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ABSTRACT

In this discussion, two principal types of
ambulance deployment systems were
compared and contrasted: 1) the multi-
purpose, sole-provider all–advanced life
support (all-ALS) ambulance system in
which all ambulance-related services
(emergent and nonemergent) for a city
or region are provided by one fleet of
ambulances, each of which is staffed by
ALS providers (paramedics); and 2) the
tiered ambulance system (tiered) in
which some 911 ambulances are staffed
by paramedics and others are staffed by
basic emergency medical technicians
(EMT-Bs) who provide basic life support
(BLS) care. When managed with ad-
vanced system status management
(SSM) techniques, the multipurpose,
sole-provider all-ALS ambulance sys-
tem can significantly reduce response
intervals while simultaneously provid-

ing both fiscal and operational efficien-
cies. It can also be used to readily inte-
grate and expand the scope of services
for the ambulance provider service, such
as interfacility transfers, thus increasing
revenues. On the other hand, in large ur-
ban centers, the tiered ambulance sys-
tem can be used to reduce response in-
tervals to critical calls, primarily
through the use of sophisticated dis-
patch triage protocols. This approach re-
quires fewer paramedics in the system
and appears, in some systems, to also
provide medical care advantages in
terms of skills utilization for individual
ALS providers as well as a more concen-
trated focus for medical supervision.
Therefore, both of these deployment
systems can offer certain advantages de-
pending on local emergency medical
services (EMS) system needs as well as
the local philosophy of health care de-
livery. Applicability must therefore be
considered in terms of local service de-
mands and other factors that affect the
EMS system, including catchment pop-
ulation, statutory and jurisdictional is-
sues, available funding, accessibility of
receiving facilities, and medical quality
concerns. Key words: advanced life sup-
port; tiered-response; ambulance; emer-
gency medical services; EMS; para-
medics; public safety.
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A community’s ambulance system
logically includes all resources in-
volved in providing ambulance ser-
vices, regardless of the phone num-
ber dialed to initiate service (e.g.,
911 vs nonemergency transfer
number). The question of whether
the public is best served by inte-
grating or segregating service de-

livery in response to these two ac-
cess paths is central to choosing be-
tween the flexible production strat-
egy (i.e., a single fleet of all-purpose
ambulances) and the specialized
production strategy (i.e., two or
more specialized fleets or “tiers,”
each intended to serve a distinct
segment of the ambulance service
market).

Two major types of ambulance
systems for delivering prehospital
emergency care have been develop-
ing in the United States since the
1970s.1,2 One is the all–advanced
life support (all-ALS) system, in
which all ambulance services for a
city or region are provided by one
fleet of ambulances, each of which
is staffed by paramedics. The other
is the tiered-response system,
which may involve several fleets of
ambulances in which some ambu-
lances are staffed by emergency
medical technicians (EMTs) with
basic life support (BLS) training
and others are staffed by para-
medics. This paper discusses the
advantages and disadvantages of
each system.

THE ALL-ALS SYSTEM

The true all-ALS ambulance sys-
tems are all-ALS systems in which a
single fleet of ALS ambulances pro-
vides all 911 and non-911, emer-
gency and nonemergency, sched-
uled and unscheduled ambulance
response and transportation for a
community or region. Exceptions
may be those air and ground critical
care transports that operate clini-
cally beyond the capabilities of a
paramedic ambulance. These are
related but separate markets, in the
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same sense that wheelchair and
courtesy car transports are also re-
lated but separate markets.

The all-ALS ambulance system
is most effective within the context
of a full service contract involving
all the services listed above as well
as an advanced system status man-
agement (SSM) program, a tech-
nique by which ambulance staffing
and deployment are linked to the
predicted temporal demand for ser-
vice.1 An SSM program can be dif-
ficult to implement and maintain.
However, it can improve response
time reliability, customer service,
and economic efficiency. Within the
traditional configuration of SSM,
operation of a two-tiered system is
more difficult.

Throughout most of the United
States, ambulance system design is
the product of local government
policy. In making these decisions,
elected officials may address or ig-
nore the question of value, depend-
ing on competition for local tax dol-
lars. Where dollars are scarce, a
choice must be made: either impose
budgetary restrictions and compro-
mise service or implement a more
efficient (as determined by dollars
to service ratio) system.

Findings from a recent unpub-
lished survey of 13 all-ALS systems,
including several regional systems,
appear to emphasize the economic
advantages of an all-ALS system.
Services within the systems sur-
veyed included 911 and seven-digit
telephone access, medical priority
dispatch service (MPDS), emer-
gency and nonemergency ambu-
lance service, interfacility and long-
distance patient transport, special
events coverage, and 5% to 10% out-
of-area response. The total popula-
tion of these markets was 7,043,000
and the annual cost for all-ALS sys-
tems was $129,249,000. The average
monthly per-capita cost was $1.53
($18.36 per year), ranging from
about $1.20 to $2.20 ($14.40 to $26.40
per year). The cost per unit hour
ranged from $37 to $110. In all but
one of the 13 systems, more than
80% of costs are recovered from fee-
for-service billings.

Tiered systems may require sev-
eral times the level of local tax sup-
port available to these types of mul-
tipurpose, sole provider all-ALS

ambulance systems, even when
user fees are approximately the
same. Local tax subsidies can range
from $12 to $26 per capita per year
and most fall into the range of $15
to $20. Local tax support for all-ALS
ambulance systems can be as low as
zero to $5 or $6 per capita per year.
The question, therefore, is not
whether tiered-response systems
provide something of value. The
question is whether alternative sys-
tem structures given the same fi-
nancial resources will deliver more.
Since all-ALS ambulance systems
can be funded at a level much lower
than that of typical  tiered systems,
that question is open. To justify cur-
rent funding differences, however,
tiered systems would have to pro-
vide service dramatically superior
to that of all-ALS ambulance sys-
tems. Whether they do is a matter of
debate. It is a case of “competitive
value” i.e., best service from the
dollars available.

A multipurpose, sole-provider
all-ALS system under one adminis-
trative authority has many other ad-
vantages.3 It is especially useful in
regional, multijurisdictional sys-
tems, where units should be inter-
changeable. Under such circum-
stances, it can improve productivity
and on-time reliability. It allows full
accountability, since all units in the
regional system, including emer-
gency, nonemergency, interfacility,
and often fire units, have a single
medical director and integrated fi-
nancial control. It has the potential
to enhance disaster capability, since
many ALS units can be deployed
quickly. In a tiered system, a BLS
unit could potentially be sent to a
scene in which ALS might have
been used,4 and the system could
occasionally lose money because
the procedures may not be billed as
“ALS.” This problem does not arise
as often in all-ALS systems, result-
ing in increased fee-for-service rev-
enues. Some of the cost-efficiencies
and enhanced revenues of an all-
ALS system may therefore help to
equip ambulances with new tech-
nologies more readily.

Certain paramedics may prefer
the mixture of emergency and non-
emergency work that comes with an
all-ALS system. Although only
about half of a paramedic’s case load

may be 911 emergency patients, the
paramedic may see more emergency
patients (ALS and BLS) than does a
counterpart in a tiered system be-
cause individual ambulances in all-
ALS systems might be utilized more
often. The percentage of cases re-
quiring ALS still remains low, how-
ever.

THE TIERED-RESPONSE SYSTEM

In early pioneer emergency medical
services (EMS) programs, such as
Seattle’s Medic One service, it was
found that paramedic response in-
terval correlated well with survival
after cardiac arrest.5 It seemed logi-
cal to conclude that increasing the
number of paramedics could im-
prove response times. As a result,
there was understandable enthusi-
asm for placing paramedics on every
ambulance in many venues and thus
providing universal access to the
highest level of prehospital care. 

However, it was eventually rec-
ognized that the vast majority of 911
calls do not require ALS interven-
tion (�5%) and cardiac arrest ac-
counts for fewer than 1–2% of EMS
calls. No more than 15% of patients
need any type of ALS procedure or
monitoring.6 In other words, para-
medics (ALS providers) are not
needed for the great majority of
EMS calls. In retrospect, basic
EMTs could safely manage as many
as 90% of calls.

This, in part, was the reason for
the development of multi-tiered re-
sponse systems. Also, the EMS Act
of 1973 added impetus to this ap-
proach. Embedded in the EMS Act
of 1973 were the assumptions that
the tiered system structure was de-
sirable and that there was the need
for substantial ongoing local tax
support. Local commitment to pro-
vide ongoing subsidy for the system
was a prerequisite to receive an
EMS Act grant award. This is still
reflected in present Medicare regu-
lations and payment practice. 

Nevertheless, analysis was not
performed on all-ALS ambulance
systems or other alternative sys-
tems prior to the adoption of the act.
No studies of patterns of demand,
alternate methods, or economic
modeling were done, and with an
increasing number of publications
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in the 1970s that correlated para-
medic response intervals and sur-
vival,5,7 a growing enthusiasm
evolved for “all-paramedic” ambu-
lance systems. By the 1980s, many
large cities (Los Angeles, Chicago,
Houston, Dallas, Phoenix, etc.) be-
gan to operate all-paramedic 911
ambulances. Also, to improve re-
sponse intervals even further, the
number of ALS ambulances in the
fleet was increased as well. Gener-
ally, the more reimbursable non-
emergency services were left to the
private ambulance sector. It wasn’t
until the early 1980s that the system
managers began to question
whether the public is best served
when emergency services are finan-
cially and operationally separated
from nonemergency services, or
whether an all-ALS system was su-
perior to a tiered ALS/BLS ambu-
lance service.

In the 1980s, because of steadily
rising costs, attempts were made in
some venues to move away from a
relatively nonstructured approach
of simply placing increasing num-
bers of all-ALS ambulances at fixed
locations. In some venues, this was
approached by exploring the con-
cept of the “multipurpose,” sole-
provider all-ALS system previously
described. In other venues, it was
approached by implementing tiered
ambulance response systems. The
tiered-response system can be struc-
tured to include anywhere from two
to four (or more) tiers of ambulance
service, depending on how the dif-
ferent types of calls for service are
handled.

As an example, the city of Hous-
ton (population, 1.7 million) ad-
dressed the problem of improving
response intervals by creating a
triage procedure to spare para-
medics for critical cases. In the mid-
1980s, cardiac arrest survival rates
were extremely low and the annual
rate of paramedic attrition was be-
tween 15% and 20%. Houston at that
time had a three-tiered ambulance
system (i.e., a fleet of fire-based ALS
ambulances doing 911 work, plus
multiple fleets of private ALS units

doing some of interfacility work,
plus multiple fleets of private BLS
ambulances doing the remaining
non-911 work. However, from the
emergency (911) response point of
view, the system was “all-ALS.”

Nevertheless, despite this pre-
sumed advantage, the county med-
ical society was concerned about
low survival rates.9 There was a
widespread perception that the
EMS program existed not so much
to save lives but to provide an ex-
pensive public medical transporta-
tion service. Expanding or even just
maintaining the 35 paramedic-
staffed 911 ambulances was increas-
ingly expensive and it was becom-
ing economically difficult to add
more ambulances to the system. Al-
ternative methods were sought.

It was noted in meta-analyses of
published reports that some cities
with high survival rates did not op-
erate all-ALS systems. Impressive
outcomes were reported by Seattle7

and the Milwaukee suburbs,8 and
both had tiered ALS/BLS ambu-
lance services based in fire depart-
ments. The City of Houston recon-
sidered the way that it provided
services. The system was to be
changed from 35 paramedic units
to 15 dedicated ALS units staffed by
two paramedic partners, 15 dedi-
cated BLS units staffed by two EMT
cross-trained firefighters, and five
hybrid ALS-BLS units assigned to
outlying areas. By July 1987, a cus-
tom-designed, computerized dis-
patch triage system was in place
that made it possible to forgo the
use of ALS units in nearly half of
the 911 calls (BLS only dispatch)
and to forgo the use of ALS units for
transport in about another 15% of
calls, leaving ALS more available
for critical calls.10,11 Undertriage
was rare, including about ten of
35,075 patients in one analysis.10 In
essence, Houston’s “all-ALS” 911
ambulance response system was re-
placed with a four-tiered ambu-
lance system (i.e., by retaining the
private ALS and BLS fleets, reduc-
ing the size of the ALS 911 fleet, and
adding a BLS 911 fleet.

Paradoxically, despite half as
many 911 ALS units, after the
change-over, the response interval
for paramedics to critical cases im-
proved due to increased availabil-
ity. Skills were also refined with in-
creased opportunities to use them.
For example, success with initial
endotracheal intubation attempts
rose from about 91% to 99.8%.
Fewer paramedics translated into a
savings of about $750,000 per year
in training costs. Concurrently, use
of the tiered system improved
morale, as demonstrated by re-
versed attrition among para-
medics.10 Also, it became more fea-
sible for the medical director to
focus effectively on the training
needs of a small cadre of highly
skilled, relatively busy people.2,8 In
essence, although there were fewer
paramedics, survival rates im-
proved. Because of the existence of
other variables, such as increased
bystander CPR,2,12,13 it is impossi-
ble to know how much of this sur-
vival improvement was specifically
attributable to changes in the am-
bulance deployment system.9,14 It is
clear, however, that in urban set-
tings, use of a tiered system of
ALS/BLS ambulances can improve
both skills and ALS response inter-
vals for the critical calls in which
they are needed.10,15

There are small groups of pa-
tients who may be at risk in a tiered
system. This includes those non-911
patients requiring ALS-level interfa-
cility transfers by a tiered system in
which the crews do not routinely re-
spond to emergency calls and may
not enjoy the caliber of medical
oversight available to 911 crews.
This also includes potential 911 pa-
tients who from faulty self-triage
use a seven-digit direct access to
non-911 fleets—a risk that can be
avoided in certain single-provider
all-ALS systems because all requests
from the public, whether 911 or not,
are answered by the same dispatch
personnel using the same priority-
dispatch protocols, regardless of call
origin. However, these events are
generally rare and low-risk.10
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rectly compare performance and
cost-efficiency parameters between
the all-ALS and tiered models be-
cause of the many variables associ-
ated with these systems. However,
it is important to determine the po-
tential strengths and weaknesses of
each model and to consider how
local factors might favor one over
the other. This discussion will assist
local EMS leaders in choosing a
model that will provide the high-
est-quality service with the avail-
able resources.

THE ROLE OF DISPATCH

Consideration should be given to
the way in which different system
factors affect the decision of
whether to adopt a tiered or an all-
ALS ambulance system. Each sys-
tem should have some type of pri-
ority dispatch and call management
program, assisted by decision trees.

The interaction between the sen-
sitivity of triage and ambulance
tiering is especially complex. The
existence of highly sensitive triage
may result in the overutilization of
ALS personnel, even in a tiered sys-
tem. In contrast, triage of limited
sensitivity could conceivably result
in overutilization of EMTs and
could theoretically result in a delay
in ALS care.

Effective medical direction is key
to the dispatch aspect of all-ALS and
tiered systems alike. The availability
of utilization data, especially real-
time data, is essential when SSM is in
use, but any system should evaluate
the number of units in use and the
ways they are being deployed. In a
sole-provider all-ALS system, SSM
has been shown to increase system
efficiency, particularly with regard
to response time and unit utiliza-
tion rates. However, a tiered sys-
tem can also improve response in-
tervals for critical calls.

FIRST RESPONDERS AND
EARLY DEFIBRILLATION

The presence of first responders
(FRs; personnel who respond in non-
ambulance vehicles intending to

treat until EMS arrives) does not
constitute tiering for the purposes of
this paper. However, the value of us-
ing FRs is recognized and strongly
endorsed. The public safety re-
sponse system should include a
mechanism for providing early de-
fibrillation, as this is one of the few
prehospital care interventions
proven to improve survival. The
provider may be a formal compo-
nent of the EMS agency or, as is more
often the case, from another agency
such as fire or police. Rural areas pre-
sent a challenge to find responders
who can reliably respond rapidly.

Some systems, such as those in
San Francisco and San Diego, are
conducting trials in the use of para-
medics as the first responder. This
approach, which has been used
successfully in other major cities, is
based on the concept of getting a
high-level provider rather than the
transport vehicle to the patient
quickly. The paramedic can then
triage the level of additional re-
sponse needed and initiate treat-
ment of critical patients. The effi-
cacy and cost–effectiveness of this
approach are not yet known. This
model also does not constitute tier-
ing for this discussion. 

THE BLS PROVIDER

In both models the role of EMT-
Basic and EMT-Intermediate pro-
viders should be carefully deliber-
ated and defined. Should EMT-Bs
serve as the second person on an
ALS crew? If so, to what extent do
they assist the paramedic in per-
forming ALS procedures? In tiered
systems, likewise, to what extent
does the BLS unit crew assist the
ALS crew? The answer to these
questions depends on many local
system and personnel factors. Clear
guidelines should be provided and
a quality improvement process put
in place for EMT personnel.

TAILORING SYSTEMS TO LOCAL
CHARACTERISTICS

It is impossible to determine which
approach to the provision of pre-
hospital emergency care is univer-

sally preferable. Instead, the focus
should be on identifying the ideal
system for a specific area, based on
the local situation.12 Several politi-
cal factors, especially the nature of
the current EMS provider(s) and
regulations governing sole service
provider of care, may limit what is
done. The ultimate decision will be
affected by the presence of volun-
teer units, private companies,
unions, and fire companies. Some
forms of SSM are inconsistent with
the fire model, although they need
not be. Demographic and geo-
graphic factors may also be impor-
tant. A suburban system with a low
population density might lack re-
sources or it may need only one am-
bulance. In that setting, an all-ALS
unit might be the best approach.
The decision about which system to
adopt will also be influenced by the
types of services desired. If the
stress is to be less on transport man-
agement and more on the provision
of different types of medical care, it
may be desirable to have other
modalities available. Clearly, such a
decision will have an impact on
available resources.

PERSONNEL FACTORS

A key question is whether a smaller
number of paramedics in a system
can improve competence. Fewer
paramedic personnel can translate
into more ALS experience per indi-
vidual. This can refine particular
skills and enhance decision making
in patient management scenarios.
Also, it is much easier to train
smaller groups in sophisticated top-
ics such as advanced airway proce-
dures. Having a smaller group of
paramedics makes it possible for
the medical director to focus on spe-
cific areas of concern as well. 

It can be argued that the adop-
tion of SSM, with its beneficial effect
on higher ambulance utilization
rates, might make it possible for all-
ALS system paramedics to maintain
some of this competence. Also, an
all-ALS system’s paramedics see
the growing number of non-911 pa-

CONSENSUS PRESENTATION
It is difficult if not impossible to di-
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tients requiring paramedic-level
support during transport (a result
of hospital specialization, early dis-
charge, and managed care repatria-
tion). The experience managing
these patients and related training
may offset some of the skill degra-
dation in the all-ALS systems.

However, the relatively lower
proportion of 911 ALS call volume
and the types of nonemergency
calls that are received will also have
an impact on whether skills are
maintained. As stated before, the
percentage of 911 ALS experiences
is so low that SSM is unlikely to
make up the difference.

Morale issues, which can affect
job turnover, are potential concerns
in both all-ALS and tiered systems.
In an all-ALS system, paramedics
may feel that their level of work is
not consistent with what they have
been trained and hired to do. In a
tiered system, EMTs may resent al-
ways doing the routine tasks. De-
pending on the nature of the system,
these issues may be ameliorated. For
example, in a fire department sys-
tem, it may be possible to rotate
EMTs through fire service duties as
well as ambulance obligations.
Other creative solutions should al-
ways be considered.

OUTCOME FACTORS

Although several of the pioneer sys-
tems that have reported very good
survival from sudden cardiac arrest
were tiered 911 ambulance sys-
tems,2,5,7,8 it is difficult to determine
whether these favorable outcomes
were achieved because of tiering per
se or because of other factors in the
system.15 Identifying, today, how to
save the most cardiac arrest patients
is a complicated issue. SSM is attrac-
tive because it is geared to having an
ALS unit always available for the
next call. However, from a quality-
of-care perspective, it is possible that
even if the ALS response might oc-
casionally be delayed, more patients
could be saved by the presence of
highly skilled paramedics who will
respond well to 95% of calls, partic-

ularly with today’s availability of
first responder defibrillation. In each
system, it is important for responsi-
ble persons to assess their system on
an ongoing basis to determine
whether it is as good as it can be.

Whatever the nature of the call,
research has also shown that wit-
nesses expect emergency personnel
to tell them what they have been do-
ing for their loved one or friend.
Therefore, always having para-
medics respond to a call may better
meet the expectations of most of the
public.6 On the other hand, ulti-
mately, patients want the best care
possible, and if medical care quality
is improved by tiering, then that con-
sideration should take preference.

Determining the relationship be-
tween quality and cost–effectiveness
in the two systems is difficult be-
cause it is easy to measure costs,
while it is exceedingly difficult to
measure real quality. However, it
could be argued that a system that
stresses cost–effectiveness can also
afford a better system, which will ul-
timately result in improved quality
of care.

The average costs cited indicate
the potential for the economic effi-
ciency of an all-ALS system, but to
date, no head-to-head study com-
paring the two systems, their levels
of quality and costs, has been con-
ducted. Such a study, properly con-
ducted, would be complex and ex-
pensive, but clearly worthwhile.

SUMMARY

A major advantage of an all-ALS
ambulance system is operational
efficiency. By providing an ALS
provider on every vehicle, an all-
ALS system can obviate the need
for intricate dispatch triage proce-
dures as well as secondary triage
actions at the scene (such as calling
for another ambulance for the ap-
propriate level of transport).
Through advanced SSM tech-
niques, the multipurpose, sole-
provider all-ALS system can help to
expand the scope of services for the
ambulance service provider by be-

ing readily capable of integrating
both interfacility transfers and un-
scheduled (e.g., 911) responses. In
turn, this type of deployment can
improve revenue generation and
utilization times for individual am-
bulances without compromising
response intervals. As a result, this
approach can also provide a fiscal
advantage as well as operational ef-
ficiency. User satisfaction may also
be improved because of faster re-
sponses for all types of calls and,
with a lesser need for public sub-
sidy, governmental satisfaction
may also be improved when con-
tractual obligations are met (e.g.,
guaranteed minimal response in-
tervals).

On the other hand, even with
rapid response intervals, the all-
ALS system may very well result in
the dilution of clinical experience
for individual paramedics. Because
paramedic-level (ALS) skills are re-
quired in less than 10% of emer-
gency 911 calls, individual para-
medics in an all-ALS system may
rarely get the opportunity to use
such skills, particularly in those
systems that staff each ambulance
with two (or more) paramedics.
Also, while interfacility transports
may involve ALS monitoring, they
rarely require that ALS procedures
be performed, further diluting time
concentrated on clinical skills ex-
perience. While additional training
may help to address this problem
to some degree, it is difficult to
match the training achieved by
more frequent advanced clinical
experience.

In contrast, tiered 911 ambulance
systems provide more frequent, in-
tensive clinical exposure for individ-
ual paramedics. Tiered ambulance
services have been utilized histori-
cally in systems with high survival
rates, but this correlation may be
confounded by other system vari-
ables. What have been demonstrated
are improved performance of skills
and improved response intervals to
critical incidents.

Nevertheless, tiered ambulance
deployment strategies may be best



suited for busy urban EMS systems
and, considering the operational
advantages that can be achieved in
some multipurpose, sole-provider
all-ALS systems, any cost savings
may be only incremental. Tiered
ambulance systems also require so-
phisticated dispatch programs,
which must be accompanied by an
aggressive continuous quality im-
provement approach. In addition,
tiered systems also lead to ineffi-
ciencies such as the occasional need
to dispatch an additional ambu-
lance to a scene to provide the ap-
propriate transport (i.e., BLS trans-
port when paramedic care is not
needed). Though a rare occurrence
and balanced by the general in-
creased availability of highly skilled
paramedics, there is also the occa-
sional risk of a BLS ambulance’s be-
ing dispatched to a scene in which a
paramedic is needed as soon as pos-
sible. However, BLS units today
carry automated defibrillators, ob-
viating the major time-dependent
concern for ALS utilization.

What appears to be the least effec-
tive and perhaps most costly is an
“all-paramedic” 911 response sys-
tem that is not involved in all aspects
of the system (emergency 911 and
nonemergency transports, interfacil-
ity transfers) and does not use the
applicable state-of-the-art SSM.
These systems do not take advan-
tage of the skills and response inter-
val advantages of certain tiered am-
bulance systems (e.g., Seattle,
Houston, and Milwaukee), nor do
they utilize the operational efficien-
cies of the sole-provider “all-ALS”
system that uses sophisticated SSM
and a single cadre of paramedics for
all emergency and nonemergency
transport needs.

In conclusion, both deployment
systems, if implemented properly,
can significantly reduce response
intervals to critical calls, and both
systems focus on the consideration
of methodologies to improve cost–
effectiveness, operational efficien-
cies, and better patient care. Ulti-
mately, the appropriate choice of

ambulance systems will depend on
local service demands and other
factors that affect the EMS system,
including catchment population,
statutory and jurisdictional issues,
available funding,  accessibility of
receiving facilities, and concerns
over the quality of medical care and
medical supervision. An argument
in support of a tiered system may
become moot in a small community
of 10,000 persons served by a single
ambulance, while the feasibility of
an all-ALS system may be compro-
mised if local ordinances do not
allow for “sole-service” ambulance
providers. In the end, both deploy-
ment strategies reflect the need for
engaging expert medical supervi-
sion (e.g., full-time medical direc-
tion) and sophisticated manage-
ment and technological tools in
EMS systems. As stewards of pub-
lic health care for their constituents,
local community leaders must
therefore become increasingly
knowledgeable about advanced
SSM concepts, appropriate dis-
patch triage procedures, and, ac-
cordingly, those integral quality as-
surance indicators that will ensure
proper and continuous system
modifications.

Many different levels of ambu-
lance services and transport modes,
including nonambulance transport
modes, are now in use. Many EMS
systems are performing other ser-
vices as well. Although it is helpful
to compare the pros and cons of all-
ALS and tiered systems, the most
beneficial discussion might also fo-
cus on emerging models for deliver-
ing out-of-hospital care and deter-
mining how they should be
integrated into traditional health
care systems. These new realities in-
vite the development of broader and
more comprehensive terminology.
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