
One day when Paul Paris, MD ’76, (far right) was

running a second-year class he brought along a

new pulse oximeter. Never mind that the subject

du jour was lumbar punctures, this photoelectric

technology was too neat not to share. Besides,

why limit oneself to what’s expected? This line of

thinking may be how the chair of the school’s

Department of Emergency Medicine found his

team running the equivalent of an EM control

tower servicing commercial airlines as well as

other academic medical centers.
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t’s eerily quiet on the top floor of Scaife Hall. The eye of the storm.
Think air traffic control room, a compulsive array of Zetron dis-
patching consoles, computers, monitors, and one TV—always on the
Weather Channel or the local news. Calls come in from hospitals,

accident scenes, you name it. In fact if you’re having chest pains 30,000 feet
above an Indiana cornfield and you’re on the right airline, these folks are
likely to be the ones taking care of you. One team fields emergency medicine
(EM) calls from Delta and United airlines. Another manages the ground
transportation of Pittsburgh Medic Command. Here too is ground control
for STAT MedEvac’s 10 helicopters and three fixed-wing aircraft, which can
be dispatched to West Virginia or Saudi Arabia. They also transport patients
for Johns Hopkins Hospital in Baltimore, and the University Hospitals of
Cleveland. They run the busiest medical heliport in the country and the
second busiest general heliport after the Pentagon. 
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Conversations take place within headsets here in the com-
munications hub of the Center for Emergency Medicine.
Chatter is rare; talk is sotto voce, although the Scuba Diving,

Fire House, and Men’s Health magazines in the restroom hint at off-
hours’ interests. When emergency medical physician Ted Delbridge
(Fel ’93, Res ’92) arrives at 3 p.m. for his eight-hour shift (there’s a
doc in the center 24/7), he settles into a fishbowl-cum-office where
he’s accessible but out of the way. Emergency medical technician
Susan Sigler is off to the side in a cramped office ready for a call from
the commercial airlines Pitt services. 

For now though, no calls, so Sigler orders oxygen for patients with
chronic respiratory conditions to use on upcoming flights. Delbridge
tackles his 50 E-mails. What do you guys want to eat? One of the dis-
patchers, who looks like a body builder and a leading candidate for
the Men’s Health subscriber, offers to make a food run. Most opt for
burgers and fries. Sigler’s phone rings—it’s Commercial Flight X, en
route to the southeast: “We have a passenger who’s not feeling well.
He’s lying on the floor and says he feels faint.” Sigler asks the flight
attendant to find a passenger with medical experience and patches
Delbridge into the call. 
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A man onboard identifies himself as a paramedic. “Cool,”
says Delbridge, “lay some vital signs on me.” The patient is in
his 20s. He’s dizzy, cold and clammy to the touch but says he
has no other medical problems. Pulse: regular. While
Delbridge listens and jots down a few things, Sigler takes
detailed notes for the incident report. The man admits to
more than a few drinks the night before. “Give him some
orange juice and try to get him up out of the aisle,” says
Delbridge. He decides an emergency landing is unnecessary.
This time. Out of the 225 or so commercial airline calls they
get each month, the physician on duty recommends an
emergency landing about 5 percent of the time. Now a dis-
patcher has MedEvac 9 on the line. They’re flying someone
with meningitis to Pittsburgh from a small hospital some
three-and-a-half hours away by car. (The helicopters can
respond to anything within 150 nautical miles.) The helicopter
lands; and the team removes the stretcher while the blades are
still turning—“running hot” in EM-speak—and wheels the
patient into the hospital. The prognosis is good, though with
50,000 calls to the control room last year, the team doesn’t
find out how every patient fares.
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At 9 p.m. it’s quiet again. In fact the whole night has been pretty tame according to
those who do this every day. Among the routine: a call from the “resident in 
the jeep” racing to the scene of a shooting; another about a 250-pound child 

who came down a hill on a scooter, ran into a car, and went over the hood (just a few
bruises); and paperwork, always, always. Delbridge turns back to his E-mail and picks
up one of his three-hour-old fries. It droops. He eats it anyway: “Cold pizza is better than
cold french fries.”  

In the communications center, the telephone becomes a piece of special-

ized medical equipment. It’s the only tool the physician has to decide

how to manage a given patient. “To be able to get from the flight atten-

dant or the paramedic the objective things I need, to make them be the

eyes and ears, that’s the challenge,” says Ted Delbridge, who serves as

medical director of the center with Ron Roth, MD ’82. (Delbridge is

shown, seated, in a headset on p. 19. LEFT: EMT Susan Sigler.)
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