

  ijerph-16-01532




ijerph-16-01532







Int. J. Environ. Res. Public Health 2019, 16(9), 1532; doi:10.3390/ijerph16091532




Article



Helicopter Emergency Medical Service (HEMS) Response in Rural Areas in Poland: Retrospective Study



Patryk Rzońca 1,*[image: Orcid], Stanisław Paweł Świeżewski 2[image: Orcid], Rakesh Jalali 3[image: Orcid], Joanna Gotlib 4 and Robert Gałązkowski 2





1



Department of Emergency Medicine, Faculty of Health Sciences, Medical University of Lublin, 4-6 Staszica St., 20-081 Lublin, Poland






2



Department of Emergency Medical Services, Faculty of Health Science, Medical University of Warsaw, 81 Żwirki i Wigury St., 02-091 Warsaw, Poland






3



Department of Emergency Medicine, School of Medicine, Collegium Medicum University of Warmia and Mazury in Olsztyn, 30 Aleja Warszawska St., 10-082 Olsztyn, Poland






4



Division of Teaching and Outcomes of Education, Faculty of Health Science, Medical University of Warsaw, 81 Żwirki i Wigury St., 02-091 Warsaw, Poland









*



Correspondence: patryk.rzonca@umlub.pl; Tel.: +48-81-448-6830; Fax: +48-81-448-6832







Received: 7 March 2019 / Accepted: 30 April 2019 / Published: 30 April 2019



Abstract

:

The aim of the study was to identify the characteristics of missions performed by HEMS (Helicopter Emergency Medical Service) crews and the analysis of health problems, which are the most common cause of intervention in rural areas in Poland. The study was conducted using a retrospective analysis based on the medical records of patients provided by the HEMS crew, who were present for the emergencies in rural areas in the period from January 2011 to December 2018. The final analysis included 37,085 cases of intervention by HEMS crews, which accounted for 54.91% of all the missions carried out in the study period. The majority (67.4%) of patients rescued were male, and just under a quarter of those rescued were aged between 50–64 years. Injuries (51.04%) and cardiovascular diseases (36.49%) were the main diagnoses found in the study group. Whereas injuries were significantly higher in the male group and patients below 64 years of age, cardiovascular diseases were higher in women and elderly patients (p < 0.001). Moreover, in the group of women myocardial infarction was significantly more frequent (30.95%) than men, while in the group of men head injuries (27.10%), multiple and multi-organ injuries (25.93%), sudden cardiac arrest (14.52%), stroke (12.19%), and epilepsy (4.95%) was significantly higher. Factors that are associated with the most common health problems of rural patients are: gender and age, as well as the seasons of the year and the values of the Glasgow Coma Scale (GCS), Revised Trauma Score (RTS), and National Advisory Committee for Aeronautics (NACA) used to assess the clinical status of patients.
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1. Introduction


Despite the constant development and progress made in medicine, mortality resulting from various causes, such as cardio vascular diseases, cerebral disorders, and life-threatening injuries, is a huge problem and challenge for health care systems around the world. According to the data from the World Health Organization (WHO), 56.9 million deaths were reported worldwide in 2016, more than half of which were caused by 10 major causes, including ischemic heart disease, stroke, chronic obstructive pulmonary disease, or lower respiratory tract infections [1,2].



Ensuring health security by guaranteeing fair and equal access to medical services, regardless of health needs, social and economic conditions, or place of residence is one of the priority tasks of administrative and governmental authorities of every country in the world. Although living in rural areas should not affect the availability of health care services, according to research conducted by WHO, there are significant disparities in terms of access to health care between urban and rural areas across the world [3,4]. The problem of inequalities in access to medical care resulting from the place of residence has been confirmed in studies, which show that rural residents rarely get the privileges for regular medical appointments, prophylactic programs, and have much weaker access to emergency services, which are more often located within urban areas. Prophylactic programs, including the early diagnosis of civilization diseases and better access to medical services, should be implemented to eliminate the problem of the differences in the health state of rural and urban residents. Only such a health policy will ensure sustainable development in rural areas [5,6,7,8,9].



The Helicopter Emergency Medical Service (HEMS) has been established and operates in many countries as one of the elements of the health care system that provide care to people in immediate life-threatening situations. The availability of HEMS is important both in rural areas as well as in places difficult to reach for ground-based emergency teams. In Poland, the medical rescue system consists of two important elements, Hospital Emergency Departments (ED) and Medical Rescue Teams (EMS), along with Air Rescue Teams (HEMS).



The responsibility of pre-hospital patient management and transport to the hospital lies in hands of EMS and HEMS crews. HEMS crews in Poland are part of the Medical Air Rescue Service. Air Rescue crews are the only medical service using rescue helicopters as a means of transport for patient support. In Poland there are 21 permanent bases and one seasonal (from June to September) that provide medical care throughout the country (38 million inhabitants). The HEMS crew consists of a professional pilot, paramedic/nurse, and a doctor.



The medical dispatcher directs the closest available helicopter to the scene of the event, whose readiness for take-off during the day depends on the distance of the HEMS team’s location from the scene of the event. It is usually 3 min from the notification within a radius of up to 60 km, 6 min from the notification within the radius from 60 to 130 km, or 15 min after the notification within the radius of more than 130 km. The distance dependent readiness for take-off is directly related to the amount of fuel to be tanked in order to maintain the first-class performance of the rescue helicopter. All helicopters are equipped with proper medical equipment and medicines enabling advanced medical rescue operations, including pre-hospital post-resuscitation care [10,11].



The present scenario of health care problems in rural areas prompted the authors to undertake the research aimed at identifying and presenting the characteristics of missions performed by HEMS crew and analysis of health problems, which are most often the cause of responses in rural areas in Poland.




2. Materials and Methods


2.1. Study Design


The study is a retrospective analysis of interventions carried out by crews of the Helicopter Emergency Medical Air Rescue Service. All missions of the involvement of the HEMS crew members, from the period from January 2011 to December 2018, in rural areas were included in the study except for the cases where the HEMS crew activation was cancelled, the mission was interrupted due to poor meteorological conditions, the patient refused treatment, and lack of patient on site, which were excluded from the study. Hence 37,085 cases of intervention by HEMS crew were qualified for final analysis that represented 54.91% of all missions carried out in the period of study. The research project did not require the consent of the Bioethics Committee.



The study was carried out on the basis of medical documentation of patients treated by HEMS crew with prior approval of the General Director of the HEMS. The data obtained for the study was gender and age of patients, season and the year of intervention, parameters of the clinical status of the patients, medical procedures undertaken during the mission, main diagnosis according to ICD- 10 classification, and the information related to the characteristics of HEMS mission such as duration of the mission, distance to the place of the event and transport to the hospital, type of mission, and the required treatment of the patient. The clinical status was assessed on the basis of clinical symptoms and three scales: Glasgow Coma Scale (GCS), Revised Trauma Score (RTS), and National Advisory Committee for Aeronautics (NACA).



Glasgow Coma Scale (GCS) is widely used for assessing patient awareness by both pre-hospital Emergency Medical Teams and hospital staff. The GCS score consists of three components: visual, verbal, and motor. The visual component is a score from 1 to 4 points, the verbal component a sore from 1 to 5 points, and the motor component a score from 1 to 6 points. The maximum number of points for the GCS scale is 15 points while the minimum is 3 points. GCS values can be divided into three categories of consciousness disorders: severe (GCS 3–8), moderate (GCS 9–12), and mild (GCS 13–15) [12,13,14].



Revised Trauma Score (RTS) is the scale used in pre-hospital set up to assess the severity of injuries. It is the weighted sum of the coded variables of Glasgow Coma Scale (GCS), systolic blood pressure (SBP), and respiratory rate (RR). Each variable is scored on a scale of 0 to 4 points, with a maximum of 12 points and a minimum of 0 points. The higher the score the higher the chance of survival. RTS < 5 requires transfer to the trauma centre [14,15].



The National Advisory Committee for Aeronautics (NACA) is a commonly used scale for prehospital severity assessment of injury or disease in Western European countries. This scale distinguishes eight groups of patients according to the severity of vital impairment due to injury, illness or poisoning where:

	–

	
NACA 0 means no injury or disease;




	–

	
NACA 1 means non-medical injury or illness;




	–

	
NACA 2 means injury or illness requiring investigation and treatment, but without the need for hospitalization;




	–

	
NACA 3 means injury or disease without an acute life-threatening situation but requires hospitalization;




	–

	
NACA 4 means injuries or illnesses that may lead to a deterioration in vital signs;




	–

	
NACA 5 means injury or illness that is acute life-threatening;




	–

	
NACA 6 means bodily injury or illness leading to sudden cardiac arrest;




	–

	
NACA 7 means death [16,17].










2.2. Statistical Analysis


The data obtained from the medical records were subjected to statistical analysis using STATISTICA 13 program (StatSoft, Cracow, Poland). In the description of the qualitative data, the number (n) and percentage (%) were used, while in the numerical data—the mean (M) and Standard Deviation (SD).



To check the normality of the distribution of quantitative variables, the Shapiro-Wolf normality test was used. The Chi2 test was used to assess statistically significant differences between quality variables. The Kruskal-Wallis non-parametric test was used to examine the differences between many groups. The significance level was assumed to be p < 0.05.





3. Results


Table 1 presents a detailed description of the examined patients and their clinical condition. The majority (67.4%) of patients rescued were male, and just under a quarter of those rescued were aged between 50–64 years. The average age for the whole study group was 48.87 years (SD 24.03). The main diagnosis that led to HEMS interventions in rural areas were injuries, which accounted for more than half of all cases (51.04%), and the most common were the head injuries (25.94%). The analysis of the clinical status of the patients revealed an average GCS scale of 12.07 (SD 4.50), RTS 10.20 (SD 3.67), and NACA 4.04 (SD 1.49).



Table 2 shows the characteristics of the HEMS missions carried out in rural areas. Most interventions were implemented in 2018 (16.20%) and more than a third of HEMS calls were in the summer period (37.61%). More than half of all interventions were sent to accidental events (54.85%). HEMS crew were most often called to assist the ground teams (75.18%), and later involved in patient transport to the hospital (83.32%). The most common medical rescue procedures were spinal board immobilization (33.69%), oxygen therapy (29.16%), and cervical spine stabilization (28.77%). In the records of study material, the mean time of arrival at the site of the event was 16.64 min (SD 6.88), with an average distance of 42.15 km (SD 21.92) to the event site. The mean time from the dispatch of the HEMS crew to the patient’s arrival was 19.08 min (SD 7.40) and the on-site treatment time was 19.39 min (SD 10.27). The mean transportation to hospital was 15.33 min (SD 7.07) at an average distance of 40.72 km (SD 22.48).



The statistical analysis showed a statistically significant relationship between the most common diagnoses according to ICD-10 classification and the gender and age of patients, the season of the year, the GCS, the RTS, the NACA scores, and patient death (p < 0.0001). As shown in Table 3, cardiovascular diseases (42.83%), nervous system disorders (5.17%), respiratory diseases (2.43%), and other diagnoses (3.23%) were significantly more common in the group of women. In the group of men, injuries (54.91%) were more frequent. The analysis shows that younger patients were more frequently diagnosed with injuries (37.28 years) and external causes of illness and death (37.15 years), while in older patients cardiovascular (65.72 years) and respiratory (57.73 years) diseases were more significant (p < 0.0001). The analyzed material revealed that injuries (55.03%) dominated in summer and cardiovascular diseases (43.97%), nervous system diseases (5.48%), respiratory diseases (2.79%), and other diagnoses (3.06%) were mainly noticed in winter. The analysis of the clinical status of the examined patients shows that the patients with cardiovascular impairment appeared mostly in the severe condition, as confirmed by GCS (10.90), RTS (9.08), and NACA (4.36) scales (p < 0.0001). Cardiovascular diseases (15.53%) and external causes of morbidity and death (10.51%) had the highest percentage of deaths among patients treated by HEMS crews in rural areas.



The statistical analysis showed a statistically significant relationship between the most common health problems and the gender and age of patients, the season of the year, the GCS, the RTS, the NACA scores, and patient death (p < 0.0001). An analysis of the most common health problems of rural patients shows that acute coronary syndromes (ACS) were significantly more frequent in women (30.95%), while head injuries (27.10%), multiple and multi-organ injuries (25.93%), sudden cardiac arrest (SCA) (14.52%), stroke (12.19%), and epilepsy (4.95%) were more common in the male group. Head injuries (35.71 years) and multiple and multi-organ injuries (38.12 years) were more common in younger patients, while ACS (72.50 years) and stroke (64.87 years) were common in elderly patients (p < 0.0001). The analysis shows that ACS (24.97%), SCA (15.25%), stroke (14.60%), and epilepsy (6.03%) were more frequent in winter, while head injuries (27.68%) and multiple and multi-organ injuries (26.45%) occurred mostly in summer. The most severe clinical condition in the study group was associated with patients suffering from sudden cardiac arrest and multiple and multi-organ injuries, as confirmed by GCS (3.59; 11.47), RTS (2.05; 9.84) and NACA (5.79; 4.49) (p < 0.0001). The highest percentage of patient deaths (48.41%) was recorded in the case of cardiac arrest calls. Table 4 presents the detailed analysis.




4. Discussion


According to WHO data, ischemic heart disease and stroke in 2016 led to 15.2 million deaths and are the biggest killers in the world, as they have remained the main causes of death in the last decade [1,2]. Ensuring public health care security is the priority of all health care systems worldwide. Despite continuous developments in medicine and increasing financial resources for medical care, many countries are still facing problems of unequal access to health care, especially in rural areas [5,7,8]. The main reason behind the improper access to health care in rural areas is the distance to health care facilities. The solution found by many countries to eliminate this problem is the establishment of the Helicopter Emergency Medical Rescue Service, which has made it possible to reduce the time of arrival to the event site, that is far from health care facilities, as well as the time of patient arrival at the hospital [11,18]. The issues of accessibility and actions taken to improve the quality of medical services in rural areas prompted the authors of this paper to present the characteristics of missions performed by HEMS crew and the analysis of health problems, which are the most cause of the HEMS interventions in rural areas. This is the first retrospective analysis carried out in Poland regarding the interventions by HEMS crew in the rural areas covering 37,085 cases, which accounted for over half of all the missions carried out in the analyzed period. Similar results were obtained by Raatiniemi et al. (2015), who analyzed cases of patients with injuries seen by Finnish HEMS [19]. On the other hand, studies by Goldstein et al. (2015) and Newgard et al. (2017) concerning the analysis of interventions by EMS showed that more frequent medical rescue activities were carried out in urban areas [20,21].



In this study, the number of male patients, and patients aged 50–64 years with an average age of 48.87 years was significantly higher. Similar demographic features were obtained by other authors analyzing interventions by helicopter medical rescue service crew—Østerås et al. (2017), Kottmann et al. (2018), Norum and Elsbak (2011) [22,23,24]. Although the studies by Mathiesen et al. (2018), McMullan et al. (2012), Baker and McKay (2010), and Christensen et al. (2017) also showed that male group patients was significantly higher in number, the mean age of patients in their study was higher than identified in this report [25,26,27,28].



Our findings showed that injuries and cardiovascular diseases were the most common diagnosis that led to HEMS interventions. The main health problems in the study group with injuries were head injuries and multiple and multi-organ injuries. Carron et al. (2015) demonstrated in their studies that the main causes of emergency intervention were injuries, respiratory failure, and cardiovascular problems [29]. Wang et al. (2013) assessed the characteristics of emergency services in the United States and found that the predominant causes of emergency calls were body injuries, consciousness disorders, fainting, convulsions, and hypoglycemia, followed by chest pain and heart disease [30]. Kornhall et al. (2018) in a study on HEMS interventions in the rural areas in Sweden showed that injuries, chest pain, and SCA were the main causes of HEMS crew disposal [31]. Similar results were obtained by Østerås et al. (2017) in a study on HEMS interventions in Norway [22].



The literature highlights the aspect of the systematic increase in demand for airborne support in the context of accidents and sudden illnesses in sparsely populated areas. Rapid activation of HEMS crews and the possibility of transporting the injured to distant centres with appropriate references are used in the therapeutic process of patients from rural and difficult-to-reach areas. [11,18,32]. The results of our own research allow us to observe a relatively stable demand for HEMS interventions for the population living in rural areas in the years 2011–2016, and then a significant increase in these missions from 2017.



In the further part of the paper, we analyzed the causes and health problems of the rural population that led to interventions by the HEMS crew. The results of our own research showed that injuries were the main problems, and the dominant health problems were head injuries and multiple and multi-organ injuries. It should be emphasized that the problem of injuries resulting from falls, road traffic accidents, and burns is a huge challenge for the public health sector and is the subject of numerous studies [33,34,35,36,37,38]. The analysis by Fazel et al. (2012) of the profile of adults injured in Iran found that injuries mainly occurred in men, people aged 33.18 (SD 10.90) years on average, and the further management of the injured person required the transport to hospital [33]. Huang et al. (2016) in their studies described patients injured as a result of road accidents and transported by ambulance. Their results showed that the victims transported by the ambulance are more often men, people aged 50–59 years [35]. On the other hand, Bigdeli et al. (2010) in the study on pre-hospital care of road accident victims in Iran showed that in cities and on national highways traffic accidents are more frequent in spring [37]. In turn, Rzońca et al. (2017) conducted research on the use of HEMS for pedestrian injuries and found that HEMS crew were more often dispatched in summer and the victims were mainly men, people under 44 years of age, who were diagnosed with multi-organ injuries, and transported to the hospital [38]. The results of our own research showed that HEMS intervened in rural areas for head injuries and multiple and multi-organ injuries mainly in men and younger population during summer.



The analysis of our own research shows that cardiovascular diseases were the second main diagnosis. The main cardiovascular diseases were acute coronary syndromes and stroke. Acute coronary syndrome was more frequently diagnosed in women, whereas SCA and stroke was more common in men. Studies reveal that in many countries in the world men are more likely to have worse health and higher mortality, due to numerous conditions, including increased cardiovascular risk, as confirmed in the studies by Hess et al. (2007) and Palomo et al. (2014) [39,40]. The increased risk of cardiovascular diseases among women is emphasized by Mosca et al. (2011) and Nahhas et al. (2014) [41,42]. Hess et al. (2007), Schewe et al. (2015), Cebula et al. (2016), El Sayed el at. (2017) in their studies on out of hospital cardiac arrest (OHCA) indicate that OHCA is more common in men. [39,43,44,45]. Hess et al. (2007), Schewe et al. (2015), Cebula et al. (2017), El Sayed et al. (2017), Hawkes et al. (2017), in their studies on out-of-hospital cardiac arrest, one of the greatest challenges for health care systems around the world, have shown that the average age of people with OHCA (Out of Hospital Cardiac Arrest) is just over 60 years [39,43,44,45,46].



Our study reveals that ACS (72.50 years), stroke (64.87 years), and SCA (59.86 years) were more frequent in older patients from rural areas with HEMS crew at their disposal. Marti-Soler et al. (2014) showed a seasonal character of cardiovascular risk factors - higher in winter and lower in summer, which in turn can be defined as the seasonal mortality due to cardiovascular diseases [47]. Our study confirms the above, as our results show that ACS, SCA, and stroke were more frequently diagnosed in winter.



The results of our own research showed that the clinical status of patients seen by HEMS crew varied. The average GCS score was 12.07 and RTS 10.20, while NACA 4.04, which indicates that patients in the analyzed material were most often injured or ill, which could lead to the deterioration, but were not directly life-threatening situations. The analysis shows that the patients suffering from cardiovascular diseases, SCA, and multiple and multi-organ injuries were in most severe clinical condition. Starnes et al. (2018) compared the condition of trauma patients transported by ground and air medical rescue teams from rural areas and revealed that the average GCS score for HEMS was 11.3, and for ground medical teams it was 13.3 [48]. In a study regarding intervention by HEMS in the rural areas in Sweden [22] and Norway [31], the mean NACA score was 4, with the highest values for SCA and chest pain. However, a study by Kottmann et al. (2018) showed that the clinical status of patients with injuries seen by HEMS crew in Switzerland was assessed as mild to moderate (NACA 1–3) [23].



Our research is the first Polish retrospective analysis of response by HEMS crew in rural areas with a significant number of cases analyzed covering all HEMS bases of the Polish Medical Air Rescue Service has some limitations. The analysis covers only pre-hospital operations and the assessment of clinical condition on the basis of information available in the medical records of HEMS crew, without the knowledge of further diagnosis and tests carried out in the in-hospital setup. This makes it impossible to trace the entire therapeutic process of patients. However, these limitations do not affect the quality of the performed study. It is necessary to conduct further research on health care in rural areas in order to gain a better understanding of this issue and at the same time ensure the best possible quality of medical services by entities that provide care to patients living in rural areas, both in pre-hospital and in-hospital settings.




5. Conclusions


The most common causes of HEMS interventions in rural areas were injuries and cardiovascular diseases, of which the most common health problems for patients living in rural areas were head injuries and multiple and multi-organ injuries. Interventions by HEMS crew found that the major group was men and people aged 50–64 years.



Factors that are associated with the most common health problems of rural patients are: gender and age of patients, as well as the seasons of the year, and the values of scale parameters for the assessment of clinical condition of patients. Injuries were significantly more frequently diagnosed in the group of men and younger patients, while cardiovascular diseases were diagnosed mainly in women and elderly patients, which is also confirmed by global trends in morbidity and mortality.







Author Contributions


P.R.: collected the research material, analyzed the statistics, interpreted the data, searched the literature, wrote the paper; S.P.Ś.: searched the literature and analyzed the research material; R.J.: interpreted the data and searched the literature; J.G.: searched the literature; R.G.: searched the literature, and critical review of the manuscript. All authors have read and approved the final manuscript.




Funding


This research received no external funding.




Conflicts of Interest


The authors declare no conflict of interest. They declare not to have any financial or personal relationships with other people or organizations that could inappropriately influence (bias) the results presented in this manuscript.




References


	



Global Health Observatory (GHO) Data: Causes of Death, by WHO Region. Available online: http://www.who.int/gho/mortality_burden_disease/causes_death/region/en/ (accessed on 24 February 2019).

	



Global Health Observatory (GHO) data: Top 10 Causes of Death. Available online: http://www.who.int/gho/mortality_burden_disease/causes_death/top_10/en/ (accessed on 24 February 2019).

	



The World Health Report 2010. Health Systems Financing: The Path to Universal Coverage. Available online: http://apps.who.int/medicinedocs/en/m/abstract/Js20169en/ (accessed on 24 February 2019).

	



Ucieklak-Jeż, P.; Bem, A. Availability of health care in rural areas in Poland. Probl. Small Agric. Holdings 2017, 4, 117–131. (In Polish) [Google Scholar] [CrossRef]

	



Laskowska, I. Availability of health services vs. health condition of residents of rural areas in Poland—Analysis performed on the basis of EHIS 2009. Ann. Agric. Environ. Med. 2015, 22, 700–703. [Google Scholar] [CrossRef] [PubMed]

	



Bień, B. Health care services for the elderly living in the rural area of Poland. Przegl Lek. 2002, 59, 211–215. (In Polish) [Google Scholar] [PubMed]

	



Bennett, K.J.; Probst, J.C.; Vyavaharkar, M.; Glover, S.H. Lower rehospitalization rates among rural Medicare beneficiaries with diabetes. J. Rural Health 2012, 28, 227–234. [Google Scholar] [CrossRef] [PubMed]

	



Fan, L.; Shah, M.N.; Veazie, P.J.; Friedman, B. Factors associated with emergency department use among the rural elderly. J. Rural Health 2011, 27, 39–49. [Google Scholar] [CrossRef] [PubMed]

	



Valet, R.S.; Perry, T.T.; Hartert, T.V. Rural health disparities in asthma care and outcomes. J. Allergy Clin. Immunol. 2009, 123, 1220–1225. [Google Scholar] [CrossRef]

	



Kosydar-Bochenek, J.; Ozga, D.; Szymańska, J.; Lewandowski, B. Emergency Medical Service (EMS) systems on the world and the Polish system. Zdrowie Publiczne 2012, 122, 70–74. [Google Scholar]

	



Rzońca, P.; Gałązowski, R.; Podgórski, M. Role of Polish Medical Air Rescue in National Medical Rescue System. Disaster Emerg. Med. J. 2017, 2, 64–68. [Google Scholar] [CrossRef]

	



Teasdale, G.; Jennett, B. Assessment of coma and impaired consciousness. A practical scale. Lancet 1974, 2, 81–84. [Google Scholar] [CrossRef]

	



Maserati, M.; Fetzick, A.; Puccio, A. The Glasgow Coma Scale (GCS): Deciphering the Motor Component of the GCS. J. Neurosci. Nurs. 2016, 48, 311–314. [Google Scholar] [CrossRef]

	



Wu, S.C.; Rau, C.S.; Kuo, S.C.H.; Chien, P.C.; Hsieh, H.Y.; Hsieh, C.H. The Reverse Shock Index Multiplied by Glasgow Coma Scale Score (rSIG) and Prediction of Mortality Outcome in Adult Trauma Patients: A Cross-Sectional Analysis Based on Registered Trauma Data. Int. J. Environ. Res. Public Health 2018, 15, 2346. [Google Scholar] [CrossRef]

	



Loggers, S.A.; Koedam, T.W.; Giannakopoulos, G.F.; Vandewalle, E.; Erwteman, M.; Zuidema, W.P. Definition of hemodynamic stability in blunt trauma patients: A systematic review and assessment amongst Dutch trauma team members. Eur. J. Trauma Emerg. Surg. 2016, 30, 1–11. [Google Scholar] [CrossRef] [PubMed]

	



Raatiniemi, L.; Liisanantti, J.; Tommila, M.; Moilanen, S.; Ohtonen, P.; Martikainen, M.; Voipio, V.; Reitala, J.; Iirola, T. Evaluating helicopter emergency medical missions: A reliability study of the HEMS benefit and NACA scores. Acta. Anaesthesiol. Scand. 2017, 61, 557–565. [Google Scholar] [CrossRef]

	



Weiss, M.; Bernoulli, L.; Zollinger, A. The NACA scale. Construct and predictive validity of the NACA scale for prehospital severity rating in trauma patients. Anaesthesist 2001, 50, 150–154. (In German) [Google Scholar] [CrossRef]

	



Totten, V.; Bellou, A. Development of emergency medicine in Europe. Acad. Emerg. Med. 2013, 20, 514–521. [Google Scholar] [CrossRef]

	



Raatiniemi, L.; Liisanantti, J.; Niemi, S.; Nal, H.; Ohtonen, P.; Antikainen, H.; Martikainen, M.; Alahuhta, S. Short-term outcome and differences between rural and urban trauma patients treated by mobile intensive care units in Northern Finland: A retrospective analysis. Scand. J. Trauma Resusc. Emerg. Med. 2015, 23, 91. [Google Scholar] [CrossRef]

	



Goldstein, J.; Jensen, J.L.; Carter, A.J.; Travers, A.H.; Rockwood, K. The Epidemiology of Prehospital Emergency Responses for Older Adults in a Provincial EMS System. CJEM 2015, 17, 491–496. [Google Scholar] [CrossRef]

	



Newgard, C.D.; Fu, R.; Bulger, E.; Hedges, J.R.; Mann, N.C.; Wright, D.A.; Lehrfeld, D.P.; Shields, C.; Hoskins, G.; Warden, C.; et al. Evaluation of Rural vs Urban Trauma Patients Served by 9-1-1 Emergency Medical Services. JAMA Surg. 2017, 152, 11–18. [Google Scholar] [CrossRef]

	



Østerås, Ø.; Heltne, J.K.; Vikenes, B.C.; Assmus, J.; Brattebø, G. Factors influencing on-scene time in a rural Norwegian helicopter emergency medical service: A retrospective observational study. Scand. J. Trauma Resusc. Emerg. Med. 2017, 25, 97. [Google Scholar] [CrossRef]

	



Kottmann, A.; Carron, P.N.; Theiler, L.; Albrecht, R.; Tissi, M.; Pasquier, M. Identification of the technical and medical requirements for HEMS avalanche rescue missions through a 15-year retrospective analysis in a HEMS in Switzerland: A necessary step for quality improvement. Scand. J. Trauma Resusc. Emerg. Med. 2018, 26, 54. [Google Scholar] [CrossRef]

	



Norum, J.; Elsbak, T.M. Air ambulance services in the Arctic 1999–2009: A Norwegian study. Int. J. Emerg. Med. 2011, 4, 1. [Google Scholar] [CrossRef]

	



Mathiesen, W.T.; Bjørshol, C.A.; Kvaløy, J.T.; Søreide, E. Effects of modifiable prehospital factors on survival after out-of-hospital cardiac arrest in rural versus urban areas. Crit. Care. 2018, 22, 99. [Google Scholar] [CrossRef] [PubMed]

	



McMullan, J.T.; Hinckley, W.; Bentley, J.; Davis, T.; Fermann, G.J.; Gunderman, M.; Hart, K.W.; Knight, W.A.; Lindsell, C.J.; Miller, C.; et al. Ground emergency medical services requests for helicopter transfer of ST-segment elevation myocardial infarction patients decrease medical contact to balloon times in rural and suburban settings. Acad. Emerg. Med. 2012, 19, 153–160. [Google Scholar] [CrossRef]

	



Baker, J.; McKay, M.P. Analysis of Emergency Medical Services Activations in Shenandoah National Park from 2003 to 2007. Prehosp. Emerg. Care 2010, 14, 182–186. [Google Scholar] [CrossRef]

	



Christensen, E.F.; Bendtsen, M.D.; Larsen, T.M.; Lindskou, T.A.; Holdgaard, H.O.; Hansen, P.A.; Johnsen, S.P.; Christiansen, C.F. Trends in diagnostic patterns and mortality in emergency ambulance service patients in 2007−2014: A population-based cohort study from the North Denmark Region. BMJ Open 2017, 7, e014508. [Google Scholar] [CrossRef]

	



Carron, P.N.; Dami, F.; Yersin, B.; Toppet, V.; Burnand, B.; Pittetc, V. Increasing prehospital emergency medical service interventions for nursing home residents. Swiss Med. Wkly. 2015, 145, w14126. [Google Scholar] [CrossRef] [PubMed]

	



Wang, H.E.; Mann, N.C.; Jacobson, K.E.; Ms, M.D.; Mears, G.; Smyrski, K.; Yealy, D.M. National Characteristics of Emergency Medical Services Responses in the United States. Prehosp. Emerg. Care 2013, 17, 8–14. [Google Scholar] [CrossRef] [PubMed]

	



Kornhall, D.; Näslund, R.; Klingberg, C.; Schiborr, R.; Gellerfors, M. The mission characteristics of a newly implemented rural helicopter emergency medical service. BMC Emerg. Med. 2018, 18, 28. [Google Scholar] [CrossRef]

	



Schuurman, N.; Bell, N.J.; L’Heureux, R.; Hameed, S.M. Modelling optimal location for pre-hospital helicopter emergency medical services. BMC Emerg. Med. 2009, 9, 6. [Google Scholar] [CrossRef] [PubMed]

	



Fazel, M.R.; Fakharian, E.; Mahdian, M.; Mohammadzadeh, M.; Salehfard, L.; Ramezani, M. Demographic Profiles of Adult Trauma During a 5 Year Period (2007–2011) in Kashan, IR Iran. Arch. Trauma Res. 2012, 1, 63–66. [Google Scholar] [CrossRef]

	



Chen, Y.; Mo, F.; Yi, Q.L.; Jiang, Y.; Mao, Y. Unintentional injury mortality and external causes in Canada from 2001 to 2007. Chronic Dis. Inj. Can. 2013, 33, 95–102. [Google Scholar] [PubMed]

	



Huang, C.Y.; Rau, C.S.; Chuang, J.F.; Kuo, P.J.; Hsu, S.Y.; Chen, Y.C.; Hsieh, H.Y.; Hsieh, C.H. Characteristics and Outcomes of Patients Injured in Road Traffic Crashes and Transported by Emergency Medical Services. Int. J. Environ Res. Public Health 2016, 13, 236. [Google Scholar] [CrossRef] [PubMed]

	



Newgard, C.D.; Staudenmayer, K.; Hsia, R.Y.; Mann, N.C.; Bulger, E.M.; Holmes, J.F.; Fleischman, R.; Gorman, K.; Haukoos, J.; McConnell, K.J. The cost of overtriage: More than one-third of low-risk injured patients were taken to major trauma centers. Health Aff. (Millwood) 2013, 32, 1591–1599. [Google Scholar] [CrossRef] [PubMed]

	



Bigdeli, M.; Khorasani-Zavareh, D.; Mohammadi, R. Pre-hospital care time intervals among victims of road traffic injuries in Iran. A cross-sectional study. BMC Public Health 2010, 10, 406. [Google Scholar] [CrossRef]

	



Rzońca, P.; Gałązowski, R.; Goniewicz, M. Injuries of pedestrians involved in transport accidents, managed by HEMS teams in Poland. J. Public Health Nurs. Med. Res. 2016, 3, 17–22. [Google Scholar]

	



Hess, E.P.; Campbell, R.L.; White, R.D. Epidemiology, trends, and outcome of out-of-hospital cardiac arrest of non-cardiac origin. Resuscitation 2017, 72, 200–206. [Google Scholar] [CrossRef] [PubMed]

	



Palomo, L.; Félix-Redondo, F.J.; Lozano-Mera, L.; Pérez-Castán, J.F.; Fernández-Berges, D.; Buitrago, F. Cardiovascular risk factors, lifestyle, and social determinants: A cross-sectional population study. Br. J. Gen. Pract. 2014, 64, e627–e633. [Google Scholar] [CrossRef]

	



Mosca, L.; Barrett-Connor, E.; Wegner, N.K. Sex/Gender Differences in Cardiovascular Disease Prevention What a Difference a Decade Makes. Circulation 2011, 124, 2145–2154. [Google Scholar] [CrossRef]

	



Nahhas, G.J.; Daguise, V.; Ortaglia, A.; Merchant, A.T. Determinants of Major Cardiovascular Risk Factors Among Participants of the South Carolina WISEWOMAN Program, 2009–2012. Prev. Chronic Dis. 2014, 11, 140044. [Google Scholar] [CrossRef]

	



Schewe, J.C.; Kappler, J.; Heister, U.; Weber, S.U.; Diepenseifen, C.J.; Frings, B.; Hoeft, A.; Fischer, M. Outcome of out-of-hospital cardiac arrest over a period of 15 years in comparison to the RACA score in a physician staffed urban emergency medical service in Germany. Resuscitation 2015, 96, 232–238. [Google Scholar] [CrossRef]

	



Cebula, G.M.; Osadnik, S.; Wysocki, M.; Dyrda, M.; Chmura, K.; Nowakowski, M.; Andres