


Airborne Critical Care
at 1ts Best

rehospital medicine was young and air medicine

still in its infancy in 1983. Three well-established
helicopter programs already were providing excellent ad-
vanced life support-level scene response around \Wash-
ington, DC, but resources for rapid interfacility transfer of

the critically ill were lacking in the region.

Seeing a need in the community and the opportunity to
make a significant difference in the outcome of severe trauma
cases, surgeons at Washington Hospital Center’s MedSTAR
(an acronym for Medical Shock-Trauma Acute Resuscitation)
trauma unit approached hospital leaders with the concept of
launching a critical care air medical service. When adminis-
trators agreed to try it, teams of nurses and paramedics were
enlisted from hospital staff and local emergency medical ser-
vice agencies. A pilot retiring from the US Park Police spear-
headed the aviation aspects. The trauma unit lent its name,
and on July 3, 1983, MedSTAR Medevac was born.

Our first permanent aircraft was the first BK-117 to enter
service in North America. Bearing airframe serial number
003, MedSTAR 1 was revolutionary—one of first aircraft de-
veloped specifically with the medical mission in mind. It
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traveled to industry shows and appeared in many medical
and aviation publications.

Although nearly 24 hours passed before the first flight
request came, the service’s popularity grew quickly in the fol-
lowing years. Easy activation, fast response, and experienced
and friendly crews made MedSTAR a familiar name in hospi-
tals and fire stations.

As advanced medical and surgical services regionalized and
the movement of critically ill patients became more common,
demand for rapid critical care transport soared. The area’s
crippling traffic problems and a severe shortage of private
ambulances continued to make this type of transport a logis-
tical nightmare. To help fill the expanding need, a second he-
licopter was added 12 hours per day in 1988.

By the late 1990s commuters extended the suburban DC
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area miles into Mary-

town University

land, Virginia, and
West Virginia. New
residents fleeing
from the city poured
into surrounding ar-
eas. Although many
very capable com-
munity hospitals
grew and prospered,
they could not pro-
vide the same level
of specialized care to
residents  accus-
tomed to having ter-
tiary care centers
nearby.

A ballooning pop-
ulation and the expanding role of helicopter transport into
medical specialties, particularly interventional cardiology,
placed tremendous strain on the program. Assistance from
nearby programs was needed on a regular basis because both
ships continuously operated at capacity. For the first time in
our history, more than half of our flights went to facilities
other than Washington Hospital Center (WHC). This over-
whelming volume and new mix of users created a unique op-
portunity for us to expand.

Additional resources were sought to fund hardware for this
new business model. An aggressive growth period included
the addition of 2 new EC-135s and the hiring of 47 new staff
in a 1-year period.

Formal partnerships were forged with area hospitals. Med-
STAR was selected as the preferred air medical provider for
the University of Maryland Medical System, replacing their
previous practice of using a state police helicopter (providing
a ground transport nurse when necessary) to facilitate air
transports. This relationship opened new areas to us and
promised to increase volume tremendously.

The new MedStar Health Group united WHC and 6 other
hospitals in the Baltimore-Washington area in a single corpo-
ration. The similar name is more than coincidence: corporate

Medical Center’s
system. After-hours
referrals for Union
Memorial Hospital’s
Heartline, a physi-
cian-to-physician
emergent cardiac re-
ferral program, flow
through the center,
and dispatchers are
responsible for acti-
vating on-call car-
diac catheterization
and  open-heart
teams. To facilitate
the extra duties,
funding was provid-
ed for more personnel to provide a second dispatcher at all
times.

Growing Pains

Seldom does growth, especially rapid growth, go according
to plan. Rapid and continuous influx of new staff created the
greatest challenge. Recruitment efforts yielded an energetic
staff of enthusiastic people, but providing consistent, high
quality orientation was difficult in an environment where
change occurred so quickly that it was nearly impossible to
maintain an up-to-date orientation manual. Senior staff held
new recruits to the program’s high standard of excellence,
and we were pleased to watch them rise to the challenge.

Aside from a brief experiment with remote basing in the
late 1990s, in which helicopters were positioned at our
busiest referring hospitals, MedSTAR crews always had been
based at WHC and spent time between flights caring for pa-
tients in the trauma unit. To serve a new customer base and
larger area, all 3 helicopters were repositioned to airports
surrounding Washington. The decrease in response time, by
60% or more in some cases, was well received, and aircraft
availability increased.

However, this radical change in structure created several

The new MedStar Health Group united WHC and © other hospitals in the Baltimore-Washington area in a single
corporation. The similar name is more than coincidence: corporate marketers wanted a new name that would portray

experience and quality care.

marketers wanted a new name that would portray experience
and quality care. Time and again, focus groups of health care
professionals across the region indicated the corporation al-
ready had a trademark synonymous with those traits—Med-
STAR. The corporation not only saw the transport program
as an effective way to bring patients into the network but also
eyed our dispatch center as a potential system-wide clearing-
house for referral and transportation arrangements.

Already busy coordinating WHC’s referrals, flight opera-
tions, and ambulances for hospital discharges, the center be-
came the initial contact point for many referrals into George-
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unanticipated problems. Remotely based crews interacted
less with managers, physicians, and each other. Lethargy
slowly replaced much of the healthy rivalry for completing
missions. Downtime between flights suddenly lost its struc-
ture, and crews became less concerned with daily routines.
Strong base identities developed and led to animosity be-
tween each base’s regular staffs on matters like response time
and flight volume.

Worst of all, the same corporate culture that promoted the
growth prevented changes to the management structure.
Managers accustomed to interacting with staff on a daily ba-
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sis at just one site were

Our original BK-117,

challenged to keep contact
with staff scattered among
3 distant bases. With no
singular responsibility for
issues like supply levels
and base maintenance,
problems went unnoticed
until real trouble arose.

Staff began to realize the
problem and rallied to fix
it. Individuals took re-
sponsibility for different
aspects of base life, and or-
der returned. Unstruc-
tured downtime created
opportunity to develop in-
dividual projects, ranging
from education to out-
reach to safety. Frequent
educational and social
events reunited staff and
fostered healthy team
building. Each base has
experimented with new
ideas, and best practices
have spread throughout
the organization. The
management structure
soon will change, and base
managers will be appoint-
ed to handle concerns at
each base.

still a workhorse of the
program, was retired in
March and replaced with
a third EC-135. This ad-
dition enables us to offer
Instrument Flight Rules
service from all of our
bases and reduce operat-
ing expenses by standard-
izing equipment through-
out the program. The
second BK-117 still re-
mains available to us as a
dedicated backup.
Twenty vyears and
35,000 accident-free mis-
sions since starting as a
small flight department in
a single hospital, we have
grown into a truly region-
al air medical transporta-
tion system. We have sus-
tained double-digit
growth in volume for 4 of
the past 5 years, complet-
ing just under 3100 mis-
sions with 3 aircraft last
year. Our 3 bases provide
coverage from western
Maryland to the Delaware
coast, north into Pennsyl-
vania, and south to cen-

Volume in the commu-
nications center continued
to increase as more responsibilities were added. Dispatchers
became responsible for handling discharges from other hos-
pitals in the network and gathering insurance authorizations.
A third staff member offered some respite during the busy af-
ternoon and evening shift, but cramped quarters and soft-
ware pushed far beyond its original design limited the cen-
ter’s ability to compartmentalize the different tasks.

Hiring a dedicated communications manager and moving

tral Virginia.

Unique Challenges

We hear 2 questions repeatedly: “Were you there on Sep-
tember 11?” and “How are you still able to operate with all the
security?” Air medical services played only a limited role in re-
sponse to the terrorist attack on the Pentagon. MedSTAR 1
and the US Park Police’s Eagle 1 brought 3 patients to the
burn center at WHC. The other 2 MedSTAR aircraft and our
dedicated backup were repositioned to WHC, a 3-minute

Recruitment efforts yielded an energetic staff of enthusiastic people, but providing congistent, high quality orientation
wag difficult in an environment where change occurred so quickly that it wag hearly impossible to maintain an updated
orientation manual. Senior staff held new recruits to the programs high standard of excellence, and we were pleased

to watch them rise to the challenge.

into a state-of-the-art communications center in May 2003
has helped relieve these problems. A few WHC-specific du-
ties, such as taking reports from incoming ambulances, have
been relieved, and additional staff help keep the workload
manageable as volume continues to grow. New custom-de-
signed dispatch software will arrive soon, and an improved
phone system helps direct calls to the appropriate dispatcher.

18

flight from the Pentagon, before the airspace was closed tem-
porarily. Largely because of our pilots’ professionalism and a
solid working relationship with local air traffic control and
military agencies, we were back flying within an hour after the
attack, even as other programs remained grounded for days.
The increased aviation security procedures put into place af-
ter the attack have proved frustrating at times but have never
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precluded our oper-
ations. For a brief
time, each flight re-
quired a Visual
Flight Rules flight
plan to be filed be-
fore liftoff and con-
tinuous communi-
cation with air
traffic control. This
restriction soon was
replaced with dis-
crete transponder
codes for each of
our aircraft, a pro-
cedure that persists
to this day.

Security remains
tight. General avia-
tion aircraft are es-
sentially prohibited
from entering the class B airspace surrounding the city. It is
possible for aircraft from outside medevac programs to enter,
but coordinating the clearance takes advance planning. If
predictions hold true, MedSTAR may be the first civilian
medevac program required to perform background checks on
flight personnel.

S ak

i

Secrets to Our Success

Our success has 3 components: a strong financial plan,
willingness to do the right thing for every patient, and experi-
enced, cross-trained staff. The key to our healthy financial
position is an aggressive collection program. We pioneered
the use of reimbursement forms, obtaining specific reasons
for transport from the physician while at the bedside. Clear
documentation and access to original patient charts provide
supplemental information to justify claims. Negotiated rates
with several large payors ensure guaranteed reimbursement.
An experimental partnership with our billing company has
boosted our collection rate from 38% to more than 60% (this
figure includes losses from a large number of discharges sub-
sidized by the hospital).

We are willing to discard tradition to do the right thing for
each patient. We transport any patient in need, regardless of
reimbursement potential, at no cost to referring agencies. This
commitment to our community and referring facilities occa-
sionally results in losses, but it provides peace of mind to
providers who can call without hesitation, knowing that our
single-call referral system will bring immediate help for critical
patients. When weather precludes helicopter operations, we
can make other arrangements, including placing flight crews
on ground ambulances to complete critical care transports.

While many hospitals use flight crewmembers in emer-
gency departments or intensive care units between flights,
MedSTAR crews have always been true dual-role staff. Flight
paramedics bring the voice of transport and navigation expe-
rience into the communications center. Flight nurses rotate
staffing the trauma unit, caring for a wide variety of trauma
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and surgical pa-
tients. This allied
experience pays
dividends in the
field—crews are
able to better antic-
ipate the actions
and needs of their
counterparts  at
home, making the
entire transport
process smoother.

The Future

Continued
growth is almost
certain. As Med-
Star Health’s de-
mand for ground
ambulances ex-
ceeds local re-
sources, we will build and expand our own ground program.
Making the transition into an independent entity will permit
greater flexibility in meeting staffing issues and allow us to
adapt more quickly. As our physicians develop international
partnerships, a small fixed-wing program may be a possibili-
ty; additional demand at home may create need for more ro-
torcraft.

Although many things at MedSTAR have changed, our
commitment to the communities where we live, work, and
play will never change. We will continue to expand and push
the envelope of clinical and aviation excellence, striving to
bring our neighbors airborne critical care at its best.

Tim Nixon, BS, NREMT-P, FP-C, is a flight paramedic with Med-
STAR Medevac.
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