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Vazené kolegyne, véZeni kolegovia, mili priatelia,
dovolte, aby som Vas v mene organizdtorov
a v mene vedeckého vyboru srdecne privital
na 1. medzinarodnej konferencii o zachrannej
zdravotnej sluzbe. Po prvykrét v histérii Slov-
enska organizujeme konferenciu, ktord sa venu-
je Cisto problematike systému organizécie, ria-
denia, financovania, kompetenciam personaluy,
novym technolégiam a trendom vyvoja v pred-
nemocni¢nej neodkladnej starostlivosti.

Z4&stitu nad nasim podujatim prijali hlavny
odbornik pre urgentnd medicinu, hlavny
odbornik  pre  zachranarstvo, Slovenska
spolo¢nost urgentnej mediciny a mediciny
katastrof a Slovenska resuscitacna rada.

Bude to bohaty odborny program za prito-
mnosti skvelych odbornikov z Danska,
Svédska, Nemecka, Polska, Ceskejrepubliky,
Talianska, Rakuska, Madarska a Slovenska.
Prezentdcie, vymena skisenosti a poznatkov
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pre hladanie navrhov rieSeni na sicasné pro-
blémy v Slovenskom zachrannom systéme.
Je to jeden z hlavnych cielov konferencie - zoz-
bieranie novych pohladov, informacii a novych
navrhov ako v najblizsich rokoch postupovat v
rozvoji ZZS. Konferencia vytvara prilezitost na
nadviazanie novych kontaktov, na vytvdranie
komunikacnej siete odbornikov v danej oblasti
a tvori atmosféru na vymenu vedomosti
a skisenosti. Je to prilezitost pre aktivnych
i pasivnych Gcastnikov odniest si z podujatia
nie¢o nové z tém o doterajSom vyvoji, aktual-
nom stave a budicom obraze ¢innosti pred-
nemocni¢nej zdravotnej starostlivosti z vy-
branych krajin Eurépy a Slovenska.

Mili kolegovia, vyuzime priestor a atmosféru
konferencie na profesionalnu diskusiu o vset-
kych preberanych témach, ktoré na konferencii
odzneja.

V zavere konferencie organizdtori a vedecky
vybor konferencie, opierajuc sa o doterajSie
poznatky a podnety z konferencie, si dovoluju
predlozit zainteresovanym a institdcidam re-
guldtorov zakladné body navrhov zmien pre
zdokonalenie systému ZZS na Slovensku. Nech
navrhy odbornikov prispeju k realizécii krokov,
ktoré posunu kvalitu prednemocni¢nej zdravot-
nej starostlivosti na vyssiu Groven, zvysia dos-
tupnost systému a naplnia o¢akavania ob&anov
Slovenska.

VazZeni priatelia, prajem Vam prijemny zazitok
na Konferencii o zachrannej zdravotnej sluzbe
- Nové vyzvy pre zachranna zdravotn( sluzbu.
TeSime sa na stretnutie s Vami.

Prezident konferencie
MUDr. Jozef Karas, MPH, MSc.




Dear colleagues, dear friends,

On behalf of the organizers and the Scientific
Committee, | would like to welcome you to the
1st International Conference on Emergency
Medical Services. For the first time in the his-
tory of Slovakia we are organizing a conference
devoted exclusively to the issues of the orga-
nizational system, management, financing,
personnel skills, new technologies and devel-
opment trends in prehospital emergency care.

The patronage of our event has been taken
over by the Chief Expert in Emergency Med-
icine, the Chief paramedic, the Slovak Society
for Emergency and Disaster Medicine and the
Slovak Resuscitation.

It will be a rich program with the presence of ex-
cellent experts from Denmark, Sweden, Germa-
ny, Poland, Czech Republic, Italy, Austria, Hun-
gary and Slovakia. Presentations, exchange of
experience and knowledge from several Euro-
pean countries gathered at the conference will
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serve as an inspiration for proposals to solve
the current problems in Slovak EMS. One of the
main goals of the conference is to gather new
perspectives, information and recommenda-
tions on how to proceed in the next years in the
activities of emergency medical services.

The conference provides an opportunity to es-
tablish new contacts, to create a network of ex-
perts in the field and to create an atmosphere
for the exchange of knowledge and experience.
It is an opportunity for both active and passive
participants to learn something new about the
past development, current status and future
development of pre-hospital emergency care
from selected European countries and Slovakia.

Dear colleagues, let us use the space and at-
mosphere of the conference for professional
discussion of all topics covered.

At the end of the conference, the organizers
and the scientific committee of the conference,
based on the knowledge and suggestions from
the conference so far, take the liberty to pres-
ent to the stakeholders and the regulator a list
of recommendations for the improvement of
the emergency care system in Slovakia. May
the proposals of the experts contribute to the
implementation of measures that will improve
the quality of pre-hospital emergency care,
increase the accessibility of the system and
meet the expectations of the citizens of Slovakia.

Dear friends, | wish you a pleasant experience
at the Conference on Emergency Medical Ser-
vices - New Challenges for Emergency Medical
Services. You are very welcome.

We are looking forward to meeting you.

Conference Chairman
MUDr. Jozef Karas, MPH, MSc.
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TEMY KONFERENCIE:

¢ Organizdcia systému zachrannej zdravotnej sluzby v Eurdpe I.

* Organizacia systému zachrannej zdravotnej sluzby v Eurépe II.

¢ Organizacia systému zachrannej zdravotnej sluzby v Eurépe Ill.

* Nové trendy a technolégie

* VVzdeldvanie a kompetencie personalu v zachrannej zdravotnej sluzbe
* Organizacné, ekonomické a pravne aspekty

* Panelovd diskusia k aktudlnemu stavu zachrannej zdravotnej sluzby (rieSenie len slovenskej
problematiky)

ROKOVACIE JAZYKY:
* Slovensky
* Anglicky

Kredity je vhodné uplatnit pre zdravotnickych pracovnikov. Konferencia ma charakter sistavného
vzdeldvania a je ohodnotena v zmysle Vyhlasky MZ SR €. 74/2019 Z.z. o kritériach a spésobe
hodnotenia ststavného vzdeldvania zdravotnickych pracovnikov v zneni neskorsich predpisov.

BLOCKS OF CONFERENCE:

¢ EMS Systems Organization in Europe I.

* EMS Systems Organization in Europe |l

* EMS Systems Organization in Europe lIl.

* New Trends and Technologies

¢ Education and Competencies in EMS

* Organizational, Economical and Legal Aspects
* Panel Discussion

CONFERENCE LANGUAGE:
* Slovak

* English

(translation available )

Credits are suitable for healthcare workers. The conference has the character of continuous edu-
cation and is evaluated in accordance with Decree of the Ministry of Health of the Slovak Republic
no. 74/2019 Coll. on the criteria and method of evaluating continuous education of healthcare
workers, as amended.




PREZIDENT KONFERENCIE:
* MUDr. Jozef Karas, MPH, MSc.

USPORIADATEL:
* Spolo¢nost AGEL Merea a.s.
* Edukacné a tréningové centrum AGEL Merea

VEDECKY VYBOR:

* Luca Réberto Bergonzi
* Marcel Brenner

* Viliam Dobia3

* Ondrej Franék

* Eva Havlikova

* Maridn Hudak

* Vladimir Hosa

* Gaston lvanov

* Jozef Karas

¢ Jesper Krgyer Hansen
 Klaus Runggaldier

» Roman Skulec

« Stefan Trenkler

ORGANIZACNY VYBOR:
 Monika Durfinova

* Soria Deglovi¢ova

» Katarina Vladarova
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PRESIDENT OF THE CONFERENCE:
e MUDr. Jozef Karas, MPH, MSc.

ORGANIZER:
* Spolo¢nost AGEL Merea a.s.
* Edukacné a tréningové centrum AGEL Merea

SCIENTIFIC COMMITTEE:
* Luca Réberto Bergonzi
* Marcel Brenner

* Viliam Dobia3

* Ondrej Franék

* Eva Havlikovd

* Maridn Hudak

* Vladimir Hosa

* Gaston Ivanov

* Jozef Karas

¢ Jesper Krgyer Hansen
* Klaus Runggaldier

+ Roman Skulec

* Stefan Trenkler

ORGANIZING COMMITTEE:
 Monika Durfinova

* Soria Deglovi¢ova

» Katarina Vladarova
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Nové vyzvy pre zachranni zdravotnu sluzbu
New challenges for emergency medical services

STVRTOK - 23. November 2023
THURSDAY - 23. November 2023

7:00-8:15 Registracia ucastnikov
Registration

8:15-8:30 Otvorenie konferencie
Opening ceremony

Prihovor: Tomas Szalay, Jozef Karas, Ernest Caban
Speech: Tomas Szalay, Jozef Karas, Ernest Caban

Blok .

Organizacia systému ZZS v Eurépe I.
EMS Systems Organization in Europe I.

8:50 - 10:30 Predsedajuci: Tomas Szalay, Christof Constantin Chwojka
Chairmen: ~ Toma$ Szalay, Christof Constantin Chwaojka

1. Christof Constantin Chwojka (Rakusko)
From control center to gatekeeper (307)
Z operacného strediska k stréZcovi systému (30°)

2. Sophia Gebath-Wicho (Rakusko)
Notruf Niederdsterreich: The gatekeeper of the health care system in Lower
Austria (30)
Notruf Niederdsterreich: Strazca systému zdravotnej starostlivosti v Dolnom Rakusku

Christoph Redelsteiner (Rakisko)

3. Community care and the interface of Ambulance, Nursing and Social Work - inter-
national variations in the urgent primary care context (30')
Komunitna starostlivost a prienik ambulancii, oSetrovatelstva a socialnej
prace - medzindrodné varidcie v kontexte urgentnej primarnej starostlivosti

4. Diskusia (107)
Discussion

Strucny popis:

Celkovy pohlad na systém ZZS v Rakuasku, organizacia systému, typy posadok, pohlad
na medzinemocni¢né transporty, prepojenie na oddelenia urgentného prijmu, rieSenie
neemergentnych vyjazdov, sestra/zachranar ako sicast ZZS a komunitna starostlivost.

An overview of the EMS system in Austria, the organization of the system, types of ambulances,

a look at inter-hospital transport, links to emergency departments, dealing with non-emergency
responses, the nurse/paramedic as part of EMS and community care.

10:30 - 10:45 Prestavka (15
Coffee Break




1. MEDZINARODNA KONFERENCIA O ZACHRANNEJ ZDRAVOTNEJ SLUZBE -

Blok I.

Organizacia systému ZZS v Eurépe Il.
EMS Systems Organization in Europe II.

10:45 - 12:25 Predsedajuci: Klaus Runggaldier, Jozef Karas
Chairmen:  Klaus Runggaldier, Jozef Karas

1. Klaus Runggaldier (Nemecko)
EMS in Germany - lights and shadows of a tremendous system (30')
ZZS v Nemecku - svetlé a tienisté strdnky ohromného systému

2. Luca Roberto Bergonzi (Taliansko)
Evolution of the medical emergency services in Lombardy region, Italy (30°)
Vyvoj zachrannych sluZieb v regiéne Lombardia, Taliansko

3. Gorove L3szl6 (Madarsko)
EMS System in Hungary (30')
Systém ZZS v Madarsku

4, Diskusia (10"
Discussion

Strucny popis:

Organizacia systému ZZS v Nemecku, Taliansku a Madarsku, typy posadok, medzinemocni¢né
transporty, operacné stredisko ako riadiace centrum emergentnych a neemergentnych vyjazdov,
zbieranie dat, kvalita poskytovanej starostlivosti, efektivita systému, prepojenie na oddelenia
urgentného prijmu.

The organization of the EMS in Germany, Italy and Hungary, types of EMS ambulances, inter-hos-
pital transport, the emergency call center as the control center for emergency and non-emergency
responses, data collection, quality of care provided, efficiency of the system, links to emergency
departments.

12:30 - 13:30 Obed
Lunch
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Blok Il.

Organizacia systému ZZS v Eurépe lll.
EMS Systems Organization in Europe lll.

13:30 - 15:20 Predsedajuci: Ondrej Franék, Jesper Hansen Krayer
Chairmen: Ondrej Franék, Jesper Hansen Krayer

1. Patrik Mill, Jesper Krayer Hansen (Dansko)
EMS in Denmark and Sweden - two approaches to a similar framework facing
similar challenges (30")
Z7S v Dansku a Svédsku - dva pristupy k podobnému ramcu celia podobnym vyzvam

2. Dariusz Timler (Polsko)
EMS in Poland - Current Situation (30')
Z7S v Polsku - si¢asna situacia

3. Ondfrej Franék, Zdenék Kfivanek, Petr Kolouch, Jaroslav Valasek, lljia Chocholous
(Cesko)
BLS ambulance - chybéjici ¢lanek v systému zdravotnické zachranné sluzby? (20"
BLS ambulance - the missing part in the emergency medical service system?

4, Roman Gregof (Cesko) .
Prednemocni¢ni neodkladna péce v CR - soucasny stav a vyhled do budoucna (20')
Pre-hospital emergency care in the Czech Republic - current status and future per-

spectives
5. Diskusia (10
Discussion
Strucny popis:

775 v Cechéach, Polsku, Dansku a Svédsku, organizacia systému, typy posadok, skisenosti s RV,
medzinemocni¢né trasporty, skisenosti operacného strediska s riadenim neemergentnych trans-
portov, perspektiva vyvoja ZZS, spolupraca s urgentnymi prijmami.

EMS in the Czech Republic, Poland , Denmark and Sweden, organization of the system, types of
EMS ambulances, experience with RV, interhospital transport, experience of the emergency call
center with the management of non-emergency transport, perspective of the development of the
EMS, cooperation with emergency departments.

15:20 - 15:35 Prestavka
Coffee break
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Blok IV.

Nové trendy a technolégie
New Trends and Technologies

15:35 - 17:35 Predsedajuci: Roman §kulec, Vladimir Hosa
Chairmen: Roman Skulec, Vladimir Hosa

1. Roman Skulec (Slovensko)
Pritomnost a budtcnost urgentnych prijmov na Slovensku (30"
The presence and future of the emergency departments in Slovakia

2. Marian Vlasak (Dansko, Slovensko)
Elektromobilita v ZZS (30)
Electric ambulances in EMS

3. Barbora Truksova Zuchova, Jaroslava Krencikova (Cesko)
First responder v Ceské republice (20
First responder in the Czech Republic

4. Vladimir Hosa (Slovensko)
Technologické poZiadavky v ZZS na Slovensku (15")
Technological requirements in EMS in Slovakia

5. Luka$ Busek (Cesko) .
Elektronizace a digitalizace ZZS v Ceské republice (15
Electronization and digitalisation of the EMS in the Czech Republic

6. Diskusia (10"
Discussion

Strucny popis:

Odporacania a perspektivy zavadzania novych technolégii do prednemocnic¢nej urgentnej mediciny,
skdsenosti s tvorbou siete AED, first responderi prepojenie ZZS na moderné oddelenia urgentnych
prijmov, elektromobilita ZZS v Eurépe, jej legislativne a finan¢né dopady v blizkej buditcnosti, elek-
tronické zbieranie dat o ¢innosti ZZS.

Recommendations and perspectives for the introduction of new technologies in prehospital emer-
gency medicine, experience with the creation of the AED network, first responders, cooperation of
EMS with modern emergency departments, electric EMS ambulances in Europe, their legislative
and financial impact in the near future, electronic data collection on the activities of the EMS.

17:35-17:45 Zaver 1. dna
Jozef Karas, Tomas Szalay
Resume

19:00 - 20:00 Vecera
Dinner
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Nové vyzvy pre zachranni zdravotnu sluzbu
New challenges for emergency medical services

PIATOK - 24. november 2023
FRIDAY - 24. november 2023
Blok V.

Vzdelavanie a kompetencie personalu v ZZS
Education and Competencies in EMS

8:30 - 10:05 Predsedajuci: Viliam Dobids, Ganyovics Attila
Chairmen:  Viliam Dobids, Ganyovics Attila

1. Viliam Dobias, Mariana Bachanova (Slovensko)
Spomienky veterana na buducnost (25')
Memories of a veteran for the future

2. Ganyovics Attila, Téfa Bulikova (Slovensko)
Slovenska spoloénost urgentnej mediciny a mediciny katastrof - minulost, sucas-
nost, budidcnost (15
Slovak Society of the Emergency Medicine and Disaster Medicine - history, pres-
ence, future

3. Mariadn Hudak (Slovensko)
Realita v oblasti vzdelavania a kompetencii nelekarskeho personalu v ZZS (15')
Reality in the field of education and competences of non-physician staff in the EMS

4. Martina Vitkova (Slovensko)
Buducnost nezdravotnickych ¢lenov posadok ZZS (15)
The future of non-medical members of the EMS crews

5. Jakub Hamsik, Volodymyr Kizyma, Beata Macejkova (Slovensko)
Problematika vzdelavania oséb poskytujicich KPR na Slovensku (15
Problems of education of the individuals providing CPR in Slovakia

6. Diskusia (107)
Discussion

Strucny popis:

Pohlad na vyvoj ZZS za 20 rokov od prijatia zédkona o ZZS (transformacnych zakonov), vzdeldvanie
a kompetencie lekarov, zachranarov, efektivita vyuZitia kapacit persondlu v jednotlivych typoch
posadok, postavenie nezdravotnickych pracovnikov v ZZS, vzdelavanie laickej verejnosti v prvej
pomoci na Slovensku v kontexte pravidiel ERC.

A look at the development of the Slovak EMS in the 20 years since the adoption of the EMS Act
(transformation laws), the education and competencies of doctors, paramedics, the effectiveness of
staff capacity utilization in individual types of crews, the status of non-medical staff in the EMS, the
first aid education of the general public in Slovakia in the context of the ERC rules.

10:05 - 10:20 Prestavka
Coffee Break

'
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Organizacné, ekonomické a pravne aspekty
Organizational, Economical and Legal Aspects

10:20 - 12:00 Predsedajlci: Stefan Trenkler, Gaston Ivanov

Strucny popis:

Chairmen:  Stefan Trenkler, Gaston lvanov

Gaston Ivanov, Jozef Karas, Ernest Caban, Slavomir Gruska (Slovensko)
Sucasny stav a ako dalej v ZZS na Slovensku (15Y)
The current situation and how to proceed in EMS in Slovakia

Peter Jankovi¢, Ludmila Janosikova (Slovensko)

Optimalizacia rozmiestnenia a zloZenia vozového parku vozidiel zachrannej
zdravotnej sluzby v SR (15"

Optimization of the location and composition of the Emergency medical service
vehicle fleet in Slovakia

Stefan Trenkler (Slovensko)
Vyznam registrov v procese zvysovania kvality v zdravotnictve (15')
The importance of registers in the process of improving quality in healthcare

Marian Petko (Slovensko)

Prednemocni¢na neodkladna starostlivost a Gstavna zdravotna starostlivost —
sdcasny stav vztahov a perspektivy vyvoja (15

Pre-hospital emergency care and hospital care - the current state of relations and
prospectives for development

Ivo Hybrant, Marian Faktor (Slovensko)
Zachranna zdravotna sluzba v datach Davery zdravotnej poistovne (15')
Emergency medical service in the data of the Dovera Health Insurance Company

Monika Novotna (Slovensko)
Pravna Gprava ZZS a jej vyzvy (15)
Legal adjustment of the EMS and its challenges

Diskusia (107)
Discussion

Déta o ¢innosti ZZS na Slovensku, efektivita systému, tvorba siete stanic ZZS, zbieranie dat a
porovnanie s inymi krajinami, ndrodné registre, prepojenie ZZS na oddelenia urgentnych prijmoy,
vztah k restrukturalizacii nemocnic, financovanie systému, legislativne slabiny a navrhy riesenia.

Data on the activities of the EMS in Slovakia, efficiency of the system, the creation of a network of
EMS stations, data collection and comparison with other countries, national registers, the coopera-
tion with emergency departments, relationship with hospital restructuring, financing of the system,
legislative weaknesses and proposals for solutions.

12:00 - 13:00 Obed

Lunch
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Blok VII.

Panelova diskusia
Panel Discussion

13:15 - 14:30 Predsedajuci: Tomas Szalay, Jozef Karas, Gaston Ivanov, Marian Faktor,
Marian Petko, Attila Ganyovics, Monika Novotna
Chairmen:  Tomas Szalay, Jozef Karas, Gaston Ivanov, Maridn Faktor,
Maridn Petko, Attila Ganyovics, Monika Novotna

1. Rudolf Zajac (Slovensko)
Zachranna zdravotna sluzba na Slovensku po 20 rokoch - realny pohlad a ako
dalej (15)
Emergency medical service in Slovakia after 20 years - a real view and what to do
next

2. Panelova diskusia (60
Panel Discussion

Strucny popis:

Interaktivna diskusia k aktudlnemu stavu ZZS na Slovenskuy, reflexia k prezentovanym skdsenos-
tiam ZZS v krajindch Eurépy, ndvrhy na systémové rieSenia slabych miest v urgentnej medicine
a urgentnej zdravotnej starostlivosti prednemocni¢nej a nemocnicnej, s prihliadanim na restruk-
turalizéciu nemocnic, medzinemocni¢né transporty emergentného a neemergentného charakteru,
legislativa a financovanie.

Interactive discussion on the current state of EMS in Slovakia, reflection on the presented experi-
ences of the EMS in European countries, proposals for systemic solutions to the weaknesses in
emergency medicine, pre-hospital and hospital emergency care, taking into account the restructur-
ing of hospitals, inter-hospital emergency and non-emergency transport, legislation and financing.

Blok VIIl.

Odporicania pre SR (30°)
Recommendations for Slovak EMS

14:30 - 15:00 Predsedajuci: Tomas Szalay, Jozef Karas
Chairmen: Tomas Szalay, Jozef Karas

15:00 - 15:20 Zaver
Tomas Szalay, Jozef Karas
Closing Ceremony
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SPiKRI /SPEAKERS

Jozef Karas

Je medicinsky riaditel AGEL Merea a.s. . Mnoho rokov pracoval ako anestéziolég na oddeleni
anestéziolégie a intenzivnej mediciny, v oblasti urgentnej mediciny, a vo vyjazdoch v ambulancii
zachrannej zdravotnej sluzby. Bol riaditelom vSeobecnej okresnej nemocnice. Neskér medicins-
kym riaditelom a generdlnym riaditelom najvac¢sej zdchrannej zdravotnej sluzby na Slovensku. Je
autorom a spoluautorom 4 knih z oblasti prednemocni¢nej urgentnej mediciny.

Is the Medical Director at AGEL Merea a.s. He has worked for many years as an anaesthesiologist
at the Department of Anaestehsiology and Intensive Care, in the field of emergency medicine,
including prehospital emergency medicine. He has led a district general hospital as managing
director and the largest EMS company in Slovakia as medical director and CEO. He is the author
and co-author of 4 books in the field of prehospital emergency medicine.
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(foto Tomas Benedikovi€, 2017)

Rudolf Zajac

Rudolf Zajac po skonceni Studia pracoval ako urolég a radiodiagnostlk vo Fakultnej nemocnici
v Bratislave. Neskér pracoval ako riaditel komer¢nej spolo¢nosti. Od 2001 sa venoval politike.
V rokoch 2002 az 2006 bol ministrom zdravotnictva Slovenskej republiky. Rozhodujacim
sposobom sa pricinil o zavedenie reformnych zakonov, ktoré zasadne zmenili charakter
zdravotnictva na Slovensku. Pdsobil ako poradca ministra financii Ceskej republiky. V sG&asnosti
pracuje v konzulta¢nej a obchodnej spolo¢nosti Health Direct s. r. o.

After graduation, Rudolf Zajac worked as a urologist and radiologist at the University Hospital in
Bratislava. Later he worked as a director of a commercial company. He entered politics in 2001.
From 2002 to 2006 he was Minister of Health of the Slovak Republic. He was instrumental in
introducing reform legislation that fundamentally changed the nature of the healthcare system
in Slovakia. He was as an advisor to the Minister of Finance of the Czech Republic and currently
works in a consulting and trading company, Health Direct Ltd.
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Viliam Dobias

Anestézioldg, intenzivista a Specialista urgentnej mediciny. Ma 49 rokov medicinskej praxe. Bol
prezidentom Slovenskej anestéziologickej aj urgentologickej, zakladal slovenska spolo¢nost pre
lie¢bu bolesti. Pedagdg na viacerych univerzitdch na Slovensku a v Cechach. Bol prezidentom
Slovenského Cerveného kriza (SCK). Autor a spoluautor viac ako 14 vysokoskolskych ugebnic,
monografii @ odporacani odbornych spolo¢nosti (WHO, EuSEM, SSUMaMK, SKS), viac ako 200
publikacii v ¢asopisoch. Od r. 2006 hlavny rozhodca medzinarodnej sutaze Rallye Rejviz. Drzitel
najvysdich vyznamenani, vyznamenany Radom L. Stdra I. triedy 2022. V sG¢asnosti odborny
zéstupca LSE-Life Star Emergency, veduci Katedry urgentnej mediciny LF SZU, sudny znalec,
instruktor prvej pomoci.

Anesthesiologist, intensivist and specialist in emergency medicine. He has 49 years of medical
experience. He was the president of the Slovak Society of Anaesthesiology and the Slovak
Society of Emergency Medicine. He founded founded the Slovak Society of Pain Management.
He has taught at several universities in the Slovak and the Czech Republic. He was a president
of the Slovak Red Cross (SCK). Author and co-author of more than 14 university textbooks,
monographs and recommendations of professional societies (WHO, EuSEM, SSUMaMK, SKS),
more than 200 publications in journals. Since 2006 chief judge of the international competition
Rallye Rejviz. Holder of the highest honours - awarded by the Order of L. Stdr I. class 2022.
Currently, an expert guarantor of LSE-Life Star Emergency (EMS provider), the head of the
Department of Emergency Medicine of the Medical Faculty of the Slovak Health University,
a forensic expert, a first aid instructor.
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Ondfej Franék

Je lekdrom urgentnej mediciny, konzultantom na opera¢nom stredisku zachrannej zdravotnej
sluzby Praha. Je aktivnym ¢lenom vedenia Ceskej spolo¢nosti urgentnej mediciny a mediciny
katastrof a Ceskej resuscitan¢nej rady. Pracuje tieZ ako stidny znalec v odbore urgentna medicina.
Je autorom a spoluautorom viac ako 100 ¢lankov a 5 knih z oblasti prednemocni¢nej urgentnej
mediciny a prvej pomoci.

Ondrej Franék is an emergency physician, medical consultant of Medical dispatch EMS Prague.
He is a board member of both Czech society of Emergency medicine and Czech resuscitation
society, expert witness in Emergency medicine and medical advisor in emergency medicine
and first aid. He is the author and co-author of more than 100 articles and 5 books in the field
of prehospital emergency medicine and first aid.
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Roman Skulec

Doc. MUDr. Roman Skulec, PhD. Je Internista, kardiolég a urgentista s dlhoro¢nou praxou,
vysokoskolsky ucitel a vedec v oblasti akutnej mediciny. Primar Oddelenia urgentnej mediciny
v Nemocnici Bory, a.s. v Bratislave.

Assistant professor Dr. Roman Skulec, PhD. is an internist, cardiologist and emergency physician
with many years of experience, university teacher and scientist in the field of acute medicine.
Head of the Department of Emergency Medicine at the Bory Hospital, a.s. in Bratislava.
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Stefan Trenkler

Je anestéziolég na Ciastonom dochodku, stéle aktivny v Slovenskej spolo¢nosti anestézioldgie
a intenzivnej mediciny a Slovenskej spolo¢nosti urgentnej mediciny. Bol prednostom kliniky
anestézioldgie a intenzivnej mediciny vo fakultnej nemocnici, medicinskym riaditelom v spolo¢nosti
Z7S, predndsal na lekarskej fakulte. Venuje sa organizacnej ¢innosti, vyskumu a vzdeldvaniu
v oblasti urgentnej mediciny. Je autorom a spoluautorom desiatok vedeckych publikacii doma
i v zahranici, vrétane vysoko renomovanych ¢asopisov.

Stefan Trenkler is an anaesthesiologist in partial retirement, still active in the Slovak Society
of Anaesthesiology and Intensive Medicine and the Slovak Society of Emergency Medicine.
He was the head of the university department of anaesthesiology, medical director of the EMS
company, lecturer at the Medical faculty. He is engaged in organizational activities, research
and education in the field of emergency medicine. He is the author and coauthor of dozens
of scientific publications at home and abroad, including high rank journals.
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Luca Bergonzi

je zodpovedny za rozvoj medzindrodnych ¢innosti v spolo¢nosti Beta 80 Group v Taliansku.
Od roku 2012 pracuje na viacerych projektoch sivisiacich s tiesiiovym volanim, ako su projekty
eCall v Eurépe a Abu Zabi, zavadzanie systémov AML a NG112 a zriadenie nadrodného cisla 112
a emergentnych sluZieb v Severnom Macedénsku. Je tiez predsedom technického a prevadzkového
vyboru EENA - Eurépskej asocidcie cisel tiesfiového volania so sidlom v Bruseli.

Luca Bergonzi is a telecommunications engineer with a specialization in digital signal processing.
Today he is the responsible for international business development at Beta 80 Group, Italy.
He has been working since 2012 on several emergency-related projects, such as eCall projects
in Europe and Abu Dhabi, AML and NG112 deployment and the establishment of the National
112 and emergency services in North Macedonia. He’s also the chairman of the Technical and
operation committee of EENA - European Emergency Number Association, based in Brussels.
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Jesper Krgyer Hansen

Pracuje ako veduci prevadzky reagujdcej na dopyt (vratane Dopravnej zdravotnej sluzby) na Urade
verejnej dopravy FynBus (Dansko). Jesper mé 28 rokov skdsenosti v Dopravnej zdravotnej sluZbe.
Pocas 22 rokov pracoval v medzindrodnej spolo¢nosti Falck (poskytovatel zachrannej zdravot-
nej a dopravnej sluzby), kde presiel viacerymi poziciami. Ako manaZzér call - centra, prevadzkovy
manazér, neskor ako prevadzkovy riaditel, medzinarodny prevddzkovy analytik a medzinarodny
prevadzkovy manazér . Tiez pracoval 1 rok ako nezavisly medzindrodny konzultant pre riadenie
dopravnej zdravotnej sluzby a 5 rokov ako veduci DRT vo FynBus. Jesper pracoval vo vacsine krajin
EU, na Blizkom vychode ale aj v Azii a Afrike.

Head of Demand Responsive Traffic (including PTS) at Public Transport Authority FynBus (DK).
Jesper has 28 years of experience in PTS, having worked as Call-center Manager, Operations
Controller, Head of Operations, International Operations Analyst and International Operations
Excellence Manager at international EMS and PTS provider Falck (22 years), 1 year as an
independent international consultant on PTS-management, and 5 years as Head of DRT
at FynBus. Jesper has worked in most EU-countries, in the Middle East, in Asia and in Africa.
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" CC. Chojy,,

Christof Constantin Chwojka

Zalozil v roku 2003 svoje doteraz najvyznamne-
jsie pracovisko “Notruf NO”, ktoré aj sém riadil a2
do februdra 2023. Od augusta 2023 pracuje pre
Nadaciu Bjorna Steigera. Medzi hlavné projekty
Notruf NO pod jeho vedenim uréite patri a patrilo
zavedenie digitdlneho varovania v sieti pagerov
gj prostrednictvom ESAPP ako aj digitalizacia
zachrannych sluZieb od volania az po odovzdanie
v nemocnici. Prelomové je zavedenie telefonickej
zdravotnej poradne 1450 v roku 2017, akatnych
komunitnych sestier v roku 2020, zriadenie
rakuskej siete AED a takzvanej Rettungsland-
schaft-NEU v rokoch 2020 az 2022. Costa je ak-
tivnym zachrandrom a tiez velitelom hasi¢ského
zboru vo svojom rodnom meste. Ako prvy Eu-
répan ziskal certifikat IAED vo vsetkych troch
disciplinach tiesiiového volania (hasici, policia
a zachranari). Za svoju ¢innost a angaZovanost
ziskal mnoZstvo oceneni a zasluznych medaili od
hasi¢ského zboru, Cerveného kriza a miest a obdi.
V juni 2022 ziskal “Velké ¢estné vyznamenanie
za zasluhy o spolkovu krajinu Dolné Rakusko” a v
novembri 2022 mu bola v rakiskom parlamente

udelena “Cena Camillo za celoZivotné dielo”.

He founded his most important workplace to
date, “Notruf NO”, in 2003, which he also man-
aged himself until February 2023. Since August
2023, he has been working for the Bjérn Stei-
ger Foundation. Major projects of Notruf NO
under his leadership are and were certainly
the introduction of digital alerting both in the
pager network and via ESAPR as well as the
digitalisation of emergency services from the
call to the handover in the hospital. The intro-
duction of the telephone health consultation
1450 in 2017, the Acute Community Nurses
in 2020, the establishment of the Austrian
AED Network and the so-called Rettungsland-
schaft-NEU in the years 2020 to 2022 with the
preceding emergency physician restructuring in
2016 are groundbreaking. Costa is an active
emergency paramedic and also a fire brigade
commander in his home town. He was the first
European to receive IAED certification in all
three emergency call disciplines (fire, police and
rescue).

For his activities and commitment, he received
numerous awards and medals of merit from
the fire brigade, the Red Cross and cities and
municipalities. In June 2022, he received the
“Grand Decoration of Honour for Services to
the Province of Lower Austria” and in Novem-
ber 2022, in the Austrian Parliament, he re-
ceived the “Camillo Award for Lifetime Achieve-
ment”.
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Sophia Gebath - Wicho

Sophia je multikultdrna osobnost s vasiiou pre krizové riadenie a zdravotn( starostlivost. Ako
tinedzerka stravila &tyri roky v Cine a potom sa prestahovala do Kanady, kde ziskala bakalarsky
titul v odbore manazment katastrof a mimoriadnych udalosti. Po ndvrate do rodného Rakuska sa
zatala vzdelavat ako zachranarka raktskeho Cerveného kriza a zaroveii pokratovala vo vzdelavani
ziskanim magisterského titulu v oblasti riadenia zdravotnej starostlivosti v nddzovych situaciach.
Nasledne zacala svoju kariéru v Notruf NO v roku 2015 ako calltaker, kde sa rychlo vypracovala
na dispecerku a stcast timu riadenia kvality, neZ sa presunula na poziciu zastupkyne vediceho
nového oddelenia: Channelmanagement.

Vo svojej stcasnej funkcii je Sophia odhodlana vyuzit svoje zruénosti a skisenosti na pozitivny
dopad v oblasti riadenia zachrannych sluZieb a zdravotnictva.

Sophia is a multicultural individual with a passion for emergency management and healthcare.
As a teenager, she spent four years living in China before moving to Canada, where she complet-
ed her bachelor’s degree in Disaster and Emergency Management. Upon returning to her home
country of Austria she began training to become a paramedic for the Austrian Red Cross and
simultaneously continued her education by earning a Master of Science in Emergency Healthcare
Management. Afterwards she began her career at Notruf NO in 2015 as a Calltaker, where she
quickly rose through the ranks to be a Dispatcher and part of the Quality Management team
before moving on to become the vice head of a new department: Channelmanagement.

In her current role, Sophia is committed to utilizing her skills and experience to make a positive
impact in the emergency management and healthcare industry..

.
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Marian Faktor

Marian Faktor ukonéil stddium na Lekdrskej
fakulte Univerzity Komenského v Bratislave
(1990-1996) a studium na Pravnickej fakulte
Paneuropskej vysokej skoly prava V Bratislave
(2005-2010). V rokoch 1996 az 2010 posobil
ako lekdr na gynekologicko-porodnickom odd-
eleni a oddeleni Urazovej chirurgie Nemocnice
s poliklinikou v Cadd. Vo funkcii vediceho
sluzobného Gradu a nasledne vediceho odboru
zdravotnej vychovy Regionalneho Gradu vere-
jného zdravotnictva v Caddi bol od roku 2004.
V obdobi od septembra 2010 do aprila 2012
posobil ako predseda predstavenstva a general-
ny riaditel V3eobecnej zdravotnej poistovne. Od
jula 2010 podsobil ako veduci sluzobného Gradu
na MZ SR. Marian Faktor posobil aj ako projek-
tovy manazér projektu integracie zdravotnych
poistovni Dévera, a.s.aApollo, a. s., dalej ako ¢len
pracovnej skupiny pre zavadzanie manazérske-
ho informacného systému v ZP Dévers, a. s., ako
¢len rady pre kvality, riadiaceho organu projektu
zavedenia systému manazérstva kvality STN EN
9001:2001 vo V3eobecnej zdravotnej poistovni
a ako posudkovy lekar Uradu prace, socidlnych
ved a rodiny v Cadci. Je denom Slovenskej
lekdrskej komory. v suc¢asnosti pracuje ako ria-
ditel' Useku vztahov s poskytovatelmi zdravotnej
starostlivosti a ¢len predstavenstva ZP Dovera.

Specializuje sa na vztahy s poskytovatelmi,
zdravotn( starostlivost, kontraktilni politiku,
efektivnu nakladova optimalizaciu a legislativu.

Marian Faktor completed his studies at the Fac-
ulty of Medicine of the Comenius University in
Bratislava (1990-1996) and studies at the Fac-
ulty of Law of the Pan-European University of
Law in Bratislava (2005-2010). In years from
1996 to 2010, he worked as a doctor at the
department of gynecology and obstetrics and
at the department of trauma and surgery in
a Cadca Hospital. From 2004 he was the head
of the service office and then the head of the
health education department of the Regional
Bublic Health Office in Cadca. From September
2010 to April 2012, he was the chairman of
the board of directors and managing director of
the General Health Insurance Company. Since
July 2010, he has been working as the head of
the service office at the Ministry of Health.
Marian Faktor also worked as a project manag-
er of the Dévera health insurance integration
project and Apollo (health insurance compa-
nies). He also worked as a member of the work-
ing group for the introduction of management
information system in Dévera, as a member of
the quality board, the governing body of the
system implementation project of quality man-
agement STN EN 9001:2001 in the General
Health Insurance Company and as a medical
examiner at the Office of Labor, Social Affairs
and Family in Cadca. He is a member of the
Slovak Medical Chamber. He currently works
as the director of the Department of Relations
with Health Care Providers and as a member of
the board of directors of Dévera Health Insur-
ance Company. He specializes in provider rela-
tions, health care, contractual policy, effective
cost optimization and legislation.
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Marian Petko

Ukondéil stadium na Lekarskej fakulte hygienickej Univerzity Karlovej Praha (1980 - 1986).
Atestdciu ziskal z odboru Vnitorného lekarstva I. stupiia, z odboru Kardiolégia a z odboru Socidlne
lekdrstvo a organizacia zdravotnictva (SZU) V rokoch 1994 -1999 posobil ako veduci lekar
Jednotky intenzivnej starostlivosti pre vnitorné choroby. V roku 2002 ziskal certifikat Slovenskej
lekarskej komory ako Odbornik pre riadenie a organizaciu zdravotnictva. V rokoch 2001 - 2003
absolvoval trojro¢né stidium Master of public health MPH na Slovenskej zdravotnickej univerzite
Bratislava - Odbornik pre verejné zdravotnictvo. V rokoch 2003 - 2004 pdsobil ako ¢len Spravnej
rady V&eobecnej zdravotnej poistovne a v rokoch 2004 - 2008 ako ¢len Dozornej rady Uradu pre
dohlad nad zdravotnou starostlivostou. Marian Petko posobi od roku 2002 ako riaditel nestat-
neho zdravotnickeho zariadenia NsP Sv. Jakuba, n. o., Bardejov a od roku 2006 je prezidentom
Asociacie nemocnic Slovenska, ku rozvoju ktorej prispel vyznamnym spdsobom.

Marian Petko graduated from the Faculty of Medicine and Hygiene at Charles University in Prague
(1980 - 1986). He was certified in Internal Medicine |, Cardiology, and Social Medicine and Health
Organization (5ZU). In 1994 - 1999 he worked as the head physician of the Intensive Care Unit for
Internal Diseases. In 2002 he was certified by the Slovak Medical Chamber as an expert in health
care management and organization. In 2001 - 2003 he completed a three-year Master of Public
Health MPH at the Slovak University of Health Sciences in Bratislava - Specialist in Public Health.
In 2003-2004 he was member of the Board of Directors of the General Health Insurance Com-
pany and in 2004-2008, member of the Supervisory Board of the Medical Surveillance Authority.
Since 2002, Marian Petko has been the managing director of the non-state medical facility NsP
Sv. Jakuba, n. 0., Bardejov, and since 2006 he has been the President of the Association of Slovak
Hospitals, to the development of which he has made a significant contribution.

|
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Marian Hudak

Je zdravotnicky zachrandr, ktory celd svoju kariéru pdsobi v zlozkdch pozemnej a leteckej zachrannej
sluzby na rdéznych pracovnych pozicidch. Je jednym zo zakladajucich ¢lenov a zaroveri historicky
prvym prezidentom Slovenskej komory zdravotnickych zachrandrov. Rovnako tak, je spoluau-
torom viacerych legislativnych a edukacnych materiadlov a zéroven je certifikovanym instruktorom
Prehospital Trauma Life Support . V stcasnosti zastdva funkciu hlavného odbornika Ministerstva
zdravotnictva Slovenskej republiky pre zdravotnicke zachranarstvo.

Marian Huddk is a paramedic who has worked in various positions in the ground and air
ambulance services throughout his career. He is one of the founding members and at the same
time the first president of the Slovak Chamber of Medical Paramedics. Likewise, he is the
co-author of several legislative and educational materials and is also a certified Prehospital Trau-
ma Life Support instructor. He currently holds the position of chief expert of the Ministry of Health
of the Slovak Republic for medical rescue.
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Attila Ganyovics

Urgentnej medicine sa venuje od roku 2006. Posobi ako lekdr RLP v Rimavskej Sobote. Venuje
sa problematike skvalitiovania urgentnej mediciny a zavadzaniu inovativnych postupov do
zachranarskej praxe. Je autorom a spoluautorom niekolkych edukacnych materidlov a odbornych
odporGéani. Prednasa na odbornych podujatiach na Slovensku a v Cechach. Je organizdtorom
Stredoeurépskeho kongresu urgentnej mediciny a mediciny katastrof, a kongresu Polytrauma.
Je prezidentom Slovenskej spolo¢nosti urgentnej mediciny a mediciny katastrof, ¢len pracovnej
skupiny Akreditac¢nej komisie MZ SR pre UZS, ¢len Kategoriza¢nej komisie MZ pre urgentnu
medicinu.

He has been practicing emergency medicine since 2006 and currently works as an EMS doctor in
Rimavska Sobota. He is dedicated to improving the quality of emergency care and implementing
innovative practices. He is the author and co-author of several educational materials and profes-
sional recommendations. He lectures at professional events in the Slovak and the Czech Republic.
He is the organizer of the Central European Congress of Emergency Medicine and Disaster Medi-
cine, and the Polytrauma Congress. He is the President of the Slovak Society of Emergency Med-
icine and Disaster Medicine, a member of the working group of the Accreditation Commission of
the Slovak Ministry of Health, a member of the Categorization Commission of the Slovak Ministry
of Health for Emergency Medicine.
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Volodymyr Kizyma

Anestézioldg, intenzivista a Specialista urgentnej mediciny. M@ 37 rokov medicinskej praxe.
Pracoval v Ukrajine, Libyi, Karibiku a na Slovensku od roku 2010. Ziskal titul MBA na Univerzite
Heriot - Watt v Edinburghu. Bol medicinskym riaditelom a hlavnym lekérom najvacsej zachrannej
zdravotnej sluzby na Slovensku. V sticasnosti supervizor pre poskytovanie NZS v spolo¢nosti RZP,
a.s., lekdr RLP, instruktor prvej pomoci, ¢len ERC.

Anesthesiologist, intensivist and emergency medicine specialist. Volodymyr Kizyma has 37 years
of medical experience. Since 2010 he has worked in Ukraine, Libya, the Caribbean and Slovakia.
He received an MBA from Heriot-Watt University in Edinburgh and was the medical director and
chief physician of the largest emergency medical service in Slovakia. Currently acts as supervisor
for providing of NZS at RZR a.s. company, like EMS doctor, first aid instructor and ERC member.
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Dariusz Timler

Je lekar urgentnej mediciny, v sGcasnosti je prezidentom Polskej Spolo¢nosti pre Urgentna
Medicinu. Je profesorom na univerzite, prodekanom pre organizac¢né zalezitosti a fakultu urgent-
nej mediciny, veducim katedry urgentnej mediciny a mediciny katastrof, vedicim univerzitného
medicinskeho laboratéria urgentnej didaktiky Lekarskej univerzity v Lodzi, Polsko. Venuje sa orga-
nizacnej ¢innosti, vyskumu a vzdeldvaniu v oblasti urgentnej mediciny, autor a spoluautor desiatok
vedeckych publikacii doma i v zahranici.

Dariusz Timler is an emergency physician, currently the President of Polish Society for Emergency
Medicine. He is a professor at the university, associate dean for Organizational Affairs and Faculty
of Emergency Medicine, head of the Department of Emergency Medicine and Disaster Medicine,
head of the University Medical Laboratory of Emergency Didactics Medical University of Lodz, Po-
land. He is engaged in organizational activities, research and education in the field of emergency
medicine, the author and coauthor of dozens of scientific publications at home and abroad.
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Klaus Runggaldier

Je dekanom Fakulty zdravotnickych vied na Lekarskej fakulte Univerzity aplikovanych vied
a Lekarskej univerzite v Hamburgu. Je tieZz generdlnym riaditelom spolo¢nosti Falck v Nemecku,
najvacsieho stkromného poskytovatela ZZS v Nemecku. Klaus je tiez zachranar a pracuje ako
hodnotitel kvality pre medzindrodnu akredita¢n( agenturu v oblasti zdravotnictva a socidlnych
vied. Predndsa na r6znych narodnych a medzinarodnych univerzitach a je autorom mnohych knih
a ¢lankov v oblasti ZZS a primarnej zdravotnej starostlivosti.

Klaus Runggaldier is the Dean of the Faculty of Health Sciences at the Hamburg Medical School,
University of Applied Sciences and Medical University. He is also the Managing Director of Falck in
Germany, the largest private provider of EMS in Germany. Klaus is also a paramedic and he works
as quality assessor for an international accreditation agency in the health and social sciences. He
gives lectures at various national and international universities and is the author of numerous of
books and articles in the field of EMS and Primary Health Care.
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Christoph Redelsteiner

Posobi ako zdravotnicky zachranar na Univerzite aplikovanych vied a Katedry socialnej prace
a zdravotnictva v St. Poltene. Je akademickym riaditelom programu Master of Social Work, kde
sa zameriava na vseobecnld socidlnu pracu a vedenie pripadov. Je vyskumnym pracovnikom
v pridruzenom ,llse Arlt Institute on Social Inclusion Research” s dérazom na primarnu socialnu
a zdravotnu starostlivost, verejné zdravie a krizovl intervenciu. Bol veducim ucebnych osnov
pilotného bakalarskeho programu ,Nurse-EMT“na jeho univerzite. Je zakladatel a vedeckym
riaditelom programu Master in Emergency Health Services Management na univerzite Danube
v Rakusku. V roku 2003 bol prvym drzitelom medzindrodnej ceny James O. Page. Stale je aktivny
ako zachranar a ako prvy zasahujici v komunite a priniesol PHTLS, programy AMLS a EPC
do Rakuska. Je autorom réznych prispevkov a recenzii pre rozne ¢asopisy a knihy EMS.

Christoph Redelsteiner Paramedic works at St. Pélten University of Applied Sciences, Departments
of Social Work and Health. He is the Academic Director of the Master of Social Work Program,
which has a General Social Work and Casemanagement track. He is researcher at the associated
JIse Arlt Institute on Social Inclusion Research” with an emphasis on Primary Social and Health
Care (Community Care), Public Health and Crisis Intervention. He was the curriculum leader of the
pilot “Nurse-EMT” Bachelor scheme at his University. Chris is founder and scientific Director of
the Master in Emergency Health Services Management Program at Danube University in Austria.
He was the first recipient of the International James O. Page award 2003. He is still active as
a paramedic and as community first responder and has brought PHTLS, AMLS and EPC programs
to Austria and contributes and reviews for various EMS Journals and books.
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Peter Jankovi¢

Je vysokogkolskym utitelom na Fakulte riadenia a informatiky Zilinskej univerzity v Ziline.
Je prednasajucim na predmetoch diskrétna simulacia, modelovanie a simulacia, Gdajové Struktary.
V komer¢nej sfére spolupracoval na vyvoji simula¢nych nastrojov Villon a Dante, ktoré riesili rozne
typy dopravnych uzlov. Je autorom mikroskopického agentovo orientovaného simula¢ného modelu
zachrannej zdravotnej sluzby, ktory sa uspesne od roku 2017 vyuZiva pri vyhodnocovani moznych
zmien v systéme ZZS. Je tiez spoluautorom viacerych vedeckych ¢ldnkov na témy ZZS.

Peter Jankovi¢ is a teacher at the Faculty of Management and Informatics at Zilina University
in Zilina. He serves as a lecturer for courses such as Discrete Simulation, Modeling and Simulation,
and Data Structures. In the realm of commerce, he has collaborated extensively on the devel-
opment of simulation tools, namely Villon and Dante, both aimed at addressing various types
of transportation nodes. A notable contribution in his career is the creation of a microscopic
agent-based simulation model for emergency medical services. This innovative model has been
successfully employed since 2017 to assess potential changes within the Emergency Medical
Services system. He is also a co-author of several scientific articles on the topics of EMS.
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Lukas Busek

Podnikatel, ktory vyraznou mierou prispel k digitalnej transformacii ¢eskych zachrannych sluzieb.
Mobilné rieSenie, pri ktorého zrode stal, a spolu so zachrannymi sluzbami implementoval, bolo
prvykrat pouzité v roku 2008 a je pouzivané dodnes, sa ukazalo ako prelomové pre oblast urgent-
nej mediciny. Teraz pracuje na komunika¢nom ndstraji, ktory spdja prednemocni¢ny a nemocnicny
sektor, s cielom zjednodusenia a zefektivnenia komunikacie, kde je hlavny doéraz kladeny na pacien-
ta. Pre skvalitnenie svojich projektov aktivne stdZuje na zdchrannej sluzbe a v si¢asnosti dokoncuje
Stadium v odbore zdravotnicky zachranar.

Lukas Busek an entrepreneur who significantly contributed to the digital transformation of the
Czech emergency medical services. The mobile solution that he created and implemented together
with EMS was used for the first time in 2008 and is still used today, proving to be groundbreaking
for the field of emergency medicine. He is now working on a communication tool that connects
the pre-hospital and hospital sectors, with the aim of simplifying and streamlining communication,
where the focus is on the patient. To improve the quality of his projects, he is actively interning at
the rescue service and is currently completing his bachelor’s degree as a paramedic.
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Barbora Truksova Zuchova

Je lékafem s atestaci v oboru urgentni medicina. Pracovala jako |ékar Zdravotnické zachranné
sluzby Jihomoravského kraje, vyjezdovy |ékar, vedouci operacniho strediska, garant systému First
responder, ¢len Biohazard tymu a tiskova mluvci. Nyni pdsobi na Zdravotnické zachranné sluzbé
Zlinského kraje a spolupracuje s Zdravotnickou zachrannou sluzbou Pardubického a Usteckého
kraje. Soucasné se podili na vzniku Urgentniho piijmu Fakultni nemocnice u Sv. Anny v Brné.
Je ¢lenem vyboru sekce operacniho Fizeni Spole¢nosti urgentni mediciny.

She is an emergency physician. She has worked as a physician in the South Moravian Region
Emergency Medical Service, as an emergency physician, as the head of the Emergency Call Cen-
ter, as a guarantor of the First Responder System, as a member of the Biohazard Team and as
a spokesperson. She currently works for the Emergency Medical Service of the Zlin Region and
cooperates with the Emergency Medical Services of the Pardubice and Usti Regions. At the same
time, she is involved and participates in the creation of the new Emergency Department of the St.
Anna University Hospital in Brno. She is a member of the Committee of the Section of Operational
Management of the Society of Emergency Medicine.
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Martina Vitkova

Od roku 2006 pracuje v oblasti zachrannej zdravotnej sluzby ako zachranar. Trinast rokov
pracovala ako manazérka vzdeldvacieho a vycvikového strediska a neskor ako prevadzkova
riaditelka najvacsieho poskytovatela zachrannej zdravotnej sluzby na Slovensku. DIhé roky pdsobi
ako lektorka na Katedre urgentnej zdravotnej starostlivosti PreSovskej univerzity v PreSove, kde
vzdeldva zachrandrov a Studentov urgentnej zdravotnej starostlivosti. Vytvéra odborné publikacie
pre zachrandrov a podiela sa na tvorbe odbornych postupov.

Since 2006 she has been working in the field of emergency medical services as a paramedic.
For thirteen years she worked as the manager of an education and training center and later as the
operations manager of the largest provider of emergency medical services in Slovakia. For many
years she has worked as a lecturer at the Department of Emergency Health Care at the University
of Presov, where she trains paramedics and students of emergency health care. She creates
professional publications for paramedics and participates in the development of professional
codes of practice.
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Marian Vlasak

Marian Vlasak vystudoval Strojnicku fakultu Technickej univerzity v KoSiciach. V oblasti zachran-
nej zdravotnej sluzby pracuje uz viac ako 16 rokov. V sicasnosti zastdva poziciu Global Fleet
Sourcing & Vehicles Construction Manager v spolo¢nosti Falck Denmark A/S. Je zodpovedny
za proces obstaravania, ndkupu a vyroby sanitnych vozidiel, hasi¢skych vozidiel a vozidiel cestnej
zachrannej sluzby pre skupinu Falck. Pocas svojej pracovnej kariéry sa podielal na vyvoji, vyrobe
a dodavke viac ako tisicky sanitnych vozidiel a niekolkych desiatok hasi¢skych vozidiel.
Jeho poslednym a sucasne najdodlezitejSim projektom bol vyvoj a vyroba elektrického sanitného
vozidla na bdze Mercedes-Benz eVito, ktoré bolo ako Uplne prvé plne elektrické sanitné vozidlo
Uspesne uvedené do prevadzky ZZS v regiéne Kodar v Dansku. Marian je odbornik v oblasti
eurépskej legislativy pre homologéaciu Specidlnych vozidiel. Absolvoval kurz projektového
manazmentu podla metodiky PRINCE2: Foundation a zdakladny zdachranarsky kurz.
Je certifikovanym internym auditorom systému manaZzérstva kvality podla ISO 9001:2008.

Marian Vlasak is Global Fleet Sourcing & Vehicles Construction Manager at Falck’s Denmark Global
Procurement department. Marian holds Diploma Degree (MSc.) in Mechanical Engineering and is
working in Emergency Medical Services for more than 16 years. His current field of responsibility is
tendering, procurement and production of ambulances, fire trucks and roadside assistance vehicles
for Falck Group. Within his working career Marian was leading design, development and delivery
of more than a thousand tender and legislation compliant ambulances and tens of fire trucks.
His recent most important project was design and development of very first scalable electrical
ambulance build on Mercedes-Benz e-Vito chassis, which was successfully implemented into EMS
operations of Region Hovedstaden (Copenhagen) in Denmark. Marian is expert in special vehicles
EU homologation legislation, special vehicles production processes; has basic emergency & fire-
fighting training; successfully completed PRINCEZ2: Foundation Project Management course and is
certified ISO 9001:2008 Quality Management System Internal Auditor.
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Vladmir Hosa

V zachrannej sluzbe pracuje od roku 2002. Od roku 2006 pdsobil v zachrannej zdravotnej spolo¢no-
sti Falck SK ako zachranér, tréningovy supervisor, hlavny zachranar a ako technicky riaditel. Od roku
2019 podsobi v statnej zachrannej sluzbe KoSice, najskér ako hlavny zachrandr, technicky riaditel
a v sucasnosti ako generdlny riaditel. Na Fakulte zdravotnickych odborov PreSovskej univerzity
pracuje ako lektor vo vzdeldvani zachranarov. Na narodnej Grovni sa aktivne podiela na organizo-
vani odbornych podujati a zachranarskych sitazi.

He has been working in the rescue service since 2002. Since 2006 he has worked at private EMS
company Falck SK as a paramedic, training supervisor, chief paramedic and as technical director.
Since 2019, he has been working in the public EMS company Kosice, first as a chief paramedic,
technical director and currently as the managing director. He also works at the Faculty of Health
Professions at the University of Presov, Slovakia, as a lecturer for paramedic education. At the
national level he is actively involved in the organization of professional events and rescue compe-
titions.
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Gaston lvanov

Gaston Ivanov je datovym analytikom spolo¢nosti AGEL Merea a.s. Pracoval na Institite
zdravotnej politiky Ministerstva zdravotnictva Slovenskej republiky, kde sa, okrem iného, venoval
stratifikacii nemocnic a prerozdelovaciemu mechanizmu. Nasledne na Opera¢nom stredisku ZZS
SR pracoval na optimalizacii siete ZZS a centralizacii dat ale venoval sa aj projektom elektronizacie
Z7S a vystavbe stanic ZZS z Planu obnovy a odolnosti. Spolo¢ne so Zilinskou univerzitou v Ziline
spolupracuje na publikaciach, ktoré sa venuju optimalnemu rozmiestnenie stanic ZZS.

Gaston Ivanov is a data analyst at AGEL Merea. He worked at the Health Policy Institute of the
Ministry of Health of the Slovak Republic, where, among other things, he worked on hospital strat-
ification and the redistribution mechanism of health care fund. Subsequently, at the EMS Com-
mand and Control Centre Slovakia, he worked on the optimization of the EMS network and data
centralization, but he was also involved in electronisation of the EMS and construction of EMS
stations projects from the Recovery and Resilience Plan. Together with the University of Zilina, he
collaborates on publications dealing with the optimal deployment of EMS stations.
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Monika Novotna

Monika Novotna takmer desatrocie zastre3ovala komplexnt prévnu agendu pre skupinu Falck,
najvacsieho poskytovatela ZZS na Slovensku. Od roku 2021 je st€astou timu advokatskej
kancelarie ConSense Legal s.r.o. Svoje nadsenie pre oblast zdravotnickeho prava prejavuje nielen
pri poskytovani pravnych sluZieb, ale aj pri priprave kazuistik, semindrov, tréningov a dalSej
prednaskovej ¢innosti.

Monika Novotnd has been covering complex legal agenda for the Falck, the largest provider
of EMS in Slovakia. Since 2021 she has been part of the team of ConSense Legal Ltd. Her passion
for the field of healthcare law is not only in the provision of legal services, but also in the preparation
of case studies, seminars, trainings and other lecturing activities.
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Laszlé Gorove

Narodeny 1957, v Budapesti. Je lekdrom od roku 1982. M& Specializacie z Urazovej chirurgie,
chirurgie, prednemocni¢nej a nemocni¢nej urgentnej mediciny, mediciny katastrof a vojnovej
mediciny. V rokoch 1998-201 3 bol medicinskym riaditelom madarskej zachrannej zdravotnej sluzby
a v rokoch 2013-2020 vykonnym riaditelom madarskej vrtulnikovej zachrannej zdravotnej sluzby.
Okrem toho na Semmelweisovej univerzite v Budapesti vyucuje v kurzoch Grazovej chirurgie, chirurgie
a urgentnej mediciny. Je tieZ medicinskym riaditelom kurzov ITLS v Madarsku a medicinskym
riaditelom kurzov PHTLS v Rakusku. Je poskytovatelom kurzov EPC, ATLS a ETC. Clen
zdravotnickej komisie FIA 1997 - 2007 a od roku 2017.

Born 1957, Budapest. Medical Doctor since 1982. Specialties: Trauma surgeon, pre-hospital and
hospital emergency medicine, disaster and combat medicine. Medical director of the Hungarian
Ambulance Service 1998-2013. Managing director of the Hungarian Air Ambulance Service 2013-
2020. Adjunct, Semmelweis University - teaching courses in trauma, surgery, emergency medi-
cine. ITLS Medical Director Hungary and PHTLS Medical Director Austria. EPC, ATLS, ETC provider.
Member of the FIA Medical Commission 1997-2007 and since 2017.




Roman Gregor

Je v soucasnosti feditelem Zdravotnické
zachranné sluzby Moravskoslezského kraje,
druhé nejvétsi v CR. Jako |ékar pracoval od roku
1985 postupné na oddéleni chirurgie a od roku
1991 na oddéleni ARO Krajské (nyni Fakultni)
nemocnice Ostrava. Z chirurgie a anesteziolo-
gie a resuscitace také atestoval. Od roku 1989
se vénuje prednemocni¢ni neodkladné pédi, kdy
se zapojil do sluzeb jako |ékaF pozemni i letecké
zachranné sluzby. Soucasné se zaloZenim ob-
oru Urgentni medicina a medicina katastrof v
roce 1999 ziskal specializaci i v tomto oboru. V
soucasné dobé je ve druhém funkénim obdobi
predsedou této spole¢nosti pii CLS JEP V oboru
plni Fadu dalSich funkci - je ¢clenem akreditacni a
atestaéni komise MZ CR a soudnim znalcem.
Je ¢lenem vedeni fady narodnich i mezinarod-
nich organizaci — napfiklad European Society
for Emergency Medicine, kterou pomahal pred
25 lety spoluzakladat. V rémci Ceské resusci-
tacni rady ma kvalifikaci Course Director kurzd
ALS Provider. Je zapojen také mezindrodné v
oblasti letecké zachranné sluzby (Medical Work-
ing Group EHAC a dalsich). Vénuje se vyukové
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¢innosti na |ékarské fakulté a v dalSich organi-
zacich, je spoluautorem fady clankd, clenem
redakenich rad ceskych i zahranicnich ¢asopist
v oboru UM. Predndsel v zahranici, véetné USA.

He is currently the director of the Moravian-Sile-
sian Region Medical Rescue Service, the sec-
ond largest in the Czech Republic. As a physi-
cian he worked since 1985 at the Department
of Surgery and since 1991 at the Department
of Anaesthesiology and Intensive Care of the
Regional (now University) Hospital Ostrava. He
was certified in surgery, anaesthesiology and
resuscitation. Since 1989 as a doctor he has
been involved in pre-hospital emergency care,
when he joined the ground and air ambulance
services. With the establishment of the spe-
cialty of Emergency and Disaster Medicine in
1999, he also became a specialist in this field.
He is currently in his second term as president
of the Check Society of Emergency and Disas-
ter Medicine which is the part of the JEP Czech
Medical Society.He performs a number of other
functions in the field - he is a member of the
accreditation and attestation commission of
the Ministry of Health of the Czech Republic
and a forensic expert.He is a member of the
leadership of a number of national and interna-
tional organisations - for example, the Europe-
an Society for Emergency Medicine, which he
helped co-found 25 years ago. He is qualified
as Course Director of ALS Provider courses
within the Czech Resuscitation Council.
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ABSTRAKTY /ABSTRACTS:

Christof Constantin Chwojka (Rakusko, Austria)
From control center to gatekeeper
Z opera¢ného strediska k stréZcovi systému

Sophia Gebath-Wicho (Rakusko, Austria)
Notruf Niederdsterreich: The gatekeeper of the health care system in Lower Austria
Notruf Niedertsterreich: StraZca systému zdravotnej starostlivosti v Dolnom Rakusku

Klaus Runggaldier (Nemecko, Germany)
EMS in Germany - lights and shadows of a tremendous system
ZZS v Nemecku - svetlé a tienisté strénky ohromného systému

Luca Roberto Bergonzi (Taliansko, Italy)
Evolution of the medical emergency services in Lombardy region, Italy
Vyvoj zéchrannych sluZieb v regiéne Lombardia, Taliansko

Gorove Laszl6 (Madarsko, Hungary)
EMS System in Hungary
Systém ZZS v Madarsku

Patrik Mill, Jesper Krayer Hansen (Dansko, Denmark)
EMS in Denmark and Sweden - two approaches to a similar framework facing similar challenges
ZZS v Dansku a Svédsku - dva pristupy k podobnému rémcu celia podobnym vyzvam

Dariusz Timler (Polsko, Poland)
EMS in Poland - Current Situation
Z7ZS v Polsku - sti¢asnd situacia

Ondrej Franék, Zdenék Krivanek, Petr Kolouch, Jaroslav Valasek, llja Chocholous (Cesko, Czech)

BLS ambulance - chybéjici clanek v systému zdravotnické zachranné sluzby?
BLS ambulance - the missing part in the emergency medical service system?

Roman Grego¥ (Cesko, Czech) 3
Prednemocnicni neodkladna péce v CR - soucasny stav a vyhled do budoucna
Pre-hospital emergency care in the Czech Republic - current status and future perspectives

Roman Skulec (Slovensko, Slovak)
Pritomnost a budicnost urgentnych prijmov na Slovensku
The presence and future of the emergency departments in Slovakia

Marian Vlasak (Dansko, Slovensko, Denmark, Slovak)
Elektromobilita v ZZS
Electric ambulances in EMS

Barbora Truksova Zuchova, Jaroslava Krencikova (Cesko, Czech)
First responder v Ceské republice
First responder in the Czech Republic

Vladimir Hosa (Slovensko, Slovak)
Technologické poziadavky v ZZS na Slovensku
Technological requirements in EMS in Slovakia
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Lukas Busek (Cesko, Czech) .
Elektronizace a digitalizace ZZS v Ceské republice
Electronization and digitalisation of the EMS in the Czech Republic

Viliam Dobids, Mariana Bachanova (Slovensko, Sovak)
Spomienky veterana na buddcnost
Memories of a veteran for the future

Ganyovics Attila, Tana Bulikova (Slovensko, Slovak)
Slovenska spolocnost urgentnej mediciny a mediciny katastrof - minulost, si¢asnost, budicnost
Slovak Society of the Emergency Medicine and Disaster Medicine - history, presence, future

Marién Hudak (Slovensko, Slovak)
Realita v oblasti vzdelavania a kompetencii nelekarskeho persondlu v ZZS
Reality in the field of education and competences of non-physician staff in the EMS

Martina Vitkova (Slovensko, Slovak)
Buducnost nezdravotnickych ¢lenov posadok ZZS
The future of non-medical members of the EMS crews

Jakub Hamsik, Volodymyr Kizyma, Bedta Macejkova (Slovensko, Slovak)
Problematika vzdelavania 0s6b poskytujucich KPR na Slovensku
Problems of education of the individuals providing CPR in Slovakia

Gaston Ivanov, Jozef Kara$, Ernest Caban, Slavomir Gruska (Slovensko, Slovak)
Sucasny stav a ako dalej v ZZS na Slovensku
The current situation and how to proceed in EMS in Slovakia

Peter Jankovi¢, Ludmila Jdnosikova (Slovensko, Slovak)
Optimalizacia rozmiestnenia a zloZenia vozového parku vozidiel zachrannej zdravotnej sluzby v SR
Optimization of the location and composition of the Emergency medical service vehicle fleet in Slovakia

Stefan Trenkler (Slovensko, Slovak)
Vyznam registrov v procese zvySovania kvality v zdravotnictve
The importance of registers in the process of improving quality in healthcare

Marian Petko (Slovensko, Slovak)

Prednemocni¢na neodkladna starostlivost a Gstavna zdravotna starostlivost — sticasny stav
vztahov a perspektivy vyvoja

Pre-hospital emergency care and hospital care - the current state of relations and prospectives for
development

Ivo Hybrant, Marian Faktor (Slovensko, Slovak)
Zachranna zdravotna sluzba v datach Dovery zdravotnej poistovne
Emergency medical service in the data of the Dovera Health Insurance Company

Rudolf Zajac (Slovensko, Slovak)
Zachranna zdravotna sluzba na Slovensku po 20 rokoch - redlny pohlad a ako dalej
Emergency medical service in Slovakia after 20 years - a real view and what to do next

Monika Novotna (Slovensko, Slovak)

Pravna Gprava ZZS a jej vyzvy
Legal adjustment of the EMS and its challenges
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FROM CONTROL CENTER TO GATEKEEPER

Christof Constantin Chwojka
Bjérn Steiger Foundation, Weyerburg

The classic role of a rescue command&control center has long had to be questioned. In addition
to pure emergency reception and transfer, there is an urgent need to manage and, above all,
advise patients. Due to growing specialization and the permanent expansion of health care services,
growing staff tasks combined with staff shortages and the constant aging of society, there is
a need to guide and direct patients to the right healthcare facility in a targeted manner. To achieve
this, it is imperative that the health system be networked at least on a communicative level.
At the same time, however, this decision must not be made based on a daily constitution,
or even be dependent on the person. For this purpose, systems must be available that are both
standardized and, above all, quality-assured, not only for those seeking help, but also for the
employee in the control center to provide security during this consultation.

For decades, the classic control center has usually had the option of sending the rescue service
in its various forms to the person seeking help. From ambulance transport to high-quality rescue
equipment with highly trained paramedics and/or emergency doctors. In the course of time, the
general practitioner on-call service was integrated into some centers. This solves some problems
but is by no means standard in all systems in Europe. Many requests for help that arrive at rescue
coordination centers could often be served much better by other systems. This includes acute care
in the context of home nursing, psychological and psychotherapeutic services, and social work.

Therefore, it is necessary to integrate the distribution function in a command & control center. An
emergency call control center has a definitive 24/7 availability and, because of its basic task, can
serve with the highest level of care — emergency rescue in conjunction with special clinics - in the
health system. The integration of further services creates the possibility of directing the caller or
person seeking help to the appropriate level of social or medical care. However, this is only possi-
ble with legal certainty if minimum quality standards are met. Therefore, there is a demand for an
integrally responsible pre-hospital call center, which then distributes to all already available medi-
cal and social services, networks others, or (co-)develops new ones. For example, self-treatment
instructions can be given after the exclusion of emergency symptoms, in the event of colds or
similarly harmless complaints. On the one hand, this means that citizens can be offered an optimal
entrance to the health system, but on the other hand, the facilities — from specialists to emergency
departments - are largely only visited by those patients who actually need their services. In this
way, duplicate examinations and referrals can be largely avoided and the scarce resource of human
resources in the healthcare sector can be used in a more targeted manner.
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VON DER LEITSTELLE ZUM GATEKEEPER

Die klassische Rolle einer Rettungsleitstelle muss schon lange hinterfragt werden. Zusatzlich zur
reinen Notfallannahme und -weitergabe besteht die dringende Notwendigkeit, die Patienten zu
steuern und vor allem zu beraten. Aufgrund wachsender Spezialisierung und des permanenten
Ausbaus der Angebote im Gesundheitswesen, wachsender Aufgaben des Personals bei gleichzeiti-
gen Personalengpassen und der stetigen Alterung der Gesellschaft ergibt sich die Notwendigkeit,
den Patienten gezielt in die passende Gesundheitseinrichtung zu leiten und zu lenken. Dafir ist eine
Vernetzung des Gesundheitssystems auf zumindest kommunikativer Ebene zwingend notwendig.
Ebenso darf diese Entscheidung aber nicht aus einer Tagesverfassung heraus getroffen werden,
oder gar personenabhéngig sein. Es missen dafiir Systeme zur Verfiigung stehen, welche sowohl
standardisiert und vor allem qualitatsgesichert nicht nur dem Hilfesuchenden dienen, sondern auch
dem Mitarbeiter in der Leitstelle bei eben dieser Beratung Sicherheit geben.

Die klassische Leitstelle hat seit Jahrzehnten im Regelfall die Méglichkeit den Rettungsdienst in
seinen unterschiedlichen Ausprégungen dem Hilfesuchenden zu schicken. Vom Krankentransport
bis hin zu hochwertigen Rettungsmitteln mit hdchst ausgebildeten Sanitaterinnen und Sanitdtern
und / oder Notarztinnen und Notdrzten. Im Laufe der Zeit wurde in manchen Zentralen der hausérz-
tliche Bereitschaftsdienst integriert. Das |6st schon manche Problematiken, ist aber [8ngst nicht in
allen Systemen in Europa Standard. Viele Hilfeersuchen, welche in Rettungsleitstellen einlangen,
kénnten oft auch durch andere Systeme viel besser bedient werden. Hier denke man an Akutpflege
im Rahmen der Hauskrankenpflege, Psychologische und Psychotherapeutische Angebote bis hin
zur Sozialarbeit.

Daher ist es notwendig, die Verteilfunktion in einer Leitstelle zu integrieren. Eine Notrufleitstelle
hat eine definitive 24/7 Erreichbarkeit und kann wegen ihrer Grundaufgabe mit der héchsten Ver-
sorgungsstufe — eben die Notfallrettung in Verbund mit Spezialkliniken — im Gesundheitssystem
dienen. Das Einbinden weiterer Angebote schafft die Méglichkeit, den Anrufer beziehungsweise
Hilfesuchenden in die adaquate soziale oder medizinische Versorgungsstufe zu weisen. Dies ist
aber nur dann mit rechtlicher Sicherheit méglich, wenn qualitative Mindeststandards erfiillt werden.
Daher stellt sich die Forderung eines integral zusténdigen praklinischen Callcenters, welches dann
auf alle bereits zur Verfiigung stehenden medizinischen und sozialen Angebote verteilt, weitere ver-
netzt, oder neue (mit)entwickelt. So kénnen beispielsweise nach Ausschluss von Notfallleitsymp-
tomen, bei Verkiihlungen oder 8hnlich harmlosen Beschwerden Selbstbehandlungsanweisungen
gegeben werden. Damit kann dem Birger einerseits ein optimaler Eingang ins Gesundheitssystem
geboten werden, andererseits werden die Einrichtungen - vom Facharzt bis hin zur Notfallambu-
lanz - groBteils nur von jenen Patienten aufgesucht, die deren Dienste auch bedirfen. Doppelunter-
suchungen und Weiterweisungen kdnnen so weitgehend vermieden und die im Gesundheitswesen
knapp bemessene Ressource Personal gezielter eingesetzt werden.

costa@chwojka.com
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NOTRUF NIEDEROSTERREICH - THE GATEKEEPER OF THE HEALTH CARE SYSTEM
IN LOWER AUSTRIA

Sophia Gebath-Wicho
Notruf Niederésterreich, St. Pélten, Austria

Notruf Niederdsterreich is the emergency command and control center for medical emergencies
(144) in the state of Lower Austria. However, they not only receive medical emergency calls, in
2022 those amounted to only 14% of all calls. Other numbers serviced include numbers for patient
transportations, health consultations by phone, on-call doctor services and general inquiries by the
public for acute psychological help, hospital complaints and more.

Generally, the statistical numbers show that in Lower Austria, on average, it takes 4,3 seconds
from first ring to pick up, 43 seconds from the start of the conversation to alert completion in life
threatening cases and 10:58 minutes until an ambulance arrives on scene. They use BLS and ALS
units either ground or air bound resources. The interesting projects, however, do not concern the
life-threatening events but the consideration of “how can one reduce transportations by ambu-
lances” while also considering if every transportation to a hospital is necessary. This is why Lower
Austria has two projects that get introduced in an oral presentation that shows the aim to increase
the help the public gets at home and the things patients can do themselves.

Firstly, emergency communication nurses take low priority 144 calls and calls directly to a health
consultation line. By leading the caller through a protocol, try to find ways of helping the patient
either directly at home or by finding a suitable practitioner. This way the load on ambulances and
in turn on hospitals can be reduced. The second opportunity is offered through the relatively new
acute community nurses. Paramedic and registered nurse in one, they support ambulances on cer-
tain calls, go to patients’ homes and take over nursing practices where patients used to have to be
taken back to the hospital for (best example would be a blocked urinary catheter).

By utilizing the fact that Notruf NO is not only a call center, they were able to start directing the
patients, not towards what they want or what they think they might need - but towards what their
symptoms and ailments require. This in turn has slowly started to lead to a decrease of the load
ambulances have to carry as well as patients in the A&E all over the state. This is why Notruf NO
considers itself the Gatekeeper of the healthcare system of Lower Austria and is hoping to contin-
ue to even the load on all workers in the healthcare field.

sophia.gebath-wicho@notrufnoe.at




- 15T INTERNATIONAL CONFERENCE ON EMERGENCY MEDICAL SERVICES

EMS IN GERMANY - LIGHTS AND SHADOWS OF A TREMENDOUS SYSTEM

Klaus Runggaldier
Falck Germany
Medical School Hamburg, Germany

The emergency medical services (EMS) system in Germany is a well-organized and efficient system
that aims to provide timely and high-quality medical care to individuals in need. The system is struc-
tured in a way that ensures a rapid response to emergencies and seamless coordination between
various healthcare providers.

The EMS system in Germany is primarily operated by the fire departments, which are re-sponsible
for dispatching emergency medical personnel and vehicles. Additionally, there are also non for profit
and for profit private ambulance services that play a significant role in providing emergency medical
care. These services are equipped with advanced medical equipment and staffed by highly trained
paramedics and emergency medical technicians.

One of the highlights of the German EMS system is its emphasis on pre-hospital care. Para-medics
and emergency medical technicians are trained to provide advanced life support in-terventions,
including administering medications, performing advanced airway management, and initiating car-
diac resuscitation. Unique part of the German EMS system is the focus and requirements by law of
medical doctors out in the field. In total the combination of medical doc-tors and paramedics and
EMTs ensures that patients receive critical care even before reach-ing the hospital, increasing their
chances of survival.

Moreover, the EMS system in Germany is well-integrated with the healthcare system, allowing for
seamless transfer of patients from the scene of the emergency to appropriate medical fa-cilities.
This integration ensures that patients receive the necessary specialized care in a timely manner.

However, there are also some downsides to the German EMS system. One of the challenges is
the availability of resources, especially in rural areas. Limited access to medical facilities and longer
response times can pose significant challenges in providing timely care to individu-als in remote
locations. Additionally, the system faces occasional overcrowding in emergency departments, lead-
ing to delays in patient care and increased waiting times. The biggest chal-lenges are the growing
need for requests for help, the lack of staff, the fragmentation, the missing standardization, the
non-existing alternative offers of help (such as community emer-gency paramedics, outpatient pal-
liative services, tele medicine, ...).

In conclusion, the emergency medical services system in Germany is a well-organized and efficient
system that prioritizes pre-hospital care and seamless coordination with healthcare facilities. While
there are challenges in resource availability and occasional overcrowding, the system strives to
provide timely and high-quality medical care to individuals in need.

klaus.runggaldier@medicalschool-hamburg.de
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EVOLUTION OF THE MEDICAL EMERGENCY SERVICES IN LOMBARDY REGION, ITALY

Luca Roberto Bergonzi
Beta 80 Group, Milano, Italy

Medical emergency services in Lombardy regions have reached a high level of quality perceived by
population and professionals. We are discussing the most important milestones in this change and
how they impacted on the emergency medical services, on the technical and organisational points
of view.

luca.bergonzi@beta80group.it
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EMS SYSTEM IN HUNGARY

Gorove Ldszlo
Hungarian Air Ambulance Service, Budapest, Hungary

The Hungarian National Ambulance Service is the largest provider of emergency rescue ambulanc-
es and patient transfer ambulances in Hungary. The precursor to the National Ambulance Service
dates back to the last quarter of the nineteenth century. The predecessors to the National Am-
bulance Service were established in 1887 as the Budapest Volunteer Ambulance Corps. It later
expanded nationally after World War | in 1926 as the National Rural and Metro Ambulance Corps
and was responsible for serving the countryside outside of Budapest. The EMS Agency was offi-
cially established in 1948 when the Budapest Volunteer Ambulance Corps and the National Rural
and Metro Ambulance Corps were merged. Today the Hungarian National Ambulance Service is
the evolution of over 136 years of experience, development, and emergency medicine science and
knowledge.

Today the Hungarian National Emergency and Ambulance Service (HNEAS) is a governmental, pro-
fessional organisation, operating a system of three levels:

* basic (EMT)

» paramedical, and

« medical level,

at 256 ambulance stations all over the country. At 179 stations at least one ambulance

runs with a doctor or a paramedic on board, meaning a total number of 192

paramedical/medical ambulances. We operate 7 helicopters in Hungary, all of them equipped
as a MICU, with blood conserve on the board.

In my presentation after a short historical review, | will explain how the HNAS is organised,
and working today.

gorove@gorove.hu
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EMS IN DENMARKAND SWEDEN - TWO APPROACHES TO A SIMILAR FRAMEWORK FACING
SIMILAR CHALLENGES

Patrik Mill, Jesper Krayer Hansen
FynBus Odense, Denmark

Abstract
Denmark and Sweden both have advanced multi-tiered EMS-systems that support the highly strat-
ified healthcare systems of both countries.

Both systems employ HEMS-units, Medical and Paramedic Rapid Response Units (RRUs), para-
medics ambulances, ALS and BLS ambulances - plus support from Qualified (Q) and Non-qualified
(NQ) Patent Transport Services (PTS).

Historically, Denmark and Sweden have had the similar intentions towards stratification: to improve
on mortality in general, whilst also enhancing survivability in connection with emergency incidents.

As the EMS is an integrated part of healthcare services in Denmark and Sweden, the placing of
ambulance, RRU and HEMS bases, the procedures of providing the service and hand over to the
hospitals, the training curriculum, the usage of advanced technology - including data and video
transfers directly from the ambulances - and the usage of EPCR are fully integrated with each
other and developed jointly to enhance survivability and recovery rates.

As is the case in almost every European country, healthcare professionals of all levels and
competencies are becoming scarce resources, and combined with the increasing demand for EMS
interventions, availability of highly qualified and advanced resources to respond to emergency
incidents may be at risk in the near future in both Denmark and Sweden.

Although very similar in framework, aims and means there are slight differences between the two
EMS systems, occurring partly because of history partly because of necessity, which - when best
practise is combined - could make both EMS systems more robust and enhance the quality of EMS
in both countries.

This paper will discuss methods to secure availability of the “right resource at the right time”,
utilising already known methods and resources.system of Lower Austria and is hoping to continue

to even the load on all workers in the healthcare field.

jkh@fynbus.dk
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1. Geography

Denmark is located in northern Europe with a population of approximately 5.8 million inhabitants
as of 2019 and it covers 43,094km2. Denmark has 4 cities, 25 larger towns (population exceeding
20.000) and a plethora of towns and villages.

Sweden is in the far north of Europe. It has a population of 10.4 million inhabitants (2021) and it
covers 528 447km2. Sweden has 3 larger cities with a population exceeding 300 000 and 17 cities
exceeding a population of 65 000. Throughout the country there are many different towns and
villages as well as rural areas with sparse population.

2. Organisation and purpose

Denmark is located in northern Europe with a population of approximately 5.8 million inhabitants
as of 2019 and it covers 43,094km2. Denmark has 4 cities, 25 larger towns (population exceeding
20.000) and a plethora of towns and villages.

Sweden is in the far north of Europe. It has a population of 10.4 million inhabitants (2021) and it
covers 528 447km2. Sweden has 3 larger cities with a population exceeding 300 000 and 17 cities
exceeding a population of 65 000. Throughout the country there are many different towns and
villages as well as rural areas with sparse population.

1. Geography

Within the framework of Danish legislation, each of the 5 health regions is responsible for health-
care services such as general practitioners, EMS and hospitals, whereas the municipalities are re-
sponsible for other aspects of community-based healthcare.

Swedish legislation devises a similar framework to the Danish, as the 21 regions are responsible
for healthcare services as described above with the exception that the regions are responsible for
all healthcare.

The municipalities are responsible for elderly care, childcare, and social services.

The purpose of EMS care in Denmark is to:

“Save lives, improve health prospects, reduce pain and other symptoms, shorten the overall
duration of illness, provide care and safety”.

The Swedish approach to the purpose of EMS care is similar with the additional purpose that it has
to provide equal access regardless of where you live.

In both countries ambulance services may be operated by the region or contracted from private
companies. Both private and public entities must uphold requirements determined by each
region and the national standards for ambulance service. The requirements for ambulances and
ambulance personnel are however nationally governed by legislation.

Differences

The framework for EMS is largely the same in both countries, which is not surprising, as the cul-
tures, as well as the level of societal wealth, are comparable.
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3. Prehospital resources

Denmark

The basic prehospital resource is an ambulance manned with two professionals, one of which is at
EMT-I level or higher.

Paramedics with special competences, both independently in rapid response vehicles, and together
with prehospital anaesthesiologists in mobile emergency care units, are available as a supplemen-
tal resource.

A different selection of resources are available in each region, due to differing physiogeographi-
cal profiles and differing aims defined by the region. Denmark has a national HEMS, which was
officially entered into service in 2014. It consists of four helicopters manned by a pilot, an
anaesthesiologist, and a specially trained paramedic. The HEMS provide 24-h coverage for the
entire country, and the helicopters are capable of transporting a single patient.

Since 2015, all Danish medical emergency vehicles, with the exception of HEMS, use an electronic
patient care record [EPCR]. The EPCR is located on a specially designed tablet and is identical in
the entire country. Ambulance personnel enter data into the EPCR and forward the information to
hospitals through an encrypted tunnel connection.

All ambulances in Denmark have the option of live-streaming monitoring data directly to the re-
ceiving emergency department [ED], thus making it possible for the ED to assess the condition of
the patient and prepare any medical intervention before the patient arrives at the ED. Additionally,
an increasing number of ambulances in Denmark have the option of live-streaming videos of the
patient from the ambulance in order to improve diagnostics, to support the delegation of adminis-
tering medicines and to support a treat-and-release procedure.

Sweden

In Sweden the ambulances are manned with two professionals, one is a level | EMT and the other
is a registered nurse. In some regions the requirement is a registered nurse with specialist training
in anaesthesiology, prehospital care or intensive care.

In some regions there are RRUs which are staffed with an anaesthesiologist or a physician
of choice to assist and support the ambulance. Sweden has nine HEMS units in total. The HEMS
unit can consist of a pilot, an EMS with specialist training and a registered nurse with specialist
training. In some regions there are an anaesthetic physician in the crew.

There is a dedicated medevac organisation with airplanes to transport patients over long distances.
A standardised EPCR is not in place, as each region in Sweden is responsible for documentation
and it is up to each region to choose its own system. There is a requirement for all EPCRs to be able
to transfer data to the centralised Patient Care Record system.

All ambulances in Sweden have the option of live streaming data directly to the receiving

emergency department. Due to the ambulances being manned with registered nurses they can
start treatment for several symptoms already at the scene where the patient is found.
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Differences

The main difference in the prehospital resource allocation is, that Sweden is employing registered
nurses in the ambulances. Employing registered nurses has the advantage that usage of a Rapid
Emergency Triage and Treatment System [RETTS] can be applied in the ambulance, enhancing the
stabilisation of the patient, reduce reception time at the ED, and - ultimately — improve on the
patients’ survivability.

Another advantage is, that the lead time for replacing a high-qualification resource is considerably
shorter, as an ambulance nurse requires 1 year of specialist training to be able to function in the
ambulance services, in opposition to the 4 years 7 months of training needed to replace an EMT-|
in the Danish system.

4. Prehospital pathway

Denmark

The Danish emergency number, 1-1-2, covers all emer-
gencies: police, fires and emergency medical situations - o
and is solely intended for emergencies where urgent as-
sistance is required. All 1-1-2 calls are initially answered patent - 112(Polce) » EMCC f5En
by the police (except for parts of the Capital Region of —

Denmark, where the Copenhagen fire brigade answer .

the calls). The police assess the call and locate the site of
the incident. Since 2011, if a call is of a medical nature,
the police then forward the call to a regional EMCC. It is
not possible to call the EMCC directly in Denmark.

1: Prehospital Pathway in Denmark

At the EMCC, the call is received by healthcare professionals, these include nurses and paramedics.
Depending on the region, a physician may also be physically present (otherwise available by
telephone). The healthcare professionals assess the situation using the criteria-based dispatch
decision support tool, the Danish Index for Emergency Care (Danish Index). This tool supports
the healthcare professionals in deciding the response, according to the level of urgency, including
the possibility to not send any response.

As a criteria-based decision support tool, the Danish Index is intended to determine the urgency
of the medical problem, rather than having the healthcare personnel assign a diagnosis over the
telephone. Ambulance personnel record their prehospital assessment of the patient and continu-
ously perform treatment and record observations during transport. Diagnoses are only assigned
to the patient if a physician is present on scene, either in person or by video-link. Technical dispatch
personnel at the EMCC are responsible for logistics and dispatching the appropriate medical
emergency vehicles corresponding to the level of urgency assessed by the healthcare professionals.
When the ambulance is dispatched, the ambulance personnel receive information on the patient
and the situation. They may also receive digital notes from the healthcare professional at the EMCC
who may still be in contact with the caller, thereby relaying new information.
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At present the EMCC also handles the non-acute ambulance runs and transportations. General
practitioners (GP), hospital wards and others can contact the EMCC for both acute and non-acute
transports.

The Capital Region and 10 out of 11 municipalities in the Region of North Jutland have outsourced
the non-acute transports, and the remaining 3 regions are contemplating outsourcing, as well, in
order not to cannibalise the EMS by utilising high competence personnel for transports where no
treatment is required.

Sweden

Sweden also utilises the European standard emergency number, 1-1-2. The first responder on the
call is the government owned company SOS-Alarm. The Swedish prehospital pathway has fewer
“gatekeepers”, as the GP’s and the Out-of-Hours GP’s are not involved. SOS-Alarm connects the
call to the Police, Fire brigade or Ambulance services, dependent on the nature of the call. Some
regions have chosen to have their own EMCCs and some have chosen to use an EMCC run by
SOS-Alarm.

The regions which have chosen to have their own EMCCs have registered nurses to answer and
dispatch ambulances. The experience of this is that the ambulances are being used in a more prop-
er way and the patient will generally be guided to a more suitable level of care (e.g., municipal
health centre or a “light” ED in order to ease the pressure on the regular ED) Most regions have
their non-acute transports inhouse as they are part of the contingency system in case of crisis or
catastrophes.

The regions which have outsourced the non-acute transportations have a contract with the
external providers involved, regulating the use of their resources in case of crisis or catastrophes.

4. EMS and HEMS base structure

Denmark

The Danish Emergency Department structure consists of:

* 4 Trauma Centres (marked in black in the figure 2: HEMS Bases and Trauma centres), located in
the 4 cities of Denmark: Copenhagen, Aarhus, Odense and Aalborg,

= 23 Emergency Departments in cities and larger towns, of which 17 have trigger teams for medical
emergency patients [MED].

The HEMS bases (marked in red in the figure HEMS Bases and Trauma centres ) are located to com-
pensate for the travelling time from incident to trauma centre, the yellow areas in the figure mark-
ing the areas where the deployment of a HEMS unit will ensure a faster incident-to-trauma-centre
transport, compared to transport by road in an ambulance.
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Rapid Response Units [RRU] are either placed in the
most populous areas, because of the high incidence of
emergencies, or in the areas furthest away from trauma
centres and emergency departments, in order to provide
best possible stabilisation competencies in order to pre-
pare patients for longer transports.RRUs are manned
with either EMT + Paramedic or EMT + Physician.

Ambulances are placed in order to fulfil the response 3: HEMS bases and Trauma centres
time targets and multiplied according to the expected

emergency incidence rate of the area of deployment, pursuant to population density and possible
special infrastructure objects.

Sweden

Each region in Sweden has the responsibility to organize the care of the trauma patients.

In Sweden there are 69 EDs which have the ability to receive and treat trauma patients at a sta-
bilisation level for transportation to a specialized trauma centre. Additionally, there are specialized
trauma centres in every densely populated area throughout the country.

Generally, these centres are situated in major cities.

The HEMS bases are placed to reach most of the population. As Sweden is a country with an exten-
sive coastline, extensive land mass and many archipelagos, the defence forces’ Search And Rescue
(SAR) helicopters are sometimes used as a complementary resource to the regular HEMS units.
Some regions even have rescue-boats or a collaboration agreement with the volunteer organisa-
tion Swedish Sea Rescue foundation for rescue and transport in connection with the numerous
islands and archipelagos.

In Sweden the ambulance bases are likewise placed in order to fulfil the response time targets and
multiplied according to the expected emergency incidence rate of the area of deployment.

Difference

There is no real difference in the paradigm utilised for the EMS and HEMS base structure between
Denmark and Sweden.

The differences between the two models are generally dictated by the considerable differences in
geography, size, and topology between the two countries.

The challenge to the system

1. The amount of ambulance call-outs are rising consistently, and

2. The Health Care sector as a whole, including EMS, is a sector with a high job-fatigue rate, leading
to qualified personnel leaving the sector.

The change of paradigm from letting lay-persons (the police) with limited training make the assess-
ment of the emergency at hand to having healthcare professionals assess the situation with the




15T INTERNATIONAL CONFERENCE ON EMERGENCY MEDICAL SERVICES -

clear aims of enhancing quality of assessment and simultaneously decrease the number of call-
outs, the number of call-outs are increasing year-on-year.

Allindications point to an increase in quality in the cooperation between EMCC, EMS and ED - with
a probability of better quality of patient care as a result of this process; but the aim of decreasing
ambulance call-outs have not been reached. More call-outs increase the demand for ambulances,
equipment, and personnel — and if personnel become a scarce resource because of the time need-
ed for training and educating a new EMT , the workload of the existing personnel increases, and
job-fatigue sets in. A vicious cycle has been established.

In order to solve the situation, some measures have to be taken:

1. Decreasing the workload of the high-level qualification personnel,

2. Making ambulances available for the right type of interventions more of the time,

3. Introducing some form of job-rotation for all, or some, of the personnel employed in EMS.
4. Reduce lead-time on new personnel.

Measures

In order to counter the reasons for — and the effect of - personnel leaving the EMS and to have a
shorter lead-time on replacements, a number of measures can be applied.

1. Increase the number of treat-and-release interventions,

2. Introduce strict(er) transport decision protocals,

3. Create a multi-tiered internal organisation with a variety of high-stress and low-stress functions
4. Enhance the recruitment-base for ambulance personnel.

1. Increase the number of treat-and-release interventions

Every time an emergency patient is released on-site, time is saved on not having to transport the
patient from site to ED.

A study was made on treat-and-release in connection with the RRU - manned with an anaesthesi-
ologist and a paramedic - in Odense, Denmark . The study shows that at least 11% of all emergency
call-outs can conclude in releasing the patient on-site. From a total of 1609 released on-site only
113 had a renewed contact with the RRU within 24 hours, 19 required contact with the emergency
department at a later stage, 1 required admission to the hospital, and 4 died within 24 hours .

The study concerned 2 years of RRU interventions, and an estimated total saving of 550 hours of
unnecessary EMS time was yielded; plus, countless hours of unnecessary time at the ED.
11% released on-site may seem a low yield on a controversial change of procedure, but we must
take into account that the incidents catered for by the RRU are the ones that are assessed “most
critical” by the EMCC, and the release rate would or could be considerably higher in the ambulance
environment, where the proportion of “less critical emergencies” is expected to be higher.

The estimated higher potential of release on-site is additionally supported by a study made across
anaesthesiologist-staffed pre-hospital services in the 4 Scandinavian countries , indicating that only
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35% of the patients met by the RRU were physiologically deranged and/or received advanced
medication and/or received advanced procedure .

Based on these, and similar studies, it is expected that considerable amounts of time can be trans-
ferred from “transport” to “contingency”, and that a significant amount of time can be saved at the
ED if a stricter treat-and-release procedure is introduced.

2. Introduce strict(er) transport decision protocols

A study covering 3 ambulance service districts in Sweden
showed that a large proportion of the patients being
transported to the hospital in an ambulance, should not
have been transported by ambulance; and a large pro-
portion of these patients (55%) would have been able
to transport themselves, or alternatively use taxi or pub-
lic transport. Not surprisingly, the lowest proportion of
patients that did not need transport with an ambulance (:

- 17% and 18%, respectively — occurred in trauma/acci- =

dent call-outs and call-outs where the caller reported on (=)

chest pain or other heart symptoms. 4: Simplified Transport Decision
Protocol (TDP)

42% of patients having abdominal or urinary problems

did not need the ambulance service, at all, and 45% of the inter-hospital transports ordered by
medical staff did not require ambulance transport but could have been transported in a lower quali-
fied way. The study is based on the assessment of the ambulance staff who attended to the emer-
gencies. Based on this study — and the two studies regarding treat-and-release quoted previously
in this paper- there is a clear indication that introducing strict (or stricter adherence to) transport
decision protocols (TDP) could free up considerable ambulance availability by not transporting a
large proportion of the patients in the ambulances.

As the patient has been assessed by the on-site EMS resources, a part of the end assessment
should be:

* Is the incident still urgent, or

» Non-urgent?

Leading to a transport decision on:

* Release patient to own devices?

* Release patient with appointment at hospital/ED?

» Release patient temporarily and order later, lower priority transport?
 Transport patient in ambulance?

Application of the same, or a similar, TDP could be applied to inter-hospital transports, as the po-
tential for releasing EMS time and resources (estimated 45% of the transports) is significant.
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The numbers quoted in the studies indicate that there is a considerable “time of availability of EMS”
potential in having a strict TDP, including a TDP for interhospital transports.

3. Create a multi-tiered organisation with a variety of functions.

In order to counter job-fatigue in the EMS, it will be beneficial to introduce possibilities for job rota-
tion, to both enhance the personnels’ insight into the complete EMS system, and to provide variety
in the job-functions.

Depending on the training level of the personnel, the easiest way to provide variety is to
dedicate personnel from the EMS to either:
i « EMCC-operator, provided the employee has either a medical or a logistical background, or
» QPTS/NQPTS, in order to perform non-urgent or interhospital transports.

EMCC

EMS

v The job rotation could either be for a period of time, or as a part of the general work-pat-
33;?; tern, where the employee performs a certain number of working days at either one or
the other function.

Another variety of function, which is generally implemented in all Scandinavian EMS systems, is a
technical or training supervisory function. But this function ought to be reserved for personnel with
special skills and abilities.

In some of the Swedish regions, there is an opportunity for the ambulance nurses to have a ro-
tation into the EMCC, and the experience is, that it is beneficial for both the employee and the
patients, as the nurse carries experience from one part of the organisation to the other, aiding to
improve interconnection across the whole organisation.

The general perception in the Swedish system is, that the exchange of experience between EMCC
and EMS provides a basis for a better choice of pathway to the right level of care. The same experi-
ence may apply when EMT's perform QPTS or NQPTS, where the exchange of experience can lead
to qualifying the TDP's further, in order to release more EMS availability.

4. Enhance the recruitment base for ambulance personnel

In both Denmark and Sweden, there are very specific entrances into the EMS system. In Denmark
you will enter via a vocational training system, and in Sweden either through a vocational training
system and via the training as a qualified nurse.The road through the vocational training system is
very long, and it does not provide the employee with an educational path to any other occupation.
A trained nurse has the possibility to enter the EMS system via a 1-year specialist training pro-
gramme - and has the possibility of returning to another nurse occupation if the employee feels
the need for permanent or intermediary change of work situation. It may be beneficial if the recruit-
ment base could be enhanced to professions where the candidates could carry certified merit from
their previous occupation into the training system, thereby shortening the training period — and be
able to carry renewed merit into the next level.
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Carrying of merit could be from:

1. [Care personnel]/PTS personnel > EMT-B,

2. EMT-B - EMT-l (Already existing)

3. EMT-l > Paramedic (Already existing)

4. Paramedic > Nurse

5. Nurse > Ambulance nurse (Already existing).

The carrying of merit is not a new concept, and by enhancing the possibilities further, it could pro-
vide the EMS system with:

a. A wider recruitment base,

b. An incentive for attracting and retaining personnel, and
c. A shorter lead-time for replacing personnel.

Summary

Denmark and Sweden have chosen the same framework for EMS; a framework, and an approach,
which is widely recognisable throughout Europe. Both EMS systems are developed within the
same frame of culture and societal wealth but differ on 1 (one) particular parameter: Whether to
train and employ paramedics or nurses as the highest qualification in the ambulances. It is debat-
able, whether the one or the other approach carries the highest benefit, but that debate will only be
on the premise that it should be an “either/or” decision how to staff the ambulances. In the light of
the challenges facing the staffing situation in the EMS, the premise should be: how can we employ
a “both/and” approach to the staffing of ambulances.

There is no doubt that employing licensed nurses in the EMS will provide an opportunity to intro-
duce a Rapid Emergency Triage and Treatment System [RETTS] into the service, which could limit
unnecessary transports to ED’s, and alleviate both the EMS and the ED’s in terms of work-load
and unnecessary prioritising of patients and “emergencies”. A Swedish study on the application
of RETTS concluded that 30% of children, and 20% of adults remained on the scene after assess-
ment from an ambulance nurse — and only 11% of the patients reaching the ED were diagnosed
with a time-sensitive condition , which provides a perspective for applying both treat-and-release
protocols and Transport Decision Protocols [TDP], and a more stratified EMS system.

A stratified EMS system will comprise of:

» RRU's with physicians,

« RRU’s with Nurses. To add to the triage and treatment capabilities,

» RRU'’s with Paramedics,

« Ambulances with Nurses and/or Paramedics,

» Ambulances with EMT's, and

A dedicated QPTS/NQPTS organisation to cater for not time-sensitive conditions and
interhospital transports.

The “both/and” approach will lead to a wider recruitment base, a higher flexibility in the deployment
of EMS units, a higher flexibility regarding applying the right resource, a better use of the resources
employed, and higher probability of treat-and-release interventions and the “hard” application of
TDP's.
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BLS AMBULANCE - CHYBEJICi CLANEK V SYSTEMU ZDRAVOTNICKE ZACHRANNE SLUZBY?

Ondrej Franék, Zdenék Krivanek, Petr Kolouch, Jaroslav Valasek, llia Chocholous
ZZS hl. m. Prahy, Praha, Ceskd republika

Legislativni prostedi v CR zna dva moZné maédy transportu pacienttl do nemocnice: poskytnuti zdravot-
nické zachranné sluzby (ZZS), kterd je ur¢ena pro feSeni Zivot ohroZujicich a dalSich nahle vzniklych
zavaznych stavd, a transport vozem zdravotnické dopravni sluzby (ZDS), pokud o Zivot ohroZujici stav
nejde. Transport vozem ZDS je ovSem mozné realizovat pouze na zékladé indikace |ékare.

V praxi vSak existuje velké mnoZstvi pacientl vyZadujicich transport z dGvodu méné zdvazného,
ale neodkladného stavu (napf. ucpany permanentni mocovy katetr u muzd, drobné Urazy, zhorSeni
chronickych bolesti.. .), ale prakticky |ékaf je nedostupny a nemaji ani sami moznost se do nemocnice
dostat. K tomu se pridava dalsi skupina pacient z ambulanci |ékar(, kteff sice indikaci maji, ale ZDS
zase nemaji okamzitou kapacitu pro realizaci jejich transportu.

Tyto transporty ,tradi¢né” spocivaji na bedrech zdravotnické zachranné sluzby. To ale v poslednich
letech z fady dvod( nardzi na limity dané jak zvySujicim se poctem téchto transportd, tak prohlubu-
jici se frustraci zdravotnickych zachranard.

Systémovym resenim by byl vznik nové kategorie prostrfedk( zdravotnické zachranné sluzby, v zah-
rani¢ni obvykle oznacované jako ,BLS” ambulance. S ohledem na platnou legislativu byl proto
v podminkach ZZS HMP v roce 2023 spustén zkusebni provoz ,akutni ZDS". Jeho cilem je vyzk-
ouset Zivotaschopnost a zejména bezpecnost systému transportu pacientd nizké naléhavosti,
a to jak na Grovni opera¢niho fizeni (schopnosti spravé identifikovat vhodné pacienty), tak na Grovni
samotnych posadek, které byly vycviceny i vybaveny nad réamec béznych pozadavkd na fidice
a vozidla ZDS s cilem schopnosti identifikovat pripadné rizikové pacienty.

Doposudbylorealizovanonékoliktisictakovychtransportd, pricemzZnedoslokzavaznymkomplikacim.
Jedna posadka ZDS realizuje za sménu cca 1,5 nasobek transportl vaci vyjezdovym
skupindm RZP, interval mezi pfijetim volani a realizaci transportu je v priméru cca 45 minut.

Tento systém pomohl sniZit zatizeni VS RZP (zejména v segmentu vyzev s nejnizsi naléhavosti)
a pomaha tak vyrovnat se s nedostatkem kvalifikovanych zachranait na trhu prace. Doslo k Uspore
ndakladud a vytvoreni dalsi operativné dostupné zélozni transportni kapacity pro mimoiadné udalosti.
V neposledni fadé mize jit do jisté miry i o ,lihef” budoucich Fidi¢a ZZS i zachranard, ktefi se zde
prirozené seznamuji s prostrfedim zdravotnické zachranné sluzby i zdravotnictvi jako celku a néktefi
¢lenové posadek ZDS jiz nyni avizuji zahdjeni studia k ziskani kvalifikace potfebné pro praci
ve vyjezdové skupiné RZP.

Vyuziti ,BLS” ambulanci by tak mohla byt jedna z cest, jak do budoucna celit vyzvam, které
pfed ZZS v modernim svété nevyhnutelné stoji.

ondrej.franek@zzshmp.cz
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PREDNEMOCNICNi NEODKLADNA PECE V €R - SOUCASNY STAV A VYHLED DO BUDOUCNA

Roman Gregor
Zdravotnicka zachrannd sluzba Moravskoslezského kraje, p.o.
Spolecnost urgentni mediciny a mediciny katastrof CLS JEP

Poskytovéani prednemocni¢ni neodkladné péce (PNP) se vyvijelo dynamicky v druhé poloviné
minulého stoleti v rdmci spole¢ného statu. Prvni legislativni zakotveni a vymezeni PNP vsak
zatalo nachazet svou podobu az po rozdéleni Ceskoslovenska. Oba samostatné staty navazaly
na spole¢ny zaklad, avsak cesty, kterymi se zacalo systémové budovani zdravotnickych
zachrannych sluZeb (ZZS) ubirat, se od sebe postupné vzdalily.

V Ceské republice poprvé urcily zakladni sit a dalsi parametry ZZS na mnoho let vyhlagky; zakon
0 zdravotnické zachranné sluzbé byl vydan spolu s balikem dalSich reformnich zakon(
a7 vroce 2011. Postupny vyvoj véak v CR zachoval plnou vazbu mezi operaénim fizenim a vlastnim
poskytovanim PNP vyjezdovymi skupinami. Sou¢asna sit ZZS v CR je tak dana 14 krajskymi
Z7S, které zfizuje kraj v samostatné plsobnosti. Krajské ZZS jsou odpovédné za celou oblast
PNP - od piijmu tisfiového volani, pfes vyslani sil a prostifedkd, pozemnich & leteckych, az po
predani pacienta cilovému poskytovateli.

Na Slovensku poskytovani PNP definovala od pocatku série zakon(. V jejich disledku ale doslo
k rozdéleni struktury poskytovatell, kdy si stdt ponechal pouze operacni fizeni v podobé
krajskych operacnich stiedisek a definoval sit vyjezdovych zakladen, zatimco pro poskytovani
vlastni vyjezdové cinnosti vytvoril Siroky prostor pro uchazece, ktefi uspéji ve vybérovém fizeni
na vyse zminénou sit stanovist.

V prezentaci je popsan postupny vyvoj budovani ZZS v Ceské republice do nyné&jsi podoby. Uvedeny
jsou zékladni rdmce PNP, poZadavky na technické, vécné i personalini vybaveni poskytovatele ZZS.
Nad celostatnimi i regiondlnimi daty jsou uvedeny nejen kvalitativni parametry, ale také zmény a
trendy ve vyjezdové ¢innosti. Demonstrovany jsou i vyzvy a problémy, kterym ZZS ¢€eli v souvislosti
se zménami konceptu primarni péce v CR, ménici se demografii a dal&imi vlivy.

zzsmsk@zzsmsk.cz
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PRITOMNOST A BUDUCNOST URGENTNYCH PRIJMOV NA SLOVENSKU
Roman Skulec

Oddelenie urgentnej mediciny a Oddelenie anestéziol6gie, perioperacnej a intenzivnej mediciny,
Nemocnica Bory, a.s., Bratislava, Slovenska republika

Katedra klinickych disciplin a urgentnej mediciny, Fakulta socidlnych vied a zdravotnictva, Univerzita
Konstantina Filozofa v Nitre, Slovenska republika

Klinika anesteziologie, perioperaéni a intenzivni mediciny, Univerzita J. E. Purkyné v Usti nad Labem,
Masarykova nemocnice v Usti nad Labem

Klinika anesteziologie, resuscitace a intenzivni mediciny, Univerzita Karlova v Praze, Lékarska
fakulta v Hradci Krélové, Fakultni nemocnice Hradec Krélové

Urgentny prijem je samostatné Specializované pracovisko poskytovatela akdtnej 16Zkovej starostli-
vosti s nepretrzitou prevadzkou, ktoré zaistuje prijem a poskytovanie intenzivnej akatnej [6Zkovej
starostlivosti a Specializovanej ambulantnej starostlivosti pacientom s nahle vzniknutym zdvaznym
postihnutim zdravia a pacientom v priamom ohrozeni Zivota. SlUZi zéroven ako miesto prvého ose-
trenia a vysetrenia pacientov pri vstupe do zdravotnickeho zariadenia, a to bez ohladu na zavaznost
ich zdravotného stavu a na spdsob, akym boli na urgentny prijem dopraveni.

SGcastou novej kategorizacie Gstavnej zdravotnej starostlivosti je aj budovanie siete urgentnych
prijmov. Systém rozliSuje dva typy. Urgentny prijem 1. typu predstavuje zdkladny model
urgentného prijmu, ktory poskytuje regiondlnu zdravotnU starostlivost. Urgentny prijem 2. typu
poskytuje komplexnu, specializovanu a interregionalnu zdravotnu starostlivost.

Buddci rozvoj urgentnych prijmov predstavuje velkd vyzvu hlavne v oblastiach vzdeldvania, vedy
a vyskumu, komunitnej mediciny, telemediciny, urgentnej geriatrickej mediciny, implementacii
point-of-care technoldgii a tieZ v oblasti starostlivosti 0 zamestnancov urgentnych prijmov.

V prezentdcii budu uvedené aspekty podrobne diskutované.

skulec@email.cz
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ELEKTROMOBILITAV ZZS

Marian Vlasdk
Falck Denmark, Global Procurement

Cielom prispevku je poskytnut Gcastnikom konferencie vychodiskové informacie pre rieSenie prob-
lematiky zavadzania elektrickych sanitnych vozidiel (@ambulanci) do prevadzky v ZZS a nacrtnit
finan¢né nasedky.

Autor poukazuje na zakladné problémy pri samotnom ndavrhu, konstrukcii a vyrobe ambulancie
na podvozku s plne elektrickym pohonom a uvadza porovnanie s beZzne pouzivanym podvozkom
so spalovacim motorom. Uvadza tiez mozné rieSenia technolégiami aktudlne dostupnymi,
pripadne technoldgiami, ktorych dostupnost sa v blizkej budicnosti predpoklada.

Vo svojom prispevku autor dalej poukazuje na:

nevyhnutnost vy35ej maximalnej povolenej hmotnosti vozidla a z toho vyplyvajicej nutnosti zmeny

vodi¢ského opravnenia vodicov v ZZS,

« potrebu dalSieho vzdeladvania vodi¢ov ZZS ohladom spravneho pouzivania vozidiel s elektrickym

« pohonom,

- problém s aktualne nedostato¢nou infrastruktirou nabijacich stanic,

» kratsi dojazd vozidiel s elektrickym pohonom, ktory je navyse limitovany napriklad pouzitim
zdravotnickeho pristrojového vybavenia alebo klimatickymi podmienkami pri konkrétnom zasahu,
¢o ma dopad na potrebu vacsieho poctu sanitnych vozidiel pre zabezpecenie obsluznej kapacity
ZZ7S porovnatelnej so si¢asnym stavom,

* 3iné suvislosti.

V prispevku sa autor venuje tiez aktualnemu stavu pouzivania e-ambulancii a uvddza priklady
poziadaviek na dodanie e-ambulancii v aktualnych tendroch v niektorych krajindch EU.

Uvédza tiez priklad vyvoja a vyroby elektrického sanitného vozidla na baze Mercedes-Benz eVito,
ktoré bolo ako Uplne prvé plne elektrické sanitné vozidlo uvedené do prevadzky ZZS v regiéne
Kodan v Dansku.

V zavere autor uvaddza niekolko odporucani pre eventudlne zavddzanie elektrickych ambulancii
do praxe v ZZS. Zéaroven upozoriiuje na Uskalia spojené s eurdpskou legislativou, na finan¢né
dopady a tieZ na pripravenost, resp. nepripravenost regula¢nych organov, ako aj poskytovatelov
ZZS na nové vyzvy sdvisiace so znizovanim emisii v ramci EU.

marian.vlasak@falck.com




1. MEDZINARODNA KONFERENCIA O ZACHRANNEJ ZDRAVOTNEJ SLUZBE

FIRST RESPONDER V CESKE REPUBLICE

Barbora Truksova Zuchovd, Jaroslava Krencikova,
ZZS Zlinského kraje, ZZS Pardubického kraje
ZZS Krdalovéhradeckého kraje

V Ceské republice vedle sebe stoji dva zakladni systémy, diky kterym je vyuZivan First responder
(FR). FR je proskoleny poskytovatel prvni pomoci na vyzadani, ktery je zapojen do systému koor-
dinovaného a aktivovaného ZOS poskytovatele zdravotnické zachranné sluzby prislusného kraje.

Prikopnikem systému byla v roce 2013 Zdravotnické zachrannd sluzba Jihomoravského kraje,
kterd systém oprela o plosné rozmisténi AED v kraji a jejich vyuzivani predevsim slozkami 1ZS.
Zakladem je modul zajistujici aktivaci pfimo v operacnim programu Zdravotnického opera¢niho
strediska. V systému jsou zaloZena jednotlivd AED a jejich typ obsluhy. Kazdému FR jsou pfifazené
okruhy zdsahuschopnosti. Nejcetnéji je vyuzivdna spoluprace se slozkami IZS a to zejména policii
a hasiti — profesionalnimi i dobrovolnymi jednotkami. PoZzadavek na soucinnost je pfedavan auto-
maticky pres Narodni informacni systém. Operdtordm systém piimo na danou adresu poskytne
vhodného First respondera, samoziejma je podpora map, kde jsou AED zanesena. Sou¢ésti tohoto
projektu bylo i rozmisténi AED na verejna mista do specidlnich boxq, jejich zabezpeceni je koordi-
novano pres Zdravotnickou zachrannou sluzbu ¢ pomoci dodavatelskych firem. Podobny systém je
v CR zaveden i v dalich krajich.

Druhy systém vychazi z principu vyuZivani laikl a mobilni aplikace pro poskytovatele prvni pomoci
- First respondery. Priikopnikem tohoto systému je od roku 2016 Zdravotnickd zachrannd sluzba
Kralovehradeckého kraje. Zachranci jsou v pripadé potreby vyzvani prostrednictvim mobilni aplikace
zdravotnickym opera¢nim stfediskem. Aktivace probiha nezavisle, bez nutnosti zasahu operatora.
Do systému je zafazen ten, kdo Uspésné absolvoval certifikovany kurz ERC KPR/AED nebo vyssi
nebo absolvoval obdobny kurzu odpovidajiciho rozsahu, ktery je garantovan zdravotnickou zachr-
annou sluzbou v CR (plati po dobu 5 let od absolvovani kurzu). Dale musi spliiovat trestni bezdhon-

nost, zdravotni zpUsobilost a dalsi kritéria véetné podpisu etického kodexu a povinné micenlivosti.

Legislativni opora vyuzivani First respondera je oprena o Metodicky pokyn Ministerstva Zdravotnic-
tvi CR €& 8/2021 pro vyuzivani poskytovatelli prvni pomoci na vyzadani. Tento dokument vyty¢u-
je presné pojmy a moznosti vyuzivani dobrovolnikl a first responder(, rozsah jejich vzdélavani,
zpUsob aktivace, operacni fizeni operacnimi stiedisky ZZS a pravni aspekty.

K registraci jednotlivych AED do systému je nejvice vyuzivana Aplikace Zachranka, kterd nahlasena
AED poskytuje zdchrannym sluzbam k jejich pfipadnému schvaleni a zafazeni do jejich registra.

Nékteré ZZS vyuzivaji oba systémy a vzajemné je kombinuji. Kazdy ze systém( ma sva specifika
a limity a byvaji ovlivnény krajovymi zvyklostmi. Oba systémy vykazuji vyznamny vliv pfeZiti osob

postizenych v terénu nahlou zastavou obéhu.

zuchovab®@seznam.cz
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TECHNOLOGICKE POZIADAVKY V ZZS NA SLOVENSKU

Vladimir Hosa
Zdchrannd sluzba Kosice, Kosice

Zachranna sluzba na Slovensku prechadza za posledné obdobie rychlym technologickym vyvojom.
K rychlejSiemu vyvoju dopomohli aj finanéné prostriedky z Eur6pskej Unie vo forme nenavratnych
finan¢énych prispevkov na nakup techniky. Zmenou prechadzaji aj ambulancie ZZS. Z pohladu
spolo¢nosti, ktoré realizujd zdstavbu na ambulanciach, je vzhladom k dneSnym technickym poZia-
davkam obtiazne postavit vozidlo do 3,5t. Vozidla zachrannej sluzby prechadzaju na kategdriu nad
3,5 t. Zavadzanim réznych technickych rieSeni akym s napr. lavé posuvne dvere, prechod medzi
kabinou vodi¢a a zastavbou Castou, podvozok 4x4, in3talacia elektrohydraulickych nosidiel, ap.,
neumoziuje vyrobcom vyrobit vozidlad v kategdrii do 3,5 t. NeumozZiiuje to naplnit bezpe¢nostné
poziadavky pre ZZS.

Délezitym prvkom v zabezpeceni ZZS kvalitnymi vozidlami je stanovenie ich relevantnej Zivotnosti,
pripadne najazdenych km. Takéto parametre by mohli byt kritériom, ukazovatelom kvality pri udelo-
vani povoleni uchadzacom pre ¢innost v ZZS. Avsak nastavit jasné parametre pre obnovu vozového
parku v ZZS je obtiaZne ale na druhej strane zrealizovatelné. Z hladiska dostupnych dat porovna-
va autor vybrané krajiny, ktoré maju definované z hladiska najazdenych kilometrov pripadne veku
vozidla ich potrebni obmenu. Po dosiahnuti tychto parametrov naklady na Gdrzbu za¢ni narastat
a vozidld zacinaju byt techniky menej vyhovujice aj moralne zastaralé. To ma vplyv na komfort
pre pacienta. Otazkou je ¢i takéto vozidla vzhladom k ich obstaravacej cene by mohli byt vyuZité v
systéme DZS, pripadne pre medzinemocni¢né transporty, ¢i ich vyuziju dalSie inStitucie povedzme
pre potreby transportu pacienta do Ustavnych zariadeni alebo na rézne vySetrenia. V tomto pro-
cese zohrava samozrejme délezitt tlohu samotné financovanie ndkupu vozidiel pre ZZS. Autor po-
rovnava jednotlivé formy obstarania vozidiel a prevadzkové néklady za obdobie 5 rokov. Porovnava
nadobudnutia vozidiel z pohladu nakupu formou cash alebo formou operativneho lizingu vratane
spravy a udrzby vozidiel, udrzby pristrojovej, imobilizacnej a transportnej techniky.

Dalsiou déleZitou témou aj vzhladom k obdobiu poslednych troch rokov, kde svet prekonaval Covid
krizu, alebo celil désledkom vojnového konflikty, je zdravotnicke zabezpecenie takychto mimori-
adnych udalosti ZZS. Prax ukazala, Ze systém ZZS nie je na takéto udalosti pripraveny. Ide hlavne
o materidlno-technické vybavenie. Subjektami hospodarskej mobilizacie su len vybrané Zachranné
sluzby, zvacSa sa jednd o stétnych poskytovatelov ZZS, ktoré na zéklade Gloh od zriadovatela su
zatlenené do rieéenie uvedenych udalosti. To malo za nasledok prehlbenia komplikacii pri posky-
tovani neodkladnej zdravotnej starostlivosti. Rovnako zabezpecenie hranic pri zacati vojnového
konfliktu bolo jasnym signalom, Ze ZZS ako samostatny celok, nie je schopné zabezpecit vlastnymi
materiadlno-technickymi prostriedkami takyto typ udalosti. Autor navrhuje potrebné technickeé riese-
nie na doplnenie materidlno-technického vybavenia v ZZS pre pripad takychto udalosti, vratane
riesenia UHPO v jednotlivych krajoch.
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Napriek obrovskému vyvoju v oblasti mediciny je elektronizacia v ZZS v absoldtnom zaciatku. Chy-
ba celondrodné riesenie, jasné definovanie kam ma poskytovatel ZZS do budicna smerovat. Aj
ked svita na lepSie ¢asy a takyto projekt je tesne pred jeho spustenim, informacii je velmi malo.
Ciasto¢né riedenia elektronizacie zédznamu o zhodnoteni zdravotného stavu osoby sice prindsajd
mierny komfort pre posédku, ale nerieSia dalSie suvislosti. Aplikacné rieSenia STEMI/STROKE sice
priniesli velky posun pre manazment pacienta, avSak povazujeme to za docasné rieSenie. Komplex-
nost elektronizacie, tj. prepojenie v samotnej ZZS, prepojenie so vsetkymi systémami, s urgent-
nymi prijmami, s Operacnym strediskom ZZS, s NCZI je jedinym moznym rieSenim. Aj ked tieto
popisované systémy su v pohybe, stéle ostava to najdbleZitejSie a to je odovzdavanie dokumenta-
cie ustavnym zdravotnickym zariadeniam papierovou formou napriek tomu, Ze uz dnes existuje
rieSenie. Nedostatok lekdrov otvara dvere telemedicine a jej vyuzitelnosti v praxi ZZS. Samotna
elektronizacia pri jej spravnom vyuziti bude nielen strojcom pre skvalitnenie poskytovania neodklad-
nej zdravotnej starostlivosti ale aj dolezitym faktorom z pohladu mozného zniZzovania nakladov a
efektivnejSieho vyuzitia financnych prostriedkov.

vladimir.hosa@zske.sk




- 1. MEDZINARODNA KONFERENCIA O ZACHRANNEJ ZDRAVOTNEJ SLUZBE

SPOMIENKY VETERANA NA BUDUCNOST

Viliam Dobids’?, Mariana Bachanovd®
" Slovenska zdravotnicka univerzita Bratislava
2 LSE-Life Star Emergency, zachrannd sluzba Limbach

Klacové slovad: zachranna zdravotna sluzba, vzdeldvanie v urgentnej medicine, manazment
zachrannych sluZieb, rendez vous systém

V Bratislave autor pracoval v rendez vous (RV) systéme niekolko rokov na zatiatku tisicrocia, jed-
klasickou posadkou Rychlej lekarskej pomoci (RLP) a subjektivne pocitovany deficit 1 zachranara
v posadke. V rémci vzdeldvania lekdrov a zdravotnickych zachrandrov navrhujem pre lekarov in-
ych Specializacii Gvodny kurz pred prvou sluzbou v prednemocnicnej ¢asti urgentnej mediciny a
niekolkodiiové adapta¢né obdobie pred zaciatkom prace na oddeleni urgentnej mediciny (OUM).
V épecializa¢nej naplni po schvaleni MZ SR bude od roka 2024 upravena dfzka praxe v ZZS a v
nemocnici v prospech nemocni¢ného urgentu, pribudna povinné kurzy ALS, PHTLS a POCUS, prax
na infekénom a radiologickom oddeleni. Pre zdravotnickych zachrandrov navrhujem institucionalne
postgradudlne vzdeldvanie s preskdsanim v pravidelnych intervaloch v akreditovanej vzdelavacej
institacii. Legislativne treba osetrit povinnt inovaciu vybavenia Ambulancie a OUM podla medz-
inarodnych odportcani s dedikovanymi kapitalovymi investiciami. Na zabranenie ndsobného
zvySovania podielu menej naliehavych vyjazdov treba cielene a celostatne jednotne vypracovanou
metodikou pomocou pedagdgov a psychologov viest trvalt osvetovad kampari. Okrem toho sa musi
zmenit systém prace vseobecnych lekarov a zaradit dopravnu sluzbu pod opera¢né riadenie, pre-
toze nie je mozné, aby sa kazdy rok zvySoval pocet menej naliehavych vyjazdov o patinu pri rovna-
kom pocte vyjazdov kritickych. Je délezité aby zédchrannd zdravotna sluzba nesuplovala nefunkény
prvy lekdarsky kontakt a bola v takmer polovici vyjazdov prvym kontaktom pacienta so zdravotnikmi.
V prednaske sa autori zaoberaju aj mozZnostami doplatkov pacientov, zefektivnenia inkasa pri re-
gresoch, organizaciou povinnych nacvikov riesenia hromadnych nestasti. Vhodnym manaZmentom
zo strany riadiacich organov na zaklade konsenzu odbornikov z praxe je nanajvys potrebné zmenit
politické rozhodovanie v zdravotnictve na riadenie podla mediciny zaloZenej na dékazoch a na rydzo
odbornej trovni podla najnovsich vedeckych poznatkov. Treba dérazne sledovat trendy, priebezne
upravovat finan¢né krytie podla skuto¢nych a odévodnenych nakladov a trvat na dodrziavani stan-
dardnych diagnostickych a terapeutickych postupov. Povinnym vedenim registrov najvaznejsich
ochoreni, ndcvikom prvej pomoci na vietkych zakladnych a strednych Skolach a zosietovanim retaze
od pacienta cez vseobecného lekara, Specialistu, pohotovostnej a dopravnej sluzby az k zachrannej
zdravotnej sluzbe sa budl dosahovat personalne a finan¢né Uspory a zaroven aj zvySovat
efektivita. Stat musi vypracovat legislativu, ktora nebude robit ani tolerovat rozdiely medzi §tatnymi
a nestadtnymi poskytovatelmi v zdravotnictve.

viliam.dobias@dobiasovci.sk
marianabachanova@gmail.com
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SLOVENSKA SPOLOCNOST URGENTNEJ MEDICINY A MEDICINY KATASTROF - MINULOST,
SUCASNOST, BUDUCNOST

Attila Ganyovics, Taria Bulikova
LSE sro., Rimavska Sobota, Senec, Slovensko

Urgentna medicina (UM) je v medzindrodnom kontexte jednym z najmladsich odborov. V roku 1998
bola UM prostrednictvom Manifestu UM vyhladsend za plnohodnotny odbor mediciny. Napriek
tomuy, Ze je to relativne mladé lekarska Specializacia, velmi dynamicky sa rozvija. Je zaloZzend na
znalostiach a zruénostiach nevyhnutnych na prevenciu, diagnostiku a zvladdnutie urgentnych a
emergentnych priznakov choréb a urazov, ktoré postihuju pacientov vsetkych vekovych skupin a v
celom spektre nediferencovanych somatickych a dusevnych poruch.

Vznik Slovenskej spolo¢nosti urgentnej mediciny a mediciny katastrof (SSUM a MK) sa datuje od
roku 1996. Nasa odborna spolo¢nost nema dlha tradiciu v porovnani s inymi, ale na jej Cele stali na-
juznavanejie osobnosti slovenskej urgentnej mediciny: MUDT. Ladislav Simak, MUDT. Jan Kovaléik,
doc. Viliam Dobias a MUDr. Téfa Bulikova. Dvadsattri rokov od zaloZenia odbornej spolo¢nosti nie
je vela, ale z pohladu vyvoja technoldgii a samotnej doby, je to jedna generacia. A si¢asna generacia
ma ovela viac informacii a moznosti na efektivnejSiu pracu.

Praca vo vybore nie je a ani nikdy nebola jednoduchd. Vyzaduje trvalé nasadenie, zanietenie a
organizovanie mnozstva roznych odbornych aktivit. Tvorime nové odporucania, publikujeme v
domadcich a zahrani¢nych €asopisoch, tvorime vlastné ucebnice a organizujeme vlastny uspesny
kongres a odborne garantujeme mnohé zachranarskej podujatia a sutaze. Zavadzame nové trendy
do medicinskych postupov.

Slovenska spolo¢nost urgentnej mediciny a mediciny katastrof je pripravena na nové vyzvy. Mdme
viziu rozsirovat tento odbor, rozsirovat ¢lenskd zakladiu, ziskavat mladych kolegov, ¢o sa pri ak-
tudlnom vedeni vyboru aj dari. Chceme sa venovat vyucbe a vzdeldvaniu lekdrov a zachranarov
aj na pregradudlnej aj postgradudlnej oblasti. Mdme snahu aktivne sa zdcastiiovat na tvorbe
legislativnych procesov, zberu kvalitnych dat, elektronizacie systému. Velkou vyzvou pred odbor
je nemocnicna ¢ast urgentnej mediciny. Mnoha nemocnice ani v terajsej dobe nie st pripravené
na tridZ pacientov, na prijem kritického pacienta. Jednym z cielom odbornej spolo¢nosti je dostat
nemocni¢ny urgentnu medicinu na Groven ostatnych klinickych odborov, drzat sa novych medicin-
skych trendov, zavadzat do beznej praxe point-of-care diagnostiku, odborné odporuacania.

Cim vécsia bude nasa urgentologickd spoloénost, tym v&esiu $§ancu mame na rozvoj potencialu

nej mediciny v legislativnych krokoch. Je e3te vela vyziev na zlepsenie. Schody, ktoré musi zdolat
urgentna medicina, nikdy neskoncia.

attilaganyovics@gmail.com
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REALITAV OBLASTI VZDELAVANIA A KOMPETENCIi NELEKARSKEHO PERSONALU V ZZS

Marién Hudak
Virtulnikova zdchrannd zdravotnd sluzba, Air Transport Europe s.r.0., Poprad
Hlavny odbornik MZ SR v odbore Zdravotnicke zdchrandrstvo

,Definicia ialenstva je robit stdle to isté a ocakavat iné vysledky.” - Albert Einstein. Myslienku tohto
velikdna vyZil autor ako stimul v procese skimania vyvoja zmien v ZZS za posledné roky. Vo svojej
prezentacii sa venuje iba jednému z mnozstva problémov, ktorym je ZZS na Slovensku v poslednych
rokoch vystavend, problému vzdeldvania a kompetencii nelekdrskeho persondlu. Pre analyzu a
spracovanie vysledkov vyuzil metédu SWOT.

Poukazuje na silné stranky systému v zmysle stupfiov, kvality a dfzky pregraduélneho vzdelavania
zdravotnickych pracovnikoy, ich kontinualneho dovzdelavania, aj Grovne ich odbornych kompetencii
vratane samostatného vykonu farmakoterapie. Ako pozitivum sa ukazuje prvok, Ze Slovenska ko-
mora zdravotnickych zachranarov (SKZZ) disponuje Struktirovanou evidenciou poctu vsetkych ab-
solventov zdchranarskeho vzdelania. To déva predpoklad vyuzitia dat pri komunikacii s reguladtormi
pri koncipovani ,,zachranarskych” reforiem.

Ako slabé stranky uvadza deficit uceleného prehladu o aktualnych poctoch vodicov bez zdravot-
nickeho vzdelania a ich zaradenie. Upozorfiuje, Ze pre zdravotnickych zachrandrov neexistuju Ziadne
ucelené pravidla pri ich dalSom vzdeldvani a pridelovani kompetencii. Za vdZnu systémovud chybu
povazuje aj absenciu prideleni odbornych kompetencii zdravotnickym zachranarom a ich zaradenie
do pracovného procesu (absolventov Specializacného Studia Starostlivost o kriticky chorych). Je to
trestuhodné nevyuzivanie silného odborného potencidlu skisenych zachrandrov. Vznik Specializé-
cie a uz pritomnost takto vzdelanych absolventov v praxi je predpokladom na potencidlne riesenie
nedostatku lekarov v ZZS.

V casti prilezitosti autor ponuka rieSenie, ktoré by malo zasadny vplyv na zvySovanie kvality posky-
tovanej starostlivosti nelekdrskymi posadkami. Tyka sa to zavedenia nového akreditovaného
kvalifika¢ného kurzu pre vodi¢a vozidla ZZS, podobne ako je to v CR. V segmente zdravotnickych
zachranarov je nutné akutne doriesit problematiku kompetencii a zaradenia absolventov Spe-
cializacného Stadia do pracovného procesu, resp. do systému typov posadok ZZS. Rovnako tak
navrhuje zaviest povinny jednotny edukacny Standard zavazny pre poskytovatelov v zmysle ap-
likacie interného vzdeldvania zachrandrov a to na Urovni Skoleni predstavujucich overeny uceleny
systém medzinarodne Standardizovanych postupov (PHTLS, ASLS, ALS, PALS...).

Za hrozby povazuje autor nedostatocné rieSenie motivacie zachrandrov absolventov, ktori bud'ih-
ned po ukonceni Studia ani nenastupia, alebo po kratkom ¢ase odchadzaju za précou mimo segmen-
tu ZZS. Vzniknuty persondlny deficit sa nasledne riesi znizovanim kvalitativnych kritérii, pri vybere
zamestnancov s neblahym dopadom na kvalitu poskytovanej neodkladnej zdravotnej starostlivo-
sti. Ignorovanie tejto skutocnosti vytvara dokonaly priestor na negativne spolocenské PR, ako aj
pripadne prévne konzekvencie. V zdvere autor konstatuje, 2/3 z celkového poctu vyjazdov ZZS re-
alizuju posadky nelekarske a prave preto odporaca venovat zvysend pozornost riesenia otdzok ich
pracovnej motivacie, vytaZenia, pracovnym podmienkam, kontinualneho vzdeldvania a odbornych
kompetencii. Rovnako tak, navrhuje mozné rieSenia problematiky vodicov ZZS bez zdravotnicke-
ho vzdelania zavedenim nového akreditovaného kvalifikacného kurzu vodic vozidla ZZS. Poskyto-
vanie kvalitnych sluzieb, kvalitnym a vzdelanym persondlom je legislativnou povinnostou vietkych
drzitelov licencie, ale aj zakladnym Gstavnym pravom pacientov-klientov.

azapp.hudak@gmail.com
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BUDUCNOST NEZDRAVOTNICKYCH CLENOV POSADOK ZZS

Martina Vitkova
Life Star Emergency spol.s.o. Limbach, Presovska univerzita Presov
AGEL Merea Bratislava

Aktudlny stav legislativy ZZS umoziiuje v posadkach RLP a RZPS obsadit poziciu jedného z ¢lenov
bez zdravotnickej kvalifikacie. Kritéria pre nezdravotnickych ¢lenov v posadkach RLP a RZPS sa
tykaju praxe s vedenim vozidla s prdvom v prednosti v jazde, GspeSného zvladnutia psychotestov
a zakladného preskolenia 1x ro¢ne bez Specifického obsahu.

Poskytovanie prednemocni¢nej neodkladnej zdravotnej starostlivosti vyZzaduje timov( pracu vset-
kych €lenov v posadke ZZS. Nevynimajuc ¢lenoy, ktori podla aktualnej legislativy nie st zaradeni,
ako zdravotnicki pracovnici. V posddkach typu RLP a RZP S je ¢lenom vodig, ktory vykondva ¢innos-
ti prepojené na priamy kontakt s pacientom pri beznych ale aj invazivnejSich odbornych vykonoch. Aj
napriek urc¢enej naplni prace v pozicii vodi¢a mnohokrat vykonava ako ¢len posédky cinnosti, ktoré
nespadaju do jeho kompetencii v zmysle asistencie a nevyhnutnych cinnosti, ktoré patria medzi
zivot zachrarujice vykony. Napriek tomu - nie je zdravotnickym pracovnikom.

Specifické ¢innosti, ktoré vodi¢ RLP alebo RZPS vykonava priamo s pacientom mnohokrat vyZzadu-
ju interakciu s pacientom, vodic je priamo aktivny pri komunikdcii s pacientom v zmysle citlivych
informacii, pricom nie je povinny dodrziavat mi¢anlivost, nakolko nie je zdravotnickym pracovnikom.

Pri vykone ¢innosti nema priamu zodpovednost za poskytovanie starostlivosti, pri pripadnom
pochybeni nema pravnu zodpovednost, nakolko nie je zdravotnickym pracovnikom.

V suvislosti s vyvojom modernizaciou v oblasti urgentnej mediciny a PNZS su vSetci ¢lenovia posa-
dok ZZS povinni sa kontinualne a pravidelne vzdelavat. Pri zmenach v odbornych postupoch a
VyVOji je nevyhnutné, aby cely tim spolupracoval a poskytoval tak pacientovi spravnu starostlivost
bez zbyto¢ného odkladu a hlavne sprévne. V tejto oblasti je nevyhnutné aby vsetci ¢lenovia poséa-
dok RLP RZPS, teda aj vodi¢ poznal a ovladal nové postupy, mal priestor sa vzdeldvat a kontinualne
trénoval zrucnosti. Vsetky tieto kroky je nevyhnutné overit v praxi a v kone¢nom désledky by mali
podliehat aj auditu resp. kontrolnej ¢innosti. V neposlednom rade je nevyhnutné, aby na tejto Grovni
iSlo o uniformitu a sprévne obsahové zameranie s vhodnou metodikou vzdelavania.

Vodi¢ posddky RLP RZPS, ako ¢len posadky ZZS nie je evidovany v Ziadnej zo stavovskej orga-
nizacii, ktora by mu poskytla “zézemie” v zmysle povinnosti, kontroly, uplatneni v inych odvetviach
a v neposlednom rade, aby islo o registraciu a databazu tychto pracovnych pozicii. Vodi¢ posad-
ky RLP RZPS v praxi vykonava ¢innosti, ktoré st prepojené so zabezpecenim a zodpovednostou,
s ovladanim a technickou manipuldciou s viacerymi pomockami z vybavy ZZS. Aj napriek tomu,
Ze ma vysokd miery zodpovednosti a zabezpecuje odborné vykony, ¢ uz ako asistenciu alebo
priamo samostatne vykonava vykony, ktoré suvisia so Zivot ohrozujicimi stavmi - nie je
zdravotnickym pracovnikom.
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Aka je budicnost vodi¢a posadky RLP alebo RZPS bez zdravotnickej kvalifikacie? Je pri navrho-
vanych zmenach v systéme ZZS miesto pre zaradenie skisenych ¢lenov posadok ZZS? Ma moznost
uplatnenia sa v praxi, ak nie je predpoklad alebo zaujem o zvySenie kvalifikacie v odbore ZZ? Vieme
aka bude buducnost tych, ktori dlhoro¢ne pracuju v tejto oblasti a v kone¢nom dosledku profesne
nemaju narok na vyuZitie tejto skisenosti z praxe? Aké mame rieSenie pre tych, ktori patria mno-
hokrat k “zakladatelom” PNZS? Casto ich ocenime v galérii cti za ich dlhoroénu pracu, ale mnohi by
sa radi realizovali dalej a pomahali tym, ktorym zasvatili dlhé roky - pacientom.

Navrhy na diskusiu, plany na zmenu a pripravy vyZaduju komplexné rieSenie a vyuZzitie potencidlov
a kvalit, ktoré mame. Variabilita navrhov sa sustredi na vyuZzitie predpokladov skidsenych ¢lenov
v posddkach RLP hlavne v oblasti technickej a vedeni vozidla s pravom prednosti v jazde. Jed-
nou z moznosti je vyuZitie ich dlhoro¢nej praxe, ktoré je mozné implementovat do ¢innosti v inom
type. Zaroven sa vytvara priestor za splnenia jasnych kritérii, ich povysit do pozicie zdravotnicke-
ho pracovnika. Medzi navrhy na rie3enie urcite patri aj moznost doplnenia kvalifikacie s presnym
obsahovym zameranim a s moznostou navy3enia kvalifikacie aj v suvislosti s ohodnotenim.
Konkrétne obsahové zameranie vytvorené na mieru s presnou charakteristikou pracovnej ¢innosti,
s planovanou dfzkou trvania, s konkrétnym rozsahom teoretickej a praktickej pripravy je spracované
do tzv. certifikacnej pripravy. Ponikame jasnu organiza¢nu formu s konkrétnou naplfiou prace,
¢o by finalne viedlo k odpovedi na otdzky budicnosti tychto aktudlne nezdravotnickych pracovnych
pozicii v poséddkach ZZS

vitkovatina@gmail.com
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PROBLEMATIKA VZDELAVANIA 0SOB POSKYTUJUCICH KPR NA SLOVENSKU

Jakub Hamsik, Volodymyr Kizyma, Bedta Macejkova
RZR, a.s. Trencin

uvoD

Vysledky Stadie EuReCa Two ukazuji, Ze v Eurépe pri ndhlom zastaveni obehu (NZO) mimo
nemocnice svedkovia poskytni KPR v 58 % pripadov (v cca 30 % pripadov na Slovensku) a pouZitie
AED pri KPR zostava na Urovni iba 28 %. K dblezitym parametrom preZivania pacientov s NZO
patri aj telefonicky asistovana neodkladna resuscitacia (TANR), vykonavana operatorom OS ZZS
a7 do prichodu posadky ZZS na adresu a sibezné vyslanie first responderov (FR) s AED na zésah.
Systém FR bol spusteny na Slovensku v roku 2018. K oktébru 2023 OS ZZS eviduje v registri 2673
pristrojov AED, v roku 2022 boli FR aktivovani pri NZO 780 krat. Avsak kvalita tychto vykonov KPR
zostava jednou velkou a otdznou nezndmou...

SYSTEMATICKE VZDELAVANIE - KLUC KU KVALITNEJ KPR

Spolo¢nost RZP, a.s. v sucasnosti zabezpecuje na Slovensku prevadzku 24 stanic ZZS. Ma bohaté,
viac ako 10roc¢né skusenosti vo vzdeldvani KPR laikov aj zdravotnych pracovnikov v kurzoch prvej
pomoci a neodkladnej podpory Zivotnych funkcii. Retrospektivnym a aktudlnym hodnotenim z&-
sahov posadok RZP, a.s. k NZO, kde laici a FR poskytovali KPR boli zistené pocetné nedostatky v
kvalite ich vykonov. NajpodstatnejSie nedostatky z pohladu vedeckych Standardov, predpokladanej
nakladovosti zdsahov FR gj celkového pohladu autorov su: nespravne polohovanie pacientov pri
KPR, kvalita kompresii hrudnika, neistota a zavahanie zo strany FR pouzZit AED, ¢asto neopodstat-
nené pouzitie AED pri o¢akavanom umrti pacientov, kde KPR bola evidentne marnou lie¢bou.

Podla autoroy, systematické vzdeldvanie verejnosti vratané FR je jednym z najdéleZitejSich opatreni
na zvysovanie kvality KPR pri NZO mimo nemocnice. Odporicania ERC 2021 tvrdia, Ze zru¢nosti
potrebné pre resuscitdciu su [ahko naucitelné a lahko sa vyucuju. V&ak povinné vzdelavanie resus-
citacie ma velmi slabu pravnu podporu v stc¢asnej legislative na Slovensku. Povinnost absolvovat
kurz prvej pomoci maju iba Ziadatelia o vodi¢ské opravnenie a Uzka skupina zamestnancov podla
Z3kona 124/2006 o BOZP. Legislativne nie je definovany status first responderov, neexistuje ani
jasne definovand poziadavka na periodické vzdelavanie resuscitacie zdravotnickych pracovnikov.

ZAVER

Podla ERC 2021, kld¢ovymi bodmi vo vyucbe KPR pre svedkov NZO mimo nemocnice a osoby s po-
vinnostou reagovat su: zvysit ochotu resuscitovat, vyucovat a udrzovat potrebné zru¢nosti ¢astym
preskolovanim. Taktiez je kli¢ové naucit kazdého zdravotnickeho pracovnika vysoko kvalitnd KPR
od BLS po ALS, vratane netechnickych zru¢nosti. Autori s presvedceni, Ze proces vzdelavania
musi byt podporeny legislativne s povinnou G¢astou statnych organizacii (MZ SR, OS ZZS, NCZI), aj
odbornych spoloénosti (SRR, SSUMaMK). Vzdelavanie ma byt zamerané

aj na odstranovanie nedostatkov, ktoré sa budu zistovat pri pravidelnom retrospektivnom a aktual-
nom hodnoteni zédsahov posadok ZZS.

kizyma@rzp.sk
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SUCASNY STAV A AKO DALEJ V ZZS NA SLOVENSKU

Gaston IvanoVv', Jozef Karas', Ernest Caban’, Slavomir Gruska®
'AGEL Merea, a.s.,Bratislava,
2Fakultna nemocnica AGEL Skalica a.s.

Uvod a ciel* Autori popisuji sG¢asny stav zachrannej zdravotnej sluzby (ZZ9) z pohladu vyvoja od
r. 2004. Navrhuju riesenia na zmeny v systéme, ktoré maju skvalitnit ¢innost a zlepsia dostupnost
ZZS pre pacientov.

Vyvoj od r. 2004: Zlomové zmeny v zdravotnictve, ktoré znamenali zmenu systému z obdobia 80
az 90-tych rokov na Slovensku zacali prijatim Sestice transformacnych zékonov. Bol prijaty samo-
statny zakon € 57972004 o ZZS. To zasadnym spdsobom pozitivhe ovplyvnilo vyvoj ZZS. V po-
rovnani s r. 2005 sa kapacity ZZS strojnasobili. ZZS fungovala vo forme okresnych dispecingoy,
ktoré vysielali posadky na vyjazdy vo svojom okrese. Tento systém sa radikalne zmenil zjednotenim
dispecingov na Uroven Krajskych operacnych stredisk.

Sucasny stav: Ukazovatele ¢innosti, napr. dostupnost pozemnej ZZS vyjadrend dojazdovym ¢asom
ma od r. 2006 negativny trend. Priemerny dojazdovy ¢as dosahuje celkovo 12,3 mindt. Co je alar-
mujlce, dojazdové ¢asy v prioritach Ka N sa bud'zhorsuju alebo stagnuja (aktualne priorita K 10,9 a
N 11,2). Narasta pocet volani na LTV a vyjazdov v priorite M, ktorych ¢ast nepatri do systému ZZS.
Dostupnost sa zhorsuje napriek navyseniu poctu stanic z 264 (.2006) na stcasnych 321, vrétane
vybudovania 48 stanic RZP ,S”, ktoré boli vytvorené za Gc¢elom vykonavania sekundarnych trans-
portov. V stcasnosti vykonndvaji prevazne primarne vyjazdy.

Okrem OS ZZS SR neexistuje dalsia autorita, ktord by z pohladu kvality systém hodnotila. Neexistu-
je autorita hodnotiaca efektivnost vyuzitia vioZenych finanénych prostriedkov. Pokrivkava zbieranie
objektivnych dét, spracovanie, interpretacia vystupov a implementdcia zaverov do praxe a v nepos-
lednom rade objektivne porovnanie so zahrani¢im.

Zaver a navrhy na zmeny: Autori v spolupréaci s Fakultou riadenia a informatiky Zilinskej univerzity

prichadzaju s navrhmi na zefektivnenie c¢innosti ZZS. Zasadné sposoby rieSenia dostupnosti su:

1. Zmena tvorby siete stanic ZZS. Uz len samotnym realistickym rozmiestnenim stanic ZZS
v krajskych mestéch dochadza k skrateniu dojazdovych ¢asov az o 4-5 min. To ma dopad aj na
celkovy dojazdovy €as v celom systéme ZZS.

2. Odclenenie emergentnych a neemergentnych vyjazdov. Prenesenim 10-30 % vyjazdov priorit M
na neemergentny subjekt sa zlepSia dojazdové ¢asy u priorit Ka N.

3. Vytvorenie nového typu neemergentnej prepravy. Autori navrhuju preklopit ¢ast neemergentnych
transportov na presne kvalifikovany typ dopravnej zdravotnej sluzbu prepojenej na OS ZZS.
Takto sa systém ZZS odlahdi nielen od ¢asti vyjazdov priorit M, ale aj velkej €asti sekundarnych
vyjazdov (priority C a D tvoria vySe 80 percent pacientskych prevozov realizovanych ZZS).
Dojde tak k percentualneho zlepSenia dostupnosti a skrateniu dojazdovych ¢asov vietkych priorit.
Uvadzané modelovanie a navrhy zmien si spracované bez zac¢lenenie ¢innosti posadok RZP ,S”.

'
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4. Zmenit typy a pocty posadok, vratane vytvorenia systému RV.

5. Pokracovat v hladani inovativnych ale aj v zahranici zabehnutych spdsobov na odlahcenie ZZS.
Negativne trendy v tlaku na ZZS sleduju aj v zahranici a reaguju na ne aktivnym zavadzanim
opatreni, ktoré zabezpectia dostupnost ZZS pre tych pacientov, ktori st v ohrozeni Zivota (napr.
sestra na teleféne, vyjazdové urgentné sestry, kampane na edukaciu spolo¢nosti, zrozumitelné
navody ¢o robit pri zhorseni zdravotného stawvu, atd?).

Okrem uvedenych navrhovanych zmien autori prichadzaji aj s dalSim suborom zmien s potencidlnou
moznostou skvalitnenia ¢innosti ZZS na Slovensku. Navrhy na skvalitnenie ¢innosti ZZS prindsaju

aj nemalé Uspory vo financnej oblasti.

gaston.ivanov@agel.sk
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OPTIMALIZACIA ROZMIESTNENIA A ZLOZENIA VOZOVEHO PARKU VOZIDIEL
ZACHRANNEJ ZDRAVOTNEJ SLUZBY V SR

Peter Jankovic, Ludmila Janosikova
Zilinska univerzita v Ziline, Zilina

V sucasnej dobe je optimalizacia rozmiestnenia a zloZenia vozového parku klt€¢ovou dlohou pre
zabezpecenie rychleho a efektivneho fungovania zachrannej zdravotnej sluzby v SR (ZZS SR). Ta
nielen zvySuje Sance pacientov na UspesSné zotavenie, ale tiez zabezpecuje efektivne vyuZitie zdro-
jov. Prezentovand Stidia rieSi problém optimalneho zloZenia a distribucie vozového parku sanitiek
v ramdi existujiceho systému ZZS SR. Cielom je prezentovat stratégie, ktoré skratia ¢as ¢akania
pacienta (doba od pokynu na vyjazd po prichod posadky na adresu), obzvlast vo vztahu ku krit-
icky chorym pacientom. Optimalizacia priestorovej distriblcie réznych typov vozidiel je navrhovana
pomocou hierarchického p-medidnového modelu. Efekty tychto stratégii su hodnotené prostred-
nictvom mikroskopického pocitacového simulaéného modelu. Experimentalne Stddie ukazali, ze
optimalizacia umiestnenia stanic prispieva k zlepSeniu fungovania vyraznejSie ako zmena zloZenia
vozového parku. V Slovenskej republike by sa podiel kritickych pacientov obslizenych do 8 minat
mohol zvysit o 8,7% v mestskych oblastiach a o 10,5% vo vidieckych oblastiach, vylu¢ne pros-
trednictvom optimalneho nasadenia aktuélne aktivnych sanitiek. Dalsie zlepSenie by bolo mozné
dosiahnut zavedenim 13 sanitiek pre prevoz pacientov, optimalne distribuovanych po celej krajine.

Optimalizacia siete stanic v krajskych mestdach priniesla vyznamné zlepSenie v ¢ase ¢akania pacien-
tov, najma pri pacientoch v kritickom stave. NajvyznamnejSie zlepSenie bolo dosiahnuté v Banskej
Bystrici. V stcasnosti sa tu nachadzaju dve stanice rychlej lekarskej pomoci (RLP) a dve stanice
rychlej zdravotnej pomoci (RZP) na tej istej adrese mimo centra mesta. Model optimalizacie navrhu-
je presun tychto stanic do réznych oblasti mesta a zaroven redukuje pocet stanic na dve stanice
RLP a jednu stanicu RZP. Napriek zniZzeniu poctu stanic sa ¢as ¢akania pre pacientov v kritickom
alebo naliehavom stave skracuje o sest minGt a pri mierne naliehavych stavoch o 40 sekand. Podiel
pacientov v kritickom stave, ku ktorym pride posddka ZZS do 8 minGt, dramaticky stipa z 18,3%
na 89,6%. Toto zlepsenie ¢asu ¢akania pacientov méZe mat priamy vplyv na zvy3enie $anci pacien-
tov na Uspesné vyliecenie a znizuje tlak na zachranarov a zdravotnicke zariadenia. Optimalizacia
stanic v krajskych mestach je prikladom toho, ako dékladna analyza a strategické rozhodovanie
mozu mat realne a pozitivne dosledky.

peter.jankovic@fri.uniza.sk
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VYZNAM REGISTROV V PROCESE ZVYSOVANIA KVALITY V ZDRAVOTNICTVE

Stefan Trenkler
OAIM Nemocnica AGEL Krompachy s.r.0., Slovensko
Edukacné a tréningové centrum AGEL Merea a.s., Bratislava

V centre ¢innosti zdravotnickeho systému je pacient, ktory o¢akéva kvalitnd a bezpe¢nu starostli-
vost. Je Ulohou a povinnostou systému organizacii i kaZdého zdravotnika poskytovat trvalo takdto
kvalitny starostlivost cenovo efektivnym spdsobom. K tomu je ale potrebné poznat stupeii kvality a
bezpecnosti a neustdle pracovat na jej zvy3ovani. Medzi prostriedky na hodnotenie aktualneho stavu
poskytovanej starostlivosti — Struktdr, procesov a predovsetkym vysledkov, patria gj klinické registre.

Klinicky register je interaktivna pocitacova databaza, ktord zhromazduje, organizuje a zobrazuje
uniformné data z redlneho sveta mediciny za G¢elom hodnotenia priebehu a vysledku liecby vo
vybranej populacii pacientov. Registre je mozné pouZit na hodnotenie kvality starostlivosti, na vys-
kumné ucely, pre potreby administratorov. Registre maju charakter observacnych stadii a mozu byt
uZitoCné aj v situaciach, kedy nie je mozné vykonat klasické prospektivne randomizované stidie,
ako je tomu napr. v urgentnej medicine. V pripade naozaj velkych registrov-databaz, ktoré obsa-
huju aj klinicky vysledok, mdzeme hovorit o ,big data”, u ktorych je mozné robit hlboké analyzy s
pouzitim strojového ucenia v ramci umelej inteligencie.

Pre poskytovatelov zdravotnickej starostlivosti si registre doélezitym zdrojom kvantitativnych in-
formacii o kvalite poskytovanej starostlivosti a vo svete sa uz Siroko pouzivaju. V oblasti urgentnej
mediciny su to napr. registre pacientov s koronarnou prihodou, ndhlou cievnou mozgovou prihodou,
s nadhlym zastavenim obehu a resuscitaciou, s polytraumou. Ich zriadenie je naro¢né na ¢as a fi-
nan¢né prostriedky, vyZaduje urcit organizatora, definovat pojmy, zoznam a definicie zberanych
Udajov, spbdsob zberu, kontrolu Uplnosti a kvality, ochranu Gdajov, implementaciu v organizaciach,
financovanie, analyzu Gdajov a spatnu vazbu.

Prikladom registra pacientov s ndhlym mimonemocniénym zastavenim obehu s resuscitaciou su eu-
répske studie EuReCa 1 - 3, ktoré pracovali s uniformnymi ddtami podla tzv. Utsteinskeho protoko-
lu. Bol sledovana cela retaz zachrany od hlasenia udalosti, vratane ¢innosti operacného strediska,
charakteristik pacientov, miesta a ¢asu, Ucasti laikov, pouZitia automatickych defibrilatorov, réznych
Casov, ako aj niektorych vysledkov. Na zéklade analyz boli pripravené rieSenia na zlepsenie efektiv-
nosti celého systému. Dolezita je nadvaznost na nemocnice, ktoré sa tiez podielaji na kone¢nom
vysledku a spatnd vazba pre operacné stredisko a poskytovatelov. Na Slovensku prebehol zber dat
tri mesiace ad hoc, iné krajiny uz vyuZili existujuce stale registre.

Na Slovensku je potrebné ndjst pod gesciou Ministerstva zdravotnictva organizatorov registrov,
napr. Narodné centrum zdravotnickych informacii alebo Operacné stredisko ZZS SR, spdsob finan-
covania a prislusnych odbornikov a ¢o najskor zriadit potrebné registre. Zber Gdajov, ktory by mal ¢o
najmenej zataZovat zdravotnikov, by mal spocivat na. digitalnej technike. Z hladiska dat je najviac
rozpracovany register nahleho zastavenia obehu mimo nemocnicu.

strenkler@gmail.com
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PREDNEMOCNICNA NEODKLADNA STAROSTLIVOST A USTAVNA ZDRAVOTNA
STAROSTLIVOST - SUCASNY STAV VZTAHOV A PERSPEKTIVY VYVOJA

Marian Petko
Asocidcia nemocnic Slovenska, Martin
Nemocnica s poliklinikou Sv. Jakuba, n.o., Bardejov

Autor sa zaobera problematikou vyvoja prednemocni¢nej neodkladnej starostlivosti (PNS) vo vzta-
hu k Gstavnej zdravotnej starostlivosti (UZS). Zachranna zdravotna sluzba (ZZS) po prijati trans-
formacnych zakonov v r. 2004 zaznamenala vela zmien. V porovnani s predchadzajucim obdobim
kapacity pozemnej ZZS, tieZ vrtulnikovej zachrannej zdravotnej sluzby (VZZS) vzrastli a dostali sa na
kvalitativhu Groven porovnatelnd s inymi vyspelymi krajinami. Podobne progresivhe zmeny nastar-
tovali v UZS. Vznikli Specializované pracoviska - kvalita starostlivosti o pacientov s AKS sa posunula
na vy3siu troven, skvalitnila sa starostlivost o pacientov s CMP, zacali sa budovat oddelenie urgent-
nej mediciny, resp. oddelenia urgentnych prijmov (OUP).

Avsak vyvoj v oboch oblastiach nedosiahol vacsSiu dynamiku, nezohladnila sa reédlna potre-
ba dalSich systémovych zmien. Celkovo nardstli pocty vyjazdov. Nahromadili sa problémy
v medzinemocni¢nych transportoch. Hromadia sa nedostatky v organizacii, materidlno-technickom
a personalom vybaveni prevozov novorodencov, malych deti a dospelych kriticky chorych pacientov.
Podobne je to v legislativnej oblasti a financovani. Prepojenost ZZS na UZS, na OUP, na 3pecial-
izované pracoviska ma svoje slabiny v koordinacii odovzdavania/prijimania pacientov, odrazajucich
sa zahltenim a pretazenim prijimajicich pracovisk, dlhsimi ¢asmi pri odovzdavani/prijimani pacien-
tov, nedostato¢nym technologickym prepojenim jednotlivych zloZiek ZZS a prijimajucich pracovisk,
slabym tokom informdcii s absenciou zberu dat. Nakopené nedostatocné rieSenia problémov
spOsobuju nezriedka frustraciu persondlu na oboch stranach.

Autor prezentuje navrhy rieSeni na skvalitnenie koordindcia ¢innosti PNS a UZS (vratane ambu-
lantnej pohotovostnej sluzby). Zmeny v jednej oblasti musia nadvézovat na zmeny v druhej oblasti.
Musia byt riesené v suvislostiach, vo vztahu k restrukturalizacii zdravotnickych zariadeni, budovani
OUP a 3pecializovanych centier. Je nevyhnutnostou pokracovat okrem zdokonalenia kardiocentier
v budovani neurologickych a neurochirurgickych centier, centier Urazovej chirurgie (traumacentier).
Musi to zahfiiat aktualizaciu siete stanic ZZS a VZZS, aj budovanie ich materidlno-technického
zédzemia, pozemnych stanic a heliportov, vytvorenie novych typov posadok ZZS, tzv. stretdvacieho
systému. Nezanedbatelnou sucastou je vytvorenie novej dopravnej zdravotnej sluzby urcenej na
sekundarne, medzinemocni¢né transporty pacientov, ktorad bude podliehat riadeniu Opera¢ného
strediska ZZS s cielom odlahcit ¢innost ZZS o neoddvodnent pre nich ¢innost. Komplexné riese-
nie koordinacie ¢innosti PNS a UZS je nevyhnutny predpokladom planovanych zmien a jedinym
pozitivnym rieSenim mobility pacienta a skvalitnenim dostupnosti zdravotnej starostlivosti v oboch
oblastiach.

riaditelans@asociacianemocnic.sk
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ZACHRANNA ZDRAVOTNA SLUZBA V DATACH DOVERY ZDRAVOTNEJ POISTOVNE

Ivo Hybrant, Marian Faktor
Dévera zdravotnd poistovria, a.s., Digital Park Il, Einsteinova 25, 851 01 Bratislava

Dévera zdravotna poistoviig, a.s. je najvacsia sukromna zdravotna poistoviia s poctom poisten-
cov 1 677 275, ¢o predstavuje 32,36% z 5 182 533 obyvatelov Slovenska s poistenim v SR.
Zaroven sme poistoviia s najvacsim podielom poistencov 5tatu (aktudlne 56,5%). Sme poistoviia
s najvacsou Uroviou elektronizacie, pricom ako jedind zdravotna poistoviia vyuzivame na reviznu
¢innost aj umeld inteligenciu.

Obsahom prezentdcie bude vyvoj ndkladov na ZZS - z 2 miliénov eur mesacne az na 5,6 miliéna eur
mesacne - od roku 2018 do jula 2023 (za pausal na ambulancie aj za kilometer jazdy), ako aj zmeny
poctu stanic ZZS (z 280 na 328), ¢ zmeny Struktiry (RLP, RZB, RZP-S, MLJ, ...).

Predstavime analyzy na zaklade vykazanej zdravotnej starostlivosti, kde na zaklade vystupov
poukazeme na mozné rezervy, ¢i pravdepodobné zneuZzivanie zachrannej zdravotnej sluzby.

V grafoch zobrazime pocet vyjazdov jednotlivych typov ambulancii, ukdZzeme priklady pacientov
s najvyssimi nadkladmi na zdravotnu starostlivost poskytnutd zachrannou zdravotnou sluzbou
(aj nad 9 700 eur za 3 roky), ¢ pacientov u ktorych zasahovala ZZS naj¢astejSie za posledné 3 roky
(325 vyjazdov k jedinému poistencovi za 3 roky).

Samozrejme nevynechame ani najcaste;jSie diagndzy stanovené jednotlivymi posddkami zachrannej
zdravotnej sluzby (110, RO6, R55 pri RLR ¢i R10, 110, RO6 pri RZP), potty vybranych zaujimavych
diagnéz alebo pocty regresov.

Zaverom si povieme, ¢o ndm prindsa nova legislativa (ako je kategorizacia Ustavnej starostlivo-
sti s optimalizaciou siete nemocnic, ¢ zavedenie ambulancie rychlej lekdrskej pomoci v stretava-
com rezime), alebo ako sa pokusit zniZit ¢ dokonca zamedzit zneuZivaniu zéchrannej zdravotnej
sluzby. Zaroveii sa spolo¢ne mdZeme pokusit riesit aj sledovanie kvality cez indikatory kvality, aby
prostriedky vynakladané zdravotnou poistoviiou na zachrannu zdravotnu sluzbu boli vynakladané
Gcelne, efektivhe a hospodarne.

hybrant.ivo@dovera.sk
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ZACHRANNA ZDRAVOTNA SLUZBA NA SLOVENSKU PO 20 ROKOCH - REALNY POHLAD
AAKO DALEJ

Rudolf Zajac
Minister zdravotnictva SR v r. 2002-2006
Health Direct s. r. 0., Bratislava

V r. 2024 bude zavrsenych dvadsat rokov ako sme v zdravotnictve na Slovensku prijali viacero
transformacnych zékonov. Medzi transformacnymi zakonmi prijatymi v r. 2004 bol aj zékon €. 579
o zachrannej zdravotnej sluzbe. Hoci uvedeny zakon nebol svojim rozsahom velky o to v3ak zasad-
nejsim spésobom zmenil podobu zachrannej zdravotnej sluzby na Slovensku. Vybudovali sa silné
kapacity pozemnej a vrtulnikovej zachrannej zdravotnej sluzby. Od r. 2006 sa kapacity zachrannej
zdravotnej sluzby po strénke persondlnej, materidlno-technickej, celym svojim zédzemim strojnaso-
bili. Prebudoval sa cely systém opera¢ného riadenia. Namiesto mnohych nestandardizovanych , dis-
pecerskych pracovisk” okresného charakteru vzniklo osem krajskych operacnych stredisk s novym
unifikovanym centralnym systémom riadenie zachrannej zdravotnej sluzby. Systém sa vyraznym
spdsobom pozitivhe posunul svojou kvalitou na Groven vyspelych krajin. Ciele boli naplnené, dos-
tupnost zadchrannej zdravotnej sluzby pre ob¢anov Slovenska sa zdsadne vylepsila a o¢akavania
obcanov boli uspokajivejSie.

Zial v nasledujucich rokoch sa efektivita systému dalej progresivne nepostvala a systém zacal stag-
novat. Podobne ako v inych krajindch tu mame dynamicky rast volani na tiesiiovu linku, rastd ndm
pocty vyjazdov posadok ZZS, rastd nam pocty vyjazdov nekritického charakteru, ktoré do systému
Z7S nepatria. Rastl nam aj pocty transportov do zdravotnickych zariadeni, do nemocnic, mimo-
stastie, Ze posadky ZZS maju kde smerovat pacientov s AKS. Vybudovanie kardiocentier bolo do-
brym krokom, aj vysledky v starostlivosti o pacientov s AKS, napriek vSetkému, su porovnatelné s
inymi krajinami. Horsie je to vSak so smerovanim pacientov s NCMP, pretoZze mame slabsie vybudo-
vané iktové jednotky, a eSte horsSie je to so smerovanim pacientov s Urazmi, a hlavne s polytrauma-
mi, pretoZe zaostdvame na dnesnu dobu s moderne vybudovanymi traumacentrami.

Napriek narastu kapacit, rozsireniu poc¢tu pozemnych stanic ZZS z 264 vr. 2006 na sucasnych 321,
vratane vytvorenia 48 stanic RZP ,S” ur¢enych na sekundarne prevozy, napriek narastu financova-
nia (za poslednych 5 rokov sa financovanie ZZS zdvojnasobilo a pravdepodobne v r. 2023 dosiahne
242 mil. Eur) efektivita systému podla zékladnych ukazovatelov, napr. podla vyvoja dojazdového
¢asu, ako zakladného ukazovatela dostupnosti zachranného systému, stagnuje. Dojazdoveé casy v
katego6riach kriticky a neodkladny koliSu okolo 11 min. V porovnani s vyspelymi krajinami to nie je
velmi dobry ukazovatel.

Co je horgie neustale ndm narastaju potty vyjazdov posadok ZZS ku kategéridm pacientov menej
naliehavym, ktoré dosahuju viac ako 70% v3etkych vyjazdov. To neadekvéatne zatazuje systém,
smeruje v zvy3enej miere transporty do nemocnic, zataZuje oddelenia urgentného prijmu a iné odd-
elenia, frustruje posadky ZZS a persondl nemocnic, pre ¢asto neopodstatnenu ,pseudoakutnu”
zdravotnu starostlivost.
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Pre nerieSenie situacie po¢as mnohych rokov systém vykrystalizoval do podoby, v ktorej ZZS ma
len typy posédok na urovni ALS - vietky ambulancie v ZZS na Slovensku su typu ALS, bez ohladu
na persondlne obsadenie (RLP, RLP/MIJ, RZR, RZP ,S*, VZZS). Mimochodom, stéle ndm v systéme
absentuje typ posadky v stretdvacom systéme (nemame RV ambulancie). Z&kladnym, vieobecnym
pravidlom pri budovani zachranného systému (vo vsetkych krajindch Eurépy) je koordinovane budovat
emergentnu (ALS) a neemergentnu (BLS) zloZku systému sic¢asne. Ako su obidve zloZky prepojené
je len technicko-organizacny problém, ale jednoducho riesitelny a operacné stredisko mé dosah na
neemertgentny zlozku a md moznost riesit vyjazdy a transporty, ktoré do systému ZZS nepatria.
Na Slovensku takato moznost absentuje a aj preto sme sa dostali do zdvozu. Nemame prepojenie
Z7S na BLS ambulancie, v nasom prostredi na urcitd formu dopravno-zdravotnej sluzby (DZS). Cov
znacnej miere hendikepuje operacné riadenie posadok ZZS a neumoziiuje odlahcit zachranny sys-
tém od neemergentnych vyjazdov a transportov. Podla dostupnych analyz z r. 2023 sa v r. 2022 u
sekundarnych transportov v kategérii C, D a E (transport pacientov, ktory si vyZaduje starostlivost na
urovni BLS) uskutocnilo cca 38 tisic, tj. 83% vsetkych sekundarnych transportov. Ak by sme k tymto
priratali aj potencidlne neemergentné vyjazdy/transporty, teda len ¢ast primarnych vyjazdoy, v kate-
gérii neodkladny, tak to su desiatky tisic vyjazdov, ktoré nemusi vykonat emergentna zlozka - ZZS.

Zriadenie 48 posadok RZP ,S”, urcenych prioritne na sekundarne, medzinemocni¢né transporty sa
minulo G¢inkom, vysledky su jasné. Dostupnost ZZS sa nezlepsila. Okrem toho posadky RZP ,S”
nie su vyuZzivane na prvom mieste pre sekundarne transporty, ale v skoro 60% na primarne vyjazdy.
Takéto rozhodnutie o zavedeni ,systémovej zmeny” v sieti stanic ZZS poukazuje na nedostatocnu
analyzu, prehliadnutie potencidlnych suvislosti a na neseriéznu finanénu efektivitu. Nehovoriac o
neexistujucej priprave na uvedené zmeny v suvislosti so vzdelavanim a s obsadenim uz aj tak per-
sondlne insuficientného systému. Systém trpi na nedostatok kvalifikovanych zachrandrov.

Neda sa nevyjadrit aj k systému ako funguje RLP/MIJ na Slovensku. Je ich 5. Mobilnd intenziv-
na jednotka, s najvyssie kvalifikovanym personalom (lekdr anestéziol6g, alebo urgentoldg,
zachrandr a zachrandr-vodic) pracuju v ,nesystémovom” rezime. RLP/MLJ uréend na prvom mieste
na medzinemocni¢né transporty kriticki chorych pacientov — novorodencov, deti a dospelych, je
vyuzivana neefektivne. Co sa stalo za dlhé roky existencie RLP/MIJ? Podobne ako pri RZP ,S" je
RLP/MLJ vyuzivand na primarne vyjazdy a transporty. V r. 2022 tvorili primarne vyjazdy RLP/MIJ
92% z celkového poctu ich vyjazdov. Jednoducho robia ¢innost RLP. UZ nehovoriac o kvalite lekarov
rozpisovanych do sluzieb, kde pre ich nedostatok sa uz nedodrziava pravidlo anestéziolég alebo
urgentoldg, slizia tam rézne kvalifikovani lekari. Samozrejme, okrem nedostatku z&chranarov je gj
nedostatok lekarov a nielen na RLP/MIJ.

Transporty novorodencov a malych deti vykonavaju neonatolégovia a pediatri z vybranych
Ustavnych zaradeni. Myslienka je to vyborng, ¢as to ukazal, az na to, Ze nemame dostatocne do-
rieSené organizacné a pravne veci (napr. ,cudzia osoba na palube ambulancie”), a neméme dosta-
tocne zvladnuté financovanie. Na druhej strane, ak persondl neonatolégov/pediatrov nastupuje
do vyjazdy, lekar a popripade aj zdchranar RLP/MLJ zostava cely ¢as na svoje domovskej stani-
ci. SU to nevyuzité persondlne kapacity chybnym nastavenim systému. Transport novorodencov
v nasich podmienkach a priklady z inych krajin, by mohli byt in3pirujice na prenesenie celého
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systému RLP/MIJ mimo ZZS, napr. na Specializované pracoviskd nemocnic. Zachrandri a lekari
doteraz pracujuci na RLP/MIJ méZu pracovat na emergentnych oddeleniach, alebo inych 3pe-
cializovanych pracoviskach s charakterom urgentnej mediciny. To by op&t pomohla odlahéit ZZS
od nemergentnych, planovanych medzinemocni¢nych transportov. Lekdri azdchranariuréenina pracu
v RLP/MLJ by si takto udrzali dostato¢nu rutinu, zaistili odborny rast, aj kvalitnd komunikaciu
v rdmci prednemocni¢nej a nemocni¢nej urgentnej mediciny. Ak by pradcu na RLP/MIJ vykondval
v celom rozsahu kvalifikovany persondl z nemocnic, dopad na kvalitu poskytovanej starostlivosti
o novorodencov, deti a dospelych by bol rozhodujici a vyrazne by sa vylepsili vysledky v oblasti
odvratitelnych dmrti. To je realita. Otvorene povedané na Slovensku je v sicasnosti tento typ RLP/
MIJ starostlivosti nedostatocny.

Ak chceme riesit to najdolezitejsie v systéme, tj. dostupnost ZZS pre obyvatelov Slovenska, musi sa
to tykat aj dal3ich prvkov systému. Délezitym je efektivne nastavenie, rozloZenie siete stanic ZZS.
Tak ako sme vypracovali potrebu siete v r. 2005 je potreba siet pravidelne aktualizovat vo vztahu
k meniacim sa podmienkam s najvhodnej3ou dostupnostou, ale nie s ,,najvhodnejsou lokalitou” vo
vztahu ku platbam za km. Siet stanic musi napliiat najddleZitejsie kritérium, tj. klinicko-patofyziolog-
icky pohlad na kritické stavy pacientov kvintetu prvej hodiny — dostupnost pre kritické a neodkladné
stavy vyjadrend v dojazdovych ¢asoch. Samozrejme, pri tvorbe siete stanic ZZS musi byt brané
do uvahy rozlozenie siete nemocnic, Specializovanych pracovisk, kardiocentier, neurologickych,
neurochirurgickych centier a centier pre Grazovu chirurgiu.

Slabiny systému sa prejavili v poslednych 3-4 rokov, aj pocas krizovych situacii pocas pandémie, a
potom aj pri vzniku vojnového konfliktu na vychode, na Statnych hraniciach pri migracii obyvatelstva,
kedy materidlno-technické zazemia, aj organizacné a koordinacné opatrenia s inymi zlozkami inte-
grovaného zachranného systému nenapliiali poZadovanu potrebu. Bol to obraz pri/nepripravenosti
jednotlivych zloZiek. Prejavilo sa to aj v pristupe reguldtorov pri riadeni systému, pre nejasné sta-
novené pravidlad pri mobilizacii sil, nerovnost v pristupe k jednotlivym subjektom, poskytovatelom
Z7S, robenie rozdielu medzi Statnymi a privatnymi poskytovatelmi. Tyka sa to riadenia procesov,
materialno technického zabezpecenia. Podobné skisenosti su aj pri udalostiach s hromadnym pos-
tihnutim os6b (UHPO). Je to velké poucenie ¢o robit v budicnosti v pripade krizovych situdcii, ndv-
rhy existujd a je sa aj od koho u¢it, nedaleko v CR.

Mozeme si dat otdzku, ¢i nase hodnotenie prednemocni¢nej urgentnej mediciny a urgentnej sta-
rostlivosti je zaloZené na objektivite a podloZené redlnymi datami. Je to dobré otazka, pretoze na
Slovensku v ZZS skuto¢ne mame problémy s objektivitou dat o efektivite zachranného systému.
Z7S nedisponuje jednotnym elektronickym zbieranim dat, elektronickym zdznamom o zdravotnom
stave pacienta vo vyjazde, napriek tomu, Ze zakon o elektronickych zédznamoch bol prijaty vr. 2016.
Mame iba rozkidskovany, neuniformovany zber dat vo vnutri jednotlivych poskytovatelov ZZS, bez
prepojenia na pristrojové vybavenie v ambulanciach ZZS, s nejasnym prepojenim na operacné stre-
disko ZZS, bez pripojenia na emergentné oddelenia nemocnic, bez prepojenia na NCZI. To ¢o mame,
ma pokrivkdvajucu vypovednu hodnotu. Nehovoriac o zbere dat v oblasti indikdtorov procesov a
vysledkov. Chybaju nam narodné registre pre nahle zastavenie obehu, prepojenie na narodné regis-
tre o CMP, ap. My sa nevieme dobre porovnat so svetom, pretoZze nemame relevantné data.
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Zaverom je potreba konstatovat, Ze napriek seri6znemu rozbehu pri budovani zachranného
zdravotného systému na Slovensku po roku 2002, systém postupne zacal stagnovat. Vysledky
st toho dékazom. Co je rozhodujlce pre najblizSiu budicnost, aby sme ZZS na vygéiu kvalitativnu
uroven a naplnili ocakdvania obcanov, pacientov na Slovensku? Rozhodujuce st dva kroky. Treba
ich implementovat.

Po prvé zlepsit dostupnost ZZS kvalitnym vytvorenim siete stanic ZZS, so zaradenim nového typu
posadok, tj. ambulancii pre stretavaci systém (RV ambulancie). Koncentrovat tam dobrych lekérov.
Zhodnotit pocet posadok RLP. mozno ich budeme potrebovat malo, a mozno aj vobec a lekarov
mimo RV ambulancii presundt na emergentné oddelenia. Dalej presunutim neemergentnych vy-
jazdov/transportov mimo ZZS na neemergentné subjekty, na specifikovand DZS, ktord musi byt
pod kontrolou operacného strediska ZZS. Zvazit novi formu fungovanie posadok typu RLP/MIJ s
potencidlnym moznym presunom ¢innosti na nemocnice, Specializované pracoviska, s cielom skval-
itnit transport novorodencov, deti a dospelych pacientov v kritickom stave.

Po druhé zhodnotit a prijat jasnejsie pravidld na hodnotenie ¢innosti zachrannej zdravotnej sluzby,
dobre definovat ukazovatele kvality efektivnosti systému, jednotlivych poskytovatelov, ¢o by mohlo
byt vychodiskom pre regulatorov pri celkovom hodnoteni poskytovanej akdtnej prednemocnicnej
zdravotnej starostlivosti a byt jednym s kritérii pri ziskavani povolenia na ¢innost v ZZS.

V prihovore nie su zahrnuté dalSie oblasti ¢innosti ZZS, ani nie st dané do suvislosti prvky, ktorym
Z7S doteraz celila, ktoré pred sebou v zachrannom systéme tlac¢ime k potrebnému rieSeniu.

rudolf.zajac@gmail.com
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PRAVNA UPRAVA ZZS A JEJ VYZVY

Monika Novotnda
ConSense Legal s.r.o., advokatska kanceldria, Bratislava, Slovenska republika

UvoD

Systém ZZS je v sUcasnosti upraveny predovsetkym zdkonom o zachrannej zdravotnej sluzbe a
zdroven su mnohé povinnosti poskytovatelov ZZS tykajice sa materialno-technického vybavenia
stanic a ambulancii ZZS, ich personalneho obsadenia ¢ spdsobu financovania, ako aj urcenie si-
ete stanic podrobnejSie precizované v podzakonnych predpisoch. To sice vedie k roztrieStenosti
pravnej Gpravy Vv tejto Specifickej oblasti zdravotnictva a stazuje orientaciu v nej, ale regulatorom
déva moznosti flexibilne reagovat na potreby a poZiadavky systému ZZS.

KedZe od roku 2004 nedoslo k vyznamnejSej novelizacii zdkona o ZZS, ktora by reagovala na
takmer dvadsatrocné skusenosti praxe, nasledujuci prispevok poukazuje na nedostatky a vyzvy
pravnej Upravy vyzadujuce si efektivne a progresivne rieSenia. Na prijatie komplexnejSich zmien
a uprav vyzyva tak odborna obec, ako aj samotni poskytovatelia. Ti sa opieraji o exaktné data
ziskané z doterajSej praxe a zdbraziujy, Ze prijatie komplexnych zmien je podmienkou sine qua
non pre dalsi rozvoj ZZS, najma pre efektivne vyuzivanie zdrojov verejného zdravotného poistenia.
Zaroven je nevyhnutné poskytnit zakonna oporu takym ¢innostiam, ktoré su v sucasnosti vyko-
navané bez akejkolvek regulacie. Z tych najpalcivejsich je mozné uviest:

A. RZP“S"

Ambulancia rychlej zdravotnej pomoci “S” je uréena najma na poskytovanie neodkladnej prepravy
osoby medzi zdravotnickymi zariadeniami, ak zdravotny stav osoby vyZzaduje pocas takejto prepravy
poskytovanie zdravotnej starostlivosti zdravotnickym zachrandrom. Tento typ ambulancie ZZS bol
do systému ZZS inkorporovany v roku 2019 a v st¢asnosti je na Uzemi SR 47 ambulancii RZP “S”.

Podla dévodovej spravy k zakonu NRSR & 139/2019 Z.z., ktorym sa meni a dopliia zakon
¢. 578/2004 Z.z. o poskytovateloch zdravotnej starostlivosti, zdravotnickych pracovnikoch,
stavovskych organizécidch v zdravotnictve a o zmene a doplneni niektorych zakonov v zneni ne-
skorgich predpisov a ktorym sa menia a doplfiajd niektoré zakony, ktorym bola ambulancia RZP “S”
zavedend, mala byt ur¢ena najma na neodkladnu prepravu pacientov medzi zdravotnickymi zariad-
eniami. Dévodova sprava tiez uvadza, Ze ,v su¢asnom systéme je neodkladna preprava nedosta-
toc¢ne zabezpecend, a preto sa navrhuje zriadenie nového poskytovatela zdravotnej starostlivosti.
Zaroven je potrebné poukazat na skuto¢nost, Ze neodkladnu prepravu v suvislosti so sekundarnymi
prevozmi zabezpecuje zachranna zdravotna sluzba, ktora je vSak prioritne ur¢end na poskytovanie
neodkladnej zdravotnej starostlivosti a neodkladnej prepravy a nie na sekundarne prevozy pacien-
tov medzi zdravotnickymi zariadeniami.”

Po takmer 4 rokoch fungovania ambulancii RZP “S” dostupné data jednoznacne preukazujy, Ze am-
bulancie RZP “S” st vo vyznamnom rozsahu vysielané k tzv. primarnym vyjazdom. Naviac, znacné
mnoZstvo sekundarnych prevozov, ktoré realizujd, by mohli byt vykonané aj posadkami so zdravot-
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nickym pracovnikom, ktorého Uroven vzdelania a praxe nemusi dosahovat Urover zdravotnickeho
zdachranara. Ide najma o prevozy stabilizovanych pacientov, ktori vyzaduju iba zékladny monitoring
vitalnych funkcii a st bez potreby dodatocnej liecby.

A hoci ambulancie RZP “S” vykonavaju svoju ¢innost nepretrzite, sekundarne prevozy, ktoré by
primarne mali realizovat, su v drvivej vacsine vykonavané pocas beznych pracovnych hodin,
prirodzene teda vyvstdvaju pochybnosti o efektivnosti takto vynakladanych zdrojov.

B. KOOPERACIA MEDZI ZZS A DZS

Aj ked'v roku 2019 doslo k vyznamnym zmenam v chapani a postaveni DZS, ktora uz nie je volnou
Zivnostovu, ale sucastou zdravotnej starostlivosti a na jej prevadzkovanie sa vyZaduje povolenie vy-
dané MZSR, odvtedy prislo len k nepatrnému posunu v oblasti spoluprace medzi ZZS a DZS. DZS
preukazala svoje nenahraditelné postavenie pri plneni Uloh suvisiacich s pandémiovu, jej kapacity
a moznosti ponukajuce sa pri odlahceni zadchranného zdravotného systému su nepochybne este
vacsie. NevyuZivanie kapacit DZS mozno oznacit ako neodpustitelné plytvanie zdrojov vsetkych
druhov.

Na DZS, ktorej aspori €ast by bola riadena OS ZZS, by bolo mozné presunat drviva ¢ast sekundarnych
transportov a mnozstvo neemergentnych primarnych zdsahov. Kapacity DZS je mozné vo vacsej
miere vyuZzit aj pri udalostiach s hromadnym postihnutim oséb. Uvolnené kapacity ambulancii ZZS
by boli nasledne k dispozicii na plnenie Gloh, na ktoré st ur¢ené, teda na emergentné zasahy. Skratili
by sa dojazdové ¢asy posadok ZZS a zvysila by sa tak dostupnost ZZS. V neposlednom rade by sa
zefektivnilo vynakladanie finanénych prostriedkov.

C. RLP/MLJ

Ambulancia RLP/MIJ je podla prévnej Gpravy typom ambulancie ZZS urcenej na poskytovanie
neodkladnej zdravotnej starostlivosti pri neodkladnej preprave osoby do zdravotnickeho zariadenia
alebo neodkladnej preprave osoby medzi zdravotnickymi zariadeniami poskytovanej, alebo riadenej
lekdrom so Specializaciou v prislusnom Specializatnom odbore. V porovnani so Standardnou am-
bulanciou RLP m& ambulancia RLP/MIJ rozsirené materidlno-technické vybavenie a je personalne
vybavena lekdrom s ur¢enou Specializaciou a dvoma zdravotnickymi zachranarmi, z ktorych jeden
je vodicom.

Ambulancii RLP/MIJ je v sG&asnosti na Uzemi SR 5 (Bratislava - Petrzalka 4, Nitra,
Kosice — Staré Mesto 1, Martin 1, PreSov 2). Prax ukazuje, opierajic sa o data OS ZZS, Ze napriek
svojmu vybaveniu a kvalifikovanejSiemu personalu je tento typ ambulancie prevazne vyuzivany na
&tandardné zasahy ako ambulancia RLP a iba zhruba 7,5 percenta tvoria sekundarne prevozy. Cast
vyjazdov posédok RLP/MLJ je realizovand pre transport inkubdtorov a kriticky chorych malych deti.
Avsak pri takychto vyjazdoch, okrem vodi¢a - zachrandra, nie je pri trasnporte v plnom obsadeni
vyuzivany personal RLP/MLJ. Zachrandr a lekar zostavaju pocas transportov hodiny nevyuziti na
svojich staniciach. Transporty inkubdtorov, resp. malych deti s realizované neonaotologickymi a
pediatrickymi timami konkrétnych nemocnic.

TKym v roku 2020 podiel primarnych vyjazdov ambulancii RZP “S" dosahoval 36 % z celkového poctu vyjazdov realizovanych
tymto typom ambulancie, v roku 2022 to bolo uz takmer 58 %. Pozri https://155.sk/vyrocne-spravy/.




- 1. MEDZINARODNA KONFERENCIA O ZACHRANNEJ ZDRAVOTNEJ SLUZBE

Poukazujic na bezproblémovu prax a skisenosti s prepravou dietata transportnym inkubatorom
medzi zdravotnickymi zariadeniami Ustavnej zdravotnej starostlivosti pomocou RZP ambulancii, sa
javi ako Ziaduce nahradit ambulancie RLP/MIJ obdobnym mechanizmom prepravy. Transport pa-
cienta v kritickom stave by bol rychlejsi, plynulejsi a bezpecnejsi, keby bola zdravotna starostlivost
pocas neho poskytovana lekdrom a sestrou odosielajuceho alebo prijimajuceho zdravotnickeho
zariadenia. Eliminoval by sa ¢as strdveny preberanim a odovzddvanim pacienta a s tym spojenymi
vysSetreniami, ale gj riziko nesprdvneho poskytnutia zdravotnej starostlivosti lekarom ZZS, ktory
na Cas transportu prebera zodpovednost za pacienta a ma len obmedzené moZnosti dékladne sa
oboznamit s jeho zdravotnym stavom a zdravotnou dokumentdaciou. Vhodne technicky vybavené
vozidlo na transport s vodi¢om vie zabezpecit aj ambulancia rychlej zdravotnej pomoci “S”, pripadne
ambulancia dopravnej zdravotnej sluzby na to urcena.

Model transportu kritickych pacientov medzi zdravotnickymi zariadeniami je etablovany aj v inych
eurépskych krajinach, napriklad v Dansku alebo v Polsku. Jeho zavedenie v podmienkach SR by
prinieslo zvySenie kvality zdravotnej starostlivosti poskytovanej pocas takejto prepravy.

D. TECHNICKE PRESTAVKY

V praxi ambulancii ZZS sa pomerne beZne vyskytuju situacie oznacované ako ,technické prestavky”.
Je pochopitelné, Ze v nepretrzitej prevadzke moze dojst k neocakavanym situdciam spdsobujicim
neschopnost ambulancie a jej posadky plnit svoje Glohy, ale absencia zakonnej Upravy takychto
situacii sposobuje, ze OS ZZS informaciu o ,technickej prestavke” iba vezme na vedomie a pocas
jej trvania nevydava ambulancii pokyn na vykonanie zasahu az do ¢asu, ked mu posadka neoznami
opatovnul spdsobilost.

Akékolvek vypadky ambulancii, hoci len docasné, ovplyviiuju dojazdové €asy ambulancii a v sucas-
nosti neexistuje Ziadny mechanizmus, ktory by bol spdsobily ovplyvnit ich trvanie, pripadne vykonat
ich objektivnu kontrolu.

Zda sa byt preto nevyhnutné zadefinovat, Ze za technickd prestavku sa povazuje nemoznost am-
bulancie ZZS plnit dlohy z dévodu objektivnej nespdsobilosti vozidla (technickd porucha) alebo
ktoréhokolvek ¢lena posadky (Uraz alebo iné nahle zhorSenie zdravotného stavu). Zékon o ZZS
by poskytovatelovi mal uloZit povinnost technicka prestavku oznamit a preukazat OS ZZS bezod-
kladne, a to tak jej zaciatok, ako aj koniec. Zaroven by poskytovatel mal mat povinnost odstranit
prekazky, ktoré technickd prestavku spdsobili, do 60 mindt od ich vzniku. V pripadoch hodnych
osobitného zretela by OS ZZS malo kompetenciu tdto lehotu pred(Zit o dagich 60 mindt. Porugenie
tychto povinnosti by bolo porusenim povinnosti poskytovatela pri poskytovani zdravotnej starostli-
vosti dodrziavat osobitné predpisy. Charakter, trvanie a dovody ,technickych prestavok” by mali byt
tiez jednym z parametrov, ktoré su pri hodnoteni kvality zohladfiované.

E. ZALOZNE AMBULANCIE

Ustanovenie zakona o ZZS uklada poskytovatelovi ZZS povinnost mat zalozné vozidlo ambulancie
Z7S v pocte rovnajucom sa 0,3 nasobku celkového poctu vozidiel ambulancii ZZS zaokrahleného
na celé ¢islo smerom nahor. Splnenie tejto povinnosti preukazuje poskytovatel pri podavani Ziadosti
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o vydanie povolenia na prevadzkovanie ambulancie ZZS predloZzenim dokladu o vlastnictve ambu-
lancie ZZS alebo zmluvy o ngjme. Podla zmluvy sa prendjom kon¢i prevodom ambulancie ZZS do
vlastnictva Ziadatela o povolenie alebo zmluvy o buducej kipe, alebo inom prevode ambulancie ZZS
do vlastnictva Ziadatela o povolenie, alebo dokladu o vinkulacii pefiaznych prostriedkov v banke,
alebo pobocke zahrani¢nej banky vo vySke zodpovedajucej poziadavkdm na zabezpecenie ZZS v
zdsahovom Gzemi.

Pravna dprava ale nijako nekonkretizuje charakter (materialno-technické vybavenie) a umiestnenie
tychto zaloznych ambulancii pocas platnosti povolenia ani lehoty, v ktorych poskytovatel musi byt
schopny zamenit ambulanciu s poruchou za takito zaloZznG ambulanciu. Umyslom zékonodarcu
bezpochyb bolo zabezpecit efektivnu ndhradu ambulancie, ktora z réznych dévodov nie je schopna
plnit svoje Glohy.

Absencia takejto Upravy spdsobuje, Ze zaloZnd ambulancia konkrétneho poskytovatela méze byt
umiestnena napr. 400 km od prevadzkovanej stanice ZZS a v pripade dopravnej nehody ambu-
lancie bude ,technicka prestavka” potrebna na jej vymenu za zaloZnt ambulanciu trvat minimalne
niekolko hodin.

Uvedené je mozno eliminovat uréenim povinnosti poskytovatela ZZS zabezpecit ndhradu nespdso-
bilej ambulancie ambulanciou zaloznou do 60 mindt od vzniku takejto nespésobilosti, ¢o nadvazuje
a suvisi s povinnostami poskytovatela popisanymi v predchadzajlcej Casti tykajucej sa technickych
prestavok. Zarover je Ziaduce spresnit, aby vybavenie zaloznej ambulancie, ktorad sa pouZije ako
ndhrada, vzdy zodpovedalo minimalne vybaveniu nespdsobilej ambulancie, ktord je touto zaloZznou
ambulanciou nahrédzana.

F KOMERCNE PODUJATIA

Platnd pradvna Gprava urcuje, Ze pri organizovani podujatia v Sportovom zariadeni, na ktorom sa
predpoklada ucast 4 000 a viac divakov, musia byt zriadené vo vnitornom priestore Sportového
zariadenia najmenej dve miesta zdravotnickej pomoci so zdravotnickym pracovnikom. Pri ostatnych
podujatiach musi byt zriadené najmenej jedno miesto zdravotnickej pomoci so zdravotnickym pra-
covnikom alebo osobou, ktora ziskala potvrdenie o absolvovani akreditovaného kurzu prvej pomoci.

Z hladiska organizacie verejnych Sportovych podujati zdkonodarca myslel aj na zodpovedajuce
zabezpecenie zdravotnickej pomoci pre ndvstevnikov tychto podujati. Prévna uprava je velmi
vSeobecnd a do istej miery aj matuca, nakolko v zmysle vySSie uvedeného nie je pevne zakotvena
odbornost, resp. Specializacia zdravotnickeho pracovnika, pre ktorého ma byt zabezpecené orga-
nizétorom podujatia miesto (dve miesta). Do istej miery je ,odbornost” predpisand u osoby, ktora
nie je zdravotnickym pracovnikom, ale je osobou, ktord ziskala potvrdenie o absolvovani akredito-
vaného kurzu prvej pomoci. Tato osoba ale nie je zdravotnickym pracovnikom.

Aj kedje mozné predpokladat, Ze tmyslom zakonodarcu bolo zabezpecit Gcelna a efektivnu zdravot-
nu starostlivost pre navitevnikov podujatia, javi sa, Ze povinnost organizatora by bola splnena gj
angazovanim napriklad zubného asistenta alebo o¢ného optika ako zdravotnickych pracovnikov.
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Pritom je celkom zrejmé, Ze na Sportovom podujati by pravdepodobne neboli schopni poskytnut rele-
vantny zdravotnu starostlivost, ¢im sa splnenie povinnosti organizatora dostava do absurdnej roviny.

Nad ramec slovenskej pravnej Gpravy organizatori osobitne pri medzinarodnych podujatiach mu-
sia v sulade so standardmi Sportovych asociacii zabezpecit priamo na $portovom podujati pritom-
nost de facto plnohodnotnej ambulancie ZZS. Poskytovatelia ZZS su opravneni vykonat zédsah
iba na zéklade pokynu OS ZZS alebo koordina¢ného strediska. Neexistuje teda spbsob, ktory by
umoznil v intenciach platnej pravnej Gpravy zabezpecit na podujati zdravotnicky personal a ma-
teridlno-technické vybavenie pozadované medzindrodnymi predpismi Sportovych zdruzeni a orga-
nizécii. Dochadza preto ku komplikacidm v organizécii podujati a znizeniu konkurencieschopnosti
slovenskych organizétorov v porovnani s organizatormi z inych krajin v sttaZi o organizaciu poduja-
tia, o ma potom nasledne dopad aj na rozvoj regiénov.

Uvedené sa dotyka nielen Sportovych, ale akychkolvek hromadnych podujati, kde organizédtor ma
zaujem zvysit bezpecnost a ochranu zdravia Gcastnikov bez toho, aby k akymkolvek ich neemer-
gentnym zdravotnym tazkostiam musel kontaktovat tiesfiova linku ZZS.

S cielom eliminovat vykonavanie tychto ¢innosti subjektmi bez akéhokolvek opravnenia na posky-
tovanie zdravotnej starostlivosti sa javi viac ako potrebnym jednoznacne a bez pochybnosti urcit
ramec poskytovania takejto zdravotnickej pomoci a zadefinovat prava a povinnosti zasahujtcich
zdravotnickych pracovnikov tak vo vztahu k poskytnutej zdravotnej starostlivosti, podanym lie-
kom, ako aj k spractivanym osobnym Udajom. Moznostou je napr. umoZnenie vykonu tejto ¢in-
nosti poskytovatelom, ktori maji povolenie na prevadzkovanie ZZS alebo DZS. Pripadne umoznit
zdravotnickym zachranarom vykonavat samostatnl zdravotnicku prax, a teda aj poskytovat
zdravotnu starostlivost mimo miesta prevadzkovania zdravotnickeho zariadenia.

G. ZZSV PRIEMYSELNYCH OBJEKTOCH

Aktudlne platna pravna Gprava nereflektuje ani na poziadavky a potrebu prevadzkovatelov velkych
priemyslenych objektov mat vo svojom aredli trvalo umiestnend ambulanciu ZZS. Ide predovset-
kym o prevadzky jadrovych elektrarni, inych energetickych alebo automobilovych zédvodoy, ale aj o
mnohé iné objekty pri prevadzke ktorych hrozi vysoké riziko vzniku poskodenia zdravia.

Mnohé tieto prevadzky zriaduji na ochranu svojich objektov hasic¢ské jednotky, ktoré v pripade po-
treby kooperuju s Hasi¢skym a zachrannym zborom, a su tiez ostatnymi zachrannymi zlozkami in-
tegrovaného zachranného systému. Rovnako by mali mat moznost zriadit a financovat ambulanciu
Z7ZS, ktorou zvysia dostupnost pomoci v pripade havarie alebo akejkolvek inej mimoriadnej udalosti.

V sucasnosti tuto situdciu prevadzkovatelia dotknutych objektov riesia zriadovanim réznych ambu-
lancii a vybavuju ich takym personalom a materidlom vratane sanitného vozidla, aby boli de facto
schopné plnit tlohy ambulancie ZZS. Javi sa preto ako Ziaduce tento fakticky stav premietnut do
pravnej Gpravy aspori do takej miery, Ze sa doplni zoznam Specializovanych ambulancii o ,Specializo-
vanu ambulanciu zévodnej zachrannej sluzby”. Personalne a materidlno-technické vybavenie takej-
to ambulancie by bolo na Urovni ambulancie RZP. Posadka takejto ambulancie by vyhotovovala tiez

'
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zdravotnu dokumentdciu v rozsahu, v akom ju vyhotovuje ambulancia RZP. Ambulancia zdvodnej
zachrannej sluzby by zdravotnu starostlivost poskytovala v objektoch, v ktorych by mala miesto
prevadzkovania zdravotnickeho zariadenia vratane transportu na miesto urc¢ené OS ZZS. 0S ZZS
by tieZ malo vedomost o miestach prevadzkovania tychto ambulancii a bolo by opravnené ukladat
im pokyny na zasah a vyuZivat ich kapacity pri udalostiach s hromadnym postihnutim oséb.

H. REPATRIACIE

V praxi st bezné situacie, ked obc¢an SR nachadzajuci sa v cudzine potrebuje byt transportovany na
Gzemie SR ambulanciou a v doprovode zdravotnickeho personalu. V pripade, Ze ide o situécie, ktoré
nepokryva verejné zdravotné poistenie, a teda OS ZZS nevyda ambulancii ZZS pokyn na vykonanie
zasahu, poskytovatel ZZS nie je opravneny vykonat neodkladni prepravuy, a to ani vtedy, ak by ju
realizoval prostrednictvom ambulancie a posadky nad ramec tych, ktoré podla povolenia vykonava-
ja ¢innost podla pokynov OS ZZS.

Absencia pravnej Upravy spdsobuje, Ze tento typ prevozov hradenych & uz priamo pacientom, ale-
bo komercnou poistoviiou, vykonavaju rézne subjekty bez povolenia, bez zodpovedajiceho poiste-
nia a bez primeranej zodpovednosti vo vztahu k pacientovi aj regulatorovi.

Slovensky pravny poriadok nijakym spdsobom neupravuje ani do¢asné alebo prileZitostné poskyto-
vanie zdravotnej starostlivosti na Gzemi SR drZzitelmi povolenia inych (€lenskych) Statov, a to ani pri
preprave cudzincov z Gzemia SR do ich domovskej krajiny.

Za Gcelom zabrdnenia vykondvaniu tychto repatriacnych prevozov subjektmi bez akéhokolvek
opravnenia na poskytovanie zdravotnej starostlivosti je potrebné jednoznac¢ne a bez pochybnosti
urcit rdmec vykondavania takejto prepravy a zadefinovat prava a povinnosti poskytovatelov. Musi
to byt vo vztahu k poskytnutej zdravotnej starostlivosti, podanym liekom, ako aj k spracGvanym
osobnym Gdajom. Moznostou je, podobne ako v pripade komerénych podujati, umoznenie vykonu
tejto ¢innosti poskytovatelom, ktori maju povolenie na prevadzkovanie ZZS alebo DZS.

Rovnako je potrebné zadefinovat, Ze aj bez povolenia na poskytovanie zdravotnej starostlivosti
je mozné zaistit prevoz osoby, ktorej zdravotny stav to vyZaduje, zo zahranicia do SR alebo zo SR
do zahranicia osobou opravnenou k tejto ¢innosti podla pravnych predpisov iného stétu, z ktorého
Gzemia alebo na ktorého Gzemie sa prevoz uskutociiuje, ak ide o ¢innost na Gzemi SR docasn.

I. INDIKATORY KVALITY

Pravna Gprava uklada poskytovatelovi zdravotnej starostlivosti povinnost zabezpecit systém kvali-
ty, teda poskytovatelom pisomne dokumentovany systém, ktorého zakladnym cielom je znizovanie
nedostatkov v poskytovani zdravotnej starostlivosti pri si¢asnom zvySovani spokojnosti 0sob,
ktorym sa zdravotna starostlivost poskytuje, a pri zachovani ekonomickej efektivnosti poskyto-
vatela. Zakonodarca zaroven ddva MZSR moznost vseobecne zavaznym pravnym predpisom usta-
novit podrobnosti o zabezpecovani tohto systému kvality.

KedZe MZSR tuto moznost doposial nevyuzilo, neexistuju vieobecne platné indikatory kvality pre oblast
ZZS, na zaklade ktorych by bolo mozné urcit poZadovani minimalnu Groven kvality poskytovania ZZS.
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To vedie k tomu, Ze regulator nie je opravneny dodrziavanie systému kvality nielen redlne kon-
trolovat, ale ani efektivne vynucovat. Predovsetkym to spdsobuije stav, ked Uroven poskytovania
Z7S je u réznych poskytovatelov rézna bez relevantného zvySovania spokojnosti pacientov.

J. KOMPETENCIE ZACHRANARA

Zdravotnicky zachranar v ZZS samostatne vykondva ¢innosti, ktoré taxativhe vymenuva vyhlaska
MZSR. Medzi tymito kompetenciami nie je vykonavanie diferencialnej diagnostiky. Urad pre dohlad
nad zdravotnou starostlivostou Standardne absenciou prave tejto komeptencie odévodiiuje ne-
spravne poskytnutie zdravotnej starostlivosti posddkou ZZS bez lekdra, ktord ponechd pacienta
na mieste zdsahu a nezabezpedi jeho transport do najblizSieho zdravotnickeho zariadenia Ustavnej
zdravotnej starostlivosti, ktorym je nemocnica zaradend do siete kategorizovanych nemocnic, v
ktorej sa poskytuje Gstavna zdravotna starostlivost v stlade s kategorizaciou Ustavnej zdravotnej
starostlivosti, alebo do zdravotnickeho zariadenia Ustavnej zdravotnej starostlivosti podla pokynu
QS ZZS, alebo koordina¢ného strediska, ktoré je schopné poskytnut diagnostiku a liecbu nadvazu-
jucu na poskytnutd neodkladnu zdravotnu starostlivost.

Vzhladom na charakter vyjazdov posadok ZZS bez lekdra a s prihliadnutim na vyznamny pocet
vyjazdov s odloZitelnou prioritou je takyto vyklad netnosny. Vedie totiz k pretaZovaniu centralnych
prijmov nemocnic a k blokovaniu posadky, ktora by namiesto transportu pacienta mohla byt k dis-
pozicii na dalsi zasah.

Sucasny stav spdsobuje, ze zdravotnicki zachranari sa ¢asto rozhodnl pacienta ponechat na mi-
este zasahu gj s rizikom, Ze tento ich postup bude orgdnom dohladu vyhodnoteny ako nespravny,
pripadne vedu pacienta k tomu, aby svojim podpisom sém odmietol transport. Potencidlne auto-
maticky transport kazdého pacienta do nemocnice nepochybne vedie k eskalacii vztahov s persona-
lom centralneho prijmu a je aj zbyto¢nym plytvanim zdrojov.

Je preto nutné jednoznacne v legislative zadefinovat podmienky, za ktorych by aj zdravotnicky
zachranar bol kompetentny ponechat pacienta na mieste zasahu.. A tieZ dat ktorémukolvek typu
ambulancie ZZS moznost privolat v 3pecifickych situaciach po vysetreni pacienta na mieste a stano-
veni diagndzy novy typ ambulancie DZS, ktora by transport pacienta realizovala a uvolnila by kapac-
ity ZZS. Takyto postup by bol efektivny najma v pripade pacientov, u ktorych nie je predpokladané
ohrozenie alebo zhorsenie zdravotného stavu, ktori su v stabilizovanom stave, a ktori nevyZaduju
Ziadne dalsSie liecebné zasahy.

K. VODIC AKO ZDRAVOTNICKY PRACOVNIK

V systéme ZZS v stcasnosti pracuje priblizne 250 az 300 os6b, pri ktorych pravna Gprava nevyzadu-
je ziadne zdravotnicke vzdelanie. Vynos MZSR z 11. marca 2009 ¢ 10548/2009-0OL, ktorym sa
ustanovuju podrobnosti o zachrannej zdravotnej sluzbe urcuje, Ze ¢lenom zasahovej skupiny RLP
a ¢lenom zasahovej skupiny RZP “S” moze byt vodi¢, ktory ma 21 a viac rokov, spliia podmienky
vedenia vozidla s prdvom prednostnej jazdy a je preskolovany v poskytovani zékladnej neodkladnej
zdravotnej starostlivosti kazdych 12 mesiacov prisludnou vzdelavacou instittciou. Uplne véak ab-
sentuje obsahové zameranie a metodika takéhoto preskolovania, ¢o vedie k nejednotnej aplikacii
tohto ustanovenia réznymi poskytovatelmi.
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Pri posddke RLP predmetny vynos spresfiuje, Ze vodic spolupracuje a plni pokyny lekara zdsahovej
skupiny, pri posadke RZP “S" jeho kompetencie nie st urené ziadnym pravnym predpisom. Prax ale
jednoznacne ukazuje, Ze vodic v posadke RLP a RZP “S” ma svoje Glohy priamo v procese poskyto-
vania zdravotnej starostlivosti a realizuje zdravotné vykony v spolupraci s ostatnymi ¢lenmi posad-
ky, nezriedka aj samostatne. Nehovoriac o tom, Ze aj neodkladna preprava ako taka, je zdravotnou
starostlivostou a ta je v plnej kompetencii vodica, ktory nie je zdravotnickym pracovnikom.

Takyto stav je z pohladu prava neisty, a to najma vo vztahu k zodpovednosti vodica, ale aj zodpov-
ednosti poskytovatela, v mene ktorého vodic¢ zdravotnu starostlivost de facto poskytuje. Rovnako
organ, ktory povolenie vydal, nie je opravneny v pripade potreby zbavit mi¢anlivosti vodica, ktory
nie je zdravotnickym pracovnikom, ¢o spdsobuje najma v trestnych veciach absurdné komplikacie.
Vodi vodicovi neregistrovanému v Ziadnej profesijnej komore nemoéZe Ziaden subjekt uplatiiovat
disciplinarnu pravomoc.

Javi sa teda Ziaducim stav, v ktorom kazdy vodi¢ v ZZS bude zdravotnickym pracovnikom s tym
sUvisiacimi pravami a povinnostami, ako je registracia v profesijnej komore, sistavné vzdeldvanie,
zdkonom uréena zakladna zlozka mzdy. Stuacia, v ktorej skiseni vodici desiatky rokov vykonavaja
¢innosti v ZZS bez toho, aby pozZivali pravnu ochranu priznant zdravotnickym pracovnikom, moze
posobit demotivujuco a viest kich odlivu do inych segmentov hospodarstva. Vzhladom na charakter
zdravotnych vykonov, ktoré tieto osoby vykonavaji, mozZe byt postacujucim pre ziskanie odbornej
sposobilosti aj absolvovanie akreditovaného kurzu po vzore Ceskej republiky. Tito zdravotnicki pra-
covnici by nasledne uplatnenie nasli aj v ambulancidch DZS.

L. ZACHYTKY

Z3kon NRSR €. 219/1996 Z.z. o ochrane pred zneuzivanim alkoholickych napojov a o zriadovani
a prevadzke protialkoholickych zachytnych izieb v ustanoveni § 8 urcuje, Ze osoby, ktoré prejavu-
ju priznaky pozitia alkoholickych napojov a v désledku toho vzbudzuji verejné pohorsenie alebo
ohrozuju seba, svoju rodinu, alebo iné osoby, verejny poriadok, alebo majetok, st povinné na vyzvu
policajného organu podrobit sa umiestneniu v zachytnej izbe, a to na ¢as, kym nepominie alkohol-
ické opojenie. Zachytné izby podla tohto predpisu zriaduje a ich spddové uzemie urcuje MZSR po
dohode s obcovu, pre ktorej Gzemie je ur¢end. Prevadzku zachytnej izby zabezpecuje riaditel toho
zdravotnickeho zariadenia, pri ktorom je zdchytna izba zriadena. Néklady na prevadzku zachytnej
izby uhradza zdravotnickemu zariadeniu ta obec, na ktorej Gzemi je zachytna izba zriadend. Naklady
za pobyt uhrédza osoba, ktora je v zachytnej izbe umiestnena. Dopravu do zachytnej izby zabez-
pecuje policajny organ.

Skutocnost, Ze naklady na pobyt v takejto izbe, ako aj ndklady na jej prevadzku su v ustanoveni §
11 citovaného zakona urcené v slovenskych korunach, dokazuje, Ze ide o prévnu Gpravu, ktord sa v
praxi neuplatfiuje. V sicasnosti na Gzemi SR nefunguje ani jedna zachytna izba.

Désledkom tohto stavu je nelimerné zataZovanie ZZS a centralnych prijmov nemocnic. Posadky
Z7S su k osobam prejavujucim priznaky poZzitia alkoholickych ndpojov vysielané OS ZZS ¢asto aj
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v doprovode policajnej hliadky. KedZe Policajny zbor nemad faktické moznosti, kde takdto osobu
transportovat a umiestnit, je povinnostou posadky ZZS takéhoto pacienta prepravit a odovzdat v
nemocnici.

Podla dévodovej spravy k vyssie citovanému zakonu zakonodarca zmenil systém Ghrady zachyt-
nych izieb prave preto, Ze nevidel pravny titul na ich Ghradu z verejného zdravotného poistenia. Do
roku 1995 totiz tieto izby boli financované zdravotnymi poistoviiami formou Ghrad za zdravotné
vykony. Pri absencii zachytnych izieb vSak rieSenie stavu tychto pacientov odcerpava z verejného
zdravotného poistenia ovela vacsie zdroje.

Javi sa preto ako Ziaduce financovanie zachytnych izieb op&atovne prehodnotit tak, aby naklady
na ich prevadzku neboli prekdzkou ich zriadenia. Transport alkoholom opojenych osdb, ktory by
vykonaval Policajny zbor a zachytnd izba so strednym zdravotnickym personalom vykonavajucim
dohlad nad umiestnenymi osobami, by odlahcil a prispel k zlepSeniu dostupnosti ZZS a centralnych
prijmov pre ostatnych pacientov.

Osoba pod vplyvom alkoholu alebo inej navykovej latky, ktord nekontroluje svoje spravanie, a tym
bezprostredne ohrozuje seba, ind osobu, majetok alebo verejny poriadok a tato hrozbu nie je mozné
odvrétit inak, by mala byt povinna podrobit sa vysetreniu a pobytu v zachytnej izbe po dobu kratsiu
ako 24 hodin. Rovnako by bola povinna podrobit sa vysetreniu za Ucelom zistenia, ¢i si nevyzaduje
dal3iu zdravotn( starostlivost v nemocnici vratane neodkladnej zdravotnej starostlivosti k zabrane-
niu ohrozeniu jej zdravia bezprostredne suivisiaceho s akitnou intoxikaciou.

Do zachytnej izby by nebolo mozné umiestnit osobu ohrozenl na Zivote zlyhavanim zakladnych
Zivotnych funkcii, v bezvedomi, s neoSetrenym poranenim, s masivnym krvacanim, so zndmkami
ochorenia bezprostredne vyZadujucim zdravotnG starostlivost, ktor( nie je moZné v zachytnej
izbe poskytnit, ani osobu mladsiu ako 15 rokov. Umiestnenie osoby v zachytnej izbe by bolo pod-
mienené sthlasom lekara toho poskytovatela, ktory zachytnu izbu prevadzkuije.

ZAVER

ZZS ako komplexny a Zivy organizmus musi reagovat na aktualne situacie v spolo¢nosti, akymi
sU napr. pandémie, ale aj na zmeny v Struktarach inych typov zdravotnickych zariadeni, najma
Ustavnych a pohotovostnych. Hoci je tento systém v Slovenskej republike na vysokej kvalitativnej
Urovni, zda sa, Ze na jeho zdokonalovanie uz nestadi iba snaha poskytovatelov zavadzat vlastné
inovacie a mechanizmy kontroly. Vypocet vyziev a praktickych problémov v prispevku nie je zdale-
ka vycCerpavajuci. Pred dalsim vyberovym konanim je vsak potrebné dve desatrocia skisenosti a
zhromazdovania dat aspoii v tychto otdzkach podrobit odbornej diskusii @ nasledne ich pretavit
do legislativnych zmien. Iba tak déjde k zvySeniu kvality poskytovanej zdravotnej starostlivosti a
efektivnemu vynakladaniu zdrojov verejného zdravotného poistenia.

monika.novotna@consenselegal.com
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Slovnik pojmov

Medicinska terminoldgia

Rozsirena kardiopulmonalna resuscitacia

Advanced Life Support (ALS) alebo Advanced Cardiac Life Support (ACLS). Rozsirend kardiopul-
mondlna resuscitacia. Lekdrske zédkroky pouZzivané na liecbu obeti respiracnych a/alebo srdcovych
nudzovych situdcii a cievnych prihod, vratane invazivnych technik, ako je intubacia a podavanie
liekov. (Definicia AHA)

Automatizovany externy defibrilator (AED)

Zariadenie, o ktorom sa v lekarskej literature ukdézalo, Ze dramaticky zvySuje potencial zniZenia in-
validity a tmrtia v désledku kardiovaskularnych nidzovych situacii. AED rychlo analyzuje elektricka
aktivitu srdca obete, aby ur¢il, ¢i je potrebny vyboj. (definicia AHA)

Z3kladna kardiopulmonalna resuscitacia (Basic Life Support BLS)

Neinvazivne hodnotenia a intervencie pouzivané na liecbu obeti respirac¢nych a/alebo kardiova-
skularnych nudzovych situdcii @ mrtvice. Tento termin sa stal synonymom pre kardiopulmondlnu
resuscitaciu (KPR) a zahrfia automatizovanu externd defibrilaciu (AED). (Definicia AHA)

Benchmarking
Metodika porovndvania systémov pomocou ukazovatelov efektivnosti nakladov. Porovnania
medzi systémami poskytujd uzito¢ny nastroj na zlepSenie.

Zastavenie obehu
Situdcia, pri ktorej je pacient v bezvedomi, v apnoe a nie je zisteny Ziadny pulz. Zvy&ajne sa pripady
zastavenia srdca delia na zastavenie obehu so svedkom a bez svedkov.

Kardiopulmonalna resuscitacia (KPR)

Vo vieobecnosti sa vztahuje na neinvazivne vysetrenia a intervencie pouZivané na liecbu obeti
kardiovaskularnych a/alebo respira¢nych nidzovych situdcii a mrtvice. Tento vyraz je synonymom
pre BLS. (Definicia AHA)

Retaz preZitia

Metaforicky koncept, ktory odréZa potrebu vietkych zloZiek starostlivosti na dosiahnutie pozitivne-
ho vysledku, konkrétne koncepty sa zrodili pre pacientov so zastavenim srdca, ale v skutocnosti sa
pouzivaja v inych ¢asovych podmienkach, ako je trauma alebo mrtvica.

Bolest v hrudi
Pacienti, ktori sa stazuju na bolest na hrudniku, ktord naznacuje akitne koronarne stavy. (AMI,
nestabilnd angina)

Odoslanie zaloZené na kritériach

Vopred stanovené systemizované protokoly dotazovania dispecera urcené na ziskanie minimal-
neho mnoZstva informacii potrebnych na primerané stanovenie spravnej Grovne odozvy a urcenie
potreby pokynov pred prichodom.

Definitivna starostlivost
Fyzické miesto, kde pacient mdze dostat liecbu alebo odporicanie, ktoré riesi jeho zdravotny prob-
|ém, bez potreby dalSich oSetreni jeho akdtneho problému transport.
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Prepusteny Zivy
Pacienti, ktori su po zastaveni srdca prepusteni z nemocnice Zivi, bez ohladu na neurologickd
situaciu.

Operacné stredisko zachrannej zdravotnej sluzby
Akdkolvek agentura, ktord bezne prijima hovory o nidzovej lekdrskej pomoci od verejnosti a/alebo
ktora vysiela prednemocni¢ny pohotovostny zdravotnicky personal na zaklade takejto Ziadosti.

Dispecer
Osoba, ktord upozorni jednotku ZZS na volanie o0 pomoc a nasmeruje ju na miesto ¢inu.

Tiesen
Je stay, pri ktorom je bezprostredne ohrozeny Zivot, zdravie, majetok alebo Zivotné prostredie a
postihnuty je odkézany na poskytnutie pomoci.

Tiesriové volania
Vztahuje sa na vietky hovory, ktoré prijima dispecing. Niektoré z tychto hovorov nie sa tiesiové
volania a nereaguje na ne.

Urgentny prijem
Oblast nemocnice ur¢end na poskytovanie pohotovostného lekarskeho hodnotenia a pociatocnej
liecby jednotlivcom, ktori potrebuji nidzovu starostlivost.

Zachranna zdravotna sluzba (ZZS)
Suhrnny termin popisujidi hlavné agentury, personal a intitacie zapojené do planovania, poskytova-
nia @ monitorovania nidzovej starostlivosti. Casto sa vztahuje len na prednemocni¢na starostlivost.

Systém ZZS

Organizacia persondlu, zariadeni a vybavenia na efektivne a koordinované poskytovanie ZZS po-
trebného pri prevencii a riadeni incidentov, ktoré sa vyskytnu bud'v désledku lekarskej pohotovosti
alebo nehody, prirodnej katastrofy alebo podobnej situacie.

Prva pomoc

Prvotna starostlivost poskytovana pri akitnom ochoreni alebo Uraze. Medzi ciele prvej pomoci patri
zachovanie Zivota, zmiernenie utrpenia, predchadzanie dalSiemu ochoreniu alebo zraneniu a podpora
zotavenia. Prvd pomoc moze byt zacata kymkolvek v akejkolvek situacii, vratane svojpomaci.

Kvintet prvej hodiny (First Hour Quintet FHQ)

Skupina stavov, pri ktorych je rozhodujica okamzita lietba a EMS mdZe priniest podstatny prinos.
Zahffia: zastavenie srdca/zastavenie obehu, tazkosti s dychanim, bolest na hrudniku, cievnu
mozgovu prihodu a tazkd traumu.

Glasgowska stupnica kémy (GCS)
Klinické skére pouzivané na vyhodnotenie neurologického stavu.

Odpoved's najvyssou prioritou
Situdcia, v ktorej dispecing vyberie jednotku, ktord moZe poskytnuat vyssiu Groven starostlivosti na
konkrétnom ZZS.
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Udalost s hromadnym postihnutim oséb

cidlne 3truktury, ako st komunikacie, doprava, bezpetnost atd.

Dopravna zdravotna sluzba
Preprava pacientov ambulanciami, u ktorych sa nevyZaduje urgentny prevoz.

Obnovenie spontanneho krvného obehu (ROSC)
Situacia, v ktorej je pacient po prijati cirkulacie KPR identifikovany potvrdenim pulzu.

Obsluhovana oblast
Geografické vymedzenie oblasti, v ktorej ZZS poskytuje sluzbu.

Zavazné dychacie tazkosti
Pacienti s dychacimi tazkostami vyvolavajucimi klinické priznaky respira¢ného zlyhania.

Tazka trauma
Pripady traumy s RTS rovnym alebo mensim ako 5.

Cievna mozgova prihoda

Akutny stav, podmieneny poruchou cerebralnej cirkulacie netraumatickej etiolégie, ktory sa pre-
javuje spravidla nahle vzniknutym loZiskovym alebo globalnym neurologickym deficitom, bolestou
hlavy, zvracanim a ¢asto aj poruchou vedomia. Termin mozgova prihoda je predbeZné stanovenie
choroby, ktoré je indikaciou na urgentné neurologické a radiologické vysetrenie, umoziiujuce difer-
encovat zakladné klinické jednotky, ktorymi su loZiskova ischémia mozgu — mozgovy infarkt (LIM),
spontanne intracerebralne krvacanie (ICK), spontédnne subarachnoidalne krvacanie (SAK).

Nahla srdcova smrt

Nahla neocakavana a nenasilna smrt, ku ktorej dochadza v pritomnosti svedka v priebehu 1 hodiny
od vzniku symptémov alebo v priebehu 24 hodin od posledného kontaktu s asymptomatickou
obetou (Umrtie bez svedkov).

Triedenie, Tridaz
Pridelit obetiam prioritu starostlivosti a transportu na zéklade stupiia zranenia a individualnej
schopnosti zachrany v danej situdcii.

Utsteinsky protokol
Metodika Strukturovana na vyhodnotenie vysledkov liecby zastavenia srdca.
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Casy a ¢asové intervaly v zéchrannej zdravotnej sluzbe

Reakény ¢as 0OS ZZS
Interval od prijatia tiesfiového volania na OS ZZS po Aktivéaciu (vyslanie) posadky poskytovatela
ZZS.

Reakény ¢as ZZS
Interval od prijatia tiesfiového volania na OS ZZS po Prvy kontakt s oSetrovanou osobou.

Dojazdovy ¢as

Cas, ktory uplynie od vyslania ambulancie po prvy kontakt s pacientom (definicia pouzivana do
roku 2020).

Cas, ktory uplynie od vyjazdu ambulancie po prichod ambulancie na adresu pacienta (definicia
pouzivana od roku 2021).

Cas na scéne
Interval od prvého kontaktu s oSetrovanou osobou po odchod z miesta zasahu.

Trvanie odovzdania
Interval od prechodu ,dvier” urgentného prijmu po odovzdanie osoby kompetentnému zdravot-
nickemu pracovnikovi Gstavného zdravotnickeho zariadenia.

Trvanie zésahu
Interval od Prijatia volania na OS ZZS po odovzdanie oSetrovanej osoby kompetentnému zdravot-
nickemu pracovnikovi Ustavného zdravotnickeho zariadenia.

Trvanie vyjazdu
Interval od Vyslania posadky ZZS po Ukoncenie zasahu v sidle posadky ZZS alebo prijatim vyzvy
na novy zasah.

Trvanie innosti ZZS
Cas merany od prijatia vyzvy na OS ZZS az po Ukoncenie zasahu v sidle posadky ZZS alebo pri-
jatim vyzvy na novy zésah.

Interval kontaktu
Cas od prijazdu ambulancie na adresu po prvy kontakt posadky s oSetrovanou osobou.

Cas cakania pacienta
Cas, ktory uplynie od vyslania ambulancie po prichod ambulancie na adresu pacienta; ak st si¢asne
vyslané dve posadky, zapocita sa prichod prvej z nich.

" https://155.sk/subory/dokumenty/vyrocne_spravy/Vyrocna_sprava_0SZZSSR_2020.pdf
2 https://155.sk/subory/dokumenty/vyrocne_spravy/Vyrocna_sprava_0SZZSSR_2021.pdf
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trvanie zasahu

trvanie vyjazdu

trvanie ¢innosti ZZS

Vysvetlivky: ZZS Zachranna zdravotna sluzba; OS ZZS Operacné stredisko Zachrannej zdravotnej
sluzby

Technicka terminolégia

Podvozok
Z3kladné, beZne dostupné vozidlo, ktoré je prestavbou (konverziou) upravené pre potreby pouZitia
ako vozidlo zachrannej zdravotnej sluzby.

Prestavba

Modifikacia technickych vlastnosti zakladného vozidla a inStalacia Specidlnych zariadeni (ako
napriklad vystrazného svetelného a zvukového zariadenia) nevyhnutnych na to, aby bolo mozné
vozidlo pouZivat ako vozidlo zéchrannej zdravotnej sluzby. Vozidlo musi po prestavbe zarovefi
spliiat prislusné legislativne poZiadavky (napr. STN EN 1789).

Homologizacia
Schvdlenie typu prestavby a jej konstrukcie podla prislusnej legislativy, v pripade zachranarskych
vozidiel podla Nariadenia EP a Rady EU 2018/858.
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EN 1789

Eurdpska technickd norma 1789 “Vozidlad zachrannej zdravotnej sluzby a ich vybavenie. Cestné
ambulancie”. Norma Specifikuje poZiadavky na konstrukciu, skasky, vykon a vybavu cestnych am-
bulancii, ktoré sa pouZzivaju na prepravu a oSetrovanie pacientov a obsahuje poziadavky na ambu-
lantny priestor.

Ambulantny priestor

Vnatorna zadna Cast cestnej ambulancie, urcena na oetrovanie pacientov a/alebo transport pa-
cientov.

UZitocné zataZenie (uZitocna hmotnost) vozidla

UZitocné zataZenie vozidla je najvyssia povolend sthrnnd hmotnost oséb a nakladu (zataz), pre
ktora bolo vozidlo skonStruované a je homologovane na prevadzku na pozemnych komunikaciach.
UZitocné zataZenie je tiez definované ako rozdiel medzi maximalnou pripustnou hmotnostou
vozidla a pohotovostnou hmotnostou vozidla.

Pohotovostna (prevadzkova) hmotnost vozidla

Hmotnost kompletne vybaveného vozidla s palivovou nadrzou naplnenou najmenej na 90 % jej
kapacity, vratane hmotnosti vodica (75 kg), paliva a kvapalin, so Standardnym vybavenim v sulade
so 3pecifikaciami vyrobcu a ak je namontované, tak zahfia aj hmotnost spojovacieho zariadenia a
rezervného kolesa, ako aj naradia.

Maximalna pripustna hmotnost vozidla

Maximalna hmotnost naloZeného vozidla stanovena vyrobcom na zéklade spsobu jeho konstruk-
cie a vykonu, pri ktorej je povolené pouZitie vozidla v premavke na pozemnych komunikécidch.
Celkova hmotnost je tiez definovana ako sucet pohotovostnej a uZitonej hmotnosti.

Elektrické vozidlo (BEV)

Vozidlo (elektromobil), pohaiané vyluéne elektrickou energiou, ktora ¢erpa z akumulatora integro-
vaného do vozidla. Akumulator je nutné nabijat z externého zdroja, napr. nabijacej stanice. Vozidlo
pri prevadzke neprodukuje Ziadne emisie.

Dojazd elektrického vozidla
Je najvacsia vzdialenost, ktord elektrické vozidlo prejde na jedno nabitie s plne nabitymi batériami.

Vozidlo so spalovacim motorom
Vozidlo, na pohon ktorého sa pouZiva vylu¢ne spalovaci motor (benzinovy alebo dizlovy).

WLTP

Celosvetovy harmonizovany skiSobny postup pre lahké vozidl3, zavedeny eurépskymi regula¢nymi
Uradmi, definuje podmienky overovania spotreby vozidiel, resp. dojazdu elektrickych vozidiel a
vykonavania emisnych skasok pri typovom schvalovani. Test WLTP bol zavedeny v roku 2017 a
mal by lepsie odrazat individualny 5tyl jazdy a vybavy vozidla v redlnom Zivote.

HVAC systém
HVAC (vykurovanie, vetranie a klimatizacia) oznacuje rézne systémy pouZivané na vykurovanie a
chladenie vozidla, ako aj zlepSenie kvality vnitorného vzduchu.

Spotreba elektrickej energie
Celkova spotreba elektrickej energie vsetkych elektrickych spotrebi¢ov a zariadeni pohdnanych
elektrickou energiou nainstalovanych v cestnej ambulancii.
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Finan¢na terminolégia

Financovanie ZZS na Slovensku

Na Slovensku maju poskytovatelia ZZS 2 hlavné zdroje prijmov: pravidelnd mesacna platba za
stanicu ZZS podla jej typu (RLP alebo RZP) a platba za kilometer (priemerny pomer 9:1). Vyska
platieb je ur€ovana Ministerstvom zdravotnictva a platby su realizované zdravotnymi poistoviiami.

Klacové ukazovatele vykonnosti (KPls)

Meratelné a kvantifikovatelné ukazovatele vykonnosti spolocnosti v oblasti financii, prevadzky a
inych oblastiach. Sleduje sa ich aktualna hodnota v porovnani s planom, v pripade rozdielu sa hlada
pricina, aby spolocnost dosiahla poZadované ciele.

Prijmy pred zdanenim a odpismi (EBITDA)
Casto pouzivany ukazovatel finan¢nej efektivity spolo¢nosti, alternativa k cistému zisku spolo¢no-
sti. Jeho cielom je zachytit hotovost, ktorG dokaze spolo¢nost vytvarat svojou hlavnou ¢innostou.

Pravna terminolégia

ETN
Eurépska technicka norma.

Nariadenie vlady
VSeobecne zévazny pravny predpis vydany vlddou na vykonanie zékona a v jeho medziach, ktory
je vldda opravnenad vydat aj bez vyslovného zékonného splnomocnenia.

Nemocnica
Zdravotnicke zariadenie Ustavnej zdravotnej starostlivosti.

Odborné usmernenie
Pravny predpis, ktorym Ministerstvo zdravotnictva SR odborne usmeriiuje poskytovanie zdravot-
nej starostlivosti.

Opatrenie, vynos

VSeobecne zavdzny pravny prepis ministerstiev a ostatnych Ustrednych orgdnov statnej spravy
SR na vykonanie zakona, ktory je ministerstvo alebo iny organ statnej spravy opravneny vydat len
vtedy, ak ho parlament v zékone vyslovne splnomocnil vydat vieobecne zévazny pravny predpis
na vykonanie zdkona, ak sa tykaju Uzkeho alebo druhovo uréeného okruhu oséb alebo ak tak usta-
novuje osobitny zakon.

Pacient
Osoba, ktorej sa poskytuje zdravotna starostlivost vratane prepravy.

Podujatie
Sportové, kultdrne alebo iné podujatie s divakmi alebo Géastnikmi, na ktorom je potrebné alebo
ZiadUce zaistit bezpecnost a ochranu ich zdravia.

Poskytovatel DZS
Subjekt, ktory na zaklade povolenia prevadzkuje zdravotnicke zariadenie ambulantnej zdravotnej
starostlivosti — ambulanciu dopravnej zdravotnej sluzby.
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Poskytovatel ZZS
Subjekt, ktory na zéklade povolenia prevadzkuje zdravotnicke zariadenie ambulantnej zdravotnej
starostlivosti — ambulanciu zachrannej zdravotnej sluzby.

Repatriacia
Preprava pacienta na Uzemie alebo z Uzemia Slovenskej republiky ambulanciou ZZS alebo ambu-
lanciou DZS.

STN
Slovenska technicka norma.

Technicka norma
Predpis, ktory stanovuje najvyhodnejsie rieSenie opakujucej sa Glohy, spracovany, prerokovany,
schvdleny a vyhladseny podla predpisov o technickej normalizacii.

Technicka prestavka
Casovy Usek, v ktorom ambulancia ZZS a jej posadka nie st schopné plnit svoje Glohy, najcastejsie
v dosledku neocakavanych a nepredvidatelnych okolnosti.

Tender
Vyberové konanie na vydanie povolenia na prevadzkovanie ambulancie ZZS.

Vestnik
Rezortny publikacny nastroj, v ktorom ministerstva zverejiiuju opatrenia a vynosy.

Vyhlaska

VSeobecne zavazny pravny predpis ministerstiev a ostatnych Gstrednych organov Statnej spravy
SR na vykonanie zakona, ktory je ministerstvo alebo iny organ statnej spravy opravneny vydat len
vtedy, ak ho parlament v zdkone vyslovne splnomocnil vydat vieobecne zavazny pravny predpis
na vykonanie zékona.

Zachytky
Protialkoholické zachytné izby, v ktorych su umiestfiované osoby, ktoré prejavuji priznaky poZitia
alkoholickych ndpojov a v désledku toho vzbudzuju verejné pohorsenie alebo ohrozuja seba, svoju
rodinu alebo iné osoby, verejny poriadok alebo majetok, a to na ¢as, kym nepominie alkoholické
opojenie.

Zakon

V&eobecne zavdzny pravny predpis prijaty parlamentom (Narodnou radou Slovenskej republiky),
ktory musi byt v sulade s Gstavou, s Gstavnymi zakonmi a s medzindrodnymi zmluvami, s ktorymi
vyslovila suhlas Narodna rada SR a ktoré boli ratifikované a vyhldsené spdsobom ustanovenym
zdkonom.

Zavod
Priemyselny objekt, pri prevadzke ktorého hrozi vysoké riziko vzniku poskodenia zdravia.
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Glossary

Medical Terminology

Advanced Life Support (ALS) or Advanced Cardiac Life Support (ACLS)
Medical interventions used to treat victims of respiratory and/or cardiac emergencies and stroke,
including invasive techniques such as intubation and administration of drugs. (AHA Definition)

Automated External Defibrillator (AED)

A device that has been shown in the medical literature to dramatically increases the potential for
reduction of disability and death from cardiovascular emergencies. An AED rapidly analyses the
electrical activity of the victim’s heart to determine if a shock is needed. (AHA Definition)

Basic Life Support (BLS)

Non-invasive assessments and interventions used to treat victims of respiratory and/or cardiovas-
cular emergencies and stroke. This term has become synonymous with cardiopulmonary resuscita-
tion (CPR) and can include automated external defibrillation (AED). (AHA Definition)

Benchmarking
Methodology to compare systems using cost efficacy indicators. Comparisons in between sys-
tems provide a useful tool for improvement.

Cardiac Arrest Situation in which a patient is unconscious, in apnoea, and no pulse is detected.
Usually cardiac arrest cases are dived in witnessed cardiac arrest and unwitnessed.

Cardiopulmonary Resuscitation (CPR) Generally refers to non-invasive assessments and interven-
tions used to treat victims of cardiovascular and/or respiratory emergencies and stroke. This term
is synonymous with BLS. (AHA Definition)

Chain of survival

Metaphorical concept that reflects the need of all the components of care to obtain a positive
outcome, specifically the concepts was born for cardiac arrest patients but actually is been use in
other time depend conditions like trauma or stroke.

Chest pain
Patients that complain of chest pain that suggest acute coronary conditions. (AMI, Unstable Angina).

Criteria based dispatch Predetermined systemized dispatcher interrogation protocols designed to
obtain the minimum amount of information necessary to adequately establish the correct level of
response and determine the need for pre-arrival instructions.

Definitive care
The physical place where the patient can receive a treatment or recommendation that solves his
medical problem, without the need of other treatments for his acute problem.

Discharged alive
Patients that after a cardiac arrest are discharge from hospital alive, without any consideration of
the neurological situation.
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Dispatch centre (Medical) Any agency that routinely accepts calls for emergency medical assis-
tance from public and/or that dispatches prehospital emergency medical personnel pursuant to
such request.

Dispatcher
An individual that alerts an EMS unit to a call for assistance and directs it to scene.

Emergency calls

Refers to all calls that a Dispatch centre receives. Some of these calls are non-emergency calls and
no response is provided. If a unit is dispatched is defined as “Response”. If the response moves the
patient to other facility for definitive treatment this situation is defined as “Transport”.

Emergency department
An area of the hospital dedicated to offering emergency medical evaluation and initial treatment
to individuals in need of emergency care.

Emergency Life Support (ELS)

The set of actions needed to keep someone alive until professional help arrives. They include per-
forming cardiopulmonary resuscitation (CPR), dealing with choking, serious bleeding and helping
someone that may be having a heart attack. (BHF Definition)

Emergency Medical Services (EMS)
A collective term describing the main agencies, personnel, and institutions involved in planning for,
providing and monitoring emergency care. Frequently refers only to prehospital care.

Emergency
A combination of circumstances resulting in a need for immediate medical intervention.

EMS system

The arrangement of personnel, facilities and equipment for the effective and coordinated delivery
of EMS required in the prevention and management of incidents which occur either as a result of
a medical emergency or of an accident, natural disaster or similar situation.

First Aid

First aid is the initial care provided for an acute illness or injury. The goals of first aid include pre-
serving life, alleviating suffering, preventing further illness or injury and promoting recovery. First
aid can be initiated by anyone in any situation, including self-care.

First Hour Quintet
Group of conditions in which immediate treatment is crucial, and EMS can produce a substantial
benefit. Includes: Cardiac arrest, Difficulties in breathing, Chest pain, Stroke and Severe Trauma.

Glasgow Coma Scale (GCS)
Clinical score used to evaluate the neurological situation.

Highest priority response
The situation in which de dispatch centre selects a unit that can provide the higher level of care on
a specific EMS, despite the unit they send.

Paramedic
An individual trained and licensed to perform advanced life support procedures under the direction
of a physician.
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Patient Trasnport System (PTS)
A service that transfers patients to and from medical facilities in non-emergency situations.

Response time interval
Time interval from the call is received in the dispatch centre to arrival of the ambulance on scene,
specifically to patient contact. This interval reflects the System response capability.

Response
Unit mobilization to a destination as results of a call.

Return to Spontaneous Circulation (ROSC) Situation in which a patient after receiving CPR circu-
lation is identify by pulse confirmation.

Revascularisation
Medical technique used to reopen an obstructed coronary artery. It can be done out of the hospital
using fibrinolitics, or in hospital using angioplasties.

Revised Trauma Score (RTS)
Clinical score used to evaluate trauma patients, provides probability of survival and is use to select
de final destination of trauma patients.

Service area
Geographical definition of the area in which a EMS is providing service.

Severe respiratory difficulties Patients with breathing difficulties producing clinical signs of respi-
ratory failure.

Severe Trauma
Trauma cases with RTS equal or less than 5.

Stroke
Patients with neurological deficits including speech difficulties motor deficits and consciousness
affectation.

Sudden Cardiac Death
Cessation of cardiac activity, without other warming signs, majority of cases are due to cardiac
arrhythmias of which ventricular fibrillation (FV) is most frequent.

System Status Management (SSM)
A computerized personal and ambulance deployment system designed to meet service demands
with fewer resources and to ensure appropriated response time and vehicle location.

Time to first shock
Time interval from collapse to the delivery of first shock to patients in VF. A good indicator of sys-
tem performance.

Transport
Situation in which after a response and on scene evaluation the patient is transport to other des-
tination for definitive care.
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Transport time intervals
Time intervals from depart from scene to arrival to hospital.

Triage - Supporting - System (AMPDS) A system based on computerized that facilitates prioriti-
sation on calls based on a structured medical questionnaire.

Triage
To assign victims a priority for care and transport based on the degree of injury and the individual
salvage ability in a given situation.

Unit hour
Term used to describe one staffed ambulance hour.

Unit hour utilisation
Term used to describe the number of responses done per unit hour. (Total number of responses
divided per total number of unit hours).

Utstein Template
Structuring methodology to evaluate the results of cardiac arrest treatment.

Times and time intervals in EMS

Prehospital interval
Time from Imcident occurs till Arrival at Emergency Department.

EMD response interval (Dispatching time)
The interval between the time an operator receives an emergency call and the time a dispatcher
assigns a vehicle and notifies a rescue team.

Preparation time
The interval between the time the team receives the notification and the time it leaves for rescue
(also chute time).

Pre-trip delay
The time between call receipt and the time the ambulance moves; pre-trip delay includes dispatch-
ing time plus preparation time.

EMS response Interval
The interval from the time the ambulance receives the notification to its arrival at the scene; if
multiple ambulances are dispatched concurrently, the earliest arrival is applied.

Time on scene
The interval between the time the rescue team arrives at the scene and the time it leaves the
scene.

Patient access time
Measured from the arrival of the ambulance at the incident site to the time the team contact the
patient.
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Door to doctor interval
The time between Arrival at EM department to Hospital staff takes over.

Drop-off time

The time spent by the rescue team in a hospital transferring the patient to hospital staff, cleaning
and resupplying the vehicle; interval from the Arrival at EM department till Vehicle ready for the
next operation.

Travel time
The interval from the time the ambulance receives the notification to the contact with the patient
(definition valid to 2020).

The interval from the time the ambulance starts driving to its arrival at the scene (definition valid

from 2021).
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M. Castrén, R. Karlsten, F. Lippert et al. Recommended guidelines for reporting on emergency med-
ical dispatch when conducting research in emergency medicine: the Utstein style. Resuscitation.
2008 Nov;79(2):193-7. E-pub 2008 Sep 20.

https://155.sk/subory/dokumenty/vyrocne_spravy/Vyrocna_sprava_0SZZSSR_2020.pdf
https://155.sk/subory/dokumenty/vyrocne_spravy/Vyrocna_sprava_0SZZSSR_2021.pdf
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Technical Terminology

Base vehicle
Any vehicle which is used at the initial stage of a conversion (modification), necessary for the vehi-
cle to operate as a road ambulance.

Conversion

Modification of a base vehicle characteristics and installation of special devices, such as warning
lights, so that vehicle is suitable to be used as road ambulance and fulfils applicable legislation
(such as EN 1789).

Electric power consumption
Sum of el. power consumption of all electrically driven devices & consumers installed on board of
a road ambulance. Power consumption is usually measured in units of watts (W) or kilowatts (KW).

Electric Vehicle (Battery Electric Vehicle - BEV)

An all-electric vehicle, powered exclusively by a battery-operated electric motor, which is charged
via the power grid, hence does not require any fossil fuel. This means that the vehicle is 100%
emission-free.

Electric vehicle range
Is a distance an electric vehicle can travel on a single charge before the battery needs to be re-
charged.

EN 1789

European Standard 1789 “Medical vehicles and their equipment - Road ambulances” specifies
requirements for the design, testing, performance and equipping of road ambulances used for the
transport, monitoring, treatment, and care of patients. It contains requirements for the patient’s
compartment in terms of the working environment, ergonomic design and the safety of the crew
and patients.

Homologation (of conversion)
Homologation is the process of granting the approval by an official authority, to ensure the vehi-
cle/converted vehicle meets applicable regulations, directives, safety demands.

HVAC system
HVAC (Heating, Ventilation and Air Conditioning) is the term used to describe a system that can be
used to heat and cool the vehicle, as well as provide improved interior air quality.

ICE vehicle (ICEV)
Vehicle that is powered by a regular internal combustion engine (ICE). ICEV uses fuels derived from
fossil fuels (petrol or diesel).

Maximum allowed weight - GVW

The maximum allowed weight (also known as gross vehicle weight - GVW) is the maximum op-
erating weight of a vehicle as specified by the manufacturer, including the vehicle’s chassis, body,
engine, engine fluids, fuel, accessories, driver, passengers, and any cargo.

Patient compartment
Interior section of a road ambulance for patient treatment and/or transport.
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Payload (vehicle payload capacity)

Payload capacity is the maximum amount of weight the vehicle has been constructed and is ho-
mologated to safely carry. Payload is the combined weight of everything in the vehicle, including
passengers. Payload is also defined as a difference between max. allowed weight and weight in
running order.

Vehicle weight in running order

Weight of the standard empty vehicle with factory-installed equipment plus a driver (75kg), all
lubricants (such as oils and coolants), spare wheel, the onboard toolset, and the fuel tank filled to
90 per cent.

WLTP

WLTP (Worldwide Harmonised Light Vehicle Test Procedure) is the test set out by European regu-
lators to work out the fuel efficiency or range of electric vehicle that manufacturers must abide by.
WLTP test was introduced in 2017 with an ambition to make car fuel efficiency and electric vehicle
range estimates more accurate and more representative of real-world driving.

Financial Terminology

Budget
Afinancial plan, estimate of revenue and expenses for a particular business or entity during a given
period of time in the future.

Earnings Before Interest Tax Depreciation and Amortization (EBITDA)
Frequently used metric of financial effectivity of a business, alternative measure of profitability to
net income. It aims to show cash profit generated by company core operations.

EMS financing setup in Slovakia

In Slovakia, EMS providers have two main streams of income: regular monthly payment for EMS
station based on its type (doctor or paramedic) and payment per kilometer (9:1 ratio on average).
Payment levels are determined by Ministry of health and paid by health insurance companies.

Key Performance Indicators (KPIs)

Measurable and quantifiable metrics of company’s performance in financial, operational and other
areas. They are used to keep track on actual values compared with target values and resolve dif-
ferences in order to achieve desired goals.

Liquidity
In general ability of an asset to be converted into cash, in business ability of a company to meet its
financial obligations, i.e. pay its vendors, employees and other stakeholders on time.

Return on Investment (ROI)
Popular performance metric used to assess profitability of an investment by comparing its total
value and costs. Its advantages are simple calculation and interpretation for wide range of projects.
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Legal Terminology

Act

A generally binding legal regulation adopted by the Parliament (National Council of the Slovak Re-
public), which must comply with the Constitution, with constitutional Acts and with international
treaties to which the National Council of the Slovak Republic has given its consent and which have
been ratified and promulgated in the manner prescribed by law.

Bulletin
A departmental publication tool in which ministries publish measures and decrees.

Detention room

Alcohol detention room in which persons who show signs of having consumed alcoholic beverages
and, as a result, are a public nuisance or a danger to themselves, their family or other persons,
public order or property are placed for a period until the alcoholic intoxication has passed.

EMS provider
Entity which, on the basis of a permit, operates a health care facility for outpatient health care - an
EMS ambulance.

ETN
European technical standard.

Event
A sport, cultural or other event with spectators or participants at which it is necessary or desirable
to ensure their health and safety.

Expert guidance
A legal regulation by which the Ministry of Health of the Slovak Republic provides professional
guidance on the provision of health care.

Factory
An industrial facility, the operation of which poses a high risk of damage to health.

Government Regulation

A generally binding legal regulation issued by the government to implement an Act and within
the limits of an Act, which the government is authorized to issue even without express statutory
authorization.

Hospital
Inpatient health care facility.

Measure, decree

A generally binding legal regulation of ministries and other central government bodies of the Slo-
vak Republic to implement an Act, which a ministry or other government body is authorized to
issue only if it has been expressly authorized by Parliament in an Act to issue a generally binding
legal regulation to implement an Act, if it concerns a narrow or specified group of persons or if a
special Act so provides.
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Ordinance

A generally binding legal regulation of ministries and other central government bodies of the Slo-
vak Republic to implement an Act, which a ministry or other government body is authorized to
issue only if it has been expressly empowered by Parliament in an Act to issue a generally binding
legal regulation to implement an Act.

Patient
A person receiving healthcare, including transport.

PTS provider
Entity which, on the basis of a permit, operates a health care facility for outpatient health care - a
PTS ambulance.

Repatriation
Transportation of a patient to or from the territory of the Slovak Republic by an EMS ambulance
or a PTS ambulance.

STN
Slovak technical standard.

Technical break
A period during which an ambulance and its crew are unable to perform their tasks, most often
due to unexpected and unforeseen circumstances.

Technical standard
A regulation that establishes the most advantageous solution to a recurring task, developed, ne-
gotiated, approved, and promulgated according to the regulations on technical standardization.

Tender
Tender procedure for the issue of a permit to operate an EMS ambulance.
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