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Dear Sen. Vitale and Assemblywoman Quigley:

I am the President of PEMSA-NJ. We are the largest EMS local in the state of New Jersey consisting of over 580 EMTs, Paramedics and RNs who are employed by MONOC. MONOC is the largest provider of pre-hospital care in the state.

I am writing on behalf of our membership to offer our input into the proposed EMS legislation, S818 and A 2095. 

The EMCAB committee that created the recommendations for the legislation consisted of representatives from the State Dept. of Health, Office of Emergency Medical Services (OEMS), representatives from the NJ State First Aid Council, representatives from privately owned ambulance companies, representatives from fire department based EMS and representatives from hospital based Mobile Intensive Care Paramedic (MICP) programs. While most of the participants were interested in advancing the profession of EMS and providing an efficient EMS system to best meet the needs of the people of NJ, some of the participants were interested in their financial bottom line, at times to the detriment of the best interests of the people of NJ. Interestingly, the EMCAB committee did not have representation from actual practitioners in EMS, meaning experienced professional EMTs, Paramedics and Specialty Care Transport (SCT) RNs. The fundamental problem with omitting experienced practitioners is that legislation and regulations adopted in a vacuum may not be practical or safe in reality and in actual practice. It is also interesting to note that the actual proposed legislation is being objected to by many of the participants on the EMCAB committee, including the NJ First Aid Council.
The best part of this legislation is that it will now recognize EMS as a profession through licensure.  Currently, thirty (30) states license EMTs and Paramedics. It is absurd that NJ license’s manicurists and dogs but has yet to enact licensure for a profession that is charged with protecting and saving life.  The problem with the legislation is that it leaves the rules for licensure up to a bureaucrat, namely the Commissioner of Health. This is unacceptable. No other 
profession is subject to or dependent upon a government appointee for the rules concerning licensure.  We therefore propose the following amendment to S818:

EMTs and Paramedics may obtain initial licensure upon successful completion of a training program that meets the guidelines set forth by the federal Department of Transportation, National Highway Safety Transportation Agency and passing the exam for EMT or Paramedic.  
(Standards can be found at: EMS.gov) The clinical component for Paramedics must include five (5) successful intubations in an OR or cadaver lab. This component must be arranged by all Paramedic training programs in the state in order to remain approved training programs.
RN’s may obtain licensure as a Mobile Intensive Care Nurse (MICN) by successfully completing the following: completing and passing an EMT Core 13 program and passing the EMT exam. RN’s must obtain certification in ACLS, PALS, CPR and PHTLS/ITLS or TNCC. RNs must complete an internship on a Mobile Intensive Care Unit (MICU) of not less than 100 hours and obtain 5 endotracheal tubes in an OR or cadaver lab.
Upon successful completion of the above requirements, RNs may obtain licensure as a MICN. The RN may choose to take the Paramedic exam to obtain licensure as a Paramedic.

Guidelines for re-licensure are as follows:

1.  All licensure fees are waived for any EMT/Paramedic who volunteers for an ambulance squad or have attained “life time” membership status. RNs who also hold an EMT or Paramedic level license do not have to pay an additional license fee.
2. The total CEU requirements for EMTs and paramedics remain the same.

3. For the Paramedics, the total CEU requirement is 48 CEUs over 2 years. The CEU requirements would be broken down as follows:

Advanced Cardiac Life Support (ACLS) or equivalent - 8 to 16 hours granted every 2 years for recertification. Instructors receive 16 CEUs.

Pediatric Advanced Life Support (PALS) or equivalent -   8 to 16 hours granted every 2 years for recertification. Instructors receive 16 CEUs

Pre-hospital Trauma Life Support (PHTLS) or International Trauma Life Support (ITLS) or equivalent - 8 to16 hours granted every 2 years for recertification. Instructors receive 16 CEUs.

Up to 12 hours of elective credits if necessary.  Any college course will fulfill the 12 hours. Nursing, Physician, Respiratory Therapy, Physical Therapy and FEMA CEUs will apply for the elective credits.

Maintain American Heart Association (AHA), Red Cross, American Safety and Health Institute,  National Safety Council CPR or any program approved by the American Medical Association.

As is the case with RNs, EMTs and Paramedics will keep copies of their CEUs for review if audited.

4. EMTs CEUs will consist of 24 hours of core CEUs and 24 hours of elective CEUs every 3 years. 

EMT I’s (Instructors) will consist of 150 hours of teaching in an EMT-B Training Course.  A maximum of 56 of these hours can be received from teaching Core 13 training programs

EMT Instructors who will not remain instructors may obtain a new EMT provider three (3) year license by request in writing, prior to the expiration of their instructor card. 

5. Licensure fees (Waived for anyone who volunteers or has achieved “Lifetime” status with a volunteer ambulance agency)
EMTs $15.00 for a three (3) year license
Paramedics  $25.00 for a two (2) year license. A paramedic does not need a separate EMT license. 
MICN  included in the RN fee. A MICN does not need a separate EMT license.

6.  An EMS Board of Licensure shall be established.

7. Any state that has reciprocity with NJ will qualify for licensure in NJ.  Any out-of-state EMT or Paramedic that passes the NREMT exam for their level will qualify for licensure.
8. MICNs will follow the same guidelines for re-licensure as paramedics.  CEUs earned by RNs for renewal of their MICN or MICP license will be credited for renewal of their RN license.
The proposed legislation states that OEMS will keep a database of all licensed EMTs, Paramedics and MICNs and will publish their names and addresses on the internet. We absolutely object to the state publishing people’s home addresses on the internet. We have successfully petitioned the Governor’s office in the past to have all state licensees’ home addresses removed from public view. There is no higher purpose served by publishing people’s home addresses on the internet and it is in fact a very dangerous invasion of privacy.  The state can maintain the list of home addresses and simply publish the names and type of license that people hold.

As for the new requirements that everybody be fingerprinted and pay for a criminal background check for every license renewal, this is an unfunded mandate and is highly unfair to those in EMS.  All fees for fingerprinting and criminal background checks should be waived for volunteers. For professionals, RNs are already fingerprinted and those fingerprints are maintained on file with the NJ Board of Nursing. Those fingerprints should be cross filed with OEMS. Once fingerprinted, no one should have to take the time or pay to be fingerprinted again. As for criminal background checks every license period, this is prohibitively expensive. This requirement will simply encourage experienced EMTs, Paramedics and RNs to work in another state.  We recommend that the regulation be changed to “encourage” employers and/or municipalities to obtain a criminal background check upon hiring an EMT, Paramedic and/or RN. After the initial check, there should be no further need to run license renewal checks unless an employer or OEMS is informed that an EMT, Paramedic and/or RN has been CONVICTED of a felony involving Megan’s Law, possession of illegal drugs with the intention of distribution or a violent crime.  Unless a person is sent to prison for a domestic dispute, conviction of anything pertaining to a domestic dispute should be on a case by case basis.  EMTs, Paramedics and RNs who are found to be substance abusers should be afforded the same opportunity that all other healthcare workers are given: the opportunity to enter a rehabilitation program and continued monitoring. The loss of experienced EMTs, Paramedics and RNs due to this unfunded requirement will constitute a great loss to NJ and will constitute an “unintended consequence”.
On the topic of “unfunded mandates” it appears that a “backroom” deal was made in exchange for NJ requiring ambulance companies to fingerprint, perform a criminal background check and drug testing on all employees if the ambulance companies wanted to receive payment for non-emergency ambulance transports of Medicaid patients. Once again, this is a ridiculous unfunded mandate. What is happening is that several ambulance companies have either stopped transporting non-emergent Medicaid patients or they have greatly increased the cost of the service to Medicare and privately insured patients or worse, uninsured patients. This unfunded mandate should be expressly prohibited. Medicaid pays $58.00 for a non-emergent ambulance transport (such as a transport from a hospital to a nursing home).  The added cost of the above mandate means that most companies will lose money if they continue to provide non-emergent ambulance services for Medicaid patients. Ultimately the state taxpayers will pay for this unfunded mandate.
 The proposed legislation does not clarify that all Mobile Intensive Care Units MUST be staffed with two (2) Paramedics (or MICNs or combination thereof) as is the current standard of care in NJ.  Some states do allow one (1) EMT and one (1) Paramedic to staff an ambulance. Those states have large geographical areas with low populations and low call volume. In areas with high populations and high call volumes, two (2) Paramedics are the standard of care. In fact studies have proven that Paramedics “burn out” much faster in one (1) medic systems and many more medical errors are made. Pre-hospital Advanced Life Support (ALS) is one area where experience counts. There are too many calls that require BOTH paramedics to successfully treat the patient to risk downgrading NJ’s system to one (1) Paramedic with one (1) EMT. Examples of calls that require both Paramedics in the back of the ambulance with the patient are: Serious asthmatics, heart attacks, congestive heart failure (CHF), continuous seizures, respiratory arrests, cardiac arrests, unconscious patients, serious trauma patients, imminent childbirth, etc. There are times when one paramedic is having trouble with a skill, such as starting an IV or intubating the patient and the second paramedic takes over. And new paramedics usually take at least two (2) years working full time before they are confident enough to handle very ill or injured patients without the benefit of an experienced partner. With the closing of many NJ hospitals, transports times have greatly increased so very sick or injured patients are spending greater amounts of time in an ambulance. The “EMS study” that was paid for by the state that recommends this system in order to “save money” was extremely flawed.  The members of the EMCAB who were 
pushing for this system are only interested in improving the debit column on their balance sheets. In particular, there were a few on the committee who would be perfectly content with paying undocumented aliens $5.00/hr to staff all of the ambulances, BLS, ALS and SCT if they could get away with it.  There is no way that PEMSA or several other organizations that are 
willing to support us can back this legislation without an amendment specifying that all MICUs MUST be staffed with a MINIMUM of two (2) Paramedics, MICNs or combination of both.  
The legislation MUST continue the prohibition on MICU transporting patients with the following exceptions:  1. There is no hope of a BLS unit arriving at the scene or meeting the MICU en-route to the hospital. 2. It is a mass casualty incident. 3. The unit is staffed with one (1) EMT in addition to the two (2) Paramedics/MICNs and the EMT can drive the ambulance. 4. A paramedic, MICN or RN encounters a patient on the street in a life threatening condition needing immediate intervention.
An ambulance company who holds the contract for a nursing home or municipality and is also the licensed MICU provider for the same area that does not dispatch a BLS unit or obtain BLS mutual aid when dispatching the MICU to the call should be subject to heavy fines and/or loss of licensure.  One company in particular has been threatening paramedics and MICNs with discipline for adhering to current state regulations by transporting ALS patients WITH the same company BLS units.  
The ultimate decision as to whether or not a patient is stable enough to be transported by an ALS unit should rest with the paramedics, as it does now. Employers who issue discipline to paramedics who transport with BLS units should lose their license to provide ALS and BLS services. The upper management of those companies should be prohibited from working in a management capacity of an ambulance company, MICU or SCT in NJ.
In the event that no BLS unit is available from any source and the patient requires both Paramedics/MICNs in the back of the ambulance, police officers or fire fighters should be authorized to drive the MICU and should be indemnified from liability.  Any volunteer ambulance member that drives the MICU for the paramedics should be indemnified from liability.  ALL EMERGENCY VEHICLES SHOULD BE EXEMPT FROM TRAFFIC CAMERA TICKETS FOR PROCEEDING AFTER A STOP THROUGH A RED LIGHT.
This section on ALS transport is vitally important to maintain in the legislation. NJ’s system works very efficiently because we are a “tiered” system. For basic emergencies, BLS ambulances are dispatched. For life threatening emergencies, a BLS ambulance and a MICU is dispatched. If the patient does not require Advanced Life Support (ALS) from the MICU, the MICU is cancelled or releases the patient to the BLS crew and the MICU goes back in service, ready for the next call. This system allows NJ to provide MICU coverage to millions of people without having to staff and equip hundreds of MICU’s. It also provides for extra sets of hands for ALS patients. Paramedics/MICNs carry heart monitors, drug boxes and airway kits to every call. If they don’t have help moving the patient to the ambulance, there is a big delay in transporting the patient. Last, the odds of injury to experienced Paramedics decreases when BLS crews are there to move the patient to the ambulance while the Paramedics carry the equipment.  The reason that some people on the EMCAB committee want to end this system is because the current Medicare reimbursement regulations only permit the transport ambulance to bill for 
services. The regulations need to be amended to permit the “provider of the highest level of pre-hospital care” to bill for services. This will restore funding to the MICU’s in the state. The solution is not to take ten steps back in the level of care provided. The solution is to pursue our federal representatives to effect the changes necessary to reimburse the MICUs for their service. Changing the wording of the reimbursement rules will not increase the expense to Medicare. It will simply reimburse pre-hospital care services according to the level of care that they provide.
The legislation should clearly state that all regulations that apply to MICU’s also apply to Specialty Care Transport (SCT) or Critical Care Transport (CCT) units. 

The legislation allows Paramedics to work in hospital. It should also allow Paramedics to work in doctor’s offices, walk-in clinics and “Urgent Centers” with the continued stipulation that Paramedics cannot replace RNs.  It should make very clear however that as currently required, if a Paramedic or MICN is staffing a MICU, they CANNOT be used simultaneously “in-hospital”. The primary responsibility of a MICU is to immediately respond to life threatening emergencies. Working “in-hospital” in between calls delays the MICU response. The patients “in-hospital” are already receiving medical care. The patient waiting for the MICU is not receiving medical care and minutes count.  It is also critically important that Paramedics, EMTs and RN-MICNs or RN-MICPs receive “down time” during their shift in order to maintain optimum performance. Paramedics and MICNs who work in-hospital when not working on a MICU should be able to intubate and perform all of the skills that they are trained to perform.  Paramedics usually intubate with less complications than Emergency Department physicians, only because Paramedics intubate more often than ED physicians.  Not all hospitals have anesthesiologists or nurse anesthetists in house to intubate patients. If the Paramedic or MICN is working “in-hospital”, they should be able to intubate for the patient’s sake.
The proposed regulations state that Paramedics and MICNs staffing a MICU must “maintain direct voice contact with a physician”.  First, NO MICU “maintains direct voice contact” continuously with the physician. This requirement is antiquated and should be revised to state:

Paramedics and MICN’s will consult with a base station physician if:

1.  Protocols and Standing Orders have been administered and the patient requires further treatment.

2.  Initial pain medication has been administered and the patient is not experiencing relief.

3.  The Paramedics need a consultation as to which treatment protocol should be administered.

4.  There is a dramatic change in the patient’s condition that requires different treatment or a  

      physician consultation.

5.  The Paramedics need the base station physician to call the receiving hospital.

If MICU projects do not have to pay a base station physician for every consultation, this will save money. Many patients are already treated according to well established protocols and standing orders. The Paramedics call the physician to tell the MD what treatment has been given and what hospital the patient is being transported to so the MD can call the receiving hospital. Many states have eliminated the requirement that Paramedics call a MD for every patient that they treat.

On the topic of pronouncements, Paramedics and MICNs should be able to make a pronouncement of death without calling a base station physician to state that the patient is beyond resuscitation. Payment for pronouncements should come from County Medical Examiners.  Before Paramedics were allowed to “call in” pronouncements, the County Medical Examiner was responsible for sending a MD or RN to make out-of-hospital pronouncements. Once Paramedics were given the ability to take over this responsibility, the County Medical Examiner stopped sending out RNs and MDs, with the possible exception of crime scenes. But taxpayers still pay for the service that they are no longer receiving. The Paramedic units BILL the estate of people that they pronounce, upwards of $1,000.00 or more.  This is truly the 
meaning of adding insult to injury. A very simple solution is to allow the Paramedic units to bill each County Medical Examiner $250.00 for a pronouncement.

Pain management is not adequately addressed. Almost a decade ago, the federal government promulgated a standard of care that made pain assessment the “fifth” vital sign. NJ partially complied with this by requiring hospitals and EMS providers to include a pain assessment for every patient.  NJ falls short is in the pre-hospital management of pain. It is completely unacceptable that trauma patients, burn patients, sickle cell patients, kidney stone patients, etc. are not adequately pain medicated in the field. If one factors in the time it takes to get a MICU to the patient, transport the patient to a hospital and actually get adequate pain medicine administered, these patients are needlessly suffering on average for close to an hour or more. There are a host of detrimental physiological events that occur in the body of a patient who is in great pain. There is no logical reason why these patients are not being adequately medicated in the field. MICUs currently carry Morphine Sulfate for IV administration. The new legislation should include an emphasis on pain management and pain medications.
The legislation MUST include a definition and minimum requirements for Specialty Care Transport (SCT).  Our first recommendation is to call SCT “CCT” or Critical Care Transport.  People clearly understand what “critical care” means; “specialty care” is not as clear a term.  Currently in New Jersey, if a critically ill or injured patient needs to be transferred from one hospital to another, a Specialty Care Transport (SCT) ambulance is sent.  The unit is staffed with a minimum of one (1) highly trained SCT RN and one (1) EMT. The actual minimum standard of care nationwide is a minimum of one (1) SCT RN and two (2) EMTs. Most of the SCT units in NJ meet the national standard of one (1) SCT RN and two (2) EMTs. Speaking as a very experienced Paramedic (I became a Paramedic in 1983) and a very experienced SCT RN (I started working as a SCT RN in 2001), there is a large difference between the training that Paramedics receive and the training RNs receive. There is also a large difference between resuscitating or stabilizing a patient and keeping a patient stable. Paramedics are experts at resuscitating and/or stabilizing patients. RNs are experts at keeping the patient stable. In fact it is much harder to keep a critically ill or injured patient stable than it is to resuscitate them. While there are some SCT patients who could be safely transferred by two paramedics, the majority of SCT patients need a highly trained SCT RN with them. This includes the medical helicopters. Using MICUs to transfer patients between hospitals is counterproductive and does not allow the MICU to be available for out-of-hospital emergencies. The same issue applies to the medical helicopters. The majority of transports that the medical helicopters perform are inter-facility transfers. These patients need the SCT RN.  The optimum crew for all SCTs should be one (1) SCT RN, one (1) Paramedic and one (1) EMT. With this configuration the crew can handle a patient who codes during transport. This ambulance can also be used to back up MICUs when not transferring a patient.  In fact, this configuration would best serve the people of NJ because it would ensure enough MICU coverage to all of the people in the state and ensure the best and highest level of care to safely transfer people between hospitals, when the first hospital is not equipped or qualified to care for the patient. The MINIMUM SCT ambulance crew requirements should be one (1) SCT RN and two (2) EMTs. When patients become unstable during transport, it is vitally important that a minimum of two (2) healthcare providers are in the back of the ambulance with the patient.  This issue is so important that the Emergency Nursing Association and the NJ State Nursing Association will be actively involved.  In fact, this is an excerpt from the Emergency Nursing Association’s “White Paper” concerning the interfacility transfer of patients:  
The American College of Critical Care Medicine recommends that personnel for interfacility transport of critically ill or injured patients include at least two specially-trained individuals in addition to the air or ground ambulance operators.4 Most often, one of these providers is a registered nurse with the knowledge and skills necessary to care for the patient during transport.1,4,7 According to a joint position statement on staffing for air transport of critical care patients, the Emergency Nurses Association and the Air & Surface Transport Nurses Association state that staffing for “air medical services must minimally consist of at least one specially-trained registered professional nurse who has extensive experience and expertise in caring for critically ill and injured patients.”19    

Your staff may access the complete document as well as the ENA position statement at:  http://www.ena.org/SiteCollectionDocuments/Position%20Statements/Interfacility_Transfer_-
_ENA_White_Paper.pdf
The legislation MUST include a definition of a Specialty Care Transport unit as an ambulance that is staffed with a minimum of a SCT RN and two (2) EMTs with the preferred staffing of a SCT RN and one (1) Paramedic and one (1) EMT and that SCT units will be used primarily for the interfacility transport of critically ill and injured patients. The medical helicopter definition must include a requirement for minimum staffing of a SCT RN and Paramedic. The requirements for a SCT RN should remain the same, as in the RN MUST have a minimum one year’s full time experience in an Emergency Department or ICU.  A new sentence should be included stating that a Paramedic who becomes an RN after five (5) or more years of experience as a Paramedic may become a SCT RN after six (6) months experience in hospital in an ED or ICU.  SCT RN’s should have CPR, ACLS, PALS and PHTLS/ITLS or TNCC.
The administration of both operations and administration of ALL SCT units should be by a SCT RN with a minimum of two (2) years experience as a SCT RN. This SCT unit Director should report DIRECTLY to the SCT medical control physician.  Regulatory oversight of SCT units should be a function of the NJ Board of Nursing AND OEMS and OEMS should only allow staff SCT RNs to investigate complaints and perform inspections.  All SCT units should comply with BOTH the NJ Nursing Practice Act and EMS regulations. All SCT units should adhere to national guidelines promulgated by the Air and Surface Transport Nurses Association (www.astna.org).
Any company that operates a SCT should either have a SCT RN that screens the calls or the assigned SCT RN should screen the call to ensure that the patient really warrants a SCT transport, that EMTALA regulations are being complied with and what resources will be necessary to safely transport the patient, such as additional specially trained hospital personnel and equipment. SCT RNs are responsible for obtaining a patient report from the sending RN, in compliance with Federal COBRA and EMTALA regulations. This requirement cannot be waived and ambulance companies cannot use non-RNs to obtain patient reports from sending hospitals. Once again, some ambulance companies employ people with no medical training to answer phones and dispatch units. This is an unacceptable practice for SCT patients.
All companies that operate SCT units should be PROHIBITED from transporting patients on Intra Aortic Balloon Pumps (IABP), Left Ventricular Assist Devices (LVADs), Extracorporeal 
Membrane Oxygen (ECMO) machines, etc. unless the SCT ambulance has a Federal DOT approved restraint device for the equipment AND the sending hospital can send a RN, MD and or perfusionist with the SCT crew that is experienced and proficient in the operation of the equipment. Any new technology involving invasive machines meant to maintain organ function or life support must meet these requirements.  SCT RNs do not have the opportunity to work with these patients on a regular basis in order to remain proficient in the care of these patients. The SCT RN monitors the patient in these circumstances and the sending hospital RN monitors the specialized equipment. 
ALL EQUIPMENT ON A MICU OR SCT/CCT AMBULANCE MUST HAVE CURRENT BIOMEDICAL INSPECTION STICKERS PROMINENTLY DISPLAYED ON THE EQUIPMENT. ANY EQUIPMENT TAKEN FROM A HOSPITAL MUST HAVE CURRENT BIOMEDICAL INSPECTION STICKERS PROMINENTLY DISPLAYED. ANY EXPIRED BIOMEDICAL STICKER PLACES THE EQUIPMENT OUT-OF-SERVICE.

Some hospitals use non-RNs to schedule SCT patient pickups for transport to a unit of the hospital that does not open until 6 or 7AM. Once again this poses a serious danger to the patient and is an EMTALA violation. When a patient is picked up before the receiving hospital’s unit opens, the sending RN cannot give a complete report to the receiving RN and the SCT crew has to monitor the patient in the hallway, with portable equipment operating on battery power and portable Oxygen (O2) tanks with limited time, waiting for the hospital staff to arrive and open the unit. This is a very dangerous practice. Hospitals should be expressly prohibited from scheduling pick up of patients prior to the receiving unit being open and operational. Ambulance companies should be expressly prohibited from accepting transports of patients that involve a pick up time that is earlier than the receiving hospital destination unit opens. Hospitals must make arrangements to accept patients on other units if they want SCT patients in the hospital before their specialized units open (cath labs, same day surgery, etc.)
We provided OEMS with information almost two (2) years ago that an ambulance company was using an outdated ventilator with RE-USABLE ventilator tubing, in clear violation of the current regulations and all standards of care. To make matters worse, there were no facilities or equipment for SCT RNs to adequately clean the ventilator tubing in between patients. Many patients were potentially exposed to deadly MRSA as well as many other deadly biological agents that can be transmitted through ventilator tubing.  OEMS REFUSED to enforce the regulations against this company in part because many employees of OEMS also worked for the company. The company is currently facing litigation by patients or their estates and will ultimately pay however; no patient should ever be exposed to these kinds of practices. To that end, OEMS MUST be staffed with experienced SCT RNs to oversee and investigate SCT units in NJ. There should be a clear appeal procedure in NJ that people can use when OEMS employees refuse to enforce critical regulations that are in place to protect the health and safety of the citizens of NJ. There should be severe penalties for any employee of OEMS who is convicted of collusion or corruption. There should be an absolute prohibition against employees of OEMS working for any MICU or ambulance company in NJ. They can renew their licenses through Continuing Education Units. The legislation must continue to specifically prohibit the use of re-usable equipment for invasive procedures, ventilator tubing, etc. in order to protect patients and prevent the spread of deadly biological agents outside of the hospital.  The State Attorney General should be charged with enforcing the Conscientious Employee Protection Act (CEPA) so that employees who are trying to protect the public health have real protection against unscrupulous practices meant to silence them. The fines and penalties associated with the violation of CEPA should be great enough to discourage employers from violating CEPA and should include damages for employees who are harmed by employers or state employees when they report violations.  CEPA is useless if the state doesn’t enforce the law.  This is a very critical issue. 
In NJ, many hospitals have opened cardiac catheterization labs (cath labs) for the emergency intervention cath’s of patients having myocardial infarctions (MI) or heart attacks. This is now the standard of care nationwide. The problem is that not all hospitals are equipped, qualified and licensed to perform open heart surgery if the cardiac cath does not open the coronary artery that is causing the MI. In order to protect patients, the state requires hospitals that cannot perform open heart surgery to have a SCT unit standing by at the cath lab BEFORE they start the procedure so if something goes wrong or they cannot open the patient’s coronary artery, the patient can be emergently transported to a hospital that can perform emergency open heart surgery.  Once again, SCT units are specially equipped with heart monitors, ventilators, IV pumps, etc. that are specially built to function in an ambulance. SCT RNs are specially trained to function in an ambulance. Some ambulance companies in NJ have entered into contracts with hospitals to provide SCT units when needed to the hospital’s cardiac cath lab. Unfortunately, these same companies either chronically under staff their SCT units or use the SCT units for non-emergent BLS transports or BLS 911 jobs or allow very long distance transfers. This means that when the hospital calls for a SCT unit to respond to the cath lab to stand by, these companies are engaging in fraudulent activity by sending basic life support (BLS) ambulances staffed with two (2) EMTs and NO specialized equipment. If the patient needs to be transported, the BLS unit cannot transport the patient. This causes a delay in transport that can result in the patient’s death or in severe heart damage.  Once again, this is an unacceptable situation. The solution is to include a requirement in the legislation that if an ambulance company contracts with a hospital to provide a SCT unit for cath lab standbys, the company MUST have a SCT unit available for every cath lab they contract with. Additionally, that SCT unit may not be used for transports over forty-five (45) minutes or for BLS assignments.  Ambulance companies are reimbursed well for cath lab standby contracts and for SCT transports. There is no economic argument for diverting SCT units to BLS assignments.  If NJ is not willing to ensure the safety of patients with these requirements, then the people of NJ must be warned that it is not safe to go to a hospital that cannot perform open heart surgery if you are having a heart attack.  We will make sure that warning is issued.
MICUs and SCT units carry narcotics and other “controlled substances”.  State and Federal regulations require that only those persons trained and allowed by law to handle and dispense those “controlled substances” may do so. OEMS has refused to prohibit EMT supervisors from handling and dispensing controlled substances because they state there is no clear section of the existing EMS regulations that covers this situation. This puts Paramedics and RNs at risk because they are forced to accept controlled substances from an EMT, rather than another Paramedic, RN or pharmacist. This situation must be clearly addressed in the regulations so they comply with federal regulations. EMTs, regardless of their title in an ambulance company, should be expressly prohibited from handling controlled substances.

The issue of no forced overtime is not addressed. The state already has a “No Forced OT for Healthcare Workers” law. This law was enacted to eliminate serious medical errors due to healthcare workers constantly being forced to work overtime, rather than facilities taking responsibility for adequate staffing.  Even though the law expressly covers all healthcare workers with direct patient care responsibilities, the State Dept. of Labor refuses to enforce the law against ambulance companies. This is a critical issue as many ambulance companies, rather than 
adequately staff, continue to force EMTs, Paramedics and RNs to perform overtime on a regular basis. The result is that there are a lot of tired healthcare providers who are prone to making mistakes, crashing ambulances and leaving the field because they can never care for children, parents, etc.  There was an ambulance crash recently in Sussex County where a patient that was being transported from a hospital to a rehabilitation facility died. This is a serious and very dangerous problem.  We want to see the addition of an express prohibition of forced overtime for all EMTs, Paramedics and SCT RNs.  No transport can be assigned that will cause the crew to work past their shift. For emergency transfers, the SCT RN should communicate with the sending and receiving hospital to ensure that it is truly an emergency and the company should arrange for the oncoming SCT crew to relieve the off going SCT crew at the sending hospital, if the patient is truly an emergency. In the case of BLS and MICU 911 units, if an emergency is dispatched and the call concludes at or after the end of their shift, they will be allowed to go “out of service” to return to their base for shift change.  No SCT unit will be used for 911 assignments that will extend the crew past the end of their shift. In all of the above cases, the crews can volunteer to work the overtime. Under no circumstances should any EMT or Paramedic work on a SCT unit if they have been at work for twelve (12) or more hours.  If companies threaten employees with discipline, termination, shift changes or harass employees who do not volunteer for overtime, those companies should be heavily fined and threatened with license revocation. We cannot stress how important this section is to the safety of the people of NJ and the ambulance crews that care for them.  Imagine that your loved one is in an accident. The ambulance starts treating and transporting them to the hospital. But the person driving has been at work for more than sixteen (16) hours and falls asleep behind the wheel, causing an accident that kills several people, including your loved one. The state has the opportunity with this legislation to make sure that does not happen. This again is an issue that we will follow through on with warnings to the public if necessary.  In fact, there are several sleep studies involving emergency services and RNs that clearly show how dangerous it is to allow anyone to drive an ambulance after working for 12 hours or more. The below link will give your staff a lot of information on the issue:
http://www.superiorems.com/news/08_02_12.pdf
The proposed legislation will make the EMCAB permanent. Once again, it does not include experienced practitioners who can make recommendations for improvements in the system that actually work in reality. We want to see the inclusion of a minimum of three (3) experienced EMTs, three (3) experienced Paramedics and three (3) experienced SCT RNs (five years or more of full time experience) representing the north, central and south regions of the state on the EMCAB committee.  These providers can be chosen by having the EMS and SCT practitioners in each region nominate candidates. The candidates’ names can be placed on the OEMS web site and the candidates who receive the most votes for their region become the representatives on the EMCAB committee. This ensures that the recommendations made by the committee include the input of the most experienced providers. 
Last, most hospitals and ambulance companies provide garages and “posts” for the ambulances and crews. Some try to add to their financial bottom line by posting ambulances and crews on 
street corners or by parking out-of-service ambulances in parking lots with “shore lines”. This is a dangerous practice for the following reasons:  The “temperature controls” in the ambulances do not work well in low and high atmospheric temperatures, causing drugs, IV fluids and critical 
equipment to be exposed to temperature variations that break down or freeze the drugs and fluids and drain the battery life on critical equipment. Crews that are parked on street corners are forced to keep their diesel ambulances running. This is extremely detrimental to the environment and dangerous for the health of the crews. The legislation should require that all hospitals and ambulance companies provide garages for the ambulances and “posts” for the crews where they may escape the fumes of the ambulances. Warehouse space with garages is abundant and cheap. Since most companies and volunteer ambulance organizations already meet this requirement, there should be no problem with this becoming a requirement for the safety of crews, patients and the environment. 

One of the comments frequently heard by ambulance companies and hospitals is that it is cheaper to pay the fines assessed by OEMS for violation of the regulations than it is to actually comply with the regulations.  This situation in effect makes the regulations governing the provision of EMS in the state completely ineffectual. In the interests of the public health, we strongly urge that the new regulations increase the penalties against ambulance companies and hospitals that violate the regulations. We are recommending a minimum fine of $1,000.00 for the first violation; $10,000.00 for the second violation and revocation of licensure to operate for the third violation of each provision of the regulations. For the EMTs, Paramedics and RNs, we are recommending no financial fine because employers frequently threaten staff who try to comply with regulations. We are recommending that any EMT, Paramedic or RN who is questioned by OEMS in the investigation of an employer have protection under CEPA through the Attorney General’s Office. We are recommending that any pattern of discipline or harassment of any employee who reports an employer to the state be considered evidence of violating CEPA and that the affected employee be entitled to damages from the employer. We are also recommending that any employer found guilty of violating CEPA have their provider license placed in a “probationary” status for one year with close oversight by the state.

There is quite a bit of information contained in these comments. All of the information is vital and necessary to protect patients, crews and the general public in the state. We will be happy to work with your staff to ensure that these concerns are addressed in this legislation. We would like your staff to contact us to ensure that someone is working on these critical concerns.
Thank you for your valued time and attention.

Sincerely,







Deborah E. Ehling, RN, MICP, CEN
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Cc:  LTC Gwyn Parris-Atwell, RN MSN CEN, President  

            NJ Emergency Nursing Association
       Patricia Barnett, RN, JD, Chief Exec. Dir.

       NJ State Nurses Association
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