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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.
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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
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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
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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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