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Minutes 
 
Oregon Emergency Medical Services for Children Advisory Committee Meeting 
Thursday, April 12, 2018, 9:00 a.m. - 11:20 a.m.  
Portland State Office Building 
800 NE Oregon Street, Room 1B 
Portland, OR 97232 
 
In-person Attendance: Tamara Bakewell, Jackie DeSilva, Matthew House, Erik Kola, Todd Luther, Marisa 
Marquez, Dr. Robert Moore, Matthew Philbrick, Dr. Justin Sales, Dr. Christa Schulz, Anna Stiefvater 
 
EMS & Trauma Systems Staff: Rachel Ford, Candace Hamilton, Yvan Saastamoinen, Dr. Dana Selover 
 
Absent: Dr. Carl Eriksson, Kelly Kapri, Dr. David Lehrfeld, Eric McFarland, Danielle Meyer, Julie Miller, 
Scott Shepherd 
 
Public In-person: Katrina Doughty, Emily Petersen, Behjat Sedighi 
 
Public Phone Attendance: Katie Downie, Dr. Lanaya Lindsay, Sonya McBride 

 
 
Meeting called to order: 9:05 a.m. by Committee Chair Jackie DeSilva 
 
Discussion and conclusion of each agenda item: 

1. Confirmed Attendance (in-person and phone) and Introductions: Jackie DeSilva 
 

2. Review and Approve January 18, 2017 Minutes: Committee 
Minutes were reviewed. No changes. Todd Luther motioned to accept minutes, seconded by Dr. 
Robert Moore. None opposed. Motion passed. 

 
3. Committee Membership Update: Jackie DeSilva 

• Tribal EMS Representative still needs to be filled: Rachel Ford is following up on this. 

• Injury Prevention Representative: Anna Stiefvater 

• 2 reappointments for another 4 years: 
o Tamara Bakewell, Family representative 
o Danielle Meyer, Hospital Association representative 

 
4. Bylaws Revisions: Jackie DeSilva 

• Rachel Ford: Revisions based upon recommendations from legal counsel for Oregon Health 
Authority to bring the bylaws into compliance. 

o Changing from Majority of appointed members if you are voting on such things as 
Bylaws, to having the Quorum of appointed members voting (17 members, need to 
have a Quorum of 9 of the 17 members present to vote). 

o Changing from Roberts Rules of Order to the 2014 version of the Oregon Public 
Meetings Manual. 

o Some small changes that are regular housekeeping. 
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• Jackie DeSilva: Is there a motion to accept the bylaws as written with the changes in red?  
Matthew Philbrick motioned to accept the bylaws, seconded by Dr. Justin Sales. None 
opposed. Motion passed. 
 

5. State EMS and Trauma Program Updates: Candace Toyama (Hamilton), Yvan Saastamoinen 

• Stop the Bleed: Assisting with State Trauma Advisory Board (STAB) campaign. Training 

community members on how to do wound packing and tourniquet placement for 

hemorrhage. Helping Area Trauma Advisory Boards (ATAB) with disseminating information 

to Fire and EMS. Cost to purchase kits online is approximately $900. Rebecca Long, Mobile 

Training Unit Coordinator, has headed up making 1 kit for each ATAB to use for training. 

There will be a Stop the Bleed course tomorrow at the STAB meeting. 

One problem is getting access to train in schools. Some EMS and Fire agencies have had no 

trouble getting into the schools for training teachers and students, but some schools have 

said that it is too graphic and disturbing. At some point we will need to help by providing 

tips and communication strategies for school boards. 

• EMS Examination Process: The process needs updating and improvements. Working with 
the Education Consortium to look to the future of EMS Exams for graduates. 

• Oregon Statutes for Exceptions to Licensing: This has not been updated in over 20 years. 
This last year the Forest Service ran out of resources for the fires. Problem with the statute 
is that EMS providers that arrive via ambulance are approved, but if you are an EMS 
provider that is coming in as a Strike Team without an Ambulance, there is no exception and 
not allowed. 

• Cost of Program for Licensing Providers and Ambulance Companies: in the process of 
assessing if the fees are covering the cost of the program. The fees have not been adjusted 
in over 20 years. 

• Media Attention on OPB Coverage on Rural EMS: Dana Selover and Candace Toyama were 
interviewed on the challenges in Rural EMS. Questions included, “What challenges are Rural 
EMS facing?” and “Why is the new Mandatory Reporting important?”.  
Rural EMS is struggling to purchase equipment, such as Epi Auto Injectors that expire in 2 
years. May consider equipment requirements that reflect both “nice to have equipment” vs 
the “must have equipment” for rural agencies. Ambulance Service Area (ASA) Plans vary in 
how they function. 

• AmeriCorps VISTA Member Project: Yvan Saastamoinen 
Yvan Saastamoinen: Yvan has a bachelor’s degree in psychology and economics. The goal of 
the project is to gather Rural EMS information from as many sources as possible to get a 
diverse picture of the needs in Oregon. There is a special focus on the poverty in Oregon, 
with a goal of alleviating that burden of Oregonians. Encouraging stakeholders to reach out 
if they have ideas or would like more information on the project. 

• Candace Toyama: Rural Oregon often depends on 9-1-1 for their primary source of 
healthcare. Looking at factors that put agencies at high-risk of closure such as staffing 
problems, ASA plans, etc. This will provide awareness of these high-risk communities. The 
project will take one of these communities and attempt to make it better. 

 
6. Safe Sleep: Jackie DeSilva 

Dr. Rostykus came to myself and Rachel to discuss “Safe Sleep for Babies”. There has been 
discussion on taking on a project in Jackson County like the one being done in Indiana. If EMS 
and Fire gets a call with a baby in the home, even if the call is not baby-related, that the 
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providers have a discussion with the parent(s) about what the sleeping situation is for their 
baby. The practice of the ABC’s of Safe Sleep would be the focus. It would be education only, 
and not distribution of sleep equipment. Would require figuring out how to discuss with 
parent(s) without being upsetting. May consider providing a packet of information that aligns 
with Maternal Child Health. Will continue to provide updates to the Committee. 

 
7. Oregon Psychiatric Access Line about Kids (OPAL-K) and Extension for Community Healthcare 

Outcomes (ECHO): Guest Speaker, Behjat Sedighi  
OPAL-K: 
Behjat Sedighi works at OHSU with the Oregon Psychiatric Access Line about Kids. The program 
started on July 18, 2014. It is a telephone consultation line for all medical practitioners in Oregon 
who provide care to children and adolescents (0-18). When a provider calls they will speak with 
one of the seven OPAL-K Child Psychiatrists that have an average of 20 years of experience. There 
are program representatives that travel all over the state introducing OPAK-K and encouraging 
providers to register for OPAL-K. When a provider calls they talk to a child psychologist, and after 
the call they are given a summary of the consultation including medication management. Most 
calls are for adolescent patients, and common call topics include ADHD and anxiety. Calls are 
generally 5-40 minutes in length. Have received positive feedback from providers. The program 
was recently funded to start a phone consultation service for adults. 
ECHO: 
The Extension for Community Healthcare Outcomes program that started in New Mexico. This 
connects primary care providers with OHSU specialists. Work with up to 25 rural sites. Provide 
weekly 1-hour consults. OHSU specialists provide case consultations. ECHO is focused on 
education and may decrease need of sending patients to the emergency room. The schedule for 
these calls will come out this summer. The next ECHO will start September 12th and will go for 14 
sessions. ECHO is a way to educate many on a topic. It is one feed into the various locations, each 
presenter is presenting different topics. A great way to get rural area providers free access to 
that education. 

 
8. Mobile Integrated Healthcare: Matthew Philbrick & Matthew House 

Matthew Philbrick: Mobile Integrated Healthcare is a concept in EMS that started in early 1990s 
with a document called the EMS Agenda for the Future. It was stagnant until 2010, when it was 
republished. Focused on improving community health, improving patient experience, and 
decreasing cost. Mobile Integrated Health is the generalized term where there is a gap in care for 
a group of patients, and they are utilizing the emergency department for their medical care. 

 
The goal is to identify what the community needs and then to provide that resource, ultimately 
with the goal to be reimbursed for the service that you are providing. In 2016, Mercy Flights 
partnered with Providence Health Care applied for a grant, and the program was focused on ED 
avoidance. Looked at a 10-year span of time for patients that had 9-1-1 transports over 3 times 
per month. Isolated to the top 200 patients and then enrolled 100 of those patients in this 
project. We had a 50% reduction of ED use. 
 
The project then expanded to transition of care. The goal was to reduce the readmission to the 
hospital within 30 days. If there was a readmission, the hospital would be held responsible and 
the hospital would pay a penalty. Goal is to identify that patients that were discharged, provide 
interventions such as home assessments, and thereby decrease or eliminate risks. In 2018, Mercy 
Flights received a grant from Providence Health Care to continue to specifically target the 
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readmission to the hospital. The focus of the program is dynamic in nature. What works in one 
community, does not work for another community. Need to create a program that will morph 
and change for the needs of the community. 

 
Matthew House: Western Lane Ambulance in Florence, OR was approached by PeachHealth to 
start a Mobile Integrated Healthcare system to cover Lane County. There are 4 target areas: 1) 
30-day readmissions; 2) identifying and preventing ER “friendly faces”; 3) identifying and 
preventing EMS “friendly faces”; and 4) bridging gaps in healthcare for all patients within the 
healthcare system. Program goals include: 1) keeping people out of the hospital and in their 
home; 2) home visits that include a safety check; 3) explain medical information to the patient in 
a way that they can understand; and 4) making sure that the patient has everything that they 
need to be successful. 
 
The program is referral-based and primarily serves the geriatric population. Most of the patients 
are referred from the hospital. Program provides a 30-60-minute assessment, and then 
communicates with the patient’s Primary Care Physician about changes needed. Assessment may 
include checking vital signs, fire detectors, and home safety such as identifying fall hazards. Have 
not had a 30-day readmission since starting the program. 
 
The program is funded for 2 years through PeaceHealth. The results are there, but now we must 
demonstrate the change to show the dollar savings to the hospital system. Most MIH duties that 
paramedics are doing in the home fall under customary paramedic education. For pediatric 
patients, coordinated care nurses from PeaceHealth reach out to MIH program to schedule a visit 
with the patient.  

 
9. EMSC Program Updates: Rachel Ford 

• Funding: All funds from 2016-17 and 2017-18 were expended. The 2018-2022 grant was 
submitted and accepted. Received 1st NOA on 3/9/16 for $61,555.00. The remainder of the 
funds are expected soon. 

• New Project Officer, HRSA: Yolanda Baker  

• Communications Cards: Communication Card sets to aid first responder communication 
with children who are nonverbal, a young age, or speak a language different from the 
provider were distributed to EMS agencies that completed the 2017 EMS Survey.  

• PEDI Slide Charts: PEDI Slide Charts and Tapes have been purchased and will be distributed 
to rural EMS agencies to support their care of children, with specific attention to agencies 
staffed at the Intermediate or BLS level. 

• Mental Health Resource: A new Mental Health Resources section has been added to the 
website that includes free trainings, a psychiatric access line, and mental health/crisis 
line/DHS resources lists for each Area Trauma Advisory Board. The Mental Health Crisis Line 
Child Welfare Resource List has been broken down by Area Trauma Advisory Board areas 
and posted on the website.  

• EMS Agency Survey: Almost 82% response rate. EMSC 02: Almost 36% have Pediatric 
Emergency Care Coordinator (PECC), 1.4% plan to add, 17.7% interested in adding, 45% do 
not have PECC. EMSC 03: Almost 22% 6pts or higher and the rest are less than 6 pts. This 
generally means that they are practicing the use of pediatric equipment through a skill 
station or simulated event at least once a year. The goal is for all services up to once a year. 
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• Request - Pediatric Case Reviews: The Mobile Training Unit has requested speakers for the 
monthly EMS webinar that occurs on 2nd Tuesday 12:00-1:00. 

• Pathfinder Exercise (June 18-19, 2018): Camp Rilea near Seaside, OR. Mobile Training Unite, 
EMSC, and Dr. Lehrfeld will be supporting Health, Security, Preparedness and Response. The 
300-400 participants include SERV-OR volunteer, Oregon Disaster Medical Team, and 
military partners. Participation will be focused on field exercises with the pediatric manikins. 

• PsySTART: New resilience building tool to be used by both Community members and EMS 
Providers. This tool can be used at the time of a disaster or day-to-day by EMS providers. For 
Mini/Micro Trauma calls. A series of questions that you would ask and then you are given a 
list of suggested next steps. 

• Free Training: Both LifeFlight and REACH have free training available to EMS providers. 
Information is on the EMSC website.  

• Travel: Will be out on travel for several weeks in April and May.  
 

10. Pediatric Readiness Quality Collaborative: Training Sites – Justin Sales and Rachel Ford 

• Justin: In the process of meeting with the sites that were selected. There are 12 Affiliate 
Sites working together. June is the kickoff for the affiliate sites. Nationally there are 
approximately 150 hospitals participating. The Collaborative is working and it is exciting to 
see this move forward. It is a cooperative approach. It will go through the end of 2019.  

• Rachel: The Collaborative is going very well. We have visited 3 sites so far. We have a 
template from the EMSC Innovation & Improvement Center that we can work from. It is a 2-
year project. There is a training team of 8 or 9 of us. We tell the hospitals that we hope they 
will be champions and a mouthpiece for this work moving forward. Two of the Affiliate Sites 
are from WA State. I have connected with the EMSC in WA State, but he has not shown 
interest in being involved, but I will keep him posted. 

11. Committee Member Roundtable & Public Comments: 

• Dr. Robert Moore: Mobile Integrated Health seems to link nicely with Coordinated Care 
Organizations’ (CCOs) missions. I hope we can move forward to link better with CCOs. 

• Rachel Ford: Parking stickers and travel forms. 

• Katrina Doughty: Grateful that I could observe and listen. Working with 2-1-1 and it has 
recently been absorbed by the county and state for certain emergency situations. We were 
up at all hours answering calls during the wildland fires. It is so nice to put together the 
pieces. 

• Matt Philbrick: The Oregon EMS Conference is September 28-29 in Salem. I will be speaking 
about BLS Pediatric Trauma and will be blasting the EMSC Logo all over the place. 

• Justin Sales: Appreciate Rachel providing the structure for discussing these topics, and for 
the outreach of EMSC. 

 
12. Meeting Adjourned 11:20 a.m. 

 
NEXT MEETING: July 12, 2018   9:00 a.m. - 12:00 p.m., PSOB Room 1B 


