishing the
detailed technical requirements, including
all the interfaces to people, to machines and
to other software systems. No other part of
the work so cripples the resulting system if
done wrong. No other part is more difficult
to rectify later,” stressed F. Brooks in /[EEE
Computer (April 1987).

From the OIRA, the design flows. This is
the point at which specifications are worked
out and different options compared. The
comparison should include performance;
maintenance; and costs, both long range and
immediate. This is the time when hardware
and software platforms are considered and
software is evaluated.

At this point, financial considerations
force many departments into buying canned
software. Many of these packages are excel-
lent tools for performing specific functions.
The problem is that they are a very partial
solution to a comprehensive problem. The
software companies that produce the pack-
ages cannot anticipate the particular needs of
all possible customers. If you buy the prod-
uct and then modify it to suit your needs, it
is only reasonable that the company that
sold the product to you will refuse to guar-
antee it. After all, it can’t tell what you
might do to it.

Another choice is to pay the company to
do the programming. This is costly and can
result in anything from an excellent product
to a horror show. Know with whom you are
dealing and what their capabilities are.
Check with customers to find out if they like
the support they get. Make sure the contract
is clear as to what each party’s responsibili-
ties are, and make sure you have all that you
require clearly spelled out in the contract.

The absolute worst-case scenario is to
have your people looking at an incident
report on the screen of a computer and then
checking information on that screen against
information in another computer file or on a
piece of paper to see if they match. The idea
is to automate this stuff, eliminating dis-
parate data files so that everyone is using the
same information and avoiding “busy
work.”

To design an integrated information sys-

tem, it first is necessary for the analyst to
“normalize” the data with which you work.
This process involves methodically examin-
ing each piece of data your organization
uses. It is a step-by-step process for replac-
ing convoluted associations between data
with associations in a two-dimensional tab-
ular form.

e Each entry in a table represents one
data item; there are no repeating groups.

o Entries are column-homogeneous—that
is, in any column, all items are of the same
kind.

e Each column is assigned a distinct
name.

e All rows are distinct; duplicate rows
are not allowed.

e Both rows and columns can be viewed
in any sequence at any time without affect-
ing the information content or the semantics
of any function using the table.

The basic thrust here is that any data item
should originate only in one place; all the
other dependent files should get that piece
of data from this one source. By forcing
your department to structure data this way.
loose items, data replications, and disparate
data files can be eliminated. It may be that
many forms use the same piece of data but
it is called by different names; standardiza-
tion of naming conventions, therefore, is
part of this phase.

After each data piece is identified, it is
thoroughly described in a “data dictionary.”
This tool provides a reference you can usc
to learn what, where, who, and why aboul
any data you may later need to understand.
After all of the data is “normalized,” depen-
dent relationships in the data can be consid-
ered in the actual programming.

New technologies are constantly evolv-
ing. For example, relational technology.
described above, is being challenged by
“object oriented programming” (OOP).
Rather than relying on code, “‘objects” are
created and can be used and reused as need-
ed. OOP provides the advantage of quick
development times, but it can be a real
chore to maintain databases created with
some of these tools. Do not be too eager to
be on the “bleeding edge” of technology.
Look for tools that work and for which you
can find satisfied references.

In many instances, major cost factors arc
not considered during the early stages ol
system design. Among such costs are the
following:

o The physical environment. Thoroughly
examining the physical environment
(offices and stations) that will house the
new technology is a wise preemptive move:
it will give you a better handle on a realistic
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budget. Appropriate desks, wrist rests,
chairs, and glare screens are factors that, if
ignored, can result in repetitive injury
claims by workers.

e Training and support costs. This area
represents the single largest budget item in
an information system. Do not be fooled by
comparing the costs of the hardware/soft-
ware only. You perpetually will need to
train and support your personnel. Have a
good look at ease-of-use issues for your end
users. Getting a 10-percent break on the
hardware and then paying twice as much for
training and support later is not a good deal.
Carefully assess the training and support
costs that are likely to pile up later. Write
these costs into the budget.

e Compatibility. Lack of hardware stan-
dards may cause problems with compatibili-
ty later. Getting the needed disk storage
space and RAM on machines may not be
adequately considered if software require-
ments are not thoroughly understood and
related to hardware purchases. When nego-
tiating dealer maintenance agreements, be
as hard-nosed as possible and push for all
you can get. You’ll need the help later.
What appears to be a deal on price from a
smaller manufacturer actually may cost you
more when you fail to get the support you
would have gotten from a “‘more expensive”
vendor. Software costs could be 70 percent
upgrade- and installation-related. This is
worth remembering as you estimate soft-
ware costs for your system. Try to think
methodically about your entire work envi-
ronment.

Software Creation, Software Tools,
Coding

The first thing to remember here is that
your department needs to be ready for the
long haul. The last thing you need is to be
dependent on one person and have that person
be unavailable. One old-timer in information
systems calls this “the motorcycle syndrome.”
He told me that whenever he takes over a pro-
ject, he asks all the young hotshot program-
mers if they ride motorcycles. If they do, he
assigns other workers to find out what they
are doing on the project (as a backup). He
told me that he had seen projects fail when a
young programmer, responsible for an impor-
tant module, was injured in a motorcycle
crash. The concept is applicable to more than
software and motorcycles.

Another common pitfall is the program-
mer who is building job security by not doc-
umenting what makes up the system. This
strategy, which is more common than desir-
able—and also intolerable—means you
must be dependent on this programmer.
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Insist that every line of code and every
piece of data be defined and documented.
Everything about your system needs to be
recorded. Analysts unfamiliar with the sys-
tem should be able to read the documenta-
tion and understand what they are dealing
with. This is the industry “standard of care,”
and those who will not live up to it—espe-
cially if they are acting in their own best
interest—are a danger to the organization. If
employees refuse to document their activi-
ties adequately, fire them and be ready to
start over. Be ruthless on this issue; your
organization’s welfare depends on it.

A CUSTOMIZED SYSTEM

If you decide to create a customized sys-
tem, be aware that this is a complex process.
One of the major business problems a man-
ager faces is how long a given task will take.
Among the methods of estimating software
development time are the standard formula
developed by IBM; Historical Records,
which depends on having records of similar
projects; the “seat of the pants” method; and
the “ask the programmers and multiply by
2" method. None of these methods histori-
cally has proved to be very exact.

Beware of “creeping elegance.” Whenev-
er you do something, it is inevitable that
new ideas for doing it better will occur to
you after you have finished. This is natural;
but in the setting of software development, it
is a dangerous invitation to cost overruns
and extended development times. Program-
mers will run you around endlessly with this
if you let them. Be absolutely intransigent
on the issue of meeting the specifications.
Ask yourself, “Is this feature in the specifi-
cations?” If it isn’t, tell the programmer to
forget it. If the module or feature runs to
specifications, forget improving it for now
and move on to finishing the project.

The creative effort is in the design speci-
fications. Programmers are needed to render
that design faithfully, not to be “creative”
during the programming stage. This high-
lights how very important your initial speci-
fications are. If you mess up on them, the
project is torpedoed from the beginning.

With the computer technology changing
as quickly as it is and with the large costs
involved in creating an information sys-
tem, it is wise to maximize the options
open to your department. It would be hor-
rible to have spent the money to create a
fine customized information system and
then find that the hardware manufacturer
on which you are dependent is going out of
business. Even long-time players in the
computer industry are not immune to real
problems.



PORTABLE SOFTWARE TOOLS

One way of hedging your bets is to use
“portable” software tools such as portable
operating systems and portable applica-
tions.

Portable operating systems

Portable operating systems can run on
multiple hardware platforms. The UNIX®
operating system immediately comes to
mind. Portability is present with UNIX®,
but be aware that it is not as simple as it
seems at first. Two major UNIX® imple-
mentations are in use around the UNIX®
world, and then various proprietary flavors
of each of them. Getting software from one
system to work on another can be a trick;
quite often device drivers present a prob-
lem. Another example of a portable operat-
ing system is Windows NT®, which runs on
a large number of hardware platforms.

Operating systems are going to become
more and more portable, UNIX® and Mac-
intosh® computers have been able to run
DOS® and Windows® for some years now.
Many implementations of UNIX® run on
Intel® boxes (Sun®, Solaris®, Next Step®,
SCO®, etc.).

The next phase of operating system evo-
lution involves a software architecture
called the “micro kernal.” Micro kernals are
tiny software kernals capable of invoking
multiple operating system “personalities.”
An example would be “Chorus,” a popular
French micro kernal that takes up all of 45K
in disk space. Don’t be fooled by size.
Micro kernal technology is the basis for
Windows NT as well as the new operating
system Apple® and IBM® are developing
together. We shall soon see a wave of micro
kernal-based operating systems capable of
running software from multiple operating
systems.

PORTABLE APPLICATIONS

Portable applications run under multiple
operating systems. The advantage here is
similar to that achieved with portable oper-
ating systems: You can move your expen-
sive system and not have to recreate it.
Some examples of portable database soft-
ware are Oracle™, Double Helix™,
dBASE™, and Omnis 7™, There are others,
and one may be well-suited for you. Taking
a close look at all portable software before
commiitting to any product can protect your
investment and give you leverage in your
dealings with hardware vendors. If your
hardware vendor is not performing the way
you want, no problem; you can buy hard-
ware from someone else next time because
your system is portable.

IMPLEMENTATION

There are a number of ways to convert to
the new system:

e the direct method—the new system is
put in place and run,

o the parallel method—the old and new
systems run side by side, and

o the phased method—parts of the sys-
tem are brought online in a predetermined
order.

Many fire departments may find them-
selves using phased conversion because it
allows for smaller capital outlay in tight fis-
cal times. It is also possible to run a pilot
program.

IMPORTANT CONSIDERATIONS

The important things to consider are the
following:

e You have a plan as to what will hap-
pen, what is needed, and why.

e You evaluate the effectiveness of the sys-
tem you put in place. Ask your organization,
“Is this thing doing what it is supposed to?”

Information systems are constantly
evolving as needs change and technical
opportunities arise. Do not take a view from
the top and think everything is okay. Design
your evaluation process so that it involves
all levels of your organization and gives
you a representative picture of what is real-
ly going on. Make sure you take advantage
of opportunities and eliminate problems in a
systematic fashion.

PART 2
Distributed Computing

While the predictable and indisputable
needs of the organization can be addressed
by a traditional management information
system, sitting on the desktop now lies a
well of technical and creative possibilities.
This technology, combined with the syner-
gy of many creative minds in your organi-
zation, can become a major resource for
your department. However, you have to
consciously decide to make this happen.
The name Traditional Management Infor-
mation Systems (MIS) even suggests that
only management has meaningful informa-
tion needs. Why waste the system on man-
agement only? Why not give the front line
troops the opportunity to maximize the
technology present on their desktops? This
is a powerful potential weapon for all levels
of the organization.

The vast wellspring of ideas present in
your personnel can be used to drop your
training and support costs by enabling per-
sonnel to communicate with and support
each other. Advanced users can coach less
computer-able personnel, reducing depen-

SOURCES OF
SYSTEMS ANALYSIS
TRAINING

e The National Fire Academy.
Offers a relatively new course in infor-
mation system planning designed to
aid fire department managers in plan-
ning information systems.

o UC Berkeley. Offers a correspon-
dence course called “Systems Analysis
and Design” (X422). Connection also
is offered through direct dial over tele-
phone lines or the Internet. Contact:
Center for Media and Independent
Learning, University of California
Extension, Fulton Street, Berkeley,
CA 94720; (510) 642-4124; Internet:
cmil violet.berkeley.edu

o NOVA University. Regionally
accredited, NOVA Southeastern is the
largest private university in Florida
and offers master’s and doctorate
degrees with a specialty in information
systems. The course work is done
mostly remotely over the satellite sys-
tems. Contact: NOVA Southeastern
University, Center for Computer
Based Learning, College Avenue, Fort
Lauderdale, FL.

e The I[nternational School of Infor-
mation Management. Offers master’s
degrees in information resources man-
agement. Accredited by the California
Department of Education, ISIM deliv-
ers master’s degree online via the Con-
nect Inc. Network, the same network
that carries ICHIEFS. Contact: The
International School of Information
Management, Box 1999, Santa Bar-
bara, CA 931 16-1999, Phone: (805)
685-1500, Fax: 805/685-9685, e-mail:
Connect Inc.-ISIMADMIN, 3406188,
Compuserve - 73320,1462

e University of Phoenix Online.
Offers bachelor’s and master’s degrees
in business administration via computer
telecommunications. An information
management course, “Information
Management in Business” (CIS 564), is
available. Online classes are delivered
by direct dialing, through Compuserve
or, shortly, via the Internet. Contact:
University of Phoenix Online, Califor-
nia Street, Suite 505, San Francisco,
CA 94111, (415) 956-2121, (800) 388-
5463; fax: (415) 956-6339. m

—MICHAEL MORIARTY
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dence on a central help desk, thereby drop-
ping costs. Software tools developed by
personnel within various stations or divi-
sions—say a spreadsheet on water available
at different hose pressures run through dif-
fering lengths of hose—can be exchanged
and used by others.

To do this, an electronic bulletin board
system (BBS) can be used. A variety of
BBSs are available. Some are cheap or free;
some are not so cheap. It is wise to have the
structured part of your system well analyzed
before beginning to think about which prod-
uct to buy. For instance, there are questions
regarding whether the bulletin board can be
run over a Local Area Network (LAN) and
the network protocols under which they will
operate. Questions such as these highlight
the wisdom of knowing where you are
headed with the general system before look-
ing at BBS products.

The BBS might serve also as an electron-
ic mail enabler. It is vital that whatever
electronic mail system you choose be abie
to send computer files, not just a text-based
message. This ability will enable users to
share software tools they have constructed.
After all, it is the people at the front lines
who know what they need most. You will
be amazed at what they come up with.

Whatever mail system you choose, it is
wise to consider the technical specifications
closely. For instance, if someone decides to
send a cute holiday greeting to all the fire per-
sonnel (via a mailing list), does this make a
copy for everyone—taking up masses of disk
space—or is the replication done for every-
one off one record? This can be critical. You
can crash the system and quickly run out of
disk space with the former setup. Another
nice feature is the ability to “‘unsend” mail.
Not very many systems have it.

Some bulletin board systems allow multi-
ple computer types to use them easily. A
number of BBS systems allow Windows®,
Macintosh®, and text-based terminal
emulators to use them. Windows®- and
Macintosh®-based systems can use full-
fledged graphical user interfaces (GUI)—
icons and point and press, for example. A
secondary benefit is that it is possible for
personnel to log in from their home com-
puters regardless of the platform the depart-
ment has adopted as its standard. On the
other hand, the GUI software also can be
used as an added layer of security, to lock
out unwanted visitors.

Another factor worth consideration is the
ease with which a query may be made of the
database used by the department. If queries
must be constructed in arcane computer lan-
guage, you can bet there will be a minimum

FiRE ENGINEERING + APRIL 1995 - 53

of queries. This means your people will not
be looking at the data from a myriad of dif-
ferent angles, trying to make “information”
out of it. Isn’t that what you are paying for?
Simple query tools are required.

Some software tools allow nearly English
language queries that then transparently
search multiple databases (without your hav-
ing to know exactly where to look) and
arrive back with the answer. Look into using
these tools; they will allow your people to
creatively address their problems with a
minimum of technical hurdles. The vast
majority of your people are far less interest-
ed in mastering the intricacies of computers
than in getting the information they need to
assist them in their work.

Constructing information systems is no
easy job. It requires a methodical approach.
If you give the question a 15-minute design,
you will get about 15 minutes of productive
use out of your system. By paying close
attention to the structured information needs
of ycur department, as well as making room
for the less definable creative possibilities
residing in your personnel, you will be on the
way to maximizing your investment in tech-
nology. If management remains oblivious to
the information needs of front-line personnel
or, because of some draconian fear, decides
to consciously limit the ability to creatively
utilize information and communicate with
each other, the technology sitting on the
desktop will continue to do just that. m

The author may be reached through e-mail as fol-
lows: ICHIEFS-MSQUARED, Compuserve-
72240.3160@compuserve.com, Nova University-
moriarty@alpha.acast.nova.edu, Interlink
Hawaii-msquared@llhawaii.net
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OAK COUNTY SIMULATION TRAINING EXERCISES

Background Materials

Oak County is located in the southwestern corner of East State (ES). The county is bordered on the west
by West State, on the east by Pine County, ES, on the north by Swift County, ES, and on the south by the
State River and New County, ES. Oak County covers about 650 square miles and is home to just under
380,000 people. The population is largely concentrated in the city of Holly Hills (250,000), which is the
county seat and the only major population center in Oak County. The remainder of the county is
comprised mostly of rural farm areas. Figure 1 is a map of Oak County and its surrounding area.

The majority of Holly Hills' residents are employed in the large metropolitan area of Cedar City located
across the State River and 12 miles due south of Holly Hills. Cedar City has a population of 600,000, and
is the site of Cedar City Regional Hospital, a large teaching hospital and the closest Level I trauma center
to Holly Hills. Cedar City is also the county seat for New County, ES. Cedar City International Airport
is the only major airport serving the population of Oak and New Counties. Cedar City is shown on Figure
1.

The Oak County Fire & EMS organization is comprised 265 career members and operates on a budget of
approximately $20 million per year. Average salaries for personnel are summarized in Table 1. Steady
population growth in the county has supported the timely replacement of fire and EMS capital equipment.
However, in the past five years Oak County has been experiencing an economic downturn due to a
shrinking state budget and a reallocation of available funds.

The headquarters of Oak County Fire & EMS and the office of the Fire Chief are located in the Oak
County Public Safety Complex in Holly Hills. The offices of the county mayor, county commissioners,
and county administrators are in the Oak County Municipal Building, which is adjacent to the Public
Safety Complex.

The Fire Chief reports directly to the county mayor with input from the County Commission and the
County Manager. Internally, the Fire Chief is supported by a Deputy Chief, Administration, and a Deputy
Chief, Operations. These organizational lines are shown in Figure 2. In addition to these positions, there
are three individuals who are tasked frequently by the Mayor to participate in high-level EMS issues.
These individuals are:

o Assistant Director of Planning, Oak County
. Assistant Administrator of Oak County Memorial Hospital
o Director of Emergency Preparedness
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Figure 1. Map of Oak County and Surrounding Area
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COUNTY
MAYOR
COUNTY COUNTY
MANAGER COMMISSIONERS
PUBLIC WORKS
FIRE CHIEF
POLICE CHIEF DIRECTOR
CHIEF FINANCIAL
OFFICER
DEPUTY CHIEF, DEPUTY CHIEF,
ADMINISTRATION OPERATIONS

Figure 2. Oak County Organization for Public Safety
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The Deputy Chief, Administration, Oak County Fire & EMS, is responsible for the Fire Prevention Office
(Fire Marshal), Administrative Services, Communications Center Manager, Training Officer, and
Community Relations Office as shown in Figure 3. The office of the Deputy Chief, Administration, is
located in the Public Safety Complex.

DEPUTY CHIEF,
ADMINISTRATION

FIRE COMMUNICATIONS COMMUNITY
PREVENTION CENTER MANAGER RELATIONS
ADMINISTRATIVE TRAINING
SERVICES OFFICER

Figure 3. Organization Chart
Oak County Fire & EMS Administration Division
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The Deputy Chief, Operations, Oak County Fire & EMS, is supported by three Assistant Chiefs and six
Battalion Chiefs and has direct liaison with the Oak County EMS Medical Director, as shown in Figure 4.
The office of the Deputy Chief, Operations, is co-located with the offices of the Assistant Chiefs in Fire
Station 1. Fire Station 1 is located in the center of Holly Hills.

DEPUTY CHIEF, MEDICAL

OPERATIONS DIRECTOR

ASSISTANT ASSISTANT ASSISTANT
CHIEF, A SHIFT CHIEF, B SHIFT CHIEF, C SHIFT

— ——

BATTALION BATTALION || BATTALION BATTALION | | BATTALION (| BATTALION
CHIEF, FIRE CHIEF, EMS | | CHIEF, FIRE CHIEF, EMS | | CHIEF, FIRE || CHIEF, EMS

Figure 4. Organization Chart
Oak County Fire & EMS Operations Division
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Oak County Fire & EMS provides service to Holly Hills and the remainder of the county through 14 fire
stations, all staffed by career members. Oak County Fire & EMS is a cross-trained/dual-response
department. Stations within Holly Hills can be characterized as urban in the downtown area and suburban
or rural in the outlying areas. The downtown stations are the busiest, having the usual problems
associated with high run loads. To enhance the response capability of Oak County Fire & EMS, mutual
aid agreements are in effect with Cedar City and Pineville, East State. Pineville is a small community
(population 25,000) located in Pine County, northeast of Holly Hills.

Oak County Fire & EMS shares responsibility with the Oak County EMS Medical Director for operation
of the county emergency medical service as a division of the fire department. The Medical Director
works directly with the Deputy Chief, Operations, to support the Oak County EMS providers. The Oak
County EMS Medical Director is a part-time position, currently held by the head of the emergency
department at Oak County Memorial Hospital in Holly Hills. Oak County Memorial is a 180-bed, general
hospital.

As shown in Figure 4, the Deputy Chief, Operations, is the Oak County Fire & EMS officer responsible
for overseeing the Oak County Emergency Medical Services Program. EMS oversight responsibilities
include serving as an advisor on EMS issues to each duty shift Assistant Chief, interfacing directly with
the County Medical Director, and coordinating county and non-county EMS activities. Specific duties
and responsibilities of the Deputy Chief, Operations, position with regard to EMS include the following:

o Prepare Oak County annual EMS budget.

o Represent Oak County on appropriate medical committees as required.

o Serve as liaison for Oak County Fire & EMS with the County Medical Director, state EMS
provider organizations, state EMS technical advisory panels, neighboring hospitals, medical

institutions, and allied health groups.

o Manage training, recertification, and continuing education for all EMS personnel in the Oak
County Fire & EMS organization.
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Each Oak County EMS shift operates eight ambulances. Four ambulances are stationed within Holly
Hills city limits, one is near the Oak County Airpark, one at Elm Lake, one on SR 17 in the northeast
section of the county, and one on SR 92 near the county line. EMS shift staffing includes 16
paramedics/EMTs and an EMS Battalion Chief (Figure 5). Oak County EMS response information
(alarms) by unit for the past 12 months are summarized in Table 2. Revenue information for the past 12
months is summarized in Table 3.

OAK COUNTY STATISTICS

Table 1. Average Annual Salaries (including benefits)

FF/EMT $39,569
Paramedic $45,724
Supervisor $51,881
Training Officer $51,881

Table 2. Alarms and Transports

Total Alarms 35,252
EMS Alarms 28,201
EMS Alarms By Unit
FS-1 4,230
FS-2 4,089
FS-3 3,948
FS-4 3,807
FS-5 3,187
FS-6 2,933
FS-10 2,425
FS-13 3,582
EMS Transports 22,560
BLS Transports 19,176

ALS Transports 3384
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Table 3. Revenue

Billings ($)
BLS Transport 200.00
ALS Transport 425.00
BLS 3,835,200.00
ALS 1,438,200.00
Total m

Collected Revenues ($)

BLS Transport 147.50
ALS Transport 259.00
BLS 2,828,545.00
ALS 876,484.00

Total $3,705,435.50
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