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DIRECTOR'S MESSAGE

EMT AND DRIVER TO AMBULANCE CREW - ENTRY OF 
SAATHI ERA 

GVK Emergency Management and Research Ins�tute (GVK EMRI) 
con�nue to provide free emergency response services to the people 
of 17 States/UTs in partnering with respec�ve State Governments. By 
the end of 2021, manpower of GVK EMRI has reached nearly 55,000 
associates. Total ambulances under GVK EMRI are 14,283, out of 
which 8,039 are 108 Emergency Medical Services (EMS); 297- Bike; 
Dropback or JSSK -5059; Mobile Medical Units-148; Dental Vans-3; Boat Ambulances -11; Hearse 
Vans- 29; NTPC (Na�onal Thermal Power Corpora�on) MMU (Mobile Medical Unit) - 32; Women 
Helpline Rescue Vans- 49 and Mobile Veterinary Units- 616. Cumula�vely, over 9.0 crore 
emergencies were served, 5.90 lakh child births were assisted and nearly 46 lakh cri�cal lives were 
saved.
 
New Genera�on (NG) Computer Aided Dispatch (CAD) technology of GVK EMRI is now able to add 
features like auto-assignment of emergencies, digital prehospital care record (ePCR), real-�me case 
closure, immediate transfer of case to nearest ambulance in case of breakdown, pre-arrival 
in�ma�on of the pa�ent to the hospital, auto-release of the ambulance from hospital a�er 10 
minutes and monitoring through Opera�ons Excellence Desk (OED).

GVK EMRI while providing uninterrupted ambulance based prehospital care services con�nued to 
support COVID 19 linked transfer of pa�ents. By the end of December 2021, over 24.5 lakh COVID 
linked beneficiaries were served since the beginning of the epidemic. GVK EMRI is closely 
monitoring the exposure of associates on a day-to-day basis. Regular internal communica�on was 
stepped up even during the third wave. Majority of the associates were protected by full 
vaccina�on. Fortunately, ambulance staff were recognized as frontline workers by Government. 
Sen�nels of the Soil- A tribute to frontline and healthcare workers in India's fight against COVID 19, 
published by MOHFW, GOI (Ministry of Health and Family Welfare, Government of India), 
documented that “As thousands of ambulances were pressed into service, they o�en became the 
face of a responsive system that successfully reached out to mul�tudes during the pandemic.  
Ambulance services became cri�cal to combat the pandemic. It was not just one role that ambulance 
drivers performed during this �me. The ambulance drivers ferried and a�ended COVID pa�ents, 
they along with the paramedic staff monitored their condi�on and even mo�vated them along the 
way. They thus became the caretakers and o�en even confidants. Ambulance staff even at the risk of 
infec�on to themselves and their families, put duty above all and worked round the clock”.  No 
doubt, GVK EMRI always considered Emergency Medical Technician  (EMT) and Pilot (Driver) as our 
Heroes. These recogni�ons make us humbler, modest and commi�ed to the vision. Tribute booklet 
ar�culated our core value a�ached to the frontline staff. PPP (Public-Private-Partnership) model is 
the winner in the endeavour to fight against individual, disasters and public health emergencies.  
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As a pro-ac�ve civil-society organiza�on, with focus on execu�on excellence and a leader in EMS, a 
fresh thought to enhance the prehospital care outcomes was envisaged by strengthening the mul�-
tasking competencies in GVK EMRI ambulances in the form of SAATHI ini�a�ve. Safe Ambulance 
and Adequately Trained Healthcare Individual (SAATHI) are expected to perform the combined 
roles of erstwhile EMT and Pilot. SAATHI founda�on training accordingly included prac�cal driving, 
simula�on driving, Light Motor Vehicle (LMV) license addi�onally to the exis�ng EMT founda�on 
training modules. This trusted companion in need, true meaning of word SAATHI, 'EMT cum Pilot' 
concept was started with the ongoing Rajasthan opera�ons for new cohort of associates, but is 
being promoted across the organiza�on in near future. Along the side-lines, these ambulance 
driving and prehospital care competencies in all ambulance crew has been a prac�ce in some of the 
best EMS system. SAATHI ini�a�ve in 2021 by GVK EMRI thus remains as the milestone in the 
history of EMS in India. Who knows, like our sense-reach-care model being appreciated as the best 
in class for Lower and Middle Income Countries (LMIC), SAATHI may be a panacea to the whole of 
developing world down the line.

It is deligh�ng to share that three focus areas of EMRI since incep�on are Emergency Management, 
Research and Ins�tute (Training/Capacity Building). GVK EMRI has crossed the milestone of over 
108 scien�fic publica�ons. The unique differen�ator of research at GVK EMRI is panorama of 
approaches/methodologies in EMS research. Online Medical Research (OLMR)- prospec�ve mul�-
centred research on a pre-determined emergency like chest pain in collabora�on with Stanford; 
Transi�onal Research/Ac�on Research like Ac�ve Bleeding Control (ABC) Project collabora�on with 
Na�onal, Interna�onal Ins�tu�ons and Government of Telangana; Professional Partnership with 
Pan Asian Resuscita�on Outcomes Study (PAROS) in Out of Hospital Cardiac Arrest (OHCA) in 
Telangana; Predic�ve analy�cs based research (Diwali and RTAs) in Gujarat; CTI (Computer 
Telephonic Integra�on) data based epidemic forecast - Syndromic Surveillance using 
Undifferen�ated Fever in the combined state of Andhra Pradesh; Simula�on Educa�on based (video 
laryngoscopy using manikins); DACPR (Dispatcher Assisted Cardio-Pulmonary Resuscita�on) 
training in Telangana; Observa�onal Research - RTA and role of Police, Bystanders and Ambulance 
Staff in Hyderabad; Educa�onal - Func�onal ALS (Advance Life Support) EMT training. 

EMS services are no doubt complex, but it provides myriad of opportuni�es to con�nuously learn, 
carryout research for improving pa�ent outcomes and execu�on excellence. GVK EMRI in future 
considers' educa�on-care-research' triad on effec�ve and efficient implementa�on models and not 
only documenta�on of best prac�ces.

With warm regards, 
Mr. K. Krishnam Raju 
Director, GVK EMRI
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G.V. Ramana Rao*

Any medical emergency in elderly is not only 
a sudden event but also likely a life 
threatening condi�on, it can cause long term 
disability and may impact quality of life, if 
�mely ac�on is not taken. It can create stress 
and can cause panic to the elderly and the 
en�re family in addi�on to the imminent 
catastrophic expenditure. Elderly are 
vulnerable and at high-risk to emergencies. 
Preparedness for emergencies need special 
approach so that complica�ons and cost can 
be reduced. Fatali�es can be minimized. 
Dura�on of the stay in the hospital can be 
reduced. Stress and panic can be put under 
control .  Emergency preparedness is 
readiness in an organized way arranged by 
systema�c planning and combined efforts.

Breathing difficulty, fever, vomi�ng, chest 
pain, abdominal pain, trauma including falls, 
giddiness, altered sensorium are observed as 
most common emergency manifesta�ons in 
elderly from an Emergency Department (ED). 
In 108 GVK EMRI (Emergency Management 
a n d  Re s e a rc h  I n s� t u te )  e m e rge n c y 
ambulances, 8 per cent of the beneficiaries 

Address for Correspondence
Dr. G.V. Ramana Rao*, MD
Director, Emergency Medicine Learning Centre (EMLC) and Research
Email: ramanarao_gv@emri.in
GVK Emergency Management and Research Ins�tute
Devar Yamzal, Medchal Road, Secunderabad-500078, Telangana, India. 

A FRAMEWORK OF EMERGENCY PREPAREDNESS IN ELDERLY
IN INDIAN CONTEXT- A SPECIAL NEED OF THE HOUR AND
IN EVERY GOLDEN HOUR SITUATION

belong to 60+ age group. Abdominal pain, 
resp i ratory,  card iovascu lar,  t rauma 
(vehicular/non-vehicular), fever, stroke, 
diabetes was documented as the major chief 
complaints of these elderly seeking 108 
services. 

Overall, in India, the prevalence of poor Self-
Reported Health (SRH) is two �mes among 
the elderly age 60 and above (24%) than 
older adults age 45-59 (12%) as per the 
Longitudinal Ageing Study of India (LASI), 
Wave 1, 2017-18. Around a quarter of the 
elderly age 60 and above have mul�-
morbidi�es (23%). CVDs(cardiovascular 
disease), diabetes mellitus (DM) and 
respiratory diseases contribute to a major 
share of chronic health condi�ons among 
older adults as well as elderly age 60 and 
above. Among the elderly age 60 and above, 
the prevalence of falls (23%) is higher than 
that of injuries (19%). The prevalence of high 
blood pressure is higher among the elderly 
age 60 and above (37%). However, more than 
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a third of elderly are undertreated for 
hypertension (HTN) (36%) and one in ten 
(10%)  e lder ly  remain  untreated for 
hypertension. A quarter (24%) of the elderly 
age 60 and above reported having at least 
one Ac�vity of Daily Living (ADL) limita�on; 
14% reported having two or more ADL 
limita�ons. A quarter (25%) of elderly age 60 
and above needed a helper to perform ADL. 
Tobacco smoking, use of alcohol and lack of 
physical ac�vity were found to be at risk 
factors. 8 per cent of the persons above 60 
years were admi�ed in the one-year period. 
Hospitaliza�on has a strong economic 
gradient. About 23 per cent visited public 
health facility while 63 per cent visited private 
health facility.

Mean expenditure per admission was rupees 
23,000. Among other factors, accessibility 
and affordability of the health services are 
poten�al factors leading to varia�ons in 
hospitaliza�on rates among older adults and 
elderly in India. 6% of elderly age 60 and 
above are living alone. 5% of the elderly age 
60 and above have reported that they 
experienced ill-treatment. LASI has observed 
that death rates amongst 60+ is 38.4 per 
1,000 popula�on when compared to 7.7 in all 
age groups.

The projec�ons for popula�on over 60 years 
in the next four censuses are 133.32 million 
(2021), 178.59 (2031), 236.01 million (2041), 
and 300.96 million (2051). Currently about 
138 Million elderly persons are es�mated to 
be living in India. About 11.4 per cent of the 
popula�on will be aged by 2025 in India 
Popula�on ageing has not been experienced 
uniformly across all the states of India. While 
the more developed states like Kerala, Tamil 
Nadu, and others in the south have 

experienced demographic transi�ons before 
the rest of the country, states like U�ar 
Pradesh and Bihar. Road Accident Report, 
2019 - MORTH (Ministry of Road Transport & 
Highways),  Government of India has 
observed that 6 per cent of the persons killed 
due to vehicular accidents are above 60 
years.

When planning the management of acute 
events in older people, severity of the 
medical problem, cogni�ve status of the 
pa�ent, social circumstances and availability 
of community and social support are key 
factors. In low resource se�ngs, Manpower, 
Equipment, Relevant Standard Opera�ng 
Procedures (SOPs), Interconnec�vity and 
Training (absence of MERIT as acronym).

Disposi�on decision has to be �mely for 
emergency pa�ents, in par�cular elderly. 
Disposi�on �me impacts pa�ent care and 
safety. Disposi�on decision in the Emergency 
Department (ED) is a cri�cal decision that 
determines the level of care that an individual 
requires a�er leaving the ED - including 
admission to the hospital or discharge to 
home. Disposi�on �me for red, priority or 
severe category emergency pa�ents in large 
private hospital is about 45 minutes and in 
government medical college hospital is 90 
minutes. In case of elderly, these delays might 
be due to non-existence of triage policy, lack 
of emergency providers and department 
leads, need for mul�-specialty reviews, high 
pa�ent load of other age groups. Study on 
emergency and injury care in secondary and 
ter�ary care centers in India by AIIMS (All 
India Ins�tute of Medical Sciences) - 2020, 
observed that only 45 per cent have 
dedicated ambulance access, 35 per cent 
have earmarked triage area, 63 per cent had 
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smooth entry for wheel chair and 26 per cent 
had point of contact lab.

Therefore, it is impera�ve that emergency 
preparedness in elderly is not only a 
neglected area of scien�fic work but is the 
need of the hour in view of the growing 
number of elderly and growing numbers of 
emergencies amongst elderly in India. In 
addi�on, vulnerability and high-risk for 
emergency and cri�cal care requirements, 
early recogni�on, early triggering of 
emergency medical services, accessing 
emergency services, pre-arrival in�ma�on 
and definite care interven�ons, transi�onal 
care, rehab and back to rou�ne at the home 
level also need to be incorporated into the 
emergency preparedness framework. Review 
of literature exist mostly on emergency 
preparedness in disasters.  Hence,  a 
comprehensive framework encompassing 
“prac�cing professionals - pa�ents - public 
health” categories are envisaged as a maiden 
and modest effort in the elderly emergency 
preparedness conceptual framework in the 
Indian context.

I. A. Individual Prac�cing Professionals: All 
levels of healthcare providers should adopt a 
combina�on of the suggested approaches in 
emergency  preparedness  of  e lder ly 
beneficiaries. Yet �mes, a combina�on of 
such approaches is warranted for desired 
outcomes.

1. Standard Treatment Guidelines (STG): In 
case of hypertension (HTN) as an example, if 
primary physicians follow STG guidelines, 
significant reduc�ons in organ damage can be 
achieved. Adhering to Classifica�on pathway-
3 and Assessment and management pathway 
in a pa�ent with hypertensive crisis -pathway 

7  ( s eve re  H T N  w i t h  a c u te  ca rd i a c , 
neurological, renal, re�nal dysfunc�ons) 
early stabiliza�on and �mely referral to 
higher centres can be ensured.

2.Pa�ent Educa�on: Pa�ent educa�on 
matrix  which includes a meaningful 
conversa�on on nature of disease, poten�al 
serious complica�ons, need to adopt lifestyle 
measures, lifelong therapy, knowledge of 
target control and need for regular monitor 
remains to be essen�al pa�ent educa�on as 
such in NCDs (Non-communicable diseases) 
like HTN and DM. It is important that 
healthcare providers should educate elderly 
pa�ents on the poten�al complica�ons and 
dangerous manifesta�ons, danger signs to 
seek �mely emergency medical guidance. 

3. AV Aids: Elderly pa�ents can be made to 
understand the dreaded emergencies by use 
of appropriate audio-visual (AV) aids. Best 
example is use of FAST abbrevia�on, and 
brochure with four pictures (hard or so� 
copy) on 'Stroke', is popular universally. Full 
form of FAST is -Face (uneven)- Arm 
(dri�ing)- Speech (slurred)- Time (note onset 
�me and call 108 without delay). With the 
higher usage of so� phones, 30 seconds to 60 
seconds videos are also recommended for 
use by the doctors to prepare elderly in case 
of emergencies. Simple first aid �ps available 
at Na�onal Health Mission web site. These 
e n d e a v o u r s  s h o u l d  f a c i l i t a t e  d e -
professionalism in recogni�on of emergency 
condi�ons in elderly like stroke. 

4. Partnership with Pa�ent: Doctors trea�ng 
elderly pa�ents generally have a long-term 
associa�on because periodic review and 
follow-up care being the preferred mode of 
the doctor-pa�ent rela�onship for favourable 
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outcomes and impact. Hence, partnership 
phi losophy l ike ly  to  ensure des ired 
compl iance of  drug usage,  l i festy le 
management and control of clinical and 
diagnos�c parameters (medical record). This 
associa�on need to be taken advantage and 
significant devia�on in home monitoring 
parameter when observed should trigger 
emergency consulta�on. Chest pain, 
shortness of breath, excessive swea�ng, 
severe headache or BP of over 180 mm 
systolic or 110 mm diastolic, etc. are few of 
danger signs to be criteria in the partnership 
model of emergency preparedness. Medical 
device based alerts under Internet of Things 
(IOT) can be listed as a component of 
partnership model. 

5. Life Support Skills: Knowledge and skills for 
triage, assessment and management of 
acutely ill and injured are mandatory for all 
frontline workers and doctors. ABCDE 
(Airway- Breathing- Circula�on- Deformity- 
Exposure) approach is universally prac�ced in 
e m e rge n c y  ca re  s k i l l s  t ra i n i n g  a n d 
cer�fica�ons. Life support skills, both basic 
and advanced are bound to have a�ri�on and 
hence all healthcare professionals should 
educate and re-educate in life support skills 
throughout the professional career and hold 
a valid cer�ficate of basic and advanced life 
support skills like BLS- ACLS (BCLS/ CCLS) – 
ATLS, etc. 

6.Dynamic Nature of Preparedness: In 
certain condi�ons, all levels of healthcare 
providers and doctors should have to seek 
updated protocols, guidelines though use of 
digital or appropriate media including 
professional body publica�ons/updates. Best 
example of this category of emergency 
preparedness for prac��oners is COVID 19. 

Recent revision (January 2022) released by 
Ministry of Health, Government of India on 
guidelines when to seek medical a�en�on 
(based on serious signs and symptoms) were 
different when compared to the earlier 
version viz. Unresolved High-grade fever 
(more than 100° F for more than 3 days), 
Difficulty in breathing, Dip in oxygen 

satura�on (% SpO2 � 93% on room air at 
least three readings within 1 hour) or 
Respiratory rate > 24/ minute, Persistent 
pain/pressure in the chest, Mental confusion 
or inability to arouse, Severe fa�gue and 
Myalgia. Hence, evidence based approach in 
emergency care and preparedness is possible 
by being in 'constant learning mode.'

7. Orienta�on of Medico-Legal Cases: In 
spite of adhering to the higher level of 
preparedness, being a random event, 
emergencies do happen. Healthcare 
prac��oners should be acquainted with the 
medico-legal dimensions of emergencies and 
some�mes fatal  outcomes. Standard 
treatment being adopted and relevant 
documenta�on are cri�cal. Emergency 
condi�ons which draw a�en�on to the 
medico-legal aspects are assault, hanging, 
a�empted suicide, gunshot injury, burns, 
poisoning, drowning, fall from height, 
electrocu�on, stab injury, road traffic 
accident, etc. 

I.B. Facility/Hospital Based Doctors and 
Healthcare Providers: 
1. Government Health Centres: Na�onal 
program for the health care for the elderly 
(NPCHE) India, aims to provide accessible, 
affordable, and high-quality long-term, 
comprehensive and dedicated care services 
to an Ageing popula�on; create a new 
“architecture” for Ageing and enable an 
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environment for “Society for all Ages.” Elderly 
were categorized into Mobile – Restricted 
mobility and Bed bound elderly. 10 bedded 
in-pa�ent services at district level and 30 
bedded Regional Geriatric Centre is expected 
to be established and made up and running.  
Timely redressal of acute elderly needs to 
have ac�ve involvement of community based 
ASHA workers, Sanjiveeni – elderly care-giver 
support groups as well as PHC and CHC staff 
and Medical Officers. Immediate and primary 
management should be carried out before 
referral. Leveraging teleconsulta�on is 
iden�fied as an interven�on. Referrals should 
have specific instruc�ons regarding facility 
name and loca�on, day and �me of visit, 
person to contact, etc. The care provided, 
especially the documenta�on and in�ma�on 
to appropriate authori�es, shall be in 
accordance with statutory requirements. In 
near future, if electronic health records (EHR) 
are developed they should be made available 
to PM JAY (Pradhan Mantri Jan Arogya 
Yojana) empaneled hospital with the consent 
of the pa�ent. As best prac�ce, World Health 
Organiza�on in its Age-Friendly Primary 
Health Centres Tool kit has highlighted 
whether emergency in an elderly person is 
iden�fied early and services accessible if so, 
an alarm system exists or not? In addi�on, the 
tool kit  also highl ighted the role of 
'Communica�on Killers” like Don't worry – 
Don't talk about it.

2. Clinics Prac�cing Modern System of 
Medicine (Allopathy): Accredita�on by 
NABH, for allopathic clinics highlighted the 
standard on policies and procedures are used 
to iden�fy the addi�onal care needs of the 
pa�ents and to appropriately refer them to 
outside healthcare providers. Further, NABH 
focus on Ambulance or pa�ent transport 

services, if provided, are organized through 
defined policies and procedures for efficient 
and effec�ve services. Pa�ent rights are to be 
given importance including informed consent 
for any invasive/high risk procedures/ 
treatment. Elderly pa�ents being considered 
as high risk group, in the clinics hence, there 
should be basic first aid facili�es and 
resuscita�on equipment available in the 
clinic. Clinical guidelines/protocols to provide 
first aid, resuscita�on and management of 
specific condi�ons like hypoglycemia, allergic 
reac�on and other condi�on, common in the 
elderly pa�ents, etc., should be in place. 
Training of staff to use the resuscita�on 
equipment and provide resuscita�on 
services. Policies also addressing handling of 
medico-legal cases are appropriately 
highlighted.

3. Hospital or Facility Level: At the design 
stage itself preparedness should begin, with 
focus on ambulance access, police work 
room, secured holding room, triage trolleys, 
resuscita�on bay, surgical suites, observa�on 
bay, equipment, crash carts, etc. Planner 
should reach a reasonably good predic�on of 
facility mix including exclusive geriatric beds 
in future. Compendium of norms for hospitals 
and medical ins�tu�ons, GOI, emphasized on 
separate accident and emergency services 
department in medical ins�tu�ons. Triage 
should enable categoriza�on of immediate, 
urgent, non-urgent and dead pa�ents. The 
mortuary should provide facility for keeping 
dead bodies along with proper illumina�on 
and hand washing. NABH has published 
cer�fica�on standards for Hospitals and 
Emergency Department of Hospitals to meet 
the needs of consumers. Focus of the 
standards was on unique ID (Iden�ty 
Document) number; undertaking an ini�al 

ISSN: 0976-1470 7Indian Emergency Journal / Vol-XI / Issue - I / February 2022



assessment; special needs iden�fica�on in 
elderly; provision of emergency services in 
accordance with wri�en guidance applicable 
laws and regula�ons; minimum basic 
resusc i ta�on preparedness  ( t ra ined 
p e r s o n n e l ,  e q u i p m e n t ,  d r u g s  a n d 
consumables ) ;  t r iage  gu ided  in i�a l 
appropriate care; reassessment in case of 
change in status; appropriate transfer (in and 
out) of referral pa�ents; ambulance services 
for ensuring safe transporta�on with 
appropriate care.

Hospitals should also enable preparedness 
for code red for fire; code black for bomb 
blast; code purpose for the hostage taking; 
code white for poten�al or actual violent 
behaviour, code yellow for missing the 
pa�ent, code brown for hazardous spill; code 
grey for infrastructure loss; code orange for 
external disasters, code green for evacua�on 
and code blue for cardiac arrest/medical 
emergency. In certain emergencies like 
trauma, strok, etc. elderly should also have 
access to transi�onal care and rehabilita�on 
in the comprehensive preparedness plan and 
hospitals have a role in coordina�ng with 
such units before returning back to the 
normal domes�c or social environment. 

II. Pa�ent Cantered Preparedness: Elderly 
emergency pa�ent himself/herself, his/her 
family member, care giver (professional or 
otherwise) should prepare in a combined 
manner and act �mely in an emergency. 

1. Emergency Communica�on Plan: All 
elders should prepare for an emergency by 
maintaining an In-Case of Emergency (ICE) 
contact number (trusted member to help in 
emergency) in their phone. Triggering an 
emergency to ICE member by an elderly 

should enable chain communica�on to family 
and friends. Elderly should be aware and 
prepared to use 108 or 112 three digit unified 
number.  When '1-0-8'  ambulance is 
requested, elderly should be prepared to list 
Number of the mobile phone, Name, Nature 
of emergency, Name of the locality and 
Nearby Landmark (5N principle). It is not out 
of place to use '14567' elder helpline for all 
suppor�ve services during the day �me, 
other than emergency help.

2. Spouse/Family Supported Preparedness: 
In families with an elderly person, a 
document of exis�ng medical condi�ons, list 
of drugs under usage, chief complaint and its 
start �me, list of non-prescribed drugs if 
being used, contact details of the primary 
physician, pre-arrival in�ma�on to the 
des�na�on hospital, ID card, insurance and 
cash should be part of the preparedness.

3. Care Giver's Emergency Management 
Plan: Care giver should reassure the elderly 
�ll emergency medical help arrives, first aid 
should be ini�ated without further delay, 
iden�fica�on of warning symptoms and the 
�me of onset, reques�ng help of others as 
part of the emergency management plan. 

4. Old Age Homes: All old age homes should 
have a nurse/geriatric aide to the extent 
possible; early recogni�on-early triggering- 
ear ly  transporta�on-early  access  to 
emergency life support care should be in the 
emergency preparedness plan. Access to 
ambulance services should also be listed in 
the preparedness in old age homes.

5. First Aider Training: Elderly persons who 
are having acceptable ADL score, should be 
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trained in first aid. First aid skills can be useful 
to oneself or during distress situa�ons.

6. Medical Equipment Maintenance: if an 
elderly is using a medical equipment like 
blood pressure apparatus, glucometer, 
nebulizer, inhaler, CPAP, etc. maintenance of 
those equipment is essen�al. This approach 
not only enables home monitoring and home 
based management, but should be precisely 
documented in the preparedness plan. 

III. Disasters and Emergency Preparedness 
of Elderly: During disasters (natural or man-
made) elderly become high-risk and 
vulnerable to severe nega�ve impact. Hence, 
building an emergency kit, forming a support 
network, crea�ng an emergency plan and 
making sure that the treatment benefits are 

accessible and secure are recommended 
guiding pr inc ip les .  Focus of  e lder ly 
preparedness in disasters must comprise 
emergency assembling point; priori�zing 
safety over possessions; following official 

media updates in par�cular local radio, 
electronic and social media including family 
WhatsApp group; home safety including shut 
down of electricity if warranted; exit plan if 
the home or campus is large; checking for 
injuries.

Framework: A framework for emergency 
preparedness in elderly can hence be 
proposed with elders themselves, spouse/ 
family, Healthcare providers and Hospitals, 
Government and NGOs as key stakeholders.   
3 P (Professional-Pa�ent and Public Health) 
model is the preferred nomenclature for the 
proposed model. Diagramma�cally 3 P 
framework of emergency preparedness in 
elderly is given below: 
Conclusions and way forward: Keeping the 
list of emergency contacts, staying calm, 

safeguarding government sponsored or 
private medical insurance, summary of 
medicines and medical condi�ons, ensure 
police verifica�on of the hired caregiver, 
crea�ng a legally valid will, advanced 
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direc�ves (example Do Not Resuscitate- 
DNR), ambulance and hospital support, care 
giver's support are priori�es in elderly 
emergency preparedness plan.

Elderly should seek help even in doubt of a 
medical emergency, it is be�er to prepare for 
the worst-case scenario, panic adds fuel to 
the fire hence being calm is the best way, 
ge�ng trained as first aider, remembering 
reassurance is a great medicine and being 
Good Samaritan are few of the �ps in an 
emergency for elderly. 

Way forward all elders should have Electronic 
Health  Records  ( E H R ) ,  a  structured 
emergency preparedness plan with the 
involvement of individual elderly person- his/ 
her family and healthcare provider and social 
support groups, access to telemedicine- 
point of contact care (POCC), ambulance 
should reach in less than ten minutes with 
prehospital care and pre-arrival in�ma�on to 
the des�na�on hospital, all old age homes 
should be mapped to secondary and ter�ary 
care health ins�tu�ons, BLS skills should be 
accessible in an ubiquitous manner, hospitals 
should have designated geriatric ED beds and 
IP beds, public health systems should be 
geared up to meet the special needs of 
elderly in mari�me and disasters. Finally, 
ever y  d i st r i c t  in  Ind ia  shou ld  have 
s t a n d a r d i z e d  s p e c i a l  h e a l t h  a n d 
comprehensive support indicators reflec�ng 
the health and social status of elderly across 
the country. Such indicators should be 
monitored and processes should be set in 
place to keep the agreed elderly SLA high and 
desirable. Earlier infant mortality rate was 
considered as a sensi�ve indicator of 
healthcare systems. In future equal emphasis 
should be given to the elderly morbidity and 

mortality indicators. Emergency in elderly 
t h u s  r e q u i r e s  w e l l - t h o u g h t  o v e r 
preparedness plan to enable a society for all 
ages. 
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SAATHI: Safe Ambulance and Adequately 

Trained Healthcare Individual, who not only 

provides prehospital care but ensure safety of 

ambulance and road users by a specialized 

induc�on training.

Introduc�on: Emergency Medical Service 

(EMS) is a branch of emergency services 

dedicated to providing out-of-hospital acute 

medical care and/or transport to defini�ve 

care, to pa�ents with illnesses and injuries 

which the pa�ent or the medical prac��oner, 
(1)

believes cons�tutes a medical emergency.  

The goal of EMS is to either provide 

treatment to those in need of urgent medical 

care, with the goal of sa�sfactorily trea�ng or 

arranging for �mely removal of the pa�ent to 

the next point of defini�ve care. This is most 

likely a casualty at a hospital or another place 

where physicians are available. The term 

EMS evolved to reflect a change from a 

simple transporta�on system (ambulance 

service) to a system in which actual medical 

care occurred in addi�on to transporta�on. In 

some developing regions, the term may be 

used inaccurately, since the service in 

ques�on does not provide treatment to the 

pa�ents, but only the provision of transport 
(2)to the point of care. 

EMS Context: Globally each year more than 

100 million people worldwide sustain injuries 

and more than five million people die from 

violence and injury, and that 90% of the 

global burden of violence and injury mortality 

occurs in low and middle-income countries 

(LMIC). The World Health Organiza�on 

(WHO) also recognizes that improved 

organiza�on and planning for provision of 

trauma and emergency care is an essen�al 

part of integrated health-care delivery that it 

plays an important role in preparedness for 

and response to mass-casualty incidents. 

EMS organiza�on and planning lower 

mortality, reduce disability, and prevent 

other adverse health outcomes arising from 

the burden of everyday injuries. WHO in 

2019, in its World Health Assembly para 9 of 

72nd resolu�on has priori�zed training for 

frontline workers and cer�fica�on pathways 
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for prehospital providers. Well-organized 

emergency care is a key mechanism for 

a c h i e v i n g  a  r a n g e  o f  S u s t a i n a b l e 

Development Goal targets, including those 

on universal health coverage, road safety, 

m a t e r n a l  a n d  c h i l d  h e a l t h ,  n o n -

communicable diseases, infec�ous diseases, 
(3)disasters and violence.  2021, AIIMS (All 

India Ins�tute of Medical Sciences) report on 

emergency and injury care submi�ed to NITI 

(Na�onal Ins�tu�on for Transforming India) 

Aayog highlighted the need to strengthen 

EMS capaci�es in India and recommended 

pre-arrival informa�on to the receiving 
(4)

hospital.

EMS Best Prac�ces, USA, UK: Ambulance 

Crew in USA, Na�onal Highway Traffic Safety 

Administra�on (NHTSA), an organiza�on 

which sets standards of EMS, has iden�fied 

that every ambulance should have a crew 

(more than one trained personnel with 

prehospital care skills and emergency vehicle 

driving) since beginning 1972. Even in the 

recent report of 2019, specially emphasis was 

made on the need for Emergency Vehicle 

Operators Course (EVOC) as per Standard 

Curriculum. London Ambulance Services, 

under Na�onal Health Services (NHS), UK, in 

its entry requirements and training for 

Paramedics have clearly men�oned good 

level physical fitness and driving skills - “full 
(5)manual driving license.”  One standard that 

does appear ubiquitous is that it's assumed a 

minimum of two crew members are 

necessary to staff the EMS unit that 

transports a pa�ent to defini�ve care. This is 

the case regardless of the level of EMS 

provided or the individual crew members' 

individual scopes of prac�ce; it's based on the 

simple logic that during transport to a 

hospital, one member would need to operate 

the vehicle, while the other needs to a�end 
(6)

the pa�ent providing ongoing care.

Goal: The goal of this SAATHI program is to 

provide basic training on most common 

emergencies and safe ambulance prac�ces in 

order to perform s�pulated func�ons in 108 

a m b u l a n c e s .  T h i s  t ra i n i n g  e n a b l e s 

par�c ipants  to  develop capabi l i�es 

(knowledge/skills) to shi� emergency pa�ent 

from home to hospital, hospital to hospital 

(inter facility transfer) in safe and effec�ve 

manner by stabilizing them by providing 

prehospital care as per GVK Emergency 

Management and Research Ins�tute (GVK 

EMRI) policies and protocols. Ini�ate life 

support skills in case of emergency and 
(7)

facilitate next level of emergency care. 

Methodology: SAATHI training program was 

conducted by Na�onal Emergency Medicine 

Learning Centre (EMLC) at GVK EMRI head 

office at Hyderabad. Training par�cipants are 

all from the state of Rajasthan in India. 

Educa�on qualifica�on with three mixed 

groups mostly GNM, B.Sc. and M.Sc. Nursing. 

Age of the par�cipants was between 22 and 

40 years. Training methods adopted as 

follow: Didac�c lectures; Audio-visual 

presenta�on; Power point presenta�ons; 

Group ac�v i�es ;  In -c lass  exerc ises ; 

Demonstra�ons and simula�on; Hands on 

prac�ce; Case studies at simula�on lab; 

Driving prac�ce on simulators; Ambulance 
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driving prac�ce; Ambulance side teaching; 

Guided hospital and ambulance phase and 

Pre, weekly, post training and driving 

assessments of Pilot phase; simula�on 

driving; during prac�ce assessment. Major 

contents of the training program include 

Medical, Non-Medical, Fleet, Opera�ons, 

Informa�on Technology ( I T).  SA AT H I 

founda�on training program has both 

Emergency Medical Technician (EMT) Basic 

Founda�on and Emergency Vehicle Driver/ 

Pilot Founda�on Training inputs for 108 

project in Rajasthan.

Results: Total number of par�cipants in the 

first SAATHI training phase were 940 who 

were divided into nine different batches 

between October and December 2021. Each 

batch underwent 28 days residen�al training 

program which includes both theory, 

prac�cal and clinical rota�ons by following all 

COVID pandemic guidelines. Total hours of 

training for each batch is 330 hours covering 

both EMT and Pilot curriculum. Every SAATHI 

par�cipant has provided with training kit 

which consists of EMT Founda�on kit (five 

individual manuals), Pilot (Driver) Founda�on 

kit (six individual manuals) and Drug hand 

book which was designed by Na�onal EMLC 

for this program. At the end of the training 

program, conducted both theory and skill 

assessments. Par�cipants who did not 

perform well in the theory and skills were 

given the opportunity of remedia�on which 

was u�lized by the par�cipants and finally 

940 par�cipants have completed the training 

successfully. Individual feedback on the 

training program was collected batch wise by 

the coordinators and received the response 

as excellent (98 per cent) from the trainees. 

All par�cipants were handed over with a 

training comple�on cer�ficate and a 

transcript of the course by Na�onal EMLC.

Discussion: SAATHI program would be 

envisioned as a cri�cal program that plays a 

significant role in influencing the pa�ent 

outcomes and system viability in following 

factors like treatment �me, lesser error rates 

in pa�ent care, proficiency in hands on skills, 

crea�ng a buddy system to avoid burnout, 

reduced transport �me and opera�ons 

sustainability. 
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with processes that are associated with 
(3)enhanced pa�ent health outcomes.  While 

evidence is growing on the impact of clinical 

supervision on pa�ent and healthcare 

professional outcomes, the evidence base for 

the impact of clinical supervision on 

organiza�onal outcomes remains weak. 

Supervisors play an essen�al role in 

implementa�on by diffusing and synthesizing 

informa�on, selling implementa�on, and 

transla�ng top management's project plans 

to frontline workers. Theory and emerging 

evidence suggest that through these roles, 

supervisors shape implementa�on climate 

(i.e.), the degree to which innova�ons are 
( 4 )expected, supported, and rewarded.  

However, it is unclear exactly how supervisors 

carry out each of these roles in ways that 

contribute to implementa�on climate, this 

represents a gap in the understanding of the 

causal mechanisms that link supervisor's 

behavior with implementa�on climate. This 

s t u d y  e x a m i n e d  h o w  s u p e r v i s o r s ' 

performance of each of these roles influences 

three core implementa�on climate domains 

Introduc�on: An organiza�on is required to 

clearly iden�fy those individuals who are 

responsible for developing, managing, and 

implemen�ng the different components of 

organiza�onal goals to achieve organiza�on 

mission. A great deal of effort is managed by 

the organiza�on's supervisors or managers, 

who has overall responsibility for the system 

and direct repor�ng authority to the 
(1) 

organiza�on's senior management. The 

Emergency  Medica l  Ser v ices  ( E M S ) 

integra�on team that helps to ensure the 

smooth and efficient running of the system; 

various teams charged with implemen�ng 

the programs developed to achieve the 

organiza�on's goals; and an audit team that 

periodically checks against specific criteria to 

ensure it is opera�ng as intended. Clinical 

supervision is a professional support 

mechanism that benefits pa�ents, healthcare 
(2)professionals and healthcare organiza�ons.  

Clinical supervision of health professionals is 

associated with effec�veness of care. The 

review found significant improvement in the 

process of care that may improve compliance 
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(5)
(expecta�ons, supports, and rewards).  

Management in health care is a complex and 

variegated ac�vity that does not map onto a 

clear,  unitary and dis�nct (Standard 

Opera�ng Procedure SOP). Health managers 

are the authori�es responsible for overseeing 

the opera�ons and day-to-day delivery of 

services, including processes of planning and 

budge�ng, aligning resources, managing 
(6)implementa�on and monitoring results.  

Improving knowledge and learning among 

health-care managers involves taking 

account not just of the dis�nc�veness of 

managerial groups, but also of a number of 
(7) 

other features. To implement organiza�on 

mission of saving lives a new role called 

Emergency Management Execu�ve (EME) 

was perceived. To develop this perceived new 

role in GVK Emergency Management and 

Research Ins�tute (GVK EMRI) organiza�on 

with the help of all the departments a novel 

training program was designed to facilitate 

the trainee to have hands on experience and 

knowledge about all the deliverables and 

service level agreements with the stake 

holders. GVK EMRI envisions to provide  

integrate emergency services and save one 

million lives annually. Ambulances need to be 

available round the clock. State level 

Emergency Response Center (ERC) need to 

be prepared to process distress calls 24x7. 

Hence, ambulance staff and ERC associates 

manning the work place and ensuring up and 

running ambulances and 108 systems are 

core tenets. GVK EMRI path to realize its 

vision is based on the four pillars of 

technology, innova�on, leadership and 

training /research.

The vital link in these complex emergency 

response services is the role of first level 

supervisor cadre. EME is the designa�on 

bestowed for the supervisory cadre in GVK 

EMRI. They act as mediators between the 

s t a ff  m e m b e r s  a n d  o t h e r  p a r t s  o f 

management. Contribu�ons of EME ensure 

opera�ons of GVK EMRI produc�ve. GVK 

EMRI wish to deliver interna�onal standard 

services and takes pride in execu�on 

excellence as an organiza�onal differen�ator. 

Therefore, developing cadre of high quality 

EME's through a structured founda�on EME 

training course is a priority for GVK EMRI to 
(8)

expect best-in- the class performance.

Aim: EME founda�on training program aims 

t o  d e v e l o p  a  c a d r e  o f  E m e r g e n c y 

Management Execu�ve for providing 

'effec�ve and suppor�ve supervision' aligned 

with the “Execu�on Excellence Standards” of 

GVK EMRI projects. Execu�on excellence to 

enable “right to safety” and thereby saving 

lives is the basic premise of GVK EMRI. 

Effec�ve and suppor�ve supervision when 

a l igned  wi th  v i s ion  and  miss ion  o f 

organiza�on will facilitate realiza�on of the 

goals.

Methodology: EME training program was 

conducted at GVK EMRI head office at 

Hyderabad. The dura�on of the training 

program was 44 days. En�re training program 

was conducted on adult training principles. 

The major training methods along with 

dura�on were as follows Lecture discussions, 

Individual and group exercises, Mock and 

simula�on based exercises (3 days), Role 
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plays, On-the-job training, Guided visits to 

hospitals; Ambulance demonstra�on; Buddy 

up as ERO, EMTs , Pilots (3 days), Guided 

prac�ce in  services  and repair,  and 

maintenance in ambulance workshops by 

fleet (6 days), Mee�ng the senior leadership 

interac�ve sessions by special guests who are 

excel in their field of work, Behavior and 

c o m m u n i c a � o n  s k i l l s  ( 2  d ay s )  a n d 

Assessments on ski l l  and knowledge 

components (2 days), Pre and post-test (1 

day). Par�cipants are encouraged learning 

through individual and group efforts. EME 

Founda�on training program is expected to 

impart essen�al knowledge, skills and 

deve lop  r ight  a�tude amongst  the 

par�cipants .  Hands-on prac�ce and 

observa�onal visits remain as cri�cal 

pedagogical approaches. 

Contents of EME Training Program: The 

topics covered in the EME training course as 

follows, GVK EMRI-Organiza�onal vision, 

mission and current projects, Organiza�onal 

structure, HR processes, Job descrip�on of 

EME, Ambulance-medical equipment, 

Opera�ons of emergency services-ERC, 

O p e r a � o n s  o f  a m b u l a n c e - F l e e t 

management, Informa�on Management 

System, Ambulance visit and ambulance 

audit, Supervisory visit of an ambulance, 

Opera�ons  support  and  Opera�ons 

Excellence, District Performance Indicators, 

Rostering, Personnel management, So� 

skills, First responder training, Essen�als of 

financial management, Ambulance up keep, 

M o n i t o r i n g  o f  s t a ff,  R e l a � o n s h i p 

management, Conduc�ng mee�ngs, Team 

building, and Special situa�ons- Crisis 

management. EME Founda�on training 

manual is developed with focus on project 

i m p l e m e n t a � o n  a n d  p e r f o r m a n c e 

improvements. Field opera�ons, monitoring 

and ac�ons to improve form the essence of 

the manual. Important informa�on on the 

organiza�on principles, department wise 

func�ons, HR rules and leadership concepts 

also find place in this manual, to create right 

perspec�ves for every EME to align with the 

c u l t u r e  o f  G V K  E M R I .  D u r i n g  t h e 

development of the training and manual, all 

the departments were involved, and their 

inputs were included. At the end of the 

training, all the par�cipants are expected to 

have the knowledge on responsibili�es of 

EME. They are able to describe the tasks, 

du�es and prepare duty roster of EMT and 

Pilot. They are able to explain the key 

opera�ons parameters, their impact and 

ac�ons required for improvement. Able to 

mo�vate the ambulance staff in improving 

performance,  and ensur ing  smooth 

uninterrupted and efficient opera�ons. They 

are able to develop a skill in periodic report 

and communica�on to the repor�ng 
(9)manager.

Results: EME founda�on training program 

par�cipants age was between 23 and 30 

years. They are all graduates of Mechanical 

and Automobile Engineering. Par�cipants 

were trained in batches. Assessment of the 

par�cipants was through pre-test and post-

test to measure the learnings from the 

batches. However, individual par�cipants 

were assessed through weekly assessment in 
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knowledge and skill components. Final 

assessment was carried out through 

standardized check lists in terms of class 

room par�cipa�on, group work, hand on 

sessions, field visits based performance. 

Par�cipants whose learning when assessed 

found below the expecta�ons were 

subjected to remedia�on. Those who have 

completed the training were issued course 

comple�on cer�fica�on along with a 

transcript describing the number of hours of 

theory, prac�cal, skills set. With the above 

mission and designed training program, GVK 

EMRI has conducted nine batches of EME 

training programs. A total number of 255 

par�cipants were trained and posted in 

different parts of GVK EMRI opera�ng states. 

Discussion: Emergency Medical Services are 

rela�vely new to our country, developing a 

first level managerial workforce which will fit 

into the mission of saving lives is a difficult 

task. The nuances of running prehospital care 

should be understood by the supervisory 

cadre of the organiza�on, then only the set 

goals of organiza�on can be achieved. As 

these trainees are from the mechanical 

engineering background, any mechanical 

problem with the ambulance will  be 

immediately iden�fied and rec�fied. This will 

result in less off-road instances. During the 

training they were exposed to various aspects 

of vehicle maintenance. This exposure will 

enable them to iden�fy the exact mechanical 

problem of an ambulance and its appropriate 

vendor and cost of repair. This will result in 

lesser expenses towards the maintenance 

and repair of the vehicle. As these trainees 

are oriented towards pa�ent care part, they 

will understand the care given by the 

Emergency Medical Technician (EMT) is 

whether appropriate or not and can suggest 

any changes. This will result in be�er pa�ent 

c a r e  a n d  s t a ke h o l d e r  s a � s f a c � o n . 

Documenta�on is crucial and very important, 

as various stakeholders are involved with 

prehospital care. These trainees are well 

trained in documenta�on procedures so that 

they can monitor the documenta�on by the 

EMT and Pilot (Driver). By good supervision 

and good documenta�on organiza�on will be 

in good books of stakeholders. During 

training they were posted in call center, so 

that they will understand how the call is 

processed. These hands-on experiences will 

reduce the case handling �me and will 

improve the documenta�on process. This will 

also result in lesser instances of double 

dispatch and they can find out the lacunae in 

the dispatch. Overall the development of the 

new supervisory cadre with appropriate 

training will result in be�er pa�ent care and 

less opera�onal hiccups. This will enhance 

the organiza�on reputa�on and overall 

func�on.
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Introduc�on: Ambulance Response Time 
(ART) is typically reported as the �me interval 
from �me of distress call to arrival of the 
ambulance on-scene. For �me sensi�ve 
services like Emergency Medical Services 
(EMS), response �me is o�en the bench 
marked for service level agreement. GVK 
Emergency Management and Research 
Ins�tute (GVK EMRI) provide emergency 
response service to the state of Telangana 
through 108 a toll free number in Public 
Private Partnership (PPP) model which was 
started in India way back in 2005 with 426 - 

(1) 
108 ambulances covering (38.51 Million) 

(2)
popula�on of Telangana state.  An Out-of-
Hospital Cardiac Arrest (OHCA) is defined as 
cessa�on of cardiac mechanical ac�vity that 
occurs outside of the hospital se�ng and is 
confirmed by the absence of signs of 

(3)  
circula�on. The global incidence of OHCA is 
62/100,000. Es�mated survival to hospital 
discharge is 8% (8% of 62/100.000 = 
5/100.000) and not much has changed for 
many years. When sudden cardiac arrest 
(SCA) happens, the person collapses, 
becomes unresponsive, and is not breathing 
normally. Survival depends on the quick 
ac�ons of people nearby to ac�vate EMS and 
to start Cardio-Pulmonary Resuscita�on 
(CPR), and if available, use an Automated 
External Defibrillator (AED) as soon as 

(4) 
possible. Cardio-Vascular Diseases (CVDs) 
are the leading cause of death globally. An 
es�mated 17.9 million people died from 

CVDs in 2019, represen�ng 32% of all global 
deaths. Of these deaths, 85% were due to 
heart a�ack and stroke. Over 75% of CVD 
deaths take place in low-and middle-income 
countries (LMIC) where raised blood 
pressure happens to be amongst the most 
important risk factors for CVDs. India 
reported 63% of total deaths due to non-
communicable diseases (NCDs), of which 
27% were a�ributed to CVDs. CVDs also 
account for 45% of deaths in the 40 to 69 

 (5)
years age group.

Objec�ves: To describe the response �me, 
characteris�cs and outcomes of non-
trauma�c OHCA cases reported to 108 
services of GVK EMRI in the state of 
Telangana in India. 

Methods and Materials: A retrospec�ve 
study method was conducted to analyze the 
data on OHCA cases reported to 108 services 
of GVK EMRI in the state of Telangana. 
Prehospital Care Record (PCR) was the 
primary source of the data and only limita�on 
of the study. Because of limited informa�on 
in the PCRs, variables such as pa�ent age, 
gender, status at the scene, a�empt of CPR at 
the scene, return of spontaneous circula�on 
(ROSC) at scene/enroute, des�na�on 
hospital type and outcomes of admi�ed 
pa�ents (in number and per cent) and 
response �me (in average) were presented in 
the results sec�on.

A STUDY ON THE RESPONSE TIME OF NON-TRAUMATIC OUT-OF-HOSPITAL CARDIAC 
ARREST (OHCA) CASES REPORTED TO 108 SERVICES IN THE STATE OF TELANGANA
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Figure 1: OHCA Sample (N=2985)
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Results: A total number of (N=2,985) OHCA cases related PCR's were analysed during the study 
period. Among these, 95 per cent of non-trauma (n=2,835) were included and 5 per cent of trauma 
(n=150) were excluded from the study sample. The distribu�on of OHCA sample was shown in 
(Figure.1).
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Out of total (n=2,835) non-trauma OHCA cases, pa�ent status was 58 per cent of presumed dead at 
the scene (n=1,637) and remaining 42 per cent of the pa�ents were transported and admi�ed to the 
hospital (n=1,198) through 108 ambulances. The distribu�on of non-trauma OHCA sample-pa�ent 
status was shown in (Figure.2).
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Figure 2: Non-Traumatic OCHA Sample (N=2835)
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Among the non-trauma cases, majority (36 per cent) of the OHCA incidences occurred in elderly age 
of above 60 years followed by age between 51 to 60 years with (21 per cent). Gender wise 
distribu�on found that, (67 per cent) of males were more prone to OHCA incidents than females (33 
per cent). In the en�re OHCA study sample, EMT of 108 services was the first personnel to ini�ate 
CPR at the scene. The demographical distribu�on of non-trauma OHCA sample was shown in 
(Table.1).

Out of admi�ed cases, majority of the OHCA pa�ents were transported and admi�ed to 
government (n=831) followed by private (n=366) and trust (n=1) type of hospitals. Outcomes of the 
transported pa�ents to the hospital were found as dead in emergency department (ED) in (n=1,198) 
cases and return of spontaneous circula�on (ROSC) in (n=9) at the scene/en-route with admi�ed 
status. The distribu�on of admi�ng to the hospital non-trauma�c OHCA sample was shown in the 
(Table.2).

Table.1: Non-Trauma�c OHCA Sample-Demographics

Variable           Presumed dead at scene      Admi�ed to Hospital          Total Sample

Age Group Count Per cent Count  Per cent Count  Per cent 

 (n)  (%) (n)  (%) (n) (%)

< 1 year 24 1% 34 3% 58 2%

1-10 years 18 1% 24 2% 42 1%

11-20 years 46 3% 36 3% 82 3%

21-30 years 85 5% 110 9% 195 7%

31-40 years 149 9% 138 12% 287 10%

41-50 years 311 19% 227 19% 538 19%

51-60 years 351 21% 251 21% 602 21%

> 60 years 653 40% 378 32% 1031 36%

Gender      

Female 524 32% 400 33% 924 33%

Male 1113 68% 798 67% 1911 67%

Total 1637 100% 1198 100% 2835 100%

 Table.2: Admi�ed to Hospital Sample (N=1198)
 Hospital Type Count (n) Percent (%)
 Government 831 69.4%
 Private 366 30.6%
 Trust 1 0.1%
 Outcome  
 Dead at (ED) 1189 99%
 Admi�ed (ROSC) 9 1%
 Total 1198 100%
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Ambulance Response Time: The average 
response �me for the en�re study sample of 
non-trauma OHCA cases in the state of 
Telangana was 16 minutes 27 seconds. 

Discussion: Literature review of similar 
research studies was conducted for this 
study, and four ar�cle observa�ons were 
men�oned below: (i) In a literature review 
co n d u c te d  b y  N a� o n a l  I n s� t u te  o f 
Technology in  Chha�sgarh,  defined 
Ambulance Response Time (ART) as the �me 
between the call for the ambulance and 
ambulance reached at the scene, in 
emergency situa�ons and concluded that 
ART is the Key Performance Indicator (KPI) to 
evaluate performance of Emergency Medical 
Services (EMS) because it is directly related 

(6)
to people's life.  (ii) In a  study conducted by 
(Zhu et al.) from China, assessed the 
rela�onship between emergency response 
�me and prognosis of the pa�ents without 
of-hospital cardiac arrest and the weighted 
mean differences (WMD) for the response 
�me were calculated for those survivals to 
discharge and death in hospital and observed 
that the WMD of the response �me between 
survivals to discharge group and death in 
hospital group was 1.976 (95% confidence 
interval [CI]=1.161-2.792; p<0.001) and 
concluded that the emergency response �me 
is an important risk factor for prognosis a�er 

(7)
OHCA in adults.  (iii) In a study �tled Global 
resuscita�on alliance utstein recommen 
da�ons for developing  emergency care 
systems to improve cardiac arrest survival, 
stated that survival depends on the quick 
ac�ons of people nearby to ac�vate EMS and 

(8) 
to start CPR as soon as possible. (iv) In a 
study conducted by (Kapoor et al.) from India, 
emphasized the importance of high-quality 
chest  compress ion as  an important 

component by the layperson CPR. A huge 
response has been observed for crea�ng 
awareness and teaching compression-only 
life support (COLS) for CPR by the layperson 

 (9)
outside the hospital in India.

Conclusion: This study highlighted the 
findings regarding OHCA cases reported to 
108 services in the state of Telangana. OHCA 
incidences occurred mostly in elderly age of 
above 60 years. The ambulance response 
�me of 16 minutes and 27 seconds was 
recorded for OHCA cases. Survival outcome 
was very low in OHCA pa�ents. EMT's 
consistently assessed and provided CPR to 
pa�ents following the protocols of GVK 
EMRI.

Way forward: Quick response a�er the 
distress call enables assessment and 
ini�a�on of prehospital care in EMS. 
Monitoring response �me and decreasing 
response �me should remain as the single 
most opera�onal priority of 108 EMS 
services. Future efforts should address 
factors related to emergency response 
services and bystander CPR to improve 
pa�ent outcomes.
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CASE STUDY

Introduc�on: Atrial Fibrilla�on (AF) is the 
m o s t  c o m m o n  s u s t a i n e d  c a r d i a c 
tachyarrhythmia encountered by clinicians 
worldwide. An es�mated 2.7 to 6.1 million 
people in the United States have atrial 
fibrilla�on with projec�ons to reach nearly 
12.1 million in 2030. The prevalence of AF 
increases with age, afflic�ng about 10% of the 
popula�on by 80 years of age. AF is a 
common cardiac arrhythmia which can be 
detrimental if not controlled. It involves rapid 
irregular firing from mul�ple pacemaker cells 
of the atria as well as irregular and o�en rapid 
ventricular responses. The heart muscle 
cannot produce strong, efficient contrac�ons 
and instead is a quivering mass of muscle. AF 
can result from cardiac and non-cardiac 
cause. Pa�ents can experience signs/ 
symptoms like dizziness, fa�gue, chest 
discomfort, palpita�ons and shortness of 
breath.

th
Case Presenta�on: On 28  of July 2021 at 
around 07:35 AM at Kavele, Ponda, 108 
Emergency Response Center (ERC) received a 
call from a Sub District Hospital Doctor 
reques�ng for a Cardiac Care Ambulance 
(CCA) urgently to shi� a cri�cal pa�ent to Goa 
Medical College and Hospital. On enquiring 

about the case details, Emergency Response 
Officer (ERO) immediately assigned the case 
to Ponda, CCA which was closest to the 
hospital. Pre-arrival prepara�on was done 
and personal protec�ve precau�ons were 
taken by the Paramedic, Doctor and Pilot in 
the ambulance. A 66 years old male pa�ent 
resident of Kavele, Ponda, presented in the 
ambulance complaining of palpita�on and 
dyspnea since 3:00 AM. The pa�ent had a 
medical history of ischemic heart disease and 
hypertension. 

Ini�al Assessment: Paramedic carried out 
the pa�ent assessment and found that, 
pa�ent was conscious with a Glasgow Coma 
Scale (GCS) of 15/15; speaking in short 
sentences; had difficulty in breathing; skin 
was warm but sweaty; the heart rate was 
irregular on radial palpa�on; and chest 
ausculta�on revealed equal air entry with 
normal  breath  sounds .  The  pa�ent 
c o m p l a i n e d  o f  i n t e r m i � e n t  c h e s t 
palpita�ons. The ini�al vital signs were Heart 
Rate (HR): 110 beats per minute; Respiratory 
Rate (RR): 16 breaths per minute; Blood 
Pressure (BP): 100/90 mm of Hg; Oxygen 
Satura�on (% SpO2): 89% on room air and 
Temperature: Afebrile.
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Interven�ons: Oxygen administra�on was 
provided through nonrebreather mask at 15 
liters per minute. A�er ini�al assessment the 
pa�ent suddenly collapsed and went into 
cardiac arrest. Immediately cardiopulmonary 
resuscita�on (CPR) was started by the 
paramedic. The pa�ent was intubated with 
7.5 endotracheal tube and mechanically 
ven�lated by the doctor. A�er 5 cycles of CPR, 
the pa�ent had the caro�d pulse. A twelve 
lead electrocardiogram (ECG) was obtained 
to find out any cardiac disturbances. On 
examina�on of the ECG by the doctor it was 
evident that the pa�ent was in rapid atrial 
fibrilla�on with a fluctua�ng heart rate of 
between 100-130 beats per minute. ECG 
characteris�cs included a rapid ventricular 
and atrial rate, absent P waves and an 
irregular ventricular rhythm. Intravenous (IV) 
cannula�on was placed by the paramedic in 
the right an�cubital fossa by 18G size cannula 
and the pa�ent was started on injec�on 
Noradrenaline and Dopamine infusion on the 
advice of the doctor. 

Ongoing Assessment: Enroute pa�ent was 
conscious but disoriented, responded to 
painful  s�muli ,  v itals  were H R:  125 
beats/min; RR:12 breaths/min; BP:100/70 
mm of Hg; SpO2: 95%; skin was pink, warm 
and normal and capillary refill was more than 
2 seconds and pupils were reac�ng sluggishly. 
Vital signs and interven�ons were rechecked 
by the paramedic and found that pa�ent 
oxygen satura�on has improved. The pa�ent 
was transported and shi�ed to Goa Medical 
College and Hospital with the mechanical 
ven�la�on and vasopressor support. Vital 
signs of the pa�ent while handing over at the 
hospital were HR: 95 beats/min, RR: 12 
breaths/min, BP: 100/70 mm of Hg, SpO2: 

95%. On follow up found that, pa�ent was 
shi�ed to ter�ary care hospital and later 
admi�ed in Cardiac ICU.

Discussion: Case fatality due to CVD in low-
income countries, including India, appears to 
be much higher than in middle and high-
income countries. In India, for example, the 
mean age at which people get the first 
myocardial infarc�on is 53 years, which is 
about 10 years earlier than their counterparts 
in developed countries. In the next age group 
(60+ years), a majority was diagnosed with 
CVD in states like Goa (60 per cent). About a 
third (32 per cent) of the senior ci�zens have 
been diagnosed with hypertension, (5.2 per 
cent) were diagnosed with chronic heart 
disease and (2.7 per cent) with stroke. In rural 
areas, prevalence is higher in states like Goa 
(41 per cent). The clinical manifesta�ons of 
atrial fibrilla�on are variable. Some pa�ents 
with AF are genuinely asymptoma�c, even at 
rapid heart rates for unclear reasons. More 
o�en, however, pa�ents report nonspecific 
symptoms such as fa�gue, dyspnea, 
dizziness, and diaphoresis. Palpita�ons are a 
common feature. Occasionally, pa�ents 
present with extreme manifesta�ons of 
hemodynamic compromise, such as chest 
pain, pulmonary edema, or syncope. AF is 
tough to  d iagnose  s ince  i t  i s  o�en 
asymptoma�c and clinicians need many tests 
to confirm diagnosis. ECG findings in AF 
include the absence of P waves and the 
presence of low-amplitude, high-frequency 
atrial fibrillary waves (F waves). A 12-lead 
ECG is best to establish the diagnosis of atrial 
fibrilla�on.



Conclusion: Atrial Fibrilla�on can lead to life 
threatening problems such as stroke and 
heart failure. Based on the case presenta�on, 
highlighted step-wise approach of the pa�ent 
assessment, �mely interven�ons like oxygen 
administra�on, performing CPR, intuba�on, 
IV access, administra�on of medica�ons and 
ECG recogni�on provided to the pa�ent by 
the paramedic and the doctor which resulted 
in improved pa�ent condi�on.

Way forward: The surveillance of atrial 
fibrilla�on in India is important in order to 
iden�fy opportuni�es for interven�on. 
Con�nued data collec�on on CVDs can 
improve the understanding of AF in India. The 

government should device necessary 
approaches that can fill the gap between 
establishing a robust surveillance system, 
improving efficiency of care and health 
system preparedness and a�empts in 
direc�on to preserve the tradi�onal lifestyle. 
Cardiac Care Ambulance (CCA) ini�a�ve in 
Goa under STEMI project is yielding desired 
results. This case is an anecdodal experience 
in the direc�on of scaling up CCA.
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