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 Transport Volume 

Air-medical transport volume in Hawaiʻi has shown a steady increase since 
2020, with an average of more than 500 additional air-medical transports per year 
compared to pre-2020 levels. This growth 
reflects increasing demand on the system 
and heightened reliance on air-medical 
services to access definitive care. (see 
Figure 3)7 
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 Wheels-Up Time Key Performance Indicator (KPI) 

Wheels-up time is a nationally recognized aeromedical Key Performance 
Indicator (KPI) defined as the interval from the time an aeromedical resource is 
dispatched, and the flight is accepted to the time the aircraft departs (“wheels-up”).8,9 

 
Analysis of statewide aeromedical transport data from November 2022 through 

October 2024 demonstrates the following performance trends: (see Figures 4-6) 
 
• The statewide average wheels-up time was 122 minutes from 

flight acceptance to aircraft departure. 
 

• Only 18 percent of flights met the 30-minute wheels-up  
benchmark, indicating limited ability to achieve rapid deployment. 
 

• More than 50 percent of flights exceeded one hour, reflecting a  
consistent performance pattern across the system rather than delays  
attributable to isolated providers. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

These findings indicate statewide system-level structural and operational 
constraints impacting aeromedical response readiness and timeliness across the 

State of Hawaiʻi. 

Figure 4: Wheels-Up Time KPI Average Minutes* 
*Data for this figure was pulled from November 1, 2022, through October 31, 2024. Should be also noted that between January 1, 2018 and October 31, 2024 the island of Oahu / 
County of Honolulu was 1% or less of air-medical transports across the state so the following data does not include air-medical data for Oahu / Honolulu. 

 

Figure 5: Wheels-Up Time KPI by Percentage of Flights  
*Data for this figure was pulled from November 1, 2022, through October 31, 2024. Should be also noted that between January 1, 2018, and October 31, 2024, the island of Oahu / 
County of Honolulu was 1% or less of air-medical transports across
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National clinical and operational guidance recommends substantially shorter 

response times for aeromedical activation. According to a joint policy statement from the 
National Association of EMS Physicians (NAEMSP) and the American College of 
Emergency Physicians (ACEP), which aligns with Commission on Accreditation of 
Medical Transport Systems (CAMTS) standards, the recommended goals for primary 
scene responses are: 

 
• Dispatch-to-Departure (Wheels-Up) Goal: Less than 10 minutes 

after activation10 
 
• Dispatch-to-Patient Contact Goal: Ideally 25–30 minutes for 

rural and remote regions 
 

Response times exceeding these benchmarks should be clearly documented, 
with justification that may include factors such as weather conditions, geographic 
distance, or mechanical limitations. 
 

Based on these findings, the working group recommends that DOH EMSIPSB 
act upon with HRS §321-230 and establish the State Emergency Aeromedical Services 
Quality Improvement Committee. The committee should be comprised of 
representatives from trauma care, emergency medicine, aeromedical transport services, 
and tertiary care providers, and be charged with reviewing, analyzing, and monitoring 
data collected through standardized aeromedical quality improvement KPI measures. 

 
These performance KPI measures should include, but not be limited to, wheels-

up time and other KPIs that collectively evaluate system readiness, timeliness, access, 
and overall performance of the emergency aeromedical system statewide. The purpose 
of the committee would be to support data-driven system oversight, continuous quality 

Figure 6: Transport Volume and Wheels-Up Time Summary  
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 improvement, patient safety evaluation, and evidence-based policy and operational 
decision-making. 

 
It is further recommended that this committee report to the State Emergency 

Medical Services Advisory Committee (EMSAC). In partnership with DOH EMSIPSB, 
EMSAC should identify and appoint committee members with aeromedical expertise. 
Participation in this committee should be required for all licensed aeromedical providers 
operating in the State of Hawaiʻi, with a minimum expectation of quarterly participation, 
as a condition for maintaining state licensure as an aeromedical provider. 

 
To ensure meaningful performance improvement and patient safety review, it is 

also recommended that the Emergency Aeromedical Services Quality Improvement 
Committee operate under and recognize HRS §624-25.5 as an exempt committee from 
Sunshine Law requirements, allowing protected review of cases, including those that fall 
outside established KPI thresholds, in accordance with recognized quality improvement 
and patient safety best practices. This falls in line with state and federal legislative 
justification where policy and models show that open-government laws routinely include 
carve-outs for peer review patient safety and quality improvement.11, 12 
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 Scene Time: Arrival on Scene to Departure with Patient 

Scene time is defined as the interval from an aeromedical aircraft’s arrival on 
scene, whether at an incident location, hospital, or designated rendezvous point, which 
includes time aeromedical crew arrival at patient, to departure time with the patient. This 
measure is a critical operational KPI reflecting on-scene clinical care, patient 
assessment and stabilization, patient packaging, and coordination with ground 
responders. 

 
Analysis of statewide aeromedical transport data from November 2022 through 

October 2024 demonstrates the following:(see Figure 7) 
 

• The statewide average scene time was 40 minutes. 
 
• Average scene times varied across islands, ranging from 30 minutes on  

Lānaʻi to 46 minutes on Molokaʻi, with Kauaʻi (42 minutes),  
Maui (40 minutes), and Hawaiʻi Island (39 minutes) aligning closely with  
the statewide average. 

 
Only 12 percent of statewide transports achieved a scene time of less than 20 

minutes, while: (see Figure 7) 
• 37 percent occurred within 20–34 minutes 
• 37 percent required 35–59 minutes 
• 17 percent exceeded one hour on scene 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 7: Average Scene Time and Percent of Transports by Time 
*Data for this figure was pulled from November 1, 2022, through October 31, 2024. Should be also noted that between January 1, 2018, and October 31, 2024, the island of Oahu / County 
of Honolulu was 1% or less of air-medical transports across the state so the following data does not include air-medical data for Oahu / Honolulu. 
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 Several islands demonstrated a higher proportion of extended scene times:  
(see Figure 7) 

• Molokaʻi experienced the highest percentage of scene times 
exceeding 35 minutes, with 59 percent lasting 35–59 minutes and 18 
percent exceeding one hour. 
 

• Kauaʻi and Maui each had over 35 percent of transports in the 35–59 
minute range. 

 
• Lānaʻi, while demonstrating the shortest average scene time, showed 

nearly one-third of transports exceeding 35 minutes, reflecting 
variability despite lower call volume. 

 
These findings suggest that prolonged scene times are a recurring statewide 

pattern, likely influenced by factors such as patient acuity, limited on-scene resources, 
rural and remote access challenges, interagency coordination, and aircraft configuration 
or staffing models. The consistency of extended scene times across islands indicates 
system-level operational considerations rather than isolated performance issues. 

 
Reducing scene time, while maintaining patient safety and clinical quality, 

remains an important opportunity for improving aeromedical system efficiency, time-
sensitive access to definitive care, and overall emergency medical systems of care 
performance in the State of Hawaiʻi. 
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 Interval from Dispatch to Destination with Patient  
(Total Transport Time) 

 
The interval from dispatch to arrival at the destination facility with the patient 

represents a critical system-level performance measure reflecting access to definitive 
care, geographic constraints, operational efficiency, and coordination across the 
emergency aeromedical system. This metric captures the full duration of patient 
movement from initial activation through arrival at the receiving facility. 

 
Analysis of statewide aeromedical transport data from November 2022 through 

October 2024 demonstrates substantial variability in transport times across the State of 
Hawaiʻi. 

 
Statewide, the average interval from dispatch to destination with patient 

was 274 minutes. When examined by island region, average transport times were as 
follows: (See Figure 8) 

• Hawaiʻi County: 292 minutes 
• Maui County: 266 minutes 
• Kauaʻi County: 259 minutes 
• Molokaʻi: 254 minutes 
• Lānaʻi: 222 minutes 

 
These values reflect the unique geographic and logistical challenges associated 

with inter-island and rural aeromedical transport; however, they substantially exceed 
nationally recognized benchmarks for rural emergency care access. 

 
  Figure 8: Average Time Interval from Dispatch to Destination with Patient 

*Data for this figure was pulled from November 1, 2022, through October 31, 2024. Should be also noted that between January 1, 2018, and October 31, 2024, the island of Oahu / 
County of Honolulu was 1% or less of air-medical transports across the state so the following data does not include air-medical data for Oahu / Honolulu. 
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 National clinical guidance emphasizes rapid access to definitive care, even in 
rural and remote environments. According to the National Association of EMS 
Physicians (NAEMSP), American College of Emergency Physicians (ACEP), American 
College of Surgeons (ACS), and trauma system best-practice guidance, rural and 
remote patients requiring time-sensitive specialty care should ideally reach an 
appropriate receiving facility within 60 to 120 minutes from initial EMS activation, 
inclusive of transport time. While allowances are recognized for distance, weather, and 
aircraft availability, transport intervals extending beyond this window are considered 
high-risk for adverse patient outcomes and indicative of system access limitations. 

 
Distributional analysis of Hawaiʻi’s aeromedical transports demonstrates that 

extended transport times are common across the system: (see Figure 8) 
• 27 percent of transports were completed in under three hours 
• 26 percent required three to four hours 
• 27 percent required four to six hours 
• 20 percent exceeded six hours 

 
These findings indicate that the majority of aeromedical transports exceed nationally 
recommended rural access timeframes, with prolonged delays occurring across all 
island regions. 

 
Regional variation further highlights disparities in access. Lānaʻi had the highest 

proportion of transports completed within three hours (51 percent), while Hawaiʻi County 
had the highest proportion of transports exceeding six hours (22 percent). These 
patterns reflect structural challenges related to distance, limited specialty availability, 
aircraft positioning, and inter-island coordination. 

 
Collectively, these data indicate that dispatch-to-destination intervals in Hawaiʻi 

represent a system-wide challenge, rather than isolated operational inefficiencies. 
Prolonged transport times have implications for patient outcomes, EMS and 
aeromedical resource availability, continuity of care, and health equity, particularly for 
residents of rural and neighbor island communities. 

 
These findings underscore the importance of ongoing, data-driven oversight of 

the emergency aeromedical system, including evaluation of asset placement, 
destination protocols, interfacility transfer coordination, and integration with the 
statewide trauma system. Monitoring this KPI alongside wheels-up time and other 
aeromedical performance measures is essential to guiding quality improvement 
initiatives and legislative policy decisions such as establishing the MEDICOM Center for 
emergency and trauma transfer coordination aimed at improving timely access to 
definitive care across Hawaiʻi. 
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 VII. National Best Practices 
 

Assessment of Hawaiʻi s air-medical system performance is informed by 
nationally recognized clinical, operational, and accreditation standards for emergency 
medical transport and trauma care. These benchmarks are established by federal 
agencies, professional medical societies, accreditation bodies, and military 
aeromedical doctrine, and are widely used to evaluate access to time-sensitive 
definitive care in both civilian and remote/rural environments. 

 

Aeromedical Time-to-Care Standards 
National trauma system guidance emphasizes timely access to definitive care 

as a critical determinant of survival and functional outcomes. 
 
The Centers for Disease Control and Prevention (CDC), Health Resources and 

Services Administration (HRSA), and the American College of Surgeons Committee on 
Trauma (ACS-COT) identify a target of less than 120 minutes from incident 
occurrence or injury to arrival at a facility capable of providing definitive trauma 
or surgical care, particularly for rural and frontier regions where geography and 
distance may limit access.13 

 
For non-remote and urbanized regions, national trauma literature commonly 

cites an ideal benchmark of less than 60 minutes, often referred to as the “Golden 
Hour,” from injury to definitive care, recognizing that earlier intervention is associated 
with improved outcomes.14 

 

 
Military aeromedical doctrine establishes more stringent operational 

benchmarks, reflecting decades of combat and austere-environment experience. 
These standards emphasize rapid deployment and early patient contact, including: 

 
• A 30-minute “wheels-up” goal from activation, and 

 
• 60 minutes from activation to point-of-injury contact, aligning with the 

principle of minimizing time to advanced medical intervention. 
 
These benchmarks are used by the United States Department of War (DoW) for 
aeromedical evacuation and have informed civilian air-medical practices in remote and 
frontier systems, including those in Alaska and Montana.15 
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 Dispatch and Response  
Best practices for air-medical dispatch and response emphasize rapid activation, 

efficient coordination, and continuous performance monitoring. 
 

The National Association of EMS Physicians (NAEMSP) and the American 
College of Emergency Physicians (ACEP) joint policy statement recommends the 
following operational targets for primary responses: 

 
• Less than 10 minutes from activation to aircraft departure (“wheels-up time”), 

and 
 

• 25 to 30 minutes from dispatch to patient (“point-of-injury”) contact in rural or 
geographically isolated regions, with documented justification for delays 
exceeding these benchmarks due to weather, distance, or mechanical 
constraints.16 

 
The Commission on Accreditation of Medical Transport Systems (CAMTS) further 
emphasizes that while no universal fixed time limit applies to all settings, accredited 
programs are expected to define response targets appropriate to their mission profile, 
track variations, and incorporate response interval analysis into quality management 
processes.17 
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 National Best Practices for Aeromedical / Air Medical Accreditation 
National best practices for emergency aeromedical services emphasize the 

importance of formal accreditation, standardized clinical and operational requirements, 
and continuous quality improvement to ensure patient safety, system reliability, and 
accountability. Accreditation serves as a key mechanism for verifying that aeromedical 
programs meet nationally recognized standards for clinical care, aircraft safety, crew 
qualifications, operational readiness, and performance improvement. 

 
The Commission on Accreditation of Medical Transport Systems (CAMTS) is the 

nationally recognized accrediting body for aeromedical and specialty medical transport 
services in the United States. CAMTS accreditation is widely regarded as the gold 
standard for air medical programs and is endorsed or referenced by organizations 
including the National Association of EMS Physicians (NAEMSP), the American College 
of Emergency Physicians (ACEP), and state trauma system authorities. 
 
CAMTS accreditation standards require aeromedical providers to demonstrate 
compliance across multiple domains, including but not limited to: 

• Clinical governance and medical oversight, including defined medical 
direction and evidence-based clinical protocols 

• Crew configuration and qualifications, including appropriate licensure, 
training, and ongoing competency assessment 

• Aircraft safety and operational standards, encompassing maintenance, 
aviation risk management, and flight safety programs 

• Dispatch, activation, and response procedures, including policies to 
support timely and appropriate utilization 

• Quality management and performance improvement, with routine review 
of operational and clinical KPIs 

• Patient safety and risk management, including protected case review and 
adverse event analysis 

 
A core component of CAMTS accreditation is the requirement for a formal Quality 

Management Program that includes routine analysis of performance metrics such as 
response times, transport intervals, patient outcomes, safety events, and utilization 
patterns. Accredited programs must demonstrate the ability to identify system issues, 
implement corrective actions, and monitor improvement over time. 

 
National best practices further recognize that state-level oversight and integration 

with trauma and EMS systems are critical to maximizing the value of accreditation. 
Many states require or strongly encourage CAMTS accreditation as a condition of 
aeromedical licensure, participation in trauma systems, or eligibility for emergency 
response designation. This approach promotes consistency, transparency, and 
accountability across providers, while reducing variability in care delivery. 
 



 

 

 

Right Patient, Right Place, Right Time, Right Now                                        |25  
 

Hawaiʻi State Department of Health                                                              
Emergency Medical Services & Injury Prevention Systems Branch (EMSIPSB)        
Aeromedical Services Working Group Report                   
January 2026 

 Best Practice Standards for Medical Communications Centers 
 

National best practices for modern emergency and trauma systems emphasize 
the use of centralized Medical Communications (MEDICOM) Centers to coordinate 
emergency transfers, aeromedical and ground transport, and site-of-care sourcing 
across regions. These centers function as single points of system-wide coordination, 
integrating real-time clinical information, transport asset availability, and receiving facility 
capability to ensure patients are delivered to the right level of care, at the right place, 
in the right timeframe. 

 
Organizations including the American College of Surgeons Committee on 

Trauma (ACS COT), the National Association of EMS Physicians (NAEMSP), and 
the American College of Emergency Physicians (ACEP) identify centralized medical 
communications and transfer coordination as foundational elements of effective trauma 
and emergency care systems; particularly in rural, frontier, and geographically complex 
environments. 18,19 
 
Nationally recognized MEDICOM Centers support system performance through 
the following functions: 

 
• Centralized intake and triage of emergency transfer and transport 

requests 
• Real-time site-of-care sourcing, incorporating trauma level, specialty 

services, ICU capacity, and bed availability 
• Integrated coordination of ground, rotor-wing, and fixed-wing transport 

assets 
• Standardized physician-to-physician communication workflows 
• Reduction of serial phone calls and fragmented transfer decision-making 
• Real-time situational awareness across EMS, aeromedical providers, and 

facilities 
• Data capture for quality improvement, system performance monitoring, and 

outcomes analysis 
 
These centralized functions are specifically designed to reduce system-level delays, 
which national evidence identifies as a primary driver of preventable morbidity and 
mortality. 
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 Outcome Evidence and Time-to-Definitive Care 
 

Outcome data consistently demonstrate that mortality rates increase sharply 
after 120 minutes from the time of injury or onset of critical illness to arrival at 
definitive care. This finding is well documented across trauma, stroke, sepsis, and 
cardiac emergencies and forms the basis of national time-based performance 
expectations.20, 21 

 
As a result, national best practices emphasize system engineering and coordination 
rather than focusing solely on individual provider performance. Delays most often occur 
due to fragmented transfer processes, lack of centralized situational awareness, and 
inefficient site-of-care decision-making, all of which are addressed through MEDICOM 
Center models. 
 
Evidence from Arkansas: Benefits of a Centralized MEDICOM Model 
 

The State of Arkansas provides a nationally recognized example of the benefits 
of a centralized, statewide MEDICOM Center integrated across EMS, trauma, and 
aeromedical services. Arkansas’s system coordinates all interfacility trauma and 
specialty transfers through a centralized communications hub, ensuring rapid 
identification of appropriate destination facilities and efficient deployment of transport 
resources. 
 
Published evaluations of the Arkansas model demonstrate: 

• Reduced time to definitive trauma and specialty care 
• Improved trauma system throughput 
• More appropriate utilization of aeromedical assets 
• Reduced interfacility transfer delays 
• Improved system-level situational awareness during high-volume or surge 

events 
• Improved patient outcomes through earlier access to definitive care 

 
Importantly, Arkansas’s MEDICOM Center enables system-wide performance 
monitoring, allowing the state to identify structural barriers, optimize asset placement, 
and continuously improve transfer workflows, rather than relying on retrospective, 
provider-specific reviews alone.22, 23, 24 
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 Relevance to Rural and Island-Based Systems 
 
In rural and island-based systems, national guidance recognizes that centralized 

MEDICOM Centers are essential infrastructure, not optional enhancements. Geographic 
distance and limited specialty availability cannot be eliminated; however, system-level 
coordination can significantly mitigate delay by ensuring immediate activation of 
appropriate transport, rapid site-of-care identification, and avoidance of secondary or 
tertiary transfers. 

 
By aligning emergency medical services, aeromedical providers, and receiving 

facilities through a centralized MEDICOM model, states can improve equity of access, 
reduce variability in care, and strengthen compliance with EMTALA transfer 
requirements.25 
 

National best practices support the establishment of centralized Medical 
Communications (MEDICOM) Centers as a core component of high-performing 
emergency and trauma systems. Evidence demonstrates that these centers improve 
time to definitive care, system efficiency, resource utilization, and patient outcomes, 
particularly in rural and geographically complex states. 
 

Integration of a MEDICOM Center within statewide aeromedical, EMS, and 
trauma governance structures supports data-driven oversight, continuous quality 
improvement, and evidence-based policy decision-making, ensuring that emergency 
patients receive timely, appropriate care regardless of location. 
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 VIII.   Priorities and System Needs 
 

To protect public health, improve emergency readiness, strengthen rural access, 
and ensure fiscal accountability, the 33rd Legislature should prioritize the following 
system needs: 

 
1. Support Modernize State Authority, Oversight, and Staffing  

(HRS §321 / HAR §11-72) 
Update statutes and rules to reflect modern aeromedical emergency and interfacility 
transport operations, clarify authority, and establish additional staffing resources 
dedicated to aeromedical accountable for statewide governance. 
 

2. Establish Statewide Triage and Transfer Coordination (MEDICOM Center) 
Create statutory support for a scalable, centralized MEDICOM Center to coordinate 
triage of emergency and interfacility transfers, provide real-time situational 
awareness, and reduce delays, especially for neighbor islands.  
 

3. Support on going modernization of unified Statewide EMS Aeromedical Data & 
Communications Platform 
Standardize statewide aeromedical data capture and interoperability across 
counties, hospitals, dispatch, and licensed providers to enable performance 
monitoring, quality improvement, and evidence-based funding decisions. 
 

4. Improve Timeliness to Definitive Care (System Performance Gaps) 
Address system-level causes of prolonged wheels-up time, scene time, and 
dispatch-to-destination time through coordinated protocols, asset placement 
planning, and performance accountability. 
 

5. Strengthen Workforce Standards and Safety Through National Accreditation 
Pathways 
Require statewide consistency in clinical standards, training, and safety oversight 
using flexible national accreditation frameworks (e.g., CAMTS/NAAMTA/NSPA) 
without duplicative regulation. 
 

6. Advance Patient Equity and Financial Protections 
Reduce patient financial exposure and confusion related to air medical billing and 
membership programs, and support reimbursement stability to protect service 
availability for rural and neighbor island residents. 
 

7. Increase Disaster Preparedness and Multi-Island Response Capability 
Formalize roles and interoperable, redundant communications for multi-island 
aeromedical coordination during hurricanes, wildfires, tsunamis, volcanic activity, 
and mass-casualty incidents. 
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 IX. Cost and Funding 
 

This Cost and Funding section is intentionally focused on two critical and 
interrelated areas essential to the stability and performance of Hawaiʻi’s aeromedical 
system: 

 
1. Workforce DOH EMSIPSB staffing; and 

 
2. Cost and funding considerations associated with emergency 9-1-1 

aeromedical medevac services. 
 
The Working Group determined that these two areas represent the most 

immediate and actionable fiscal priorities requiring legislative attention to ensure 
patient safety, system coordination, and statewide emergency readiness. Dedicated 
aeromedical staffing within DOH EMSIPSB is foundational to effective governance, 
oversight, and coordination of both emergency and interfacility aeromedical transport 
across the State. 

 
This report does not include cost modeling or funding recommendations for 

interfacility aeromedical transports. Based on current system assessment, the 
Working Group believes that the presence of three licensed interfacility aeromedical 
providers operating in Hawaiʻi provides sufficient supply to meet current interfacility 
transport demand. At this time, the primary challenges related to IFTs are operational 
effectiveness, coordination, and system integration, not provider availability or market 
capacity. 

 
Accordingly, the Working Group’s recommendations prioritize strengthening 

statewide coordination, data integration, and operational governance rather than 
expanding or subsidizing interfacility transport capacity. Achieving these objectives 
requires dedicated DOH aeromedical leadership and programmatic staffing to guide 
coordinated efforts across both emergency medevac and interfacility transport 
systems. 

 
Investing in permanent aeromedical staffing within DOH EMSIPSB enables the 

State to lead clinically driven, payer-agnostic coordination of emergency and 
interfacility aeromedical services; improve operational efficiency; enhance data-
informed decision-making; and ensure preparedness for system surges and disasters. 
The cost considerations presented in this section are therefore framed to support 
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 sustainable emergency aeromedical readiness while establishing the governance 
capacity necessary to optimize the full aeromedical continuum of care statewide. 

To evaluate the sustainability, adequacy, and readiness of Hawaiʻi’s emergency 
aeromedical system, DOH EMSIPSB conducted cost modeling that incorporates current 
utilization, existing aeromedical resources, reimbursement structures, and nationally 
informed operational cost assumptions. These estimates are intended to support 
system-level planning and legislative decision-making and should be interpreted in the 
context of the assumptions and limitations described below. 

Workforce Staffing Resources 

The Working Group recommends the recurring state investment required to 
establish dedicated aeromedical staffing within the DOH EMSIPSB. These resources 
are necessary to provide statewide leadership, coordination, and oversight for both 
emergency 9-1-1 aeromedical medevac and interfacility aeromedical transport 
operations. 

State funding recommendations described in this section supports system 
readiness, public safety, and emergency preparedness. These funds do not subsidize 
aeromedical providers and do not generate profit; they enable the State to meet its 
statutory responsibilities for governance, coordination, quality oversight, and disaster 
readiness. 

Estimated Annual Staffing and Operational Cost 

The Working Group identified the following minimum staffing and operational resources 
required to establish a functional statewide aeromedical program within DOH EMSIPSB: 

Staffing / Category Description / Scope Estimated Annual Cost 

State EMS Aeromedical Director  
Clinical and operational leadership, 
statewide governance, medical 
oversight, disaster coordination 

$175,000 - $250,000 

Aeromedical EMS Specialist 
Program coordination, data 
oversight, compliance monitoring, 
interagency coordination 

$75,000 

Aeromedical EMS Program Planner 
Strategic planning, protocol 
development, system design, 
performance improvement planning 

$75,000 

Total Estimated Annual Need  $325,000 - $400,000 

At present, DOH EMSIPSB does not have dedicated aeromedical staffing or operational 
funding to support these functions. All aeromedical oversight responsibilities are 
absorbed within existing EMS Section roles that are already operating at full capacity. 
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 As a result: 

• The entire estimated annual cost represents a current funding gap. 

• No recurring General Fund appropriation exists to support statewide aeromedical 
governance, coordination, or planning. 

MEDICOM Center Funding 

The Working Group did not review planning and initial development costs for the 
statewide Medical Communications (MEDICOM) Center. As this initiative is currently 
included within the State Rural Healthcare Transformation Center initiative. For this 
reason, the Working Group does not recommend a separate or additional MEDICOM 
Center funding request at this time. 

Specialized Transports Funding 
 

Due to aircraft weight limitations, cabin configuration constraints, and limited 
availability of heavy-lift or specialty-capable aeromedical assets, the State of Hawaiʻi is 
highly dependent on the United States Coast Guard to support bariatric and large-
patient emergency transports, as well as certain complex rescue and inter-island 
transfer missions. 

 
This reliance reflects a system-level limitation in civilian aeromedical capacity, 

rather than an operational shortcoming of existing providers. While the Coast Guard 
remains a critical and valued federal partner, its primary mission is national defense and 
maritime safety, not routine civilian medical transport. Continued reliance on Coast 
Guard assets for patient transports underscores the need to evaluate long-term civilian 
aeromedical capacity and readiness within the State.  

 
The Working Group does not have recommendations for specialized transports 

funding solutions at this time but will continue to evaluate with DOH EMSIPSB staff. 
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 Current Aeromedical Resource Availability 

As of December 2025, Hawaiʻi’s aeromedical landscape includes a limited 
number of aircraft and providers, distributed across emergency 9-1-1 and interfacility 
transport roles: (see Figure 2) 

Two (2) 9-1-1 Medevac Providers 
• Hawaiʻi Fire Department (HFD) 
• DOH/REACH Maui (REACH) 

 

Three (3) Interfacility Transport (IFT) 
Providers 

• Hawaiʻi Life Flight (HLF) 
• Life Flight Network (LFN) 
• Optimum Air (OA) 

 
In total, five (5) air-medical providers operate statewide, supporting both 

emergency 9-1-1 response and IFT needs. However, the number of aircraft, rotor-
wing capacity, and specialty configurations remains limited relative to geographic 
demand and patient acuity. 

 
Based on system performance, geographic distribution, and national best-

practice considerations, DOH EMSIPSB estimates that seven (7) dedicated 911 
Medevac units are required statewide to meet emergency response needs. 
Current resource availability therefore represents a capacity gap, particularly during 
periods of concurrent calls, adverse weather, or high-acuity events.(see Figure 2) 

Cost and Reimbursement Assumptions  

The cost modeling presented in Figure 9 is based on the following assumptions: 

• The Medicare base rate for air-medical transport in Hawaiʻi is $6,404.44 
per transport. 

• The State of Hawaiʻi EMS contracted rate for air-medical transport is 
$13,733.50 per transport. 

• The average number of air-medical transports statewide is approximately 
seven (7) per day, with an estimated three (3) transports per day classified 
as 9-1-1 Medevac responses, resulting in approximately 1,800 emergency 
aeromedical transports annually. 

• The State currently subsidizes emergency aeromedical services at $2,500,000 
per 9-1-1 Medevac unit. 

• Based on system performance, geography, and access needs, seven (7) 911 
Medevac units are estimated to be required statewide. 
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 Estimated Revenue Under Current Rate Structures 

Using the annual estimate of 1,800 transports for 9-1-1 Medevac, the following 
revenue scenarios were modeled: 

• If every transport were reimbursed at the full State of Hawaiʻi EMS contracted 
rate, total annual billing revenue would be approximately $24,720,300. 
 

• If every transport were reimbursed at the Medicare base rate, total annual 
billing revenue would be approximately $11,527,992. 

These scenarios illustrate the substantial gap between reimbursement levels and the 
fixed costs required to maintain aeromedical readiness. 

Estimated System Need and Funding Gap for 9-1-1 Medevac  

The estimated annual operational need to support seven (7) fully subsidized 
9-1-1 Medevac units statewide is approximately $24.5 million. This estimate is 
based on an assumed operational cost of $3.5 million per rotor/base station per year. 
 

Current State funding, including approximately $3.1 million in State General 
Funds, covers only a fraction of this need, resulting in a significant structural funding 
shortfall, even under optimistic reimbursement assumptions. 

Important Cost Exclusions and Limitations 

The estimated costs presented include only annual operational expenses and do not 
include: 

• Aircraft acquisition or lease costs 
• Helipad construction or maintenance 
• Base station startup costs 
• Capital equipment purchases 
• Long-term infrastructure investments 

 
As such, these figures represent baseline operational estimates, not comprehensive 
lifecycle costs. All estimates are contingent upon the stated assumptions, and  
recommends careful review when evaluating funding strategies or system design 
changes. 
 
 



 

 

 

Right Patient, Right Place, Right Time, Right Now                                        |34  
 

Hawaiʻi State Department of Health                                                              
Emergency Medical Services & Injury Prevention Systems Branch (EMSIPSB)        
Aeromedical Services Working Group Report                   
January 2026 

 Policy Implications 

The combined analysis of current resource availability, cost modeling, and 
reimbursement structures demonstrates that Hawaiʻi’s emergency aeromedical system 
faces structural limitations in both capacity and funding. Dependence on federal assets 
for specialized transports, limited civilian aircraft availability, and reliance on per-
transport reimbursement models collectively underscore the need for stable, readiness-
based state investment. 
 

Addressing these gaps is essential to ensuring equitable access, system 
resilience, patient safety, and timely delivery of definitive care across Hawaiʻi’s 
geographically diverse communities. 

  

Figure 9: Estimated Aeromedical Resources Needed to Run 9-1-1 Services 
*Estimated cost includes only operational cost of $3,500,000.00 per base station does not include the cost of the 
rotor craft, helipad, base station startup fees. Please review all DOH Assumptions evaluating these numbers 
associated with estimated cost.  
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 X. Working Group Recommendations 

Strengthen DOH EMS Staffing Resources for Aeromedical 

Statutory modernization and system coordination efforts cannot succeed without 
adequate staffing and funding within the DOH EMS Section. Staffing levels have 
remained largely unchanged for over twenty-five (25) years despite growing EMS 
demand and complexity. Continued reliance on ad hoc solutions undermines long-term 
system accountability and resilience. 

The Working Group recommends: 

1. Establish permanent, dedicated staffing within the DOH EMS Section to 
support statewide aeromedical oversight, including at a minimum: State Air 
Medical Director, State Air Medical Coordinator, and Aeromedical Program 
Planner and/or Program Specialist. 
 

2. Ensure EMS Section staffing and budgeting levels are aligned with statutory 
responsibilities under HRS §321, including aeromedical regulation, clinical 
governance, data oversight, communications systems, disaster 
preparedness, and interfacility coordination. 

3. Provide dedicated funding to support EMS and aeromedical regulatory, data, 
and coordination functions, recognizing that these responsibilities represent 
ongoing public health and emergency preparedness functions rather than 
time-limited projects. 

4. Align EMS and aeromedical staffing investments with long-term system 
sustainability, ensuring adequate capacity for continuous quality 
improvement, real-time situational awareness, statewide coordination, and 
disaster response readiness. 

Strengthening EMS Section staffing and budgeting capacity is a foundational 
requirement for successful implementation of all subsequent recommendations outlined 
in this report. 
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 Modernize Hawaii Revised Statutes (HRS) §321-221 through §321-237 

While current statute authorizes EMS and aeromedical operations, HRS §321-
221 through §321-237 do not fully reflect the scope or public health role of modern 
aeromedical transport, resulting in fragmented coordination and limited long-term 
planning. Modernizing these statutes, in coordination with updates to HAR §11-72, is 
the most effective way to address system challenges and establish clear authority for 
statewide aeromedical triage, coordination, and transfer functions. 

The Working Group recommends: 

1. Update HRS §321-221 through §321-237 to explicitly establish statewide 
authority for aeromedical patient triage, coordination, and transfer, including 
both emergency response and interfacility transports, with clear delineation of 
roles, responsibilities, and accountability. 

2. Codify the establishment of a centralized, scalable statewide MEDICOM 
Center within statute, including authority for real-time coordination, situational 
awareness, and inter-island aeromedical resource management during 
routine operations, system surges, and disasters. 

3. Authorize and support a unified statewide EMS data and communications 
platform, including mandatory participation by licensed aeromedical providers, 
to enable real-time data exchange, system oversight, quality improvement, 
and trauma system integration. 

4. Incorporate statutory authority to adopt flexible, nationally recognized 
accreditation frameworks for aeromedical and transport coordination services, 
supporting consistent safety and clinical standards without imposing 
duplicative or overly prescriptive regulation. 

5. Explicitly establish and authorize permanent aeromedical staffing within the 
DOH EMSIPSB, including a State Air Medical Director, State Air Medical 
Coordinator, and Aeromedical Program Planner or Program Specialist, 
recognizing aeromedical coordination as a core public health and emergency 
preparedness function rather than a time-limited initiative. 
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 Statewide MEDICOM Center  

A statewide Medical Communications (MEDICOM) Center is essential to coordinated 
emergency and interfacility aeromedical transport in Hawaiʻi’s geographically isolated 
environment. Fragmented transfer processes currently contribute to delays and force 
clinicians and EMS personnel to manage complex logistics without real-time visibility 
into aircraft availability, weather, hospital capacity, or competing priorities. Centralized 
coordination improves equity by prioritizing clinical need, reduces provider burden, and 
strengthens disaster readiness during multi-island emergencies. Inconsistent secondary 
public safety answering point (PSAP) capabilities across counties remain a key 
implementation gap. 

The Working Group recommends:  

1. Establish clear statutory authority for a statewide patient transfer and 
coordination center to enable standardized, transparent, and efficient 
management of interfacility transfers and aeromedical activations.  
 

2. Support the Rural Healthcare Transformation funding to implement 
interoperable data and communications systems connecting EMS dispatch, 
ground and air EMS providers, hospitals, hospitals transfer centers, fire 
services, and incident command centers.  
 

3. Update interoperable communication systems linking EMS dispatch, 
aeromedical providers, hospitals, and incident command structures. 

 
4. Require real-time sharing of critical data (aircraft status, hospital capacity, 

staffing constraints) through PSAP-enabled coordination. 
 
5. Standardize communication protocols, terminology, and escalation pathways 

across counties and agencies, including the uniform adoption of common 
operational time and performance metrics, such as: 

• ETA-P (Estimated Time of Arrival to patient at the transferring hospital) 
• ETA-D (Estimated Time to Destination or definitive care with the 

patient) 
• Wheels Up (aircraft departure readiness and launch confirmation) 
• State KPI for time to definitive care targets 
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 Accreditation Framework for Aeromedical and Coordination Services 

Accreditation provides a standardized framework for evaluating safety, clinical 
readiness, and operational performance in aeromedical transport. Recognizing multiple 
nationally accredited pathways promotes consistent clinical, training, and aviation safety 
standards across providers while accommodating Hawaiʻi’s diverse operational 
environments. This approach strengthens patient and crew safety, supports transparent 
contracting and accountability, aligns the State with national and federal best practices, 
and avoids unnecessary restrictions on provider participation. Administrative rulemaking 
may be used to define compliance and phased implementation. 

The Working Group recommends:  

1. Recognize multiple national accreditation pathways (such as CAMTS, 
NAAMTA, NSPA) for aeromedical and transport coordination services. 

2. Link accreditation requirements to state contracting, quality benchmarks, or 
participation in coordinated statewide systems. 

3. Support providers in achieving accreditation through reasonable timelines or 
phased adoption strategies. 

4. Establish administrative rulemaking authority for compliance monitoring, 
documentation, and recertification procedures. 
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 Unified Ground and Air EMS Data Infrastructure 

Hawaiʻi has achieved full participation of all ground 9-1-1 and interfacility 
transport EMS agencies using the single statewide EMS ePCR/EHR data system and 
has set a target of January 1, 2026, for inclusion of all aeromedical EMS providers. As 
of January 14, 2026, onboarding of aeromedical providers into the same EMS platform 
is in progress and expected to be completed in early 2026.. 

The Working Group recommends: 

1. Continue to support the DOH’s data modernization efforts and completion of a 
statewide a single unified EMS electronic data platform and single EMS 
electronic medical record for both ground and aeromedical ambulance 
providers. 

2. Require real-time data exchange between hospitals and EMS agencies to 
support clinical decision-making and statewide situational awareness. 

3. Standardize documentation, reporting requirements, and quality-improvement 
metrics across counties.  
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 Strengthen Workforce Training and Clinical Standards for Aeromedical Services 

A highly trained and experienced workforce is the foundation of safe and effective 
aeromedical transport. Unlike routine EMS operations, air medical services operate in 
high-risk environments that combine complex clinical decision-making, aviation safety 
considerations, and time-sensitive interfacility coordination. Variability in training, 
experience, and clinical standards can increase patient risk, strain system capacity, and 
place pressure on 9-1-1 services. 

The Working Group recommends: 

1. Establish minimum workforce training and competency standards for 
aeromedical and critical care transport personnel participating in statewide 
systems. 
 

2. Require aeromedical providers to demonstrate defined interfacility transport 
experience before participating in primary 9-1-1 Medevac dispatch 
operations. 
 

3. Standardize core clinical protocols, including airway management, patient 
stabilization, and handoff procedures. 

 
4. Require participation in statewide quality improvement and clinical 

performance monitoring initiatives. 
 
5. Support joint training and simulation exercises involving aeromedical 

providers, hospitals, EMS, and fire services. 

6. Ensure DCCA is reporting out to EMS System all licensed EMS personnel 
both ground and air medical. 
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 Advance Health Equity, Patient Financial Protections, and Consumer 
Transparency in Aeromedical Transport 

Aeromedical transport is essential to healthcare equity in Hawaiʻi, yet rural and 
neighbor island communities face disproportionate access and financial burdens. During 
emergencies, patients cannot choose providers or navigate billing, underscoring the 
need for clinically driven, payer-agnostic triage, reduced secondary transfers, billing 
transparency, and statewide monitoring of patient financial impact. Air medical 
membership programs may add confusion due to varying coverage and provider 
response; improved transparency can reduce unexpected billing while preserving 
clinically driven emergency care. 

The Working Group recommends: 

1. Require aeromedical utilization and triage decisions to remain payer-
agnostic and clinically driven. 
 

2. Incorporate equity considerations into statewide aeromedical planning, 
prioritizing access for rural and neighbor island populations. 
 

3. Require standardized, clear disclosure of air medical membership 
coverage limitations and conditions. 
 

4. Implement public education initiatives to improve consumer understanding 
of aeromedical transport billing, memberships, and patient protections. 
 

5. Encourage contractual or voluntary reciprocity mechanisms among 
aeromedical providers when clinically appropriate to reduce patient 
financial burden. 
 

6. Incorporate transparency and consumer protection requirements into 
statewide aeromedical coordination and contracting frameworks. 
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 Enhance Disaster Preparedness and Communication Systems for Aeromedical 
Operations 

Hawaiʻi, faces unique risks, including but not limited to hurricanes, wildfires, volcanic 
activity, and mass-casualty incidents requiring multi-island coordination. Aeromedical 
services are essential during these events, yet vulnerabilities in communication, 
situational awareness, and coordination can compromise response effectiveness. 
Cataclysmic events often coincide with infrastructure outages, weather constraints, and 
surges in demand, requiring resilient and interoperable systems. 

Integrated preparedness and communication systems strengthen resilience by: 

• Ensuring continuous operations during infrastructure failures. 
 

• Supporting unified command and decision-making across agencies. 
 

• Enabling rapid prioritization of limited aeromedical resources. 
 

• Improving public health and safety and during prolonged events. 

The Working Group recommends: 

1. Integrate aeromedical coordination, landing zone access, and hospital readiness 
into statewide disaster preparedness and response plans. 
 

2. Ensure scalable coordination structures capable of supporting mass-casualty 
incidents and multi-island evacuations. 
 

3. Ensure aeromedical coordination structures are capable of supporting multi-
island evacuations, mass-casualty incidents, and prolonged disaster operations. 
 

4. Design and maintain landing zones and helipads to remain operational during 
infrastructure disruptions. 
 

5. Conduct regular multi-agency drills and exercises that include aeromedical 
transport, landing zone operations, and interfacility transfer scenarios. 
 

6. Establish clear command, coordination, and communication roles for 
aeromedical operations during declared emergencies and disasters. 
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 Address Funding and Reimbursement Challenges to Ensure System 
Sustainability 

Aeromedical transport is resource-intensive, yet reimbursement rates have not 
kept pace with rising operational costs, workforce demands, and safety requirements. 
Stagnant national reimbursement benchmarks, delayed payments, and administrative 
procurement processes strain system sustainability and can delay time-sensitive patient 
care. A stable funding framework is necessary to enable procurement flexibility, ensure 
continuity of care during surges and disasters, support workforce training and safety 
infrastructure, and prioritize clinically driven care over administrative or payer-related 
barriers. 

The Working Group recommends: 

1. Standardize procurement for EMS and Aeromedical services, similar to trauma 
system funding procurement exemptions which allow for immediate contracting 
and the ability to obtain lifesaving resources during emergency medical care 
without delays from current standard administrative processes. 
 

2. Establish a predictable funding structure that supports statewide continuity of 
care, invests in workforce training and safety infrastructure, and prevents 
service gaps. One consideration is adopting a model where a percentage or all 
of the EMS and Aeromedical billing reimbursement funding received by the 
State of Hawaiʻi goes into the EMS special fund. 
 

3. Implement expedited funding mechanisms for critical resources, including 
personnel, equipment, and communication systems, to maintain high standards 
of emergency response. 
 

4. Address reimbursement gaps by monitoring differences between state fee 
schedules, Medicare rates, and actual service costs, ensuring financial viability 
for providers. 
 

5. Strengthen patient protections by advocating for federal enforcement of 
payment timelines and compliance with the No Surprises Act. 
 

6. Develop sustainable contracting models, such as direct billing arrangements, 
that reduce state financial exposure while maintaining equitable access and 
patient protections.  
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 XI. Next Steps / Call to Action 

DOH EMSIPSB will move forward with implementation of the Working Group’s 
recommendations in partnership with county EMS agencies, hospitals, aeromedical 
providers, and state and federal emergency management partners. Progress on these 
actions is dependent on establishing dedicated DOH aeromedical staffing; DOH 
currently has no dedicated aeromedical staff capacity to lead statewide coordination. 

Immediate Legislative Action Required (FY 2026–2027) 

To enable implementation, the Legislature is requested to: 

1. Fund permanent DOH EMSIPSB aeromedical staffing to lead statewide 
governance, coordination, quality oversight, and disaster readiness; and 

 
2. Support statutory modernization of HRS Chapter 321 (§321-221–237) to 

clarify statewide authority, accountability, and the role of a statewide 
MEDICOM Center. 

 
Administrative Implementation Priorities (Upon Staffing) 

Upon establishment of dedicated staff, DOH will prioritize: 
 

• Statewide aeromedical coordination and governance, including clear 
roles, accountability, and standardized workflows for emergency medevac 
and interfacility transport (IFT). 
 

• MEDICOM Center implementation and integration through the Rural 
Healthcare Transformation Program, including standardized communication 
protocols and interoperability with EMS data systems. 

 
• Quality improvement and performance monitoring, including KPI 

reporting and statewide clinical governance structures. 
 

• Workforce standards and accreditation alignment, including participation 
in nationally recognized accreditation pathways and joint training with EMS, 
hospitals, and aeromedical providers. 
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 • Equity and patient financial protections, including payer-agnostic 
utilization practices, consumer transparency, and reduction of avoidable 
patient financial burden. 

 
• All-hazards disaster preparedness, including coordinated multi-island 

response planning, landing zone/helipad readiness, and integration into 
statewide emergency operations. 

  



 

 

 

Right Patient, Right Place, Right Time, Right Now                                        |46  
 

Hawaiʻi State Department of Health                                                              
Emergency Medical Services & Injury Prevention Systems Branch (EMSIPSB)        
Aeromedical Services Working Group Report                   
January 2026 

  
XII. Conclusion 
 

Hawaiʻi’s aeromedical system is essential to public safety, health equity, and 
disaster readiness. This report finds that current statutory language, coordination 
infrastructure, and DOH EMSIPSB staffing capacity have not kept pace with modern 
aeromedical operations or statewide demand. 

The Working Group respectfully urges the Legislature to take immediate action to: 

1. Fund permanent DOH EMSIPSB aeromedical staffing to provide statewide 
governance, oversight, and coordination; 

2. Support Modernize HRS Chapter 321 (§321-221–237) to clarify authority and 
accountability for emergency and interfacility aeromedical coordination; and 

3. Support implementation of a statewide MEDICOM Center through the Rural 
Healthcare Transformation Program and sustain the unified EMS data 
infrastructure. 

These actions will improve timeliness to definitive care, reduce delays, strengthen multi-
island coordination, and ensure that the right patient is transported to the right 
place, at the right time — right now — regardless of island, geography, or 
resources.  
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Appendix A: Senate Concurrent Resolution 86 2025  
Appendix B: Working Group Meeting Power Point Slides 
Appendix C: Working Group Meeting Minutes 

 

 

  



   
 

   
 

Appendix A: Senate Concurrent Resolution 86 2025 Full Text 
https://www.capitol.hawaii.gov/sessions/session2025/bills/SCR86_HD1_.pdf 

 
 

https://www.capitol.hawaii.gov/sessions/session2025/bills/SCR86_HD1_.pdf
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Working Group
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Welcome, Opening Remarks

A Prepared and Safe Hawaii Starts with Trauma and Emergency Medical Services Modernization

https://www.capitol.hawaii.gov/sessions/session2025/bills/SCR86_.PDFAloha 

Senate Concurrent Resolution 86;  Request to Working Group 
(at a minimum) to:

1. “Study and assess emergency aeromedical services needs 
across the State and in each county; and”

2. “Develop and recommend future plans, procedures, protocols, 
and funding to increase the predictability and stability of air 
ambulance medical services for the State; and”

3. Submit a report of working groups findings and 
recommendations, including any proposed legislation, to the 
Legislature no later than January 1, 2025

This presentation and all materials contained herein are confidential work product of the Senate Concurrent Resolution 86 Working Group. These slides and data are solely for working group discussion and review by working group members. Please do not distribute, 
reproduce, or share this document or these data or contents, in whole or in part, without prior approval from the Working Group and the Hawaii Department of Health Emergency Medical Services and Injury Prevention Systems Branch to ensure information is being use 
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Introduction of Working Group Members

A Prepared and Safe Hawaii Starts with Trauma and Emergency Medical Services Modernization

Chair of Senate Committee on Health & Human Services Sen. Joy San Buenaventura

Vice Chair of House Committee on Health Rep. Sue L. Keohokapu-Lee Loy

Director Hawaii Emergency Management Agency (Designee) Jack Lee (Operations Chief)

Director Honolulu Emergency Management Agency Dr. Randal Collins

Administrator Maui Emergency Management Agency (Designee) Jake Kiyohiro (Operations Chief)

Administrator Kauai  Emergency Management Agency (Designee) Solomon Kanoho (Executive Officer)

Administrator Hawaii Emergency Management Agency Talmadge Magno

Healthcare Association of Hawaii Hilton Raethel (CEO)

Hawaii Association of Health Plans (Designee) Walden Au (Government Relations HMSA)

Health System Operating in the State Ashley Shearer (VP Patient Care Queens)

Representative Provider Hawaii County Kilipaki Kanae (Battalion Chief EMS Hawaii Fire)

Representative Provider Honolulu County Jon Rosati (Chief Strategy Officer, Optimum)

Representative Emergency Aeromedical Provider Anthony Raymond (Sr. VP Air Methods)

Representative Emergency Aeromedical Provider Jacob Mayer (Director, Hawaii Life Flight)

Each Working Group Member has 1 minute for a quick introduction to fellow members 

This presentation and all materials contained herein are confidential work product of the Senate Concurrent Resolution 86 Working Group. These slides and data are solely for working group discussion and review by working group members. Please do not distribute, 
reproduce, or share this document or these data or contents, in whole or in part, without prior approval from the Working Group and the Hawaii Department of Health Emergency Medical Services and Injury Prevention Systems Branch to ensure information is being use 
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Presentation Notes
Each Working Group Member has 1 minute for a quick introduction to fellow members

We will start with the Honorable Senator Joy San Buenaventura, the followed by Honorable Representative Sue L. Keo-ho-ka-pu-Lee Loy,  each member will follow in order of the list presented today.
If a member is not present we will move down the list to the next member, Mahalo.
�I will now hand it over to Senator San Buenaventura. 
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Overview of Air-Medical Data
Garrett D. Hall, MS, BSN, RN, CSTR, CAISS

Acting EMS Branch Chief and State Trauma Program Manager
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Overview of Aeromedical / Air-Medical Landscape

A Prepared and Safe Hawaii Starts with Trauma and Emergency Medical Services Modernization
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A Prepared and Safe Hawaii Starts with Trauma and Emergency Medical Services Modernization

Inter-Facility 
Transport
Providers

Hawaii Life Flight (HLF)
Life Flight Network (LFN)

Optimum Air (OA)

As of 11/03/2025
911 Medevac

Providers
Hawaii Fire Department (HFD)
DOH / REACH Maui (REACH) 2

Total 
Air-Medical 
Providers

3
5

Waimea
HLF

Hilo
HLF

Hilo
LFN

Kona
LFN

Kona
HLF

911
HFD

Maui
HLF

911
REACH

911
REACH

Kauai
HLF

Honolulu
OA

Honolulu
OA

Honolulu
HLF

Honolulu
HLF3

9
2

This presentation and all materials contained herein are confidential work product of the Senate Concurrent Resolution 86 Working Group. These slides and data are solely for working group discussion and review by working group members. Please do not distribute, 
reproduce, or share this document or these data or contents, in whole or in part, without prior approval from the Working Group and the Hawaii Department of Health Emergency Medical Services and Injury Prevention Systems Branch to ensure information is being use 
accurately. The intent is for these data to be incorporated into a formal report to the State Legislator at which time the data will be disclosed to the public. Unauthorized disclosure or use is strictly prohibited. Mahalo.



Right Patient, Right Place, Right Time, Right Now

Overview of Air-Medical Best Practices

A Prepared and Safe Hawaii Starts with Trauma and Emergency Medical Services Modernization

“The time from injury to arrival at a facility capable of providing definitive surgical or trauma care should not exceed 
approximately 60 minutes, except in extraordinary circumstances.” — American College of Surgeons, Committee on Trauma (ACS-
COT), “Resources for Optimal Care of the Injured Patient,” 2022.

“Response and transport intervals must be appropriate to the mission profile, geographic area, and needs of the population served. 
Variations due to distance, weather, or operational constraints shall be tracked, analyzed, and reported in quality management.” —  
Commission on Accreditation of Medical Transport Systems (CAMTS)

Federal and Military Benchmarks: U.S. DoW aeromedical evacuation benchmarks (for combat & remote response operations) 
allow up to 30 minutes “wheels-up time”, with a target of 60-minute “point-of-injury” reach time, similar to the “Golden Hour” 
framework used in civilian trauma systems. Civilian remote programs (e.g., Alaska, Montana) often adopt comparable targets.

For rural/frontier regions, systems may adopt an extended access target of ≤ 120 minutes to account for distance 
and geography.” — CDC/HRSA/ACS-COT Trauma System Access Measures, 2011.
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Overview of Air-Medical Best Practices

A Prepared and Safe Hawaii Starts with Trauma and Emergency Medical Services Modernization

The recommended time for primary scene (Medevac) helicopter responses: Dispatch to Departure goal less than 
10 minutes after activation (“wheels-up time”); Dispatch to Patient (“point of injury”) contact goal ideally less 
that 25 to 30 minutes for rural and remote regions, justification for greater than 30 mins should be documented 
(e.g. weather, distance, mechanical) — National Association of EMS Physicians (NAEMSP) and American College of 
Emergency Physicians (ACEP) joint policy statement that aligns with CAMTS operational standards.

“EMS systems must demonstrate that extended intervals in remote areas are due to unavoidable geography or 
weather, not system delay.” — NAEMSP Position Paper: Air Medical Services Utilization (2021)

EMS Air-Medical and EMS transport outcome data have shown that mortality increases sharply after 2 hours 
(>120 minutes), but outcomes between 60–120 minutes are not statistically different in rural cohorts when 
advanced prehospital care and air transport are available.

CAMTS accreditation standards (Edition 12, 2024) define expectations for air medical response intervals: No universal fixed limit, 
but most accredited programs aim for ≤ 25–30 minutes total in rural/remote conditions. Source: CAMTS Standards 12th Ed. §§ 
03.02.04–03.02.07 (2024).
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*State total includes 143 (1%) flights from Oahu and 492 (4%) from unrecorded locations
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Overview of Air-Medical Data

Important note the following data do not include Air-
Medical Flight Data for Oahu / Honolulu. 

For the time period 2018 to 2024 reporting for, 
Oahu/Honolulu made 1% or less of air-medical flights



Right Patient, Right Place, Right Time, Right Now

Estimated Flights, by patient pick-up location, 2018-2024*
(*Total for 2024 data through October 31, 2024)
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Interval From Dispatch to Depart to Pick Up Patient
“Wheels-Up Time” Average Minutes 11/2022 – 10/2024
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Interval From Arrive to Scene to Depart with Patient
Average Minutes 11/2022 – 10/2024
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