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Many countries around the world practice emergency medicine in ways that are different than the US
mode. This lecture will describe a variety of emergency medicine practices from around the world and
discuss some of the advantages and disadvantages compared with our model. The discussion will include
both out-of-hospital and emergency department care.
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1. Describe the practice of emergency medicine around the world

2. Identify some of the advantages and disadvantages compared with the US system of practice
3. Describe unique methods of EMS delivery in different countries



International Developments in Emergency Medicine

I. Introduction:

It is an interesting time for those of us working in international emergency medicine. Emergency
physicians have entered the field of international health development and relief only recently, and have
since become a dominant subgroup in humanitarian assistance and global health development.

The specific objectives of this two hour lecture are to:
The objectives of this course are to:

1. Describe the practice of emergency medicine around the world
2. ldentify some of the advantages and disadvantages compared with the US system of practice
3. Describe unique methods of EMS delivery in different countries

I1. Global Emergency Medicine Needs

A. Global Health Trends

The disparity of health care availability between the developing world and the affluent western world
continues to grow. There remain major gaps in the availability and distribution of health care resources
around the world. Emergency health services are no exception, and there are several factors, such as
changing global demographic and population trends that have lead to the need for development of
emergency systems in both industrialized and less industrialized settings.

1. Economic Factors

The health of a country’s economy has much to do with the health of its people. As economies merge,
such as the Pacific Rim countries, the European Union, and the World Trade Organization, perspectives
on development of health services, and emergency health services are following suit and shifting from a
local and national perspective to a global perspective.

2. Urbanization

By the year 2010, over 60% of the world’s population will be living in the urban centers. In 1960, the
largest cities were concentrated in developed countries. This shift toward urbanization in developing
countries has lead to a host of public health problems, and accidents become predominant health risks.

3. Inadequacies of emergency services internationally

As emergency needs have increased in both industrialized and less developed countries, emergency
services often not kept pace. In developing countries, there is a lack of training of primary care providers
in first aid and basic emergency medicine, and a lack of organized hospital-based emergency services in
urban centers.

1. The Evolution of International Emergency Medicine
Despite changing global health needs due to urbanization and population trends, there are several other
factors which characterize a health system which is ripe for the development of organized, comprehensive

emergency services.

1. Increasing urbanization and population density
2. Increasing death and disability from accidents



Increasing capacity for curative health care, typically in urban centers
Growth in the number of trained health professionals

Increased economic capacity for health system enhancement

Interaction, exchanges and enhanced exposure to western health workers
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A. Worldwide Development of Emergency Medicine

Interest in the development of emergency medicine internationally has increased greatly over the last
decade. Several initiatives by emergency physicians and institutions have development to assist
developing health system address emergency medicine needs

B. The Need for System-wide Improvements

While the propagation of emergency medicine internationally is taking place on an unprecedented scale,
this development is typically done on a case by case, ad hoc basis. There are a multitude of exchange
programs and visiting groups working internationally. Many of these programs have recognized the need
for system wide improvements and addressing larger organizational issues. This necessitates an
understanding of the various approaches to the provision of emergency medical services.

C. Comparing EM Systems Worldwide

In a recent article in Annals of emergency medicine, Dr. Jeff Arnold made the observation that two
models for development have emerged; the Anglo-American Model and the Franco-German Model.
These Anglo-American Model is based around the premise of “bringing the patient to the hospital” and
the Franco-German Model operates by “bringing the hospital to the patient.”

1. The Anglo-American Model: In the Anglo-American model, patients access the pre-hospital system
and care in the filed is initiated by emergency medical technicians and paramedics. They are provided
with short term interventions on-scene and en route to a hospital facility. The emergency department is
therefore typically well equipped to receive and manage acutely ill patients. Countries which utilize the
Anglo-American System are: Australia, Canada, China, Hong Kong, Ireland, Israel, Japan, New Zealand,
Philippines, South Korea, Taiwan, the United Kingdom and the United States.

2. The Franco-German Model: In the Franco-German Model, the “hospital is brought to the patient”
by means of higher level providers, most often physicians with anesthesia, critical care and/or emergency
medicine training. Emergency Medicine is practiced predominantly in the pre-hospital setting, and
patients are triaged and admitted to inpatient specialty units. In this model, emergency medicine is not
recognized as a discrete specialty, and emergency care is under the direction of anesthesiologists.
Countries which utilize this system are: Austria, Belgium, France, Germany , Latvia, Norway, Poland,
Portugal, Russia, Slovenia, Sweden and Switzerland.

D. Stages of EM Development

For countries who are developing emergency medicine systems, either from very rudimentary stages or
refinement of existing system, most newer emergency care systems are using the Anglo-American model.
It is interesting to note, as pointed out in the Annals article, that the progression and maturation of
emergency medicine in a given country takes place in the same sequence as EM development did in the
US over the past two decades. The progression is noted below:



Stages in the Development of Emergency Care Systems
(Arnold J, Annals of Emergency Medicine, 1999)

Features Underdeveloped Developing Mature

Specialty systems

National organization No Yes Yes
Residency training No Yes Yes
Board certification No Yes Yes
Official specialty status No Yes Yes

Academic Emergency Medicine

Specialty Journal No Yes Yes

Research No Yes Yes

Databases No No Yes

Subspecialty training No No Yes

Patient-care systems

Emergency physicians House staff, other physicians Emergency medicine residency-trained Emergency medicine
residency-trained

ED Director Other physician Emergency physician Emergency physician
Prehospital care Private car, taxi BLS/EMT ambulance Paramedic/physician
ambulance

Transfer system No No Yes

Trauma system no No Yes

Management System
Quiality assurance No No Yes
Peer review No No Yes

BLS, Basic life support.

1. Undeveloped Emergency Care Systems: Undeveloped emergency systems are those which do not
have any formal emergency medicine structure. This is the case with several countries in Africa and
southeast Asia, with intake of patients being variable.

2.

2. Underdeveloped Emergency Care Systems: In emergency health systems considered to be

underdeveloped if emergency medicine is not recognized as a medical specialty, and specialty systems do

not exist. There may be some form of prioritization system, of triage system, but there is little consistency
of care, standardization of treatment or specialized training of staff. Countries with underdeveloped EM
programs: Jamaica, Lebanon, Malaysia, Nepal, New Guinea, Pakistan, Trinidad/Tobago and Vietnam.

3. Developing Emergency Medicine Systems: In this setting, emergency medicine is recognized as a
specialized area of medicine, with some form of specialty practitioners and recognized society, perhaps
even a formal board. The level of development throughout the country may be variable, and there may
be no formal governmental recognition of EM as a distinct medical specialty. Countries with developing
systems: Bosnia-Herzegovina, China, Hong Kong, Philippines, Saudi Arabia, S.Korea and Taiwan.

4. Mature Emergency Medicine Systems: In mature systems, there is close integration of pre-hospital
care, emergency medical care and follow-up and admission. Specialty boards certify and monitor
emergency physicians. There are advanced subspecialties and fellowship programs, training programs
and residency programs, reviewed by a central body. This system is exemplified by Australia, Canada,
the UK and the United States.

IV. Current Practice of Emergency Medicine in Relief and Humanitarian Assistance
International emergency medicine entails the broader scope of emergency system development on a world

wide scope. International Emergency Medicine not only encompasses the promotion and development of
Emergency Medicine in countries around the world, but it involves the provision of services for



“International Emergencies.” This forms a separate but complimentary role in the promotion and
development of emergency health systems.

A. International Relief and Humanitarian Assistance

Interest in improving access to health care in underdeveloped countries has grown, and the field of
international medicine has experienced a tremendous surge of growth over the past several years. There
are currently several hundred organizations in over 100 countries that coordinate health care workers to
practice medicine overseas, often in underdeveloped or disaster prone regions. The NGO community is
large and diverse. The international humanitarian aid community can be divided into four general groups:

1. Multinational Organization and UN Agencies:

The UN emergency response program includes the UN Department of Humanitarian Affairs (UNDHA),
the UN High Commissioner for Refugees (UNHCR), the World Food Program (WFP, UNICEF), the
World Health Organization (WHO).

2. National governmental agencies and donor agencies.

Donor agencies are primarily national government funding organizations that provide official resources
for development and relief. The principal donor agencies which represent national governments include
the U.S. Agency for International Development (USAID), Canada’s International Development Agency
(CIDA), the UK’s Overseas Development Agency (ODA), and the European Community Humanitarian
Organization (ECHO), which coordinates the efforts of several ECs government agencies.

3. International and national NGOs.

There are thousands of NGOs operating around the world. Private international organizations include
worldwide and regional institutions involved in humanitarian missions such as the International
Committee of the Red Cross (ICRC), World Vision, CARE, Save the Children, and Catholic Relief
Services, Oxford Famine Relief (OXFAM) and Medicins sans Frontiers (Doctors Without Borders).

4. Individual or small group programs:
There is also an increasing popularity of individual or small group foreign medical exchanges, for the
purpose of academics, research, clinical interaction or simply cultural exposure.

B. International Disaster Relief: Current and Future Trends

A special area within international health is disaster response. International disaster relief provides us
with an example of many of the trends in health management in the international setting. Much of
international health intervention occurs in the midst or aftermath of humanitarian crisis and understanding
the changes in the approach to disaster assessment and surveillance may be useful as you work abroad.

1. Natural disasters:

There are major differences in the consequences of natural disasters in the developing world vs developed
countries. The health consequences of a flood, hurricane, or earthquake in developing countries are far
greater because of the poor basic health of victims and the fragility of the national economy.

2. Man-made Disasters:

The most devastating human disasters, however, are man-made. There are over 40 active war zones
around the world today, from continued crisis in the Balkans to civil war in the Congo. Civil conflicts
can tip the delicate balance between health and sickness, between life and death for millions of people.

3. The Relief-Development Continuum:
When a crisis, whether a natural or a complex humanitarian emergency strikes, the international
community may respond with large-scale assistance. This response temporarily substitutes for ongoing



international efforts to promote development. During a period of crisis many organizations, particularly
the development organizations, will reduce their presence or shift their emphasis, while relief
organizations will increase their level of activity.

4. Roles of EM physicians in Disaster Relief:
There are several roles that emergency medicine physicians are playing in the realm of international
humanitarian assistance.

Clinical care providers

Organization of emergency clinical operations
Training and educational programs

Assessment of acute needs and prioritization of illness
Disaster epidemiology

V. Emergency Medicine Development

A. Systematic Approach to Emergency Medicine Development

While the number of exchanges and educational programs has increased, there has been little
development of standardized approaches for the assessment and stepwise development of emergency
medicine systems.

B. Framework for Emergency Medicine Systems Development
Some recent attempts at providing a framework for system assessment and design have been presented in
the literature (Holliman, et al).

1. Provide a general evaluation scheme and uniform methodology for medical personnel and project
evaluators to assess and compare the quality, work ability, benefit, and longevity of emergency medicine
assistance projects, and emergency medicine development and training projects in other countries.

2. Provide a mechanism to compare, contrast, and prioritize different emergency medicine assistance or
development projects.

3. Provide a pre-established format to evaluate and report on different projects related to emergency
health care.

4.To provide a mechanism for evaluating the progress of international emergency medicine development
and assistance projects.

5.To stimulate further discussion and research on outcome studies of emergency medicine assistance and
development projects.

C. Core Features for International EM Development

A major component of assessing emergency medicine programs is to acquire some general system
information regarding the state of emergency medicine in a target country. These characteristics may
determine the initial feasibility of planning and integrating a collaborative relationship.

1. Interest, participation, and support by health care personnel in the host country.

2.Cooperation with the Ministry of Health or other similar governmental branch concerned with
supervision of health matters in the country.



3. Full compliance with the laws and health regulations of the host country.
4. Mechanisms to ensure local input and control in planning and implementation of the project.

D. Programs Contributing to EM Development:

The majority of efforts contributing to sustained improvement of emergency services internationally are
developmental efforts. We are seeing greater adoption of the western style of emergency care, and more
attempts to evaluate systems and transplant aspects of emergency care into other countries.

1. ACLS, APLS, ATLS course instruction:
ACLS courses and its various cousins are among the most easily translatable courses into another culture.

2. EM related training programs (toxicology, wilderness rescue):
Other EM sub-specialties may be exported abroad as we expand the scope of EM globally.

3. Emergency medicine residency development:
The investment of developing and promoting emergency medicine as a specialty in another country is a
substantial commitment. It requires committed individuals from both sides and a long-term relationship.

4. EM physician exchanges:
This is an excellent way to assess the current status of emergency medicine in another country. Taking
the time to work clinically in another setting will give you a clearer picture of needs.

5. Conferences and Organizational Promotion: Promoting formal emergency medicine structure in a
county by supporting its societies and fledgling training programs and recognizing the validity of such
efforts can be a big boost to the professional status of EM in a given country.

VI. International EMS: Overview

Changing health needs in countries experiencing economic and social growth are creating a greater
demand for EMS systems. EMS development in the US was impacted by a combination of urban growth,
economic expansion, medical and technological advancements, and public demand. In addition, other
countries have EMS systems in varying degrees of function, which may be in need of reconstruction or
updating.

A. The Fifteen Essential EMS Components:
The Fifteen essential components of EMS systems was proposed by the EMS Services Act, and give us a
basis by which we can compare the level of development of EMS in other countries. They are as follows:

Manpower

Training
Communications
Transportation
Facilities

Critical care units
Public safety agencies
Consumer participation
9. Access to care

10. Patient transfer

11. Coordinated patient record keeping
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12. Public information and education
13. Review and evaluation

14. Disaster Plan

15. Mutual

The US system, while unique in many aspects, contains basic pre-hospital system elements which may be
beneficial and can be transposed to other developing programs. The development of new EMS systems
and the evaluation of existing systems provide those interested in promoting international EMS with the
opportunity to assist in the promotion of EMS programs abroad.

B. Health Care System Changes

Countries affected by the population explosion and subsequent urban health problems are forced to
address emergency care needs to developing or revising their EMS systems. These system changes may
be further precipitated by either developmental changes or by a national crisis.

C. Pre-hospital System Models
In order to evaluate the structure and function of an international pre-hospital system, it is important to
determine the model-type in which a particular system may be categorized.

The Five Model Types for EMS Systems

Hospital based systems
Jurisdiction provided systems
Private systems

Volunteer Systems

Complex systems

D. Comparing Common EMS Systems Components

A starting point for assessing another EMS program is a comparison to the 15 Essential EMS components
outlined in the Emergency Medical Service System Act. Despite regional differences, many of these
components are present, to a certain degree, in developing pre-hospital programs.

E. Approach to System Development
Developing an EMS system in a country where there is an incomplete system or where EMS services are
nonexistent, can be approached in phases. These phases include analysis, planning and implementation.

F. Future EMS Needs: Where to look for opportunities:

Given the prior discussion on the factors which precede EMS system development, the most likely
candidates for requiring systems are those countries which are experiencing economic growth and also
contending with increased urbanization.

VII1. The Result of International Emergency Medicine Initiatives: Successes and Lessons Learned

We have discussed global health needs and the evolving health needs both in emergency medicine and in
other aspects of international health such as disaster relief. The results of which have been both positive
and negative.

A. The Good News
There are substantial positive effects of the increased Western interest in global health. Intervention from
developed countries can bring much needed funding and expertise into areas which have unmet needs.



1. Increasing access to curative health care: Proliferation of primary health programs can promote
developing emergency access to tertiary care networks and resource sharing by region

2. Increasing institutional links: Linkages with academic institutions assists with the development of
emergency medicine initiatives.

3. Medical education development: Through academic exchanges, education development and overall
improvement of national standards.

4. Organizational Promotion: International conferences and give smaller, less developed programs a
forum for discussion and development.

B. And Now, the Bad News:
Western intervention is not without its negative consequences. Development of emergency medicine
overseas is fraught with the same issues as relief agencies face.

1. Organizational Issues

Many NGOs rely heavily on donor support for project funding. This means that the degree to which an
organization can function in a certain region or during a particular crisis is determined by donor
awareness, much of which is linked to the media

2. Individual Issues

More people working in the international setting often means more people who don't know what they are
doing. In general, Western physicians are thoroughly unfamiliar with international health topics, such as
tropical medicine, hygiene, community health, and cultural factors which impact medical care.

C. Limitations and the need for additional training:
The limitations of EM physicians center around the same limitations of any western physician. These are
primarily related to:

1. Lack of experience in tropical environments
2. Limited knowledge of local endemic diseases
3. Lack of public health training.

4. Lack of familiar and available resources

VII.  Emergency Physicians in International Health

A. Emergency Physicians in Leadership Positions in International Health:
As mentioned at the beginning of this talk, emergency physicians are well represented in many of the
major relief and development organizations

B. Emergency Physicians Groups Involved in International Emergency Medicine

1. Emergency International

2. International Medical Corps (IMC)

3. SAEM International Emergency Medicine Committee

4. World Association for Disaster and Emergency Medicine (WADEM)

C. Training Programs in International Health
Many emergency physicians who wish to work abroad may look for training in topics related to
international health and disaster relief in order to expand their abilities in the field.



Public health training programs and MPH programs:
Infectious disease and tropical medicine training:
Fellowships in international emergency medicine
Specialized training curriculum for health workers abroad
Conferences and educational assemblies
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VIl11. The Challenges of Work Abroad:

As a health provider in the international setting, you will encounter some interesting and often frustrating
cultural challenges while working abroad. I'd like to illustrate these with some examples.

A. Examples of challenges in working abroad:

Cultural and language barriers

Overwhelming needs

Security problems and other logistic concerns

Limited supplies, medications and diagnostic and treatment modalities
Lack of adequately trained medical personnel

Lack of inpatient facilities to admit and treat patients

Financial dependency

There are also limitations in our own clinical abilities. Emergency medical skills can be extended to care
for medical and pediatric patients in unfamiliar surroundings, but when was the last time you did an
appendectomy or a C-section without a little practice or a little clinical assistance.

B. Universal Principles for working Internationally:

1. The need for appropriate care: Providing appropriate care entails a knowledge of endemic illnesses
and a familiarity with available resources.

2. The proper attitude of service: Even more than your day to day practice, it's important to develop a
attitude of helpfulness and service which allows you adapt to your surroundings and remain patient in
often frustrating clinical situations. Flexibility is key.

3. Necessity to recognize cultural barriers: Cultural considerations have everything to do with the way
people view you as a foreign physician, and how they respond to you as a healer.

C. Cultural Factors

Cultural considerations remain a very important factor in the overall health status of individuals living in
tribal environments. The social and cultural influence which traditional healers and "witch doctors" wield
is substantial not easily overcome by a western health worker with odd customs and unproven methods.

X. The Future of International Emergency Medicine:

A. Systems Development:

The need for organized and sustained developmental efforts in promoting emergency medicine is growing
substantially, with a growing number of emergency programs developing. Future efforts will need to
focus on specialized needs of developing systems to assist in their maturation, and promotion of a global
emergency medicine body and the role it can play in promoting a global EM agenda.



B. Research

The lack of quality comparable data make comparisons between systems difficult if not impossible, and it
is likewise difficult to perform outcomes and process research in the clinical realm in a developing
setting. The CDC and WHO do a lot of surveillance and may sponsor certain projects. Research overseas
is culturally complex, methodologically difficult and requires close ties with researchers abroad.

C. Telemedicine

Telemedicine has been a slow and inconsistent tool for promoting practice standards and engendering
communication between systems. There are a variety of reasons why telemedicine has not greatly
expanded, including cultural issues and resource issues at “field sites”

D. The Internet:

The internet shows great promise in the international collaboration and expansion of emergency medicine.
The world wide web in becoming ubiquitous through out the world, with recent counts of 800 million
web pages. The challenge for internet users will not be access to information, but the access to the right
information and using the net for education, research, clinical practice and beyond.

IX. Myths and Realities of International Emergency Medicine and Humanitarian Assistance

Myth: Emergency medicine is not appropriate for developing countries (in Africa, for example) because
other health priorities dominate.

Reality: Accidents and their consequences are a major public health risk, and basic treatment and
prevention techniques are appropriate for any country.

Myth: The United States has the most advanced system, and other systems should emulate ours.
Reality: There are parts of each system which may work in a given country, and a workable blend should
be the priority.

Myth: Developing effective emergency medicine services abroad requires the infusion of high tech
equipment.

Reality: Most interventions, from the most basic to more complex systems, can be accomplished without
bringing in new machinery or equipment.

X. Conclusion

International emergency medicine is a rapidly growing and changing field. There are many ways to
address the growing emergency health needs around the world. Working in emergency medicine in the
international setting provides emergency physicians with an opportunity to work and study abroad,
develop productive, collaborative relationships and invest in the medical future of a country.
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Health Information for International Travel: US Department of Health and Human Services/CDC; Division of
Quarantine, Atlanta, GA 30333 ph: (202) 783-3238.

Rose S: International Travel Health Guide 6th edition. Travel Medicine Inc. 1995: 1-800-872-8633
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