National Organization of State Offices of Rural Health
Statement on Enhancing Emergency Medical Services in Rural Communities
Emergency Medical Services, or EMS, encompasses the initial stages of the emergency care continuum.  It includes emergency calls to 9-1-1; the dispatch of emergency personnel to the scene of an illness or trauma; and the triage, treatment, and transport of patients by ambulance and air medical service.1
Not surprisingly, EMS plays an especially critical role in rural areas of the United States – although only 20 percent of the nation’s population lives in rural areas, it is where nearly 60 percent of all trauma deaths occur.  Moreover, the death rate in rural areas is inversely related to the population density. Consider the following:
· The relative risk of a rural victim dying in a motor vehicle crash is 15 times higher than in urban areas, after adjusting for crash characteristics, age and gender.

· Injury-related deaths are 40 percent higher in rural communities than in urban areas.

· Eighty-seven percent of rural pediatric trauma deaths did not survive to reach the hospital.
· While nearly 85 percent of U.S. residents can reach a Level I or Level II trauma center within an hour, only 24 percent of residents living in rural areas have access within that time frame.2
In June 2007, the National Conference on State Legislatures convened a day-long summit to inform policymakers about the greatest challenges facing EMS providers in rural communities.  Those challenges were broken into three categories:

· Recruitment and Retention: Surveys of state EMS directors consistently rank recruitment and retention of personnel as the greatest issue in rural communities.3  Not only are these areas scrambling to find personnel, they are also struggling with a workforce that often does not have the necessary skills to appropriately treat patients who have complex and life-threatening medical needs.  On overreliance on a volunteer-based system – nearly 80 percent of EMS personnel in rural areas are reported to be volunteers compared to 33 percent in urban settings4 – a shortage of EMS leadership expertise and a lack of integration of EMS personnel into the healthcare system only exacerbate the problem.
· Financing and Reimbursement: Rural EMS faces the dual problem of low volume and high fixed costs, which presents a significant challenge in creating and/or maintaining a system that is sustainable.  Limited or no local tax support, limited reimbursements and the cost of replacing inadequate/outdated equipment are also significant concerns.
· Coordination of Services: According to the 2007 report, Emergency Medical Services: At the Crossroads, EMS systems have been developed haphazardly across the country; as a result, “…there is now enormous variability in the design of EMS systems among states and local areas.”5  Fragmented care, disparities in response times, a lack of national quality measures, a lack of disaster preparedness, negative professional stereotypes and a limited evidence base for EMS practices are issues that must be addressed.
State Offices of Rural Health have a rich history of developing partnerships, creating programs and providing resources that help meet the healthcare needs of rural Americans; therefore, these organizations can play an important role in addressing these challenges.  At the same time, however, new rural healthcare policies and programs – and additional funding to support those policies and programs – are critical if states are expected to address these rural health issues as effectively as possible.

For that reason, NOSORH supports the creation and funding of programs and activities that expand the technical assistance capacity of State Offices of Rural Health.  In terms of enhancing Emergency Medical Service in rural communities, NOSORH supports: 
· Dedicated funding within the Office of Rural Health Policy for enhancing rural EMS and trauma services. While ORHP supports rural EMS systems development conceptually, there currently are no dedicated program staff who support any funded programs.
· Restoration of Title XII funding by Congress. President Bush signed the Trauma Care Systems Planning and Development Act in 2007 which authorized Congress to appropriate $12 million annually for EMS/Trauma Systems, including a 10% rural “set aside” that used to be directed to ORHP when EMS/Trauma was funded; however, NO APPROPRIATION HAS BEEN AUTHORIZED.  NOSORH would like to see the appropriate restored and include a 20% rural “set aside.”
·  In absence of this appropriation, encourage ORHP to set aside funds from existing programs to at least support the reestablishment of a Rural EMS & Trauma Technical Assistance Center that would be funded through a HRSA Cooperative Agreement.

