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Hos-pitat hefi-
Emergency-medical service helicop­

ters are not ainbulances. Accord­
ingly, they should not be considered 

upmarket competition for traditional 
methods of transporting the injured or the 
ill to hospital. Rather, the use of helicop­
ters increases the survival chances of 
someone for whom conventional emer­
gency aid is not enough. 

"The sort of people we go for have 
almost certainly been written off by 
someone else who says that the situation 
is way over his head," says Roy Morgan, 
president of Air Methods, the third­
largest US operator of emergency medical 
service (EMS) helicopters. This is some­
thing of a pre-requisite for any EMS oper­
ation. The helicopter is sent only in 
response to a request from some other 
medical professional-whether it be a 
rural-hospital doctor, a sheriff, a para­
medic, or some other emergency agency: 

"We're invited," says Dr Jim 
McShane, director of Air Life, the opera­
tion run by -R_enver's Presbyterian/St 
Luke's Medical Centre, This includes a 
three-hospital network,-aQ_d is part of the 
American Medical Internafumal family of 
more than 150 hospitals worldwide. 

There are more than ll0 hospital-based 
EMS programmes running in the USA. 
This represents a tremendous rate of 
growth since the first tentative experi­
ments were carried out in the early 1970s, 
The first serious efforts to set up such an 
operation in Denver can be traced back to 
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The prov1s1on of hospital-based emergency medical services 
(EMS) has been the fastest-growing sector of helicopter opera­
tions in recent years, most particularly in the USA. Ian Goold 
visits Colorado and Texas to speak with hospital administrators, 
EMS operators, and pilots involved in this very visible industry . 

Photographs by Janice Lowe. 

1963, but it was only about 15 years ago 
that serious discussions led to St Anthony 
Hospital placing a contract with Helicop­
ters Unlimited for full-time medical flying 
in 1972. That operation is now performed 
by Rocky Mountain Helicopters, the 
largest operator of EMS helicopters, 
but by no means a specialist one. Rocky 
Mountain flies 43 helicopters in 26 hospi­
tal programmes. 

The past five years have seen more than 
80 programmes established, according to 
Hospital Aviation magazine. Some 45 of 
these have started since 1983. It is 
estimated that 60,000 patients were trans­
ported by hospital-based EMS helicop­
ters, which flew 6,700,000 miles during 
1985. This is about a quarter of all the 
EMS flying that has been done. 

EMS helicopters provide critical-care 
services, extending the range of hospital 
transport far beyond that which could be 
covered by ground ambulances. Their 
speed means that vital minutes can be 
saved in the transfer of patients who 
suffer illness or an accident relatively 

close to the hospital. 
In the USA health care is paid l'or by 

private health-care schemes, of course, 
rather than by any nationally available 
state-sponsored system. Accordingly, it is 
incumbent upon hospitals to provide the 
most efficient facilities. Since patients 
decide where they are to be hospital ised, 
marketing plays an important part i.n 
influencing the public's percept.ion. T his 
has not been lost on hospital adminis­
trators, and is a difficult topic fo r them to 
ignore when considering t he possibiity of 
an EMS helicopter service as an addi t ion 
to facilities. 

An EMS flying capability can be attrac­
tive to hospitals because it is likely to 
enlarge the unit's sphere of influence. 
EMS helicopters are used a lot to transfer 
patients from other hosp ita ls, so such a 
facility can lead to mi.m y more peo pl ~ 
being referred to the sponsori ng unit . 

Having a helicopte r ava ilable very often 
means that hospitals are able to care for a 
greater number of more severely injured or 
ill patients, whose treatment will generate 
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ters 
more profits. A third, and by no means 
least important, factor in the decision to 
sponsor an EMS operation is that the heli­
copter becomes a valuable and very visible 
marketing tool. (When that traffic smash 
out on the freeway appears on tonight's 
Six O'clocli. News, the city's viewing popu­
lation will see the name of the hospital in 
large letters down the side of the helicop­
ter, won't they?) According to Howard 
Collett, editor and publisher of Hospital 
Aviation, "the fact that numerous lives 
will be saved by such services has often 
been regarded in a secondary role when it 
comes to the decision [to introduce an 
EMS programme]". 

Collett points out that, in the past year, 
it has become important to some hospitals 
to introduce an EMS helicopter to avoid 
losing patients to a competing unit. 
Rather than actually increasing their 
catchment area, they have felt the need to 
try positively to maintain it. In examining 
the increased competition which has 
accompanied the growth in the whole 
EMS industry, Hospitq_l Aviation dis­
covered that although coinpe_ti.t;ion is not 
new, there are definable products;___ dif­
ferent services are offered, utilisation is 
higher, and competing programmes 
develop alt"ernative operating parameters. 

Fewer than ten hospital EMS pro­
grammes had been established before the 
first competing services were set up-in 
Salt Lake City (Utah) in 1978. The follow­
ing year Phoenix (Arizona) boasted such 
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Air Life staff at Denver's Presbyterian/St Luke's Medical Centre can instantly pinpoint the scerie of 
an accident on a wall-size map, top left. "Life Guard 71" on site, top centre, and returning to the 
rooftop helipad, top and above, from which the patient is taken to the emergency room 

competition, with Omaha (Nebraska) and 
Gainesville (Florida) getting in on the act 
before the end of 1981. By July 1985 there 
were 37 cities in the USA with competing 
programmes, which represented a third of 
all the hospital EMS services then estab­
lished in the country. Adding the groups of 
hospitals which fly shared-rather than 
competing-services, brings the total to 
some 37 per cent. 

Denver, Colorado, is an example of a 
city where the two competing operations 
actually provide alternative services. For 
example, Presbyterian/St Luke's sends 

about one Air Life flight in three to the 
scene of an accident, while St Anthony's 
"scene" operations account for as much as 
90 per cent of Flight for Life missions. The 
remaining flights by the two programmes 
are inter-hospital transfer flights. In other 
cities there is a similar split in emphasis, 
which may be highligh ted by other para­
meters, such as average transport distance 
flown, or the different mix of patients by 
medical condition. 

Collett concludes that competing hospi­
tals can live side-by-side because they are 
offering a blend of services. Jack Dillon, 

25 

R PIES 

I 
I 



medical director of Flight for Life at St 
Francis Hospital in Colorado Springs, 
expects to see an increase in the number of 
co-operating hospitals in single cities in 
the future. The result of competition does 
not have to be negative, of course. In Salt 
Lake City, where competition began, it 
has been the driving force behind an 
increase in patient services. 

Patient care is what it is all about, 
agrees Roy Morgan, president of Air 
Methods. This must begin with "the best, 
latest state-of-the-art equipment, flown 
by qualified personnel", he says. Why, 
therefore, does Morgan fly Bell helicop­
ters in its seven EMS contracts? "Air 
Methods is unique in its equipment selec­
tion . We started with the world to choose 
from, beginning with no helicopters, no 
preconceptions about what we should use, 
but dedicated to EMS." Air Methods 
provides only EMS services, and claims to 
have beenthe first such operator. 

Addressing the question more directly, 
Morgan says that the helicopters it 
wanted had to be new; proven; IFR­
equipped; maintainable; and able to 
accommodate necessary medical equip-

' ment-"the most important single 
ingredient". This definition brought 
Morgan to Bell, from which Air Methods 
has bought two LongRanger IIs, five 
LongRanger Ills, and three 222UTs. 

Others involved in the Air Methods/ 
Pres y enan7Air tife - programme see 
advantages in LongRanger. Chief flight 
nurse Marilyn Pauley underlines three 
factors: rotor clearance-"We don't want 
to expose patient-handlers to the rotor," 
cabin noise-"you can't talk in an AStar 
or TwinStar" (although she acknowledges 
the use of additional soundproofing in the 
Bells), and cabin lights-"in the AStar, 
TwinStar, and Alouette the use of bright 
lights [to observe changes in patient 
colouring, for example] will cause reflec­
tions in the cockpit". 

Air Life pilot Walt Wise points out that 
performance will always be a consid­
eration at Denver's 5,000ft altitude. He 

• says that Agusta's Al09 couldn't operate 
from the city, while the MBB BO.105 
would be limited and the BK.117 marginal 
for altitude. It is not unknown for a heli­
copter to have to go to a 12,000ft mountain 
on a 90° day. This is a situation in which 
the Alouette III, a favourite with Rocky 
Mountain Helicopters, which flies the St 
Anthony Flight for Life programme, 
would excel. The Alouette will pick up 
"several thousand pounds at 14,000ft," 
according to Dan Reich, Flight for Life 
direct.or of flight operations, who wears 
another hat as president of the American 
Society of Hospital-Based Emergency Air 
Medical Services (Ashbeams). 

Walt W~e says that range is another 
consideration: The Alouette does not 
reach so far into MoR-tl!na and Kansas. "It 
won't get there and bacK.'It takes too long 
and burns more fuel." 

Air Life operations personnel prefer the 
Bell's smoother ride at low altitude and 
emphasise the advantages of the skid 
landing gear for use at unimproved land­
ing zones. The Alouette's wheeled under­
carriage gives good handling on the 
ground, but skids contribute to the low 
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floor height in the LongRanger. 
The installation of IFR equipment has 

enabled Air Life to fly 20-30 operations a 
year that would otherwise be ruled out. 
The issue of IFR versus VFR for EMS 
helicopters is one about which Flight 
found somewhat polarised views 
expressed with some passion by various 
advocates. 

Those favouring visual flights point out 
that, since hospital helipads do not have 
sophisticated equipment to guide a pilot 
through bad weather to his destination, 
there is no advantage in having IFR, 
which in any case might tempt the pilot to 
try too hard and to push on unadvisedly . 

For the IFR camp, Roy Morgan 
acknowledges this argument, but says that 
IFR can at least get the helicopter back to 
Denver's Stapleton Airport, where the 
patient could be transferred to ground 
transport. IFR equipment in the Long­
Ranger is limited to use in unforecast 
conditions, but it permits the helicopter to 
respond to a call. For example, "We can 
always go, but not always at once. It is not 
wrong, if we can only get a medical team to 
a patient. It is good if we can move an 
accident victim to a road to meet an ambu­
lance. It i·s best if we can bring him back," 
says Morgan, who first vowed to set up in 
the EMS business when he saw some of 
the earliest operations. "There had to be a 
better way." 

Two-edged sword 

Representatives of all branches of EMS 
helicopter operations to whom Flight 
spoke agreed upon one thing: the pressure 
upon the medical team to respond to all 
calls. The hospital wants to get all the 
business it can. The nursing staff want to 
help the patient. The pilot feels such a 
strong sense of identification with the 
whole team that he does not want to say 
"No". 

Marilyn Pauley emphasises the quan­
dary in which she finds herself when the 
pilot reports, say, 50/50 weather condi­
tions. "I say 'Come on, give me a 40/60 at 
least'." This takes away the temptation to 
pressure the team into trying to respond to 
every known need. In these situations, 
which apply to all such emergency 
systems, Flight for Life's motto-"W e 
serve because we care"-could become a 
two-edged sword. 

Safety is a major concern for the fledg­
ling US National EMS Pilots Association 
(Nemspa), which was formed by two pilots 
who felt that the voice in the cockpit was 
not being heard. Hospital administrators 
and flight nurses had their own trade asso­
ciations, but pilots were unrepresented. 
Nemspa president Don Wright and 
vice-president Tom Einhorn have some 
12,000hr of helicopter experience . . 

In only its second year, Nemspa claims 
to be represented in 75 per cent of hospital 
EMS programmes with a membership 
comprising about 60 per cent of the indus­
try's pilots. Taking a ratio of three per 
helicopter, Wright and Einhorn estimate 
that there are about 400 pilots actively 
engaged. 

According to Nemspa, some 40 EMS 
flight crew have been killed in accidents 

during 1980-85. The organisation sees a 
conflict between the need for operators to 
obtain contracts and the pressure upon 
administrators to institute an EMS 
programme at the lowest cost . "As always 
in this industry, the question of safety has 
fallen to the level of the lowest financial 
common denominator." 

Nems a would like to see a minimum 
standard which requ1reatwo engmes, Tull 
instrumentation with autopilot, and a 
maximum 12hr duty period. "The 
minimum factors for safe EMS operations 
are: four pilots serving 12hr, with 24hr off 
for each 12hr worked; night weather 
minima (outside metropolitan areas) of 
1,000ft ceiling and three miles visibility; 
stability augmentation for all certificated 
single-pilot IFR flights or two pi lots on all 
night flights; 4,000hr minimum helicopter 
flying time; pilots licensed for (and recur­
rent training available in) instrument 
flight procedures." 

In a survey of aeromedical helicopter 
safety, Nernspa lists some 53 accidents , of 
which all but eight occurred dur ing 
1981-85. Seventeen of the accidents 
claimed a total of 46 lives, according to 
Nemspa. Of the fatal accidems, 11 took 
place in what the organisation describes as 
"marginal" weather, with the helicopters 
striking the ground, water, or wires in nine 
cases; the other probable causes were 
control loss and "unknown". Fatal acc i­
dents in which weather was not a factor 
involved power loss (one), ground or 
obstruction strike (three) , unkno wn cause 
(one), and fuel starvation (one) . Some 27 
of the 53 listed accidents involved wires 
and poles. A fuel problem is given as 
probable cause in four accidents, whi le 
other engine factors including loss of 
power are cited on six occasions. Loss of 
control appears five times in the Nemspa 
survey of accidents. 

EMS helicopter-pilot duty time and pay 
are other major issues . Richard 
Fedorowicz, director of Nemspa's safety 
committee, says that some programmes 
offer bonus pay to pilots based upon the 
number of hours flown. He suggests that 
the pilot's overall experience costs more to 
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Speed is of the essence as a Flight for Life nu.rse 
accompanies a patient at St Anthony Hospital 

obtain ,than did, say, the expertise of a 
hospital staff physician. "I have not heard 
of any physician whose pay is based upon 
the number of patients he sees in a given 
day." 

Fedorowicz extends the analogy to 
illustrate his concern . "If we were to offer 
that doctor a bonus for each patient, he 
might have a tendency to rush through, 
and perhaps end up missing a difficult 
diagnosis. If the mistake was great 
enough, we could end up burying the 
patient and the hospital would then 
become liable . 

"When a·n aviator is in a similar situ­
ation and misses a critical diagnosis 
regarding the aircraft, we can plan on 
burying him, his crew, and the patient. 
Li/3-bility may be shared, but I doubt that 
the hospital will escape with its image 
untarnished." He argues that hourly 
bonuses benefit no one. "An hourly flight 
bonus will reward some pilots for flying in 
less than marginal conditions. Others may 
p&d their flight logs [a few minutes per 
flight] to build up hours ." Of course, the 
hospital will pay for this, because while 
the pilot receives, say, a $10/hr bonus, the 
hospital might be paying $300/hr for the 
helicopter, giving the operator $290/hr for 
time not flown. Of most concern to 
Fedorowicz, however, is the possibility 
that some pilots might be tempted to 
reduce their airspeed to log more time. 
"An hourly flight bonus encourages this 
sort of conduct." 

On the . question of EMS helicopter­
pilot duty time, a Hospital Aviation survey 
in 1982 showed that 41,tper cent of hospital 
programmes ran a 24Rr operation with 
just two pilots. A year later tlwprG-pQrtion 
hact fallen to 40 per cent, and in 1984 only 
a little over 25 per cent maintained this 
roµtine. Almost all others were by then 
using three pilots per helicopter. It asks if 
a schedule can be justified that requires a 
pilot to spend half of his life at the hospital 
on duty. This is compared with hospital 
administrators, programme directors, and 
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flight nurses, whom Hospital Aviation 
suggests work a 45hr week, spending about 
25 per cent of their time away from home. 
More than 90 per cent of EMS services use 
two to three times as many flight nurses as 
pilots, yet the consecutive hours worked 
by nurses are only a sixth to a half those of 
pilots. Hospital administrators, mean­
while, work for a ninth to a third as many 
consecutive hours as pilots, according to 
Hospital Aviation . 

Ironically, in the Journal of Aeromedical 
Healthcare a flight nurse said last year 
that programme success depended on 
teamwork. This included dispatchers who 
were "able to put up with sleepy pilots and 
garbled transmissions and still do an 
admirable job of flight tracking". The fact 
that schedules had apparently resulted in 
pilots being less than wide awake was less 
important than the fact that others had to 
deal with them. 

What does it take to make an EMS heli­
copter pilot? Air Methods president Roy 
Morgan has his own views upon the stan­
dards; they go so mew hat further than 
those put up by Nemspa. The first require­
ment is that they should have completed a 
four-year honours degree at college. They 
should have accumulated at least 2,000hr 
experience in helicopters, be instrument 
rated, and have night-flying experience. 
Morgan might be unique in requiring that 
his pilots be non-smokers. Smoking is 
known to affect a pilot's performance, 

- reducing his-vision at-night. But, above all, 
how can patients be sure that the crew 
cares for them when they do not take care 
of themselves? 

One more factor is considered in 
Morgan's selection of pilots, who have a 
notoriously high turnover rate in the EMS 
industry. He says that at Air Methods 
they are more likely to have come from a 
corporate aviation background rather . 
than from bush flying. "It is all a question 
of attitude." In the five years that Air 

Methods has been providing EMS services 
to hospitals, Morgan has had to release 
just five pilots from among the 35 he 
employs (excluding the initial 90-day 
probation period) . 

What many might dismiss as undue 
conservatism on Morgan's part, seems to 
be driven by an overriding concern for the 
industry's main task: pat ient care . For 
example, none of Morgan' s Bell Long­
Rangers are equipped to carry two 
patients. "To do so is chaos. Two 
attendants and one patient is a good 
load. One plus one can be a bit of a hand­
ful. One plus two is not on." He advocates 
the Bell 222 for the t ransport of t.wo 
patients, since the bigge r machine has 
ample space for full- body care and three 
attendants . 

Safety is never far from his mind. Acci ­
dents still happen with good equipment, 
when no patient is be ing ca rri ed, an d 
"when the numbers are in yo ur favo ur.'' 
says Morgan. People still · fl y into the 
ground. Some 83 per cent of acci dents in a 
year involved ground contact; wires were 
not even involved. 

Which EMS flights matter Lhe most; is 
it those apparently involving heroics? 
"Probably not. Most flights take place on 
a nice afternoon. [You] just fly out, collect, 
and bring back. 

"If there was anything we could do to 
further someone's life, surely that would 
be a reason to do it? If getting up at two 
o'doc-k ·n-the--morning or inTenupting a 
wedding is necessary, I'll do it, but not at 
the cost of three more lives." 

He is concerned that pressure on hospi­
tal directors and administrators means 
that people will not spend money on 
getting the best equipment and people. 
"We do not want heroes . The finest people 
in this business are the nurses and medical 
staff we deal with , not us . Their 
motivation has nothing to do wi th 
money." ~ 

Rocky Mountain Helicopters u.ses Alou.ette IIIs, which haue provision for two patients to be carried 
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Emergency-medical service helicop-
. ters are not ainbulances. Accord· 
. ingly, they should not be considered 
upmarket competition for traditional 
methods of transporting the injured or the 

· ill to hospital. Rather, the use of helicop­
ters increases the survival chances of 
someone for whom conventional emer­
gency aid is not enough. 

"The sort of people we go for have 
almost certainly been written off by 
someone else who says that the situation 
is way over his head," says Roy Morgan, 
president of Air Methods, the third­
largest US operator of emergency medical 
service (EMS) helicopters . This is some­
thing of a pre-requisite for any EMS oper­
ation. The helicopter is sent only in 
response to a reques t from some other 
medical professional-whether it be a 
rural-hospital doctor , a sheriff, a para­
medic, or some other emergency agency: 

"We're invited," says Dr Jim 
McShane, director of Air Life, the opera­
tion run by :R_enver's Presbyterian/St 
Luke's Medicfil, Qentre. This includes a 
three-hospital networ.l<-,~ d is part of the 
American Medical Internafu>n!ll family of 

• more than 150 hospitals worldwide. 
There are more than 110 hospital-based 

EMS programmes running in the USA. 
This represents a tremendous rate of 
growth since the first tentative experi­
ments were carried out in the early 1970s. 
The first serious efforts to set up such an 
operation in Denver can be.traced back to 
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The prov1s1on of hospital-based emergency medical services 
(EMS) has been the fastest-growing sector of helicopter opera-. 
tions in recent years, most particularly in the USA . Ian Goold 
visits Colorado and Texas to speak with hospital administrators, 
EMS operators, and pilots involved in this very visible industry. 

Photographs by Janice Lowe. 

1963, but it was only about 15 years ago 
that serious discussions led to St Anthony 
Hospital placing a contract with Helicop- . 
ters Unlimited for full-time medical flying 
in 1972. That operation is now performed 
by Rocky Mountain Helicopters, the 
largest operator of • EMS helicopters, 
but by no means a specialist one. Rocky 
Mountain flies 43 helicopters in 26 hospi­
tal programmes. 

The past five years have seen more than 
80 programmes established, according to 
Hospital Aviation magazine. Some 45 of 
these have started since 1983. It is 
estimated that 60,000 patients were trans­
ported by hospital-based EMS helicop­
ters, which flew 6,700,000 miles during 
1985. This is about a quarter of all the 
EMS flying that has been done. 

EMS helicopters provide critical-care 
services, extending the range of hospital 
transport far beyond that which could be 
covered by ground ambulances. Their 
speed means that vital minutes can be 
saved in the transfer of patients who 
suffer illness or an accident relatively 

close to the hospi ta l. 
In the USA health care is pn icl for by 

private heal t h-care schemes, of course, 
rather than by any nationally avHi lnbl e 
state-sponsored system. Accordin gly, il is 
incumbent upon hospirnls 10 provide the 
most efficient facili t ies. S iu ce pacienls 
decide where they are to be hospirnt;sed, 
marketing plays an importam µart in 
influencing the publ ic 's perception. T his 
has not been lost on hospitu l aclm i11is­
trators, and is a difficult t.opic fo r then1 lo 
ignore when considering i:he poss ib ii ty of 
an EMS helicopter service as an add ition 
to facilities. 

An EMS flying capability can be attrac­
tive to hospital s becau se it is li kely LO 
enlarge the uni t's sphere of influencL,. 
EMS helicopters are used n lot to l:rnnsfer 
patients from ot her hosp irnls , so such a 
facili ty can lead LO mu ny more people 
being referred to the sponsoring unit. 

Having a helicopter avail nble very often 
means that hospitals are abl e rn care fu r a 
greater number of more seve rely injured or 
ill pat ients, whose treatme m will gunernie 
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more profits . A third, and by no means 
. least important, factor in the decision to 
sponsor an EMS operation is that the heli­
copter becomes a valuable and very visible 
marketing tool. (When that traffic smash 
out· on the freeway appears on tonight's 
Six O'clock News, the city's viewing popu­
lation will see the name of the hospital in 

• large letters down the side of the helicop­
ter, won't they?) According to Howard 
Collett, editor and publisher of Hospital 
Aviation, "the fact that numerous lives 
will be saved by · such services has often 
been regarded in a secondary role when it 
com·es to the decision [to introduce an 
EMS programme]" . 

Collett points out that, in the past year, 
it has become important to some hospitals 
to introduce an EMS helicopter to avoid 
losing patients to a competing unit. 
Rather than acmally increasing their 
catchment area, they have felt the need to 
try positively to maintain it. In examining 
the increased competition which has 
accompanied the gi:owth in the whole 
EM9 industry , HospitqJ_ Auiation dis­
covered that although compe_ti_~1 is not 
new ,i there are definable productsk.__dif­
ferent services are offered, utilisation is 
higher, and competing programmes 
develop alternative operating parameters. 

Fewer than ten hospital EMS pro­
grammes had been established before the 
first competing services were set up-in 
Salt Lake City (Utah) in 1978. The follow ­
ing year Phoenix (Arizona) boasted such 
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Air Life staff at Denuer's Presbyterian/St Luke's Medical Centre can instantly pinpoin t /he sc,!!li! oi 
an accident on a wall-size map, top left. "Life Guard 71" on site, top centre, and reiurn.in.g 1.ii' ihe 
rooftop helipad, top and above, / rom which the patient is taken to the emergency room 

competition, with Omaha (Nebraska) and 
Gainesville (Florida) getting in on the act 
before the end of 1981. By July 1985 there 
were 37 cities in the USA with competing 
programmes, which represented a third of 
all the hospital EMS services then estab­
lished in the country. Adding the groups of 
hospitals which fly shared- rather than 
competing-services, brings the total to 
some 37 per cent. 

Denver, Colorado, is an example of a 
city where the two competing operations 
actually provide alternative services. For 
example, Presbyterian/St Luke's sends 

about one Air Life t1ight in three to che 
scene of an accident, while St Anthony's 
"scene" operations account fo r us much as 
90 per cent of Flight for Life missions. The 
remaining flights by the Lwo progrnmmes 
are inter-hospital transfer flights. ln other 
cities there is a similar splir in emphasis, 
which may be highligh ted by mher para ­
meters, such as average tran sport dist.a nee 
flown, or the differem mix of pati en ts by 
medical condition. 

Collett concludes that competing hospi­
tal s can live side-by-side because! t hey nre 
offering a blend of services. Jack Di llon, 
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,,, 1·· medical director of Flight for Life at St 
Francis Hospital in Colorado Springs, 
expects to see an increase in the number of 
co-operating hospitals in single cities in 
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the future. The result of competition does 
not have to be negative, of course. In Salt 
Lake City, where competition began, it 
has been the driving force behind an 
increase in patient services. 

Patient care is what it is all about, 
agrees Roy Morgan, president of Air 
Methods. This must begin with "the best, 
latest state-of-the-art equipment, flown 
by qualified personnel", be says. Why, 
thernfore, does Morgan t1y Bell helicop­
ters in its seven EMS contracts? 11 Air 
Methods is unique in iLS equipment selec­
tion. We started with the world to choose 
from, beginning with no helicopters, no 
precor.~eprions about what we should use, 
but dcclicat.ed to EMS." Air Methods 
provides only EMS services, and claims to 
have been ihe first such operator. 

Addressing the question more directly, 
Morgan says that the helicopters it 
wanted had to be new; proven; IFR­
equipped; maintainable; and able to 
accommodate necessary medical equip-

' ment-"the most important single 
ingredient". This definition brought 
Morgan to Bell, from which Air Methods 
has bought two LongRanger IIs, five 
LongRanger Ills, and three 222UTs. 

Others involved in the Air Methods/ 
Preshy_te1'.iaoLAir Life rogramme see 
advantages in LongRanger. Cnief flight 
nurse Marilyn Pauley underlines three 
factors: rotor clearance- "We don't want 
to expose patient-handlers to the rotor," 
cabin noise-"you can't talk in an AStar 
or TwinStar" (although she acknowledges 
the use of additiona l soundproofing in the 
Bells), and cabin lights-"in the AStar, 
TwinStar, and Alouette the use of bright 
lights [ to observe changes in patient 
colouring, for example] will cause reflec­
tions in the cockpit". 

Air Life pilot Walt Wise points out that 
performance will always be a consid­
eration at Denver's 5,000ft alt itude. He 

• says that Agusta's Al09 couldn't operate 

• I 

• from the city, while the MBB BO .105 
would be limited and the BK.117 ·marginal 
for altitude . ft is not unknown for a heli­
copter to have to go to a 12,000ft mountain 
on a 90' day .• This is a situation in which 
the Alouette IH, a favourite with Rocky 
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.Mountain Helicopters, which flies the St 
Anthony Flight for Life programme, 
would excel. The Alouette will pick up 
"severa l thousand pounds at 14,000ft," 
according to Dan Reich, Flight for Life 
director of flight operations, who wears 
another hat as president of the American 
Society of Hospital-Based Emergency Air 
Medical Services (Ashbeams). 

Walt W~e~ ays that range is another 
consideration: ·-The Alouette does not 
reach so far into Mbt~U!!_ and Kansas. "ft 
won't get there and bacK."It-takes too long 

• and burns more fuel." 
Air Life operations personnel prefer the 

Bell's smoother ride at low altitude and 
emphasise the advantages of the skid 
landing gear for use at unimproved land­
ing zones. The Alouette's wheeled under­
carriage gives good handling on the 
ground, but skids contribute to the low 
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floor height in the LongHanger. 
The installation of IFR equipment has 

enabled Air Life to fly 20-30 operations a 
year that would otherwise be ruled out. 
The issue of !FR versus VFR for EMS 
helicopters is one about which Flight 
found somewhat polarised views 
expressed with some passion by various 
advocates. 

Those favour ing visual flights point out 
that, since hospital helipads do not have 
sophisticated equipment to guide a pilot 
through bad weather to his destination, 
there is no advantage in having rFR, 
which in any case might tempt the pilot to 
try too hard and to push on unadvisedly. 

For the IFR camp, Roy Morgan 
acknowledges this argument, but says that 
IFR can at least get the helicopter back to 
Denver's Stapleton Airport, where the 
patient cou ld be transferred to ground 
transport. IFR equipment in the Long­
Ranger is limited to use in unforecast 
conditions, but it permits the helicopter to 
respond to a call. For example, "We can 
always go, but not always at once. It is not 
wrong, if we can only get a medical team to 
a patient, It is good if we can move an 
accident victim to a road to meet an ambu­
lance. It i•s best if we can bring him back," 
says Morgan, who first vowed to set up in 
the EMS business when he saw some of 
the earliest operations. "There had to be a 
better way." 

Two-edged sword--

Representatives of all branches of EMS 
helicopter operations to whom Flight 
spoke agreed upon one thing: the pressure 
upon the medical team to respond to all 
calls . The hospital wants to get all the 
business it can. The nursing staff want to 
help the patient. The pilot feels such a 
strong sense of identification with the 
whole team that he does not want to say 
"No" . 

Marilyn Pauley emphasises the quan­
dary in which she finds herself when the 
pilot reports, say, 50/50 weather condi­
tions. "I say 'Come on, give me a 40/60 at 
least'." This takes away the temptation to 
pressure the team into trying to respond to 
every known need. In these situations, 
which app ly to all such emergency • 
systems, Flight for Life's motto-"W e 
serve because we care"-could become a 
two-edged sword. 

Safety is a major concern for the fledg­
ling US National EMS Pilots Association 
(Nemspa}, which was formed by two pilots 
who felt that the voice in the cockpit was 
not being heard. Hospital administrators 
and flight nurses had their own trade asso­
ciations, but pilots were unrepresented. 
Nemspa president Don Wright and 
vice-president Tom Einhorn have some 
12,000hr of helicopter experience . . 

In on ly its second year; Nemspa claims 
to be represented in 75 per cent of hospital 
EMS programmes with a membership 
comprising about 60 per cent of the indus­
try's pilots. Taking a ratio of three per 
helicopter, Wright and Einhorn estimate 
that there are about 400 pilots actively 
engaged. 

According to Nemspa, some 40 EMS 
flight crew have been killed in accidents 
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during 1980-85. The orga ni sa ti on :i t•~s ii 

conflict between th e need !'or opera tors t t , 

obtain contracts and t he pressure upo11 
administrators to imtituw an EMS 
programme at the lowest cost. ''As always 
in this industry, the question of' safety has 
fallen to the level of the lowest financial 
common denominator." 

Nemspa would like LO see l\ min irnurn 
standard~h reL uired two engines, full 
instrumentation with autop1 ot, uncl a 
maximum 12hr duty peri od. "Th e 
minimum factors for safe EMS opera tions 
are: four pilots serving 12hr, with 24hr off 
for each 12hr worked; night weather 
minima (outside meuopolitan areas) of 
1,000ft ceiling and thm, miles vi sibility; 
stability 1;1ugmentation for all certif'icaccd 
single-pilot TFR tliglm or Lw o pi lo rs 011 all 
night Jlight s; ,1,000hr minimum helicoplH 
flying time; pilots licensed Cor (an ci recur­
rent training available in) instrumem 
flight procedures." 

In a survey of aeromedical helicopt er 
safety, Nemspa lists some 53 acc idents , of 
which all but eight occurred during 
1981-85. Seventeen of t he ncciclent s 
claimed a total of 46 lives, Hc~o rdin g tu 
Nemspa. Of the fatal acc idem s, 11 wok 
place in what the orgnnisn ti on desn ibes as 
"marginal" weather , with rh e hel icopte rs 
striking the ground, water, or wires in nine 
cases; the other prob11bl8 causes were 
control loss and "unknown". Fn tnl ,,c:ci­
dents in which weather was not tt L'ac lor 
invo lved power loss (one) , gro und or 
obstruction strike (three), un'known cause 
(one), and fu el star vc1 tion (one) Surne 27 
of the 53 li st ed ncc icknts i1wo l\' •! cl wirc,s 
and poles. A fuel pr01J le 1i'1 is gi·,e n ,1s 
probable cause, in i'<.n1 r nccicl ~nr s, ivhil e 
other en~ine fa ctors includ ing lo,s of 
power are cited on six occnsions. Lo,;s of 
control appears fiv e times in Li1e Nemspa 
survey of accidents . 

EMS helicopter- pil ot clury cim e and pay 
are other major ic;sues . 11icharcl 
Feclorowicz, director ut' Nern opa's sat'ti ry 
committee, says r.ha t some progn111 1rn es 
offer bonus pay to pilots bas1!cl upon rh0 
number of hours l'Jown. H t: suggescs thht 
the pilot's overall ex peri ence cos Ls more to 
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Speed is of the e,swce as a Plighc for Life nurse 
accompanies a pa.tient a/: St Anthony Hospital 

obtain :than did, say, the expertise of a 
hospital staff physician. "I have not heard 
of any physician whose pay is based upon 
the number of patients he sees in a given 
day." 

Fedorowicz extends the analogy to 
illustrate his concern. "If we were to offer 
that doctor a bonus for each patient, he 
might have a tendency to rush through, 
and perhaps end up missing a difficult 
di agnos is . . If the mistake was great 
enough, we could end up burying the 
patient and the hospital would then 
become liable. 

"When an aviator is in a similar situ­
ation and misses a criiical diagnosis 
re garding the aircraft, we can plan on 
burying him, his crew, and the patient. 
Lifbility may be shared, but I doubt that 
the hospital will escape with its image 
untarnished." He argues that hourly 
bo.nuses benefit no one. "An hourly flight 
bonus V{ill reward some pilots for flying in . 
less than marginal conditions. Others may 
p!\d their flight logs [a few minutes per 
flight] to build up hours." Of course, the 
hospital will pay for this, because while 
the pilot receives, say, a $10/hr bonus, the 
hospital might be paying $300/hr for the 
helicopter, giving the operator $290/hr for 
time not flown. Of most concern to 
Fedorowicz, however, is the possibility 
that some pilots might be tempted to 
reduce their airspeed to log more time. 
"An hourly flight bonus encourages this 
sort of conduct." 

On the. question of EMS helicopter­
pilot duty time, a Hospital Aviation survey 
in 1982 showed that4~_per cent of hospital 
programmes ran a 24Rr operation with 
just two pilots. A year later tl~!'.Q__P.Qrtion 
hacl fallen to 40 per cent, and in 198"4-only 
a little over 25 per cent maintained this 
routine. Almost all others were by then 
using three pilots per helicopter. It asks if 
a schedule can be justified that requires a 
pilot to spend half of his life at the hospital 
on duty. This is compared with hospital 
ad111inistrators, programme directors, and 
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flight. nurses, whom Hoapital Aviation 
suggests work a 45hr week, spending about 
25 per cent of their time away from home. 
More than 90 per cent of E!VIS services use 
two to three times as many flight nurses 11s 
pilots, yet the cons·ecutive hours worked 
by nurses are only a sixth to a half those of 
pilots . Hospital administrators, mean­
while, work for a ninth to a third as many 
consecutive hours as pilots, acco rding to 
Hospital Aviation. 

Ironically, in the Journal of Aeromedical 
Healthcare a flight nurse said last year 
that programme success depended on 
teamwork. This included dispatchers who 
were "able to put up with sleepy pilots and 
garbled transmissions and still do an 
admirable job of flight tracking" . The fact 
that schedules had apparently resulted in 
pilots being less than wide awake was less 
important than the fact that others had to 
deal with them. 

What does it take to make an EMS heli­
copter pilot? Air Methods president Roy 
Morgan has his own views upon the stan­
dards; they go somewhat further than 
those put up by Nemspa. The first require­
ment is that they should have completed a 
four-year honours degree at co llege. They 
should have accumulated at least 2,000hr 
experience in helicopters, be instrument 
rated, and have night-flying experience. 
Morgan might be unique in requiring that 
his pilots be non-smokers. Smoking is 
known to affect a pilot's performance, 
reducing his vision at night. But, above all, 
h0w- ca-n- patients- be- sure- that the crew 
cares for them when they do not take care 
of themselves? 

One more factor is considered in 
Morgan's selection of pilots, who have a 
notoriously high turnover rate in the EMS 
industry. He says that at Air Methods 
they are more likely to hav.e come from a 
corporate aviation background rather . 
than from bush flying. "It is all a question 
of attitude." In the five years that Air 
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to hospitals, Morgan has had to release 
just five pilots from among the 35 he 
employs (excluding the initial 90 -day 
probation period). 

What many might dismiss as undue 
conservatism on Morgan's part, see ms to 
be driven by an overriding concern for r.he 
industry's main task: patient ca re. For 
example, none of Morgan's Bell Lon g­
Rangers are equ ipped to ca rry rwo 
patients. "To do so is chnos. ' l\rn 
attendants and one patient i, c1 g0u<i 
load. One plus one can be a bi l i:,!" ,1 lrn n,1-

ful. One plus two is not un ." He ar l\'u Ci\ Lc;o 
the Bell 222 f'or the t.rnn sp,,rt ,jf I we, 
patients, since the bigger nrncli in~ lin :0: 

amp le space for full-body Cill"L' and Ll1rt·t· 
attendants. 

Safety is never far from his ,n ind . Acc; ­
dents still happen wir.h g,Jnd t'quip 1111· n! . 
when no patient is bei11 g: ,: ,11"1" ivcl, il nd 
"when the numbers iini i11 1·ou,· i": 1\'u u r • 
says Morgan. Peop lt! still · i"i.1 imo Ll, c­
ground. Some 83 per ce rn uf ,1c ci,lt•ms i 11 ,, 
year involved ground c:o nrn c: 1; 11 i r c• ·,; 1': t·r ,· ; 
not even involved. 

Which EMS flight;; rnauer t.li8 mus l; i, 1 
it those apparently involvin:; li cHoic:.;·i 
"Probably not. Most flighr s rnke place on 
a nice afternoon. [You) just fl y r,ll(, collect, 
and bring back. 

"If there was anything we could do tc, 
further someone's life , surely that would 
be a reason to do it? If ge tting up at rwo 
o'clock in the morning or interrupLing n 
weddir:i.g is-necessary, l'll ciG- il l;iu · t:J-OL- fl-b 

the cost of three more lives ." 
He is concerned that pressure on hospi ­

tal directors and administrators rnertn s 
that people will not spend money on 
getting the best equipment and people. 
"We do not want heroes. The fine s t people 
in this business are the nurses and medical 
staff we deal with, not us. Their 
motivation has nothing 1,0 do wirh 
money." r.J 

Rocky Mountain Helicopters uses Alouette ]Ifs, which haue prouision for two pacie11ts to be carrir·d 
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