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Abstract

Partnering Emergency Medical Technicians and/or Paramedics (EMTs) with Registered Nurses (RNs) in a small rural acute facility’s Emergency Department (ED).

BACKGROUND:  Recruitment and retention of registered nurses to small rural acute care facilities is an ongoing problem. Issues such as isolation, lack of colleague support, difficulty in maintaining skills, accessing continuing education and lack of available mentors have been identified as challenges to recruitment and retention of RNs to these facilities. Indian Head Union Hospital (IHUH) faces all of these challenges.

The research question:  Can partnering EMTs with RNs in the ED of small rural acute care facilities support the RN’s practice and thus promote retention and recruitment?

METHODS:  A systematic review using the key words EMT OR Paramedic, AND RN Retention OR Recruitment AND Emergency Departments OR Emergency Services was conducted. The search was further defined by adding the word Rural to RN Recruitment AND Retention. The data bases of CINAHL, EBSCO, PUBMED, MEDLINE, Health Care Management and Grey Literature including the CIHI Website and DARE were searched between July and October 2005.

An attempt was made to search unpublished literature via Google Scholar, as well as MSN and Yahoo. The expertise of the Regina Qu’Appelle Health Region library staff was solicited. Utilizing the same key words they were unable to locate any further literature that looked at Canadian sites that partner EMS and Nursing in their emergency departments.

Articles were included based on relevance and quality/validity.

CONCLUSIONS: Of the 52 articles found, 16 met the inclusion criteria. The concept of partnering EMTs in EDs is not new, literature dates back more than 20 years. The reasons for using EMTs in EDs varied from purely cost containment, to better use of differing skill sets and to a potential solution to rural health care crisis and nursing shortages. Despite the long history of such partnerships, the use of EMTs in EDs is not wide spread.

The literature identified that the greatest area of resistance to more widespread use of EMTs in EDs lies with nursing. Nurses are unfamiliar with the educational level of EMTs, their skill sets, and often fear that EMTs will be used to replace RNs. Nursing organizations and professional groups have been very vocal about not wanting EMTs in EDs, but have done very little to consider the potential benefits of such a collaboration.

The literature review revealed that key challenges faced by rural nurses include working in isolation, needing to be expert generalists, minimal colleague support, difficulty in accessing continuing education and the latest technology, the lack of onsite physicians and needing to make decisions in crisis. The literature also revealed that EMTs have many of these skill sets. They are trained in triage, crisis intervention, working in isolation and have highly developed technical skills. The concept of having them work in rural EDs as colleagues and team mates of RNs does not seem to be such a stretch.
The literature was very clear about what was unique about the sites that have ongoing successful partnerships between EMTs and RNs in their EDs. One of the largest contributors to successful partnering is careful preplanning. Others include strong and visible support from nursing leadership and clear, concise delineation of roles and duties.

 Although there were few Canadian articles, the findings of the literature pertaining to rural United States does not differ from IHUH’s situation. The challenges facing RNs working at IHUH, the remoteness, and the skill sets of Indian Head Emergency Medical Services (IHEMS) are similar. The ideas about the need for preplanning, strong nursing leadership, collaboration and the involvement of frontline staff can be applied to IHUH.

For such a partnership to be successful, the Regina Qu’Appelle Health Region (RQHR) needs to consider the key elements. Preplanning needs to be slow, thorough and involve frontline staff. Nursing leadership needs to be viewed as supportive, creative and optimistic about such a partnership. Above all, frontline nursing staff must “get” the message that partnering EMTs in the ED at IHUH is not an attempt to replace them, but is a means to support them and improve the practice environment at IHUH.

Question
Given that the literature has identified a lack of colleague support, difficulty maintaining advanced technical skills and the wide variety of presenting cases as deterrents to recruitment and retention of RNs to rural practice (Jezierski, 1988) this question looks at forming unique partnerships in a hope to address some of these concerns.
Question:  Can partnering EMTs with the RN in the ED of small rural acute care facilities support the RN’s practice and thus promote retention and recruitment?

Context

Purpose

The purpose of this systematic review is to determine if existing literature supports the concept of partnering EMTs in the EDs of Acute Care facilities. Barriers, experiences and opportunities identified in the literature will help the RQHR to consider this model in an attempt to address some of the problems associated with recruitment of RNs to its rural acute care facilities

 The RQHR operates six rural acute care facilities with an average of 15 beds each, an average of 7.2 RN Full Time Equivalents (FTE)/facility, often a single RN working per shift and 280 out patient visits per month (Pipestone Health District, May 2000). The inability to staff these facilities with adequately trained professional staff may affect the Region’s ability to provide service.

Background

Recruitment and retention of adequate numbers of RNs is a nationwide problem. The global nursing shortage affects both urban and rural areas. Rural acute care facilities are faced with additional problems not encountered by urban centers.
Rural acute care hospitals are often staffed with only one RN per shift. There is no ancillary staff such as lab, dietary, maintenance etc during evenings, nights and weekends. Physician coverage is not in house and is often on a rotational call in basis. 
RNs must care for anything and everything. The mix of cases is varied and often with infrequent and irregular presentation. This provides the RNs with little ability to keep knowledge and skills current. Rural nurses also have more trouble accessing continuing education, minimal collegial support and have limited access to new technology (Jezierski, 1988). The literature also suggests that often there is a lack of adequate orientation, no formal preceptor programs in place and an absence of mentors (Fenn, 1984).
Rural nursing is emerging as a unique specialty of its own. Rather than specializing, these RNs must be expert generalists. It is little wonder that rural acute care hospitals face ongoing challenges to recruit and retain RNs.

Regina Qu’Appelle Health Region Context

IHUH is no exception to these issues. A 15 bed hospital, offering both inpatient and outpatient services 24 hours a day. It is staffed with one RN and one Licensed Practical Nurse (LPN) per shift, has an average daily census of 7 and sees roughly 250 outpatients per month. Indian Head is also located 45 minutes from an urban center with two tertiary care centers and an active rehab facility. Indian Head is a haven for young families, the retired and a commuter’s paradise.
The RQHR operates a regionally funded EMS service whose home offices and ambulance garage are located within IHUH. Indian Head EMS (IHEMS) employs full time EMTs.  Often these personnel have no assigned tasks when not out on calls.  This question looks at whether there is opportunity to utilize this down time in a manner that is more beneficial to IHEMS, IHUH, and the community itself.
Literature Identification and Selection

In order to consider this partnership, the question had to be looked at from many different viewpoints. The view point of the RNs, the EMS personnel, the Region, professional associations, unions, physicians and the community all need to be addressed.
From July to October of 2005 the literature was scanned for relevant information. The databases of CINAHL, EBSCO, PUBMED, MEDLINE, Health Care Management, and Grey Literature including the CIHI website and DARE were searched using the key words; emt OR paramedic, AND rn retention, OR recruitment AND emergency departments OR emergency services. The search was refined by adding the word Rural to rn, recruitment and retention.
A further attempt was made to search unpublished literature for articles that pertain to Canadian sites that partner EMS with Nursing in their emergency departments. Google Scholar, as well as MSN and Yahoo were utilized for this search. This provided one article of some relevance. The expertise of the Regina Qu’Appelle Health Region Health Science Library staff was sought. Utilizing the same key words, they were unable to locate any literature about Canadian sites that have such partnerships.

52 articles were located.

Exclusion Criteria:
· Non English Language
· Looked at Pre hospital Setting

· Source was a letter to a journal

· Focused on US legislation issues

· Based findings only on financial goals
· Aimed at reducing waiting times

· Aimed at increasing employment for EMTs

· Competency reviews for Accreditation
 

· Position statements by various organizations

· Considered EMT competency related directly to certain skills

· Considered unlicensed practitioners other than EMTs


· Did not provide new information
Inclusion Criteria:  
· Relevance to the topic
· Considered recruitment and retention

· Addressed nursing shortage

· Focused on service delivery in rural areas

· Addressed skills needed by EMS personal to function in ER
· Articles looked specifically at the concept of EMS, ER partnerships.

· Article’s reference list was detailed and included information from reliable sources (ie not letters or responses from readers)

· Articles detailed the role of rural RNs and/or rural EMS

Quality or Validity

· Information was considered for its relevance to the topic as well as the sources of information used by the authors
· Information that was specific to unique service delivery models were excluded, for example strategies that have been successful in remote northern villages with no nearby emergency care

· Information needed to be relevant to the specific question of partnering EMT and RNs in ERs

· Information was considered using cross case analysis with the goal of identifying similar themes, patterns and findings. Particular attention was given to determining if opinions were similar from source to source

· Articles that offered findings different from the majority were critiqued and included if the sources of information were well detailed. This was done to ensure that outliers were identified and considered
· Articles were considered if the application of findings could be applied to a rural site similar to Indian Head.

This resulted in 16 articles being included.
Data Extraction and Summary

EMTs have been incorporated into the staffing of some EDs for more than 20 years (Page, 2000), yet this has not become a full fledged trend. The number of EMTs working in EDs has increased (Lewis, 1999), yet controversy around this issue flourishes (Angelucci & Stolee, 2001). Much of the controversy results from “turf” battles within nursing organizations (Page, 2000), legal questions raised by professional associations (Curry, 1992) and poor understanding of the roles of care providers involved (Bridge over troubled waters: ED nurses share strategies regarding use of prehospital care providers in the emergency department.1992).

The literature indicates that the use of EMTs in EDs is widespread. In the early 1980s a survey of over 2500 US hospitals found that 26% were using or planned to use EMTs in their EDs (Zempsky & Haskell, 1998).The US statistics range from a documented 21% (Allerman, McKay, & Novotny-Dinsdale, 1985) to as high as 26.8% (Zempsky & Haskell, 1998) of EDs report utilizing EMTs as allied health providers. These centers identify that EMTs are being utilized to perform such duties as triaging, immobilization, IV starts, ECGs, medication administration, intubations and defibrillation.
Zempsky and Haskell’s 1995 survey of 180 pediatric EDs indicated that the majority of the sites with EMT partnerships, 7.9 (+/- 1.7) on a 10 point scale considered the partnership successful. These sites saw EMTs performing IV insertions, monitoring vital signs (V/S), medication administration, suturing, patient care coordination and discharge planning. The major disadvantages of using EMTs included over aggressiveness and the generation of internal conflict. The resistance to the use of EMTs came primarily from nursing staff (Zempsky & Haskell, 1998).
Despite the success of EDs utilizing EMTs and the degree of skills exhibited by these prehospital providers, 75% of EDs are not utilizing these resources. Some of the biggest challenges to a more widespread use of EMTs in EDs lie within the nursing profession. It appears to be a “turf thing”, nurses are afraid that EMTs will replace them (Ligon, 1993). One of the core issues is to define what duties constitute nursing practice (Bridge over troubled waters: ED nurses share strategies regarding use of prehospital care providers in the emergency department.1992) and what tasks and functions can be delegated to EMTs (Curry, 1992).

Defining what is nursing practice and what can be delegated to EMTs is difficult (Bridge over troubled waters: ED nurses share strategies regarding use of prehospital care providers in the emergency department.1992). The literature is clear on the idea that EMT responsibilities must be clearly defined and that they should function to their highest level of training (Page, 2000). It must also be noted that nurses and EMTs are not equal partners in the ED. Each has different skill sets and education levels. EMTs are often trained more at a task level while nurses have more formal education and their approach is more holistic (Lewis, 1999).Equally important is the fact that there are often significant differences between what providers actually do and what policy and documentation say they do (Armstrong & Armstrong, 2002).
Despite these differences and controversies, partnering EMTs with nursing in EDs is occurring and has been successful (Bridge over troubled waters: ED nurses share strategies regarding use of prehospital care providers in the emergency department.1992). These successes have resulted from preplanning, working from a partner centered model, clearly defining roles, engaging all the team members, and setting a goal of improved client care and employee job satisfaction. Success results when all involved from frontline staff to senior administration have a shared opinion (Bridge over troubled waters: ED nurses share strategies regarding use of prehospital care providers in the emergency department.1992).
The literature suggests that centers where nursing staff report directly to nursing leaders, and whose leaders support this partnership are most successful (Allerman et al., 1985). Support of this partnership must be more than a statement.  Nurses need to have specific training in delegation and supervision. They must also have a clear understanding of the education and skill preparation of each EMT that they partner with (Allerman et al., 1985). Support from nursing leaders, physicians and administration is critical (Minton, 1997). The focus of the partnership must clearly articulate that EMTs are not meant to replace RNs, but to support their knowledge and skills and to function as part of the health care team (Hess, 1995).
Analysis

The literature supports the use of EMTs in EDs. This is particularly the case in rural settings. In these settings, EMTs often have down time waiting for the next call. Assigning these EMTs to the ED is seen as an effective use of healthcare resources (Lewis, 1999). These allied healthcare providers can take on a share of the nursing department’s tasks, triaging patients, monitoring V/S, assisting physicians and starting IVs. This benefits the EMTs as well, giving them the opportunity to expand their knowledge base and hone up on technical skills.
In some areas the use of EMTs in rural EDs is helping to ease the rural healthcare crisis. By making EMTs hospital based with a dual role, there is potential to assist rural ED nurses. Using EMTs in EDs also gives rural systems an opportunity to offer paid positions to EMTs (Garza, 1990). This is a win win situation for EMTs, ED nurses and health regions (Page, 2000).

To implement such a partnership, evidence suggests that careful planning must occur (Bridge over troubled waters: ED nurses share strategies regarding use of prehospital care providers in the emergency department. 1992). Open communication between all members of the health care team is essential. There also needs to be a clear understanding of the differences in knowledge, skill and focus (Lewis, 1999). Collaborative agreements between nursing organizations and EMT associations will need to be sought as well. Organizations representing these different providers must be involved in any change (Armstrong & Armstrong, 2002). 
 The literature strongly suggests that EMTs can function successfully as a member of the ED. This partnership can be both cost effective and an adjunct to nursing support (Zempsky & Haskell, 1998). The prime area of resistance to this partnership comes from nursing and nursing organizations (Garza, 1990; Minton, 1997). Implementation of such a partnership will require intense lobbying, education and communication with frontline nurse, as well as professional associations. Health care is and will continue to be a team effort (Hess, 1995). Partnering EMTs with RNs in EDs can only strengthen the team.

Relevance

RNs at IHUH face many of the challenges identified in the literature about recruiting and retaining qualified staff to rural areas. RNs are responsible for a variety of decisions. It is difficult to keep skills and knowledge updated. There is an ongoing need for continuing education and access to the latest technology (Fenn, 1984). These nurses wear many hats and do not have the luxury of a multi department hospital for backup (Dimon, 1988).
The concern of being the sole registered nurse on duty and the liability associated with potential patient harm discourages nurses from working in these sites (Ligon, 1993). The literature goes on to state that it is very difficult to recruit nurses to these areas and infact nurses often drive up to 50 miles to seek employment in larger more collaborative environments (Ligon, 1993). This is certainly the case in Indian Head.
The strength of the literature suggests that the RQHR could benefit from establishing a partnership that would see IHEMS employees based out of the ED at IHUH. The partnership would assist the region to recruit qualified EMTs by being able to offer full time employment rather than strictly “on call” work (Garza, 1990). This employment opportunity would help to expand the knowledge and skill level of the EMTs and provide them with the opportunity to learn from and contribute to the knowledge base of other health care team members (Garza, 1990). 

The partnership also has tremendous potential to support nursing staff. EMTs could be utilized to help nursing staff to address workload issues when both the inpatient and out patient departments are busy (Zempsky & Haskell, 1998). More importantly this partnership could be seen as an opportunity to collaborate and strengthen the technical care often required in the ED. Nurses and EMTs have very different skill sets and education levels (Lewis, 1999). By working together, nurses could focus more on assessment, care management and transfer planning, while EMTs take care of very needed technical tasks.

Nurses have identified that in rural hospitals, the role in the ED is often whatever the doctor doesn’t do or isn’t present to do (Lewis, 1999). This can include anything from assessment, intervention and transfer without the aide of an in house physician. This is the reality of the RN role at IHUH.

Partnering EMTs in the ED who have strong technical skills, who can intubate (not a nursing function), defibrillate, immobilize and start IVs can help the RN to feel less isolated. Rural nurses have been identified as being cohesive, collaborative and problem solvers (Dimon, 1988). This would be an opportunity to capitalize on these strengths to improve the practice environment at IHUH and ultimately provide ongoing service to the community.

Rural nurses have been identified as “providing immense opportunities for effecting change” (Jezierski, 1988). The RQHR could capitalize on this in an attempt to change the face of rural acute care and emergency service delivery. Providing collegial support for both EMTs and RNs could be the outcome of such a partnership.
Given that nursing has been identified as the strongest area of resistance to such a partnership (Garza, 1990; Minton, 1997), careful planning will need to go into the pilot of such a partnership. Planning will need to include all the healthcare team in Indian Head as well as senior leaders, professional organizations and community leaders. Progress needs to be slow and upfront efforts at communication, trust building and education need to be directed at nursing and EMS staff.

The frontline staff will need to feel confident that nursing leadership supports the idea (Minton, 1997). There needs to be a collaborative approach to clearly defining roles and responsibilities. Nursing would need education about the specifics of supervision and delegation (Bridge over troubled waters: ED nurses share strategies regarding use of prehospital care providers in the emergency department.1992) .The support and assistance of the Saskatchewan Registered Nurses Association (SRNA) would need to be sought.

The frontline staff will need plenty of opportunities to raise questions and share concerns. Senior leaders would need to be visible and viewed as supportive of such a partnership. RNs, LPNs and EMTs would need to feel that their concerns, as well as union issues would be dealt with in a fair and equitable manner. Above all there would need to be a sense of collaboration between the differing provider groups (Bridge over troubled waters: ED nurses share strategies regarding use of prehospital care providers in the emergency department.1992).
Achieving such a partnership would take leadership, a sense of optimism and a problem solving approach. Improved communication between the team members and a clear understanding of their differences and similarities is essential (Lewis, 1999). The move toward better teamwork should not mean undermining individual providers, rather it should see an expansion of care by combining the skills of these different groups (Armstrong & Armstrong, 2002). Leadership will be required to ensure that RNs see that partnering with IHEMS can fill a great need. By supporting RNs, giving them the opportunity for shared decision making and colleague support, such a partnership could mitigate some of the challenges rural nurses face.
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