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MEDICAL COMMAND COURSE
PENNSYLVANIA DEPARTMENT OF HEALTH

FOREWORD

The Emergency Medical Services Act for Pennsylvania (EMS Act) Act of July 3, 1985, P.L. 164, No 45
requires that physicians, among other minimum qualifications, must complete a Base Station Medical
Command course within two years of the adoption of a course approved by the Pennsylvania Department
of Health. On October 5, 1994, Act 82 (1994) was signed into law, amending the Emergency Medical
Services Act (EMS Act), as previously amended, 35 P.S.§§ 6921-6938. Most of the provisions of Act 82
became effective on December 4, 1994. Act 82 amendments to the Emergency Medical Services Act and
interim regulations promulgated to facilitate implementation of the (Act 82) (1994) amendments require
that if the advanced life support (ALS) service medical director is not a medical command physician, the
ALS service medical director shall have experience in the base station radio direction of pre-hospital
personnel and the operation of emergency dispatch and successfully complete part A and part B of the Base

Station Medical Command course adopted by the Department.

In 1988 the Department of Health requested that the Pennsylvania Emergency Health Services Council
(PEHSC) develop recommendations regarding medical command training. At that time, the PEHSC chose
to review Pennsylvania's American College of Emergency Physician's (ACEP) recommendation, and on
May 25, 1989, the Medical Advisory Committee reviewed two documents, described as Module A and

Module B for training physicians as medical commanders.

The Board of Directors of the Pennsylvania Emergency Health Services Council, on July 19, 1989, voted
to recommend to the Secretary of Health. THE DEPARTMENT ADOPT THE PROPOSED MODULES A
AND B OF THE BASE STATION MEDICAL COMMAND COURSE, AS THE STATE STANDARD
FOR MEDICAL COMMAND TRAINING.

The Department on April 13, 1990, adopted Module A and Module B as developed and approved by the
Pennsylvania Chapter of the American College of Emergency Physicians and recommended by the
Pennsylvania Emergency Health Services Council as the state standard for all base station medical

command courses.

Module A of the Base Station Medical Command course consisted of a universal medical command
module. It was designed for physicians who had not previously provided medical command and had no
previous EMS systems experience. The course was intended to educate emergency physicians in all

aspects of base station medical command.

Module B was for those physicians who, in fact, had previous command experience but required

orientation to regional policies, protocols, and procedures. This course was beneficial for the physician
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who had previous medical command experience but was new to a region or required an update on revised

regional protocols.

The Division had determined which modules should be taken by which physicians. The following

recommendations were provided:

1. Physicians currently functioning as medical command physicians need to complete
module B only. This would also pertain if medical command physicians moved from
region to region.

2. New physicians applying for recognition as a medical command physician who are not
board certified in emergency medicine, should complete both Modules A and B.

3. Physicians who have completed an emergency medicine residency program (if the
program included medical command orientation) should complete Module B only.

4. Physicians who are board certified in emergency medicine and did not complete an
emergency medicine residency program (which included medical command orientation)
and who are not currently functioning as a medical command physician should take both
Modules A and B.

5. An out-of-state physician who is not board certified in emergency medicine must complete
both Modules A and B. In addition, either #3 or #4 may be applicable. Any out-of-state
physician must hold a valid license to practice in this Commonwealth as a Doctor of
Medicine or Doctor of Osteopathy.

6. Out-of-state physicians who have completed the National ACEP medical command
program will only have to complete Module B.

The regional EMS councils have successfully conducted these medical command programs (Modules A
and B) since 1990. With the recent amendments to Act 45, the Department decided that the Base Station
Medical Command course statement of objectives and outline of course content were in need of revision to

reflect recent statutory requirements.

Therefore, the Department appointed a task force comprised of several regional EMS council staff, and
Division representatives to review the existing Base Station Medical Command course. Recommendations

made by this task force were reviewed by all regional EMS Councils and the PEHSC.
The Department adopted these recommendations in the spring of 1996.

The Department has determined that the revised Base Station Medical Command Course will be presented

by the regional EMS Councils. The course is divided into two parts, Part A and Part B. The revised course

will replace the previous Modules A & B. The Department, Division of EMS Systems has determined
which parts should be taken by which physicians. The following recommendations are provided:

1. Physicians currently functioning and recognized by the Department as medical command

physicians need to complete Part B only. This would pertain if medical command physicians

moved from region to region. Part B provides additional and updated information including

but not limited to ALS Service Medical Roles and Responsibilities, and Medical Command
Authorization.
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Physicians currently functioning as ALS Service Medical Directors, who are also currently
recognized by the Department as medical command physicians, need to complete Part B.

New physicians applying for recognition as a medical command physician, or a new
physician who is applying to serve as an ALS Service Medical Director and who is not board
certified in emergency medicine, should complete both Parts A and B.

Physicians currently functioning as ALS Service Medical Directors, who are not currently
recognized by the Department as medical command physicians, need to complete both Parts
A and B.

Physicians who are board certified in emergency medicine and did not complete an
emergency medicine residency program (which included medical command orientation) and
who are not currently functioning as a medical command physician should take both Parts A
and B.

An out-of-state physician who is not board certified in emergency medicine must complete
both Parts A and B. Any out-of-state physician must hold a valid license to practice in this
Commonwealth as a Doctor of Medicine or Doctor of Osteopathy.

An out-of-state physician who has completed the National ACEP medical command program
will only have to complete Part B.

The Pennsylvania Department of Health, Division of Emergency Medical Service Systems, gratefully
acknowledges the efforts of the staff of EMMCO West Inc., Bradford Susquehanna EHS Council, Buck’s

County EMS Council, the Emergency Medical Service Institute, Southern Alleghenies EMS Council,

Pennsylvania Emergency Health Services Council and the Division who provided their comments and

recommendations so thoughtfully in the revision of the Base Station Medical Command course. The

Department would also like to extend its special thanks to the Medical Advisory Committee and the Board

of Directors of Pennsylvania Emergency Health Services Council
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BASE STATION MEDICAL COMMAND COURSE

Course Objectives
EMS Rules and Regulations require that physicians who issue medical command to pre-hospital personnel

complete a state approved Base Station Medical Command course.

The overall objective of this course is to educate eligible medical command physicians and ALS service
medical directors in all important aspects of base station command thereby assisting them in providing

quality pre-hospital care.

The Rules and Regulations require that if an ALS service medical director is not a medical command
physician, the ALS service medical director shall successfully complete Modules A and B of the Base

Station Medical Command course adopted by the Department

The didactic material covers the following areas as they relate to base station command:

History of Emergency Medical Services

Pennsylvania Historical and Legislative Background

Pennsylvania EMS Act, EMS Rules and Regulations

Organization of Medical Control

On Line Medical Command Issues

Medical Command Physician, Qualifications, Roles and Requnsibilities
ALS Servicé Medical Director, Qualifications, Roles and Responsibilities
BLS Service Medical Director, Qualifications, Roles and Responsibilities

© ©®© N O ok~ 0w N S

Medical Command Authorization

-
o

. Communications

—
-

. Triage and Treatment Protocols and Specialty Transfer and Transports

-
N

. Quality Assurance

13. Legal Issues

The case simulation portion of the course reviews proper radio procedures and some common problems
encountered when giving medical command direction and permits the participants to simulate the

management of medical command activities.

It should be emphasized that the medical management of cases will be discussed in a manner consistent
with approved regional EMS council protocols and procedures. Specific protocols will neither be taught

nor evaluated.

Because of regional EMS council differences, it should be the responsibility of the regional EMS council

office to provide information to each medical command facility regarding specific prehospital care

L3
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protocols. It is also the responsibility of each medical command facility medical director to ensure that all
physicians providing medical command direction under his/her directorship are familiar with the approved

regional pre-hospital patient care protocols and the medical command facility’s operational protocols and

procedures.

It is the responsibility of the ALS service medical director to ensure that all pre-hospital personnel who
function with that ALS service are familiar with all approved regional EMS council protocols and policies

as well as service operational policies/procedures.

It is the responsibility of each medical command physician to report incidents of inappropriate patient care
(by pre-hospital personnel) to their respective medical command facility medical director. The medical
command facility medical director has an additional responsibility to report issues of inappropriate patient

care to the respective ALS service medical director and/or the regional EMS Council.

05/17/96



HISTORY OF EMS

Military Experience

The first literature regarding organized emergency care was focused on Napoleon's efforts to
provide care to wounded soldiers. The use of vehicles for transportation of the wounded and
assigning personnel to care for the injured began to affect the outcome of soldiers wounded on
the battle field.

The resuits of the Battle at Bull Run in 1861 forced major changes in the methods used by the
United States Army to care for injured soldiers. An ongoing series of changes in administration,
professional personnel, transportation, hospitals, sanitation, and medical records has resulted in
reductions in morbidity and mortality.

Significant improvements in medicine and the care of injured patients had reduced the mortality on
the battle field from 8% in World War | to less than 2% in Vietnam. The reduction in mortality
resulting from rapid transportation and aggressive field surgical units, was used as a model for
development of regional Emergency Care Systems, in the United States. These models were
modified and applied to create regional EMS systems providing access to emergency care
throughout the United States.

Civilian Experience

The EMS system in the United States can trace its beginning to a document published by the
NAS-NRC titled “Accidental Death and Disability—the Neglected Disease of Modern Society”. This
paper was developed following an in-depth review of ambulance services, communications
systems, emergency departments and intensive care units. The paper called for:

Accident Prevention

Emergency First Aid and Medical Care
Ambulance Service Standards
Communication Systems

Organized Emergency Departments
Relationships between Emergency Departments and Intensive Care Units
Development of Trauma Registries
Hospital Trauma Committees

Disaster Coordination

Autopsy of Trauma Victims

Research in Trauma

Highway Safety

In 1965 the President's Commission on Highway Safety published its final report “Health, Medical
Care and Transportation of the Injured.” This recommended a national accident response
program similar to the NAS—-NRC report. The program called for:

Training of prehospital personnel

Development of standards for vehicles used as ambulances
Development of Standards for Ambulance Services
Coordination of the use of Helicopters in prehospital care
Development of Communication systems

Demonstration Projects

05/17/36 6



Pioneering Efforts

During the late 1960s and early 1970 there were a series of demonstration projects designed to
test models for specific patient care groups. The patient care groups were':

Cardiac
Trauma
Burn

Spinal Cord
Poison
Neonate

EMS Act of 1973

The Federal EMS Act of 1973 added section Xl to the Public Health Services Act of 1946. The
program was designed to provide support for development of EMS regions across the country.
The funding was designed to permit regions to plan, implement and then improve their EMS

system.

The sections of the EMS Act are:

1202 Planning

1203 Implementation

1204 Expansion

1205 Research

776 & 789 Training

1221 Burn, Trauma, and Poison Demonstration Grants

System Requirements

Title Xl required regions to develop an EMS system to care for the six critical care groups, using
a planning model that included 15 specific points. The critical areas were:

Manpower

Training

Communications

Transportation

Facilities

Critical Care Units

Public Safety Agencies
Consumer Participation
Accessibility to care

Transfer of Patients

Standard Medical Record keeping
Public Information and Education
Independent Review and Evaluation
Disaster Linkage

Mutual Aid Agreements

' Boyd, David R., Edlich, Richard F., Micik, Sylvia.1983. Systems Approach to Emergency Medical Care.
Appleton-Century-Crofts:Norwalk

05/17/36



Omnibus Budget reconciliation Act of 1981 (PL 97-35)

August 13, 1981 President Ronald Reagan signed a law designed to reduce the cost of the
federal government. The law placed 25 individual grant programs into one of seven block grants.

The block grants were:

Prevention and Health Services
Maternal and Child Health

Alcohol, Drug Abuse and Mental Health
Primary Care

Social Services

Community Services

Energy Assistance

EMS as defined under Title XII was placed into the Prevention and Health Services Block Grant.

Trauma Initiatives

Continued interest in Trauma and EMS services for Children has resulted in federally funded grant
programs targeted at special patient populations. The Federal Government has provided
technical assistance to the States through efforts of the Highway Safety Administration and
supported the development of a standards setting process through ASTM. The States have been
given the lead agency role for development of EMS systems that will meet the needs of their
citizens.

- 3]
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PENNSYLVANIA HISTORICAL AND LEGISLATIVE
BACKGROUND

The Pennsylvania Department of Health (DOH)
was created by the Act of April 27, 1905, Public Law 312. The Department is the

Commonwealth's focal point for EMS and was recognized as such by the United States
Departments of Health, Education and Welfare, Region llI, in accordance with the Federal EMS

Systems Act of 1973.

The Emergency Health Services Unit
was created under the Office of Comprehensive Health Planning in January 1970. One year later,

the unit was reorganized into a separate office. In 1994, the unit was designated as the Division

of Emergency Medical Services Systems, within the Bureau of Planning.

The legislative basis for the Pennsylvania EMS System
is the EMS Systems Act of 1976, Act 265, enacted by the General Assembly. This legislation was

intended to provide assistance and encouragement for the development of comprehensive
"systems" of emergency medical services in the Commonwealth. Pennsylvania's EMS law was

originally authorized for a three-year period through June 30, 1979.

Regional and County EHS Councils
Initially the state EMS office began planning and development of an EMS system by working

through the regional/county emergency health services (EHS) councils to create a statewide
system. Today, there are 16 regional councils and one state advisory EMS council with
responsibility for planning, development, maintenance and improvement of regional EMS systems.
From 1974 to 1982, several regions in Pennsylvania benefited from the federal categorical funding
program and received planning grants, implementation grants or both. Since federal grants were
not received by all regions within the state, the level of development varies this day from region to

region. With the shift to block grants in 1982-1983, the bulk of federal EMS funds dried up. At
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that time, the Division increased its EMSOF funding of the regional EMS programs, thus assisting

each region in its efforts of enhancing EMS system development.

The change in emphasis from federal to state funding has resulted in the development of state
EMS plans and state EMS goals. Prior to 1983, Pennsylvania (and, indeed the bulk of the
country) had simply followed the federal EMS guidelines for development of our EMS system.
These guidelines identified 15 components for a system, many of which had varying degrees of

applicability to each state and region.

With the passage of Act 45, the Division of EMS systems has adopted these components for state
use by identifying areas of system development which must be addressed. One specific area that
was identified is the need for a well-defined medical control system which will provide quality
assurance for pre-hospital care. The Act also mandated that the Department develop a state-
wide emergency medical services development plan. This plan was approved in December 1994,
and revised in March of 1995. The plan identifies EMS program system components, assessment

of system development status and establishment of program priorities.
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PENNSYLVANIA EMS ACT, RULES AND REGULATIONS

The EMS Systems Act of 1976, Act 265,

Act 265 is the legislative basis for EMS in Pennsylvania. This legislation was intended to provide
assistance and encouragement for the development of comprehensive "systems" of emergency
medical services in the Commonwealth. Pennsylvania's EMS law was originally authorized for a

three-year period through June 30, 1979.

The EMS Act of 1985, Act 45

For a period of several years, Pennsylvania's EMS Act was re-enacted with minor amendments for
one or two-year extensions. However, in July of 1985, Senate Bill 632, the EMS Act (Act 45), was
signed into law. This legislation recognized the need for comprehensive EMS systems designed to
prevent premature death and reduce suffering and disability that arise from critical illness and injury.
To foster the development of such systems, the Act provided explicit authority to the Department as
the lead agency for EMS in this Commonwealth, clarified the role of regional EMS councils and
created authority to: establish ambulance service licensure, provide a means for accreditation of
trauma centers, provide for accreditation of training institutes and medical command facilities,
establish rules and regulations for EMS systems, require the collection and maintenance of
standardized patient data, and establish and maintain a quality assurance program for the purpose

of monitoring the delivery of EMS.

There have been two revisions to Act 45. In many areas of Pennsylvania, there was concern that
trauma victims were not arriving at designated trauma centers. As a result of this concern, the
Pennsylvania legislature acted by passing an amendment to the 1985 EMS Act which mandated
statewide implementation of "criteria...including bypass protocols of acutely ill and injured persons to
the most appropriate facility.” The amendment was enacted into law on October 21, 1988, P.L. 1055,
No. 121. The amendment required that if the regional councils did not establish these protocols by

December 31, 1988, that their state contracts were to be canceled.

Amendments to EMS Act, Act 82

Recent amendments to Act 45, known as Act 82, were signed into law on October 5, 1994. Act 82
imposes rights and responsibilites upon the Department with respect to regulating the
Commonwealth's emergency medical services (EMS) system which are in addition to those
conferred by the act prior to the amendments. Some of the more significant additional functions

imposed upon the Department are to:

1. Act 82 also provides additional definitions, Certify first responders and recognize
prehospital registered nurses (PHRNSs).
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2. Establish continuing education standards for first responders, emergency medical
technicians (EMTs), EMT-paramedics and PHRNSs.

3. Recertify first responders and EMTs every three years and register EMT-paramedics and

PHRNSs every two years.

Discipline prehospital personnel.

Hear appeals filed by EMT-paramedics and PHRNs from decisions of regional EMS

council medical directors affirming decisions of ALS service medical directors to remove

or restrict their medical command privileges. '

6. Establish criteria equivalent to the standard that a person must be a medical command
physician to qualify as an advanced life support (ALS) service medical director or the
Commonwealth Emergency Medica! Director.

Act 82 also provides additional definitions, includes disciplinary provisions, confers rights and

o~

responsibilities on ALS service medical directors, and provides for regional EMS council medical
directors to conduct certain appeal proceedings. Interim regulations were developed and adopted
September 2,1995, to facilitate implementation of the Act 82 (1994) amendments to the Emergency
Medical Services Act (35 P.S. §§ 6921-6938.).

The regulations establish a continuing education process as an alternative mechanism for the
recertification of first responder and emergency medical technician (EMT) personnel; provide for
permanent certification of EMT-paramedics and PHRNs and their biennial registration with the
Department; establish continuing education for EMT-paramedics and prehospital registered nurses
(PHRNSs) to maintain medical command authorization; establish the criteria and procedures for
accreditation of sponsors of continuing education; provide for medical command authorization
through the ALS ambulance service medical director, establish an appeals process through the
regional EMS council for the ALS providers whose medical command authorization has been denied
or restricted; define qualifications and roles and responsibilities for the ALS service medical director;
and set forth procedures and reasons for the Department to take disciplinary and corrective action
against prehospital providers.

The EMS regulations are set forth in the Pennsylvania Code Titie 28. Health and Safety Part VIi
Emergency Medical Services Chapters 1001-1013. The interim regulations were adopted in
September 1995 and the Department is in the process of making further revisions to the regulations.
It is anticipated that this task will be completed in 1996. The interim regulations have established

qualifications and responsibilities for ALS service medical directors.

Effective state Iegislafion is a necessity for good medical control. Legislation in combination with
state/regional policies, defines the operation of the medical control system. Specifically, state law
must identify who is responsible for medical control. When state law permits, regional policy can
further define specific roles for the multiple participants in medical control.

In Pennsylvania, EMS regulations mandate that every regional EMS council have a physician
medical director to provide overall medical control and accountability for planning, implementation
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and evaluation of the regional system. State policies/regulations identify the need for prospective,
immediate and retrospective medical control. The regional EMS medical director serves as
chairperson for the regional medical advisory committee and is responsible to the regional EMS

council for conducting effective systems and quality assurance audits of the regional EMS program.

Pursuant to regulations the Department develops policies and manuals to further clarify regulatory
requirements. The Department's Medical Command Accreditation Manual sets forth requirements of
the Department, Regional EMS Councils and the medical command facility relating to medical
control and accountability. The EMS Training Manual describes the Department's continuing

education program and medical command authorization process.
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ORGANIZATION OF MEDICAL CONTROL

Purpose: The purpose of this section is to review the structure of the medical control system and
provide participants with an understanding of the components of the system and the physician’s
responsibilities in each of the components. Medical control consists of prospective, immediate
(on-line) and retrospective supervision of prehospital care?.

On line medical control

Medical command direction (via radio or telephone) of prehospital field personnel at the
scene of an emergency and enroute to the emergency department’

Medical Command Facility Medical Director

Each accredited medical command facility must employ a physician as a

medical command facility medical director who meets specific
requirements as per Act 45. The duties of the medical director
include, but are not limited to medical control, including medical
command and providing liaison with regional EMS medical
directors.

The medical command facility medical director makes recommendations

to the regional EMS medical director regarding medical
command physician applications from their respective facility.
The facility medical director is the person responsible for the
administrative and clinical management of the medical command
station.

Medical Command Physician

Each medical command facility must staff a sufficient number of

physicians qualified as medical command physicians 24 hours
per day, seven days per week. The medical command
physician’s duties include but are not limited to providing
immediate medical command to prehospital personnel as well as
assisting with the duties of medical control

The medical command physician must be able to provide immediate and

direct communication to prehospital personnel to treat the
patient's symptoms accurately and quickly and acquire
immediate feedback on the patient's condition.

Emergency Medicine Resident

A postgraduate year Il resident in an approved residency program in

emergency medicine may provide medical command to

2 Boyd, David et al.1979. Medical Control and Accountability of Emergency Medical Services Systems.

Vehicular Tech. 28:249-262.

* 1981.Medical Control in Emergency Medical Service Systems. Washington D.C.: National Academy

Press.

05/17/96



prehospital personnel as long as there is concurrent on-line
supervision by an approved medical command physician.
Concurrent on-line supervision would provide a means for an
approved medical command physician to be immediately
available to intervene and provide direction (when a PGY i
resident is giving command) in circumstances where problems
arise.

A postgraduate year Ill resident in an approved residency program in
emergency medicine may provide medical command to a
prehospital personnel. A PGY Il resident, for these purposes, is
recognized as a medical command physician, if they operate as
a medical command physician in their graduate training program.
Residents may not be able to obtain DEA numbers except
through their graduate training program at their facility.

Medical Command intermediary

For purposes of on line medical direction, a licensed registered nurse
may provide information to prehospital personnel as directed by
the medical command physician in the role of medical command
intermediary. Relay of information through a non-physician
intermediary is permitted only when the command physician is
rendering acute patient care which prohibits the physician from
responding directly to prehospital personnel. Each facility must
have a written policy delineating those acute care procedures.

On Scene Physician

In situations where on-scene physician assistance is available, the
following procedures should occur. If communications have not
been established between a medical command physician and
certified prehospital personnel, the prehospital personnel should
offer the on-scene physician assistance and inform the on-scene
physician of the prehospital personnel's legal relationship to the
medical command physician. Contact with the medical command
physician should then be established by the prehospital
personnel and a decision made regarding responsibility for
patient care. If the on-scene physician assumes responsibility for
patient care, the physician should determine transportation
means, the destination of the patient and the physician must
accompany the patient in the transport vehicle. In the event that
the on-scene physician refuses to accompany the patient, they
must sign the ambulance trip report form, and the prehospital
personnel will contact the medical command physician who will
assume responsibility for the patient.

Off line Medical Control

Off-line medical control functions include: protocol development, education of
prehospital/hospital personnel , assisting in certification/Recertification processes,
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assisting in development and implementation of disciplinary policies and quality
control of the care that is provided by the respective EMS system.*

Medical Command Facility Medical Director

The medical command facility medical director is also responsible for the
quality assurance/improvement activities of the medical
command physicians in regards to medical command and
adherence to local, regional, state and/or federal EMS policies,
procedures and/or federal EMS policies, procedures and/or
regulations. Clinical and continuing education training of
prehospital personnel is also a priority of the medicai director.
Additionally, the assistance of the medical director in the
investigation of complaints concerning the quality of care
rendered by prehospital personnel and medical command facility
personnel is a responsibility.

Medical Command Physician

Additional responsibilities of the medical command physician include
assisting the medical director with the duties of medical control
and the completion of the medical command log record on each
patient on whom medical command is sought. Also, assisting in
the investigation of complaints is a responsibility of the medical
command physician.

ALS Service Medical Director

The ALS service medical director is a medical command physician, or a
physician meeting equivalent qualifications, if not a medical
command physician, who is associated with an ALS ambulance
service and provides medical guidance and advice to the ALS
ambulance service and evaluates the quality of patient care
provided by the prehospital personnel.

Additionally, this person shall grant or deny medical command
authorization to prehospital personnel of the ALS Ambulance
Service who require such authorization and participate in appeals
from decisions to deny or restrict medical command
authorization.

Regional EMS Medical Director

The regional EMS medical director is the ultimate clinical person for each
regional EMS council. Some of the roles and responsibilities of
the regional medical director, as they relate to medical control,
include the establishment and review of regional medical
protocols, EMS dispatch standards, field treatment protocols for
patient determination and level of care as well as review of
regional trauma care protocols.

4 1984. Medical Control of Emergency Medical Services. Dallas: ACEP
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Additionally, this person shall conduct quality assurance audits of the
regional EMS system including the review of quality assurance
activities conducted by the ALS service medical directors within
the region.

Commonwealth Emergency Medical Director

The commonwealth emergency medical director is a medical command
physician or a physician meeting the same qualifications
approved by the Department of Health to advise, formulate and
direct policy on matters pertaining to EMS.

Such items include the provision of medical advice and recommendations
regarding the state EMS system as well as reviewing and
evaluating regional medical protocols and regional EMS quality
assurance programs.

Administrative Management

Each medical command facility must employ sufficient administrative
support staff to enable the institution to carry out its essential
duties which include, but are not limited to; audits, continuing
education, equipment maintenance and processing and
responding to complaints. Additionally, the support staff must
include record keeping capabilities for all local, regional and state
policies and procedures as well as documentation for all medical
command physicians and prehospital patient care records.

05/17/96



Types of Medical Control

Medical control consists of prospective, immediate (on-line) and retrospective
supervision of prehospital care. It is essential that every regional system
develop an effective and uniform system of medical control.

Prospective Medical Command

Prospective medical command can be defined as the
establishment of medical treatment protocols,
procedures and policies prior to the actual patient
encounter. The first step is regional system
development based upon extensive regional planning.
Secondly, training programs are developed to provide
the knowledge and practical skills for the prehospital
personnel to function safely and effectively within the
established regional EMS system.

Protocols are necessary to provide consistent, high-quality
prehospital medical care. Standardization of protocols is
useful for the training of prehospital personnel as well as
establishing criteria to allow for retrospective evaluation
of care provided. There are four major types of
protocols: (1) treatment, (2) triage, (3) transfer, and (4)
operational.

Treatment protocols are standardized for patient
evaluation and treatment depending on the
patient’s presenting complaint and
condition. Treatment protocols define what
care can be provided in the prehospital
setting prior to medical command contact,
when to contact medical command, and
what may be done in the case of radio
communication failure. The protocols
normally guide patient care.

Triage protocols are utilized to determine which
hospital will receive a particular patient (i.e.
multiple trauma patients to an accredited
trauma center). They can also be utilized in
multiple disaster situations for determination
of who is in charge of patient management
at the scene, and the distribution and
transportation of casualties to appropriate
receiving facilities.
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Transfer protocols relating to transfer of patients
between facilities on an intra-regional and
inter-regional basis need to be developed
so that there are clear procedures to handle
these situations and to ensure adequate
medical control.

Operational guidelines must be developed by
state/regional EMS systems as well as
ALS/BLS ambulance services and medical
command facilities. Guidelines must be
developed which address issues such as:
non-transport decisions, data collection,
medication control/accountability, on-scene
physician availability and reporting of
communicable disease.

immediate Medical Control

Immediate medical control refers to the direction of the

prehospital provider using direct voice communication or
concurrent direct on site medical control, such as that
associated with a mass casualty incident. The
application of immediate medical control varies from
systems that require on-line medical control in every
patient contact to others that require limited or no base
hospital contact. In the latter case, we refer to no base
hospital contact as a prehospital provider having
standing orders. Standing orders are those directions
given to a prehospital provider by a medical command
physician in which a provider can perform, under their
scope of practice, certain procedures before contacting
medical command.

Retrospective Medical Control

Retrospective medical control consists of field assessment from

review, base hospital case review, system and statistical
review. The Pennsylvania system establishes (1) a
statewide quality assurance program for collection and
recording of data by prehospital personnel utilizing trip
report forms, completion of medical command records,
recorded radio transmissions, and (2) a process for
system monitoring and evaluation to identify errors,
correct deficiencies and make improvements in the
delivery of EMS services.
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Prehospital Personnel

Patient care management

Control of patient care at the scene of an emergency should be the
responsibility of the individuail in attendance who has the highest
level of EMS certification/recognition. For the purposes of this
Department policy, level of certification/recognition shall be as
follows:

Health Professional - Physician
Prehospital Registered Nurse
EMT-Paramedic

Emergency Medical Technician
First Responder

Ambulance Attendant
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Health Professional - Physician

At a minimum, a health professional physician must be a licensed
physician in the Commonwealth.

Prehospital Registered Nurse

A prehospital registered nurse may perform, with medical command
authorization, those services within the EMT-Paramedic’s scope
of practice along with those services authorized by the
Professional Nursing law, and those other ALS services
authorized by the Department-approved regional EMS protocols
(including those protocols for air ambulance services).

EMT-Paramedic

An EMT-Paramedic’s scope of practice includes the BLS services which
may be performed by an EMT and those ALS services as set
forth in the applicable EMT-Paramedic scope of practice as per
§1003.24(d). An EMT-Paramedic must complete an EMT-
Paramedic Program adopted by the Department.. The EMT-
Paramedic certification is permanent, however, re-registration is
necessary every two years in conjunction with mandatory
continuing education requirements.

Emergency Medical Technician

An EMT’s scope of practice includes the BLS services which may be
performed by a first responder and other BLS services under
section 11(e) of the act (35 P.S. §6931(e)) and in accordance
with the Department of Transportation EMS National Standard
Curriculum. To become an Emergency Medical Technician an
individual must complete a program approved by the
Department. The EMT certification is valid for three years and
can be re-obtained through either continuing education hours or
written and practical examinations.

First Responder

A first responder may perform, at the scene of an emergency, enroute to
a facility or trauma center, or in an emergency setting in a facility,
the BLS services set forth in §1003.22(e) to stabilize and improve
a patient’s condition until more highly trained prehospital
personnel arrive at the scene. To become a first responder an
individual must complete a program approved by the
Department.

Ambulance Attendant

Attendants provide first aid and CPR in accordance with nationally
accepted standards. Attendants must have completed a first aid
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course, that has been recognized by the Department and have a
current CPR course completion.
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ON LINE MEDICAL COMMAND ISSUES

The purpose of this section is to discuss certain problems that may occur during the command process and
the proper method with which to deal with them. The material covered here will be further illustrated
during the practical sessions.

Unfamiliarity with prehospital providers and their capabilities.
See appendix for scope of practice.
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Medical command physicians should be aware of the different classifications of
prehospital providers along with their respective educational
requirements. This should include management of scene control
(discussed earlier) as well as different levels of certification (AED and
automatic ventilator capabilities as examples).

Physicians should also be aware of the differences in certification/recognition of
the various prehospital personnel and the requirements to maintain
certification/recognition. Additionally, physicians should be aware of the
current ALS drug list and the applicable drugs each service carries in
their area. Requirements of air ambulance services should also be
discussed as they are permitted to carry drugs above the ALS drug list.

Scene assessment

Prehospital personnel should be reminded, when giving a radio or telephone
report to mention additional information other than symptoms and vital
signs. Additional information such as mechanism of injury, additional
damage, extenuating circumstances, smells, body language, bystanders,
police involvement, etc. This shouid be done without placing the
prehospital personnel in danger. If it is important to know, the physician
should inquire if it has not been mentioned.

Inadequate or inaccurate patient information from prehospital personnel.

It is important to know the prehospital personnel you will be working with. This is
necessary for ease of information as well as reliability of clinical
assessment. Physicians should make sure that all the information is
complete and reliable. If the information has not been given, or appears
to be contradictory, ask questions. Physicians may know the patients
because of past visits, so it is very important to gather adequate history,
allergies, etc.

Itis also important to know the estimated time of arrival (ETA) of the ambulance
at your facility. Depending on the time involved, additional care may be
provided. ltis also important to know the destination of the patient if
different than your facility. Notification will have to be made with an
accurate patient history and complaint.

Failure of prehospital personnel to adhere to protocols.

Remember, sometimes at the scene of the accident or ambulance call, things can
be hectic. It may be beneficial, instead of just instructing the provider to
follow a certain protocol, to instruct the provider in that protocol, until both
you and the provider feel comfortable with each other. To reiterate, the
most important piece of information is mis-information.

Challenge of medical command by prehospital providers.

As a medical command physician, you may have to guide or re-direct the
provider's efforts if the provider initially disagrees with an order, questions
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Scene time.

an order or is uncomfortable performing a particular skill. Sometimes, the
provider will make a determination of an injury prior to contacting medical
command. In these cases, rather than be confrontational, it is advisable
to ask for another set of vitals and history. Perhaps either you or the
provider missed something initially.

It is generally acceptable to get the patient out of their current situation and into
the receiving facility in as safe and expedient manner as possible.
Sometimes, this is difficult if there are extenuating circumstances such as
weather, location, entrapment, etc. The physician should be prepared for
this and available to assist by radio if conditions warrant.

Sometimes, it is even more important to “load and go”. In this case, minor patient
care is provided at the scene and the patient is transported immediately
to either a facility of perhaps an air ambuiance. Again, conditions will
vary and the physician must be aware of the current situation and listen
to the providers comments on the situation.

Patient Disposition

Emergency patients are to be triaged and transported to the most appropriate
receiving facility in accordance with Department approved regional triage,
treatment and transfer protocols.

Patients may be transported to the hospital of their choice (1) if the hospital is a
recognized receiving facility; (2) if the patient is competent and has been
informed of the potential consequence of their decision; and (3) if in the
opinion of the medical command physician this would not endanger the
welfare of the patient.

If a preference has not been expressed, a patient will be transported from the
scene of the incident to the most appropriate closest receiving facility. In
situations involving medical command direction, and where a preference
has not been expressed, a patient will be transported from the scene of
the incident to the most appropriate receiving facility, according to
direction provided by the medical command physician.

A patient’s adult family member (over the age of 18) if competent and informed of
the potential consequence of his decision may indicate such a preference
if the patient is unable to do so.

In those situations in which the patient or the patient’'s adult family member
refuses transport to the receiving facility suggested by the medical
command physician, the patient may be transported to the receiving
facility of their choice after the command physician has been informed of
the patient's preferred facility. The incident must then be documented on
the trip report.
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Air Ambulance

In some circumstances, there are great advantages to air ambulance transport
over ground ambulance transport. Department policy allows any public
safety official, such as but not limited to, a police officer, a fire chief,
ambulance chief, first responder, EMT, EMT paramedic, PHRN, or Health
Care Professional - Physician, to request that an air ambulance service
be put on standby and/or respond to the scene of an emergency. The
consideration to utilize the air ambulance service must be based on the
regional EMS Council's protocols including, but not limited to, trauma
triage, treatment and transfer protocol.

Even though public safety officials or prehospital care providers may call for the
air ambulance service, no patient should be transported from the scene
by the air ambulance service unless approval has been granted by an
approved medical command physician directly or indirectly in accordance
with regional protocols or policies. The decision to utilize which medical
command system must be based upon the following:

If an air ambulance service has not arrived at the scene, the local medical
command system should be involved with the care of the patient.

If medical command was not established by the ground service, and the air
ambulance has arrived at the scene, medical command direction may be
through the air ambulance service medical command system.

If the air ambulance crew has initiated patient contact, medical command
direction should become the responsibility of the air ambulance service's
medical command system.

The Department’'s recommendation is that air ambulances transport trauma
patients to the closest available trauma center. The Pennsylvania
Trauma Systems Foundation recognizes minor clinical requirements
between Regional and Regional Resource Trauma Centers. Therefore
the medical command physicians should utilize their medical judgment
when making a clinical decision regarding determination of the patient's
destination.
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MEDICAL COMMAND PHYSICIAN

Purpose: The purpose of this section is to identify the qualifications, roles and responsibilities of a
medical command physician.

Roles and Responsibilities

Medical command physician duties
A Medical Command Physician shall:

Provide medical command to prehospital emergency medical personnel.
Assist with the duties of medical control.
Assist in the medical audits of patient care.

Minimum Qualifications
A medical command physician will:

Hold a valid license to practice in this Commonwealth as a Doctor of
Medicine or Doctor of Osteopathy.

Be board certified in emergency medicine or, in lieu of this, be certified in
ATLS and ACLS. (PALS is not a regulatory requirement, but is
suggested for all command physicians.*) (*Currently under
consideration for final rule making in 1996 is a change that ATLS,
ACLS and PALS would be a one time course completion
requirement for medical command physicians.)

Complete the American Medical Association’s (AMA's) Continuing
Medical Education Credits or its equivalent, or be a postgraduate
year |l in an approved residency program in emergency medical
or a postgraduate year 1l in an approved residency program in
emergency medicine with concurrent on-line supervision by an
approved medical command physician.

Be a full-time emergency physician or practice emergency medicine for at
least half-time of a full time medical practice (16 hours/week).

Possess a valid Drug Enforcement Agency (DEA) number.
Complete a State approved Base Station Medical Command Course.

Have knowledge of the capabilities and limitations of ambulances,
including air ambulances, BLS units, QRS units, and prehospital
personnel. (*Currently under consideration for final rule making in
1996.)
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Have knowledge of potential medicai complications which may arise
during transport of a patient by an ambulance service.
(*Currently under consideration for final rule making in 1996)

Be approved by the regional EMS Medical Director.
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ALS SERVICE MEDICAL DIRECTOR

Purpose: The purpose of this section is to describe the qualifications, roles and responsibilities of the ALS
service medical director.

Roles and Responsibilities
An ALS service medical director is responsible for the following:

Providing medical guidance and advice to an ALS ambulance service.

Granting or denying medical command authorization to members of the ALS
ambulance service's prehospital personnel who require such
authorization.

Participating in appeais from decisions to deny or restrict medical command
authorization in accordance with §1003.29 (Related to medical command
authorization).

Performing medical audits of patient care provided by the ALS ambulance
service's personnel for the purpose of improving quality of services
provided to all.

Minimum Qualifications
If the ALS Service Medical Director is not a medical command physician, the ALS Service Medical

Director shall:

Hold a valid license to practice in this Commonwealth as a Doctor of Medicine or
Doctor of Osteopathy.

Be board certified in emergency medical or, in lieu of this, be certified in ATLS
and ACLS. PALS is not required under current regulations, but would be
suggested for all ALS service medical directors. (PALS is not a
regulatory requirement, but is suggested for all command physicians.*)
(*Currently under consideration for final rule making in 1996 is a change
that ATLS, ACLS and PALS would be a one time course completion
requirement for medical command physicians.)

Complete the American Medical Association's (AMA'’s) Continuing Medical
Education Credits or its equivalent, or be a postgraduate year Ill in an
approved residency program in emergency medicine or a postgraduate
year |l in an approved residency program in emergency medicine with
concurrent on-line supervision by an approved medical command
physician.

Be a full-time emergency physician or practice emergency medicine for at least
half-time of a full time medical practice (at least 800 hours), in
Pennsylvania.

Possess a valid Drug Enforcement Agency (DEA) number.
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Successfully complete Part A and Part B of the Medical Command Course
adopted by the Department.

Have knowledge of potential medical complications which may arise during
transport of a patient by an ambulance service.

Have experience in the base station radio direction of prehospital personnel and
the operation of emergency dispatch.
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BLS SERVICE MEDICAL DIRECTOR

Purpose: The purpose of this section is to describe the recommended qualifications, roles and
responsibilities of the BLS service medical director. There are HO_Statutory or regulatory
requirements for BLS service medical directors. However, BLS services which are identified as

AED services and the use of automatic transport ventilators must have a BLS service medical director.
Throughout the Commonwealth, many BLS services have acquired the assistance of medical directors. As
the Department reviews the new revised national EMT curriculum to determine which skills will be
performed by Pennsylvania EMTs, the issue of requirements for BLS medical directors will become

applicable.

Roles and Responsibilities
A BLS service medical director is responsible for the following:

Providing medical guidance and advice to the BLS ambulance service.

Granting or denying medical command authorization to members of the BLS
ambulance service's prehospital personnel who require such
authorization.

Participating in appeals from decisions to deny or restrict medical command
authorization.

Performing medical audits of patient care provided by the BLS ambulance
service's personnel for the purpose of improving quality of services
provided to all.

Minimum Qualifications
BLS Service Medical Director:

Hold a valid license to practice in this Commonwealth as a Doctor of Medicine or
Doctor of Osteopathy.

Be board certified in emergency medicine or, in lieu of this, be certified in ATLS
and ACLS. (PALS is not a regulatory requirement, but is suggested for
all command physicians.*) (*Currently under consideration for final rule
making in 1996 is a change that ATLS, ACLS and PALS would be a one
time course completion requirement for medical command physicians.)

Complete the American Medical/Osteopathic Association’s (AM/OA’s) Continuing
Medical Education Credits or its equivalent.

Be a full-time emergency physician or practice emergency medicine for at least
half time of a full time medical practice, in Pennsylvania.

Possess a valid Drug Enforcement Agency (DEA) number.

Complete a State approved base station medical command course.
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Have knowledge of the capabilities and limitations of ambulances, including air
ambulances, and prehospital personnel.

Have knowledge of potential medical complications which may arise during
transport of a patient by an ambulance service.

Knowledge of the State AED program.
Have knowledge of the ALS system and QRS units.

Have experience in the base station radio direction of prehospital personnel and
the operation of emergency dispatch.
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MEDICAL COMMAND AUTHORIZATION

Purpose: The purpose of this section is to orient the medical command physician and the ALS
service medical director to the requirements and process for medical command authorization and
appeal procedures.

Definitions

Medical Command authorization is permission granted by the ALS service medical
director to an EMT paramedic or prehospital registered-nurse under the provisions of
§1003.29(relating to medical command authorization) to perform, on behalf of an ALS
ambulance service, ALS services pursuant to medical command or in accordance with
Department approved regional EMS council transfer and medical treatment protocois
when medical command cannot be secured, is disrupted, or is not required pursuant to
the approved regional EMS council transfer and medical treatment protocols

Eligibility

To receive and maintain Medical Command

An EMT-paramedic or a prehospital registered nurse shall attend in each
calendar year 18 hours of instruction provided by a continuing education
sponsor in subjects related to the scope of practice of an EMT-paramedic
or prehospital registered nurse

An EMT-paramedic or prehospital registered nurse shall attend biennially a CPR
course for adult, child and infant sponsored by the American Heart
Association, the American Red Cross, or another CPR program
determined by the Department to meet or exceed the standards of the
specified programs.

ALS Service Medical Director Authority

The ALS service medical director has the authority to grant, deny or restrict
medical command authorization

The ALS service medical director shall document the medical command
authorization decision and how that decision was made.

The decision of the ALS service medical director shall affect the medical
command authorization status of the EMT paramedic or prehospital
registered nurse for that ALS ambulance service only.

Process to Determine Medical Command Authorization

Prior to making the initial determination whether to grant or deny medical
command authorization, the ALS service medical director shail:
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Require the individual seeking medical command authorization to
complete an application for medical command authorization on a
form prescribed by the Department;

Verify with the Department the individual certification or recognition;

Inquire of the Department whether any disciplinary action pursuant to
Section 11 (j.1) of the act (P.S. § 6931 (j.1)) and (28 Pa Code §
1003.27) (relating to disciplinary action) has been or is currently
being imposed against the individual.

For purposes of verification, the ALS service medical director's contact
must be through the regional EMS council of jurisdiction.

The ALS service medical director shall deny medical command authorization to
an individual who is not certified or recognized by the Department, who is
currently subject to a disciplinary or corrective measure imposed by the
Department which prevents the individual from having medical command
authorization, or who has not complied with the applicable continuing
education requirements set forth in § 1003.31 (relating to continuing
education requirements). It is therefore, incumbent upon the ALS service
medical director to report to the Department the name of any individual
who provides fraudulent certification/recognition or continuing education
documents in an effort to secure medical command authorization.

The ALS service medical director shall verify that the individual can competently
perform each of the services set forth in the individual's applicable scope
of practice.

If the individual had not previously been granted medical command authorization
for any ALS service in the Commonwealth, the ALS service medical
director shall Directly observe the individual's performance of each ALS
service set forth in the individual’s applicable scope of practice.

The ALS service medical director may be liable for making casual decisions to
grant medical command authorization without regard for the ALS
providers actual capability to perform applicable skills.

If the individual had previously been granted medical command authorization, the
ALS service medical director shall verify that the individual can
competently perform each ALS service set forth in the individuals
applicable scope of practice by doing the following:

Consulting with one or more medical command physicians who have
given the individual medical command,

Consulting with emergency department physicians who have received
patients to whom the individual has provided prehospital
emergency care,
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Performing a medical audit of services provided by the individual seeking
medical command authorization;

Consulting with one or more ALS service medical directors who has
granted, denied or restricted the individuals medical command
status.

it is strongly recommended that the ALS service medical director seek technical
assistance from the regional EMS council of jurisdiction to ascertain the
names of appropriate medical command physicians or other ALS service
medical directors to contact.

If the ALS service medical director determines that the individual applying for
medical command authorization cannot competently perform the ALS
services within that individuals scope of practice, the ALS service medical
director shall either deny or restrict the individual's medical command
authorization.

Annual Review of Command Authorization

At least annually, and more often as circumstances warrant, the ALS service
medical director shall review the medical command authorization status
of each EMT paramedic and prehospital registered nurse providing
services on behalf of the ALS ambulance service.

The ALS service medical director shall ensure that the individual has or is
completing the applicable continuing education requirements, has
demonstrated competence in each of the skills set forth in the individual's
scope of practice.

The ALS service medical director, upon review of medical command
authorization, may:

Renew medical command authorization;

Renew medical command authorization and require continuing education
courses in any field the ALS service medical director deems
appropriate

Require completion of specified continuing education courses as a
prerequisite to renewal of medical command authorization; The
ALS service medical director should evaluate each ALS provider
on an individual basis prior to determining which courses the ALS
provider is required to complete. This process can be
accomplished by reviewing the ALS provider's application which
will identify and document previously completed continuing
education courses.

Restrict the scope of practice under medical command authorization;

05/17/96 35



Withdraw medical command authorization.
Appeal Process for Denied or Restricted Command Authorization

An individual whose medical command authorization has been denied or
restricted by the ALS service medical director may appeal the decision
within 14 days to the regional EMS medical director.

The individual's appeal shall be in writing and shall specify the reasons
the individual disagrees with the decision of the ALS service
medical director. The appeal must be submitted to the regional
EMS council of jurisdiction (the regional office where the ALS
ambulance service is physically located).

The regional EMS medical director shall conduct a hearing.

At the hearing, the ALS service medical director shall have the burden to
proceed and offer testimony and other evidence in support of
his/her decision.

The individual shall also have an opportunity to present testimony and
other evidence in support of the his/her position.

Both parties shall have an opportunity to cross examine any opposing
witnesses and to submit oral and written position statements.

The regional medical director may give the parties up to five additional days
following the hearing to submit written position statements.

The regional EMS medical director will issue a written decision affirming,
reversing or modifying the ALS service medical director's decision within
14 days of the hearing or within 14 days of the submission of post
hearing position statements, if they are filed.

The regional EMS medical director's written decision shall contain the
regional EMS medical director's findings and conclusions.

If the ALS service medical director fails to appear at the hearing, the regional
EMS medical director shall reverse the ALS service medical director's
decision.

If the individual fails to appear at the hearing, the regional EMS medical director
shall make a determination upon the evidence presented and either
affirm, reverse, or modify the decision of the ALS service medical
director.

If either the ALS service medical director or the individual ALS provider is
dissatisfied with the decision of the regional EMS medical director with
regard to medical command authorization, that ALS service medical
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director or-ALS provider shall have the right of immediate appeal to the
Department.

The party appealing the regional EMS medical director's decision shall
submit a written statement to the Department specifying the
reasons for the party's objections to the regiona! EMS medical
director's decision within 14 days of that decision.

The Department shall review the record before the regional EMS medical director,
and if deemed advisable by the Department, shaii hear argument and
additional evidence.

The Department shall issue a final decision containing findings of fact and
conclusions of law which affirms, reverses or modifies the regional EMS
medical director's decision.

Appeals under this section shall be confined to a review and determination of
whether, at the time of the assessment conducted by the ALS service
medical director, the individual possessed the competence to perform
skills for which the individual was denied medical command authorization
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COMMUNICATIONS

Purpose: The purpose of this section is to familiarize medical command physicians and ALS service
medical directors with the basic communications equipment used in the delivery of immediate on line
medical command direction.

Definitions

Base Station Radios: radio stations located at a fixed facility. Usually including
the radio, antenna, and control methods.

Repeating Radios: base or mobile radios that rebroadcast signals received from
another radio. This permits mobile duplex radios to talk to each other
and expands the range of portable or mobile radios.

Mobile Radio Units: radios installed in vehicles. Generally a moderately powered
unit with more ability to reach remote sites than portable radios.

Portable Radio Units: hand held radio units capable of transmitting low power
signals. Frequently used in conjunction with repeating or mobile radios.

Remote Base Control Stations: a console that has the ability to control a base
radio station. Frequently the hospital command console is designed as a
remote base control station.

CTCS: Carrier Tone Coded Squelch. Often known as Private Line (PL), a radio
receiver will not “hear” a radio without the proper PL code. This will
prevent “bothering” personnel for calls not directed to that station, it may
prevent communication if the unit calling does not set the correct PL
code.

Methods Of Communication

Dedicated Circuit
Telephone

Definition: a telecommunications device permitting
simultaneous two way communications between
individuals using handsets.

Advantage: Private, outside individuals do not regularly
intercept the communications. Simple and well
understood by all parties involved.

Disadvantage: Not available outside residences or
structures. Has mobility limitations, and access to
all telephone numbers is not guaranteed.
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Use: Calling for emergency assistance, providing access
to technical assistance, communicating sensitive
information to Medical Command.

Trunking

Definition: A computer controlled radio system that
connects radios in a system that permits all units at
an incident to communicate with each other.

Advantage: Secure communications, limited interference
with other radios, controlled by a central dispatch
center

Disadvantage: Expensive, limited coverage, need for
central communications center and many tower
sites.

Use: Urban communications centers with coordination of
fire police and EMS.

Cellular

Definition: Mobile public telephone system using trunked
radios.

Advantage: similar to the telephone with an extended
range. Public Telephone system incurs cost of
towers and base stations. No license required.

Disadvantage: Fails in time of emergency. Over use by
news media can prevent access for emergency
operations. High cost when used, charges for air
time by the minute.

Use: Medical Command, secure communications with
personnel. Access to consultants from an incident
scene.

Satellite Radio Service

Definition: Mobile public telephone system using trunked
radios and satellites.

Advantage: similar to the telephone with an extended
range. Public system incurs cost of coordination
satellite and down links. No license required.
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Disadvantage: Fails in time of emergency. Over use by
news media can prevent access for emergency
operations. High cost when used, charges for air
time by the minute.

Use: Medical Command, secure communications with
personnel. Access to consultants from an incident
scene. Future availability may permit
communications similar to Trunking and area wide
dispatch

Microwave

Definition; Dedicated radio circuits designed to control
other radios, permit point to point communications
and transmit data, voice or video

Advantage: Dedicated circuit. Multiple radios can be
controlled from a single point. Not dependent on
public telephone system. Ongoing costs cheaper
than telephone lines and celiular operations.

Disadvantage: High initial cost. Licensing process
complicated. Point to point and limited bandwidth
may prevent expansion.

Use: Connections between facilities. Radio control links.
Data links between agencies and facilities.

Mobile Radio
VHF
Lowband

Definition: Two way radio communications using
frequencies in the 30 - 50 MHz range. This band
has high penetration in hilly terrain and permits
coverage of a wide area from a single antenna.

Advantage: Good coverage of hilly terrain, single
transmitter site permits single transmitter
systems.

Disadvantage: Interference from other providers with
license for same frequency. “Skip”, radio
interference from stations located far away. As
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more users are added to the system this
problem increases.

Use: Dispatch, coordination and medical command.
Paging and inter facility licenses are permitted.

High band

Definition: Two way radio communications using
frequencies in the 150 - 170 MHz range. This
band has good penetration in hilly terrain and
permits coverage of an area from a single
antenna.

Advantage: Coverage is not as complete as low band
eliminating some problems with skip.

Disadvantage: interference, channel clutter from multiple
users trying to access the same frequencies at
the same time.

Use: Dispatch, coordination and medical command.
Paging and inter facility licenses are permitted.

UHF

Definition: Two way radio communications using
frequencies in the 450 - 470 MHz range. This band
has limited penetration in hilly terrain and inside
building with steel and concrete.

Advantage: Multiple frequencies available, duplex and
multiplex operations available. Repeater functions
permit use of hand held (portable) units.

Disadvantage: Coverage limited,

Use: Dispatch, coordination and medical command.
Paging and inter facility licenses are permitted.

Communications Systems
Emergency Operations Center
Base Station

Repeater
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Squelch

Regional Systems

County Communications Centers
Medical Command Facility
Public Safety Answering Points

Specific regional description

Disaster Communications

Incident Command System (ICS)
ACEP Disaster Guidelines
Disaster Medicine

Overload

Recording Devices

Documentation and tape recording of all ALS communications involving the
medical command facility. Written documents (medical command record)
must contain specific information on patients for whom medical command
is sought. Medical command facilities must maintain the medical
command record for a minimum of five years. It is recommended that the
medical record be made part of the patient's chart. Tape recordings must
be maintained at least thirty days, and should be utilized by the medical
command facility for quality assurance activities. The facility must
document the number of instances when a medical command physician
is unavailable to provide medical command.

Tape recording for 30 days

Communications Systems and Problems

Communications Equipment Failures

Inadequate propagation of signal(s)

Just because you told him, don't assume he heard it!
Lack of equipment usage

Interference
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TRIAGE, TREATMENT, SPECIALTY TRANSFER AND
TRANSPORT PROTOCOLS

Purpose: The purpose of this section is to orient the medical command physician and the ALS Service
Medical Director to approved triage, treatment and transfer protocols. The responsibilities of the medical
command physician and the ALS Service Medical Director regarding use of specialty transport/transfer
services and interfacing with air medical programs are described.

Facilities that can best provide them with care, i.e., poison, neonatal, burn, cardiac, behavioral, spinal and
Trauma Centers

Definitions:

Protocols: Establish the standards to be achieved under specific circumstances.
Specialty Triage: Patients with specific iliness or injury are matched with trauma, cardiac, hyperbaric,
pediatric, psychiatric, spinal and poison.
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MEDICAL PROTOCOLS

State Role

Regional Review and Approval (i.e., trauma triage, interfacility transfers)
Scope of Practice - Compliance

Regional EMS council Role:

Act 45 Rules and Regulations assign the regional EMS council the duty of establishing and implementing
criteria for evaluation and referral of acutely ill patients to appropriate facilities. The criteria are to address
the following areas: trauma, cardiac, spinal cord, poison, burns, neonatal, and behavioral patients.

Development
Revisions
Compliance
Inter-regional issues
Trauma Triage Protocols:
Act 121 mandated regional councils to establish a trauma triage protocol in accordance with Appendix F

American College of Surgeons “Hospital and Prehospital Resources for Optimal care of the Injured
Patient” Appendix A - J.

Interfacility Transfers:
Required by Act 45 rules and Regulations which define their content.

Authorization is given to the regional EMS council to implement.

Rl
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QUALITY ASSURANCE

Purpose: The purpose of this section is to describe the role of physicians in continuous quality
improvement which will improve patient care in the prehospital setting.

Definitions:

Quality Assessment - Each EMS system, component or modification, or
medical technique is reviewed in terms of beneficial medical
outcomes or standards evaluation.

Quality Assurance - A process of quality assessment which evaluates
whether a technique or modification is being used properly
compared to a predetermined minimum standard.

Continuous Quality Improvement (CQlI) - An ongoing process of system
monitoring in which each problem should be reviewed as an
opportunity for system improvement. A fundamental
management philosophy.

The Phases of EMS Quality Assessment:
Prospective - focuses on EMS system areas prior to EMS patient contact:
Education of Personnel (Primary or Initial)
ConEd of Personnel (Periodic or in Response to deficiencies)
Periodic skills exams

Preceptorship or Apprenticeship programs during initial or continuing
education or in response to a real or perceived deficiency.

Concurrent Evaluation - focuses on the assessment and assurance of quality of
actions during an EMS system patient encounter. Reflection during on-
line command situations, such as:

Command “on the scene”
Command via radio communications

Retrospective - focuses on the assessment and assurance of quality from data
collection after the patient encounter has occurred. Examples of
retrospective:

Critique Sessions (recreation of an EMS call)

EMS Chart Review (patient care report)
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Debriefing-(discussion between EMS personnel and physician upon
arrival of patient)

Formal chart audits (patient care reports, dispatch records, base station
records, etc.)

Continuous Loop - Continuous Q.I. (CQl)

To effectively manage a program of continuous quality assurance an
EMS system must establish minimum standards of performance
for the many varied aspects of its operation.

The T.Q.1. process is necessary to guarantee the desired product of EMS
which is improved patient care.

Graphic - (see last page)
The EMS System

Role of the State in the QA process:
Establishing Protocols - minimum
Primary Training of Personnel
Medical Command Facilities Accreditation
Medical Command Physician Recognition
Trauma Center Accreditation
Receiving Facility Recognition
Development of State QA Plan
ConEd of Personnel
Financial Support of System QA functions
Data collection and analysis

Role of the EMS Regional Council in the QA process:
Establish Regional Protocols
Regional QA Plan

Dispatch/Communications
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Disaster Pfanning
Data Collection and Analysis
Roie of the ALS Service Medical Director in the QA process:
Establish Local CQI Plan
Mutual Aid
PIER - patient care related standards
Interfacility Transportation
Participation in the field - (ride along)
Recordkeeping
Prehospital Charts
Dispatcher Records
Hospital Records
Police/Coroner Records
Medical Command Records
Medical Command Authorization Records
Date Coliection/Analysis
Record Review - Audits
Remediation Activities

Feedback
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Risk Management Activities
QA Legal Issues:
Confidentiality
Discoverability
Privacy
Privilege
Subpoena of QI documents
Record Maintenance
Time
Documentation procedures

Case Reviews

Summary/Questions and Answers
Figure 1. The Quality Improvement Loop
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LEGAL ISSUES

Purpose: The purpose of this section is to inform physicians of various medical-legal positions encountered
within the EMS system.

Malpractice

Statistics In the past, incidence of successful malpractice suits being lodged
against EMS personnel was low (approx. 1:110,000 to 1:115,000)
However, in today’s litigious society law suits are becoming more
frequent and are increasingly successful.

Reasons for malpractice litigation are varied. As society evolves it is now
commonplace for the courts to grant very large awards to the plaintiff in a
suit which make the thoughts of litigation more attractive. In addition,
many times the patient has unrealistic expectations of the EMS provider
especially because of the sensationalizing of EMS through numerous
popular television programs. Finally, many law suits are launched simply
because of the establishment of a poor relationship between the client
and the caregiver.

Consent

In order for EMS personnel to establish a client/caregiver relationship, consent for
that relationship must be given by the patient. There are many types of
consent which will be further discussed later, but before an individual may
actually give his/her consent for treatment, legal capacity must be
established. Legal capacity refers to those individuals who are legally
qualified to give consent.

Generally those individuals who are able to give consent for their own treatment
include:

Any patient who is eighteen (18) years of age or older; emancipated
minors (those who live apart and are financially independent of
parents, are married or pregnant now or in the past, and those
who have had the disabilities of minor removed from them by the
courts.), and prisoners and arrestees, who in Pennsylvania have
the same rights as others.

Those who may be considered unable to give consent are minors and
those who do not posses the requisite mental capacity (mental
competency) to reach an informed decision concerning the
nature and consequences of their own care.

The mental capacity of the individual may certainly be compromised in
many situations

Where mental iliness, physical iliness or injury have occurred.
Those who may be especially prone to decreased mental
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capacity include individuals who have been involved in a
traumatic injury, those who are either temporarily or
chronically mentally ill, and those who have ingested
drugs and/or alcohol.

In those situations where the medical command
physician is confronted with an individual
who may be unable to consent to their own
treatment, the physician must rely on
his/her knowledge of the severity of the
illness/injury in order to determine whether
or not to initiating care.

Where the iliness or injury are not felt to be of a life threatening nature the
medical command physician must defer prehospital treatment in
lieu of consent to treat from an individual authorized to do so on
the patient's behalif.

Where life threatening injuries are present, the physician may decide to
treat in the absence of competent refusal.

Consent Types
By definition, there are different types and levels of consent.

The mentally competent, adult client may give voluntary consent in verbal
form by simply agreeing to the care being offered, or in written
form as with a hospital consent form.

In order for an individual to voluntarily consent to treatment, his/her
informed consent is required. Informed consent may be inferred
only when several necessary components have been
acknowledged and understood by the patient.

The patient must be fully aware of the nature of their lliness.

Any and all treatment recommended by the EMS team or the
medical command physician; and any risks associated
with the proposed treatment and any alternative
treatment modalities which may be available.

Any possible risks and/or consequence of refusal of treatment.

Involuntary consent may be issued by the court system or in a situation
where a mentally incompetent individual refuses treatment but is
in a life threatening situation.

Involuntary consent is obtained when the client behaves in a
manner which would indicate non-verbal compliance with
treatment or when a patient wouid be reasonably

05/17/96 50



expected to consent but is unable to do so because of
their condition or age. (ex. cardiac arrest or minor.)

Authorization for consent

In circumstances where a minor or a mentally incompetent
individual is not critically ill or injured and is unable to
give informed consent a hierarchy exists of those
relatives who are authorized to issue consent for
treatment.

That hierarchy includes:
The individuals spouse

Parents
If married, either parent may consent

If divorced, the parent with primary custody has
ultimate authority and responsibility.

Adult sibling
An aunt or uncle

A grandparent

Patient Refusal

When a patient is in need of treatment but refuses treatment, many ethical and
legal concerns are raised including, is a severely ill or injured individual
mentally competent to refuse treatment?

Competent refusal is generally based on the idea that an adult, mentally
competent patient has the right to determine how to act for him/her self.

If the medical command physician has questions about the mental competency of
a patient because of existing illness or injury, the command physician
should immediately direct EMS personnel to contact local law
enforcement agencies who have authority under Pennsylvania Law to
enforce emergency commitment procedures to protect the life of the
individual.

Refusing treatment.

In the event it is determined that the patient has competently refused
treatment, EMS personnel may need to be reminded that the
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patient must sign an informed refusal document in front of
witnesses.

Decisional Capacity

An individual has a value system that may be different from the provider,
is able to make an informed decision and is acting within that
value system when dealing with the care providers.

Withholding and Termination of CPR

Withholding and termination of resuscitative efforts by prehospital personnel is a
very difficult and sometimes controversial issue which requires a great
deal of forethought on the part of the medical command physician.

Prior to authorizing withholding or cessation of resuscitative efforts, the medical
command physician must have adequate information and reason to
believe that continuation of resuscitative efforts will not result in return of
spontaneous cardiac rhythm.

In order for this determination to be made, information must be relayed to
medical command which indicates the patient has sustained
injury which is not compatible with life such as decapitation, or
the patient assessment has revealed indications that death is
irreversible.

The medical command physician should always consult regionally
developed policies or protocols prior to making a determination to
terminate or withhold CPR.

Withholding CPR - Legal Reasons
Legal reasons to withhold CPR include:

Advanced Directive for Health Care Act (20 Pa.C.S. §§ 5401 —
5416)

Certified court orders directing such, amid a competent refusal by
a living patient prior to cardiac arrest on a person to
whom durable power of attorney has been granted by
the patient.

Advanced Directive

The Department does not administer the
Advanced Directive for Health Care Act,
but does construe the EMS Act to permit
EMS providers and personnel to
implement advanced directive for health
care declarations. An EMS practitioner,
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who is responding as part of the EMS
system, may honor a declarant's
declaration governing the withholding or
withdrawal of life-sustaining treatment
only if authorized to do so by the
practitioner's medical command
physician.

To implement an advanced directive the medical
command physician must determine the
following:

That a valid declaration exists

A copy of the declaration was provided
to the attending physician

The declarant’s attending physician has
diagnosed the declarant to be
incompetent and in a terminal
condition or state of permanent
unconsciousness

That the attending physician has
certified in writing the diagnosis
that the declarant is in a terminal
condition or state of permanent
unconsciousness.

That the attending physician arranged
for a second physician to
physically examine the declarant
and that the second physician
confirmed the attending
physician’s certified diagnosis.

There is no requirement that the medical
command physician personally
see the written declaration or
certified diagnosis or confer with
the second physician

Determination of valid declaration
To conclude there is a valid declaration
the medical command physician my
rely on either

An EMS practitioner communicating to
the medical command physician
the EMS practitioner’s personal
observation of the original
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declaration, with signatures of
the declarant, or a person
purporting to represent the
declarant, and of two witnesses,
or

Notice from the attending physician or

another health care provider that
a valid and operative declaration
exists.

Revocation of declaration

Under no circumstances is the EMS

practitioner to activate an
advanced declaration if the
declarant indicates, in any
manner whatsoever, that he or
she revokes the declaration or
wants to be provided with life-
sustaining treatment.

The EMS practitioner is to fully describe

his or her observations to the
medical command physician
and to secure direction from the
medical command physician

If contact with the medical command

physician cannot be established,
the EMS practitioner is to act
according to Department
approved regional treatment
protocols and standards.

Inability to Comply with Declaration Based on
Conscience or Policy

If the medical command physician or

EMS practitioner cannot in good
conscience comply with a
declaration or if the policies
either person is obligated to
follow preclude compliance with
a declaration, the medical
command physician or EMS
practitioner shall so inform the
declarant’s surrogate, or if the
surrogate is not named in the
declaration, shall so inform the
family, guardian or other
representative of the declarant.
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The medical command
physician or EMS practitioner
shall make every reasonable
effort to assist in the transfer of
the declarant to another health
care provider who will comply
with the declaration.

An EMS provider may not require a

medical command physician or
EMS practitioner to participate in
the withholding or withdrawal of
life-sustaining treatment, and
may not discharge or in any
other manner discriminate
against a medical command
physician or EMS practitioner
who informs the EMS provider
that he or she does not wish to
participate in the withholding or
withdrawal of life-sustaining
treatment. The EMS provider
may require the medical
command physician or EMS
practitioner to express that
decision in writing.
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Declaration of Pregnant Woman

A medical command physician and an
EMS practitioner must provide
life-sustaining treatment,
nutrition and hydration to a
woman known to be a pregnant
woman, unless the medical
command physician has
determined that the woman's
medical record indicates a
certification by the attending
physician and an obstetrician
who has examined the woman
that life-sustaining treatment,
nutrition and hydration:

Will not maintain the pregnant
woman in such a way as
to permit the continuing
development and live birth
or the unbom child;

Will be physically harmful for the
pregnant woman, or

Would cause pain to the pregnant
woman which cannot be
alleviated by medication.

DNR Orders

Currently there is no DNR legislation in
the Commonwealth of
Pennsylvania.

Presently the medical command
physician should advise the
EMS provider to provide
appropriate interventions to the
fullest extent of their capabilities
when confronted by a DNR
order.

Medical command facilities and physicians have
a responsibility to educate others in the
medical community of the current
restrictions and limitations imposed upon
EMS providers in terms of DNR orders.
By doing so, it is possible to avoid
common confrontations between
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medical/nursing staff and EMS
personnel.

Physician at the scene

Many times EMS providers are confronted at the scene of an emergency by an
individual, who may be known or unknown, claiming to be an attending
physician, or a physician who came upon the scene, who is offering
assistance.

Regardless of the past or present physician/client relationships it must be
understood that pre-hospital EMS personnel have only one relationship;
and that relationship is with the on-call medical command physician.

The medical command physician has ultimate authority and control over
all aspects of patient care and should only relinquish that control
on/or after speaking with the on-scene physician.

The medical command physician has an obligation to determine, either
through direct communication with the on-scene physician or in
conversation with EMS providers, the qualifications of the on-
scene physician as well as if any type of physician/client
relationship exists.

In an emergency situation a dentist or podiatrist may not have the
expertise to carry out or direct patient care efforts and it is the
ultimate responsibility of the medical command physician to
assure continuity of care and medical direction in the pre-hospital
setting.

If it is determined that the on-scene physician is capable of directing patient care
and he/she wishes to do so, the medical command physician must inform
the on-scene physician that they must accompany the patient, in the
ambulance to the hospital, assume all aspects of patient care and sign
the prehospital trip report form.

Patient Destination

Patient choice policies in the Commonwealth of Pennsylvania indicate that
patients should be transported to the hospital of their choice (within the
ambulance services response area). In the following situation:

If the hospital is a recognized receiving facility identified by the regional
EMS council and approved by the Pennsylvania Department of
Health; and

If the patient is competent and has been informed of the potential
consequences of his/her decision; and
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If in the opinion of the medical command physician this would not
endanger the welfare of the patient.

If a facility preference has not been expressed, the patient will be transported
from the scene of the incident to the closest most appropriate receiving
facility.

In situations involving medical command direction, and where a preference has
not been expressed, the patient will be transported from the scene to the
most appropriate facility according to the direction provided by the
medical command physician.

In those situations in which the patient or an adult family member refuses
transportation to the receiving facility recommended by the
medical command physician, the patient may be transported to
the facility of their choice at the discretion of the command
physician. However, the incident must be documented by the
command physician and prehospital personnel and should
include:

The facility recommended by the command physician
The clinical symptoms on which such a transport was based
The patient's choice of facility

Information provided to the patient or family to fully inform them
of potential consequences of their refusal

Signatures of involved prehospital personnel and the patient or
adult family member.

Critical Patient Transport - Trauma, Triage, and Transfer policies

Transport of critical patients from the field by EMS personnel should be to the
closest appropriate receiving facility in accordance with regional EMS
council Trauma, Triage and Transfer policies. The medical command
physician should be aware of these policies to better direct prehospital
providers.

Bypass Policies

Regional EMS councils and receiving facilities are, by Law, required to
develop Bypass Protocols to triage patients to appropriate
facilities in special situations.

The medical command physician should be aware of these
policies to better direct prehospital providers.

Good Samaritan Laws
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