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As I write these notes in early February,
I cannot believe a month has already passed
in the year 2000! Our program has received
two of our three new EC 135s and our two
King Air 200s. We have had six helicopters
and five fixed wing aircraft in our hangar
during the transition period.
“Competencies,” “glitches,” and “change”
have become daily buzz words. Various
issues, such as electrical drawings,
mechanical drawings, and communication
systems, also keep popping up as we pre-
pare for our new hangar-based facility. (I’m
sure you have been busy as well!)

After returning from the AARC
Congress in Las Vegas, I received many
positive comments concerning the achieve-
ments we have made over the past decade
in the recognition and promotion of the RT
as a valid member of the transport team.
Consider the following accomplishments
and I think you’ll agree we are no longer
considered members of the NAOTC
(National Association of OTHER Crew
Members):

• Our involvement with the
Commission on Accreditation of
Medical Transport Systems
(CAMTS): We became actively
involved with CAMTS, the only
accreditation body that recognizes and
defines critical care transport services,
in 1991. Cathy Peterson was instru-
mental in the planning and develop-
ment, and with the AARC’s support,
we also acquired a board position on
CAMTS. As the result of these efforts,
today CAMTS recognizes the RT as a
member, along with the RN or MD, of
a critical care transport service. 

• The Alliance Workgroup: This group,
which was formed and agreed upon in
October of 1999, includes members
from the Association of Air Medical
Services (AAMS), Air and Surface
Transport Nurse Association
(ASTNA), Air Medical Physicians
Association (AMPA), National Flight
Paramedics Association (NFPA),
National Association of

Communications Specialists (NACS),
National EMS Pilots Association
(NEMSPA), and the AARC Transport
Section. The Workgroup will act as an
avenue for the above mentioned asso-
ciations to collaborate and work on
mutually beneficial projects on a vol-
untary basis.

• The Critical Care Transport Medicine
Conference: This midyear clinical
conference is sponsored by ASTNA,
AMPA, NFPA, and the AARC
Transport Section. RTs are involved in
planning and presenting at this confer-
ence, and we have a booth represent-
ing the AARC Transport Section. 

• National Standard Curriculum: The
revision process was begun in May of
1999. Twenty-two representatives
from all areas of transport were invit-
ed. We participated in this process and
were successful in getting the docu-
ment changed to reflect a generic cur-
riculum, with responsibility for deter-
mining the composition of the air
medical crew left up to the individual
agency.

• Headway at AAMS: Largely through
our efforts, AAMS has been updating
its forms to include RTs by name,
instead of lumping them into the
“Other” category, and a big change
came last year when RTs were issued
their own badge and color at the
AMTC Conference. Also, the bulletin
and the AAMS resource guide now
include RTs in their survey forms. In
the 1999 AAMS Resource Guide, 52
programs out of 253 listed RTs as
crewmembers.

I am often asked why we don’t have an
association for transport RTs. As the above
accomplishments illustrate, we do. It is the
AARC Transport Section, which was estab-
lished in 1989 specifically to deal with the
kinds of issues listed above. Currently, we
are of one of nine specialty sections within
the AARC. The benefits of membership in
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Joel Mashek is the kind of co-worker
everyone loves. “Joel truly cares about his
profession,” says Brian Pruss, RRT, who

works with Mashek in the transport pro-
gram at Avera McKennan Hospital in Sioux
Falls, SD. “He is constantly signing up for
extra shifts or taking backup calls whenev-
er we need the extra help.” 

Mashek, who joined the flight team four
years ago, also keeps his colleagues
informed about new developments in the
field, pointing out equipment innovations
that could be useful to the program or shar-
ing information from the latest in the scien-
tific literature. He is a wonderful mentor to
new recruits as well, patiently showing
them the ropes in what can be a very differ-
ent — and often stressful — arena within
the respiratory care profession. He impacts
all his colleagues on the team through his
involvement with many of the hospital’s

CQI groups. 
“Joel strives to find ways to improve

patient care, whether in the air or on the
ground,” says Pruss. “He is a great person
to work with and I couldn’t think of a bet-
ter respiratory care practitioner for this
award.”

Mashek believes his membership in the
section has paid off in many ways, not only
for himself personally, but for his program.
“Since I have been with the Transport
Specialty Section, I have been able to tap
into information from the web site. Also,
our transport team continues to strive for
excellence, and we have used and are still
using resources that are a part of the spe-
cialty section.” n

the section are the bimonthly Bulletin you
are now reading, web page access, and a
listserve that allows us to communicate
directly with our colleagues in RT transport
around the country. We also have direct
input into the program at the AARC
Respiratory Congress each year. 

Under new bylaws changes enacted late
last year, we also have the opportunity to
gain a seat on the AARC Board of

Directors. Beginning this year, all specialty
section chair-elects will be elected by the
general membership of the section, and
those sections with 1000 or more active
members will be represented on the board
by this newly elected official.
Unfortunately, our section currently has
only 350 members. 

Clearly, recruitment of new members
has become vitally important to our future.

We have accomplished a great deal in
advancing the RT as a valid transport team
member, and many new opportunities await
us as well. I am counting on all of you to
share what you have learned with other
transport RTs and encourage your col-
leagues to join the AARC and the section.
We need new members to continue to
advance the transport respiratory therapist!
n
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Accreditation for Ground
Critical Care Services

In 1997, the Commission on
Accreditation of Medical Transport
Systems (CAMTS) restructured its mission
to include ground systems that do interfa-
cility critical care transports. This medical
transport module was added to the air med-
ical components of the existing accredita-
tion process to specifically meet the needs
of highly specialized transport teams that
perform patient transports on aircraft and/or
ground vehicles. In particular, this new
component addressed the needs of the
neonatal, pediatric, and perinatal teams
operating from major referral centers,
which felt that they did not have a means to
demonstrate their level of quality in provid-
ing care for the critically ill patient during
transport.

CAMTS originally developed standards
in training and education for critical care
providers in 1991. These standards were
easily amended to include the highly quali-
fied specialized teams that perform critical

care ground transports. In 1997, the stan-
dards were revised to include the ground
vehicle as well. At the same time, the
CAMTS board decided that a critical care
ground service could apply for accredita-
tion with or without affiliation with an air
medical service.

According to the CAMTS definition, “A
critical care mission is defined as the trans-
port of a patient, from an emergency
department or critical care unit, who
receives care commensurate with the scope
of practice of a physician or registered
nurse.” Also, the transport of a critical care
patient requires a minimum of two medical
providers, one of which must be a physi-
cian or a registered nurse. The second med-
ical provider shall be an RT or EMT-P. The
accreditation standards that apply to critical
care transport include specific criteria for
the following:
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• Mission statement and scope of care
• Medical direction and qualifications of

the medical director
• Clinical care supervision
• Training program and continuing edu-

cation requirements
• Medical configuration of the vehicle
• Operational criteria on board the

vehicle
• Staffing and physician requirements
• Communications

• Management and policies
• Quality management and utilization

review
• Infection control
CAMTS accreditation standards have

been sold and used worldwide, not only by
services that are applying for accreditation
but also by new medical transport programs
and services just interested in meeting
national standards. Accreditation standards
can be purchased by calling the CAMTS

office. The cost is $25 a copy plus postage.
There are currently 77 accredited med-

ical transport services, and since June of
1997, when ground critical care accredita-
tion was initially offered, 15 air medical
services have been accredited for ground
critical care transport as well. A number of
specialty ground transport teams are cur-
rently in the process of completing their
applications for accreditation. n
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IV Rounds: Using a Sternal Intraosseous Device
in Adults
by Michael W. Day, RN, CCRN, NREMT, MSN, outreach educator and clinical nurse specialist, Northwest MedStar,
Spokane, WA

Editor’s Note: The following article is
being reprinted with permission from
Nursing99 28 (12):22.

Intraosseous devices have long been
used in emergency pediatric care. Recently,
the first sternal intraosseous device for
adults was approved by the Food and Drug
Administration. It may be used in an emer-
gency to deliver IVdrugs and fluids. 

Establishing IVaccess in an adult who
has suffered trauma or cardiopulmonary
arrest is a challenge if the patient’s periph-
eral veins have collapsed. Central venous
catheter insertion is time-consuming and
not an option in some settings. The sternal
intraosseous device provides an effective,
rapid alternative that’s available even in the
field.

Developed by PNYG Medical Corp. of
Vancouver, British Columbia, the device is
called FAST 1, for “first access for shock
and trauma.” The device can be inserted in
the sternum in less than two minutes and
remain in place for up to 24 hours or until
conventional IVaccess is established.

Why use the sternum instead of the tibia,
the usual site for adult intraosseous
devices? The sternum is easy to find and
accessible (even during CPR) and is less
likely to sustain injury during trauma than
the legs. In adults, the sternum is relatively
uniform in size and has a high proportion of
vascular marrow and a thin cortical cover-
ing. In contrast, the adult tibia has a thick,
bony cortex that’s difficult to penetrate, and
its marrow is less vascular. 

The pelvis, another potential site for
intraosseous devices, has irregular marrow
sites. Also, accessible sites differ greatly
from patient to patient, depending on sub-
cutaneous and adipose tissue.

Fluids and medications injected into the
vascular marrow of the sternum are rapidly
absorbed into the central circulation via the
internal mammary and azygos venous sys-
tems. The FAST 1 device can infuse fluids
at 30 ml/minute via a 1-meter gravity drip
or 125 ml/minute when a pressure cuff bag
is used.

In addition to administering fluids,
including blood products, an intraosseous
device can be used to draw blood speci-
mens. However, the device can’t be used if
the patient has tissue damage directly over
the manubrium because it may not be possi-
ble to adequately secure the sternal infusion
device. Other contraindications include
fractures of the manubrium or sternum or
flail chest involving the sternum, which
may alter sternal circulation. Severe osteo-
porosis and previous sternotomy for cardio-
vascular surgery are also contraindications.

Using a sternal device

The sternal infusion device may be
inserted by a properly trained RT, para-
medic, nurse, or physician. Prepare the
patient’s manubrium using strict aseptic
technique. Following the manufacture’s
directions, apply the target patch midline
and 5/8 inch below the sternal notch and
confirm that it’s positioned properly. Then
insert the infusion tube (which is loaded
into the introducer) by pushing down on the
introducer. You may need a two-handed
grip to exert enough pressure to insert the
device.

Gently pull the introducer back, expos-
ing the infusion tube. Don’t connect a
syringe or IVtubing directly to this tube.
The target patch has a short section of tub-
ing attached to it; connect the male end of

this tubing to the infusion tube. Using a
syringe in the female end of the tubing,
aspirate bone marrow to confirm that the
infusion device is placed properly. 

Next, connect the fluid source to the
female end of the tubing and apply the pro-
tective dome. Attach the unopened removal
tool (which is required to remove the
device) to the patient or chart. If fluid does-
n’t flow or if it leaks at the insertion tube,
discontinue the infusion and remove the
device. Don’t try to insert another sternal
device.

Removing the device

The special removal tool is used to
remove the sternal infusion device from the
patient. First, take the protective dome off
the device and disconnect the male end of
the short tubing from the infusion tube.
Then, using aseptic technique, open the
removal tool package, take the cover off the
threaded tip, and insert the tool into the
infusion tube. Hold the infusion tube per-
pendicular to the patient and turn the tool
clockwise until it stops and the horizontal
line on the removal tool lines up with the
end of the infusion tube. (This indicates that
the threads of the tool have engaged the tip
and the infusion tube.)

Pull the tool straight out and remove the
infusion tube. Remove the target patch,
apply pressure to stop bleeding, and apply a
dry, sterile dressing.

Follow-up studies on patients who
have had sternal intraosseous devices
show that some develop a slight periosti-
tis, which generally clears rapidly without
intervention. n



Northwest MedStar is a critical care
transport service that was formed in August
1994 after two competing hospitals in
Spokane, WA merged their services.
MedStar uses seven aircraft to service a
geographical area covering four states in
the Pacific Northwest. In addition, MedStar
has a satellite base in Moses Lake, WA,
about 100 miles west of Spokane.

The MedStar team is comprised of
RRTs, adult RNs, perinatal RNs, communi-
cation specialists, rotor wing pilots, fixed
wing pilots, and maintenance technicians.
We have three EC135s, one BO105 heli-
copter, two Beechcraft King Air 200s, and
one King Air C90 fixed wing. All aircraft
are two-patient capable, except for the C90.
The patient mix profile is 95% adult, 3%
pediatric/neonatal, and 2% maternal. The
mission type profile is 85% intrafacility and
15% on scene.

MedStar employs 18 full time RTs.
Unlike the RNs, the RTs go on all flights, be
they intrafacility, on-scene, adult, pediatric,
maternal, or neonatal. The hiring require-
ments are: graduate of an accredited school
of respiratory care, RRT credential, and
minimum two years critical care experi-
ence. Additional job requirements include:

• NREMT
• RP/Ppreferred
• PHTLS
• ACLS
• PALS
In addition, there are a number of

advanced skills learned/performed by the
RTs on the team:

• Intubations
• High frequency ventilation
• Peripheral IVs
• Physical assessment & triage
• Subclavin/central line
• Survival training
• Intraosseous IVs
• Flight physiology
• Chest darts/tubes
• 12 lead ECG & pacemakers
• Ventilator management
• Umbilical cath assistance
• Nitric oxide administration

• Balloon pump
Additional obligations include monthly

chart review meetings for adult, pediatric,
and neonatal transports, as well as bi-annu-
al advanced skill reviews. “The RT’s edu-
cational background and clinical experi-
ence make them an invaluable member of
our flight team,” says Peggy Clemons,
chief flight nurse for MedStar.

The role of the RT during a MedStar
transport is directed toward airway/ventila-
tion management and in-flight monitoring.
The RT is responsible for operating all
equipment, packaging the patient, and
recording vital signs, times, and other
important information during the transport.
The RT/RN team allows for cross training
of most skills. The RT must also be able to
work long hours in a physically, intellectu-
ally, and emotionally challenging environ-
ment and be able to adapt to a multitude of
situations.

“Taking an RT out of their usual scope
of practice can be an uncomfortable transi-
tion from hospital work, but our RTs seem
to not only adjust, but thrive with this chal-
lenge”, says Jerry Focht, chief RT for
MedStar. “The age-old idea that RTs are
great at ‘McGivering’comes into play often

in the transport business. If you haven’t
brought it along, the RT may have to figure
out a way to get it done. I have seen some
amazing resourcefulness.”

RTs on the MedStar team also have to
adjust to an amazing variety of transports.
On one transport, the RT and RN may be
the only medical personnel among rescuers
at the bottom of a canyon helping to extri-
cate a logger from under a pile of logs. As
soon as they get back to base and get
cleaned up, the next flight might be an
extremely critical neonate requiring venti-
lation and nitric therapy.

“The team concept of working together
for the best patient outcome is extremely
important,” emphasizes Russ Roundy, MD,
MedStar’s medical director. “At an on-
scene accident with multiple causalities, the
RT and RN must be prepared and trained to
not only work together but also indepen-
dently without their partner if necessary.”

The RT can be a valuable addition to any
aeromedical/transport program. Our back-
ground of sound medical training in dealing
with critical care patients coupled with spe-
cific learned skills make us a very desirable
asset to patients and co-workers alike. n

Upcoming Event
American Academy of Pediatrics
Critical Care Transport Conference

June 8-10
Chicago, IL

The biannual American Academy of
Pediatrics (AAP) Critical Care Transport
Conference is a clinical care conference for
transport personnel who are involved with
the transport of neonates and/or pediatrics.
Topics include new therapies, communicable
diseases, and international transport. In addi-
tion, a skills lab will be held at the University
of Chicago, and multiple breakout sessions
will be offered on topics such as trauma,
pediatric transport scenarios, cross training

and team configuration, challenges in
extremely low birth weight infants, and
neonatal transport scenarios. 

A pediatric transport leadership confer-
ence geared toward transport team medical
directors, managers, and administrators will
immediately follow the main conference on
June 10-11. The primary objective of this
conference, which will follow a small group
discussion format, will be to help identify
goals for the next five years in pediatric
transport medicine.

More information on the conference can
be obtained through the AAP at (800) 433-
9016 or by e-mailing Carol Sieck at
CSieck@aap.org. Information is also avail-
able on the AAP web site (www.aap.org).
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We are happy to announce a new special
representative from the AARC to the
CAMTS Board of Directors. Thomas
Cahill, RRT, EMTP, will be taking over the
position at the April CAMTS board meet-
ing in Las Vegas, NV. Tom is currently the

employment manager for respiratory care at
Shriners Hospital for Children, Cincinnati
Burns Institute, in Cincinnati OH, and a
member of the transport team. Tom is also
a Certified EMT-Paramedic for Transcare
of Kentucky, Inc., in Covington, KY. Tom

has been a member of the Transport Section
and a flight RT since 1994. We are confi-
dent Tom will represent the AARC and our
section well. n

Tom Cahill Named New CAMTS Representative

Program Focus: Northwest MedStar
by Dave Field, RRT, RP/P, RPFT, NREMT, Northwest MedStar, Spokane, WA
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New Editor for the Bulletin
Steven Sittig, RRT, has graciously vol-

unteered to serve as the new editor of the
Transport Section Bulletin. Steven is a
flight RT for the Mayo Clinic Pediatric
Neo/Peds Transport Team. He brings a
wealth of experience to the job, having
authored many articles for AARC Times

and other publications. Steven is currently
looking for contributions from the member-
ship, so please contact him at the address-
es/numbers listed on page two with your
submissions. 

As we welcome Steven to the Bulletin,
we would also like to thank Peggy Bartram

for her work as the previous Bulletin editor.
Peggy recently had a baby and has accept-
ed a new job in her hospital that will allow
her to spend more time with her family. We
wish her the best. n

Internet Coordinator Named
David Lucero, BS, RRT, clinical coordi-

nator for transport care at Colorado Springs
Memorial Hospital in Colorado Springs,
CO, has volunteered to serve as our new
internet coordinator. David has been a res-
piratory therapist since 1981 and completed

his bachelor’s degree in business informa-
tion systems management in June of 1998.

In addition to monitoring our listserve
on AARC Online (www.aarc.org), David
will post questions to the membership and
keep track of the various lines of discus-

sion. He’ll also be seeking out good links
for the site, so if you have any suggestions,
please contact him at (719) 365-5615 or via
e-mail at: David_Lucero@memhospcs.org.
n

Specialty Practitioner of the Year
Don’t forget to make your nominations for the 2000 Transport Specialty Practitioner of the Year. This honor is given to an outstand-

ing practitioner from this section each year at the AARC’s Annual Convention.
The recipient of this award will be determined by the section chair or a selection committee appointed by the chair. Each nominee

must be a member of the AARC and a member of the section.
Use the following form to send in your nominations for this important award:

I would like to nominate ____________________________________________ for Transport Specialty Practitioner of the Year because

Nominee Your Name

Hospital Hospital

Address Address

City State, Zip City State, Zip

Phone Phone

Mail or FAX this form to the section chair at the address/number listed on page 2 of this issue.
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