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TradiGonal	
  Medical	
  Team

• Pre-­‐hospital	
  life	
  support	
  (basic	
  and	
  advanced)

• Emergency	
  Department	
  personnel

• In	
  hospital	
  personnel



What	
  is	
  EMD?

• Can	
  select	
  appropriate	
  response

• Unsafe	
  situaGons	
  can	
  be	
  idenGfied

• Provides	
  direcGons	
  to	
  the	
  caller	
  about	
  what	
  to	
  
do	
  and	
  what	
  not	
  to	
  do

• Allows	
  to	
  focus	
  clearly	
  on	
  each	
  situaGon,	
  
eliminaGng	
  inconsistency	
  and	
  vagueness	
  
through	
  a	
  standard,	
  precise	
  approach	
  to	
  each	
  
call.



Response	
  Times

• 2	
  minutes	
  before	
  anyone	
  calls	
  for	
  help

• 60-­‐90	
  seconds	
  for	
  call	
  processing	
  Gme

• 5-­‐10	
  minutes	
  average	
  response	
  Gme

• 60-­‐90	
  seconds	
  for	
  the	
  crew	
  to	
  get	
  to	
  the	
  
paGent’s	
  side
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Response	
  Times	
  

• Thus,	
  even	
  in	
  ideal	
  circumstances,	
  the	
  paGent	
  
goes	
  without	
  any	
  medical	
  care	
  for	
  in	
  excess	
  of	
  
8	
  minutes.	
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Zero-­‐Minute	
  Response

– Goal	
  is	
  to	
  eliminate	
  the	
  Gme	
  a	
  paGent	
  goes	
  
without	
  care.	
  

– EMD	
  plays	
  a	
  criGcal	
  role

–Willing	
  bystanders	
  can	
  provide	
  first	
  aid/CPR	
  via	
  
telephone	
  instrucGons
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Safety

• Lights	
  and	
  siren	
  to	
  a	
  sprained	
  ankle?

• What	
  can	
  happen?
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Sharron	
  Rose	
  Frieburg

• 18 year old cheerleader and honors student
• Struck by an ambulance responding lights 

and siren in Bloomington, IL
• Sustained severe and permanent injuries
• City settled for $5 million for her injuries
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Emergency	
  Vehicle	
  Collisions	
  

• Sharron’s	
  story	
  is	
  not	
  unique

• 1990	
  -­‐	
  NaGonal	
  Academy	
  of	
  EMD
– Through	
  press-­‐clipping	
  service
• 298	
  emergency	
  vehicle	
  collisions

• 537	
  injuries
• 62	
  fataliGes

– One	
  death	
  every	
  5.9	
  days.

• This	
  does	
  not	
  account	
  for	
  “wake-­‐effect”	
  
collisions

12



Top	
  Four	
  Excuses

• “The	
  caller	
  is	
  too	
  upset	
  to	
  respond	
  accurately”

• “The	
  caller	
  doesn’t	
  know	
  the	
  required	
  
informaGon”

• “The	
  dispatcher	
  is	
  too	
  busy	
  to	
  ask	
  quesGons,	
  
give	
  instrucGons	
  or	
  flip	
  through	
  card	
  files”

• “Phone	
  informaGon	
  from	
  dispatchers	
  cannot	
  
help	
  vicGms	
  and	
  may	
  even	
  be	
  dangerous”
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“The	
  caller	
  is	
  too	
  upset	
  to	
  respond	
  
accurately”

• PaGent’s	
  usually	
  thought	
  of	
  as	
  “hysterical”	
  and	
  
“uncooperaGve.”

• Most	
  callers	
  (96%)	
  of	
  callers	
  are	
  able	
  to	
  work	
  
effecGvely	
  with	
  EMD.

• Some	
  callers	
  may	
  need	
  help	
  calming	
  down,	
  
but	
  a	
  professional	
  EMD	
  knows	
  the	
  
telecommunicaGon	
  tacGcs	
  to	
  achieve	
  this.

• Campfire	
  story	
  syndrome
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“The	
  caller	
  doesn’t	
  know	
  the	
  
required	
  informaGon”

• Most	
  callers	
  know	
  at	
  least	
  some,	
  if	
  not	
  all	
  of	
  
the	
  informaGon	
  required	
  by	
  EMD.

• 70%	
  of	
  callers	
  are	
  first-­‐	
  or	
  second-­‐party	
  callers.

• Even	
  some	
  30%	
  of	
  third	
  party	
  callers	
  can	
  
provide	
  some	
  criGcal	
  informaGon.
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“The	
  dispatcher	
  is	
  too	
  busy	
  to	
  ask	
  quesGons,	
  
give	
  instrucGons	
  or	
  flip	
  through	
  card	
  files”

• InformaGon	
  can	
  be	
  obtained	
  in	
  the	
  same	
  or	
  
less	
  1me	
  than	
  the	
  freestyle	
  method

• Los	
  Angeles	
  (1988)
– Implemented	
  EMD

– Before	
  implementaGon,	
  call	
  process	
  Gme	
  72	
  sec

– ImplementaGon,	
  call	
  process	
  Gme	
  80	
  sec

– 1	
  week	
  post	
  implementaGon,	
  72	
  sec

– Number	
  of	
  EMDs	
  required	
  remained	
  the	
  same!!
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“Phone	
  informaGon	
  from	
  dispatchers	
  cannot	
  
help	
  vicGms	
  and	
  may	
  even	
  be	
  dangerous”

– The	
  fact	
  is	
  that	
  dozens	
  of	
  lawsuits	
  have	
  been	
  filed	
  
against	
  dispatch	
  centers.

– However,	
  an	
  increasing	
  number	
  of	
  these	
  are	
  for	
  
“dispatcher	
  abandonment”	
  for	
  NOT	
  provided	
  pre-­‐
arrival	
  instrucGons.	
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ABSTRACT

OObbjjeeccttiivvee.. To determine whether the lay public expects pub-
lic safety answering points (PSAPs) to provide prearrival
instructions. MMeetthhooddss.. Two thousand telephone numbers
were randomly generated from all listed residential num-
bers in a county containing urban, suburban, and rural com-
munities served by 26 enhanced 9-1-1 PSAPs. Only a minor-
ity of the PSAPs provided prearrival instructions. Research
assistants made two attempts to contact an individual at
each telephone number. A survey was administered to any
person who answered the telephone provided the person
was at least 18 years of age and gave verbal consent. The
respondents were asked their age, level of education, and
gender. They were also asked what number they would call
for first aid or an ambulance and whether they would expect
telephone instructions from the dispatcher if a close relative
was choking, not breathing, bleeding, or giving birth.
RReessuullttss.. One thousand twenty-four individuals were suc-
cessfully contacted; and 524 (51%) were at least 18 years of
age and agreed to participate. The respondents’ mean age
was 50 (standard deviation 19 years). Sixty-five percent of
the respondents were female; and 90% had at least a high
school diploma. Only 37% had previously called 9-1-1 (nine-
one-one) for an emergency. Ninety-seven percent said they
would dial either 9-1-1 (85%) or 9-11 (nine-eleven) (12%) in
an emergency. Seventy-six percent (95% CI: 73%–80%)
expected prearrival instructions for all four medical condi-
tions. Specifically, prearrival instructions were expected by:
88% for choking (95% CI: 85%–90%), 87% for not breathing
(95% CI: 84%–90%), 89% for bleeding (95% CI: 86%–91%),
and 88% for childbirth (95% CI: 86%–91%). Ninety-nine of
117 respondents (81%) served by a PSAP that did not pro-
vide prearrival instructions expected to receive phone
instructions for all four emergencies. Logistic regression
revealed that knowing to dial 9-1-1 or 9-11 in an emergency
was the only significant predictor of prearrival instruction

expectation [p < 0.03, odds ratio 3.4 (95% CI: 1.16–9.78)].
Age, gender, service by a PSAP providing prearrival instruc-
tions, and level of education were not predictive.
CCoonncclluussiioonn.. The lay public expects prearrival instructions
when calling 9-1-1, although they may not currently receive
this service. KKeeyy wwoorrddss:: emergency medical services; emer-
gency medical communications; public; prearrival instruc-
tions.

PREHOSPITAL EMERGENCY CARE 2000;4:234–237

The universal emergency access number 9-1-1 (nine-
one-one) was introduced in the United States in the
early 1970s.1 Today, this public safety advancement
allows individuals to dial an easy-to-remember ubiq-
uitous number to request medical, fire, or police assis-
tance. Previously, callers had to either memorize or
quickly obtain a seven-digit emergency number
unique to their locale. Often these stressed individuals
would dial 0 and then be routed by telephone compa-
ny operators to their local public safety answering
point (PSAP). Expansion of 9-1-1 service has contin-
ued; and currently approximately 93% of the U.S. pop-
ulation has 9-1-1 service (personal communication,
Bill Stanton, Executive Director, National Emergency
Number Association, 1999).

Technological advancements have led to the intro-
duction of enhanced 9-1-1 (E911) in many municipali-
ties. Enhanced 9-1-1 provides public safety telecom-
municators with the caller’s location and callback
number as well as with other vital information. This
important breakthrough permits dispatchers to send
help to callers who do not know their location, cannot
speak, get disconnected, or otherwise cannot verbally
provide necessary information. The Federal Commu-
nication Commission has required extension of this
technology to the wireless communication industry
(CC Docket 94-102 released July 26, 1996).

Simultaneous advancements have also occurred in
the human factors of emergency medical telecommu-
nications. Medically approved educational programs
and protocols now help dispatchers consistently and
reliably interrogate callers. This information suggests
the level of care required at the scene and the type of
telephone directions the dispatcher should provide.2
These directions, or prearrival instructions, can be as
simple as to collect the patient’s medications or to put
the family dog in another room; or as advanced as
cardiopulmonary resuscitation (CPR) or childbirth
instructions. Prearrival instructions consist of tasks

THE LAY PUBLIC’S EXPECTATIONS OF
PREARRIVAL INSTRUCTIONS WHEN DIALING 9-1-1
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NaGonal	
  AssociaGon	
  of	
  EMS	
  
Physicians

19

 

POSITION PAPER

EMERGENCY MEDICAL DISPATCH

APPROVED BY THE NAEMSP BOARD OF DIRECTORS NOVEMBER 20, 2007

POSITION STATEMENT

The National Association of EMS Physicians believes
that:

• Tested knowledge and demonstrated skills in the area
of basic telecommunications should be requisite for
all emergency telecommunicators. Further training
to the level of emergency medical dispatcher should
be required for all personnel who receive calls for
medical assistance and/or dispatch those resources.
Governments should approve statutes or regulations
that require Emergency Medical Dispatchers (EMDs)
to be certified/licensed in accordance with nationally
accepted standards for emergency medical dispatch.

• The use of formal, medically approved EMD proto-
cols should be required for the practice of emergency
medical dispatching. In all EMS systems, prioritiza-
tion of calls to be dispatched should be an essential
element.

• The provision of prearrival instructions should be
a mandatory function of every EMD in a cen-
ter that interrogates callers and prioritizes medical
calls. Prearrival instructions should take into account
the dispatch-specific (i.e., nonvisual, nonpretrained
caller) circumstances of providing standard basic life
support and/or advanced life support procedures
and care to callers, known as dispatch life support.

• The “medical service” in EMS begins when a pub-
lic call is received at a public safety answering point
or other agency that provides prehospital emergency
care in response to requests for unscheduled medical
assistance. All centers servicing requests for medical
assistance should have medical oversight by a physi-
cian medical director, with knowledge at least to the

PREHOSPITAL EMERGENCY CARE 2008;12:217

doi: 10.1080/10903120801906754

level of a certified EMD, who is responsible for all
medical aspects of the EMD program by which these
calls are processed.

• Quality improvement and risk management activ-
ities should include oversight of call-taker compli-
ance with protocols, including levels of protocol use
reliability and consistency. These are essential for ef-
fective, safe, and risk-averse medical dispatch oper-
ations.

• EMD medical directors should participate in the
design, operation, and data analysis of medical dis-
patch, and data-based programs for community in-
jury and disease surveillance, wherever these pro-
grams are possible to implement.

• Investigation of the need for, and the safety and po-
tential effectiveness of, expanded service options as
an alternative to dispatching resources to the scene
should be a medical director responsibility.

• Research designed to improve EMD should focus on
the specific components of the process (e.g., inter-
rogation questions, dispatch prioritization descrip-
tors, postdispatch instructions, prearrival instruc-
tions, and safety element advisories) and/or their
relationships.

These positions are revisions of those in the 1989
NAEMSP position paper: Emergency medical dis-
patching. Prehosp Disaster Med. 1989;4(2):163–166.

MeSH Search Terms:
Emergency medical services
Emergency medical service communication systems
Emergency medical technicians
Quality assurance, health care
Risk management
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• “Further	
  training	
  to	
  the	
  level	
  of	
  emergency	
  
medical	
  dispatcher	
  should	
  be	
  required	
  for	
  all	
  
personnel	
  who	
  receive	
  calls	
  for	
  medical	
  
assistance	
  and/or	
  dispatch	
  those	
  resources.”

• “Governments	
  should	
  approve	
  statutes	
  or	
  
regulaGons	
  that	
  require	
  EMDs	
  to	
  be	
  cerGfied/
licensed	
  in	
  accordance	
  with	
  naGonally	
  
accepted	
  standards	
  for	
  EMD.”
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• “Responsibility	
  for	
  the	
  medical	
  care	
  of	
  the	
  
paGent	
  begins	
  with	
  the	
  iniGal	
  request	
  for	
  care.	
  	
  
The	
  EMD	
  program	
  is	
  an	
  integral	
  and	
  criGcal	
  
component	
  of	
  the	
  EMS	
  system	
  .	
  .	
  .	
  “
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The National Report Card on the State of Emergency Medicine WI
 C

Wisconsin faces a number of wide-ranging 
challenges in improving its emergency care 
environment, particularly in the areas of 
Public Health and Injury Prevention, the 
Quality and Patient Safety Environment, 
and Access to Emergency Care.

Strengths. Wisconsin’s strong performance 
in Disaster Preparedness is due in part to the 
planning and infrastructure in place to re-
spond to a disaster event.  !e state has 
an ESF-8 plan or all-hazards medical plan 
that is shared with all EMS and essential 
hospital personnel, as well as a written 
plan for special needs patients.  !e state 
also supports a relatively high bed surge 
capacity, has a statewide patient tracking 
system, and a real-time or near real-time 
syndromic surveillance system.

While Wisconsin’s grade for the Medical 
Liability Environment could see significant 
improvement, the state has made some 
progress in instituting medical liability 
reforms. In 2006, the state implemented 
a $750,000 medical liability cap on non-
economic damages after the $350,000 cap 
was declared unconstitutional in 2005. 
Wisconsin also is one of only five states 
that require periodic payments of malprac-
tice awards.

Despite its near-average grade with regard 
to Access to Emergency Care, Wisconsin 
has among the lowest rates of uninsured 
residents in the country: Only 4.9 percent 
of children and 10.0 percent of adults are 
uninsured. In addi-
tion, the state ranks 
among the top five 
with regard to pedi-
atric specialty centers 
and accredited chest 
pain centers (7.9 and 2.9 per 1 million 
people, respectively).

Challenges. Below average Medicaid re-
imbursement rates contribute to Wiscon-
sin’s mediocre score in Access to Emergency 
Care.  Medicaid rates for office visits are 
only 80.2 percent of the national average, 
reflecting a 19.2 percent decrease from 

2004 to 2007.  Access to mental health 
and substance abuse treatment may also be 
of particular concern in Wisconsin. While 
the state has an average rate of psychiatric 
care beds (29.3 per 100,000 people), there 
is a significant shortage of mental health 
providers throughout the state. Specifically, 
Wisconsin needs an additional 82.8 full-
time equivalent mental health providers 
for its underserved population. !e state 
also has the nation’s highest percentage 
of people needing and wanting substance 
abuse treatment but unable to receive it 
(10.2 percent).

Nearly 25 percent of Wisconsin adults are 
binge drinkers, the highest of any state, 
and a correspondingly high percentage of 
traffic fatalities are alcohol related (50.0 
percent). !e state also ranks 50th for un-
intentional fall-related fatal injuries (14.6 
per 100,000 people).

Wisconsin’s poor performance in the 
Quality and Patient Safety Environment 
was affected by a lack of reporting require-
ments, such as adverse event and hospital-
based infections reporting, and the lack of 
a uniform system for providing pre-arrival 
instructions. 

Recommendations. Access to medical care 
is one of the biggest challenges facing Wis-
consin.  Below average Medicaid fee levels 
for office visits threaten to increase barriers 
to preventive care and treatment among 
the 7.4 percent of adults in the state who 

are insured through 
Medicaid. Emer-
gency physicians 
in the state are re-
porting an increase 
in the number of 

Medicaid patients seeking care in emer-
gency departments, as Medicaid reim-
bursement rates are decreasing.  Increasing 
Medicaid fee levels will be an important 
step in enhancing access to care and pro-
tecting Wisconsin’s health care safety net.

!e state could work to improve the Qual-
ity and Patient Safety Environment by 

instituting reporting requirements and 
considering the development of a STEMI 
system of care.  Wisconsin patients could 
also benefit from the implementation of a 
uniform system for providing pre-arrival 
instructions.

Wisconsin could also assist in improving 
the preparedness of its front line personnel 
by requiring training in disaster manage-
ment and response to bio- and chemical 
terrorism for all EMS personnel and essen-
tial hospital personnel. While many may 
already be knowledgeable in these areas, 
this would ensure that EMS and essential 
hospital personnel are provided with ap-
propriate and up-to-date training to pre-
pare them for disaster events.

Finally, the state needs to explore programs 
to address alcohol and other drug abuse 
issues, specifically addressing the need to 
move acute patients into more long-term 
care programs to improve the effectiveness 
of overall treatment.

 RANK GRADE 

ACCESS TO 
EMERGENCY CARE 26 C-

QUALITY & PATIENT SAFETY 
ENVIRONMENT 34 D+

MEDICAL LIABILITY  
ENVIRONMENT  15 C+

PUBLIC HEALTH & INJURY  
PREVENTION 31 D+

DISASTER  
PREPAREDNESS 17 B

OVERALL 27 C 

Access to medical care is 
one of the biggest chal-
lenges facing Wisconsin.

For additional information, visit www.acep.org. 115

Wisconsin



Funding

• Capital	
  costs

• OperaGng	
  costs

• What	
  is	
  the	
  cost	
  to	
  NOT	
  implement	
  EMD?
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Summary

• We	
  need	
  standards	
  for	
  EMD

• Public	
  expects	
  EMD

• NaGonal	
  organizaGons	
  recommend	
  EMD

• Cost	
  is	
  frequently	
  overesGmated	
  and	
  
undervalued
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Questions?


