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1.0  INTRODUCTION 

1.1 Emergency Medical Services  

Every minute of every day Emergency Medical Services (EMS) workers transport 35 

patients to hospital Emergency Departments (EDs).1 Our nation�’s EMS systems respond to 

emergency and non-emergency events and serve as the de facto U.S. public health safety net.2 

The EMS system is often referred to as the 3rd level of public safety, following police protection 

and fire services.3 Some level of EMS service covers every community across the U.S. The level 

of care and service provided varies across communities and is often based on socio-economic 

factors of the community served. Rural and frontier areas often lack resources to support 

advanced levels of EMS care and service.4 

 

The modern EMS industry was founded in the mid-1960s in response to motor vehicle 

crashes on our nation�’s roadways.5-7 The now seminal document, Accidental Death and 

Disability: The Neglected Disease of Modern Society stimulated a public and policy-level 

response to improve emergency care for victims of motor vehicle crashes.5,6,8-10 A federal office 

of EMS was established in the 1970s within the Department of Health Education and Welfare 

(now U.S. Department of Health and Human Services) to provide guidance and technical 

assistance to EMS systems nationwide.6 Prior to 1970, funeral homes and police departments 
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provided the majority of EMS response.6,8 The Omnibus Budget Reconciliation Act of 1981 

eliminated the lead federal EMS agency and delegated authority for EMS to states and local 

governments.8,10,11 Preferences of local populations and decision makers have shaped the 

development of EMS systems over the past 50 years to include a diverse collection of EMS 

delivery models. Today, EMS is delivered out of hospitals, fire departments, private not-for-

profit organizations, large for profit consortiums, and stand-alone entities supported by local 

taxes (also known as third service models). 

 

Numerous federal offices play a role in supporting small grant programs and initiatives to 

improve EMS care delivery.12 The National Highway Traffic Safety Administration�’s (NHTSA) 

Office of EMS (OEMS) is widely viewed as the nation�’s leading federal authority in EMS. The 

OEMS provides technical assistance and support for state and local EMS officials. The OEMS 

also provides funding for the National EMS Information System (NEMSIS), a project designed 

to develop a national repository of EMS transports in the U.S.13 

 

Several seminal documents that outline challenges and future directions for improving 

EMS nationwide have been developed with support from the NHTSA OEMS. The 1996 EMS 

Agenda for the Future was the first in a series of such documents that identified deficits in 

critical components of EMS care delivery.14 These deficits include, but are not limited to, a lack 

of adequate medical oversight for EMS workers, lack of adequate financing, lack of research to 

support clinical procedures and operations, and lack of public education on what EMS is and 

does for the public.14 
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In 2010, the NHTSA OEMS funded a new initiative to develop a nationwide culture of 

safety strategy for EMS. This initiative safety in EMS was born from increased reports of 

ambulance crashes, EMS worker injury and death, medical errors and adverse events, the 1999 

publication To Err is Human by the Institute of Medicine, and recommendations from the 

National EMS Advisory Council (NEMSAC).15-20 Fatigue and sleep have emerged as widespread 

and potentially modifiable threats to patient and provider safety in EMS.21-25 

 

1.2 Emergency Medical Technicians 

The Emergency Medical Technician (EMT) is a health professional certified by a state 

and/or nationally accredited program. There are two main levels of EMT certification: the EMT-

Basic and EMT-Paramedic. The EMT-Basic may deliver emergent or non-emergent care to 

stabilize a patient�’s airway, breathing, or circulation. In most areas, the EMT-B cannot deliver 

medication, establish Intravenous Access (IV), or use invasive procedures such as endotracheal 

intubation. The EMT-Basic education includes 110 hours of didactic and clinical instruction and 

training. Certification is granted following a standardized written examination and skills 

practicum administered by state officials.26 The EMT-Paramedic is the advanced level of EMT 

capable of administering medications and use invasive procedures to stabilize patients. Common 

educational requirements for EMT-Paramedic certification include 1,000 to 1,300 hours of 

didactic and clinical education and training.26 Less common levels of EMS certification include 

the EMT-Intermediate, First Responder, and Critical Care Paramedic. The National Registry of 

EMTs (NREMT) is the principle organization for certification in the U.S. 
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There is no uniform repository of all certified EMTs in the U.S. The NHTSA OEMS 

estimates that greater than 700,000 EMTs work full-time, part-time, or as a volunteer.27 Studies 

of Nationally Registered EMTs determine that certified EMTs are mostly white, male, with a 

mean age of 35.28 Most EMTs work as volunteers with the median compensation of $23,500 for 

paid EMT-Basics and $37,282 for paid EMT-Paramedics.4,28 Health status indicators of EMTs 

include a mean Body Mass Index (BMI) of 27.7 kg/m2 with 50% of female EMTs and 21% of 

male EMTs classified as normal weight.29 Most (75.3%) of EMTs report they do not meet 

recommendations for physical activity and 34.7% report they currently smoke or are former 

smokers.29 Rates of injury and occupational related mortality among EMTs exceed that of the 

general working public.30,31 Exposure to violence and hazardous materials is common.32-35 A 

recent study of 119 EMT-Basics and EMT-Paramedics determined that poor sleep quality was 

common and 44.5% were classified as severely fatigued while at work.36 

 

1.3 Sleep Quality 

Between 29% and 35% of adults do not receive adequate sleep (>7 hours per night).37,38 

Females and non-Hispanic African Americans are more likely to report insufficient sleep in 

previous 30 days than males and other racial groups.37 The proportion of adults that report 

insufficient sleep decreases with age.37 There is additional evidence that the proportion of adults 

with insufficient sleep varies by employment status, marital status, and educational attainment.37 

 

Standards for measuring sleep quality are limited because what constitutes good or bad 

sleep quality varies between individuals.39 The Pittsburgh Sleep Quality Index (PSQI) is a widely 
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used survey tool for measuring subjective sleep quality across seven components: subjective 

sleep quality, sleep latency, sleep duration, habitual sleep efficiency, sleep disturbances, use of 

sleep medications, and daytime dysfunction.39 Sleep latency refers to the amount of time taken to 

fall asleep. Sleep duration refers to the total amount of sleep within a 24-hour period. School-

aged children (6-12 years of age) may average 10-11 hours of total sleep while adults may 

average 7-8 hours within a 24-hour period.40 Habitual sleep efficiency refers to the ratio of sleep 

time to time in bed. Sleep disturbances refers to frequency of disruption in sleep. Daytime 

dysfunction refers to sleepiness during daytime.41 

 

Cross-sectional surveys are the most commonly used measurement methodologies for 

capturing sleep quality.41 Polysomnography and clinical assessment are resource intensive, yet 

objective methods for diagnosing sleep quality. Poor sleep quality has been linked to poor health 

status, risk of psychiatric disorders, depression, and work performance (i.e. absenteeism).42 

1.4 Fatigue 

Fatigue is a condition distinct from sleep quality or sleepiness.43 Fatigue has been 

referred to as an uncomfortable feeling associated with a lack of energy that may not be resolved 

by sleep.43 Acute fatigue may occur in healthy individuals, be linked to a specific event (cause), 

and may dissipate or disappear with rest and sleep.44 Chronic fatigue is defined as �“self-reported 

persistent or relapsing fatigue lasting six or more consecutive months,�” may not resolve with 

rest, and may not be associated with an acute event (i.e., physical exertion).45 
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5.0 PUBLIC HEALTH SIGNIFICANCE 

Some level of EMS care covers every community in the U.S. Every minute of every day 

EMS workers transport 35 patients to hospital Emergency Departments (EDs). The health and 

safety of EMS workers has a profound impact on the health and safety of the public �– thereby 

making fatigue and sleep of EMS workers an issue of public health significance. 

 

 

 

 



 

 



Item Stem: In the previous 3 months.... Scale Category 

  .I was injured during a shift. A Injury 

  ...I received a needle stick injury. A Injury 

 I did not establish an IV after two attempts 
because  B Error or AE 

 ... I did not use a secondary treatment device 
when the preferred failed (e.g. IO instead of IV 
access, king airway instead of ET tube) 
because  

B Error or AE 

 I did not check a glucose level in a patient with 
altered mental status because  B Error or AE 

 .I did not check a glucose level in a diabetic 
patient with nausea and vomiting because  B Error or AE 

  I did not perform an airway intervention (e.g. 
BVM, Intubation, King/Combitube) on a patient 
with Congestive Heart Failure while enroute to 
the hospital because  

B Error or AE 

 I did not intubate a patient in respiratory arrest 
because  B Error or AE 

 I did not place a patient on the monitor 
because B Error or AE 

  I did not perform a 12-Lead EKG on a patient 
with chest pain because  B Error or AE 

 I did not perform a 12-Lead EKG on a patient 
with STEMI because  B Error or AE 

 I confirmed a STEMI but did not administer 
aspirin when warranted because  B Error or AE 

 
 
 
 



 
 

Appendix B (continued) 
 

Item Stem: In the previous 3 months.... Scale Category 

  I administered the wrong medication by not 
checking the label because  B Error or AE 

  I administered the wrong dose of medication 
by not confirming the dose because  B Error or AE 

  I transferred a patient at the Emergency 
Department (ED) with an unrecognized 
esophageal intubation (ET tube placed in 
esophagus rather than trachea) because  

B Error or AE 

  I did not secure an embedded object in a 
wound instead of securing the object with 
bandages and accidently removed it because  

B Error or AE 

  I did not print and properly interpret a 6 inch 
EKG strip because  B Error or AE 

  I did not properly size a piece of equipment 
and then used it on a patient (e.g. ET tube, C-
Collar, Airway Adjunct, IV Catheter) because  

B Error or AE 

 .I did not transport a specialty care patient to a 
specialty care facility (i.e. Trauma, Stroke, 
Pediatric) because  

B Error or AE 

  I accidentally started an IO in a location 
outside of protocol. A Error or AE 

  I made a patient with chest pain ambulate 
instead of using a stretcher. A Error or AE 

  I did not administer the necessary treatment 
for a specific condition/malady. A Error or AE 

 I accessed a dialysis port or other vascular 
device outside of protocol. A Error or AE 

  I accidentally dislodged an ET tube. A Error or AE 
  I placed an IV into an artery instead of into a 
vein. A Error or AE 

  I accidentally dropped a patient while on a 
transportation device (i.e. stretcher, stair chair). A Error or AE 

 I accidentally caused physical injury to a 
patient moving the patient. A Error or AE 

  I was overly stressed during a shift. A Safety-Compromising Behavior 
  I found myself at an unsafe scene. A Safety-Compromising Behavior 

 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
Appendix B (continued) 
 

Item Stem: In the previous 3 months.... Scale Category 

 I may have been contaminated with copious 
amounts of patient bodily fluids. A Safety-Compromising Behavior 

 I was involved in a collision involving one of my 
agency’s vehicles. A Safety-Compromising Behavior 

  I have reported for my shift without getting 
adequate rest beforehand. A Safety-Compromising Behavior 

  I have reported for my shift after drinking 
alcohol within the previous 8 hours. A Safety-Compromising Behavior 

  .I did not complete a pre-shift check of 
equipment and medications because  B Safety-Compromising Behavior 

  I did not restock the ambulance before a call 
or shift because  B Safety-Compromising Behavior 

 I have “fudged” information on a patient care 
report (i.e. vitals, chronology of events). A Safety-Compromising Behavior 

 I felt vulnerable to harm due to lack of 
appropriate PPE (i.e. BSI, Turnout Gear, etc). A Safety-Compromising Behavior 

 I felt that a patient’s safety was jeopardized 
because my agency did not provide me with 
updated equipment. 

A Safety-Compromising Behavior 

 I felt that my safety was jeopardized because 
my agency did not provide me with updated 
equipment. 

A Safety-Compromising Behavior 

 I felt that a patient’s safety was jeopardized 
because my agency did not provide me with 
updated protocols/policies/procedures. 

A Safety-Compromising Behavior 

 I felt that my safety was jeopardized because 
my agency did not provide me with updated 
protocols/policies/procedures. 

A Safety-Compromising Behavior 

 I have exceeded the speed limit while routinely 
driving the unit in a non-emergency mode. A Safety-Compromising Behavior 

 I have greatly exceeded the speed limit while 
responding lights and sirens (i.e. more than 15 
mph over the posted speed limit). 

A Safety-Compromising Behavior 

 My “Chute Time” (Time from call received to 
rolling) was greater than 1 minute. A Safety-Compromising Behavior 

 
 
 
 
 
 
 
 
 
 
 
 



 
Appendix B (continued) 

 
Scale Response Negative Safety Outcome 
A Definitely Not  

 Probably Not  
 I’m Not Sure  
 Probably Yes Yes 
 Definitely Yes Yes 
 Do Not Wish to Answer  
 Not Applicable to Me  
   

B Ran Out of Time Yes 
 Forgot to Perform Yes 
 Not Part of Protocol  
 Did Not Think it was Necessary Yes 
 Contraindicated  
 Do Not Wish to Answer  
 Not Applicable to Me  
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