Saturday Night [under the] Lights
2014

Happy Saturday.
I’m excited to tell you that FNuL (this special Saturday edition) has officially gone viral!
I’ll warn you ahead of time. Today I’m only going to talk about one thing (actually two separate
issues, but under one umbrella). You know what it is.
Ebola.
I’ve even found two Epilogues that fit the Ebola theme (it’s a
FNuL equivalent of my socks matching my shirt).
Important note though. I’ve decided to spend some time
talking about it not because it’s such a huge dark, looming
disaster. Is it significant? You bet it is. Ebola is a worldwide
public health crisis but, right now, it’s a U.S. public health
threat. It’s a really important distinction. Frankly, tens of
thousands more people die from the flu than Ebola. But the
potential for Ebola is daunting.
So, the main reason I want to talk about it because everyone else is. Everyone. Everywhere. I
was at my twin’s high school play last night and one of the dads that I hadn’t seen in a while
was quick to ask what I thought about the “impending Ebola situation”.
I told him I didn’t want to catch it.
He laughed and said “seriously – what do you think”?
I said “Seriously - I don’t want to catch it”.
He said “you know, there’s no cure if you do”.
I said “exactly why I don’t want to catch it”.
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You get the point.
But while the banter may have seemed a bit simplistic, the reality is that’s exactly what will
keep Ebola from becoming a more widespread problem and keep the U.S. threat from
becoming a crisis.
As you know, the Ebola Virus causes EVD (Ebola Virus Disease – a brilliant naming scheme).
EVD is a very severe, often fatal illness with a case fatality rate of almost 90% (meaning 90% of patients
with confirmed disease will not survive). The disease was formerly known as Ebola Hemorrhagic Fever.
The current outbreak in West Africa is the largest Ebola outbreak in history and it’s the first in West
Africa. The majority of cases in the U.S., as of now, are cases that were diagnosed (and presumably
infected) outside the U.S. and then transferred into the U.S. for treatment. As of today, there has been
only one documented case diagnosed in the U.S. The high mortality and size of the outbreak create
(appropriately) concern for all of us. Sadly, as of this writing, that Dallas patient is now in critical
condition.
In the past 24 hours, we have had a couple of AMR “potential Ebola” patients, but nothing confirmed.
As you know from the media, there have been “potential Ebola patients” identified in Cobb County, GA,
at Howard University in Washington DC and a few other areas around the country. Each one of these
creates (again, appropriately) Breaking News stories.
It helps to think about EVD as being similar to amputations.
Before you think I’ve finally gone off the deep end, work with me on this. The analogy creates a parallel.
If a patient amputates a limb, the damage is done. While some of those patients may undergo
successful replantation, a large percentage will lose the limb or have some degree of permanent
dysfunction. As I noted above, the mortality of EVD is extremely high. Once the patient is infected, a
large percentage will not survive the infection.
Amputations are very preventable. Most of us are around fans, car doors, motors, spouses chopping
carrots during an argument, etc. every single day. We know those threats are there. As a matter of fact,
almost everyone does.
But we also know to not put our fingers into the fan. The fan has a protective grate over the turning
blades. We remind our kids to be careful. We’ve developed a pretty effective habit to close car doors
(even when it’s not our own car) very safely so our digits don’t end up getting crunched.
In short, we have done a beautiful job of controlling amputations because we know what causes them
and we have developed habits, designed safeguards, we remind others of the risks and we’re all equally
informed about the whole problem (chances are pretty good your neighbor knows not to stick their
hands in the fan, or come over for dinner when you and your spouse are arguing around the cutting
board).
See why the analogy works?
We need to do the exact same thing to prevent more widespread infection with Ebola. Just like the
amputation discussion, we know what causes it, we need to develop habits, design safeguards and
remind others of the risks whenever we see it.
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Ebola is a disease best managed by prevention. Because there’s no defined cure, care with infection is
supportive – meaning we do everything we can to keep the human body functioning at its best if a
patient gets infected so the patient’s own immune system can fight the disease as effectively as
possible. That supportive care means keeping patient’s appropriately hydrated, making sure their
nutritional status is maximized and managing symptoms while the body does its thing to fight the
disease.
So, let’s talk about what happened this week, what you should expect from here forward and end with
some practical “asks”.

Our response to the first diagnosed U.S. case – “it’s here”…
Over the past week, we’ve witnessed the use of one of the most powerful weapons we have in the fight
against communicable diseases.
Dissemination of accurate, consistent, practical information.
So that fact that everyone is talking about it is actually a very helpful tool to combat the disease.
What’s important about all this discussion is to make sure the communication is accurate, consistent
and practical (see above)…
When you think about it, our organization and our respective practitioners are one of the most likely
group to encounter new potential patients. We see a ton of unplanned care patients in all three
components of our organization. That means we are likely to be their first healthcare contact if they
have new symptoms.
To that end, this past week, a group of folks in AMR, Evolution Health & EmCare with specific expertise
formed the Ebola Task Force (we didn’t actually call it anything but I figured it sounded cool). The group
has been having daily discussions and reviewing information from the CDC, our national colleagues,
health department communications and the lay media – the goal is to clearly understand what’s going
on with the disease and being an active and engaged part of the response. We want to (here it comes)
disseminate information that is accurate, consistent & practical.
We decided on Day One that the single most important thing we needed to do was to develop an
effective communication tool that targeted as many of our colleagues as possible. We also realized we
had to figure out the best way(s) to communicate that information.
And, by the way, we made a conscious decision that it would be ALL of us, clinical or not. It doesn’t
really matter what our role or profession is - all of us in Envision are potential patients while some of us
are actual caregivers. While some of the information may be a bit clinical, we’ve deliberately tried to
communicate in a way that makes sense regardless of whether you are clinical or not.
Our internal communications team (Janell Marshall, Ron Cunningham, Kim Warth and Jared Roberts
have been a significant part of our effort. I think you’ll be fascinated with some of the things they’ve
done (and are doing).
First, they made us focus on some things we might not have paid attention to:
-

How are you going to reach everyone?
Should the information be inside AND outside the firewall?
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-

What should the header say on any email so people actually want to read the content
What is our central source of information?
How do we communicate consistently to the press when we are asked (which, by the way has
been frequently) about our preparation & response?
Are there things we want to ask the public to do?

We also learned some interesting things. Like:
-

There’s a percentage of our colleagues that don’t have email addresses on file with us
Some people have set up an automatic “file away” option for emails that come from “Corporate
Comm” (write to me off-line & I’ll let you know how – I just learned…)

So with artistic and targeted professional guidance, we decided that in order to have accurate,
consistent & practical communication – here’s what we would do – call them our guiding principles, if
you will:
-

-

-

We will reproduce and adopt the CDC guidance as much as possible. Our advice and guidance
must parallel theirs. Not only because it’s obviously the right thing to do, but it supports the
principle of remaining consistent
We will communicate regularly. Not to bombard you, but to keep you engaged, let you know
what’s going on and keep the information accurate and practical.
We will carefully contemplate our recommendations for practical implications. For example, if
we change any 911 screening questions in Communications, we have to make absolutely certain
we anticipate the questions that may create downstream (that was one of our discussions
yesterday)
We must provide a 24/7 consultative resource to walk through situations that may (will) arise
that aren’t readily answerable

So what’s happened this week?
 You should have received three (3) Envision-wide email updates on Ebola (if you didn’t –
perhaps we don’t have your correct email address – hmmmmm).
 There is a dedicated Ebola Web Page – the spot that we are posting all info and all resource
material. It is accessible from inside and outside the firewall www.amr.net/ebola
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 Marlo McManus [EvH Manager of Mobile Integrated Health practitioners] and her colleagues at
the Williams Medical Command Center of Evolution Health have established a 24/7 dedicated
call number 855-448-1742. The hotline is staffed 24/7 by Evolution Health Nurse Navigators in
the MCC in Dallas who have access to Ebola-related information, protocols and resources. They
will be valuable resources to assist you in completing planning for the transport.

The MCC also maintains a 24/7 on call list and will warm transfer any Ebola related
questions to one of four designated clinical resources nationally.
The MCC and the AMR.net/ebola website maintains consultative resources for:
 Call pre-screening and planning
 Scheduled Ebola patient transport
 Personal protection
 Ambulance / patient compartment protection
 Crew preparation
 Facility arrival
 Decontamination
 We have initiated widespread education to ask the screening travel question if any
patient presents with suggestive symptoms (hats off to Scott Bourn & Jared Roberts):

 We are organizing an AMR-wide Manager webinar in the next 5 days to discuss the
operational implications of our approaches
 David Twiss [AMR National Director of Purchasing / Operations] has finalized the
purchasing / packaging and distribution logistics of all appropriate / recommended PPE
in collaboration with our national suppliers
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 Ron Thackery [AMR SVP Professional Services / Risk & Safety] has been in direct
communication with the leadership of NHTSA regarding the challenging regulatory
requirements for transporting potential Ebola exposed waste (thanks to the heads up
from Dr. Sandy Bogucki – Yale).
 Dave Lyons [AMR National Director of Communication Systems] is actively reviewing the
practicality, logistics and national recommendations including consultation with the
International Academies of Emergency Dispatch recommendations to implement 911
Communications call screening as indicated.
 Randy Strozyk [AMR SVP AMR Air] is developing air based deployment strategies with
consultative help from Dr. Mark Ackrell, [AMR Medical Director – Austin]
Finally (this is cool), Kim Warth [Envision National Director of Communication] and her
colleagues are actively monitoring website traffic on the ebola site to make sure we are getting
the message out (based on activity data):

There you have it. I’m really proud of all the folks that worked so hard this week on creating an
accurate, consistent and practical approach to this evolving threat. We have the tools to
prevent it, the knowledge of how and the brain & people power to take care of our patients,
ourselves and our communities.
This makes me really, really proud.
So, I have four asks tonight – Please. Really please…





Get your flu shot
Get in the habit of washing and sanitizing your hands often
Make sure we have your updated email address
Tell everyone you know the first three things…
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And I told you the epilogue tonight even fits.
I can’t make this stuff up.

Epilogue.
From the sign by the pool at the Hilton San Diego. I bet they never guessed they’d be ahead of
the curve one day, eh?
BTW, what, exactly, is inactive diarrhea?

And to graphically reinforce the concepts of accurate, consistent and practical approaches – a photo
from the Dallas scene clean up.

_________________
That’s it from my world. Happy Saturday. As always, thanks for what you do and how you do it…
May your stools stay firm.

Ed
______
Edward M. Racht, MD
Chief Medical Officer
AMR / Evolution Health
ed.racht@evhc.net
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