APPENDIXES 


Appendix F – Michigan Upper Peninsula (UP) Experience
Michigan’s Upper Peninsula (UP) relies on small, volunteer corps of medical first response and basic life support providers scattered throughout the area (Schoenman et al., 2001).  The only ALS providers are located in the far eastern and western edges of the region.

EMS oversight in Michigan is provided by county (or multi-county) entities called Medical Control Authorities (MCAs).  MCAs are organized by an area’s hospital(s).  The principal responsibility of MCAs is to develop protocols for pre-hospital care.  MCAs are comprised of volunteers and include a medical director, hospital representatives, and representatives from area EMS squads.

Three MCAs serving four eastern counties of the UP have been collaborating to create a more coordinated, regional EMS system.  This process was initiated when a large area hospital began working with the three MCAs to standardize EMS protocols across counties.  Participants recognized that the joint development of protocols could reduce the burden on MCA volunteers and improve care for patients crossing county lines.  The resulting collaboration is helping to further remaining regionalization goals.

Area planners are working to implement a computerized system to collect pre-hospital data.  The data will be analyzed to pinpoint quality problems, which could trigger revisions to protocols, new training initiatives, and/or new prevention programs.

Regional leaders have also been quite active in EMS training.  They recognize that sharing resources will make it easier for all area providers to meet the higher national and state standards and to receive needed continuing education.  This EMS training component focuses on increasing the region’s supply of EMS providers, rather than simply trying to share the over-extended existing supply across geopolitical boundaries.

Through a large grant, the hospital that spearheaded the standardization of EMS protocols have built several trailers and outfitted them with all equipment required to teach up to the paramedic level.  These trailers move throughout the region as needed, so training can be offered in students’ home communities.  The EMS classes are held in schools on nights and weekends, thus fulfilling the state’s requirement that training take place in approved facilities.  Prior to having the trailers, this state requirement tended to centralize training in community colleges, reducing local training opportunities.  Discussions have also been initiated between a local community college and an area high school regarding a college-credit EMS class for high school students (see Strategy C7).  Several other entities have also received grants from the state to support additional EMS training programs, including teleconference-based training and scholarships (see Strategy C1).

As more paramedics are trained, area planners hope to create additional ALS “hubs” at strategic locations throughout the region.  A “blended” system that combines the existing mix of volunteers with carefully located, paid ALS units is viewed as a rational way to improve EMS services in the region.

Several creative financing methods have also been used to facilitate the move toward the partially paid system that will likely be needed if additional paramedics are to be recruited to these hubs.  For example, one existing ALS provider contracts with the state to provide ambulance services for the state prisons in the area.  Another EMS provider has a contract with the local Native American tribe to provide safety and risk management services to its two casinos.

Finally, three area CAHs are planning to open a new clinic in the territory between their facilities.  This area currently has no ALS providers.  The hospitals are considering a staffing model that includes paramedics.  The paramedics based at the clinic would supplement clinic staff when not needed for emergency runs.
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