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WHO TECHNICAL GROUP ON
PLANNING AND ORGANIZATION OF
EMERGENCY MEDICAL SERVICES

Toulouse, 24-28 February 1979

1. INTRODUCTION

A Technical Group on the Planning and Organization of Emergency
Services was convened in Toulouse from 24 to 28 February 1979 by the
Regional Office for Europe of the World Health Organization, in cooperation
with the French Government. The meeting was held within the framework
of the European medium-term programme on road accident prevention,
which forms part of the WHO global programme being conducted by the
WHO Regional Office for Europe.

Temporary advisers from 15 countries, together with a representative
from the League of Red Cross Societies, met to examine the current status
of emergency services and to consider ways of encouraging further progress
in this field of medical care. ‘

Although this meeting was very much concerned with road traffic acci-
dents, since they are now a major cause of mortality, morbidity and disability
in most countries, it was decided that emergency services for victims of such
accidents should not be considered in isolation from other emergency medical
services. Equally, while the Technical Group, as its title implied, would be
dealing more with services than with prevention, it was recognized that the
two subjects were nevertheless closely linked.

In view of the interest shown in emergency medical services by several
international bodies, in particular EEC, OECD, and NATO’s Committee for
the Challenges of Modern Society, one of the aims of WHO in convening
the meeting was to provide a focal point for the development of activities
in this field.

The participants, who comprised experts in first aid, intensive care,
anaesthesiology, surgery and public health, considered the organization of
emergency medical services both within and outside hospitals, including
aspects related to the development of manpower and research.

In his opening address, Dr J.-C. Sournia, Director-General of Healthe
welcomed the Group on behalf of the Minister of Health of France. He noted
that the problem was an important one, and emphasized the need to adapt
emergency medical care systems to the conditions.of each country, since
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the necessary arrangements would be influenced to a large extent by social
and geographical factors. The relationship between primary medical care and
hospital care also needed to be examined very carefully.

Dr Leo A. Kaprio, Director, WHO Regional Office for Europe, thanked
the French Government for its support in organizing the meeting, which was
an important milestone in the development of the WHO programme. He also
thanked the regional and local authorities for their hospitality and their con-
tribution to the organization of the meeting.

The Regional Office had been concerned with the problem of emergency
services for some considerable time, and the technical discussions on this sub-
ject held at the session of the Regional Committee for Europe in Stockholm
in 1963 (1), followed by a seminar in Leningrad in 1967 (2), had resulted in
valuable conclusions, many of which were still valid. The present meeting
represented a further effort to update information on the sub]ect and pro-
mote an exchange of experience on an international basis.

- Dr Kaprio also referred to the role of the Regional Office, which had
been made responsible for disseminating information on road accident pre-
verition on a wotldwide basis. The organization of services for the care of
the injured had a crucial place in the programme, especially in relation to
the less developed countries, where mortality and disability occurring among
the young as a result ‘of traffic accidents were rapidly increasing, partly
because of ‘a lack of appropriate emergency services. However, resuscitative
and emergency services were part of a system of very high-level medical
technology which was subject to major human and financial constraints. If
they were not used properly they would fail to meet their objectives, with
predictable consequences for the individual and for society as a whole.

Mr Coirier was appointed Chairman and Dr Miskiewicz Vice-Chairman;
Dr W.J. Modle acted as Rapporteur ‘The hst of participants is attached as
Armex Iv.

2. CLASSIFICATION OF MEDICAL EMERGENCY SITUATIONS

2.1 Problems of classification

A tentative classification was presented by Professor Cara (see Annex I)
who explained that, when designing the optimum medical service for any
particular locality, it was necessary to make some attempt to classify the
clinical problems confronting the service in terms which could be related to
the response required. He had attempted to improve on the' conventional
classification of degrees of emergency after accidents which had been em-
ployed by some surgeons, based on what needed to be done within different
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periods of time. In doing so, he had concluded that a concept which merited
special attention was to regard an insult to the body produced by injury as
having a parallel with an insult produced by a toxin. In this way the severity
of injuries could be standardized by considering the dose of injury where the
natural outcome would be death in half the cases (3). This might be used as
a basis for deducing the benefit accruing from different forms of intervention
at varying times after accidents. Additionally, the effect on morbidity was
important, but even more difficult to measure. This approach emphasized
the importance of the time factor when responding to emergencies.

In the discussion which followed, it was recognized that this classifica-
tion was a worthwhile attempt to grapple with a very difficult problem.
However, while being unable to make any firm recommendation about a
classification which might be adopted generally, the Group continued its
discussion on the basis of a fairly simple classification, namely:

(1) those who would die in a matter of minutes if no aid is forthcoming
and for whom first aid by members of the public is of prime importance;

(2) cases where death would occur during the next few hours and for
. which the quality of professional aid outside the hospital is important;

- (3) .less urgent problems.

The -points which then emerged were ones to whlch the Group returned in
more detail in subsequent sessions.

2.2 Quallty of intervention

- In the first few minutes after an accident or other emergency it is always
true that the victim is dependent on members of the general public for help.
Thus, the ability of the latter to offer approprate first aid could be vital.
In many localities no other help is forthcoming before a considerable time has
elapsed, hence the quality of the first aid rendered could be crucial. Similarly,
in cases where medical or skilled paramedical help is needed in the first few
hours in order to prevent death or serious disability, the quality of such help
is an important factor.

There is wide variation in the calibre and level of training of those
categories of health personnel to whom the term “paramedical” has been
loosely applied in many places, and this factor needs to be taken into account
in-any studies of the effectiveness of systems of care. Furthermore, all doc-
tors cannot be regarded as equally capable of the most appropriate inter-
vention, particularly in accidents, both because their medical training has
often been deficient in this aspect and because special experience in the work
is needed. Some participants suggested that the contribution nurses might
make in this field had been underestimated. Quality of service could also be
affected - by the inter-relationships of the staff involved and in partlcular
by the degree of supervision exercised by doctors.



23 Imphcatnons for research

The need for some classrﬁcatron and deﬁnmon of clinical condltlons the
quality of personnel involved and the nature of the interventions undertaken
was seen as a necessary prerequisite of research into the effectiveness of
various forms of emergency medical services. Such classification, though
it presents many problems, is of great importance. Projects need to be sharply
-delineated, but this is partlcularly difficult in the field of emergency medical
services.

3. ORGANIZATION OF EMERGENCY MEDICAL SERVICES
OUTSIDE THE HOSPITAL

3.1 Alarm and communication systems; coordination of emergency services

The alarm system is-an extremely important part of any emergency
service, yet in the case of emergency medical services it has not everywhere
been given the attention ‘it deserves. The need for good communications
between medical and nonmedical services is evident, but this raises questions
of confidentiality. The coordinating and dispatching arrangements in emer-
gency medical services are also important, particularly the extent to which
doctors take an active day-to-day part in them. The need to achieve coordina-
tion between the work of primary care doctors and that of hospital doctors
was considered in a later session. - -

In discussion, the importance of havmg an efﬁcrent alarm system was
reiterated. In many countries the telephone is the main means of raising the
alarm, but in developing countries, particularly in remote-areas, other arrange-
ments are necessary, hence the need for inexpensive methods of communica-
tion applicable in such circumstances. In all .countries, extensive stretches of
the road network are remote from towns and villages, so the correct siting
of roadside telephones or alarm buttons needs to be given proper considera-
tion. Such facilities are expenswe and therefore the cost and. beneﬁts have to
be carefully weighed. - :

In order to keep delays to. a mmlmum telephone ca]ls to the emergency
services should be free of- charge This is not the case at present in all coun-
tries. The benefits and problems of havmg one telephone number for calling
any emergency-service were discussed. Such a system néeds telephone opera-
tors who are specially trained to make the appropriate responses to distressed
.individuals and to route the calls to.the right services. For a system to be
acceptable, the public and doctors need to have confidence that telephone
operators are independent of other services, in. particular the police. Hence it
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is possible to have this system in some countries but not in others. Where it
is adopted, it is important to ensure that the intervention of a telephone
operator does not entail any delay in obtaining medical help.

A disadvantage of having a separate telephone number for each emer-
gency service is that some delay might ensue while the person summoning the
service identifies the right number. However, the potential delay can be mini-
mized by having only one number for each service throughout the country
or, better still, in all countries employing this type of system. A separate call
system for medical emergencies helps to ensure that those requiring aid are
not inhibited from seeking it through fear that knowledge of their circum-
stances would fall into the hands of persons outside the medical profession.
Nevertheless, in some countries the law places an obligation upon medical
staff to notify the police of emergencies in certain circumstances.

Several participants considered that it was only in non-traffic cases that
the question of medical confidentiality was really significant, since in road
accidents other services, in particular the police, would normally be involved
anyway. Furthermore, some countries which have only one telephone num-
ber for all emergency services have experienced no complaints about lack of
confidentiality. In the United States it has even proved possible to make re-
cordings of calls as a method of evaluating the performance of the emergency
medical service. Modern technology now permits the caller’s number to be
identified immediately a call has been made to the emergency medical serv-
ice’s number. ‘

The participants agreed that the close involvement of doctors is beneficial
in the day-to-day operation of control centres for emergency medical services.
Although doctors do not necessarily have to answer all calls themselves, the effi-
ciency and economy of the service is enhanced where they closely supervise
the training and work of the dispatchers/controllers of ambulances. In some
countries ambulance control centres have been sited in or adjacent to hospitals
for this reason. Such arrangements make it possible to encourage closer coordi-
nation between primary care doctors, hospital doctors and the ambulance serv-
ices. The control and coordination of ambulance services is also greatly facili-
tated where the services are unified and managed as part of the health services.

3.2 Transport

In some countries it is considered beneficial to the standard of emer-
gency medical care to have doctors travelling in emergency ambulances. In
most circumstances, however, this is not an economical use of medical man-
power and high standards can be achieved by specially trained paramedics
or nurses working under fairly close medical control. Even so, there are in-
stances when the presence of a doctor on site is essential, and this fact under-
lines the importance of arrangements for coordinating the dispatch of appro-
priate personnel (see section 3.1).
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Fig. 2. Alarm systems. An alarm system model which
provides for elementary medical control only,
without regard for medical confidentiality
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The Group discussed the vehicles and equipment needed for the trans-
port of emergency patients. There was some measure of agreement that it
might be worthwhile for WHO to establish minimum recommended standards
for ambulances for particular types of emergency, and -also minimum levels
of equipment. A number of countries already have minimum standards for
both ambulances and equipment, laid down by administrative means where
ambulances are managed as part of the health care system and by legislative
means elsewhere. The equipment needs:to be suitable for coping with all
medical interventions, not just patients suffering from trauma. Several coun-
tries have experienced a need for two categories of ambulance, one for
general emergencies and the other for special intensive care, particularly
for interhospital transit.

Opinions differed on the merits of hehcopters as a form of emergency
medical transport. Certainly there are circumstances when they are invalu-
able, but the extent to which they are used varies widely. This is due partly
to differing views on the benefits gained in relatlon to the high costs involved
and partly to geographical factors .

3.3 First aid

The layman trained in first aid has an important function in bridging
the time gap until professional help arrives. In remote areas he may be the
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only source of assistance for many hours. Although the nature of his training
will vary according to circumstances, it is possible to identify certain core
subjects to be included in all training programmes.

The basic premise of such training has to be that no equipment is avail-
able, since when first aid is required equipment will not normally be to hand.
Members of the public do not need to be taught the physiological background
to practical procedures. One problem is that, although practical skills may
be acquired, the motivation to apply them may still be lacking. Another
difficulty is that those trained in first aid tend to forget much of what they
are taught. Thorough revision is therefore required in any programme of
training.

The Group discussed the merits of teaching first aid to children. It seems
doubtful whether many will retain and apply knowledge of the practical
procedures, but it could be argued that children are particularly receptive
to ideas and first-aid training could be valuable in fostering an interest in
accidents and in the possibilities of preventing them. However, the costs
have not been weighed against the benefits, a point which also applies to
first-aid training for adults. The Group considered that there was a need for
cost-benefit studies in this connexion. Mention was made of a university
training programme to degree level in a sociology department in France,
which was aimed at producing individuals well fitted to play a role in alerting
and educating the public in the field of first aid and accident prevention.

The Group recognized that there was a lack of first-aid training in medi-
cal schools, and considered it important that this situation be rectified. Doc-
tors should clearly take a lead in this field. being the ones responsible for
training nursing and paramedical staff.

~ The place of cardiopulmonary resuscitation in first-aid training was then

discussed. The Group considered that lethal damage resulting from misuse of
the technique by members of the public trained in its use was rare. In Seattle,
USA, where some 50% of adult residents had been trained in cardiopul-
monary resuscitation, it has been argued that application of the technique
is associated with a small reduction in deaths from coronary thrombosis (4).
However, there are two points to be considered before concluding that
general first-aid training should include this technique. First, the costs, in-
cluding the time of professional personnel, need to be carefully weighed
against the benefits. In many places such a massive training programme would
not be feasible. Second, skill in the technique diminishes quickly unless it is
practised regularly, so the necessary retraining would add considerably to the
complexity of a programme. A reasonable case could be made out for training
members of the public in cardiopulmonary resuscitation when they are
engaged in pursuits involving special hazards such as drowning or electro-
cution. The conclusion was reached that WHO, along with the Red Cross,
should study in greater depth the need to include cardiopulmonary resuscita-
tion techniques in general first-aid training (see Annex II).



E 4 ORGANIZATION OF EMERGENCY MEDICAL SERVICES
INSIDE THE HOSPITAL -

4.1 Hospital emergency units

The reception of accident and emergency patients in hospitals is an
important interface’ between primary medical care and specialist medical
care. Some of the patients seeking emergency help at hospitals have problems
which could be regarded as ‘the proper province of primary care doctors,
while - others suffer from conditions that require specialist care, consisting
of diagnosis, and observation or treatment. In health services where the
pattern of the emergency services includes the possibility of specialist doctors
attending the scene of accidents or emergencies, this interface is transferred,
in those instances, into the community.

In some cases, treatment needs to begin w1th resuscitative measures.
Hospitals dealing with accidents and emergencies require a special unit to
cope with the immediate problems of diagnosis and sorting, along with urgent
resuscitation. There is aneed for a clear definition of medical responsibility in
such units. A specialist whose prime responsibility is to serve in the accident
and emergency unit and who has close ties with anaesthesiology could be
valuable. His expertise would be brought into play in the diagnosis and early
management of urgent problems presenting across the whole range of medical
and surgical practice. Regarding the physical structure and functioning
of such a unit, one participant suggested that emergency patients could
be categorized according to four levels of urgency: high-risk patients in
vital distress, first-emergency patients with a potential risk of vital dlstress
second—emergency patlents and percelved emergenc1es

42 Medlcal respons1b1ht1es

The medical respon51b111ty for emergency cases presenting at hospitals
is a problem in many countries. In some countries, specialists fromestablished
specialties, particularly surgery, are nominally in charge of this aspect of the
hospital service, while in others specialists from a variety of disciplines take
on the duty in rotation. However, the result is often far from- ideal because
these specialists are strongly committed to their own specialty. Patients
with psychiatric problems are especially vulnerable.

Such systems are also weak in handling problems that normally fall
within the province of primary medical care or social care. In any system
there is a need to seek ways of achieving good liaison between doctors working
in primary medical care and those working in hospital emergency units. Not
only can such links be beneﬁc1a1 to patlent care, but they can also help to
ensure an economical service.
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Links could be further strengthened if primary care doctors worked
periodically in hospital emergency units to treat patients with problems of a
primary care type presenting there. The question whether there would be any
advantage in emergency unit doctors dealing initially with emergencies that
arise in respect of hospital inpatients is open to discussion. Although on
occasion this might result in medical help being available more quickly,
emergencies -occurring in inpatients under specialist care should, generally
speaking, be handled entirely by the specialist teams concerned.

In some countries intensive care units are integrated with emergency
units, whereas in others they are separately sited within the hospital and
separately staffed. There is no overwhelming case for one arrangement in
preference to the other; the decision seems to be very much a matter of
choice according to local circumstances.

4.3 Facilities

‘Hospital emergency units need reception facilities, accommodation and
equipment for urgent assessment and resuscitation of serious cases, accom-
modation for other diagnostic work and minor treatments, plus links with
intensive care facilities. It is essential that there should be adequate investiga-
tive facilities, particularly radiological and pathological, while specialist
inpatient services also need to be at hand. Some specialist services will usually
be concentrated in a few of the hospitals which have emergency units, al-
though the pattern of such services will be heavily dependent upon geo-
graphical factors. For that pattern of provision, good secondary transport is
required.

An appropriate pattern of hospital emergency units might be established
by either legislative or administrative means. The former are particularly
applicable where private systems of medical care exist. A description was
presented of the way hospitals have been categorized in the United States
under the emergency medical services legislation. In the Ilinois system 80%
of patients are treated locally, 15% in area centres and 5% in regional centres
where there are special facilities available for treating burns, spinal injuries,
multiple injuries and poisoning, and for patients requiring neurosurgery or
vascular surgery. Regional units cover a population of some 500 000. Such
a system calls for good communication between all its elements: There is also
merit in interchangeable equipment, e.g., stretchers which can be inter-
changed between ambulances and hospital departments.

It is important to have good radiotelephone communication between
ambulances or helicopters on the one hand and hospital emergency units
on the other. Further, helicopter landing pads should be provided in the
grounds of hospitals which have emergency umts, particularly if these are
regional centres.
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5. THE PERSONNEL OF EMERGENCY MEDICAL SERVICES

5.1 Levels of response X

As the role of the usual first responder, mainly the private citizen, has
been dealt with in section 3, the functions and training of those at the higher
levels of response will be consrdered here. Aspects of particular importance
are the work of paramedics and the role of the primary physician, especially
in relation to the emergency medical services as a whole.

Personnel at all levels in an emergency medical service 1nclud1ng doctors
and nurses, require special training in this field of work, where training has
often been weak in the past. It is now accepted that paramedical personnel
who do not hold other professional qualifications in the field of health care
can be trained to provide high-quality assistance for emergency patients in
the early phase of an emergency. However, for them, as for other staff,
refresher training at frequent 1nterva1s is essential.

The dec1s1on as to which personnel in an emergency medical service are
.most suited to act in the. different - -phases -of an emergency varies widely
according to.geographical factors and the availablity of the various categories
of staff. Although in a small number of selected cases a -doctor trained in
emergency service work can be valuable at the sceme of an incident, it is
doubtful whether a very good case exists for doctors routinely manning emer-
gency ambulances. Using doctors in this way means that their special skills
are only infrequently put.to use.

5 2 The paramedrc

The USA has led the way in recent years in the use of paramedrcs to
improve the early care of emergency patients. and to assist €mergency nurses
and physicians in hospitals. Levels of training have been defined and a system
of certification established. Nurses are ranked at a higher level than paramedics
and the work of the latter is closely monitored by doctors. If paramedics per-
form “invasive” techniques, th1s is normally only done when a doctor pro-
vides guidance by radio. ‘

- Paramedics must be given appropnate status if they are to make their
maximum contribution to emergency care. Well:defined training programmes
and certification help to ensure this and due attention must be paid to career
pathways. There has been a fall in the mortality rate for certain categories of
injury in some regions of the United States and those responsible for the
services believe that this has been achleved in part, by the mvolvement of
paramedics in emergency services.
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5.3 The primary care doctor

A doctor is not often present when a medical emergency occurs in the
community, but if one is available he is obliged to give first aid. Further,
since in these circumstances a primary care doctor is usually the first pro-
fessional to give assistance, his intervention could be of great benefit when
urgent medical treatment is required to save life, providing he is skilled in
the field of emergency work.

In thinly populated countries, particularly where-the terram is dlfﬁcult
early medical intervention by primary care doctors adequately trained in this
field of work could be a valuable component of an emergency medical serv-
ice. In some countries the possibility of litigation in the event of an error
being ‘made inhibits primary care doctors from involving themselves in this
way.

- A -more 1mportant role for the pnmary care doctor in emergency medical
services appears to be to ensure that the more specialized personnel in the
service are not overloaded with minor problems. To this end, it is necessary
to achieve good integration between primary medical care and emergency
medical care based on the hospital. Several hospital emergency units in
France have arranged for primary care doctors to participate on a rota basis,
so that when emergency calls which can be dealt with by such doctors are
received at the control centre, these calls can be appropriately redirected (5).
This is a valuable development, but negotiations with professional organiza-
tions at both the national and the local level are usually necessary in order
to bring about such radical changes.

5.4 The emergency “specialist”

The potential value of emergency physicians or emergency “specialists”
has been discussed above (section 4). There have already been some de-
velopments of this type, but the status of the practitioner varies. In the
United States, for example, he is regarded as the sixth responder, while
the specialist doctor is the seventh responder.” In the United Kingdom
the- emergency physician is accorded full specialist status, and there is now
a specialist training programme in accident and emergency medicine to
paralle] specialist training programmes in other specialties (see Annex III).
The posts are proving useful in improving standards of emergency care,
both directly and by encouraging increased interest in emergency care among
all health workers.

2 The primary responder is the private citizen, the secondary one the police or fire-
men, the third the socalled emergency technician 1 (EMT 1), the fourth the paramedic
(or EMT2) and the fifth the hospital nurse. (Otten, J. Personal communication)
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6. PLANNING AND EVALUATION OF
EMERGENCY MEDICAL SERVICES

6.1 Improving emergency medical service systems

Planning in this field is important because medical emergencies are com-
mon, because an increasing number of patients can benefit from modern
medical techniques and because an emergency medical service is made up of
so many different elements. The principal aim of an emergency medical
service should be to ensure that a doctor takes responsibility for the care of a
patient as soon as possible after the alarm has been raised, although this
responsibility will often be exercised indirectly in the early phases of the
response. To plan a service it is first necessary to list all the functions it
should perform. The components, both personnel and technical, should next
be listed. Consideration has to be given to the quality of these components
and the way they interact. Finally, any changes aimed at effecting improve-
ment depend on-the social framework within which the service operates and
may be broadly categorized as either legislative or administrative.

" As far as personnel aspects- are concerned, it is important to foster the
interest of doctors in what goés on at all stages of the response to medical
emergencies. Doctors have not always been sufficiently concerned about the
potential value of first aid performed by members of the public, nor have
they done enough to ensure that the professional personnel usually involved
in the early stages of response to a medical emergency are adequately trained
in measures to preserve life and. alleviate suffermg Current attitudes among
doctors towards emergency medical services are the product of their own
training, which has been deficient in this aspect.

While in most countries doctors are not available to atténd the scene of
medical emergencies  routinely, it would seem. beneficial for' them to be
_ closely involved not only with' the- training but also with the operationat
supervision of paramedical staff -carrying out 'this -function. In addition,
paramedical emergency personnel should be able to summon a doétor to the
scene on those occasions when they are faced with a clinical problem beyond
their capabilities. It is, of course, important that doctors who 1ntervene in this
way are adequately trained in emergency work. - C-

The emergence of the paramedic highly trained in emergency work is
a useful development. In places there has been some rivalry between para-
_ medics and the nursing profession and there are those who believe that it
might be better to train some nurses for the role now increasingly being
undertaken by paramedics who, prior to their emergency medical service
training, have not held a quahﬁcatlon in the field of health care. -

An emergency medical service is particularly difficult to plan because
it consists of so many elements, often under disparate management. Further,
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close links have to be arranged with other emergency services managed by
still other agencies. In most countries coordination has been achieved entirely
by administrative means, but there are examples where legislation has played
a part. It has proved easiest to ensure coordination, particularly where ad-
ministrative measures are employed, if the number of agencies managing
the various elements of the service is small. One way of simplifying the
administrative structure is to ensure that health care is given by health per-
sonnel; there is no fundamental medical reason for firemen to provide am-
bulance services.

The fragmentation of an emergency medical service can prevent it from
achieving a high standard and in a system relying on public funds, inadequate
financing can result in a lowering of standards due to the appearance of
numerous private services working in competition with it. Coordination
between the emergency medical services and other emergency services is
important, especially when major accidents occur. One way of fostering such
coordination is to designate specific health service workers, particularly
doctors, to undertake the necessary liaison activity. The consultations re-
quired in producing local plans to cope with a major accident could serve to
strengthen this bond. ‘

6.2 Evajuation

It is first necessary to perform an inventory of the elements of the
system and compare these with a check-ist. In doing so, due account needs
to be taken of epidemiological data on the type, frequency and distribution
of accidents and other medical emergencies. The check-list should include
mention of any specified standards, and one element of comparison with the
inventory will be the extent to which the components of the system match
up to the standards. It is helpful to quantify information as far as possible,
rather than to rely simply on qualitative comparisons. As with other modes of
evaluation, ‘it can be beneficial to have some national guidelines on what
information should be studied.

. The next step in evaluation is to examine the performance, or efficiency,
of the system. This means measuring such parameters as the response time
of an ambulance service or the delay before definitive treatment of a fracture.
It is in this sphere that technological help can be particularly valuable, as,
for example, in the logging and analysis of calls and the responses of the
emergency medical system — now a part of the evaluative process in parts
of the USA. .

To date, most evaluation of emergency medical services has followed the
lines described above, but there is an increasing need to examine the effective-
ness of emergency medical services in terms of mortality and morbidity,
and, in particular, to study the costs and benefits associated with particular
patterns of service. However, the fact that the emergency medical services
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are made up of so many parts makes this a very difficult task. Research
into both effectiveness and efficiency can usefully be based on randomized
controlled trials (6) : ¥

" 7. CONCLUSIONS AND RECOMMENDATIONS

7.1 Conclusions

Ad section 2: Classification of medical emergehey situations
(@) Better ways of classifying emergency situations might be developed
and would facilitate evaluation of services.
(b) It would be helpful to have measures of the qua.hty of intervention
by each type of responder within an emergency medical service.

Ad section 3: Organization of eme rgency medical services outside the hospital
(2) There is a need for a technically efficient alarm system. .

(b) Where telephones are the means of alarm, a single number which
can be called free of charge is the ideal. :

(c) First-aid training of the pub]ic should be encouraged

(d) For cardiopulmonary resuscxtatlon in particular, cost -benefit studies
should be attempted.

(¢) The involvement of doctors in the control of ambulance services,
as well as in the training of ambulance staff, could be beneficial.

(f) It should be possible to list minimum international standards for
ambulances and ambulance equipment.

Ad section 4: Organization of emergenoy medical services inside the hospital
(a) Hospital emergency units for the assessment and initial treatment

of emergencies form an important interface between spec1ahst medical
care and primary medical care. . o

(b) The activities ‘of these units should be integrated w1th those of
primary care doctors in order to achieve an efﬁcwnt and effective service.

(c) A specialist whose prime respons1b1hty is to the accident and emer-
gency unit could help raise standards of care.

(d) It is important -for hospital emergency units to be prowded w1th
appropriate accommodation.and be backed up by adequate mvest1gat1ve
facilities and specialist 1npat1ent services.

(e) - Radiotelephone communication between hosp1ta1 emergency units
and ambulances is of value.
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Ad section-5: The personnel of emergency medical services

(a) The paramedic with special training in emergency medical service
work is becoming a valuable part of the services, particularly in the early
phases of response.

(b) Where primary care doctors have undertaken special training in
emergency medical work, their skills may be of value in an emergency
medical service, particularly in remote areas.

" () All the professional staff should be adequately trained in first aid.

Ad section 6: Planning and evaluation of emergency medical services

(2) Planning an efficient service is facilitated if all elements of the
service are managed by the same authority.

(b) Evaluation of emergency medical services is difficult because they
consist of so many different elements, but it is nevertheless necessary.

(c) Epidemiological studies and an inventory of the service are the first
steps in evaluation.

(@) Studies of both efficiency and effectiveness are necessary
7.2 Recommendations

1. Public authorities should guarantee the right of each citizen to be taken
care of as rapidly and efficiently as possible in an emergency situation,
without infringing the usual codes of practice regarding respect for personal
dignity and the protection of individual freedom.

2. Medical aid to sick and injured persons is essentially part of the medical
field and the concept of emergency medicine as a component of primary
health care should be promoted.

3. A national telephone number should be allotted for medical assistance.
Calls made to this number should be free of charge and need no coins or
tokens. Moreover, the communication should be terminated only by the
operator of the receiving centre, not by the caller. Finally, the caller’s number
should be identified automatically by the receiving centre wherever possible.

4. The various alarm systems used should be compatible.

5. The organization of emergency medical aid should relate to the existing
organization for primary care and should reinforce it whenever required.

6. The organization of emergency medical aid should not be exclusively
oriented towards road traffic accidents, but should make it p0551b1e to give
aid'in surgical and medical emergencies.

7. The coordination of emergency medical aid should be regionalized.

17



8. The functions of the primary caré doctor should be integrated in the
emergency medical aid system. . <

9. The call for assistance should reach a single centre for all medical emer-
gencies, where medical involvement in regulatlon would represent a factor
of efﬁmency and saving. :

10. The need for cooperatlon in- the emergency medlcal aid f1e1d between
all hospital and extrahospltal med1ca1 servmes pubhc and pnvate should be
underlined.

11. Medical and paramedlcal staff should be spe01a]1y trained ‘in emergency
care in order to make the best p0551b1e contrlbutlon to the emergency medical
aid service. ‘ ‘ S

12. The emergency med1cal ald service should be provided with radiotele-
phone systems to allow communication with ambulances and w1th general
practitioners, especially in rural areas. : .

13. Hospitals should be given facilities to communicate and work w1th each
other and with all other partlclpants in cases of emergency.

14. Traffic priority regulations for ambulances should be studied.
15. Ambulance design and equipment should also be studied further.

16. The helicopter should be -seen as a useful and. sometimes indlspensable
means of transport in emergency medical aid because its use saves time
and increases safety. ‘ ‘ . -

17. Information on emergency medical aid services including the results of
studies in this. ﬁeld should be disseminated, espec;ally in the developing
countries. :

18. Four groups of patients are received in _hospital as emergency cases:
© (i) high-risk patients in vital d1stress i.e., extreme emergency;

(i) first-emergency patients, ie., those presentmg a potential risk of
-+ vital distress (medical, surgical, psychlatrlc) ) :

(i) second-emergency’ patlents w1th less serious afﬂlctlons
_ (iv) perceived emergencies. :

Two main types of pat1ent should thus be considered as far as reception
is concerned:- L . :
(i) patients” who need 1ntens1ve care or contmuous control: these are
the real emergencies (pauents in vital distress, first-emergency patients);
(i) ' patients who first need medical advice and can be treated at home,
admitted to a hospital service (medicine, surgery, psychlatry or spec1alty)
or directed to seek sociomedical advice. .
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Thus the integration of primary and hospital care in the same system should
be favoured.

19. In the planning of new hospital developments, reception services cor-
responding to the various groups of patients to be treated should be included.

20. The teaching of emergency medical aid should be considered at five levels:

(i) education of the public, education at school: this should be limited
to some very simple care to ensure the survival of the patient (safety
~ position, freedom -of upper respiratory tract, oral methods of insuffla-
‘tion, external haemorrhage compressmn) as well as protection and
© alarm;
(ii) teaching of personnel working in schools (primary and secondary),
and of national instructors in first-aid practice who can and should
provide the first-level training;
(iii) teaching of professional first-aid rescuers;
(iv) teaching of paramedical professions (nurses for the most part);
(v) teaching of emergency aid and care to doctors in their university
and further education syllabuses: this should be given by doctors used
to practising emergency care and assistance.

21. Doctors qualified in resuscitation and emergency aid should take the
main responsibility regarding the teaching of emergency care and assistance.
The teaching profession and the national first-aid instructors could constitute
a primary target for such training. The notion of prevention should also be in-
cluded in this training. Teaching should be given by qualified persons, com-
petent in the pedagogic and scientific fields, particularly in the medical
sector.

22. Health services should ensure that paramedical staff can become emer-
gency technicians after specific training.

23. A special effort should be made as regards the continuing education of
the general practitioner, who is often the first doctor to be called, especially
in rural areas.

24. Auxiliaries play an important part in emergency assistance and care out-
side the hospital. They should be under the control of an organized emer-
gency medical service, which could direct their work and evaluate their per-
formance on the spot.

25. The coordinating role of health authorities in establishing and organizing
emergency services should be strengthened.

26. In research programmes on health services, special attention should be
given to research concerning emergency medical aid.
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Annex I

TENTATIVE CLASSIFICATION OF EMERGENCY SITUATIONS

Professor M. Cara®

. The concept of an emergency or urgency (from the Latin urgens, pressing)
is ill-defined: what is urgent has to be done without delay. However, as
there is inevitably some delay before action is taken, an acceptable interval
must be specified. One’s assessment of this interval necessarily differs, de-
pending on whether one is.seeking action and therefore wants it to be im-
mediate, or whether one is being asked to take action and therefore wishes to
have more time, and sometimes justifies this.

- In the medical field, surgery in wartime has shown how greatly the
time elapsing before an operation affects mortality: statistics compiled by
SANTY (1) are - particularly revealing. Mortality among the wounded was
recorded as follows: :

Hour of operation after wounding Mortality

1st hour 10%
2nd hour 11%
3rd hour 12%
4th hour 26%
Sth hour 33%
6th hour 41%

8th hour 75%
9th hour 75%

However, these statistics do not take into account those who died before
being operated, hence it is difficult to draw further conclusions from them.

Nevertheless, surgeons have established a conventional classification
of the degrees of emergency (2):

—  first emergency.: what must be done within a few minutes or hours

— second emergency: what must be done within 6 hours;

—  third emergency: what must be done within 24 hours.

When faced with a precarious vascular condition, the surgeon must
sometimes decide to delay surgery in order to improve the patient’s condi-
tion: this is a delayed emergency for the surgeon, but not for the resuscitator,
who must do all he can immediately.

% Necker University Hospital Centre, Paris
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The above classification of emergencies is somewhat outdated today; it
must in any case be complemented by the notion of an emergency perceived
by the person seeking action as compared with the appraisal of the physician.
Indeed, the public is becoming increasingly demanding each year. Since 1945
the French penal code (Art. 63, section 2) has made it compulsory to render
assistance, and article 5 of the medical code of ethics requires all physicians,
whatever their function or capacity, to give aid in extreme emergencies to a
patient in immediate danger if other medical care cannot be assured. We can
therefore no longer be bound by the conventional terms, and in 1973 we
introduced the term “distress” to describe situations which rapidly have a
fatal outcome if suitable treatment is not started (3). In our view, the “ex
treme emergencies” in the code refer only to danger to life or possibly loss of
an essential function such as eyesight. These extreme emergencies should be
termed ‘“cases of distress” to avoid any confusion with other emergencies
(which are, in fact, second or third emergencies).

To clarify the problem of emergencies it seems essential to consider the
sequence of the physiopathological events following a traumatic or medical
“accident” (4). Accident here has the sense of a morbid phenomenon occurring
unexpectedly: thrombosis, sharp pain indicative of a perforation, injury,
etc. This notion of the chronology or sequence of pathological or therapeutic
events is referred to in an INSERM report.on operational research relating to
emergency aid (5). A distinction must be made between two extremes: that
where the patient is left without treatment, with the condition developing
towards death in a case of distress — the natural sequence;and that where the
patient is properly treated without delay — the optimum sequence.

From numerous animal experiments and observations in man, toxicolo-
gists have shown that the mortality curve according to dose is a logarithmic
normal function, the lethal dose being 50% (median) or LD 50, and it seems
logical to apply this function to the sequence of the natural outcome of a
distress (6). Thus three phases may be described (Fig. 1).

(i) ‘Within a given interval there are no deaths and sequelae are minimized
if the cause is removed (51mple treatment generally suffices). With infectious
diseases, this phase corresponds to that of incubation.

(ii) Within a further interval, the subjects die steadily, even 1f the cause
is removed; mortality is not halted with certainty. SANTY’s statistics men-
tioned above provide an example of this process. Special observations have
also enabled us to show (6) that, during this phase, treatment is very lengthy
and difficult and that there can beé extensive permanent disablement (Fig. 2).

(iii) After a certain pomt_‘_‘a]] the subjects die and treatment therefore
serves no purpose; however, as some time.is needed to diagnose the death,
medical aid cannot be withheld.

Thus, if arrangements to treat such accidents are to be effective, action
must be taken before the third phase. Indeed, to be really effective and

22



Fig. 1. Standard curve for fatal outcome against the time
during which the patient is left without effective care
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TL 50 — median lethal time (corresponding to 50% mortality).
| — phase without mortality
Il — phase of steady mortality
Il — total mortality

also inexpensive, having regard to the length and difficulty of treatment and
to sequelae, action should be taken before the start of the second phase.

If mortality is, in fact, evident at the beginning of the second phase, the
reason is that vital damage is taking place. It kills weaker persons and causes
irreversible lesions in those who are stronger or protected: here first aid plays
a retarding role.

-However, the outcome can be more or less rapid depending on the
pathology (Fig. 3). The most serious emergency is that of cardiac arrest:
everything takes place within a few minutes. In asphyxia there is one minute
more because of the reserve of oxygen in the lungs. In haemorrhage the out-
come naturally varies considerably according to the rate of flow and only an
average can be given; each case is somewhat different and the loss of blood
must be assessed for greater accuracy.

However, it is known that haemorrhage causes tissue trauma, shock and
actual intoxication, which then develops on its own, bringing substantial mor-
tality within a few hours, even with haemostasis. Thus the sequence of an
accident is not uniform; there can be multiple effects developing more or less
separately and provoking secondary effects such as shock. Therapy is designed
to alleviate these effects if possible; that is why the outcome of an emergency
is progressively altered by different measures (fig. 4).

23



Fig. 2. Duration of intensive care t, against duration of T between
the initial.accident and the effective aid {delay in first aid)
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TL 50 — median lethal time (corresponding to 50% mortality).
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It is clear, therefore, that the time factor is crucial. Certainly the se-
quence develops more or less rapidly according to the pathology. If the out-
come will be fatal, a case of distress is involved and it is important to act very
fast. In cardiac arrest there are onlv one or two minutes, which accounts for
the organization of emergency trollies in hospitals with an alarm system in
the wards — an arrangement that is not highlv developed in France. Patients
at very high risk must be watched at all times — hence the importance of
wards for recovery and intensive care wards (cardiac and other), which have
proved effective. The same precautions should be taken in hospital emergency
wards.

Cases of distress occurnng outside these special surroundmgs can only be
handled through the organization of first aid and public education. It is out
of the question to expect medical practitioners in a town to be responsible
for cases of distress, since the sequence is so rapid that generally they cannot
intervene ‘until the third phase. In France only an organization such as SAMU
(emergency medical aid service) can take action in the first few minutes,
and then only in towns, where an alarm can be given promptly and distances
are short.

The outcome of other accidents is less rapid; there is about half an hour
in which to act. This is the sequence of most traffic accidents. They often
develop into a case of distress; it would seem difficult for practitioners in
a town to take action in suff1c1ent time and, even if they could, this would
not be very effective owing to lack of facilities.

In conventional pathology (oral poisoning, severe infection, convulsion,
digestive perforation, etc.) the sequence is less rapid; we therefore propose
to retain the established terms of first and second emergencies. Such condi-
tions develop into cases of distress only after a certain interval (more than an
hour); they are within the normal scope of medical practitioners who are
familiar with them and are used to taking the necessary action, although
they often hospitalize patients since attention at home may be inadequate.

Finally, the least serious situation is that of the third emergency, a term
that should preferably be avoided in this context; even if the patient cannot
be treated at home, at least he can be kept under observation there and any
hospitalization should not have to take place outside working hours.

Finally, there are emergencies which are perceived but possibly not con-
firmed; they must be taken into account since they congest emergency services
and are evidence of the unsatisfactory functioning of a health service. Such
cases should be screened immediately in order to identify those of distress and
other genuine emergencies. Advice over the telephone, as given by the emer-
gency medical aid service, is crucial, and we consider that the system of the
single telephone number, bemc developed in many countries, represents a major
advance. France, despite project “15”, is falling behind the USA, which is pro-
moting the “991”. There remains a need for medical advice at the telephone
exchange so that, if there is any doubt, a practitioner can be sent to review the
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situation on the spot and, in cases of distress, arrange for the immediate
dispatch of a medical team. This is being done increasingly in France and such
systems have been established at Grenoble and Rouen in partlcular

In conclusion, emergencies should be classified taking into account the
rapidity of the outcome for different pathologies. Although. this cannot
always be done accurately, it is essential to estimate the timing of the initial
accident in order to plan correctly.

— If the outcome will be fatal in a short mterval say up to 2 hours
a case of distress is involved.

— If the outcome is slower and will not necessarily be fatal, a medical
emergency is involved; action must be taken promptly, i.e., within
a few hours (first emergency less than 2 hours, second emergency less
than 6 hours).

— Finally, the less serious situations, described somewhat unjustifiably
as emergencies (third emergencies), should not be so termed, al-
though they may require attention by a physician within 24 hours.
They do warrant priority visits by physicians in the town, who can
judge whether there really is an emergency.

Immediate medical or paramedical (depending on the organization)
attention is required in cases of distress.

In medical emergencies a practltloner must be sent or the patient hos-
pitalized.

Perceived emergencies call for careful screening through a switchboard
with medical advice. Normally the patient should be sent for outpatient
attention during working hours or receive a priority visit if he does not wish
or is unable to go to a medical centre
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Annex II

FIRST-AID TRAINING: BASIC ASPEC’IS

MrJ. Weyand®

We define first aid as: measures taken by lay people in cases of accident
or sudden illness to prevent aggravation and to maintain vital functions
until qualified aid can be made available. The trained first-aider represents
the first link in the rescue chain, bridging the time-gap from the moment
of the accident until qualified intervention arrives.

As conditions vary considerably from country to country and often
between different regions within the same country, it is of the utmost im-
portance that the fundamental concepts of first-aid training programmes
be based on a thorough assessment of existing conditions, taking into con-
sideration:

(1) type and frequency of accidents (illnesses),

(2) availability and distribution of health services,

(3) resources,

(4) established teaching-learning procedures,

(5) cultural aspects,

(6) legal conditions.

A worldwide study, Standard techniques applied in first aid, carried out by

the League of Red Cross Societies in 1976-77, indicates that the following
techniques can be considered the core subjects in all training programmes:

(1) artificial respiration (mouth-mouth/nose) (manual methods are
rarely taught as alternatives),

(2) control of external bleeding,
(3) safety position(s),

(4) prevention of shock,

(5) call for qualified aid.

Cardiopulmonary resuscitation, although widely taught, cannot be considered
a standard part of such training, as we are still faced with great controversies
in this respect.

a League of Red Cross Societies, Geneva, Switzerland.
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Realizing that any person close to the scene of the accident automatically
becomes the first link in the rescue chain, we recognize the necessity to
promote widespread training of the public in at least these care subjects. The
techniques taught in such a programme should be efficient but easy to teach
and learn; their application should be possible without the use of any material.

Programmes established for the basic first-aid education of lay people
should place emphasis on the teaching of practical skills and make provision
for systematic retraining.
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Annex IH

ACCIDENT AND EMERGENCY MEDICINE:
FULL TRAINING PROGRAMME

United Kingdom Joint Committee on Higher Medical Training

General professional training

The general professional experience required before entering higher
training should be widely based and lead to a higher qualification. This training
may be in medicine, including paediatrics, surgery, general practice or anaes-
thesia, etc., with as much diversity of experience as the higher diplomas in
these specialties allow, and any one of the recognized major higher qualifica-
tions will be acceptable (e.g., FRCS, MRCP, FFARCS, MRCGP, etc.).

Higher specialist training

Higher training in this specialty will normally require four years as senior
registrar. One year (exceptionally two years) could be allowed retrospectively
for a registrar post approved by the SAC. This training may be taken only in
posts approved by the Specialist Advisory Committee in Accident and Emer-
gency Medicine. Consultants in accident and emergency medicine will be
specialists in initial diagnosis and initial management, and the primary ob-
jectives of the specialist training are therefore to provide training in:

(i) acute aspects of diagnosis and initial management of the wide range

of clinical conditions which present in the accident and emergency

department;

(i) a broad approach to acute medicine, in the widest sense, to include
a competence in acute psychiatric and social emergencies, as well as those
more usually considered as the province of accident training;

(iii) administration and organization of an emergency department.

Rotational training through more than one accident and emergency
department is likely to be an advantageous feature of training programmes, so
that emergency departments are included that have differing types of case-
load (e.g., predominantly trauma or acute medicine). However, it will benefit
trainees to maintain contact with the parent accident and emergency depart-
ment concerned with their training during periods of secondment to other
specialized units (e.g., one half-day per week in the parent department).
This will enable his training outside the parent department to be monitored,
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enhance the sense of belonging to the parent department throughout his
training programme and enable the trainee to use within this department the
special skills he has learnt in the other units to which he is seconded. General
surgery and general medicine will be involved in all programmes to ensure that
a balanced training is provided. This will also ensure that trainees will be eligible
to apply, on completion of their training, for a variety of consultant posts in
emergency departments, in which different types of clincial work predomi-
nate. In particular consultant posts there may well be an emphasis on special
experience in specified areas for which additional training would be required.

Experience in diagnosis and initial management in certain major areas
will be obligatory, but experience of treatment in depth will not be essential,
since the majority of cases will be passed to spec1a11st colleagues for deﬁmtlve
or long-term management.

“ A rotating programme involving more than one trainee may be the most
satisfactory arrangement. The programme may be centred upon a number of
hospitals. An instructional programme must be followed mtenswely through-
out the four yearsin addltlon to the practlcal work

A. General experience

As a senior registrar in an accident and emergency department the trainee
should be fully involved in all aspects of the work of a busy department and
have some involvement in its organization. Throughout the programme he will
undertake. clinical work himself, teach and supervise the junior medical staff
of the department, while being, himself, under the supervision of the consultant
in charge of the department ata progresswely increasing level of responsibility.

B. Specwl expenence

These years will be spent in acqmrlng expenence in those aspects of
various specialties most relevant to accident and emergency medicine. Pre-
vious adequate experience in certain specialties will be taken into. account
in the case of each trainee and the planning of this part of the training pro-
gramme will therefore need to be flexible. It is considered essential that
attachments to other specialist units in this part of the programme allow full
participation by the trainees and not merely their attendance as observers.
All the relevant specialties, e.g., anaesthesia, will participate.

. Specific experience should be gained in the mltlal assessment and initial
management of the fo]lowmg

Medical specialties

(a) Cardiovascular emergencies, including familiarity with ECG patterns
and resuscitative techniques. .
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(b) Respiratory emergencies (both medical and surgical), including intuba-
tion, oxygen therapy, intercostal drainage, artificial ventilation and emer-
gency tracheostomy.

(c) Acute poisoning, diagnosis and initial management, including initial
assessment of psychiatric and social factors.

(d) Psychiatric cases presenting as emergencies, including adolescent and
drug dependency cases, assessment and management prior to involvement of
psychiatric services when necessary.

(e) Paediatric emergencies: assessment and management prior to involvement
of paediatric services when necessary. Experience in children’s hospital or
a hospital with a large paediatric department is essential.

(f) Minor condition management: this includes competence in assessing and
supervising management of a wide range of minor medical conditions that
present in an emergency -department (medical, paediatric, dermatological,
infectious diseases) and appropriate referral when necessary to general practi-
tioner and community medicine services.

(g) General practice experience. It will be important for the trainee to learn
something of primary care provided in general practice and of the particular
problems and approaches involved in this field 6f medical work.

Surgical specialties

(a) Working attachment in certain specialties will be essential, e.g.:
— general surgery
— orthopaedic surgery
—  neurosurgery
.— plastic surgery

'Local facilities will influence how much experience can best be gained in
individual places.

(b) Experience in the following areas will be essential and may be gained in
an accident and emergency department or in specialized unlts dependmg
upon local facilities:

— soft tissue injuries and infections;
—  bums;
~— head injuries; _
— hand infections and injuries (initial management only);
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—  fracture (recognition and immediate management);

— ophthalmic conditions (diagnostic competence mamly)

— ENT conditions (diagnostic competence mainly);

_  abdominal emergencies (diagnostic competence and assessment);

— gynaecological and obstetric emergencies (diagnostic competence
and assessment);

— multiple trauma, (assessment of priorities in the individual patient,
and between patients; and experience in resuscitation);

— regional analgesia techniques.
C.- Admzmstratwe and teachmg expenence

As senior registrar in ‘a busy accident and emergency department the
trainee should be given increasing responsibility for the supervision and
organization of the work of the department and in the teachmg programme
of the department.

During this time some 1nstruct10n in admlmstratlon and management
techniques covering the following areas should be glven -

(a) organization of staff and delegation, both for routine - work and ma]or
disasters; : Co :

(v) collection and assessment of;d_ata, epjdenﬂological studies; '

(c) medical audit: assessment of management of workload and of effective-
ness of clinical techmques etc.;

(d) close association with ambulance, pohce and social semces
(e) relationship to outside bodies, including the news media.

Tasks (a) to (e) above may be achieved in two ways: first, some ex-
perience in hospital administration within a district general hospital (e.g.,
admission procedures and bed-state management) and second, on a wider
front, participation in a management course to learn something of the above
subjects in theory, with examples of their application in practice.

(f) Some instruction in medlcolegal medlcme and in the relevant aspects of
forensic medicine.

Teaching
Formal experience should, if possible, be obtained in teaching under-
graduate medical students accident and emergency medicine over a period of

time. Teaching may also be given to nurses and ambulance personnel.
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Special interest

As a senior registrar, a trainee will be expected to develop a special
interest or expertise within the sphere of accident and emergency work.
Facilities should be made available for him to undertake a research project
while working in one of the departments. It is important that the special
interest is relevant to accident and emergency work, and should be pursued
within this arena. '

35



Annex IV

LIST OF PARTICIPANTS '

Temporary advisers
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Professor T. Alaoui, Director of Technical Services, Ministry of Public
Health, Rabat, Morocco

Dr G. Alba, Interministerial Committee on Road Safety, Paris, France

Dr A. Belmahi, Director, Emergency Service, Avicenne Hospital, Rabat,
Morocco

Dr G. de Block, Medical Inspector, Ministry of Public Health and Family
Welfare, Brussels, Belgium

Professor M. Cara, Necker University Hospital Centre, Paris, France

Mr R. Coirier, Subdirectorate of Activities for Prevention and Detection,
Directorate-General of Health, Paris, France (Chairman)

Dr W. Gemma, Associate Administrator for International Health Activities,
Department of Health, Education and Welfare, Rockville, MD,
USA

Dr M. Giroud, SAMU, Pontoise Hospital, France

Mr B. Johansson, Administrative Director, University Hospital, Uppsala,
Sweden

Dr A.F. Khater, Director, Emergency Medical Services, Ministry of
Health, Heliopolis, Cairo, Egypt

Dr O. Landa, Chief, Department of Emergency Services, Ministry of
Health of the Czech Socialist Republic, Prague, Czechoslovakia

Professor L. Lareng, Vice-Chairman, Paul Sabatier University, Toulouse,
France

Professor C. Manni, Director, Institute of Anaesthesiology and Resuscita-
tion, Catholic University, Rome, Italy

Dr M. Miskiewicz, Deputy Director, Department of Medical Services,
Ministry of Health and Social Welfare, Warsaw, Poland (Vice-
* Chairman)

Dr W.J. Modle, Department of Health and Social Security, London,
United Kingdom (Rapporteur)



Dr M. Murtomaa, Medical Administrator, Directorate of Health, Helsinki,
Finland

Dr J. Otten, St Francis Hospital, Peoria, IL, USA
- Dr A. Piga Rivero, Ministry of Health and Social Security, Madrid, Spain

Professor L. Serre, Director, S.A.M.U., St Eloi Hospital, Montpellier,
France

Dr P'Todorovic Director, Institute of Hygiene and Environmental
Protection, Institute of Public Health of the Socialist Repubhc of
Serbia, Belgrade Yugoslavia

Mr J. Weyand, First Aid Adviser, League of Red Cross Societies, Geneva,
Switzerland

Dr H. Zoellick, Chief, Traffic and Emergency Medicine, Federal Ministry
for Youth, Family Affairs and Health, Bonn, Federal Republic of
Germany

WHO Regional Ofﬁce for E urope

Dr C.J. Romer, Regional Officer, Accident Prevention Programme,
(Secretary) '
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