EMERGENCY MEDICAL SERVICES
COMMISSION MEETING MINUTES

DATE: November 14, 2019
TIME: 10:00am
LOCATION: Zionsville Town Hall

1100 W. Oak St.
Zionsville, IN 46077
MEMBERS PRESENT: G. Lee Turpen !l
Myron Mackey
Mike Garvey
Matthew McCullough
Sara Brown
Darin Hoggatt
Thomas A Lardaro
John P. Ryan
Andrew Bowman
John Brown
Terri Hamilton
Melanie Jane Craigin
John P. Ryan
MEMBERS NOT PRESENT: John Zartman
Charles Valentine

Stephen Champion

{Private Ambulance)

(EMTs)

(Indiana State EMS Director)
{Volunteer Fire and EMS)
{Trauma Physician)
(Paramedics}

{Air Medical Services)
(General Public)

(RN)

(Director of Preparedness and Training)
(Volunteer EMS)

{Hospital EMS)

(General Public)

{Training Institution)

{Municipal Fire)

{Medical Doctor)

OTHERS PRESENT: Field Staff, Robin Stump, Tony Pagano, Candice Pope, Kraig Kinney (IDHS EMS counsel), Michelle Allen
(counsel for EMS Commission) and members of the EMS Community.
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CALL TO ORDER AND ROLL CALL

Meeting called to order at 10:03am by Chairman Lee Turpen. Mrs. Candice Pope called roll and announced quorum.
Everyone stood for the Pledge of Allegiance.

ADOPTION OF MINUTES

a.  Adoption of minutes from the November 14, 2019 session.

A motion was made by Commissioner Mackey to approve the minutes as written. The motion was seconded by
Commissioner Bowman. The motion passed.

HONORARY CERTIFICATES

a. Janice Hosmer — Mr. Jason Smith presented. On October 4t Ripley County lost an icon in EMS Janice
Hosmer. She was a volunteer EMT, Paramedic, Primary Instructor for about 15 years, and EMS Coordinator.
Even while sick and in the hospital she insisted on having her laptop so she could try fo continue fo help EMS
and keep up with her duties. Staff presented the Emeritus certificate to her family. Staff is asking for the
Commission's approval.

A motion was made by Commissioner Myron to approve the honorary certificate. The motion was seconded by
Commissioner Hamilton. The motion was approved.

b. Edward “Ed” Hollenbach - Mr. Jason Smith presented. Mr Hollenbach served as an EMA Direct, an EMT at
Franklin County EMS, and currently serves on the Franklin County EMS Board of Directors. Mr. Hollenbach
turned 80 years old this year and decided o retire.

A motion was made by Commissioner Hoggatt to approve the honorary certification. The motion was seconded by
Commissioner Bowman. The motion was approved.

c. Robert Bullock - Mr. Jason Smith read the email request form Jeff Benson into record: | {Jeff Benston) am
writing in reference to see if and what it takes to give someone an Honorary EMT certification. Robert Bullock
has worked for Culberson ems and Hagerstown fire many years, he has tried and tried to get through EMT but
unfortunate he was never able to make it as we tried to help as much as we can and gave him many
opportunities this man with a heart of gold was never able to pass a state test, his reading and writing abilities
over the early years held him back, but that never stopped him from caring; he recently was honored by
Hagerstown fire and | thought maybe if the state ems could honor him with an EMT cert; I'd like to present it the
night of the Culberson Christmas party to him in December. If it all possible or have you (Candice Pope) or
Tony Pagano or Mike Garvey come present it. Bob with health issues basically has stepped aside from fire and
ems.

Any questions let me know thanks
Jeff Benson

A motion was made by Commissioner Bowman to approve the honorary certification. The motion was seconded by
Commissioner S. Brown. The motion was approved.

Chairman Turpen recognized our first Indiana State Medical Director and someone who had great contributions to not only Indiana but
the Nation as he was part of the EAGLES group Dr. Olinger who recently passed away. His contribution to Indiana, the Nation, and the
IndyCar Racing League are just beyond compare, He was a quietly humorous man who had a passion for Emergency Medical Service
both in the field and in the ER. A moment of silence was observed in honor of Dr. QOlinger.
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INDIANA DEPARTMENT OF HEALTH

Ms. Katie Hokanson reported that the Health Department is focusing on the kicking off the overdose data to action grant. The
grant is for $7.1 million a year grant for three (3} years which is a totaf of over $21 million dollars. The goal of this grant is to
analyze our data fo see what action can be taken to help with the opioid epidemic at the local level and the state level. On
September 1 there was a request for proposals for the grant the goal is to grant out over $1.2 million a year for three years to
local communities. The request for proposals closed on October 31, 2019. They have received 47 applications from 45 counties.
The review process has started for the submitted applications. More details will be reported as the process continues. The Labor
of Love Summit will be on December 11" at the JW Marriott. More details can be found at in.gov/laboroflove all of the registration
information and speakers are on the site. The naloxone grant is still on going and can be applied for through the Health
Department. Commissioner Bowman asked about the overdose data to action grant. Ms. Hokanson gave an overview of where
the rest of the grant will be spent.

EMS FOR CHILDREN

Ms. Margo Knefelkamp reported that the EMSC program is moving to the annual performance measures 2 and 3 in January. Al
EMS services will be asked to complete the survey. In October Dr. Elisabeth Weinstein and Ms. Knefelkamp met with Dr.
Kaufmann, Director Garvey, and Robin Stump to discuss the distribution of the survey. Ms. Knefelkamp gave the timeline for the
survey the deadline for complefion is March 31, 2020. Ms. Knefelkamp is looking for a space to hold the IEMS annual breakfast,
If you have a space available please notify Ms. Knefelkamp.

INDIANA EMERGENCY MEDICAL SERVICES ASSOCIATION (IEMSA)

Mr. Nathaniel Metz reported that a list of 20 concerns has been sent to the Medicaid office. The Medicaid office has responded

to the concerns. Southeast Trans and the Medicaid office has met with members of the Association. The Association has
discussed unpaid claims to the providers, denied, and rejected claims. Southeast Trans has promised to work with the
Association to get the claims paid. The last meeting that was held the Association walked away with 18 points to work on to
complete. Mr. Metz further discussed other issues and other unpaid claims. The Association has worked with Representative
Bacon to help push Replica. The Association is working with the Fire Chiefs Association and Perdue University to help work on
the Paramedic shortage but putting together a data mining group. Mr. Metz discussed the goals of the data mine group. Mr.
Metz turned the floor over to Mr. Tom Fentress to talk about the conference. Mr. Fentress announced that the Associations
conference will be on December 5% and 6" in West Lafayette. There will be 16 hours of CE available. Currently 43 people has
registered for the conference. They are hoping for more attendees. Early Bird registration is now opened until tomorrow
(November 15, 2019). Paramedic and EMT students can attend for free. Mr. Fentress discussed briefly some of the topics that
will be covered during the conference.

INTRODUCTION OF THE NEW STATE FIRE MARSHAL

Chairman Turpen gave the floor to Dr. Kaufmann. Dr. Kaufmann infroduced the new State Fire Marshali Stephen Cox. Marshal
Cox brings vision and leadership to the position. Marshall Cox was with the South Bend Fire Department for 26 years were he
was a paramedic, firefighter, instructor, EMS Chief, and Chief of the Department. Marshal Cox is a true friend to EMS. Dr.
Kaufmann tumed the floor over to Marshall Cox. Marshall Cox thanked Dr. Kaufmann for the infroduction. Marshal Cox stated
that he is looking forward to collaborafing with the EMS Commission and EMS providers around the state.

INDIANA FIRE CHIEFS ASSOCIATION

Mr. Douglas Randall the co - chair of the EMS Section stated that they had a very successful conference in September. if anyone
has any ideas or complaints about this year's conference please contact Mr. Randall. Mr. Randall discussed and gave an
overview of the meeting on the 19" of October. At the next meeting Dr. Kaufmann will be giving a state of the state update.
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EMS EDUCATION WORKING GROUP

Mr. Jeffrey Quinn presented (see attachment #1 for presentation) the proposal for the portfolio. After Mr. Quinn's presentation
there was extensive discussion and some public comment regarding the portfolio.

Mr. Quinn congratulated Chief Douglas Randall on the award he received at EMS World Expo.
Chairman Turpen directed for this topic to be tabled until after the Scope of Practice discussion and decision are made.
SCOPE OF PRACTICE

Dr. Kaufmann gave an overview of why the scope of practice is important (see attachment #2 Easy Read of Scope of Practice
excel spreadsheet and #3 for documents and PowerPoint). Dr. Kaufmann went through line by line the Easy to Read Scope of
Practice excel spreadsheet {included in attachment #2). Commission members and staff held discussion as needed throughout
the presentation.

A motion was made by Commissioner Lardaro to approve the suparglottic airway at the EMT level and End tidal CO2 monitoring
and interpretation of waveform capnography for the EMT and AEMT levels. The motion was seconded by Commissioner
8. Brown. The motion was approved.

It was decided by consensus to hold the rest of the approvais or denials until after the completion of the presentation and
discussion of the Scope of Practice.

Discussion was held regarding a timeline or start date for the Scope of Practice.

A motion was made by Commissioner Lardaro to impiement the waveform capnography on March 1, 2020. Discussion was
held. Commissioner Lardaro withdrew his motion.

A motion was made by Commissioner Lardaro fo implement all of the changes for the Scope of Practice on March 1, 2020 fo
give staff time fo put together the training for each section that is approved that is a new skill/information. The motion
was secconded by Commissioner Bowman. The motion was approved.

Discussion of the rest of the Scope of Practice was held.

A motion was made by Commissioner Ryan fo approve the first section of Section One (1) Skili -
Airway/Ventilation/Oxygenation (lines 10-25 on attachment #2) as recommended by the agency. The motion was
seconded by Commissioner Lardaro. The motion was approved.

A motion was made by Commissioner Lardaro to appreve high flow nasal cannula with appropriate medical director approval
at the paramedic level. The motion died.

A motion was made by Commissioner Lardaro fo approve the second section of Secfion One (1) Skill -
Airway/ventilation/oxygenation (lines 28-43 on attachment #2) as recommended by the agency. The motion was
seconded by Commissioner Hoggatt. The motion was approved.

A motion was made by Commissioner Lardaro fo approve Section Two {2) Skill — Cardiovascular/Circulation (line 45-61 on
attachment #2) as presented by the agency. The motion was seconded by Commissioner S. Brown. The motion was
approved.

A motion was made by Commissioner Hoggatt fo approve Section Three (3} Skill — Splinting, Spinal Motion Restriction (SMR),
and Patient Restraint (lines 64-74 on aftachment #2). The motion was seconded by Commissioner Bowman. The motion
was approved.
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A motion was made by Commissioner S. Brown to approve Section Four (4) Skill - Medication Administration - Routes (lines
76-93 on attachment #2) as presented by the agency. Affer discussion Commissioner 8. Brown withdrew her motion.

A motion was made by Commissioner Lardaro to approve Section Four (4) Skill - Medication Administration - Routes (lines 76-
93) with the addition of the language “in conjunction with EMS Commission approved medications.” The motion was
seconded by Commissioner Ryan. The motion was approved.

i

A mofion was made by Commissioner Lardaro fo approve Section Seven (7) Skill - Misceilaneous {lines 123-133 on attachment
#2) as presented by the agency. The motion was seconded by Commissioner Ryan. The motion was approved.

A motion was made by Commissioner Ryan to approve Section Six (6) Skill — IV Initiation/Maintenance Fluids (lines 114121 on
attachment #2) as presented by the agency. The motion was seconded by Commissioner Mackey. The motion was
approved.

A motion was made by Commissioner Ryan to approve Section Five (5) Medical Director Approved Medications (lines 96-112
on attachment #2) as presented by the agency. The motion was seconded by Commissioner Bowman. Discussion
followed. Commissioner Bowman withdrew is second and Commissioner Ryan withdrew his motion.

Discussion followed regarding analgesia medications at the AEMT level and if they should be allowed or not.

A motion was made by Commissioner S. Brown fo except Section Five (5) Medical Director Approved Medications (line 96-112
on attachment #2) as presented by the agency accept for line 103 and 109 remove analgesia at the AEMT level. The motion was
seconded by Commissioner Mackey.  More discussion followed. Commissioner Mackey withdrew his second of the motion.
Commissioner S. Brown withdrew her motion.

A motion was made by Commissioner S. Brown to except Section Five (5) Medical Director Approved Medications (line 96-112
on attachment#2) as presented by the agency accept for line 103 and 109 add “Commission approved medications for AEMT
level”. The motion was seconded by Commissioner Mackey. The motion was approved.

Chairman Turpen called for a break at 1:34pm

Chairman Turpen called the meeting back to order at 1:46pm

Commissioner Hoggatt left the meeting during the break (quorum was still present with his departure).
MOBILE INTERGRATED HEALTH

Dr. Michael Kaufmann presented information and recommendations to the Commission from staff (see attachment #4).

A motion was made by Commissioner Mackey to approve the staff recommendation for the membership representation of the
Advisory Board as a sub-committee for the Mobile Integrated Heaith. The motion was seconded by Commissioner
Lardaro. The motion was approved.

A motion was made by Commissioner Lardaro to have staff bring recommendations to the Commission for approval for the
members of the Advisory Board for the sub-committee and allow the recommended sub-committee to meet prior to the
next Commission meeting to start work. The motion was seconded by Commission Hamilton. The motion was approved.

At this time, Dr. Kaufmann gave an abbreviated State Medical Director’s report. Dr. Kaufmann recognized the work done on
approving the Scope of Practice updates today at the meeting. He also stated that he hopes to see movement on legisiation
being passed regarding the EMS Compact. Dr. Kaufmann reported that the Board of Pharmacy has passed a draft version of
new rules to aliow EMS provider organizations to obtain CSR (controlled substance registration) in Indiana. Mr. Kinney clarified
that IDHS had reviewed and suggested the draft language and that he would provide updates as the rule progressed through the
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rutemaking process.. Dr. Kaufmann also briefly talked about the key performance indicators that were reported on at the end of
last year. Staff is working on updating the report to share with the Commission.

PRACTICAL INFORMATION

Mr. Tony Pagano presented the agency recommendations o use only the new EMT practical sheets as of January 1, 2020,
Discussion followed.

A motion was made by Commissioner Bowman to start only using the new state EMT and EMR practical sheets as of December
1, 2019. The motion was seconded by Commissioner Mackey. The motion was approved.

Mr. Tony Pagano asked that the Commission approve the updated to the state rep manual that coincide with the changes made
fo the state EMR and EMT practical sheets.

A motion was made by Commissioner Bowman to approve and start using the revised State Rep manual as of December 1,
2019. The motion was seconded by Commissioner Mackey. The motion was approved.

Mr. Quinn had to leave the meeting so Mr. Kraig Kinney reopened the discussion on the portfolio that was presented earlier in the meeting.
Mr. Kinney noted that staff was viewing the portfolio as presented earlier by Mr. Quinn as a resource manual rather than the form
to be used. Staff is wanting the portfolio to be used to show competencies of the skills not tested during the state practical exam.
Some discussion followed as well as a few comments from public.

A motion was made by Commissioner Lardarc to approve the portfolio at the EMT level to be used to show competencies of
the skills not tested during the state practical exam and have been defined in the resource manual developed by the
EMS Education Workgroup. The motion was seconded by Commissioner Ryan. The motion passed.

Commissioner Lardaro left at 2:25pm {quorum was still present with his departure).
NEW BUSINESS

a. Chairman Turpen opened the floor to Keith Current for comment. Mr. Current noted issues with finding and
looking up PSID numbers through the Acadis system. Ms. Candice Pope stated that there are two ways fo look
up information there is a site to look up a psid number and there is a way to look up certifications. To look up a
psid number you so not have to have the psid number you have to have a last name and the email address that
the person used to sign up for their psid number. To verify a certification you need the psid number of the person.
To view fraining the provider can request a training report be emailed to them through the state office or from the
individual through their portal account. Ms. Pope also briefly discussed rosters being updated in the Acadis
system.

b. AHA Mission Lifeline Recognitions — Did not come to this meeting

c. Appellant process for Discipline sanction orders - Mr. Kinney asked the Commission to consider appointing a
pane! to from the Commission to hear any disciplinary sanction appeals that may occur until the return of our
regular ALJ who is currently on leave. Ms. Allen pointed out that the law permits the use of an ALJ or a
Commission review panel o hear such actions.

A motion was made by Commissioner Mackey to appoint a panel of 3 Commission members to hear any technical
appeals that may occur until the return of the regular ALJ. The motion was seconded by Commissioner McCullough.
The motion was approved. Commissioner Mackey, Commissioner Bowman, and Commissioner Ryan volunteered
for the panel and was approved for the panel.
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OLD BUSINESS

a. EMS Rule update — Mr. Kinney reported that there is no new news regarding the Stroke Rule. Mr, Kinney stated
that after a meeting with the Governor's office he made some adjustments to the fiscal impact part of the rule
package. Mr. Kinney has completed the fiscal impart update and has submitted the rule package to his supervisor.
It is believe that the rule package will be sent to the Governor’s office possibly still this week.

b. Tabled business and/or waivers — none at this meeting

c. Current ongoing studies

a. CPAP use at the BLS level -This study will no longer be needed after March 1, 2020. No report for this

meeting.
ASSIGNMENTS

a. Past Assignments

i. All past assignments have been completed and reported.

b. Today’s Assignments

. No new assignments made at this meeting

ADMINISTRATIVE PROCEEDINGS

A, Waiver Orders
a. Personnel

i. Pl waiver requests — granted by staff

a.
b.

C.

Order number W0050-2019 Armstrong, Ashely N. - No action required nor taken
Order number W0049-2019 Baumgarder, Christopher P. Sr.- No action required nor taken
Order number W0051-2019 Caffrey, Michael W. - No action required nor taken
Order number W0054-2019 Caprio, Scoft L. - No action required nor faken
Order number W0035-2019 DeBoer, Lisa - No action required nor taken

Order number W0048-2019 Hahus, Leonard A. - No action required nor taken
Order number W0044-2019 Higgins, Zachary D.. - No action required nor taken
Order number W0046-2019 Jones, Alex C. - No acfion required nor taken
Order number W0059-2019 Kinney, Chad. - No action required nor taken

Order number W0043-2019 Lacy, Matthew C. - No action required nor taken
Order number W0047-2018 Lahue, Samantha - No action required nor taken
Order number W0052-2019 Morris, Ronald L. - No action required nor taken
Order number W0055-2019 Onken, Jeffrey - No action required nor taken
Order number W0053-2019 Sternberg, Breven T. - No action required nor taken
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0. "Order number W0042-2019 Rosen, Ari - Na action required nor taken

p. Order number W0036-2019 Schroeder, Robert A. - No action required nor taken
g. Order number W0045-2019 Taylor, Anthony Joseph - No action required nor taken
r.  Order number W0056-2019 Thomas, Zakary - No action required nor taken

s.  Order number W0058-2019 Wagner, Evan - No action required nor taken

i. Extension of temporary certification — granted by staff
a. Order number W0062-2019 Fuoss, William Michael - No action required nor taken
b. Order number W0064-2019 Marshall, Brendan — No action required nor taken
¢.  Order number W0060-2019 Smits, Karissa — No action required nor taken
d. Order number W0063-2019 Whiteaker, Charity — No action required nor taken
ii. Appeal of Denied Waiver — Mr. Kinney presented the appeal of the denial order for Mr. John Purdy
to the Commission. Mr. Purdy had requested additional time past his certification expiration date to
obtain his continuing education requirements due to extensive health issues. Staff had reviewed
the initial waiver request nothing that while staff is sympathetic to Mr. Purdy's health challenges,
traditionally an open-ended extension has not been granted. Discussion and questions regarding
Mr. Purdy's waiver, the denial, and his appeal followed Mr. Kinney’s information.

A motion was made by Commissioner Mackey to modify the order and issue an honorary EMR. After discussion
on the appropriateness of whether to grant a non-requested honorary certification, the motion died.

A motion was made by Commissioner Ryan to fable the appeal until a later meeting to allow staff to obtain more
information and work with Mr. Purdy. The motion was seconded by Commissioner S. Brown. The motion fo table
was approved.

b. Provider
i, 836 IAC 2-7.2-1 (f) — 24 hour coverage — granted by staff
a. Order number W0038-2019 Switzerland County EMS Inc. — No action required nor
taken
B. Disciplinary Orders
a. Personnel
. Rescinded certification
a. Order number 0022-2019 Marshall, Brendan Graham — No action required nor
taken
ii. Letter of Censure
a. Order number 0019-2019 Egley, Keith Allan — No action required nor taken
b. Order number 0016-2019 Mayes, Rebecca (Toni} A. — No action required nor
taken
iil. Rescinding Order
a. Order number 0021-2019 Mayes, Rebecca (Toni) A. — No action required nor
taken
iv. 1 Year Probation
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a. Order number 0018-2019 Guard, Trevorr Richard — No action required nor taken
b. Order number 0012-2019 Reiss, Taylor R. — No action required nor taken

v. 2 Year Probation
a. Order number 0013-2019 Hoffman, Jennie L. — No action required nor taken
b. Order number 0017-2019 Royaity, Alexander Erin — No action reguired nor taken
¢. Order number 0020-2019 Story, Jimmy Lawrence Il — No action required nor taken

STAFF REPORTS

No verbal staff reports were given at this meeting at the Chairman’s discrefion. No action required nor taken.
STATE EMS DIRECTORS REPORT - Director Michael Garvey did not report at this meeting.
STATE MEDICAL DIRECTORS REPORT - Dr. Kaufmann gave his report right after the Mobile Integrated Health report.

CHAIRMAN'S REPORT AND DIRECTION- Chairman Turpen reminded everyone that IEMSA conference is coming up in December.
The EAGLES conference has been moved and is now in Florida in June. Chairman Turpen also reminded everyone of the NAEMSP
conference that is coming up in January.

MEETING DATES FOR 2020

Ms. Pope announced that there were some conflicts with the dates that were originally in the packet for the Commission fo review. The
proposed new dates had been sent out separate and the date for January was still in question. Mr. Steve Gilliam checked the available
date in January. After discussion it was decided to set the January meeting for the 17%.  The 2020 EMS Commission dates are as
follows:

January 17

March 26

May 14

July 9

September 9 - in conjunction with the IERC conference.
November 12

All meeting will be at Zionsville Town Hall unless noted otherwise.
NEXT MEETING

January 17, 2020
10: 00am at
Zionsville Town Hall
1100 W. Oak St.
Zionsville, IN 46077
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ADJOURNMENT

A motion was made by Commissioner Hamilton to adjourn the meeting at 2:50pm. The motion was seconded by
Commissioner Bowman. The motion passed.

ARy |
Approv% ) 14% ZT

G Lee Turpen, Chairman
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Attachment #1



November 14, 2019

Dear-Commissioners,

As you are-aware, over the past few months, the staff along with the work group have been diigently
working to.complete the indiana EMT process. From the new skills exam sheets frem NREMT, the new
psychomotor format and now the new EMT portfolio,

| have attached version 4 of the portfolio draft as well as the presentation intended for the November
meeting for you to review, The portfolia is an extremaly comprehensive document designed for the EMT
candidate as well as the instructor to present the Best Practices. In many cases programs are already

competing a majority of the portfolio and will only need to add the few forms that were no previously
approved,

At the November mieeting, the Work Group would like foryou to consider a few things:

1. The Commission ta.adopt the version 4 draft of the portfolio {included on you packet) 1o be the

3.

indiana EMT Psychomotor Portfolio. This portfolio is best practices and would be a dynamic
document as there are a few items that may need revised as the Commission adopts or approves
other skills. Current example: The Intravenous Maintenance Competency Sheet needs to be
modifted for the indlana EMT and is currently only in a creation phase.

The Work Group would fike to provide support to DR. Kaufmann and reguest that the Commission

approve Waveform Capnography for the EMT Scope of Practice in whale. For assisting in the

verification of an advanced airway such as a Supraglottic in the apneic patient to the assistance in
monitoring oxygenation of COPD and Asthma in a conscious patient.

The Work Group wishes to support the staff decision to totally discontinue the use of the “oid”
indiana Psychomotor Skill Sheets and move to only having the new NREMT Psychomator Sheets
already approved by the Commission.

" The Work Group wishes to express support.to the staff's request to modify the EMR Psychomotor

Exam to include seven (7) statlons and no random stations.

It is always a privileged to present ftems for you to review and our group is greatly appreciative of the
apportunity to remain a part of EMS in Indiana. Thanks,

Chair — (ndfana EMS Education Work Group

317-435-5416

Jeffrey. Quinn@indy gov
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Ihtroduction

The Indiana Department of Homeland Security (IDHS) with the cooperation of the Indiana EMS
Education Work Group and the EMS Commission have developed this Best Practice package for
the implementation of the EMT Psychomotor Competency Portfolio based off of the NREMT
Paramedic Psychomotor Competency Portfolio. The completed portfolio becomes a part of the
student’s permanent educational file and is a prerequisite to seeking initial NREMT EMT
Certification. The Indiana EMT Psychomotor Competency Portfolio (Portfolio) is designed fo
provide the EMT candidate and instructor with a description of what is needed to develop the
competency portfolio and prepare EMT students for state and national EMS certification as well
as providing instructors a best practices model in fulfilling the requirement of IA.C836 4.-2-3:

*“(C) Attesting on forms provided by the agency to the
competency of the course graduates to perform the medijcal
skills required by the certification for which the student
has been trained.”

Psychomotor skills are an important component of safe and effective out-of-hospital care. Delivery
of care, at its most fundamental level, is when and where the importance of EMS is demonstrated
to the public. Compassionate care using the complete affective skill set can result in a positive
image of EMS and fead to medical and public support for the profession, Psychomotor education
begins in the Skills Lab, where psychomotor Jearning takes place. The Skills Lab is the setting for
educational imprinting, cognitive integration, frequent drilling and autonomic development of
psychomotor skills. The Scenarios provide students a contextual opportunity to demonstrate what
they have learned in a simulated environment based upon the psychomotor skills, Once students
have demonstrated skill competence in the simulated environment, they progress to assessing and
{reating real patients in the Clinical and Field Phases with adequate supervision,

For many students, the Clinical and Field Phases provide the first opportunity to actually interact
with a sick or injured patient. The Clinical Phase in a student’s education includes planned,
scheduled, educational student experience with patient contact activities in a hospital’s emergency
department, The Field Phase will include planned, scheduled, educational student time spent on
an EMS unit, which includes observation and skill development with patient contact. The Field
Phase is where the student builds his or her skills, leans scene choreography to include taking
over more and more of the call, how to approach the patient and patient management.

This psychomotor portfolio is designed to provide a framework and evaluation system fo document
psychomotor competency (TAC836 4-2-3) as well as augment and enhance EMT education
programs. Programs that correct]y nse this competency package and adhere to its standards can
attest to the psychomotor competencies of students who are candidates for both State of Indiana
and National EMS Certification by the NREMT and provide the candidate with the best chance of
success with the psychomotor evaluation,

This Manual is intended to provide best case examples of how to implement these tools into EMT
education and provide standards that comprise the current research regarding the acquisition of
psychomotor competency. Clinical and Field Phases of EMT oducation can be conducted in

Ver3
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different ways, and this package is not designed to be prescriptive as to how to deliver that
education, It is 2 compilation of best practices in education, measurement, and documeniation of
psychomotor competency. This Manual does not prescribe the use of these instruments but merely
provides best practice examples. This package should also help improve inter-rater reliability by
attaching minimum standards and helping to standardize the evaluation of skill performances, It is
the goal of this package to provide EMT education programs with instruments and methods to
facilitate consistent recording of student performances and instructions to the svaluator focused at
improving inter-rater reliability. The use of this package serves to document psychomotor
competency that is a prerequisite to EMS certification issued by the NREMT and the State of
Indiana,

The following sections of this document contain descriptions of the Skills and Scenatio Labs,
Clinical and Field Phase and an cssay on Psychomotor Competency. At the end of this Manual are
appendices that contain the individual instructions, evaluation instroments and documents that can
be used to complete an individual stadent portfolio and assist in the development of good
psychomotor domain for an EMT candidate, :

Sldll Lab

The “Pass/Fail Criteria and Average Minimum/Maximum” document (Appendix B} lists the skifls
that must be accomplished to meet the Indiana and NREMT performance requireruents for a
student’s individual porifolio in order to qualify for state and national EMS certification. The
NREMT analyzed data from programs that participated in the pilot study, which are presented in
the last two columns of this document. These nurmbers represent the average of the minimum
number of times sach skill was performed and the average of the maximum number of times cach
skill was performed. Educational programs and their communities of inferest can use these
numbers as a guide when designing their postfolio requirements.

The Skills Lab begins with the use of formative assessments and progresses to use of summative
instruments for all phases of EMT education. The psychomotor domain is comprised of two
subsets, the psycho domain representing procedural knowledge, and the motor domain or using
muscles (and other senses) to actually do or accomplish the skill. Failure to combine these two
domains leads to failure to develop appropriate psychomotor competency, Educational scientists
indicate learning of psychomotor skills follows patterns of skill and knowledge acquisition. The
first phase is a requirement fo know what to do. This means the student roust know
(psycho/procedural knowledge) the steps that together compile delivery of the skill (task list)
(Anderson & Krathwohl, 2001). After the knowledge of how te do a skill has been acquited, the
instructor must adequately demonstrate the skill to his or her students, Complete and proper
demonstration of skills by the instructor is essential as students will imprint the demonstration info
his or her mind and leamn to mimic the actions seen in the demonstration. Faihire to accurately
demonstrate a skill can cause life-long use of bad habits, short cuts or improper technigue.
Following successful demonstration, the new leamer must practice the skill. Practice requires
frequent, accurate feedback by the educator and peers. Close supervision and feedback necessitates
a proper student-to-instructor ratio during this phase of skill acquisition. Previous studies have
suggested that an adequate learning environment for psychomotor skill should not exceed 4 to 8
students per faculty member (Dubrowski & MacRae, 2006; Snider, Seffinger, Ferrill, & Gish,
2012). -
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When students are practicing in the formative phase of education, they are forming habits,
knowledge and skills that they will use throughout theit EMS careers, The primary concern about
formative evaluation is that it puts the power and control of learning into the hands of the student.
A student who does not learn psychomotor precision during the formative phase of his or her
development will fail during delivery of that skill,

Competency of psychomotor skills is not possessed after one successful demonstration of that
particular skill. Competency requires repeated student skill demonstrations {practice) until the
demonsiration of that skill can be automatically delivered during stressful times, io wnfamiliar
places and to patients who are severely il or injured. Autonomic delivery (automation) of a skill
is maintained when the EMS professional can perform the skill without thinling about the steps.
This frees-up working memory (Mayer, 2011) 1o continue the assessment, give directions to Team
Members, and communicate effectively with the patient and others on the scene. Once compstency
in a skill has been achieved, an EMS professional can deliver that skill without thinking about the
steps and adapt to differing situations.

Throughout EMS education, as students increase in knowledge znd skills, they should be placed
in increasingly stressful situations where skills must be performed. One of the first is to accomplish
a skill in front of an instructor or classmates. Repetition of the vast array of psychomotor skills in
a simulated environment is necessary to naturalize the skills and perform them without thinking
about the steps. Repetition is time consuming and therefore expensive. Failure to incorporate
enough repetition in early learning of new skills results in reduced skill retention and the inability
of the student to spontaneously demonstrate that skill in either a testing environment or during
actual patient care. Often, instructors do not have time to provide feedback individually to every
student every time he or she practices a skill. Groups of students can use formative instruments
that include detailed steps outlining entry-level competency during practice. Students evaluating
other students and providing fecdback can be useful once everyone understands the expected
standard. A student whose performance is being compared to the formative instrument can be
judged, and immediate feedback can be provided, Students observing another student’s
performance can frequently learn missed steps, varying or improper techniques and provide
valuable feedback to peers (Weidner & Popp, 2007).

The Skills Lab instruments in the competency package represent a range of importance in skill
delivery. Not every skill is used as often as others, Not every skill is equally complicated and
equally important to the patient’s outcome. Not every skill, if performed improperly, can cause the
same potential for harm, Therefore, some psychomotor skills are more essential to acquire than
others, but all intervenfions carry some risk. Tt is not sensible 1o frequently practice an easy-to-
learn skill that has little bearing on the eventual outcome of critical patient care. However, it is
sensible to practice the most important and higher risk skills with greater frequency. It is imperative
that the educational program has documentation in the student file that show a stodent can deliver
particular skills competently. The package allows some skills, even if they are difficult or
necessary to be accomplished, to be measured by peers because these skills are infrequently used
as part of out-of-hospital care. Instructions for each individual skill will further explain the
measurement and documentation requirements.
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Appendix B of the Mannal includes sample individual Skills evaluation instruments that can be
utilized to evaluate student performance. Neither the State of Indiana nor the NREMT require
their use, but provide them as best practice instruments that have been developed for use by
education programs if they choose. These evaluations can be documented on paper, electronic
format, or with commercially available evaluation instruments as the needs and resources of the
education program dietate.

Clinical Phase
The next phase of EMS education requires the student to move from the skills lab and simulation
environment (skill and scenarie) to interaction with real patients in the clinical and field settings.
Many variables influence skill delivery in the clinical/ field setting. The added stress of movement
out of the laboratory or classroom setting to real patients has an effect on student performance.
Regardless of the student’s stress ievel or the patient’s illness/injury, the psychomotor delivery of -
a patient intervention is essential, The patient’s age, the wrgency of delivery of the skill, the
patient’s level of consciousness and the affect of the patient can place added stress on the EMT
student who is about to perform the intervention.

Clinical Phase evaluations usually take place in an Emergency Department, Patient interaction
opportunities of individual EMT programs may vary, The important point of EMT education is that
students have ample opportunity to interact with a variety of patients who are experiencing a range of
ilinesses and injuries thronghout the various age groups. :

Preceptors or instructors must be present during clinical rotations and should help minimize
student’s errors by instructing them in the proper techniques, providing feedback and evatuating
their performance, Commonly, the preceptor is on duty as an employee of the healthcare
institution. Patient volumes may make instruction and evaluation of studenfs difficult for
preceptors. Preceptors should be familiar with the required documentation required for each
student prior to the clinical rotation,

i Setting up Clinical Sites

Prior to sendm§ students to a clinical site, a formal clinical affiliation agreement or contract must
be in place. Affiliation agreements should include a description of what the students can do at the
site and the responsibilities of the preceptors. The program must ensure that preceptors are
adequately oriented or trained to supervise and coach students. Topics should include purposes of
the rotation, evaluation criteria and tracking tools, and contact information for the educational
program. Clinical sites should have emergency contact information for direct access to the
Program Director and Clinical Coordinator at all times.

Students must have direct interaction with patients and perform skills that he/she will need to
perform in the out-of-hospital setting as an EMT. These skills should be performed under the direct
supervision of a trained preceptor. Performance must be evaluated, and documentation must be
obtained in order to bave validity.

The length of time necessary fo complete the required clinical patient exposures and measurement
is not important. The fmportant part of clinical patient care education is that there are sufficient
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patient contacts with a broad array of patients and conditions that adds to the validity of cognitive
and psychomotor competency of the student. In most cases the EMT student should be able to
obtain a minimum of ten (10) palient contacts and interactions between the Clinical and Field
Phase of eight (8) howurs each as a minimum, B

Field Phase
Field Phase evaluation of field performance assesses a student as a Team Member and is isolated
to evaluation of individual skill delivery or a portion of patient care that is delivered. The student
is not assuming the Team Leader role but integrating with other Team Members. When evalvating
the student’s performance as a Team Member, only the portion of care completed by the student
15 evaluated. The Team Member role contains an affective component and evaluates the student’s
cognitive understanding of complete patient care that EMTs are expected to deliver.

Preceptor Preparation, Training, and Expectations

Preceptors have varying degrees of interest in student education. Therefore, requirements placed
upon preceptors by EMT education programs must be efficient and effective. The goal of the
clinical educational experience should be to ensure that each student interacts with patients and
provides care while under the ditect observation of a preceptor or instructor in a controlled clinical
environment. In order for the stndent fo benefit from this interaction, the preceptor must allow the
student to conduct a patient history and physical examination followed by a discussion tegarding
the patient’s diagnosis and field care plan, If the patient needs a therapeutic intervention, the
preceptor also needs to evaluate and document the student’s performance as compared to the
accepted standard. The interaction between the student, patient and preceptor is dynamic, and the
affective skills of the student also need to be evaluated by the preceptor. The final step is for the
student and preceptor to complete a standardized evalvation of the student performance and for
the student to document the patient contact for evaluation by the EMT education program.

Evaluation Instruments

Evaluation instruments and documentation of student performance must be brief, easy to
understand and effective in measurement of performance. Appendix C is the “Clinical Shifi.
Evaluation Worksheet” To improve inter-rater reliability, “How to Use Clinical Evaluation
Instrument” (Appendix C) describes the correct use of the evaluation instrument and must be
provided to preceptors prior to evaluating the student as a Team Member. These evaluation
instruments must be tied to previously learned skills so that standards learned in the Skills Labs
are catried forward to live patients in a clinical or field sctting. Performance standards that were
learned in the formative phases must be adhered to during clinical evaluations and throughout
clinical and field rotations. ' -
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Educational Programs need to develop a system for returning completed instruments to the
program. This system should employ methods to prevent alteration of the evaluation by the student
and/or discarding of the evaluation instrument by the student. Systems that allow students to alter
preceptor-completed evaluations and/or make it possible for students to throw away wnsuccessful
patient evaluations are not valid.

Psychomotor Competency

Competency is the extent to which an individual can handie the various sitvations that arise in the
area of practice. The clinician who is competent, regardless of the complexity of the call, performs
within the standard of care. The clinician who is incompetent needs partners to assist, direct or
even perform an action when the performance approaches an unacceptable level. Perfection in a
clinical occupation such as Emergency Medical Technician will not be demonstrated on every call
or every day throughout an individual’s carcer. There are {00 many variables in patient
presentations, ages, ilinesses, injuries and idiosyncratic responses to expect the ideal outcome on
every call. Because of these variables, continuous education must be a part of continued
competency.

The primary problem for educators and even those who certify and license is, “When has the
student reached a level of competency that is comprehensive enough to be able to safely and
effectively practice?” This is a research question, and its answer is contained within psychometrics
and judgment. This competency package requires that some of the variables that ensure
competency be acquired by the student. First is the requirement that an adequate sample of skills
and patient presentations be obtained as part of EMT education. In order to meet the requirements
of this package, a student must be evaluated while in contact with simulated patients who have
many types of injuries and ilinesses,

The sample size of patient interactions is further required in a hospital or clinic where students
must interface with patients having all types of illnesses and injuries in varying age groups,
Because patients congregate at hospitals and clinics, it may be the best environment for students
to efficiently interact with them. Medical education is important to the American public and
therefore most patients understand the value of allowing students to interact with them and perform
certain skills. EMS education programs must ensure that their students have an appropriate
opportunity to see adequate numbers of patients with varying illnesses and injuries thronghout the
" educational experience. These adequate numbers of patients provide the first needed step towards
competency: sample size,

The second step of ensuring competency is evaluation. Allowing students to matriculate through
the educational processes without evaluation provides no assurance that competency has been
obtained. Allowing students adequate time to practice skills in the laboratory without any final
measurement of skill acquisition does not validate competency. Scheduling students in the Clinical
or Field Phases without tracking the types of patients they encounter does not ensure an adequate
sample of patient contacts or validate competency. Failure to evaluate students during their
interaction with the patient does not ensure competency. Evaluations can be specific to a
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psychomotor skill, such as, “Can the student obtain baseline vitals or not?” This type of tracking
is important because it provides documentation of the sample. However, it is not only enough to
know the numerical values for vital signs, but also that it was performed within the contex{ of
proper patient care.

Practicing skills and interacting with patients without evaluation and documentation does not lead
to competency validation. Sending students to the hospital or field to see how patient care is
delivered does not lead to student competency, The student must perform assessments, interviews,
skill interventions and be evaluated on his or her performance for feedback purposes and to
document competency. Remember, competency caonot be obtained without documented
evaluation.

When one considets all of the skills of an EMT and all of the types of patient interactions that
should occur, it becomes complicated to determine how much education and exposure is adequate.
This requites the application of a third step in psychomotor competency: extrapolation. A student
cannof interact with patients who are suffering every known disease to mankind. A student cannot
be required to remain in the Clinical or Field Phases until every skill is performed on a live patient.
Opportunities are not controlled by the student. Patient volume and who happens to get sick while
students are completing their clinical and field phases affect these opportunities, What can be
ensured is that the student’s Clinical and Field Phases were comprised of a large enough sample
of varying patients and that the interactions wete measured and documented.

Only when the student’s Clinical and Field Phase evaluations have been documented can the
tesults be extrapolated to make a reasonable judgment of competency. Students in EMS education
must have a large enough sample that includes measurement in order to extrapolate that the student
has reached enfry-level competency to safely and effectively practice, Lastly, education and
competency are essential. It centers on validity and frust, Validity is difficult to comtrol in
psychomotor competency, For example, two judges can see the same performance and mark
(score) the performance in different ways. The scoring can be dramatically different or vary
slightly depending on the judge’s bias, observational attention and eurrent knowledge of the
standard,

Licensure and certification are designed to protect the public. Currently in EMS we require
applicants for certification to demonstrate psychomotor competency as part of the process, This
demonstration contains components of psychomotor competency validation, Candidates who are
competent when testing should successfully demonstrate that competency in front of judges in a
simulated environment. Pass rates on performance examinations should be high because
candidates should not attempt the examination without having demonstrated psychomotor
competency as part of successflly completing the educational process.

Performance examinafions for certification are only able to evaluate a small sample of the entire
psychomotor domain necessary for the occupation. The NREMT and State of Indiana require a
suramative psychomotor performance examination as part of EMS eertification, This psychomotor
examination provides an outside validation of competency over a representative sample of core
skills (Trauma Assessment, Medical Assessment, Cardiac Arrest, Supraglotic Airway, Ventilation
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of the Apneic Patient and Bleeding and Shock Management). This outside validation, coupled with
the portfolio during the educational process, form the entire basis for judging psychomotor
competence, Strengthening psychomotor education is good for the student, the educational
progtam, the accreditation body, the certification and licensure body, the EMS system and most
importantly, the public. Competent psychomotor and affective skills are the cornerstone of quality
EMS care and are essential for helping to ensure a high level of professional knowledge, skills and
behaviors of EMS Professionals, '
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Appendix A
I;sychomotor Exam Sheets
Formally evaluated by the State of Indiana:
Station 1: Patient Assessment Trauma Patient
Station 2: Patient Assessment Medical Patient
Station 3: Cardiac Arrest/ AED
Station 4: Ventilation of the Apneic Adult Patient
Station 5: Spinal Immobilization Supine
Station 6: Supraglotic Airway
Station 7: Bleeding Control and Shock Management

Skills that must be evaluated prior to the EMT candidate’s eligibility for
cettification psychomotor examination and included in the candidate’s portfolio

* Long Bone
* Joint Injury
* Oxygen Preparation
* Traction Splint
* CPAP
* Intramuscular Medication Administration
* Intranasal Medicatioﬁ Administration
* Inhaled Medication Administration
¥ Glucometer

* 12 lead Acquisition

* Skills that must be incinded in the candidate’s portfolio fo show competency, however will not
be evaluated at the formal psychomotot examination administered by the State of Indiana.
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OMOTOR SKILLS ERGENGY MEDIC/ ICES CERTIFIGATIO
EXAMINATION REPORT o, I st
State Form 54507 (Re /1-17) . Telephane: +-800-666-7784

INSTRUCTIONS: 1. Please lype or print clearly.
2 Candidates must read and sign where indicated before sxaminalion begins.

S e : | REGISTRANT INFORMATION-
Course humber - Driver's license number

Name {fasl, firsl, middie inilial) ’ Fublic Safety Idendification (PSED) number

Addrese ghumber and sireel, oily, stale, ong ZIP code}

Date of birth (month, day, year) E-mall addrass Teiephans number
Name of fraining Instilution Examinafion slle ( )
EXAMINATION RESULTS o
Daie of examitation {month, day, year} nitial: Ratost numher:
Seclop 1 | Patient Assessment / Managament - Trauma []Pass [} Fal Orass” [ Fail
’ Sestion 2 | Pafieni Agsessment / Managament - Medical . {}Pass ' [} Fail [] Pass [ Fall
Secfion 3 | Cardiac Arrest Managetment / AED [} pass ] Fall {MPass [ Fall
Secfion 4 § BVM Ventilatlon of an Apngic Adult Patient [ Pass [ Fall {3 Pass (1 Fait
Section5 | Supragiottic Alrway Device , [jPass [lFal [IPass [ Fai
Secllon 8 | Spinal Immobllization (Supine) ) O Pass [ Fail ] Pass CFall
Saclion 7 | Blaeding Contral / Shock Managerent [1Pass [ Fatt [ Pass [ Fail

A PRACTICAL SKILLS EXAMINATION:PASS ! FAIL CRITERIA

1. | Gandidates falling three (3} or fewer stalicns may re-test the sidii(s) falled on the same day of the examinaion.

2. | Candidates falling a same day re-test must re-test those falled skills on a different day with a different examiner.

Candidates falling a sihgle skill three (3) timas, or falls four (4) or more stations constilites faliure of the praciical skdls
3 | oxamination, i

£ | Candidates who fall the Practical Skills Examination may re-test the entire examination only after documented remedial training.

"6. | Candidates who tust take the entire Practical Sidils Examination a second time, itlems 1-3 above apply.

g, | Fallure to pass the Practical Skilts Examination a secord time constitutes failure of the Practical Skilis Examination and requires
* | the candidate to {ake the entire EMT Tralning Program over,

Test results announced on the day of the examinaion are PRELIMINARY AND UNOFFICIAL, . Results are nof final unti
7. | reviewed by Indiana Department of Homeland Secrity Certifications staff. The Candidate wilt be notified by mail in the event
the prafiminary resulfs of the examination ARE NOT upheld upon review.

EMERGENCY MEDICAL SERVICES REGISTRANT SIGNATURE

By my signature below, | acknowladge thai | have read and understand the Pass / Fail testing criterla fisted in lams 1-7 above,

Signalura of EMT tapdidate Date {monih, day, year] .
Stale represenialive comments:
Stgnature of mpresentilive Date fmonth, day, year]
" FOR OFFICE USE ONLY :
Staft initiais Data fmenth, day, yesr)
[ Pass [3 Fak - f
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Indiana Emergency Medical Technician Psychomotor
Examination

PATIENT ASSESSMENT/MANAGEMENT — TRAUMA

Candidate: ‘ Exarminer:

Date: — Signature:

Scenario #

Actual Time Started; _ Note! Areas danoted Ly “ may be integrated within sequense of Primary Survey/Resustitation

Possible
Points

Poinis
Awarded

Takes or verballizes appmpnate PPE precauimns

1

1

“SEENESIZE-OP ~

Delarmines the scenelsi!uahm is safe

Datermines the mechanism of infury/nature of finess

Delermines the number of pattents

Requesis addifional EMS assistance if hecessary

Considers stabiizalion of the spine

[SCN SN [P Ry Y

BRIMARY SURVEY/RESUSCITATION .

Verbalizes general impression of the patient

Determines responsivenessitevel of consciousness

Determines chief complaint/apparent lile-threats

Alrway
-Opens and assesses airway {1 point) -Inserts adjundt as Indicaled {1 poiny)

M el

Breathing
~Assess breathing (1 point) -Assures adaguale ventiiation {1 poinf}
-Inffisles appropriale exygen therapy (1 poinl) -Manages any injury which may compromise brealhingfveniitalion {1 polnt

Circulalion
-Cheoks puise (1poinh
-Assess skin feither skin color, termperature or condition] {1 point)
“-Assesses for and controls major bleeding If present (1 point)
-Infliates shock management [posifions patlent properdy, conserves body heat] (1 painy

Identifies patient pnaﬁ!y arn:[ makes treatmenmranspﬂﬁ dec:sraﬂ {based upon cateulaled GCS)

HISTORY TAKING . - N :

Obiains baseling vital signs 1must Include BP P and R} (1 po%n!)

Altempts o obialn SAMPLE history

SECONDARY ASSESSMENT .

Head
-inspects and paipales scalp and ears {1 polnt) ** ‘-Assesses eyes (1 point)

-inspects mouth™, nose** and assesses facial area (1 point)

Necktt .
«Checks pasition of irachea {1 point) -Checks jugular veins (1 point) -Palpates cervical spine {1 poid)

Chest™
-inspecls chest (1 point) ~Palpales chest (1 point) -Ausculiales chest {1 poind)

3

Abdomen/pelvis**
-lrspecls and palpates abdomen (1 point) -Assesses pelvis {1 point)
~Verbalizes assessment of genitaliz/porineum as needed (1 point)

Lower extramifies**
nspects, palpates and a molor, sensory and distal diretilatory funcions (1 poinlfieg)

Upper extremifies
-Inspecis, palpates and assesses motor, sensory and disglal glroulaiory funclions {1 poinlfarm)

Posterior thorax, tumber and buttocks™
~Inspects and palpales posterior thorax {1 point) -Inspects and palpates lumbar and butiocks areas (1 peint)

Manages secondary Injkmes and wuunds appmpnately

el IR - R 5

. REASSESSMERT

Demonsirates how and when 1o reassess the pafient

Actual Time Ended: TOTAL

CRITICAL CRITERIA
Faiture {o inikiate or call for transport of the patient within 10 minwe fme fimit
Fakure to lake or verbalize approprizte PPE precautions
Fatiure to determine scane safety
Faliure to assess for and provide spinal prolection when indleated
Fallure to volee and ullimately provide high coneentration axygen
Failure to assess/provide adeguate ventiiation
Failure to find or appropriately manage problems associaled with alrway, breathing, hemorhage or shock
___Fallyre to differentiate palient’s need for imvmediate lransporiation versus centinued assessmentirealment at he scens
e Performs other assessment before assessingftresting threats Lo airway, breathing ard circutation
— _Failurelo manags the patlent as a competent EMT
Exhibits unatcepiable affac with patient or olber personne!
____Uses ororders a dangercus of Jnappropriaie inlervention

You must factuslly document your rationale for checking any of the above crifical items on e reverse side of this form.

L
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PATIENT ASSESSMENT/MANAGEMENT ~ MEDICAL

Candidate: Examiner:

Date: Signature;

Scenario #

Actuaal Time Started:

Possible
Points

Points
Awarded

Takes or verbalizes appropnala PPE precauteo:zs

1

SCENE SIZep

Determines the scenelsituaiinn is safe

Deterinines the mechanizm of injuryinature of itness

Determines e number of patlents

Requests additional EMS assistance If necessary

Considers siabiiization of the spine

JErNg QU 'S U Y

PRIMARY-SURVEY/RESUSGITATION -

Vearbalizas the general impression of the patient

e

Determines responsiveness/level of consciousness (AVPL)

Delermines chlef complaint/apparent life-threals

Assesses airway and hreathing
-Assassment {1 poin) -Assures adeguate ventilation {4 point)  -Inifiates appropriale oxygen therapy (1 point}

Assesses cireulafion
~Agsessesicontiols major bleading (1 polnt) -Checks pulse {1 point}
-Assesses skin [elther skin color, lemperature or condition] {1 point)

Idenlifies palient priority and makes treatmen%ﬂmnspod detision

‘HISTORY TAKING

Hislory of the present iiness

-Onsel {1 point) -Qualily (1 point) -Severity {1 point)
-Provocation {1 paint) -Radlation (1 point) -Time {1 poinf)
-Clarifying questions of associated signs and symptoms related to OPQRST (2 points)

Past medical history
~Allergies {1 point) -Past pertinent history {1 point) -Events leading lo present iliness (1 point)
-Medications (1 point) Last oratintake {1 poinf)

SECONDARY ASSESSMENT

Assesses affecled body parifsystem
-Cardiovasewdar -Neurclogical . Antegumentary -Reprodustive
-Pulmonary -Museujoskeletal -GHGU ~Psychological/Social

VITAL SIGNS

-Blood pressure (1 poind) -Pulse {1 point) -Respiratory rate and quality (1 poini each}

States feld impression of patient

interventions {verba!xzes proper :nlarvenlrons/treahneni}

REASSESSMENT

Demonsirates how and when to reassess the patlent to delermine changes in condition

Provides accarste verbal repori to arriving EMS unil

Actual Time Ended: TOTAL

CRITICALCRITERIA

. Faiture to infliaie or call for transport of the patient within 15 minute ime mit

_____ Fatlure {o take or verbalize sppropriste PPE precaulions

___ Faitura to determine scene safely before approaching patient

____ Failure to volce ahd uliimalely provide appropriate oxygen therapy

Faliure 1o assess/provide adequate ventitation

Faliure lo find or approprialely manage problems associated with aiway, brealhing, hemorbage or shock
Fafure to diffiereniiate patient's need for immediate traneportation versue continued assessment or treatment al the scene
Performs secondary examination before assessing and realing threals 1o airway, breathing and circufation
Crders & dapgerous of inappropriate Intervention

Fafiure to provide acturate repor to ardving EMS unil

o FEIUE to manage the patlent as a compelent EMT

- Exhibits unacceptable affect with patien! or ofher personnet

... Uses ar orders a dangerous or inapproprizte inlervention

Yau must factually document your rafionale for checking any af the above critlcal ifems on the reverse sitle of this form,
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Indiana Emergency Medical Technician
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CARDIAC ARREST MANAGEMENT / AED

Candidate: Examiner

Date: Signature:

Passible Points
Acfual Time Started: Paints Awarded

Takes or verballzes appropriate PPE pracsutions ‘ 1

Determines the scenefsituafion is safe

Checks patient responslveness

Dirsct assistant to retrieve AED

Raquests additional EMS assistance

ke ot ] o |

Checks breathing and pulse sinullaneously

?NOTE After checklﬂg resppnsiveness, then checking breathing and puise for no more than 10 seconds,
exammer informs cand:date, “The patient js unresponsive, apneic and pulseless,”

Immediately begins chest compressions [adaquate depth and rate; allows the chest to recoil completely) 1

Performs 2 minutes of high-quality, 1-rescuer adull CPR
-Adequate depth and rate {1 point)
~Carrest compressiondo-ventilation ratio {1 point)
~-Allows the chest to recoil completely (1 point)
-Adequate volumes for each breath {1 point)
-Mm:mai mterrupnons of no more than 10 saconds (hratighout (1 point)

), candidite assesses patjent and Secand rescuer resumes compressfons wb‘ '

Tums on power te AED

1
Follows prompts and cormectly altaches AED to paftient 1
Stops CPR and ensures all individuals are dlear of the patient during rhythm analysls 1
Ensures that alt individuals are clear of the patient and defivers shock from AED 1
immediately directs rescuer to resume chest compressions 1

Agtial Time Ended: ’ TOTAL 17

Critical Criterla
____Failure to take or verbalize appropriate PPE pracautions
Failure ta check responsivaness, then check breathing and pulse s:multaneousw for no mote than 10 seconds
Failure to Immediately begin chest campressions as soon as pulselessness is confirmed
Failure to demonsirate acceplable high-quality, 1-rescuer aduil CPR
interfupts CPR for more han 10 secands at any point
Fallure to comectly attach the AED to the patlent
Failure to operate the AED propetly
Failure to deliver shock in a timely manner
Faflure 1o ensurs that all individuals are clear of pauent during rhythem analysns aﬂd befors de!weﬂng shock
|verhalizes “All clear” and observes)
___Fallure to immediataly resume compressiona after shock dalivered
_____Fallure to manage the patient as a competant EMT
____Exhibits unacceptable affect with pafient or other parsonnel
____Uses ar orders a dangerous or inappropriate intervention

You must factually document your rationale for checking any of the above crifical items on the reverse side of this form.




indiana Emergency Medical Technician
Psychomotor Examination
BVM VENTILATION OF AN APNEIC ADULT PATIENT

Candidate; Examiner;

Date; o Signature:

Actual Time Started: Passible Points

e . Points  Awarded

‘Takes or verbalizes appropriate PPE precaulions 1

Checks responsiveness 1

Requests addifional EMS assistance 1

Checks breathmg and pulse simultaneously . i

sresponsiveness, then checkin br:eathmg and pulse fof’ no frofe than 10 seconds examiner.infol

Prepares g!d suction cathetar

Inserls rigid suctions catheter without applying suction

Suclions the mouth and oropharynx

HIOTE The examinermitst mow jnform'the candldate, [The mouth and oropharynx are clear”, Lo

Gperss the aiway manually K

Inserts oropharyngeal airway i

- NOTE! The. ‘examiner-must now inform the: canhdidate. "No gag reflex is present, and the patiénit accapts the airidy. adfunel
“Ventliates the patient tmmadiateiy using a BVM device unattached o oXygen
[““Award this point if candidate elects to ventilate Initially with BYM attached to reservolr and exygen so long as 1
first vantliation is defiverad within 30 seconds.}

P NOTE: ThHegkiminetmustnonin fornr'the Egpdidate that ventjlation Is being properly, performed without difffeudty, - S

i
) 1

Turns on power to suction device or relreves manual sucﬁon device : i
1

1

Rs-checks pulse for no more than 10 seconds 1
Altaches the BVM assembly [mask, bag, resarvolr] to oxyden {15 Liminule] 1
Ventilates the patient adequately

-Proper volume to cause visible chest rise {1 point) 2

-Proper rate {10 'tzlmmute (1 ventiiation every 5-8 seconds)} {1 poini)
1 , “How, would you know Jf you.are deli ering appropmate vol

vigachsventilalion 74 :
Actual Time Ended: TOTAL 16

CRITICAL CRITERIA

After sustioning the patient, failure to initiate ventiations within 30 seconds or intarrupts ventifalions for greater than 30 seconds at any fime
Fafiure io take or verbalize appropriate PPE precautions

Failura to suction afrway before vaniilating the palient

Sudlibns the pafient for an excessive and prolonged time

. Failure lo check responsiveness, then check breathing and pulse simultaneously for no more than 10 seconds
Falure bo voice and uliimately provide high oxygen cancenlration [at ieast 85%])

Fallure ko veniiate the patlent at a rate of 10~ 12iminute {1 ventiialion svery 5 — € sacands)

Fafiure o provide adequate volumes per breath {maximum 2 enorsfminute permissible]

Insertion or uss of any adjunct in a manner dangerous Lo the pafient

Falture io manage the patient as a compeient EMT

Exhitits Unacceptable affiest with patient or other personnel

____Uses ororders a dangerous or Inappropriate interventlon

You must factually doctment your rationale jor checking any of the above crifical items on the reverse side of this form.




indiana Emergency Medical Technician
Psychomotar Examination -

SUPRAGLOTTIC AIRWAY DEVICE

Candidate; Examinar:
Date; Signature:
Device:

NOTE! if candidate elects to initiafly ventilate with BVM attached to resenvalr and oxygen, full credit must be awarded for steps denoted by
“** 50 long s first ventilation is delivered within 30 seconds.

Possibie Points

Actual Time Started: ' Poinfs Awarded
Takes or verbalizes appropriats PPE precautions %
Opens the airday manually ’ 1
EHlevates tangue, inserts simple adjunct [oropharyhgesl or nasopharyngeal dirway] 1
“NOTE;Exaniiner nbw. informs candidale-ns gag reflex is present and patient accepts adjunct
*Ventilates patient immediately with bag-valve-mask device unaftached [o oxygen 1
*\entilates patient with room air 1
-NOTE: Examirier.now inforins candidate that ventilatjon Is belny performed Without difficutty and that pulse oximetry indicates
thepatlents Blot ygen saturation Is 85% -~~~ - .. - ‘ STy : "

Aiiécﬁés oxygeh resérvoir to bag-valve-mask device and connects to high-flow oxygen @ulator

[12 ~ 15 Liminute] 1
Ventitates patlent at a rate of 10— 12/minute (1 venfilation every 5 — 6 seconds) with apprapfiate volumes 3
- NQTE: After 30 seconds,; examiner ausculfates and reports breath sounds are nresent afnd equal biaterally and medical direction
 hég ordered inseriion of a-supraglottic airway. The-examiner MOst now fake over ventilation, ) : -
Ghecks/prepares supragloffic airway devics 1
Lubricates distal tip of the device jmay be verbalized] 1

NOTE! Examiner,fo rémove OPA and move out of the way when candidate is prepared fo insert deviee,

Positions head proparly

Parforms a tongue-jaw hift

Inserls device to proper dapth

- ] aea

Sectires device in patient [inflates cuffs with proper volurmes and immediately removes syringa or
secures strapj

Ventilates patient and confims proper ventilation fcorrect lumen and proper ihsefﬁon depth) by auscultalion 4
bilaterally over lungs and over the epigastrium |

Adjusts ventilation as necessary [ventilates through additional lumen or slightly withdraws tube until 4
ventiation is optimized)]

Verifies proper ube placement by secondary confirmation such as EDD or calorimetric device 1

NOTE: The examiner must now ask the candidate, "How would you know if you are delfvering appropriate volumes with
each ventilation?"

Secures device or confirms that the device femains properly secured 1
Ventilates patient at propey rate and volurne while observing pulse oximster 1
Actual Time Ended: TOTAL 18

Critical Criteria :
. Failure to initiafe ventilations within 30 seconds afler taking body substance isolation precattions or interrupls ventiations for greater than 30
seconds at any fime

F*ailure to take or verbalize appropriate PPE precautions

Faliurs to veice and ultimately provide high oxygen concantration fat leasi 85%]

Eallure to ventifate the patient at a rate of 10 ~ 12/minute {1 ventilation every §— 6 seconds)

Fallure to provide adequate volumes per breath {maximum 2 errors/minute permissibla]

Failure to pre-oxygenate pafient prior to insertion of the supragloltic airway device

Failure to inser! the supragloliic airway device at a proper depth or Incation within 3 attempts

Failure to inflale cuffs properly and immediately ramove the sytinge

Faflure lo secure the strap (if present) prior to cuff inflation

Failure 1o canfirm that palient s being ventilated praperly {correct Jumen and proper insertion depth) by auscultzation bilaterally over lungs and
over the epigastrium

. Insertion or use of any adjuncd in a manner dangerous lo the patient

. Fallure 1o manage the patient as a cornpsetent EMT

—_ Exhiblts unaceeptable affect with patient or other personnal

— Uses or ardars a dangerous or inappropriate Intervention

You must factunlly document your rationale for checking any of the above critical ltems on the reverse side of this form,




Indiana Emergency Medical Technician
Psychomotor Examination
SPINAL IMMOBILIZATION {SUPINE PATIENT)

Cardidate: ‘ Examiner:

e B

Date: Signature;

Actual Time Started: Pl?’i?lgﬂe A‘:.'J;?:Ised

Takes or verballzes appropiiate PPE precautions : 1

Directs assistant to place/maintain head in the neufral, in-fine position

Direcis assistant to maintain manuat stabilization of the head

Reassesses motor, sansory and circulatery function in each exlremtty

Applies approptiately sized extication collar

Fosltlons the immobilization davice appropriately

Directs movement of the patient otito the device withoust combmmlslnq the integrity of the spine

Applies padding o void between the otso and the device as necessary

Immobilizes the patient’s torgo 1o the devite

Evaluates and pads behind the patient's head as necessary

immobilizes the patlent's head to the device

Securas the patient’s leys to the device

Secures the pallent's arms to the davice

UL U T U I S N S R R R A e L )

Reausesses motor, sensory and circulatory function in sach extremity

Aciual Time Ended: TOTAL 14

CRITICAL CRITERIA

__ Failure to immediately direct or take manual stabilization of the head

__ Fallure to properly apply appropriately sized cervical collar before ordering release of manual stablization
_____Reteased or ordered release of manual stabllization before it was maintained mechanically

____ Manipulated or moved the patient excessively causing potential spinal compromise

e H128d immobilized to the device before device sufficiently secured o the torso

. Patient moves excessively up, down, left or right on the device

____ Head immobilization allows for excessive movement

_____Upon completion of immabilization, head is not in & neulral, in-line position

_____ Failure to reassess melor, sensofy and circufatory functions in each extremity after immobilizing patient to the device
____ Failure to manage the paflent as 2 competent EMT :

____ Exhibits unacceptable affect with patient or other personnel

__Uses or orders a dangerous or inappropriate intervention

You must factvally docyment your rationale for chiecking any of the abave critical items on the reverse side of this form.




indiana Emergency Medical Techniclan
Psychomotor Examination
BLEEDING CONTROL/SHOCK MANAGEMENT

Candldate: = Examingr:
Date: Sighature:

. Posgible  Points
Actual Time Started; R Points  Awarded
Takes or verbalizes appropriate PPE precaidions ] 1

Properly positions the patient

1

Administers high concentration oxygen

1

Inifiates steps fo prevent heat loss from the patient 1
indicates the need for immediate transportation 1
7

Actual Time Ended: TOTAL

CRITICAL CRITERIA

____ Failure to take or verbalize appropriate PPE precautions

Faiure ta administer high conceniration oxygen

Fafure to control hemorrhage using correct procedures in a timely manner

Failure to Iridicate the need for immediate ransportation
Fallure o manage ihe patient as a competent EMT
Exhibits unacceptable affect with patlent or other parsonnel

Uses or orders a dangerous of Inappropriate intervention

You must factually document your rationale for checking any of the above crifical items on the reverse side of this form.




Indiana Department of Homeland Security
Emergency Medical Technician Psychomotor Portfolio

Appendix B
Skills Competency Sheets

Obtain A Patient History From an Alert and Oriented Patient — 3 pages
Comprehensive Normal Adult Phiysical Assessment — 4 pages
Cumpiehensive Normeal Pediatric Physical Assessment - 4 pages
Supraglotic Airway — 2 pages

CPAP —~ 2 pages

Trauma Adult Physical Assessment — 3 pages

Spinal Immobilization Supine — 2 pages

Joint Splinting — 1 page

Long Bone - 2 pages

Traction Splinting — 2 Pages

Hemorrhage Control — 1 page 7

Medical and Cardiac Physical Assessment — 4 pages
Intrammuscular Medical Admhistraﬁon —2 pages

Intranasal Medication Administration — 2 pages

Inhaled Medication Administration — 2 pages

Ghucometer — 2 pages

12 Jead Acquisition — 2 Pages

Ver3




Indiana Department of Homeland Security
Emergency Medical Technician Psychomotor Portfolio

Appendix B

Pass/ Fail Criteria and Minimum Passing Scores

Minimum | Minimum | Maximam
Skills Lab Points | Attempis | Attempts
Required
History Taking and Physical Exam
Obtain patient history from an alert and oriented 86 2 8
patient ‘ .
Comprehensive physical exam for an adult 160 2 7
Airway, Oxygenation and Ventilation
Supraglotic Airway Device 38 2 | 17
Tranma
Complete trauma assessment on adult patient 116 2
Spinal immobilization (supine) 34 1
Spinal Immobilization (seated) 36 1
Joint splinting 24 2
Long bone splinting 26 2
Traction splinting - 30 1
Hemorrhage control 24 1
Medical
Medical and cardiac assessment of an adult patient 130 2
Inframuscular injection administration 44 2
Iniranasal medication administration 44 2
Inhaled medication administration 38 2
Glucometer 32 2
12 Jead Acquisition

Ver 3




Indiana Emergency Medical Technician
Psychomotor Competency Portfolio

OBRTAIN A PATIENT HISTORY FROM AN ALERT AND O_RIENTED PATIENT SKILLS LAB
Stmdent Name: Date:

Instructor Evaluaior: Student Evaluator:
Signoture Siguature

SCORING.__

NA Not applicable for this patient
Unsuccessful; required critical ot excessive prompting; inconsistent; not yet sompetent

0
1 Not yet competent, marginal or incopsistent, this includes partial attempts
2 Successful; competent, no prompting necessary

Actual Tixne Started: | [SCORE
Deopphiedata T L T

Age

Weight — estimated/translated to kg

Sex

Ethnic origin

Source of referral

“Who called EMS?” ]

Source of historical information

Who is telling you the information? |

Reliability

Do you believe the patient?

Does the patient have appropriate decision-making capacity to consent for
care’

Is the pat}ent ortented appropuately'?
“Chief compliafnt s

“Why did you caﬂ us‘?’ T

Duration of this eptsodc/complami
“istory of itic presenif illness . MR

Onset

“When did this begin?”
““Was it sudden or gradual?”

Provocation

“What brought this on?”

“Is there anything that makes i betfer or worse?”
Quality

“How would you describe yout pain or symptoms?”

“Tas there been any change in your pain or symptoms since it began?”

Region/Radmtmn

“Can your pomt and show me where your pain or symptoms are jocated?”

“Does the pain move or radiate anywhere else?”

Severity

“How would you rate your level of discomfort right now on a 0— 10 scale?”

“Using the same scale, how bad was your discomiort when this first began?”

Timing ]
“When did your pain or sympforns begin?”

“Is it constant or how does it change over time?”




Setting

Is there anything unique to place or events with this episode?

Treattments

“Have you taken anything to treat this problem?”

Pertinent negatives

Notes any signs or symptoms not present

Converges

Moves Iustm'y fmm bmad to focused to ﬁeId nnprcssmn

Paitmedical- history: R A L S

General health status

‘What does the patient say about his’/her heaith?

Current medications

“What prescribed medications do you currently take?”

“What over-the-couttier medications or home remedies do you currently take?”

“When did you take you last dose of medications?”

“Do you take all your medications as directed?”

Adnlf iilnesses

“What other similar episodes were present?”’

“Is this an acute or chronde illness?”

“What medical care do you currently receive for this illness?”

“What medical care do you currently receive for other illnesses?”

Allergies

“Do vou have any allergies to any medications, foods or other things?”

Operations

What prevmus smgcuas have you had?”

Environmental

Patient nufritional -statos

“Du you. hava any hablmai actmtxes, suah 8 dmgs, alcohol o tobac(}{) usev”
ily history:. R ERr

Questions pat:ent about pcrtment £ rmly medlcal hlstory

“psycliplogicalhistory::

Asks ap ropriate related h:story quest;ons based upon panent presentatlon - _
Vérbakiaport; 5o PR RS TR

Completes succinet report

Identifies pertinent findings

Identifics pettinent negatives

Organization

Orgamzes report in logieal sequence

AT
P 4

Makes the patient feel comfortable

Uses good eye contact

Establishes and maintains proper distance

Uses technigues that show interest in the patient

Professional appearance

Takes notes of findings during history

Preferably uses open-ended questions

Follows patient lead to converge questions




Uses reflection fo gain patient confidence

Shows empathy 1n a professional manner

Actual Time Ended:

TOTAL 112

Critical Criteriz

____ Failure to take or verbalize appropriate PPE precautions

__ Failute to complete an appropriate history

___ Failure to obtain vital information necessary for the proper assessment, management and
diagnosis of the patient’s condition

___ Failure to receive a total score of 86 or greater

Commenis;

STUDENT SELF-EVALUATION (The examiner is to ask the student to reflect on his/her performance
and document his/her response to the following question:)

Were you successful or unsuccessful in this skill? U Successful
{1 Unsuccessful -




Indiana Emergency Medical Technician
Psychomotor Competency Portiolio

COMPREHENSIVE NORMAL ADULT PHYSICAL ASSESSMENT TECHNIQUES SKILLS
LADB

Stadent Name: Dhate;

Instructor Evaluator: Student Bvaluator:

Signaiure Signature

NOTE: The student is to perform a comprehensive physical examination (well physical

examination) on a patient who has no complaint or distress.
' < o SCORING - -

N/A — Not apbiiéabio for this patient

Unsuccessful; required critical ot excessive prompting; inconsistent; not yet competent

Not yet competent, marginal or inconsistent, this includes partial attempts

o

Successful; competent, no prompting necessary

Actua) Time Started: ' SCORE |

Anitial.gendfal bmpression- & ' .

Appearance

Spesks when approached

Facial expression

Skin color

Eye contact

Weight - estimated/transiated to kg

Worl of breathing

Posture, ease of movement

Odors of body or breath

Dress, hygiene, grooming

Level of consciousness/mental status

Speech

Quantity

Rate

Vohime

Articulation of words

Flaenoy

Mood

Orientation

Time

Place

Person

Memory

Recent

Long term




- Assosses baselinevital signs .. - 5 -

Vita! gigns -

Blood pressute

Pulses — radial, carotid

Pulse rate

Pulse amplification

Regpirations

Respiratory 1ate

Tidal volume

Temperature — oral, tympanic, rectal

5p0;

Secondary physicatexaniination.: i odi

Skin

Colors —~ﬁushed,. jaundiced, pallor, cyanotic

Moisture — dryness, sweating, oiliness

Temperature — hot or cool to touch

Turgor

Lesions — types, location, arrangement

Nails — condition, cleanliness, growth

Head and neck

Hair

Scalp

Skuil

Face

Eyes

Acuity— vision is clear and free of disturbance

Appearance - color, iris clear

Pupils - size, reaction 1o light

Extraocular movements — up, down, both sides

Bars

External ear

Far canal — drainage, clear

Hearing — present/absent

Nose

Deformity

Alr movement

Mouth

Opens willingly

Jaw tension

Mucosal color

Moistare

Upper airway patent

“Necl:

Trachea - midline

Tugular veins — appearance with patient position




Chest

Chest wall movement — sxpansion

Skin color —closed wounds

Integrity

Open wounds

Rib stability

Presence/absence of pain

Lower Airway

Auscultation — anterior and posterior

Normal sounds and location

Tracheal

Bronchial

Bronchovesicular

Vesicular

Heart and blood vessels

Heatt

Apical pulse

Sounds

S

S

Arterial pulses ~

Locate with sach body area examined

Abdomen

Color — closed wounds

Open wounds

Size, symmetry, shape

Scars

Distention

Auscultation

Palpation — quadrants, magses, tenderness, rigidity

Back

Color — closed wounds

Open wounds

Size, symmetry, shape

Scars

Palpation — tenderness, rigidity, masses

Pelvis

Stability

Male genitalia — inguires about:

‘Wounds, rashes, external Jesions

Drainage

Fernale penitalia (non-pregnant) — inguires about:

‘Wounds, rashes, external lesions

Drainage )

Asks about bleeding or discharge




Musculoskeletal

Legs and fect

Symmetry

Range of motion

Deformity

Skin

Color

Closed wounds

Open wounds

Pulses

Femoral

Poplitea}

Dorsalis pedis

Armes and hands

Symmetry

Range of motion

Deformity

Sldn

Color

Closed wounds

Open wounds

Pulses

Brachial

Radial

CAFTECHvE:

Acéepts evaiuatton and criticism profess:onally

Shows willingness to learn

Interaots with simulated patient and othet personnel in professional manner, i.e. uses
appropriate name, explains procedures, maintains modesty

Actual Time Ended:

TOTAL

. 1208

Critical Criteria

___ Failure to take or verbalize appropriate PPE precautions

___ Failure to adequately assess airway, breathing or circnlation

___ Performs assessment in a-disorganized mannet

F aflure to assess the patient as a competent EMT

~ Exhibits unacceptable affect with patient or other personncl

Performs assessment inappropriately resulting in potentiai i injury to the patient
Failure fo receive a total score of 160 or greater

STUDENT SELF-EVALUATION (The examiner is to ask the student to reflect on his/her performance

and document his/her response 1o the following questions)

Were you successful or unsuccessful in this skill? O Successful
O Unsuccessful




Indiana Emergency Medical Technician
Psychomotor Competency Portfolio

COMPREHENSIVE NORMAL PEDIATRIC PHYSICAL ASSESSMENT TECHNIQUES

SKILISLAB
Student MName: ' Dale: T -
Instructor Bvalusator: Student Evaluator:
Signature Signature
NOTE: The student is to perform a comprehensive physical examination (well pliysical

examination) on a toddier or school-aped child who has no complaint or distress,
*Choose appropriate age level o

N/A. | Not applicable for this patient
0 | Unsuccesstul; required critical or excessive prompting; inconsistent: not vet competent
1 | Not yet competent, mmarginal or inconsistent, this includes partial attempts

2 | Successful; competent; no prompting necessary

TSCORING. . -

Actnal Time Started: ) ! SCORE
Tnitia} peneral impression - : . o 0 . L
Appearance
Facial expression

Skin color

Work of breathing
Odorg of body or breath

*If toddler or school-aged child:

Activity level

Speaks when addressed

*If school-aged child;

Eye contact

Mood

QOrientation

Time

Place

Person

Memory

Recent

Long term _

iAssessedrbabelinie®Vital signs -

Vital signs

Blood pressure

Pulses - brachial, radial, carotid

Pulse rate

Pulse amplification

Respirations

Respiratory rate

Tidal volume

Temperature — oral, tympanie, rectal

Sp02




Secondary physicaliexamination .- -

Somatic growth

Length

Weight

Head circumference

Skin

. Colars — flushed, jaundicad, pallor, cyanolic

Moisture — dryness, swesting, oiliness

Temperature — hot ot cool to touch

Turgor

Lesions — types, location, arrangsment

Nails — condition, cleanliness, growth

Head and neck

Hair

Scalp

-Skull

Face

Eyes

Acuity — vision is clear.and free of disturbance

Appearance — color, iris clear 1

Pupils — size, reaction fo light

. Bxtraocular movements —up, down, both sides
FEars )

External ear

Bar canal — drainage, clear

Hearing — present/absent

Mose

Deformity

Ailr movemernt

Mouth

Opens willingly

Jaw tension

Mucosal color

Moisture

Upper airway patent

Neck

Trachea — midline

Jugular veins ~ appearance with patient position

Chest

Chest wall movement — expansion

Skin color —closed wounds

Integrity

Open wounds

Rib stability

Presence/absence of pain




Lower airway

Auscuitation — anterior and posterior

Normal sounds and location

“Tracheal
Bronchial
Bronchovesicular
Vesicular
Heart and blood vessels
Heart
Apical pulse
Sounds
5
Sy

Arterial pulses

Locate with each body area examined

Abdomen

Color — closed wounds

Open wounds

Size, symmetry, shape

".Socars

Distention

* Auscultation

Palpation — quadrants, masses, tenderness, rigidity

Back

Color ~ closed wounds

Open wounds

Size, symmeiry, shaps

Scars

Palpation ~ tenderness, rigidity, masses

Pelvis

-Stability

Male genitalia — inspects for:

Wounds, rashes, exiernal lesions, drainage -

Female genitalia — inspects for:

Wounds, rashes, external lesions, drainage

Musculoskeletal

“Legs and feet

Symmetry

Range of motion

Deformity

Skin

Color

Closed wounds

Open wounds

Pulses

Femoral

Popliteal

Dorsalis pedis




Arms and hands

Symmetry e e e

Range of motion .- R R

Deformity

Skin

Color

Closed wounds

Open wounds

Pulses

Brachial -

Radlai

Affective SIS -%'"f v.';.j‘l..:-," S "f:'.' S LR R : Cor el R :L’ [REd

Accepts evaluatmn and cnt: cism professmnaliy

Shows willingness fo learn

Interacts with simulated patient and other personnel in professional manner, i.e. uses
appropriate name, explains procedures, maintains modesty

Actual Time Ended:

TOTAL /1807194

Critical Criteria

___ TFailure to take or verbaliz¢ appropriate PPE precautions
Failure to adequately assess aitway, breathing or circulation
___ Performs assessment in a disorganized manner |
___ Failure to assess the patient as a competent EMT
___ Exhibits unacceptable affect with patient or other personmel
Pe{’forms assessment inappropriately resulting in potential injury to the patient
_ Tailure to receive a total score of 136 (toddler)/146 (school-aged) or greater

Comments:

STUDENT SELF-EVALUATION (The examiner is to ask the student to reflect on his/her performance
ind document his/her response to the following question:)

Were you successful or unsuccessﬁil inthis skill? O Successiul
Q) Unsuceessful




Indiana Emergency Medieal Techaician
Psychomotor Competency Portfolio

SUPRAGLOTTIC. AIRWAY DEVICE ADULT SKILLS LAB

Student Name: Date:
Instractor Evaluatar: . Student Evaluator:
Signalure . Signature
S s SCORING |
NIA Not applicable for this patient
0 Unsuccessful; required critical or excessive prompiing; inconsistent; not yet competent
1 Not yet competent, marginal or inconsistent, this includes partial attempts
2 Successful; competent; no prompting necessary

Actual Time Staried:

iSéldéts; eliecks, assembles. equipment

[ SCORE

BVM with mask and reservoir

Oxygen

Alrway adjuncts

Suction unit with appropriate catheters

Supraglottic airway device

Capnography/capncmetry

Preparespatient. -

Takes appropr:atc PPE ;orecautrons

Manually opens airvay

Inserts adjunct (oropharyngeal or nasophatyngeal airway)

Ventilates patient at a rate of 10— 12/minute and sufficient volume to make chest rise

Atfaches pulse oximeter and notes SpO.

Preoxygendtes patient

Performs insertion’of supraglottic airway. device

Lubricates distal tip of the device

Positions head properly

Perforims a tongue-jaw Jift

Inserts device to proper depth

Secures device. in patient (inflates cuffs with proper volumes and immediately removes
syiinge or secures strap)

Ventilates patient and confirms proper ventilation (comrect [umen and proper insertion
depth) by auscultation bilaterally over lungs and over epigastrium

Adjusts ventilation as necessary {ventilates through additional lumen or slightly
withdraws tube until ventilation is optimized)

 Verifies proper tube placement by secondary confirmation such as capnography,
capnometry, EDD or colorimetric device

Secures device

Ventilates patient at proper rate and volume while observing capnography/capnometry
and pulse oximeter




ST h ‘o . L

“Affective . i

Accepts evaluation and criticism professionally

Shows willingness to learn

Tnteracts with simulated patient and other personnel in professional manner

Actnal Time Ended:

TOTAL

Critical Criteria

___ Failure to initiate ventilations within 30 seconds after taking PPE precautions ot interrupts

ventilations when SpO; is less than 90% at any time
____ Failure to take or verbalize appropriate PPE precautions
___ Ifused, suctions the patient for morte than 10 seconds :
___ Failure to preoxygenate the patient prior to insertion of the supraglottic airway device
___ Tailure to disconnect syringe immediately after inflating any cuff

/50

Faifure to property secure device in patient (cuff inflation or strap placernent pot acceptable)

____ Failure to assure proper tube placement by auscultation bilaterally and over the epigastrium
" Failure to voice and ultimately provide high oxygen concentration Jat least 85%]

___ Failure to ventilate the patient at » tate of at least 10/minute and no more than 12/minute
___ Tailure to provide adequate volumes per breath [maximum 2 etrors/minute permissible]

___ TInsertion or use of any adjunct in a manner dangerous to the patient
___ Exhibits unacceptable affect with patient or other personne]

___ Failurc to demonstrate the ability to manage the patient as a minimally competent EMT

Uses or orders a dangetous ot inappropriate intervention
Failure to receive a total score of 38 or greater

Comments:

STUDENT SELE-EVALUATION (The examiner is to ask the student to reflect on his/her performance

and document his/her response to the following question:)

Were you successful or unsuccessful in this skill? 0 Successful
0O Unsuccessful
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Indiana Emergency Medical Technician -~
Psychomotor Competency Portiolio

CPAP AND PEXP SKILLS LAB FORM

Student Name: ) 7 ’ Date;
Instructor Evaluator: Student Evaluator:
Signature : Signature
A o e - s e 0 SCORING
N/A | Not applicable for this patient
0 | Unsuccessful; required critical or excessive prompting; inconsistent; not yet competent
I | Not yet competent, marginal or inconsistent, this includes partial attempts
2 | Successful; competent; no prompting necessary .
Actual Time Started _ SCORE

“Prepares patient

Takes or verballzes appzopmte PPP pie.c:autlons

Assures adequate biood pressure

Pasitions patient in a position that will optimize ease of ventilation (high Fowler’s)

Assesses patient to identify indications for CPAP:

Congestive heart failure

Pulmonary edema

Asthma

Pneomonia |

COPD

Assesses patient fo identify contraindications for CPAP:

Unconscious, unresponsive, inability to protect airway or inability o speak

Inability to situp

Respiratory arrest or agonal respirations

Nansea/vomiting

Hypotension (systoiic blood pressure < 90 mmHg)

Suspected pneumothorax

Cardiogenic shock

Penetrating chest trauma

Facial anomalies/trauma/burns

Closed head injury

Active upper GI bleeding or lnstory of recent g'tstnc surgf:ry

‘Selecty; checksy assemples'eqaipment . -~ -0 7 . 4 I

Assembles mask and tubing according to manufacturar IﬂStl uctlons

Coaches patient how to breathe through mask

Connects CPAP unit to suitable O supply and attaches breathing circuit to device (not
using oxygen regulator or flow meter)

Turns on powel/oxXygen

Sets device parameters:

Turns the rate (frequency) dial to 8 —12 per minute (bascd on local protocols)

Turns the oxygen concentration dial to the Jowest setting (28 — 29% oxygen)

Titrates oxygen concentration to achieve an Sp0; > 94%

Sets tidal volume to 10 — 12 mL/kg (based on local protocols)

Sets pressure relief valve at =+ 4 cm/H,0 (based on local protocols)

Oceludes tubing to test for peak pressure required to activate pressure relief
valve and adjusts as necessary




| Performs procedure.-

Places mask ovet mouﬂa and nose (}eaves EtCO; nasal cannula n piace)

Titrates CPAP pressure (based on local profocolsidevice dependent):

Max 5 cm L0 for bronchospasm

Max 10 om Ho0 for CHF, pulmonary edema and pneumenia

Max 5 em HyO for pediairic pationts

Coaches patient to breathe normally and adstto air pressure

Frequently teassesses:patient for desired effects:

Decrensed yentilatory distross

Sp0, > 54%

Decreased adventifious lungs sounds

Absence-of complicafions (barotrauma.and pneumothorax)

e I R T

Records settmgs/readmgs and ciucuments appwprxatciy
Affeetive © ;

Acccpts evaluatmn and critmsm pxofess‘wnally

Shows willingness fo learn

Interacts with simulated patient and other personnel in professional manner

Actinal Time Ended:

Critical Criteria
___ Failure to take or verbalize appropriate PPE precautions
___ Failure to identify 2 indicdtions

___ Failure to identify 2 potential complications

Faﬂure to frequently reassess the patient after application of the CPAP device

I"axlure to ensure that the patient understands the procedore

Faﬁme to set the proper parameters for the device (pressure relief, tidal volume, oxygen

concentration, rate, efe.)
Failureto test the pressure relief valve prior-to app lication
Exhiblts unaoceptable affect with patient or other personnel
___ Failureto receive 4 total score of 64 or greater

/84

Comments:

STUDENT SELF-EVALUATION (The examiner is to ask the student to reflect on histher performance

and document his/her response to the follewing-question:)

Were you snccessiul ot unsuocessful in this skill? O Successful
a Unsugoessﬁs[




Indiana Emergency Medical Technician
Psychomotor Competency Portfolio

TRAUMA ADULT PHYSICAL ASSESSMENT SKILLS LAB

:Scene'size-tip

Student Name: ’ Date:
Instructor Fvaluator: Smdent Fvahuator,
Signaturs Signatare
AR AR T . " SCORING )
N/A | Not applicable for this patient

0 Unsuceessful; required critical or excessive prompting; inconsistent; nof yet competent

i Not yet competent, marginal or inconsistent, this includes partial attempts

2 Successful; competent; no prompting necessary.
Actual Tlme St'u‘ied [ SCORE

Safety

Takes appropriate PPE precautions - gloves, gown, goggles, vest, helmet

Hazards — chemical, thermal, atmospheric, electrical, weapons

Environment — bystanders, hostile, ambient temperature, adequate space,
day/might

Number of patients and location

Additional resources — Hazmat, heavy rescue, power company, bystandels, historians,
air medical

Determines mechanista of injury — height of fall, intrusion, ejection, vehicle telemetry
data

Pifient assessientand manigement -,

Begins splnal precautions if indicated |
Prxmarysurvevhesusmtatlon CED R e R

(Genera] impression — patient appearance

Estimates age, gender and weight of patient

Manapes any gross visible hemorrhage ~direct pressure, tourniquet

Level of responsiveness

Awale and oriented l

Response to verbal stimuli

Opens syes

Follows simple commands

Response to painful stimuli

Acknowledges presence of stimuli

Responds to irvitation stimuli

Unresponsive

~ Airway

Assesses alrway — position, obstructions

Manapes airway as appropriate — suction, adjunct, modified jaw thrust

Breathing

Exposes the chest and inspects for injuries

Palpates for instability that impairs breathing — sternuin and ribs

Auscuitates lung sounds — presence, clarity, abnormal sounds

Notes minute volume — rate, tidal volume and equal chest rise and fall

Manages any injury compromising ventilations

Administers oxygen or ventijates with appropriate device —~ BYM, NRB




Circnlation

Pulse

Presence, rate, quality

Skin

Colot, molsture, temperahire

Capillary refill

Removes patient’s clothing

Petforms a rapid, full-body sweep for major hemotrhage or other life-
threatening injuries

Caonirols major hemorrhage when found

Manages life-threatening injuries if necessary

Disability

GCS — calculates score

Pupils — gize, equality, reactivity to light-

Transport decision

Critical — beging immediate packaging for transport

* - Vital signs”.

Non-cr;ttcal contmucd assessment on sccna

Blood piessure

Pulse

Respirations

SpOg

Pain —if approprlate

\'f~

- ™1 BecOhdary, assessment 5o 0o o0l e LT e e e T e

Obtains an oral hxstory pemnent to mtuatlon

History of the present illness/injury

SAMPLE - signs/symptoms; allergies; medications; past medical
history; last meal; events leading up to injury

OPQRST — onset; provocation; guality; region/radiation; severity;
timing

Head and Neck

Immobilization as necessary

Interviews for pain, inspects and Ealpatcs

Scalp/skull

Facial bones

Jaw

Eyes ~PERLA

Mouth

Ears

Nose

Neck

Trachea

Jugular vein status

Cervical spine processes

Manages wounds or splints/supports fractures

Chest

Inspects

Palpates

Auscultates — credit awarded if already performed in Primary survey




Manages any wound not previously treated ]

Abdomen and pelvis

Inspects

Assesses pelvic stebility

Manages any wound not previously ireated

Lower extremities

Ingpects and palpates

Assess distal function — pulse, motor, sensory, perfusion

Manages wounds or splints/supports fractures

Upper extremities

Inspects and palpates

Assesses distal function — pulse, motor, sensory, perfusion

Manages wounds or splints/supports fractures

Posterior thorax, lumbar and buttocks

Inspects and palpates posterior thorax

{nspectq and palpates lumbm and buttocks A
Iransportatmndeczsmn T T T L I SO S S LR

Verbahzas dcstmanon demszon

Otherassossiments and interventions’ . o0 R T T
Utilizes proper diagnostic tools at the approprxate fime—" - glucometer, »
gapnography

Performs appropr;ate traatment at thc correct time - sphntmg, bandagmg

‘~. ., R '
1: .(f:j-,,‘ PR ,.;" ves, b .r . - .;-A

sAffeetive:: GEF e
Explains verbaIIy the use of team mcmbels appropnahely

Accepts evaluation and criticism professionally

Shows willingness to learn

Interacts with simulated patient and other personnel in professional manner
Actual Time Ended:-

TOTAL 1152

Critical Criteria

Failure to recognize life-threatening injuries

Failure to take or verbalize approptiate PPE precautions

Failure to provide spinal precautions according to scenario

Failure to assess or appropriately manage problems associated with airway, breathing,

hemorrhage or shock

____ Failure to perform primary survey/management pnor to secondary assessment/management
____ Failure to attempt to determine the mechanism of injury

" Pailure to assess, manage and package a critical patient within 10 minutes

Failure to manage the patient as a competent EMT

. Exhibits unacceptable affect with patient or other personnel

___ Uses or orders a dangerous or inappropriate intervention

_ Failure to receive a total score of 116 or greater

IHI

STUDENT SELF-EVALUATION (The examiner is fo ask the student to reflect on his/her performance
and document hisfher response to the following question:)

Were you successful or unsuccessful in this skill? [ Sucoessful
0 Unsuceessful




Indiana Emergency Medical Technician - 3.
Psychomotor Competency Portfolio

SPINAL IMMOBILIZATION ADULT (SUPINE, PATIENT) SKILLS LAB

Student Name: Date:
Instructor Evaluator: Student Bvaluator:
Sigaalure Signatire
Coamen o AT e R e SCORING
N/A Not applicable for this patient

0 Unsuccessful; required critical or excessive prompting; inoongistent; not yet competent

i Not yet competent, marginal or inconsistent, this includes partial attempts

2 Suceessful; competent; no prompting necessary
Actual Time Started: [ SCORE |

- Selects, checks; aisembles equipment .

Long spine immobilization device with straps

Cervical collar

Head immobilizer (commercial or improvised)

Padding mate.nal

-a

Trmmobilizes patient-

Takes or verbahzes appropriate PPE plscauuons

Directs assistant to place/maintain head in the neutral, in- ime position

Directs assistant to maintain, manual stabilization of the head

Assures that patient is a reliable historian (sensoriumn not currently altered by drugs or
aloohol; no recent loss of consciousness)

-Assesses motor, sensory and circulatory funetions in each extremity

Applies appropriately sized extrication collar

Positions the immobilization devies appropriately

Directs movement of the patient onto the device without compromising the integrity of
the spine

Applies padding to voids between the torso and the device as necessary

Secures the patient’s torso to the device

Evaluates and pads behind the patient’s head as necessary

Immobilizes the patient’s head to the device

Secures the patient’s legs to the device

Secures the patient’s arms

Reasscsses motor, sensory and c;rculatory functxon in f:aoh extrexmt_y
-Aiffective - PRV T e

Accapts evaiuatlon and CI‘Ithlsm pmfessxonally

Shows willingness to Jeamn

Interacts with simulated patient and other per sonnei in professnonai manner

Actmal Time Ended:

TOTAL

/44




Critical Criteria

___ Did not immediately direct or take manual stabilization of the head -

___ Did not properly apply appropriately sized cervical collar before ordering release of manual
stabilization

___ Released or ordered release of manual stabilization before it was maintained mechanically

_ Manipulated or moved the patient excessively cansing potential for spinal compromise

—_Head immobilized to the device before patient’s torso sufficiently secured to the device

_ Patient moves excessively up, down, left or right on the device

___ Head immobilization allows for excessive movement

___ Upon completion of immobilization, head is not in a nentral, in-line position

~ Did not reassess motor, sensory and circulatory functions in each extremity after securing the patient
fo the device

____ Failure to receive a total score of 34 or greater

Comments:

STUDENT SELF-EVALUATION (Ths examiner is to ask the student to reflect on his/her performance
and document his/her response 1o the following question:)

Were you successful or unsuccessful in this skill? O Successful
U Unsuccessful




Tndiana Emergency Medical Techni(‘:ian
Psychomotor Competency Portfolio

N ) JOINT SPLINTING SKILLS LAB

Student Name: s Date:
Instructer Bvaluator: Student Evaluator:
Signaturm Sigrature
s it o v v SCORING
N/A Not apphcabla fm this patient
0 | Unsuccessful; required critical or excessive prompting; mconslstent not yet compestent
1 Not yet competent, marginal or insonsistent, this includes partial attempts
2 Successful, competent; no prompting necessary
Actual Time Started: [ SCORE
| Selects, cliecks; assembles-eqitipmient -~ - . . - L vy o Lt 0w E T
Cravats
Roller gauze
Splinting material
Paddmg matcnal
- Splints joint* el e L

Tales or velbahzcs appropl 1ate PPE pnf:cautxons

Directs application of manual stabilization of the injury

Assesses motor, sensory and circulatory functions in the injured extremity

Selects appropriate splinting material

Immobilizes the site of the injury and pads as necessary

Immobilizes the bone above the injury site

Immobilizes the bone below the injury site

Secures the entire injured extremity

Reassessas motor, sensor y and o:rou[atory functlons in thc injured extiemity
‘Affective G . ) - ,

Accepfs eva]uation and cntmtsm piofessmnaily

Shows willingness to learn

Interacts with simulated patient and other persoanel in professional manner

Actual Time Ended:

TOTAL 132

Critical Critevia
___ Did not immediately stablhze the extremity manually

T Grossly moves the injured extremity
____ Did not irnmobilize the bones above and below the injury site
Dld not reassess motor, sensory and circulatory functions in the injured extremity before and after
spimtmg

___ Did net secure the entire irgured extremity upon completion of immobilization

__ Failure to receive a total score of 24 or greatet

STUDENT SELF-EVALUATION (The examiner is to ask the student to reflect on his/her performance
and document his/her response to the following question:)

Were you successful or unsuccessful in this skill? [ Successful
£ Unsuccessful




Indiana Emergency Medical Teehnician
Psychomotor Competency Portfotio

LONG BONE SPLINTING SKILLS LAB

Student Name: Date;
Instructor Evaluator: ' Student Evaluator:
Signature Signature
e T . ~‘-',-:"' v ' b ;"."-u s 0 BCORING -
N/A | Not applicable for this patient
0 Unsucoessful; required critical or excessive prompting; inconsistent; not yet competent
1 Not yet competent, marginal or inconsistent, this includes partial attempts
2 - Successful; competent; no prompting necessary
Actnal Time Staried: SCORL
“Selects, éhiecks] assemblés equipment = - - v o o o e T T T
Cravats
Roller gauze
Splinting material
Padding matciial
sSplints Jon Botie -~ .5 forai o0 e L et e e s

Takes or ver bal izes appropuate PPE precautmns

Directs application of manual stabilization of the injury

Assesses motor, sensory and circulatory functions in the injured extremity

Measures the splint

Applies the splint and pads as pecessary

Immobilizes the joint above the Injury site

Immobilizes the joint below the injury site

Secures the entire injured extremity

Imrnobilizes the hand/foot in the position of function

Reassesses rnotor sensmy and CiLCufﬂIOl'}’ funct:ons n fhe injured cxtrcm:ty

Affective b i L uE e k2 : P

Accepts evaluatmn and criticlsm piofcssmnai ly

Shows willingness to learn

Interacts with simulated patient and other personnel in professional manner

Aetual Time Ended:

TOTAL /34

Crifical Criteria
____ Did not immediately stabilize the extremity manually
___ Grossly moves the injured extremity '
___ Did not iamobilize the joint above and the joint below the injury site
_ Did not immobilize the hand or foot in a posmou of function
Dxd not reassess motor, sensory and circulatory functions in the injured extremity before and after
sphntmg
___ Did not secure the entire injured extremity upon completion of immobilization
___ Failure to receive a total seore of 26 or greater




Comments:

STUDENT SELF-EVALUATION (The examiner is to ask the student to refiect on his/her performance
and document his/her response to the following question:)

‘Wete you successful or unsuceessful in this skill? O Successful
0 Unsuccessful




Indiana Emergency Medical Techuician
Psychomotor Competfency Portlolio

TRACTION SPLINTING SKILLS LAB

Student Name: ‘ Date:
Instenetor Evaluator:  Student Bvaluator:
Sighaturs Signature
ER Lo SR SCORING
N/A | Not applicable for this patient
0 Unsuccessful; required critical or excessive prompting; inconsistent; not yet competent
! Not yet competent, marginal or inconsistent, this includes partial atternpts
2 Suceessful; competent; no prompting necessary
Actual Time Started:

Selects, checks! dssémbles equipinent

[ SCORE

Traction splint with al] associated eqmpment (ankle hitch, straps, ste. )

Padding material

- Silints femur -

Takes or verbalizes appropua’c& PPE precauhons

Directs application of manual stabilization of the injured leg {not necessary when
using a umipolar device [Sagar® or similar] that is immediately available)

Directs application of manual traction (hot necessary when using a unipolar device,

but must. be applied before elevating the leg if the leg is elevated at all)

Assesses moior, sensory and dista) circulation in the injured extremity

Prepares/adjusts the splint to proper length

Positions the splint at the injured leg

Applies proximal securing device (e.g., ischial strap)

Applies distal securing device (e.g., ankie hifch)

Applies appropriate mechanical traction

Positions/secures support straps

Re-evaluates proximal/distal securing devices

Reassesses motor, sensory and circulatory functions in the injured extremity

Secures patient to the long backboard to immobilize the hip

Secures the traction splint/legs to the long backboard to prevent movement of the
splmt

TAffective o i foLr e

Acce.pts evaiuat&on and Criticism pmfessxonaily

Shows willingness to learn

Interacts with stimulated patient and other personnel in professional manner

Actual Time Ended:
TOTAL

Critieal Criteria

___ Loss of traction at any point after it is assumed or applies madequaie traction
___ Failure to apply manual traction before elevating the leg

/38

" Did not reassess motor, sensory and circulatory functions in the injured extremity after splinting

_ The foot is excessively rotated or extended aftet splinting

Final immobilization faifed to suppott the femur or prevent rotation of the injured leg

: Feilure to receive a total score of 30 or greater




Comments!

STUDENT SELF-EVALUATION (The examiner is to ask the student to reflect on his/her performance

and dociument his/her response to the following question:)

Were you suceessful or unsuccesstul in this skill? U Successful

[ Unsuccessfal




Indiana Emergency Medical Technif:ian
Psychomotor Competency Portfolio

HEMORRHAGE CONTROL SKILLS LAB S

Student Name: Date:
Instructor Evaluator: - — Studeni Evaluator; B
Signature " Signature
S a e s o SCORING
N/A Not applicable for this patient
0 Unsuccessful; required oritical of excessive prompting; inconsistent; not yet competent
I Not yet competent, marginal or inconsistent, this includes partial attempts
2 Successful; competent; no prompting nacessary
Actual Time Started: i

Selects, checks; assembles equipment - -

[ SCORE

Field dressings (various sizes)

Kling®, Kenlix®, ete,

Bandages (various sizes)

Tourniquet (commercial or improvised)
‘Controls-hemorrhage " . . <. .

Takes or verbalizes appropriate PPE precautions

Applies direct pressure o the wound

Bandages the wound

Applies tourniguet

Properly positions the patient

Administers high concentration oxygen

Initiates steps to prevent heat loss from the patient

Indicates the need for immediate transportation

Affective - |

Accepts evaluation and criticism professionally

Shows willingness fo learn

Iateracts with simulated patient and other personnef in professional manner

Actaal Time Ended:
TOTAL

Critical Criteria

. Failure to take or verbalize appropriate PPE precautions

___ Did notadminister high concentration oxygen

- Did not control hemorthage using comect procedures in a timely manner
.. Did not indicate the need for immediate transportation

—__ Failure to receive a fotal score of 24 or greater

/30

STUDENT SELY-EVALUATION (The examiner is to ask the student to reflect on hisfher performance

and document his/her response to the following guesti on:)

Were you successful or unsuccessful in this skill? 0 Successful
{ Unsuccessful




Indiana Emergency Medical Technician
Psychomotor Competency Pottfolio

MEDICAL AND CARDIAC PHYSICAL ASSESSMENT SKILLS LAB

Student Name: U Date:
Instructor Evaluator: Student Evaluator:
Signature Signature
N/A. | Not applicable for this patient

0 Unsuecessful; required critical or excessive prompting; inconsistent, not yet competent

1 Not yet compefent, matginal or inconsistent, this includes partial attempts

2 Successful; competent; no prompting necessary
Actual Time St:u ted I SCORE
Seenesize up ', -0, e e e e Ty s

Safety

Takes appropriate PPE precautions — gloves, gown, goggles, vest, helmet

Hazards — chemical, thermal, atmospheric, electrical, weapons

Environment - bystanders, hostile, ambient temperature, adequate space,
day/night, patient prone to sudden behavior change

Number of patients and location

Clues/evidence at the scene — medication bottles, chemical containers,
syringes, illicit drug paraphernalia, ete.

Additional resources - Hazmat, heavy rescue, law enforcement, bystanders, historians,
air medical

Nature of illness — deterinines reason for cal]

Patient assessmeiit-and management

Begins spinal precautions if md,lca‘ted - | — . _ |

“: Primaryisurvey/iesuscitation . . S : - Do

'General impression

Patient appearance — posture, position, obvious distress, incontinence,
vorniting, odors, pain

Estimates age, gender and weight of pat:ent

Manages any gross visible hemorrhage — direct pressure, tourniquet

Level of responsiveness

Awake and orlented _ [

Response 1o verbal stimuli

Opens eyes

Follows simple commands

Responds fo painful stimuli

Acknowledges presence of stimuli

Responds o irritation stimuli

Unresponsive

Airway

Assesses airway — position, obstructions

Manages airway as appropriate — suction, adjunct, modified jaw thrust

Breathing

Exposes the chest and inspects for injuries

Auscultates lung sounds — presence, clarity, abnormal sounds

Notes mitute volume — rate, tidal volume and equal chest rise and fall




Manages any injury compromising ventilations

Administers oxygen or ventilates with appropriaté device — BVM, NRB

Circuolation

Pulse

Presence, rate, quality |

Skin

Color, moisture, temperaturs

Turgor, edema

Capillary refill

Disability

GCS — calcalates score

Pupils — size, equality, reactivity to light

Chief complaint

Determines chief complaint |

Transport decision

Critical — beging immediate packaging for transport or resuscitation

Non«cutlcal contmucd assc:ssment on scene
s Vitarsigngs. R CEEIC AL T

Blood pressm:e

Pulse

Respirations

SpOg

Pam—lf appropnate . _

Obtains an oral history — pertinent fo situation | —

Histary of the present illness

SAMPLE — signs/symptoms; allergies; medications; past medical
history; last meal; events leading vp to injury

OPQRST - onset; provocation; quality; region/radiation; severity;
timing

Head and Neck

Immobilization as necessary

Interviews for pain, recent trauma, events

Inspects and palpates

Scalp/skull
. Facial bones
Facial nmuscles — symmetry
Jaw
Eyes — PERLA, pupil size, ocular movements, visual acuity, position of

eyes

Mouth — assess tongue, says “Ah,” color of palate

Bars — alipns to open canal, discharge

Nose — discharge, obstruction, nasal flaring

Neck — lumps, hard nodules

Trachea — checks for stoma

Jugular vein status

Cervical spine processes

AT R AV




Chest and cardiovascular

Interviews patient — pain, history, current medications

Inspects ~ rate, rhythm, depth, symmetry, effort of breathing, color,
scars, Jumps

Palpates — tenderness, lumps

Auscultates — vesicular, bronchial, bronchovesicular breath sounds in
proper locations anteriorly and posteriorty, notes adventitious breath
sounds

Oxygenation/ventilation — adjusts oxygen flow, changes adjunct
accordingly, administers appropriate respiratory medications

Abdomen and pef*iris

Interviews patient — Jocation, type of pain, duration, events leading up
to current complaint, food or products ingested

Tnspects - scars, distention, pulsations, color, including flanks and
posteriot

Aunsculfation — bowel sounds

Palpation — guarding, tenderness with cough ot increasing pressute,
pulsations, rigidity

Assesses pelvie stability

Extremities

Interviews patient — location, type of pain, duration, events

Arms — pulses, edema, capillary refill, grip strenpth, drift

Legs — pulses, edema, pressure sores, extension/contraction of legs/feet

Manages wounds or splints/supports fractures

Mental status examination

Appearance — dress, sye contact, posture, depression, violence, facial
grimaces, actions, mannerisms

Speech — spontancous, slow/fast, volume, clarity, approptiate

Mood — depressed, suphoric, manic, anxious, angry, ag[tated fearful,

guilty
Thoughts — racing, hallucinations, delusions, suicidal, unconnected,
disturbed, homicidal

Neurological

Interviews patient — pain, paralysis; location, duration, events leading
up to, changes over time, past medical history, medications

Stroke scale — facial droop, arm drift, abnormal speech

Motor system — postuling, involuntary movements, strength,
coordination, ﬂacmd, seizures, gaxt

‘Transportation deeision - . o -

Verbalizes destination decision

:Other asgessments ‘and iterventions

h

Utilizes proper diagnostic tools at the appropmata time — ECG, giucometer
cappography

Performs appropriate treatment at the correct time - , oXygenation/ventilation,
medication administration




Afféctive & .0 L

Explains verball}f the use of tcam membcrs appropnateiy

Accepts evaluation and criticism professionally

Shows willingness to learn

Interacts with simulated patient and other personnel in professional manner

Actual Time Ended:

TOTAL

172

Critical Criteria
___ Failure to recognize life-threatening injuries
___ Fuilure to take or verbalize apptopeiate PPE precautions
___ Failure to provide spinal precautions according to scenario
__ Failure to assess or appropriately manage problems associated with airway, breathing, cardiac
rhythm, hemorrhage or shock
___ TFailure to perform primary survey/management prior to secondary assessment/managemeni
o " Failweto attempt to determine the mechanism of injury
___ Yailure to properly assess, manage and package a critical patient within 10 minutes
____ Failure to manage the patient as a competent EMT
___ Exhibits unacceptable affect with patient or other personnel
__Uses or orders a dangerous or inappropriate intervention
___ Failure to receive a total score of 130 or greater

Comments:

STUDENT SELF-EYALUATYION (The examiner is to ask the student to reflect on his/ner performance

and document his/her response o the following question:)

‘Ware you successful or unsuccessful in this slill? O Successful
0 Unsucocessfil




Indiana Emergency Medical Technician
Psychomotor Competency Portfolio

INTRAMUSCULAR AND SUBCUTANEQUS M]J])ICA’I‘ION ADMINISTRATION

SKYLLS LAB
Student Name; ' T - Date: .
Instroctor Evaluator: Student Evaluator: N
Signature Signature
:-:._"3":':"“.' . '- P L . . SCORING- ' P
N/A Not applicable for this patient

0 Unsuccessful; required critical or excessive prompiing; inconsistent; not yet competent

1 Not yet competent, macginal ot inconsistent, this includes partial attempts

2 Successful; competent; no prompting necessary
Actual Time Started: SCORE

Asls patient for known allerpics

Clearly explains procedure to patient

-Selects, checks, assembles equipment’

Medication

Appropriate syringe and needle(s)

Sharps container

Alcoho!l swabs

Adhesive bandage or sterile gauze dr essmg and fape
- Administers medication: '

Selects correct medication by ldenttfymg

Right patient

Right medication

Right dosage/concentration

Right time

Right route

Also checks medication for:

Clarity

Expiration date

Assembles syringe and needle

Draws appropriate amount of medication into syringe and dispels air while
mainfaining sterility

Reconfirms medication

Takes or verbalizes appropriate PPE precautions

Identifies and cleanses appropriate injection site

Pinches/stretches skin, warns patient and inserts needle at proper angle while

maintaining sterility

Aspirates syringe while observing for blood return before injecting IM medication

Administers correct dose at proper push rate

Removes needle and disposes/verbalizes proper disposal of syringe and needle in

propet container

Applies direct pressure to gite

Covers puncture site

Verbalizes need to observe patwnt for desired effect and adverse side effects




" Affectives =

Accepts evaluation and criticism professionally

Shows willingness to learn

Tnteracts with simulated patient and other persormel in professional manner

Actual Time Ended?

TOTAL /58

Critieal Criteria )

__ Tailure to take or verbalize appropriate PPE precautions

_ Failure to identify acceptable injection site

___ Contaminates equipment or site without appropriately correcting situation

__ Failure to adequately dispe! air resulting in the potential for air embolism

___ Failure to aspitate for blood prior to injecting ™M medication

__ Injects improper medication or dosage (wrong medication, incorrect amount, administers at an
inappropriate rate) . _ ' o , .

___ Reoaps neddie or failure to dispose/verbalize disposal of syringe and needle in proper container

~_ Failure to obsetve the patient for desived effect and adverse side effects after administering
medication

___ Failure to manage the patient as a competent EMT

___ Exhibits unacceptable affect with patient or othet personnel

__ Uses or orders a dangerous or inapproptriate intervention

____ Failure to receive a total score of 44 or greater

Commaents:

STUDENT SELF-EVALUATION (The examiner is to ask the student to reflect on his’her performance
' and document his/her response to the following question:)

Were you successful or unsuccessful in this skill? O Succassfui
‘ 0 Unsueeessful




Indiana Emergency Medical Technician .
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INTRANASAL MEDICATION ADMINISTRATION SKYLIS LAB
Student Name: B Date:

Instructor Evaluator: : Student Evaluator:

Signature ’ Signnlore

LOLTmLL L et Y SCORING

N/A Not applicable for this patient

Unsuccesstut; required critical or excessive promptimg; inconsistent; not yet competent

0
i Not yet competent, marginal or inconsistent, this includes partial attempts
2 Successful; competent; no prompting necessary

Actual Time Started:

SCORE

Assures that patient Is being ventilated adequately if necessary

Asks patient for known allersies

Clearly explains procedure to patient

Selects; thiecks, assembles equipment

Medication
Appropriate syringe, needle, mucosal atomizer dewoe (MAD@)

Sharps container

Aleohol swabs

Sterile gauze

- Administers medication

Selects correct medication b y Jdentifymg

Right patient

Right medication -

Right dosage/concentration

Right time

Right route

Also checks medication for;

Clarity

Expiration date

Assembles syringe and needle while maintaining sterility

Cleanses rubber stopper, draws appropriate amount of medication into syringe and
dispels air while maintaining sterility

Reaffirms medication

Disposes of needle in proper confainer and attaches mucosal atomizer device

Takes or verbalizes appropriate PPE precautions

Stops ventilation of patient if necessary and removes any mask

Inspects nostrils to determine largest and least deviated ot obsiructed nostril

Inseris mucosal atomizer device into nostril and briskly depresses the syringe plunger

Disposes/verbalizes proper disposal of syringe and mucosal atomizer device in proper
container

Resumes ventilation of the patient if necessary

Verbalizes need to observe patient for desired effect and adverse side effects




Affeetive © ..o ol S

Accepts evaluation and cl‘itICISIn pmfess 1onally

Shows willingness to learn

Interacts with simulated patient and other personnel i professional manner

Actaal Time Ended:

TOTAL

/58

Critical Criteria
___ Failure to take or verbalize appropriate PPE precantions
Contanunates equipment without appropriately correcting situation
In_jects jmproper medication or dosage (wrong medication, incorrect amount, administers at an
mapproptiate rate)
___ Recaps needle or failure to dispose/verbalize disposal of needle, syringe and mucosal atemizer
device in proper container
___ Failure to observe the patient for desuad effect and adverse side effects after administering
" medication
____ Failure to manage thc patient as a competent EMT
E}me:ts unacceptable affect with patient or other personnel
Uses or orders a dangerous or inappropriate intervention
Fatlurc 1o receive a total score of 44 or gmatei

Comments:

STUDENT SELF-EVALUATION (The examiner is to agk the student to reflect on his/her performance

and document his/her response to the following question:)

Were you successful or unsuccessful in this skill? {3 Successful
0O Unsuccessful
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INHALED MEﬁICA’I“ION ADMINISTRATION SKIL_LS LAB
Student Name: B Date:

Instructor Evaluator: . Student Bvaluator:
Sipnature Slgnature

e e et o0 L e SCORING
N/A Not applicable for this patient

Unsuccessful; required critical or excessive prompting; inconsisient; not yet competent

0
1 Not yet competent, marginal or incongistent, this includes partial attompts
2 Successtul; competent; no prompting necessary

Actual Time Starfed: SCORE

Assures that patient is being ventilated adequately

I
P
P
¢

Asks patient for known allergies

Clearly explains procedure to patient

- Selects, checks, assembles eéquipment : S o L

Medication

Nebulizer unit (medication cup, mouthpiece/mask, extension fube, efc.)

Oxygen supply tubing

‘Administers-meédication

Selects correct medicetion | by Ldentxfymg

Right natient

Right medication

Right dosage/concentration

Right time

Right route

Also checks medication for:

Clarity

Expiration date

Places medication into nebulizer unit

Reaffirms medication

Attaches mouthpiece/mask and extension tube to the nebulizer unit

Aftaches oxygen supply tubing 1o nebulizer unit and furns on oxygen until tubefmask
is filled with mist of medication

Takes or verbalizes appropriate PPE precautions

Removes oxygen mask and directs patient to firmly hold nebulizer unit

Coaches patient how to breathe correctly to inhale all medication

Resumes oxygen administration

Verbalizes necd to observe pzmeut for desu ed effect and adverse snde effccts
Affective.” " ° :

Accepts avaiuatlon and crificism pxofessmnaﬁy

- Bhows willingness to learn ‘ : _ l .
Interacts with simulated patient and other personnel in professional manner -

Actual Time Ended:

TOTAL /50




Critical Criferia
____ Failure to taks or verbalize appropriate PPE precautions
Adxmmsters improper me.d:catmn or dosage (wrong medication, incotrect amount, administers at an
inappropriate rate) -
___ Failure to coach patient to breathe correctly to inhale all medlcatmn
" Failure to obsetve the patient fot desired effect and adverse side effects afier administering
medication
___ Failure to manage the paticnt as a competent EMT
___ Exhibits unacceptable affect with patient or other personnel
" Uses or orders a dangerous or inappropriate intervention
o — Failure to receive a total score of 38 or greater

Comments:

STUDENT SELE-EVALUATION (The examiner is to ask the student to reflect on his/her performance
and document his/her response to the following question;)

Were you successful or unsuccessful in this skill? U Successful
QJ Unsuccessful




Indiana Emergency Medical Technician
Psychomotor Competency Portfolie

GLUCOMETER SKILLS LAB
Student Name: - Date:
Instructor Evaluator: Student Bvaluator:
Signature Sigrature
.SCORING:

Unsuccessful; required critical or excessive prompting, inconsistent; not yet competent

Not yet competent, marginal or inconsistent, this includes partial attempts

N/A N.ot apﬁlicablc Tor this patient
0
1
2

Suceessful; competent; no prompting necessary

Actual Time Started:

SCORE ¢

Identifics the need for obtaining a blood glucose level

Identifies the normal parameters for blood glucose level

Identifies contraindications

Ideniifies potential complications:

BErroneous reading

BSI exposure

Clearly explains procedure to patient

Selects, checks, assermbles equipinent

Glucometer

Test strip

Needle or spring-loaded puncture device

Alcohol swabs

. Checks:hlood glncose level

Takes or verbalizes appr opnaie PPE pwcaut;ons

Turns on glucometer and inserts test strip

Preps fingertip with alcohol prep

Tances the prepped site with needle/lancet device, drawing capillary blood

Disposes/verbalizes disposal of needle/lancet in appropriate container

Expresses blood sample and transfers it to the test strip

Applies pressute and dresses fingertip wound

Racords wadmg from glucomcte; and documcnts appropuateiy

“Affective’: i RO W

Ac::epts evaluanon and 23 mclsm professmually

Shows willingness to learn

Interacts with simulated patient and other personnel in professional manner

Actoal Time Ended;
TOTAL

142




Critical Criteria
___ TFailure to take or verbalize appropriate PPE precautions
Faﬁurc to dispose of blood contaminated shatps immediately at the point of use
Contammates equiprnent or site without appropriately correcting situation
o ___ Tailure to identify 2 indications
___ Failure to identify 2 potential complications
____ Failure to identify normal blood glucose parameters
Eailure to obtain a viable capiltery blood sample on first attempt
_ Exhibits unacceptable affect with patient or other personnel
_.__ Failure to receive a total score of 32 or greater

Comments;

STUDENT SELF-EVALUATION (The examiner is to ask the student to reflect on his/her performance
and document his/her response to the following question:)

Were you successful or unsuceessful in this skill? U Successful
-1 Unsuccesstul




Indiana Emergency Medical Techuician
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12.-LEAD'ECG SKILLS LAB

Student Name: 3 Date:
Instruetor Evaluator: Student Evaluator;
Signeiure Signature
S A L SCORING
N/A Not apphcable for this patient
0 Unsuccessful; required critical or excessive prompling; inconsistent; not yet campetent
1 Not yet competent, marginal or inconsistent, this includes partial attempts
2 Successful; compstent; ne prompting necessary
Acteal Time Started: . SCORE

Selects; checks;assembles equipiment ~

Explains procedure o patient

Prepares the patient (shaving and cleansing as needed)

Places limb leads on the limbs

Places precordiafl leads at their appropriate locations:

V1 - attaches positive electrode to the right of the sternum at the 4th
miercostal space

V2 —attaches positive electrode to the left of the sternum at the 4th intercostal
space

V4 — attaches positive eloctrode at the midclavicular fine at 5th intercostal
space

V3 — attaches positive electrode ﬂt the line midway between V2 & V4

V5 — attaches positive electrode at the anterior axillary line at the same leve] as
V4

V6 — attaches positive electrode to the midaxillary line at the same levels ¥4

Ensures the patient is sitting or lying still, breathing normally and not talking

Tums on ECG machine

Ensures all Jeads are still connected and no eror message displayed

Obtains 12-lead ECG recording

" Examines tracing for acceptable quality

iices repeating 12-lead ECG every 5 — 10 mimutes in high risk patients and post-
twatment

Aff&ctlve ';-:j.-f";_'._:'-'.:‘

Accepts cvaiuatlon and critnmsm pt‘ofessmna]ly

Shows willingness to learn

Interacts with simulated patient and other personnel in professional manner

Actnal Time Ended:

TOTAL /38

Critical Criferia
____ Failure to properly attach leads to patient
Fm[ure io obtain a legible 12-lead ECG recording
. " Tailure to cottectly interpret 12-lead ECG recording
___ Failure to receive a total score of 30 or greater




Comments:

STUDENT SELF-EVALUATION (The examiner is to ask the student to reflect on his/her performance
and document his/her response to the following question:)

Were you successful ot unsuccessful in this skill? - { Successful
0 Unsuccessful
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SPINAL IMMOBILIZATION ADULT (SEATED PATIENT) SKILLS LAB

Student Name: ' Date:
Instructor Evaluator: Student Evaluator:
Signatare Signaiure
s ,':; '-: . --:'. ;- T o ' - s SCORING
N/A Not appilcable fo1 tins patacnt

Q Unsuccessful; required eritical or excessive prompting; inconsistent; not yet competent

1 Not yet competent, marginal or inconsistent, this includes partial atternpts

2 Sucoessful: competent; no prompting necessary
Actual Time Started:

Seléets, thécks, assembles equipment .’

SCORE

Short spine immobilization device with straps

Cervical collar

Padding mator iaI

‘Tmmdbilizes pafent. 5 ..

Takes or vctbahzes approprmte PPE pl ecantions

Directs assistant to place/maintain head in the neutral, in-line position

Directs assistant to maintain manual stabilization of the head

Assures that patient is a reliable historian (sensormm not currently altered by drugs or
aleohol; no recent Joss of consciousness)

Assesses motor, sensory and circulatory fanctions in each extremity

Applies appropriately sized extrication collar

Positions the immobilization device appropriately

Securss the device to the patient’s torso

Bvaluates torso fixation and adjusts as necessary

Evaluates and pads behind the patient’s head as necessary

Secures the patient’s head to the device

Reevaluates and assures adequate immobilization

Reassesses motor, sensory and circulatory functions in each extremity

Properly moves patient onto a long backboard

Releases/loosens leg straps

Secures patient to the long backboard

Reassesses motm sensory zmd clrculatory funct!on in cach extremity

-Adffective’ S - : LR e T

Accepts eva.luanon and cnnmsm professmnaily

Shows willingness to learn

Interacts with simulated patient and other personnei in professional manner

Actual Time Ended:

TOTAL

46




Critical Criteria

____ Did not immediately ditect or take manual stabilization of the head

____ Did not properly apply appropriately sized cervical collar before ordering release of manual
stabilization

___ Released or ordered release of manual stabilization before it was maintained mechanically

____ Manipulated or moved the patient excessively cansing potential for spinal compromise

____ Head immobitized to the device before device sufficiently secured to torso

____ Device moves excossively up, down, left or right on the patient’s torso

___ Head immobilization allows for excessive movement

__ Torso fixation inhibits chest rise, resulting in respiratory compromise

___ Upon completion of immobilization, head {s not in a neutral, in-line position

____ Did not reassess motor, sensory and circolatory functions in each extremity after securing the patient
to the device and to the long backboard

___ FEailure to receive a total score of 36 or greater

Comments;

STUDENT SELF—DVALUATION (The examiner is to ask the studant to reflect on hisfher performance
and document his/her response to the following question:)

Were you successful or unsucoessful in this skill? [ Successful
‘ L3 Unsuceessful

T

PrPpE—
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NORMAL DELIVERY WITH NEWBORN CARE SKILLS LAB

Student Name: Date:
Instructor Evaluator: Student Bvaluator:
Signatiwe Signature
Seon mesrges T 0 WSCORING U R S
N/A Not applicable for this patient

0 Unsuceessfill; required eritical or excessive prompting; inconsistent; not yet competent

1 Not yet competent, marginal or inconsistent, this includes partial atterpts

2 Successful; competent; ne prompting necessary
Actual Time Started: SCORE

Takes appropriate PPE precautions

"Obfaius a-liistory relevant tothe pregnancy

Estimated date of confinement

Frequency of confractions

Duration of contractions

Iniensity of contractions

Rupture of amniotic sac (tiroe and presence of meconiumy)

Previous pregnancies and deliveries (complications, vaginal delivety, C-section)

Pre-existing medival conditions (HTN, DM, seizure, cardiac)

Medications taken prior 1o labor

Prenatal care (identified abnormalities with pregnancy)

Vaginal bleeding

Asdessmenit

Abdomma,l pam

Vital s1gns (BP P, R Temperatme)

Evidence of imminent delivery (ctowning, contractions, urge to push, urge 10
defecate)

_Prepares for'deliverys:

Propares appmpﬂate dChVGl y area

Removes patient’s clothing

Opens and prepates obstetric kit

Places clean pad under patient

Deliverdhewborn -, . 0 FL I8 G

Prepares bulb syrluge cmcl ciamps, towels, newbom blanket

vt

During contraottons, ur gcs panent o push

Delivers and supporis the smerging fetal head

Checks for nuchal cord

Manages nuchal cord if present

Assesses for and notes the presence of meconium

Delivers the shoulders

Detivers the remainder of the body

Places newborn on mother's sbdomen or level with mother’s uterus

Notes the time of birth

Controls hergorrhage as necessary

Reassesses motiter’s vital signs
gn




‘Newborn caré (Birth — 30 séconds postpartum): -

If newborn i distressed, clears airway as necessary

Warms and dries newhorn

Wraps newbaorn in blanket or fowels to prevcnt hypothm mia
‘Newborsi care (30 =60 seconds postpartum): -

If hieart rate is less than 100, gaSpmg or apncm

Prowdes PPV

Clamps -aﬁd cuts U umblilcal co:d -

Places on mother's chest to retain warmth

Determines 1 minute APGAR score

“Newborir: bﬂi‘EJ(fiffm' 1 minute:postpartum):. L

If heart tate is less than 100

Takes ventilation cotrective steps and continues PPV f

Tf heart rate is less than 60;

- Considers intubation

Begins chest compressions

If heart rate remains jess than 60 after chest compressions and PPV:

Detenmmes 5 mmute APGAR score

‘Afféctive

Accepts evaluataon and criticism piofessmnal}y

Shows willingness to learn

Interacts with simulated patient and other personnel in professional manner

Actual Time Ended:

TOTAL

192

Critical Criteria
__ Pailure to take or verbalize appropriate PPE precautions
Fadure to identify or manage a nuchal cord
Fmiure to immediately suction the newborn nose and mouth

Perfmms any dangerous activity during delivery (pulls on fotus, places fetus in a danigerous position,

pulls on umbilical cord to deliver placenta, handles newborn mappropr tately)
____Failure to provide appropriate newborn care

__ Failure to manage the patient as a competent EMT

_ Exhibits unacceptable affect with patient or other personnel
— Uses or orders a dangerous or inappropriafe intervention
___ Failure fo receive a total score of 70 or greater

Comments;

STUDENT SELF-EVALUATION (The examiner ts to ask the student to reflect on his/her performance

and docurnent his/her response to the following question:)

Were you successful or unsuccessful in this skill? [ Successful
) {0 Unsuceessful




Indiana Emergency Medical Technician #
Psychomotor Competency Partiolio

ABNORMAL DETIVERY WITH NEWBORN CARE SKILLSLAB
Student Name.: . B Date:

Instructor Evaluator: Student Bvaluator:

Signature Siganture

—

o . SCORING

N/A | Not applicable for fhts pationt

Unsuceessful, requited critical or excessive prompting; inconsistent; not yet competent

Not yet competent, marginal or inconsistent, this includes partial attempts

b

Successful; competent: no prompting necessary

Actual Time Started:

SCORE

Takes appropriate PPE precautions

Obtaiiis'a history relevaxit to the pregnancy

Estimated date of confinement

Frequency of contractions

Duration of contractions

Intensity of coniractions

Rupture of amniotic sac (time and presence of meconium)

Previous pregnancies and deliveries (complications, vaginal delivery, C-section)

Pre-existing medical conditions (HTN, DM, seizure, cardiac)

Medications taken prior to Jabor

Prenatal cave (idéntified abnormalities with pregrancy)

Vaginal blseding

__ Abdominal pain _
‘Asséssment 0 T

oo

Vital signs (BP, P, R, Temperature)

Evidence of imminent delivery (crowning, contractions, urge o push, urge to defecate)
Prepares for delivery: - .. e S

Prepares appropriate delivery area .

Removes patient’s clothing

Opens and prepares obstetrio kit

Places clean pad under patient

Propates bulb syringe, cord clamps, towels, newborn blanket
‘Delivers newbora . . -~ . o ' ER

During ¢onfractions, urges patient to push

Delivers and supports the emerging fetal presenting part if not the head

Recognizes ebnormal presentation that requites immediate care and transport
(prolapsed cord, hand, foot, shoulder dystocia) - T

Delivers legs and body if possible apd continues fo support fetus

Delivers head

If fetal head is not promptly delivered, inserts gloved fingers/hand to establish a
spase for breathing/elieve pressure on umbilical cord

Assesses for and notes the presence of meconium

Initiates rapid transport

Delivers the shoulders if not previously delivered

Delivers the remainder of the body if not previousty delivered




Places newbotn on mother’s abdomen or level with mother’s uterus
Notes the time of birth
Controls hemorrhiage a$ necessary
Reassesses mothet’s vital signs
Newhorn care'(Birth — 30 secords postpartim):
Warm, dry, and stimulate the newborn
Clears airway if obvious obstruction to spontaneous breathing or requives PPV
Wraps newborn in blanket or towels to prevent hypothermia
Newbor care (30 — 60:seconds postpartum): © - . .~ o
Tf heart rate is less than 100, gasping or apneic!
Proyides. PPV without sup}grlementa] uxXypen
Clamps and cuts umbilical cord
Places on mother’s chest to retain warmth (if not actively resuscitating the neonate)
Determines 1 mintte APGAR score
Newbormicare (after- minute postparfum):
If heatt rate ts less than 100:
Talkes ventilation corrective steps and continues PPV with supplemental oxygen
If heart rate is less than 60:
Considers intubation if no chest rise with PPY
Begins chest comptessions
f heart rate rernains less than 60 after chest compressions and PPV:

Determines 5 minute APGAR score
AffeCtivE B o o s s e e imegpttee e DT
Accepts evaluation and criticism professionally
Shows wiliingness to leam
Interacts with simulated paticnt and other personnel in professional manner

. Actual Time Ended:

TOTAL /98

Critical Criferia _
__ Failure to take or verbalize appropriate PPE precautions
Failure to identify or appropriately manage an ab normal presentation
___ Performs any dangerous activity during delivery (pulls on fetus, places fetus in a dangerous position,
pulls on umbitical cord to deliver placenta, handles newborn inappropriately)
___ Fallure to provide appropriate newborn care (correct sequence and within recommended time limits)
____ Failure to manage the patient as & competent EMT
" Exhibits unacceptable affect with patient or other personnel
Uses or orders a dangerous or inappropriate intervention

___ Failure to receive a total score of 74 or greater

|

STUDENT SELF-EVALUATION (The examiner is to ask the student to reflect on his/her performance
and document his/her response to the following questicn:)

Were you suceessful or uﬁsacce_ssfui in this skifl? [ Successful
0 Unsuccessful
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Appendix C

How to Use the Clinical Evaluation Instrument

Totroduction:

The overarching objective of EMT experiential learning is fo prepare EMT students as
competent entry-level EMT’s. Students are to conduct themselves in a professional and
courteous manner at all times and are expected to be self-motivated to engage consistently in
learning opporfunities during the Clinical and Field Phase. Goals for participation in the Clinical
and Field Phases include;

1) Observe and participate in the dynamic patient cate interactions as members of the
interdisciplinary healthcare team. '

2) Engage patients and family members utilizing various strategiss of therapeutic
communication.

3) Participate in gathering patient histories and performance of physical examinations,
synthesizing the information into appropriate differential diagnoses,

4) Discuss with preceptors and other clinical staff an appropriate treatment plan.

5) Perform psychomotor skills that are within the EMT scope of practice and for which
the student has received program approval to perform.,

Preceptor Preparation, Training, and Expectations:

Preceptors are busy providing patient care in most locations throughout the clinical and field
rotation., Preceptors must work with students and wvse an evaluation instrument that captures
information pertinent to student performance. We suggest that the faculty provide a brief
orientation to the evaluation worksheet and review the goals for the clinical rotation for each
preceptor prior to beginning student rotations. Preceptors should have access to emergency contact
numbers for the appropriate program personnel! at all times should any questions or unforeseen
issues atise. ;

Students should assess scene safety, perform patient interviews, conduct physical examinations,
and perform treatment and procedures as these opportunities present. Preceptors need to ensure
that this oecurs without jeopardizing the quality of patient care or adversely affecting the patient.
In the event the preceptor deems provider, patient, or public safety is being compromised, the
preceptor should intervene in as professional manner as possible to ensure optimal outcomes while
ensuring a safe learning environment,

Ver 3
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Student Self-Evaluation:

It is important that the EMT student evaluate his or her own performance, recognize any disparities
in knowledge or performance and correct these in subsequent patient encounters. Honest self-
evaluation is imperative for confinned growth and improvement and is a characteristic of a
professional. It is essential that the preceptor assist any student exhibiting difficulty with acourate
seli-evaluation of his or her petformance, There are numerous methods that an EMT education
program can use to document the Clinical and Field Phase of the EMT student’s eduncation. This
document describes a best-practice approach to documentation of these phases.

The “Clinical Shift Evaluation Worksheet” setves as the overall log for the shift or day’s clinical
activity, This worksheet 1s used to document and evaluate the EMT student’s performance as a
Team Member as soon as possible after a patient contact. At the conclusion of each patient
encounter, the student should first evaluate his or her performance on the “Clinical Shift Evaluation
Worksheet”, followed by the evaluator/preceptor’s evaluation of his or her perforimance, This
allows the evaluator/preceptor to assess the accuracy of the student self-evaluation prior to
providing comstructive feedback regarding the process of self-evaluation.,

The following list provides a description of what should be entered in each section of the “Clinical
Shift Evalvation Worksheet:”

Student Name: Name of Student

Date: Date of clinical or field rotation

Eduncational Program: Name of the EMT progtam the student is attending

Clinical Site: Nalr;e of th:_EMS/ ambulance service or Hospital Emergency Department

Pagé__of“_: If additional ﬁagcs or forms are necessary due to additional patient contacts or
additional documentation, indicate the total number of pages.

Time In and Out: Titwe student arrived and departed from the clnical site
Preceptor: Name of preceptor, credential level (ie: RN, EMS-P, EMT)

Summary of treatments rendered by student: The student uses this section to document
treaiments performed successfully and is judged based upon information that the student
has obtained from the history and physical exam. A successful attempt should be based on
the outcome of a discussion between the preceptor and the student that answers the
question, “How would yon, as an EMT, treat this patient in the {ield based on your history
and physical examination findings?” Each clinical setting is somewhat different, and each
patient presentation may be different.

Ver 3
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Preceptor Evaluation and Comments

Ax soon as possible after the student completes the self-evaluation, the preceptor should review
the information that the student entered and document his or her review. Please record any
comments necessary to clarify ratings or provide additional feedback. Identify improvements
needed for future patient contacts. You may use additional paper or electronic communication to
the program as necessary. Any disparate information between the student and evaluator should be
discussed. The evaluator should briefly document any suggestions for improvement or other
comments in the “Comments™ section.

At the completion of the student’s shift, the evaluator should document any “Comments on any
unsatisfactory ratings or discrepancies” and “Overall plan for improvement for future shifis” if
needed. The preceptor should then document the student’s affect during the shift and whether
follow-up is requested from appropriate program personsel,

After the student and preceptor have discussed any discrepancies, both should sign the “Clinical
Shift Evaluation Worksheet” and it should be turned into the appropriate program personnel
without further alteration. Systems need to be developed for returning completed instruments to
the program. The system should employ methods to prevent alteration of the evaluation by the
student and/or discarding of the evaluation instrument by the student. Systemns that permit students
to alter preceptor-completed evaluations and/or allow students to throw away unsuccessful patient
evaluations are not valid, '

Ver 3
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Clinical Shift Evaluation Worksheet

{Emergency Department Eocation Biate Time: From to
Armbutance Internship Location o Diate; Time; AFr»:vm ]
Total haurs:

Preceptor:

LPihsrsfdan EN EBT-P ERET

Nurmber of Patient Cortacts:

LPrecep-tar Commerds:

Fecommendations:

E@eﬁved by Insiructor: Dae:

Ver 3
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Appendix D
How to Create Psychomotor Scenarios

Appendix D, “How to Use Skills Lab Formative Evaluation instrument,” which contains detailed
instructions on how to utilize the Skills Lab evaluation instruments to improve evaluator inter-rater
refiability.

Introduction;

The Scenario Lab is an opportunity for students to showease what they have learned in a simulated
environment and is based upon the foundations established by the use of Skills Lab Instruments.
Scenarios should be infroduced to the students at appropriate times throughout the curriculum and
with inereasing complexity. Scenario performances should occur only afier the student has
demonstrated acceptable and consistent competence of the skills in that wnit (airway, tranma,
pediairics, etc.).

Individual programs should decide how to show competence for each student in each skill prior to
performing the skills within a scenario. Af a minimum, a student’s file should include formative
and summative Scenario Lab evaluations for pediatric, adult, and geriatric patients that are tracked
in the student’s portfolio. These evaluations should cover the following Scenario Topic Areas:

Respiratory Distress/Failure, Chest Pain, Cardiac Rhythm Disturbance (including cardiac arrest),
Stroke, Overdose, Abdominal Pain, Allergic Reaction/Anaphylaxis, Diabetic Emergencies,
Psychiatric Conditions, Seizure, OB/GYN, Blunt Trauma, Penetrating Trauma, Burns, and
Hemorrhage. :

Students are evaluated based on thelr assigned role on the team. The student who is in charge of
patient caze is the Team Leader, all others are Team Members, The Team Leader conducts the
physical assessment and management of the simulated patient with the assistance of the Team
Members. The Team Leader formulates an appropriate treatment plan for the patient. This means
that most, if not all of the decisions have been made by the Team Leader, especially the formulation
of a field impression, direction of treatment, determination of acuity, disposition, appropriate
delegation, and when applicable, packaging/moving of the paticnt.

Team Members are responsible for assisting in the treatment of the simulated patient as a
competent provider. Team Members should be evaluated along with the Team Leader to assess
their competency.

Scenario Development:

These instructions and the “NREMT Scenario Lab Template” (Appendix E) are designed as a
best-practice tool fo assist Program Directors and instructors in developing the scenarios needed
for their students throughout the Scenario Lab phase of education. The scenarios should range in
complexity from simple patient presentation and management problems used early in the program,
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to complex presentation and management issues as students’ progress. Authors of these scenarios
need 1o keep the objectives of the evaluation and resources available in mind when designing them.

The scenarios are divided into seven sections: Minimum Equipment, Setup Instructions, and

Background Information; Dispatch Information; Scene Survey Information; Patient AsseSSment, -

History, Past Medical History, Examination Findings, and Reassessment; Patient Management;
Transport Decisions; and Mandatory Actions and Potential Harmful/Danperous Actions. Each of
these sections are separated from the others to aid in the efficient use by the individual setting up
a scenario as well as the evaluator, Each of these seven sections are color coded to aid in their
identification while referring to the scenatio,

Minimem Equipment, Setup, Background, and Moulage Information (Yellow Oufline):

The minimum eguipment needed for the scenario is listed in this section. The individual setting up
the scenarios vses this information to ensure that the resources required are available, Tt should
include EMS equipment and supplies, props, sound clips, medical identification jewelry and
additional personnel that may be required to complete the scenario successfully, When selecting
EMS equipment, the author should use caution not to provide unintentional clues as to what
treatment 18 necessary for the patient. For example, the patient has a fractured femur and the only

splinting equipment available it a traction splint, Props and sound clips can be as simple as a picture .

of a scene and a recording of lung sounds or as complex as an overhead projection of the scene
background onto a wall and audio files played through a sound system.,

Authors of the scenarios need fo balance the resources of the program, set-up time, and the
complexity of the patient presentation when determining what resources ate needed. The setup
instructions describe how the scene is to be set-up, how props and sound clips will be used, and
the level of certification and roles that additional Team Members will play. These factors need to
be determined prior to delivery of the scenatio to ensure the consistent evaluation of students,
Background information is provided to the Team Leader and Team Members prior to beginuing
the scenario that describes the scene, EMS system, location of the incident, and weather, When
assigning ancillary personne] roles, Team Members can be assigned varying roles inchuding
bystander, EMR or EMT based on the complexity of the scenario and the phase of education. If
additional personnei are provided, they should be EMTs. Any Moulage that needs to be done to
the simulated patient needs to be listed in this section. At a predetermined time during the scenario
an event will oceur, The description of this event and the time that it will oceur js listed in this
section, : '

Dispatch Information (Green Outline);

This information is read to the Team Leader and Team Members in such a way that the students
are unable to observe the evaluator. Information presented in the dispatch information should
correspond to similar information that they would receive on an EMS call. The dispatch
information should include the dispatch time and nature of the call.

Scene Survey Information (Red Outline):

Yer 3
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When developing scenarios the author should include a safety concern that needs to be addressed
for the safety of the Team, patient, or bystanders. Farly in the formative phase this can be a simple
item such as"a barking dog prior to entering the residence, or a irip hazard on the floor near the
patient that needs to be addressed. The location of the patient, his or her visual appearance, age,

sex, and weight are deseribed.

A simulated patient should be chosen that approximates the patient description given in the
scenario to avoid artificiality. If the sex, age, and weight of the patient are not critical, they should
be changed to reflect the simulated patient. The immediate sumoundmgs of the patient should be
described, including the presence or absence of bystanders and significant others, Additional
information or props/sound clips that need to be used are also described here. For example, the
evaluator gives the Team Leader and Team Members a pictute of a motorcycle crash scene or the
overhead projector displays a motoreycle crash scene for all to see,

Primary Assessment, Past Medical History, and Examination Findings (BIne Outline):

This section confains the majority of the information about the patient’s condition and should be
reviewed by the evaluator and simulated patient prior to beginning the scenario. It is impossible
to list all negative findings that can be expected m a scenario. When there is no pertinent finding,
place “—" in the associated field so the evaluator can give an answer that would be within
normal limits for a patient in a simjlar condition. The Primary Assessment includes information
that the Team Leader uses to form his or her general i ,unpressmn, baseline mental status (AVPU),
and airway, respiratory, and circulatory status.

If the sitmilated patient or bystanders are able to provide it, the history should include information
about the patient’s chief complaint, history of the present illness, associated symptoms, pertinent
negatives and simulated patient responses to the Team’s questions or assessment. Past medical
history includes any relevant illnesses, injuries, medications, allergies, current health status,
immunizations, social or family concerns, and any medical identification jewelry that the patient
may be wearing, The examination findings include initial vital signs, examination findings broken
down by body systems and the results of any diagnostic test that the Team may perform. The
evaluator and simulated patient only provide specific information as the skill is performed, or the
body part is examined. If sound files are included, they should be played as the Team Leader or
Team Member examines a specific body part or system. Any findings that are unable to be
simulated should be described for the Team Leader or Team Member after he or she has assessed
that body part or system. '
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Patient Management, Event, and Reassessment (Purple Outline):

This section lists initial stabilizafion and interventions that are needed for the patient.
Recommended treatments are listed that the Team needs to perform to manage the patient
successflly. It also includes additional resources that should be requested, and the patient’s
response to the Team’s appropriate and inappropriate management.

At a predetermined time in the scenario, an event should occur. This could be a scene safety
concern, rapid change in patient condition, or an issue with equipment, bystanders, or additional
personnel. The Team Leader and Team Members will need fo address this issue while continuing
to manage the patient. _

Different options should be given in reassessment that describe the patient’s response to the
Team’s treatment. Appropriate management of the patient should result in an improvement in the
patient’s condition as would be expected in a live patient with a similar condition. Tnappropriate
management should result in deterioration of the patient’s condition as would be expected in a live
patient with a similar condition. At no time should the patient’s condition drastically change unless
it is physiologically possible.

Transport Decision (Orange Filled):

This section lists the suggested transport destination based on the local EMS system. The Team
Leader should verbalize his or her transport destination and describe the appropriate transport
mode. .

Mandatory Actions Potentially Harmful/Dangerons Actions (Pink Filled):

This section is used to list all actions that need to be completed by the Team during the assessment
and management of the simulated patient. Potential harmful/dangerous actions are listed that if
performed would have an adverse effect on the patient condition.

Scenario Validation:

Prior to using a scenario to evaluate students, it should be reviewed by a committee of subject
matter experts. This review committee should include members of the program’s educational staff,
medical director, and the program’s community of interest. The content needs to be reviewed to
ensure that it is compliant with the National Emergency Medical Services Education Standards).
The amended scenario should then be pilot tested with students who have already demonstrated
the necessary cognitive and psychomotor abilities to determine if any adjustments ir the scenatio
are necessary. Feedback following the evaluation should be gathered from the students and
evaluators, This feedback along with commonly missed issues should be used to fiurther refine the
scenario.

Ver 3
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SAMPLE ABDOMINAL PAIN SCENARIO

MINIMUM EQUIPNENT , : : :
- EMS equipment anid Supplies 1* in bag. vxygen cylinder and supplies. ECG monitor
_ Props Throw sug
> Sound clips Clenr huyg-sounds
: Barking dog
. Medical Identification jewelry |- ' :
- SETUP INSTRUCTIONS ' ' e :

= The patient needs to be sitting-in the chait holding her REQ and monning When the Tﬁ‘lﬂl gnters-the room,
w  The throw mg needs tobe on the Hoor between. the door.and patient,

e 1D:mioutes into the seenatio fie barking dog solind eliy starts fo play wntl the pmblem is addressed bv the Team ; '
BACKGROUND TNFORMATION ) 5

EMS System description ALS vehicle: You are the primary cavegiver aml bave 1 Paramedic partner

{ndjusts a5 needed for-mdividual seensrios)
‘Other aneillyy personnel needed Mother or father for pediatic <cenanes, law enforcement officers, fire fighters,

(define personnel andadentify who ean | EMR's. ete.
serve i eadh vale)

‘MOULAGE INFORMATION i

Tutepuiehitary Pale. cool. diaphoretic b

Head —— : R

Chest o Lo

Abdomen — 1
" Pelvis o U
_ Back ' -— E

TEstemities -

P S SO .

Hepinen
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SAMPLE ABDOMINAL PAIN SCENARIO

o R W ‘jﬂ_ s e k & S S '
"DISPATCH INFORMATION:(Specific seripf for each-seeiavia; Must be read over radio,

faphione or ti:such a way
. ) “thatsthe candidate cannot fook at the Exanduer as hefshe reads the dispateh information) ~
Dispatch tine 0045 hrs
.8 Location Single fomily vesidence
Mamare of the call Abdondna! pain
‘f Wenther Calm and clear. Tenyy §2°F
Personne] onthe seene Taw enforcersent offteer (evalnator, ao medical mwaind
et S : e R TR

READ TO STUDENT: Medic 51 respond to 1234 Any Strect for s 16 year old female wha complaing of.abdouinal
pam, tine out $9:45 s,

SCENE SURVEY INFORMATION - -
B A scepe or safety considerntion that Throt rig inside the doar is a trip hazaxd
# must be addressed
& Patient location Dinisig room, sitfing on 3 chair _
Visual appearance Patient is.in obvious pain. axious sud mbbing her right loveer abdonyinal
: quaddant '
Age. sex. weight I6 year old female. 132 Ibs,
Immediate smroondings {bysranders, | Patient is home alone
£ significarit others present}
1 Mechanism of injuryNamre of illoess | Abdominal pain
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SAMPLE ABDOMINAL PAIN SCENARIO

PRIMARY ASGESSMENT

Patient appears fo be in pai‘n '

-General Impression ‘
Baseline menta] status (AADK) Alert and onented o person, time. plare, and events leading up to complaint
Hjrway Dpen snd maitained by patient
Ventlation Spontamests
Cirelation Mo obvions bleeding:
HISTORY {if applicable) ‘ B
E.Chief complaint 1 Zbdominal pain

History of present ilnesa

= Qrer the pest 5 days the patient has experienced imtermitient pain m her

lower abdomien

«  Today the psin became constant-and 5o severe she stayed home from

schovol
» Pgtient describes sharp, constant pam in her B1.O
+  Denies NAD and paincis nopradinting

Pafient responses, aszociated
AVmpioms, pertineut hegatives

Patient denjes sexual activity, Her IMP was sbout§ — 7 weeks ago, and she

PAST MERICAL HISTORY

tells you she 13 normally irregular. Bendes nse of birth contrel.

HhessesTajuries

Medications md slergies

Towgrofen for menstrual oranps, she fook 4 - 200:mg teblets 30 mimutes ago.

Current hepdth dams/fmemnizations

She Yella you she had a cold last week

(Cousidey past roved

SpcialFamily concerns -

hiedical identification jewelry _—

EXAMINATION FINDINGS L

Inmitind Vita! Signg BP 8462
P 130
BM

Temperatre ~ skin temperature feels cool to the touch
Pain 18 of 10
GCS =E: Spontaneons; V. Oriented; M: Obeys Commands

§ BEEENT —
FepivatorsChest Lymes sounds clear and equal Play sound Sle)
Cardiovnscuiar -
GustrointestinadiAbdomen Abdontes 15 lat, tendemass upon pdpation of R1G
Genitousinary Slight vrginal spotting
Muscenloskeletal/Extremities —
Nenrologie o~
htegmuperdary Pale, conl, disphoretic
Hematologic -
Immunolomc —
Endocrine -
Faxchiatrie Ppsst

Additienal disgnostic tegts as

5p0y 96% onroom sip

1P e T 7 S g g b e Tt | 8 PR, SRR g
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SAMPLE ABDOMINAL PAIN SCENARIO

s - -
PATIENT MANAGEMENT S
Imitial stabiliznfion
Inkerventions
Tregtments «  Keep the patient warm
e Enyablish IV access
= Administer flnid belus to mahnnin a systolic blood pressure of 8090
+  Anslgesies for pdin as BP aliows: Fentaiyl, rmey
Addittonal Regonrces

Patient reqponse 10 InErrantions

EEVERT

Tmproved color.and BP with fuid boluz derreased puin i anal gesic
adminictered

10 memutes ato the spene play the oe ofn b&rima' éﬂf[. Taam Laader needa io mdress the izsue

REASSESSAEENT

Approprigte managemeant of the patent

P‘a&antsiahlhzes mth improvement in umﬁ sigms

P10

BF: 24770

B:iB
Tnferumentery, color improves, disphorests mesolves

Inappropride masagement of the
patient '

Pafient decompensate

BP; 7650
P: 134
B 2B

'IR—'&NSPGR’I‘ 1)};' CESIOT&T Team Leader should verbahize transport decm on, Teason for choosmy the facilify, and
' "’ descrilie the approprate‘iransportation modé.

. Emtmzenf tc:tnspun 08 harpnal that has surgical capabilities

Ihare] e
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Appendix G
Minimum Requirements

Although completion of the “minimum requirements” is not a recommendation from the Indiana
Department of Homeland Security (IDHS), the Indiana EMS Education Work Group, or the EMS
Commission; it is understood that some institutions and instructors may have time and staffing
restraints beyond their control. Therefore, the minimum requirements for the Indiana EMT
Psychomotor Competency Portfolio to fulfill the requirement of IACS836 4-2-3 must include the
following sections:

1. Documented “Peer Review” of the EMT skills addressing each of the following, at
a minimum (may utilize the psychomotor skill sheets previously approved by the
EMS Commission or National Registry skill sheets):

Patient Assessment Trauma Patient
Patient Assessment Medical Patient
Cardiac Arrest/ AED
. Spinal Immobilization Supine
Supraglotic Altway
Bleeding Control and Shock Management
. Long Bone
. Joint Injury

Oxygen Prepatation

Traction Splint

CPAP :

Intramuscular Medication Administration
. Intranasal Medication Administration
. Inhaled Medication Administration
. Glucometer
12 lead Acquisition

SOZEIASIrDNAEEIOW >
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2, Documented “Instroctor Evaluation™ of the BMT skills addressing each of the
following, at a minimum (may utilize the psychomotor skill sheets previously
approved by the EMS Commission or National Registry skill sheets):

Patient Assessment Trauma Patient

Patient Assessment Medical Patient

Cardiac Arrest/ AED

Spinal Immobilization Supine

Supraglottic Airway

Bleeding Contro{ and Shock Management

Long Bone

Joint Injury

Oxygen Preparation

Traction Splint

CPAP

Intramuscular Medication Administration
. Intranasal Medication Administration

Inhaled Medication Administration

Glucometer

12 lead Acquisition

FOZEZFRNNEmOMEDAW )

3. Documentation of both the Cfinicai and Field Phases.

Although several of the EMT skills are documented competent by peers and instructors, a more
formal evaluation will also be done by IDHS for core skills prior fo certification.

Ver 3
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PERIPHERAL INTRAVENOUS LINE
MAINTENANCE FOR EMT-BASICS

The IV maintenance modtilemﬁevelopedtu assist basic emei’gem_:y medical technicians
manage non-critical patients who have a preestablished peripheral IV line already in place

This module is a mandatory part of the inifial EMT-E fraining course in Indiana. The
module may also be taught a5 part of a continuing education prograin for Eﬂ‘l‘-Basms
This curricuium represents a minknai standard in IV maitenace training. Addifional
hours and information may be added by a cesfified EMS training mstifution or by an EMS
provider organization ufiizing this curiculum as part of EMT-Rasic confinuing education.

Note: This cumriculim does not change the commission's policy regarding the emergency

mporhﬁpqofp:ﬁﬂmﬁwmhmnewﬁmnanenmdedmmfacﬁi!ymmm:gency

department or hospital ; L
COURSE BESCRIPTION .

This is & one aid & half Hiokr course module for EMT-Rasic stixtents and for EMT-
Basics. Hisdsignedm-pmideﬁmbﬁiclmwiadgemdskmsmdedtaﬁfelympon
a patient with a pre-established periphal IV infusion,

. INSTRUCTOR QUALIFICATIONS
1. The Snstructor must be an indiviiuzal who is trained at Jeast to the level of a cectified
indiana EMT-Basic with formal fraining in this IV Maintenance module. '
2. This module must be faught under the direction of a cerified EMS training institution.
3. This module must be supervissd under the direction of & icensed Physician.
P mmmd%mmhmm&ephﬁm
supervision of a Primary Instructor, Medicat Director or Physician, Registered Nurse,
Paramedic ot Advanced EMT. . -




NECGESSARY EQUIPNENT

IV praciice arm

IV tubing—micro and macradrip

W fiuids

IV catheters

Anmbuoirds

Tapes of vatious appropriate sizes

. Guaze pads

IV diressings of various fypes and‘ sires




CD!JR’SEGBJEGTNES
Atﬁ:e cmnpietlun of this course the EMT-8 student will be able to:

1. Maintain a continuons periphetal intravenous infusion at the ordered drip rate us":g
aseptic technigues.

2. Monitor the patient's vital signs, ovesall conﬂ:bm, and IV mﬂé:-m prevent
compﬁﬂﬁm )

3. Adequately stabilize tubing and venipunctire site in preparafion for a safe transport.

£, Record at regular mtemis all procedum assessments of paﬂent oondihan, and Huid
mtakeloutpnt. .

5. List the Imitations of authorired acfivities associated \mth mnmtonng a penphenl
intravenous fing and infravenows ﬂmds.

6. List three ﬁ)mzsonsﬁat:nmiraveﬁomﬁrﬁsimismhrm

7 Lmtﬂlme{a)m&mnmsoiubonsmastlﬂelymbemmummmnmﬂnnga
pahcntw:ﬂ:apmﬂishednmamuusmﬁmun

& Hmﬁfyﬂm_tymmdﬁzwuf_mhﬁ:mhwﬁch IV fiuids are packaged.
. Schribeﬂteinfomaﬁon about the patient's IV drip rate which an EMT-Basic. muest
receive from the. physician or nurse of a =ending incfivtion when an EMT-Basic is
auﬂtur“ﬂadmmmﬂaepaﬁentﬁomﬁmimﬁmﬁmtomm:r_iocaﬁqm
10. Listﬁve(&}m:pﬁczﬁnmﬁmvmominﬁsims.

11. Demonstrate the procedones for trouble-shooting an umve:ncms hine when the patient
or equipment exhibits any comphications. )

12, List the additions] steps of pabent assessment which alenem!}'pnorm
tmnsparﬁngapabmtwﬁhanm:mmwmﬁmm

13. nemmsmﬁtesupsfardwddngﬂuewequlpmemﬂdsetm'wmchneedtobe
compileted prior to fransporting 2 patient with an infrav enous infusion.

14, List the eight (B) i=ms that need to be documented on the patient report form when
the patient has an IV infusion in place.

15. Demonstrats the correct procedure for discontineing an IV infusion.
16. Dmmmimeasepﬁc'techniquewhen handling IV equipment.

17. Denm;shmhowbshmﬁapmmmmrmmmMmmasewnﬂary
intravenous Hne,

18. Demonstrate how ta turn on a primary intravenois line and $o tun off a secondary
nfravenotts EHne.




LESSON PLAN

 Topic B Time
= FOLE OF T EMT-5 N HANDLING AND MARTAINING Vs 15 mintics

1. The vole of the ENY-B is to safely handie and transport STABLE, patients who have

mma&mmmmmmamwh@m . :
t N wnisttofa'piggy-hﬂdc'orwrwsdm - _ :
b. coutains blood products. '

3 maﬂmwmmmm@ammwmmm
authoritics at the sending faciity smaintain the ordered diip rate throughout the planned ,

.meﬂaﬁnmlgoahhhmmlpﬁuimwwﬂﬂswﬁhapmbﬁsmdwam
grommumwm-gwnmmmdm
.nrommmmammmmwmmm
aTommurﬂ»pﬁuﬁmwwmhamﬁmwmmme‘
W(Mﬁmmmmm&w@wﬁhﬁ)haﬁmﬂy .

W- . - .
d. Towwwwmpﬁaﬁﬂﬁvwﬁtmﬂﬂyaﬁs&hm
dewmmmdmm ]

proced
WMWWWMW of any expose Incident (such
smmﬂmmmmmwmﬁdmwy




FLUID ADMINISTRATION ) - 15 minutes

1. The Putpose of IV Fluids

a. Replacement of lost fluids (vomiting, diarrhea, dehytiration). . e
b. Mainterance of luid and Mowmm(%.mmmﬂmﬂmmmbk to
take encugh oral finids to meet their nesds).

2 alajcu-CompﬁczhnmaflVFmdAdumﬁs&aﬁm

a. ommmmmmmwwmmmmdmm
heart failure. Signs and symptoms of these condifions inclade: rales in the lungs,
ﬁmnfhuﬂymdepuﬂmadwmmuhrmmﬂhwm
sugutar vein distention, possible hyper- or hypotension. Shonld strch conditions occur,
mumwmwymmmmmmmde orders.
You may be advised to keep the infusion open but reduce the rate of the infusion to 2 new
mtedetennmedbyﬂlemediuldim Youuﬂnﬁkdyneedbeadvmmkaepﬂwpaﬁent
in a sitfing posifion, .

B cmoccu:srou-rranwrnesmtmﬂlsmg the catheter in the vein will become
clatted-over, occlnding the flow. in such & case DO HOTFLUSH THE IV LINE. Rather,
contact on-ine medical control for advice. \’oumybedimcﬁpdbthmﬁw
mfusion.

.3 MTRATIONOHHENHJMNTOIHESURRDMGTISSUES-E&Wat
the IV siie presents as cold, putfy, painful arsa aroend the site; the IV does not infuse
) ; there i no blood refum into fhe [V Ene, m:uchame,mnhdon-ﬁnemd‘ml
dkucbm. You may be advised to to discontinue tha IV infusion. -

d. mmwwmmdmmweqummm
the fiow of the IV, I this case reposition the patient's lanh, the IV fubing, and/or the
mmmgm mwwmm:ﬁmwmmmm

e Pmmmmmﬂmmmmwwqofm
fluid. Discuss the signs and symploms of such a reaclion and the procedures for

c g

dEscontinuing the V. muummmmmlwm mudemm-amhamﬁing

this situation.

3 mmﬁ»mmmfamchamﬁm~
procedures for handiing the IV in such a sitsabion, and the sleps £ take ln managing the

allergic reaction, c«mmmmmmmmmmm—am ‘

i handing this ciuation.
) IiFF.C‘I'IDN. Poor aseptic technique may bave resulted in an iafection to the patient.

&Typwafmmm

a. 14 gavge-20 gauge mmmmlymedfaradmmm

b, zngauge—:ﬁgmgesbemmhsmmmﬂy used for children

c. Depmdingunﬂmgaugemofﬁiemmas ﬂaelengﬁufﬂm:aﬂa&rwmvzryﬁnm
12 fo 37,




DISPLAY OF V. EQUIPMENT AND .
DEMONSRATION THE TECHNIQUES FOR APPROPRIATE HANDLING £5 minutes

1. Demonstraie the technique for safely changing an IV bag, at the appropriale time (when
50 ec of solation remain in the bag) and nsing asepfic techniques. ‘ .

r Demonstraie the stabiization of IV and thing st the IV site. The site must be covered,
the cannata and 1V (ubing stabifized {osing two taped siress loops to avoid accidential
extravasion as well 2s an ammboard, § appropriabt and needed). The intial stabilization
should be done andior approved by the seivding hospitalfacility staff.

1. Demonstrate the nature and use of the IV equipment for maintainingy and adjusting the
. IV flow rats which ks ondercd by medical authority, The student shoukd be introdrced fo
,mm:mmwmwmmmmmmmm
The demonstration and discussion should inclode such fopics a2

" a. estabiching and rechecking the rate of fiow by counting the dropsiminute in the
drip chamber. Amngmmmmmmwmmmmmg
the fiow rate, then counting the drops for x full minute when checking the established flow
rate. Nobe acceptable margia of variation—1 to 2 dropsiper minote. s

b. how fiow rate is influemnced by the height of the bag, the amount of fluid in the
bag, the position of the patient's Kmb and v site relafive to the heart, and the influence of
alfifude during transpott, .

4. Demonstrafion of techniques for troublechoofing an IV line, which is not infesing.

& Checkforan object which is contricling circtifation above the IV site {for
example, 2 blood pressire cuff, bandage, even tourniqict.)

" f. Check IV fubing attachments.

¢. Chack foralr venting into bottied fluids.

d. Check for a flooded diip claimber,

. Check the height of the IV fluid. Sometimes, cramped quarters dwing transport
miay inhibit gravity required for proper flow of the intravenous fluid.

€. If EMT-Basic is anable to reestablish flow, discontinue the flow of the infusion
and contact medical control. :

emcnen vk i mimime 5 sk 25t g

1 N
et i e mnsinnmiah s e s v s e



RECORDING AND DOCUNMENTING 15 minutes

1. The foliowing data items should be recorded in a camplete documentation of IV
maintenmance hadling: -

a. Patien condition, including vital signs, fung sounds and other signs and
symptoms shoud! be assessed and reassessed and documentad on a regutar basis. -
b. mﬁmwmmmmmwmwMa

regular basis,
c. Amouutofﬁmdnfuwdmdﬂwamountofﬂmdmﬂiewbagshmﬂdbemmd

and recorded at least every hour
. d. Record tiie amount of urine oufput or emesis (using a definite measure of the
ampurd coch 8% oo or ).
<. When changing an IV bag, record the Gene and the soluion used,
S Emwmmmmmmmmmﬁmmm
remaved, and the roason for the discontinuation.
4. Recond changes in patient condition. '
h Mwwﬂmmwﬁ&ﬂm
L Record the fype of solution and of the admintstiation sef, . .

IV MAINTENANCE PRACTICE SESSION 50 mminutes

The EMT-B student should practice alf of the techniques demonstrated and discussed in

1. Adjusiing and maintaining ordered fiow ratos.

2. Changing an IV bag, bottie using steriie technique.

' 3. Discontinuing an IV using safe and stesite fechniques.

4. Sﬁhiﬁmg!vsm.eqwmmbhg

5. m,mgmMgﬂmm involved assessments andpmaaum;.

TESTING AND EVALUATION 40 minutes

1. Written Test
2. Praciical Skills Test
a. Stabiize site and tubing.
‘b, Adjust flow to a cpecified rate,
c. mmeﬁnwhgmgampmmmmﬁfem
4. Disconfinoe IV, ]




Motrvation:

PREPARATION

Acetylsalicylic acid or ASA is in widespread use for it’s

antiplatiet effccts: Tt is curreatly being used to prevent

of M in progress. Chinical trials show 2 20% decrease in
death and nonfatal retnfarction. Pre-hospital admmistration
of aspirin has been in nse at the Advanced Life Support Jevel
for quite some time. - -

e

BLS,Prqmatury,Aim'ayandPaﬁcntAssm&ﬁs

"~ addendum i to be nchuded in the Cardiovascular Emergencies module.

MATERIALS L .-
Utilize virions sudio-visual materials relating 10 cardiac cmerEencies,
Examples: video, local protocols, ovetheads of run regorts.
Bbadmma!ﬁstdhoswpc,oxygmmkmdddimysystm

PERSONNEL

. One instroctor with knowledge and experiencs in admisistration of

aspein.

The instructor to Student ratio is1:6 for psychomotor skill practice. .
Mﬁmwummddh'mdg@hhmﬁmmgmd&

‘TiﬁsaddcndmnisindudaiintheCardiowsuﬂarEmgmdcsmdﬂe.




PRESENTATION . ' ‘ SR

I. DESCRIPTION

R T LT

‘A Common uscs ' :

L. Acetyisalicylic acid or ASA is i widespread use as an antipyresic, anti-
arthatic, and analgesic, It kas antipladet effccts that are cutrently being wsed o

** prevent recunrent myocardial infarction and 10 lessen the effects of MI im progress.
Clinteal trials show a 20% decrease in death and nonfatal reinfarction.

B. How supplied ’ R
1. Available in tablets ranging from 65m to 630mg. Also available in capsule, ;

chewmg gum, powder and suppositories. Chewable tzblets are the only type !
to be given by the EMT-B. " R

1
IL MECHANISM OF ACTION _ - T | B EE
A How aspirin works . ' ‘ | ' R
1. “he methanism of action reduces dot farmation in the MI pasiat.
2. Produces relief of pain. - "
3. Exerts an anti-inflammatory effect at higher doses.
4. Refieves fever.

I - INDICATIONS

A. Chest pain/discondort ' : - ' |

1. Chest pain/discomfont in the adult patient that is belicved to be of cardiac orgin is the only indication
for the EMT to give aspidn. _ ; -

IV. CONTRAINDICATIONS
A. Do not give aspitin if thess conditions exist:

1. EKnown hypersensitivity to asprin




TV. {cont.)
2 Bleeding, imtcrmal or external T

3. Paﬁ:_:n‘twhoiscncoagulzntﬂmpymch as Coumadin or Heparin.
Mmiaon!ywﬁixopiiucmodica! control approval. :

V. SIDEEFFECTS o T

A Fhgh doses

1. Effects of high dose aspirin inclnde tinnitis (ringing in the ears), nanseafvonnting,
and bleeding of the Gl tract. ' »

B. Oﬂlﬂ. ) I . ) ar
1. Doszsof-mﬁﬂmgpcrdaynizywmpmlongedbléeﬁngﬁmc,msﬁ :
and vomitmg.

2. Allerzy o it coudreult i allergic reastion nd asaphyiass. Aloays ask
ﬁmpanmtfthcymanugicmmhi‘n Tfyes, wathhold the medication. ,

VL EMTPRECAUTIONS
A Tobcusedi!zthcacixﬂtpaﬁmtun!y

1. Pancmswﬂhas:hmandmﬁlpolypshaw mMmsdhdMﬁ
Trypersensitivity. Adnmsodywnhmﬁmme&mlmnnﬂappmval

2 Uise with cantion if patieut las a past history of Gl bleeding. Administer
onlywiﬁmnlimmdicalappmual ,
VIL ASPIRIN MEDICATION ADMINISTRATION
A Considerations _

1. Eteric sspirin bas 2 coating that allows the medication to dissolve more
siawly mwdmﬁhhmﬁ:whﬂnmm The .
mmmmﬁmﬁmmmmmmm quickly.

2. Baby aspirm can be chtwed in the mouth and swaliowed.

3. Aspirinﬂmtmdlsﬁkcvwrshmﬂdbadiwded.

183




VIL (mm‘..) ‘
4. Aspn'ms.s a drug that is cacnied on the ambulance. The expiration date should be checked mont.hly.
Replace prior 1o expiration date, .

5. Ifthcpanmutakcsaspmanarcglﬂarbam,n:ssﬁﬁaccepmhictogwcaspmn
for suspected ML

6. There arc no cnminﬁ_czﬁons for administering aspirin and nitroglycerin
together. .

EB. Dosags ' o : &
1. Two (2) baby aspirin (§1me cach) that total 162mg.
C. Time -~ '

1. Timeis heart mosele, The patient should be treated and transported without’
ddzytoﬂnmmﬁwlﬁdﬁiyﬂmtmmmﬁnﬁrdmn

2. Aspirin should be given a5 soonaspossiblcasdmad mymcdimlcuml.
D Commumication/Docamentation -

L .Aspmnlsgvmoniywﬂi: on fine meddical appmval of medical director
ither on Jins of off ine,

2. Call culy! wmmh@mmummmﬂﬁwmm -
with 2 possible ML Thsaﬂomhcspnalstaﬂ?toprcpamthceqmpmnmémﬁmms
peeded 1o care forthis paticnt.

3, Inchude in your verbal report that aspirin was admimistered Givcﬁv:thncanddosc
Iimistered | )

L
-

4. Documeat on the nm sheet that aspmm was admmistered. Document the time and dose
administered and incinde information that this was verhally reported to the emergency
depariment. . .




. Visual (See

APPLICATION

Procedural (How)

1. Demonstrate the assessment sl emergency wedical care of 2 patict expesioncing chest
pain/discomfort. '

2.-’Pafc:mﬂlcstcpsinadnﬁnistcr?ngasp&inforchst WMﬁﬂﬁlmaﬁmﬂﬁﬁemndy‘mbleﬂ

3. Dunamﬁmasmauﬂdgammmﬁonuﬁmﬁmmpumwaspiﬁi - '

4. Danunstratethcva‘balnndwmtcn do@mmmﬁonre&lﬁreda&cradm‘nﬁstmﬁoﬁufasphh

: Mﬁ_@@mﬂ@

1. m&mmmm&m@@mﬁrﬂnmﬂummdmmmﬂ kills.
RM&MWMM‘@SMWMWWMhum«m

STUDENT ACTIVITIES

Anditory (Hean)

1. mmddﬂdmﬂdhmrofmﬁsswhacmmgmypaﬁmmm%
admintstration of aspirin. » o )

2. The student should hear recorded vezbalrcponsofpaﬁmtswboacpﬁicnwd&xqstpainkﬁsmmfo:t.

1. mMmMmmmrmmMWc&raWpﬁmwﬁm&p&/mm

2. .The student should spe 2u instructor administer appropriately a small candy to simolate 2 patient
m&vingaspiﬁnfordwstpain!dimmfnm : :

3, The student should se= resnactments of videos O EMS calls where the patieat has bosn assessed 2nd




Kinesthetic (Do)
L The student shonld practice the assessment 20d cmerpency medical care of 2 paticat experiencing chast
pain/discomfort. T e

2. The stedent should simulate the administration of aspirin using a small candy. *
3. ‘The student should practice the assessment and documentation of patient response to fhe aspitin.
4, mm&mshmﬂdpmcﬁwvahdanéwﬁtchr@omfm.apaﬁaﬁw&hﬁwﬁab’anagmcy_

-

EVALUATION

Wiitien: * Develop evaluation mstruments, e.g. quizzes, verbal reviews, handouts, to
deterzmine i the smdents have met the cogritive and affective objectives of-
ibe lesson. '

Prcicat  Evaluate the actions of the EMT-Rasic students during role play, practice or other

and their mastery of the psychomotor objectives of this lesson. :




Indiana Department of Homeland Security
Emergency Medical Technician Psychomotor Portfolio

Appendix H
References:

National Registry of Emergency Medical Technicians.
2015 Paramedic Psychomotor Competency Portfolio (PPCP)

_ Indiapa Department of Homeland Security EMS Division
Indiana Administrative Code

[ndianapolis Fire Department
“Red Book™

2019 National! Scope of Practice Model
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October 10%, 2019

Dear EMS Commissioners:

At the last meeting of Tndiana EMS Commission, myself and IDHS staff introduced our intent to initiate
discussion of adopting the NHTSA 2018 EMS Scope of Practice. You may recall this discussion ensued last
year and was deferred to a point in time affer the educational curriculum had been developed. Now that the
proposed curriculum is available, IDHS staff believe that now is the appropriate time to discuss and ultimately
adopt the NHTSA 2018 EMS Scope of Practice with several Indiana specific modifications.

Our original intent was to discuss the EMR and EMT provider scope at the November EMS Commission
meeting and then discuss the AEMT and Paramedic Scope of Practice at the February 2020 EMS Commission
meeting. Depending on the depth and degree of discussion at each provider level, I would ask the EMS
Commission fo consider discussing all provider levels at the November 2019 EMS Comumission meeting. The
attached spread sheet will help you visualize differences between the current Indiana EMS Scope of Practice
and the proposed NHTSA 2018 EMS Scope of Practice. Likewise, I have attached the entirety of the NHTSA
2018 EMS Scope of Practice along with my presentation from 2018 providing detail on the history and creation
of the NHTSA EMS Scope of Practice model.

Please review all of the attached information and be prepared for a spirited discussion. Tt is my
recommendation and that of the IDHS/EMS Division staff for the EMS Commission to adopt the NHTSA 2018
EMS Scope of Practice with the following modifications already in place as part of the Indiana EMS Scope of
Practice:

« The use of supraglottic airways at the EMT level

s The use of pulse oximetry at the EMR level

« The use of the long spine board at the EMR level

e Intramuscular medication administration at the EMT level (within current scope of practice, i.e. Epi)

s The use of epinephrine auto injectors at the EMR level

e Maintenance of IV infusions of some medicated and non-medicated infusions at the EMT and AEMT
level

+ Blood glucose monitoring at the EMR level

Likewise. we also recommend that the EMS Commission approve the following modifications to the NHTSA
2018 EMS Scope of Practice by approving the following:

Indiana Department of Homeland Ses:un‘zy R e
302 W. Washmgion St. Room £208 - indlanapohs IN 46204 . 31723 222' -1




« The use of nasal airways at the EMR level

» The use of CPAP at the EMT and AEMT Jevel :

e The use of ETCO2 monitoring and interpretation of waveform capnography at the EMT and AEMT
level

e The use the acrosolized/nebulized route of medication administration to the EMT level (for medications
within the EMT scope of practice) '

e The administration of inhaled beta. agonist/bronchodilator and anticholinergic for dyspnea and wheezing
to the EMT level

e . The use of oral glucose for suspected hypoglycemia at the EMR level

¢ The administration of oral over the counter (OTC) analgesics for pain or fever at the AEMT and EMT
jevel

» The administration of parenteral analgesia for pain at the AEMT level

e The use of automated blood pressure monitoring at the EMR level

All of the recommended changes listed above would be subject to medical director approval and

credentialing. It is anticipated that general training for several of the more substantive proposed changes such
as nebulizer treatments for BMT, CPAP, and ETCO2 monitoring would be provided by IDHS via the ACADIS
portal,

On behalf of the entire staff of the Indiana Department of Homeland Security EMS Division, thank you for your
participation and guidance as we move to advance the scope of care provided by Hoosier EMS providers.

ed D

Michael A. Kaufmann, MDD, FACEP, FAEMS
State EMS Medical Director

Indiana Department of Homeland Security
MEaufimann(@dhs.in.gov

317-514-6985
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Executive Summary

The National EMS Scope of Practice Model (“Practice Model "1 is a continuation of the
commitment of the National Higbway Traffic Safety Administration (NHTSA) and the Health
Resources and Services Administration (HRSA) to the implementation of the EMS Agenda for
the Future (“EMS Agenda”). It is part of an integrated, interdependert system, first proposed in
the EMS Education Agenda for the Future: A Systems Approach (“Education Agenda )3 that
endeavors to maximize efficiency, consistency of instructional quality, and student competence.
It supports a system of EMS personnel Ticensure that is common in other allied health
professions and is a guide for States in developing their Scope of Practice legislation, rules, and
regulation,

Scope of practice—Defined parameters of various duties or services
that may be provided by an individual with specific credentials.
Whether regulated by rule, statute, or court decision, it represents the
fimits of services an individual may fegally perform,

Each State has the responsibility to protect the health and safety of its citizens through powers
that are granted by the 14 Amendment of the United States Constitution®. State policymakers
play a critical and longstanding role in occupational licensing policies, dating back to the late
19th century when the U. 8. Supreme Court decision in Dent v. West Virginia® established
States’ rights to regulate certain professions. Shortly after, States began developing their own
systems of oceupational regulation and licensing. Most recently (2015), in North Carolina State
Board of Dental Examiners v. Federal Trade Commission®, the U.S. Supreme Court held that an
occupational licensing board has immunity from antitrust Jaw only when it is actively supervised
by the State, reinforcing the need to maintain the regulatory hierarchy that currently serves a
variety of occupational and professional disciplines. Since the legal authority to practice can be
obtained only from the State, the State licensure process provides a means for States to pursue
unlawful practice by unlicensed individuals, This affords title protection to EMS personnel that
comply with State regulations, and protection of the public from individuals who have not met
minimum standards. '

The Practice Model has been utilized as a model by States as a means to increase regulatory
uniformity in emergency medical services (EMS) for over a decade. Core to this document and
the practice of every licensed health professional is compliance with four domains intended to
serve the legal and ethical obligation of States to ensure the public is protected from unqualified
individuals:

Executive Summary 3
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While many users of the 2018 Practice Model may be more interested in the list of psychomotor
skills that appear as interpretive guidelines, this list is neither prescriptive nor finite. What is
even more important are the fundamental principles that serve any professional scope of practice
model explained throughout the document. To be clear: a licensed practitioner is not permitted to
perform any skill if they fail to conform with any of the four domains related to that particular
skill, including the demonstration of ongoing competency.

A Subject Matter Expert Papel (“Expert Panel”) was selected to revise the Practice Model in
2017. Comprised of representatives from several national EMS organizations and the EMS
public including experienced field personnel, EMS educators, EMS medical directors, EMS
agency administrators, and State EMS regulators, the Expert Panel utilized the Grades of
Recommendation Assessment, Development and Evahation (GRADE) process to consider
evidence and establish consensus on a number of topics. When the scientific literature was
inconclusive, expert opinion was used to improve descriptions, roles, and attributes of each level
that would support changes in practice by addressing two fandamental questions:

1. Is there evidence that the procedure or skill is beneficial to public health?
2. What is the clinical evidence that the new skill or technique as used by EMS personnel
will promote access to quality health care or improve patient outcomes?

It is important to note that the Expert Panel was tasked to define eniry-level expectations to
ensure a level of national consistency. In other words, the Practice Model suggests the minimum
practice requirements in advance of gaining field experience prior to supervised or individual
work experience at the levels of an Emergency Medical Responder (EMR), Emergency Medical
Technician (EMT), Advanced Emergency Medical Technician (AEMT), or Paramedic.

National EMS Program Accreditation was identified in the Education Agenda as the means to
“provide minimum program requirements for sponsorship, resources, students, operational
policies, program evaluation, and curriculum™ at all EMS levels. The Commission on
Accreditation of Allied Health Education Programs (CAAHEP), the largest programmatic
accreditor in the health sciences field, currently accredits over 2200 education programs in 30
health sciences fields including 611 at the paramedic level across all 50 states, The Expert Panel
considered the evidence related to the value of National EMS Program Accreditation towards
student and patient outcomes and encourages collaboration among stakeholder groups for full
implementation of national EMS program accreditation at the AEMT level by 2025.

Executive Summary o . 4
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Finally, the U.S. is transforming its health care system to provide quality care leading to
improved health outcomes achieved through jnterdisciplinary collaboration. EMS personnel are
key to this transformation through innovative approaches in a variety of practice settings. The
Expert Panel strongly supports the national call for the elimination of barriers for all professions
to practice to the full extent of their education, training, and competence with a focus on
collaborative teamwork to maximize and improve care throughout the health care system’.

Executive Summary 5
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I. Background

Overview of the EMS Profession

The Practice Model provides a resource for defining the practice of Emergency Medical Services
(EMS) personnel. EMS clinicians are unique health care professionals in that they provide
medical care in many environments, locations, and sitnations. Much of this care occurs in out of
hospital settings with little onsite supervision. Physician medical directors provide medical
oversight to ensure and maintain safe EMS practices. This is occasionally performed in-person
by medical directors in the field or through electronic communications, but more commonly is
accomplished through protocol development and quality improvement based on evidence-based
treatment standards and resources such as this Practice Model. EMS personnel are not
independent clinicians, but are expected to execute many ireatment modalities based on their
assessments and protocols in challenging situations. They must be able to exercise considerable
judgment, problem-solving, and decision-making skills.

In the vast majority of communities, residents call for EMS by dialing 9-1-1 when they need
emergency medical care, and the appropriate resources are dispatched. EMS personnel respond
and provide care to the patient in the setting in which the patient became ill or injured, including
the home, field, recreational, work, and industrial settings. Many of these are in high-risk
situations, such as on highways and freeways, violent scenarios, and other unique settings.

Many EMS personnel provide medical transportation services for patients requiring medical care
while enroute to or between medical facilities, in both ground and air ambulance entities. These
transport situations may originatc from emergency scenes, or may be schednled fransports
moving patients from one licensed facility to another.  The complexity of care delivered by
EMS personnel can range from very basic skills to exceptionally complex monitoring and
interventions for very high acuity patients.

Medical care at mass gatherings (e.g., concerts or sporting events) and high-risk activities (e.g.,
fireground operations, or law enforcement tactical operations) are a growing expectation of EMS
personnel. EMS personnel sometimes serve in an emergency response or primary care role
combined with an occupational setting in remote areas (e.g., off-shore oil rigs and wildland
fires). EMS personnel also work in more traditional health care settings in hospitals, urgent care
centers, doctor’s offices and long-term care facilities. Finally, EMS personnel are involved in
numerons community and public health initiatives, such as working with health care systems to
provide non-emergent care and follow up to certain patient populations as well as providing
immunizations, illness and injury prevention programs, and othet health initiatives.

EMS is a local function and organized in a variety of ways. These include agencies that are
volunteer, career, or a combination; agencies that are operated by government, health care
system, or private entities; and agencies that are stand-alone EMS, fire-based or law
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enforcement-based. Common models are municipal government (fire-based or third-service) or a
contracted service with a private (profit or nonprofit) entity. Multiple levels of licensure exist for
EMS personnel, each offering different levels of scopes of practice. EMS personnel provide
medical care to those with emergent, urgent, and in some cases chronic medical needs. EMS is a
component of the overall health care system, and delivers care as part of a system intended to
reduce the morbidity and mortality associated with illness and injury. EMS care is enhanced
through the linking with other community health resources and integration within the health care
system.

The Evolution of the EMS Agenda for the Future

The original Practice Model was developed in 2007 as one part of the NHTSA’s commitment to
its-EMS Agenda. Released in 1996, the EMS Agenda established a long-term vision for the future
of EMS in the United States:

“EMS of the future will be community-based health management that is fully
integrated with the overall health care system. It will have the ability to identify
and modify illness and injury risks, provide acute iliness and injury care and
follow up, and contribute to treatment of chronic conditions and community
health monitoring. This new entity will be developed from redistribution of
existing health care resources and it will be integrated with other health care
professionals and public health and safety agencies. It will improve community
health and result in a more appropriate use of acute health care resources. EMS
will remain the public’s emergency medical safety net.”

A process to update the EMS Agenda is underway (hitp-//emsagenda2050.org/).

As a follow up to the EMS Agenda, the Education Agenda, released in 2000, called for the
development of a system to support the education, certification and licensure of entry-level EMS
personnel that facilitates national consistency:

“The Education Agenda established a vision for the future of EMS education, and
called for an improved structured system to educate the next generation of EMS
personnel. The Education Agenda built on broad concepts from the 1996 Agenda
to create a vision for an educational system that will result in improved efficiency
for the national EMS education process. This was to enhance consistency in
education quality ultimately leading to greater entry-level graduate competence.”

The Education Agenda proposed an EMS education system with five integrated components:
National EMS Core Content, National EMS Scope of Practice Model, National EMS Education
Standards, National EMS Certification, and National EMS Education Program Accreditation.
The National EMS Core Content®, released in 2004, defined the domain of out of hospital care.
The 2007 Practice Model divided the core content into levels of practice, defining the minimum
corresponding skills and knowledge for each level. Our nation has made great progress in
implementing these documents over the preceding decade,
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Several forces have combined to revise the Practice Model:

1. As States have widely implemented the Practice Model, many have chosen to add skills
to their authorized scopes of practice beyond the floor called for in the national model.

2. EMS research is providing new evidence about the effectiveness of interventions in the
out of hospital setting.

3. Our nation is facing new health problems including explosive growth in opiate abuse,
threats of violence and terrorism, and new challenges related to a growing population
over the age of 65,

4. The National EMS Information System (NEMSIS) is maturing to provide information
about what levels of EMS personnel are performing which skills and interventions.

The development and publication of the Practice Model represents a transition from the
historical connection between scope of practice and the EMS National Standard Curricula. The
Practice Model is a consensus document, guided by data and expert opinion that reflects the
skills representing the minimum competencies of the levels of EMS personnel.

This update of the Practice Model is a patural and expected activity in assuring that our EMS
personnel are prepared to meet the needs and expectations of the communities they serve,

Implementation of the 2007 National EMS Scope of Practice Model
EMS crews today are better equipped than ever for the worst kinds of emergencies, from cardiac
arrests and gunshot victims to car crashes and other life-threatening emergencics. In its “Future
of Emergency Care” series, the National Academies of Science, Engineering, and Medicine
(formerly known as the Institute of Medicine) envisioned high integration of the emergency and
trauma care systems to function effectively. “Operationally,” said the NASEM, “this means that
all of the key players in a given region...must work together to make decisions, deploy resources,
and monitor and adjust system operations based on performance feedback®.”

A system that attracted a generation of emergency care personnel depicted in the popular 1970°s
television serics, “Emergency,” is now faced with the realities of providing care in a fragmented
health care system with limited resources, overcrowded emergency departments, inadequate
mental health resources, a nationwide opicid epidemic, escalating domestic and street violence,
hazardous material risks and exposures, high consequence infectious disease, an aging
population with complex needs, increasing threats from terrorism and other mass casualty events
fhat require 24/7 operational readiness along with constant non-urgent social, medical, and
transport requests that were not fully contemplated in the 2007 Practice Model. These competing
concerns illustrate a crucial need to find innovative strategies to improve EMS care delivery
inside and outside the boundaries of an ambulance. The licensure of EMS personnel, like that of
other health care licensure systems, is part of an integrated and comprebensive system to
improve patient care and safety and to protect the public. The challenge facing the EMS
community including regulators is to develop a system that establishes national standards for
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personnel licensure and their minimum competencies while remaining flexible enough to meet
the unique needs of State and local jurisdictions.

According to the 2011 National EMS Assessment!®, 826,111 licensed EMS personnel encounter
nearly 37 million patients a year in the United States and reflect a multi-billion. dollar enterprise.
Implementing the 2007 Practice Model required consideration of funding, reimbursement,
transition courses, grandfathering of current personnel, development of educational and
instractional support materials, workforce issues, labor negotiations, impact on volunteerism, and
other important issues. The majority of States required legislative and rulemaking changes but
the effort resulted in four nationally recognized levels of EMS clinicians as described by the
2007 Practice Model compared to at least 44 different levels of EMS personnel certification
reported in the United States in 1996. '

According to data collected by NASEMSO in 20131, 100% of States use the Practice Model as
the minimum allowable psychomotor skill set at the EMT and paramedic levels. 76% of States
are using the Practice Model as the minimum allowable psychomotor skill set at the EMR level
and 88% of States are using the Practice Model as the minimum allowable psychomotor skill set
at the AEMT level. Several States have completed the transition of the Intermediate-85 level to
AEMT. In December 2017, the National Registry of Emergency Medical Technicians (NREMT)
anmounced plans to permanently retire the Intermediate-99 exam currently being used by a
handful of States as a State assessment exam. The effective date for this transition fo be complete
is December 31, 2019.

Accordiné to data collected by NASEMSO in 2014, 90% of States effectively requirc National
EMS Program Accreditation at the Paramedic level.

As of March 31, 2018, CAATIEP lists accredited EMS programs at the paramedic level in all 50
States. 611 paramedic programs have successfully completed the accreditation process and are
fully accredited, a 92% increase in the number of natjonally accredited paramedic programs from
2007. Another 78 paramedic programs hold a Letter of Review (LoR) from the Committee on
Accreditation of Educational Programs for the Emergency Medical Services Professions
(CoAEMSP), meaning that they are actively engaged in the accreditation process.

According to real time data'? available from the NREMT:

s 23 States and the District of Columbia require National EMS Certification as a basis for
initial State licensure at the EMR level. An additional 4 States utilize National EMS
Certification as an optional or alternate entry process at the EMR level. 22 States do not
license EMRs.

e 42 States and the District of Columbia require National EMS Certification as a basis for
initial State licensure at the EMT level. An additional 4 States utilize National EMS
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Certification as an optional or alternate entry process at the EMT level. 4 States maintain
a State-based or combination process for certification and licensure at this level.

» 36 States and the District of Columbia require National EMS Certification as a basis for
initial State licensure at the AEMT Jevel. An additional 4 States utilize National EMS
Certification. as an optional or alternate entry process at the AEMT level. 10 States do
not license AEMT’s,

o 45 States and the District of Columbia require National EMS Certification as a basis for
initial State licensure at the paramedic level. An additional 3 States utilize National EMS
Certification as an optional or alternate entry process at the paramedic level. 2 States
maintain a State-based process for certification and licensure at this level.

Approach to Revising the National EMS Scope of Practice Model

Since the original 2007 Practice Model document, the evidence for which mterventions and
treatments are useful and effective in an EMS setting has expanded significantly. Similarly,
growing interest in EMS research is putiing a sharper focus on how specific interventions are
affecting the care and outcomes of patients in the out of hospital setting,

This 2018 document makes use of a Patient, Population, or Problem, Intervention, Comparison,

and Outcome (PICO) Model to examine five clinical topics relevant to EMS treatment. The

topics were selected for a systematic review of literature for consideration as high priority issues

requiring analysis duc to the frequency or need of the interventions being provided at different.
levels from the 2007 Practice Model in some States. These are:

Use of opioid antagonists by all levels of EMS personnel

Therapeutic hypothermia in cardiac arrest (i.e. Targeted temperature management)
Pharmacological pain management following an acute traumatic event
Hemorrhage contro] (i.e tourniquets and hemostatic dressings)

CPAP/BiPAP at the EMT level

W B

Two limitations on using evidence to establish an EMS scope of practice are:

1. While evidence may tell us what is or is not effective, it generally does not suggest what
level(s) of EMS personnel are appropriate to perform a specific intervention, and; -

2. There are still limitations on the evidence for much of what is included in an EMS scope
of practice.

Several suggestions were received during the national revision process to increase the EMS
scope of practice at all levels. To address each of these suggestions, therapeutic benefits to the
overall patient care and expected clinical outcomes were considered with the level of risk to
patients, the economic burdens of additional hours of education, requirements to maintain
competency, and level of supervision needed to complete the task/skill. Clinical acts that were
viewed by the Expert Panel to require experience and additional training beyond the basic
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education program required for licensure while not providing significant measurable benefit
were not adopted as a national model. States following the Practice Model as closely as possible
will increase the consistency of the nomenclature and competencies of EMS personnel
pationwide, facilitate reciprocity, improve professional mobility and enhance the name
recognition and public understanding of EMS. (See Appendix II: Changes and Considerations
from the 2007 Practive Model.)

The administration of an opioid antagonist and bemorrhage control including tourniquets and
wound packing were considered urgent and a change notice to add these skills at all levels was
promulgated by NHTSA in 20174

As the 2018 National EMS Scope of Practice Model has been developed it has relied upon
extensive literaturc review, systematic analysis of policy documents regarding health care
licensing and patient safety, the input of an Expert Punel, and extensive public mput.

Analysis and research on patient safety, scope of practice, and EMS personuel competency must
remain a priority among the leadership of national associations, Federal agencies, and research
institutions. When EMS data collection, subsequent analysis, and scientific conclusions are
published and replicated, later versions of the Practice Model should be driven by those findings.

The Role of State Government

Each State has the statutory authority and responsibility to regulate EMS within its borders and
to determine the scope of practice of State-licensed EMS personnel. The Practice Model is a
consensus-based document that was developed to improve the consistency of EMS personnel
licensure. levels and nomenclature among States; it does not have regulatory influence umless
adopted by the State. However, the widespread use and adoption of the Practice Model suggests
that it represents an accepted national standard. Any state that adopts a scope of practice that
significantly deviates below or above this national model should be guided by a collaborative
process that analyzes the potential bemefit, safety risks, costs and required training that are
specific to the structure of the EMS system within the State.

The Practice Model identifies the psychomotor skills and knowledge necessary for the minimum
competence of each nationally identified level of EMS personnel. This competence is assured by
completion of a nationally accredited educational program and national certification. This model
will be used to revise the National EMS Education Standards’®, national EMS certification
exams, and national EMS educational program accreditation. Under this model, to be eligible for
State licensure, EMS personnel must be educated and verifiably competent in the minimum
cognitive, affective, and psychomotor skills needed to ensure safe and effective practice at that
level. Eligibility to ‘practice is dependent on education, certification, State licensure, and
credentialing by the physician medical director.
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While each State has the right to establish its own levels of EMS personuel and their scopes of
practice, staying as close to this model as possible, and especially not going below it Jor any
level, will facilitate reciprocity, standardize professional rec ognition, and decrease the necessity
of cach State developing its own education and certification materials. The Education Standards,
national certification, national educational program accreditation, and publisher-developed
instructional support material provide States with essential infrastructure support for each
nationally defined EMS licensure level.

Some States permit licensed EMS personnel to perform skills and roles beyond the minimum
skill set as they gain knowledge, additional education, experience, and (possibly) additional
. certification (See also Section IIf Specialty Care Delivered by Licensed EMS Personnel.) Care
imust be taken to consider the level of cognition and critical thinking necessary to perform a skill
safely. For instance, some skills may be simple to perform, but require considerable clinical
judgment to know when they should, and should not, be performed.

The Practice Model will continue to serve EMS in the future as it is revised and updated to
include changes in medical science, new technology, and research findings.
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Il. Understanding Professional Scope Of Practice

Overview

“Scope of practice” is a legal description of the distinction between licensed health care
personnel and the lay public and among different licensed health care professionals. It describes
the authority vested by 2 State in individuals that are licensed within that State. In general,
scopes of practice focus on activities that are regulated by law (for example, starting an
intravenous line, administering a medication, ete.). This includes technical skills that, if done
improperly, represent a significant hazard to the patient and therefore must be regulated for
public protection. Scope of practice establishes which activities and procedures that would
represent illegal activity if performed without a license and restricts the use of professional titles
to persons that are authorized by the state. In addition to drawing the boundaries between the
professionals and the layperson, scope of practice also defines the boundaries among
professionals, creating either exclusive or overlapping domains of practice.

Scope of Practice is a description of what a licensed individual legally -
can, and cannot, do.

This Practice Model should be used by the States to develop scope of practice legislation, rules,
and regulation. The specific mechanism that each State uses to define the State’s scope of
practice for EMS personnel varies. State scopes of practice may be more specific than those
included in this model and may specifically identify both the minimum and maximum skilis and
roles of each level of EMS licensure.

Generally, changing a law is more difficult than changing a regufation;
changing a regulafion is more difficult than changing a policy.

Scopes of practice are typically defined. in law, regulations, and/or policy documents. Some
States include specific language within the law, regulation or policy, while others refer to a
separate document using a technique known as “incorporation by reference.” The Practice
Model provides a mechanism to implement comparable EMS scopes of practice between States,

Scopes of practice need not define every activity of a licensed individual (for example, lifting
and moving patients, taking a blood pressure, direct pressure for bleeding control, etc.). The
Praclice Model includes suggested verbiage for the State scopes of practice in the section
entitled “EMS Personnel Scopes of Practice.” The interpretive guidelines include a more detailed
list of skills discussed by the Expert Panel. These skills, which generally should not appear in
~ scope of practice regulatory documents, are included to provide the user with greater insight as to
the deliberations and discussion of the group and are not intended to serve as a comprehensive
list of permitted skills.
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The Interdependent Relationship Between Education, Certification,

Licensure, and Credentialing

The Practice Model establishes a framework that ultimately determines the range of skills and
roles that an individual possessing a State EMS license is authorized to do on a given day, in a
given EMS system. It is based on the notjon that education, certification, licensure, and
credentialing represent four separate but related activities.

Education includes all of the cognitive, psychomotor, and
affective learning that individuals have undergone
throughout their lives. This includes entry-level education,
continuing professional education, formal and informal
learning. Clearly, many individuals have extensive
education that in some cases exceeds their EMS skills or
roles.

Certification is an external verification of the competencies
that an individual has achieved and typically involves an
examination process. While certification exams can be set
to any level of proficiency, in health care they are typically
designed to verify that an individual has achieved
minimum competency to assure safe and effective patient
care.

Licensure represents legal authority granted to an
individual by the State to perform certain restricted
activities. Scope of practice represents the legal limits of
the licensed individual’s petformance. States have a variety
of mechanisms to define the margins of what an individual
is legally permitted to perform. This anthority granted by
the state is defined as licensure in this document, but some
states still use “certification” to describe the same granting
of authority to practice for EMS personnel. In these cases,
this state authority should not be confused with
certification to verify competency as described in the
preceding paragraph. Throughout this document, licensure
will refer to the authority of the State to grant an individual
the ability to practice at a certain level of EMS practitioner,
whether or not a State refers to this process as certification.
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Credentialing is a clinical determination that is the
responsibility of a physician medical director. It is the
employer or affiliating organization’s responsibility to act
on the clinical credentialing status of EMS personnel in
making employment and deployment decisions.

For every individual, these four domains are of slightly different relative sizes. However, one
concept remains constant: an individual may only perform a skill or role for which that person is:

s educated (bas been trained to perform the skill or role), AND

e certified (has demonstrated competence in the skill or role), AND

+ licensed (has legal authority issued by the State to perform the skill or role), AND
« credentialed (has been authorized by medical director to perform the skill or role).

This relationship is represented graphically in Fig. 1.

il. Understanding Professional Scope Of Practice 114




The National EMS Scope Of Practice Model September 2018
Prepublication Display Copy

Figure 1: The relationship among education, certification, licensure, and credentialing.

"'An individ zat

may perform only %,
§ those procedures for §
which they.are
educated, cerlified,
licensed, and
_ credentialed.

The center of Fig 1, where all the four elements overlap, represents skills and roles for which an
individual has been educated, certified, licensed by a State, and credentizled. This is the only
acceptable region of performance, as it entails four overlapping and mutually dependent levels of
public protection: education, certification, licensure, and credentialing. Individuals may perform
those roles and skills for which they are educated, certified, licensed, AND credentialed.

A significant risk to patient safety ocours when EMS personnel are placed into situations and
roles for which they are not experientially or educationally prepared. It is the shared
responsibility of medical oversight by a physician, clinical and administrative supervision,
regulation, and quality assurance to ensure that EMS personnel are not placed in situations where
they exceed the State’s scope of practice, For the protection of the public, regulation must assure
that EMS personnel are functioning within their scope of practice, level of education,
certification, and credentialing process. Figure 2 illustrates the intercomnections among
education, certification of baseline competency, licensing by a regulating body, and credentialing
by the medical director.
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Figure 2: Skill and role sifuations not covered by all four elements for protection of the public.

A
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Region “A”: represents skills and roles for which an individual has received
education, but is neither certified, licensed, nor credentialed. For example, an EMT
in a paramedic class is tanght paramedic Jevel skills; despite being trained, the EMT
cannot perform those skills until such time that he is certified, licensed, and
credentialed by the Local EMS Medical Dirvector.

772 Region “B”: represents skills and roles in which an individual has been educated

- \\_\ 7| and certified, but are not part of the State license and credentialing, For example, a

4 7= Paramedic that trained as a corpsman is educated and certified in basic suturing,
however, the skill is not considered “core” in the civilian sector. It would now be
out of his/her scope of practice, and cannot be performed without special review
and authorization by the State and medical director,

Region “C”: represents skills and- roles for which an individual is educated,
certified, and licensed, but has no local/jurisdictional credentialing. For example, an
off duty Paramedic arriving at the scene of an incident outside of his jurisdiction
usually is not credentialed to perform advanced skills. In this case, performing an
advanced skill would represent a vielation of his scope of practice.
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Region “D”: represents skills or roles the State has authorized (licensed) but are not
addressed by initial education programs or certification processes. These skills
require local entities to assure the education and competency verification, in
addition to local credentialing, For example, rapid sequence induction for intubation
(RSD) in some States is legally permitted, but usually not tanght as part of the initial
education, nor is it part of the certification process. Some individuals (for example,
flight paramedics) may be authorized to perform RSI however, this s only
permissible if the local entity assumes the responsibility for satisfying the
requirements of education and certification of competency. Credentialing remains
mandatory, and additional process may be needed to satisfy local physician medical
direction that skills in this region are safe and appropriate. Nonetheless, all four
domains must be accomplished before any skill or role can be authorized.

Region “E”: represents skills or roles which a medical director wants an individual
to perform but for which they have not yet been educated, certified, or licensed to
perform. Typically, skills and roles in this region are new or emerging interventions
. that have the potential to drive the futnre of EMS practice based on evolving

evidence. Innovations such as waveform capnography, CPAP, and the use of

naloxone by EMRs have all originated in this region. There is considerable State-lo-

State variability in dealing with this situation. Some States have regulations that
 restrict licensed individuals from functioning beyond their scope of practice. In
others, regulatory mechanisms exist that enable a local physician to assume
responsibility for the performance of new skills and roles performed by an EMS
provider. Most States fall somewhere between these extremes and have mechanisms
by which local medical directors can obtain an expansion/variance of a scope of
practice if they can demonstrate the need and appropriate mechanism to reasonably
assure patient safety. In these circumstances, if no process exists to obtain State
level authorization for additional skills or roles, then items that fall in Region *E”
cannot be practiced, Therefore it is important that States recognize the need for
innovation and progression within the field, and establish processes for Region E
interventions to be performed; appropriate education, cvaluation and certification
under the medical direcior’s oversight must oceur prior to implementation, Only
then can these new interventions work their way info the standardized education,
certification, and licensing domains to become part of the ever-evolving standard of
care.

In many States, day-to-day clarification of scopes of practice, management of an appeal process,
or otherwise assuring the adequacy of medical direction is the role of the State EMS Medical
Director. Some States have licensure boards, often consisting of medical directors,
administrators, peers, and i)ublic representatives that help adjudicate and clarify scope of practice
issues.
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Scope of Practice versus Standard of Care

Scope of practice does not define a standard of care, nor does it define what should be done in a
given situation (i.e., it is pot a practice guideline or protocol). It defines what is legally permitted
to be done by some or all of the licensed individuals at that level, not what must be done. Table 1
describes some of the differences between scope of practice and standard of care.

Table 1: Relationship between scope of practice and standard of care

Standard of Care

Deals with the question, “Did
you do the right thing and did
you do it properly?”

Purpose

Acts of commission or omission
not in conformance with the
standard of care may lead to civil
liability

Legal implications

Situational, depends on many

Variability variables
Determined by scope of practice,
Defined by literature, expert witnesses, and

juries

Used to evaluate the totality of
circumstances. What would a
reasonable EMS person do in the
same or similar circumstances?

Miscellaneous

A Comprehensive Approach to Safe and Effective Out of Hospital

Care

Scope of practice is only one part of health care regulation and regulation is only one component
of a comprehensive approach to improved patient care and safety. The primary goal of State
regulation of EMS personnel is to protect the public from harm by ensuring EMS personnet
possess a minimum level of competency and professional behaviors. Safe and effective EMS
care is the cumulative effect of a cascade of many individual decisions involving every level of
EMS leadership, medical direction, supervision, management, and regulation, Safe and effective
patient care is the first priority and shared responsibility of everyone within an EMS agency and
the EMS system. Safe and effective care cannot be accomplished through any single activity, but
is best accomplished with an integrated system of checks and balances. All components of this
comprehensive approach to safe and effective patient care are mutually supportive of and
dependent upon each other.
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lil. Special Considerations

Liability in EMS Licensing and Oversight

A license is the official or legal permission to engage in or perform a regulated actmty In the
United States, State governments generally hold the authority to issue licenses including EMS
licenses. This is fmportant because States ultimately need fo be in a position to halt EMS
personnel from performing in ways that are dangerous or harmful to the public,

Licensing differs from certification in that certification is an affirmation of competence while
licensing is the authorization to perform the regulated health care activity. EMS personnel most
commonly function on behalf of some volunteer or career organization that acts in a supervisory
relationship as the person’s employer. :

EMS personnel have functioned under the supervision of physician medical directors since the
1960s. This physician oversight has been invaliable in assuring and improving the quality of
care provided by EMS personnel. The close relationship of EMS personnel and physicians in
this evolving health care discipline and descriptions of medical direction in early EMS curricula
has led; to the impression and belief by some that medical direction physicians are extending their
licensed to authorize EMS practice. The logic of that belief would be that if an EMS person
acted incompetently or dangerously, the State would take an action on the physician medical
director’s license. Not only would that be ineffective in halting the EMS practitioner’s practice,
it would put at risk the physician who might be in a position to help correct whatever problem
exists with the EMS practitioner’s practice.

The concept that EMS personne] are somehow practicing “under the physician’s lcense” is
simply not accurate. The umbrella of physician supervision and collaboration can never be used
to replace the certification, scope of practice and individual responsibility of licensed EMS
personnel. EMS personnel hold their own license and the relevant State authority can restrict or
remove that license to stop incompetent or dangerous practice.

EMS personnel do however, practice under the oversight of physician medical directors. Medical
directors are expecied to provide appropriate supervision in the interest of public safety and are
obligated to revoke or restrict local credentizling as appropriate. Failure to provide appropriate
oversight can be determined to be inadequate supervision and expose the physician to
professional liability, In this respect, physician medical directors can be- accountable, not for
individual acts of EMS personnel, but for their larger oversight role.

Scope of Practice for Special Populations

EMS personnel are expected to meet the urgent health care needs of all patients with
consideration to age, race, gender, culiural, religious, and ethnic considerations consistent with
their defined scope of practice. Recognized special populations include, but may not be limited
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to, children, older patients, lesbian, gay, bisexual, transgender, and questioning (LGBTQ)
patients, bariatric patients, patients with disabilities, and patients with limited access to health
care due to geographic, demographic, socioeconomic, or other reasons.

Scope of Practice During Disasters, Public Health Emergencies, and

Extraordinary Circumstances

The Practice Model is mtended to cover a range of situations and circumstances where EMS
personnel may provide emergency care. It is virmally impossible to create a scope of practice
that takes into account every umique situation, extraordinary circumnstance, and possible practice
situation. In some cases, EMS personnel may be the only medically trained individuals at the
scene of a disaster when other health care resources are overwhelmed. This document cannot
account for every situation, but rather is designed to establish a system that works for entry-level
personnel under normal circumstances. States may wish to modify or expand the scope of
practice of EMS personnel in times of disaster or crisis with proper education, medical oversight,
and quality assurance to reasonably protect patient safety.

Scope of Practice for EMS Personnel Functioning in Nontraditional

Roles ,

The delivery of health care has been transformed over the last half-century by exponential and
significant advances in medicine, research, and technology. The increasing portability and
affordability of diagnostic and treatment equipment and the demand fo increase care quality
while reducing the cost of providing it bas changed the demand for health care services in ways
that were pot envisioned with the passage of the National Highway Safety Act in 1966%°. EMS
personnel are identifying volunteer and career opportunities in a range of nontraditional settings
that fulfill an important public health, public safety, and patient care need, such as large-scale
concerts, sporting events and festivals, industrial, frontier and wilderness environments, wildland
fire settings, community health, and more. Enabled by progressive rulemaking, occupational
partners and innovative health care systems have been successfully utilizing educated,
experienced, and licensed EMS personnel in patient care seftings, such as health clinics and
hospitals for the past several years and they have become recognized as an invaluable member of
the health care team. States with practice restrictions based on location, vehicle use, agency type,
or transport provisions arc encouraged to review existing laws, regulations, and policies to
identify barriers that prevent EMS personnel from functioning in any setting at a level to the full
extent of their education, certification, licensure, and credentialing,

Specialty Care Delivered by Licensed EMS Personnel
Specialization of EMS personnel continues to be an evolving area of interest to the national EMS
community. This reflects a broader specialization trend that has occurred in medicine for over a
century as well ongoing specialization in nursing and other allied health fields. in general,
specialization occurs in response to an identified need for an expanded body of knowledge and
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skills that are best served by a formal supplemental educational and credentialing process. In
many instances throughout health care the development and oversight of & specialty recognition
process is lead by health professionals through specialty boards and implemented in conjunction
with State regnlators. This approach effectively combines national consistency achieved through
the specialty certification process with the legal authority to practice.

Specialty recognition, credentialing, or endorsement is the outcome of a formally defined process
and mechanism for actively assessing that an individual possesses and has mastered a unique
body of knowledge aver and above entry-level cognitive, affective, and psychomotor domaius of
learning and that they can apply this knowledge and related skill set to improve care provided for
patients. Numerous health care and non-health care professions regulated by States have one or
more specialty certification areas that have been definéd, in part, by members of the profession
itself. Several EMS specialties have emerged since the 2000 release of the Education Agenda.

Integration of specialty care requires appropriate educational preparation, a rigorous certification
process, integration with State scope of practice and licensure regnlations, and local credentialing
by the medical director and EMS agency.

The legal authority for personnel to practice is established by State legislative action. Licensure
authority prohibits anyone from practicing a profession unless they are licensed and authorized
by the State, regardless of whether or not the individual has been certified by a nongovernmental
or private organization.

States often approach specialization policy though two mechanisms. The first is development of
an additional licensure level beyond those described in this model. The second is to enact scope
of practice regulations at the State level that allow for additional practice, often called an
endorsement, in addition to an existing license level. This second approach is used extensively in
the medical and nursing professions. Both approaches benefit from ongoing cooperation and
coordination with non-governmental specialty boards.

Military to Civilian EMS Transition

Military medics and corpsmen treat combat wounds in some of the harshest conditions that the
majority of civilian EMS personnel will likely never see and they are undoubtedly well qualified
to serve a domestic mission to achieve zero preventable deaths in the war on trauma
(#ZPD2025). While support for military to civilian EMS transition is broad, the cognitive,
affective, and psychomotor coursework for military medical trainees is variable depending on the
individual service membet’s military assignment, which makes determining related equivalency
and awarding experiential credit for military service across five armed services branches
somewhat complex. Much work has been done to identify pathways for military corpsmen to
transition to civilian EMS positions:

lil. Special Considerafions 22



The National EMS Scope Of Practice Model September 2018
Prepublication Display Copy

e The U.S. Department of Defense has consolidated a vast majority of health care specialist
training across the armed services branches fo the operational center at the Medical
Education and Training Campus (METC) at Fort Sam Houston, TX. METC is working
to ensure that more service-required education and training programs satisfy the ever-
increasing course completion requirenaents of the civilian sector.

e EMS programs are increasingly providing “advanced placement” evaluation and
assistance to separating service members, particularly at the AEMT and paramedic levels.

e Over the next several years, health science training programs at METC will transition to
the METC Branch Campus of the College of Allied Health Sciences at the Uniformed
Services University so that all military students will receive a consistent and recognizable
transcript from a regionally accredited degree granting institution of higher education. '

o States have developed an updated mode]l for conducting EMS personnel licensure
evaluations including the integration of EMS licensees from other States and from the
military setting.

Course completion of a program that meefs or exceeds the Education Standards signifies that an
individual has fulfilled entry-level education requirements that lead to National EMS
Certification provided by the National Registry of Emergency Medical Technicians (NREMT).
Active NREMT Certification has been demonstrated to be the most expeditious path for military -
personnel to seek EMS licensure with the States.
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IV. Description of Levels

Emergency Medical Responder (EMR)

Description

The EMR is an out of hospital practitioner whose primary focus is to initiate immediate
lifesaving care to patients while ensuring patient access to the emergency medical services
system, EMRs possess the basic knowledge and skills necessary to provide lifesaving
interventions while awaiting additional EMS response and rely on an EMS or public safety
agency ot larger scene response that includes other higher-level medical personnel. When
practicing in less populated areas, EMRs may have a low call volume coupled with being the
only care personnel for prolonged perjods awaiting arrival of higher levels of care. EMRs may
assist, but should not be the highest-level person caring for a patient during ambulance transport.
EMRs are ofien the first to arrive on scene. They must quickly assess patient needs, initiate
treatment, and reguest additional resources.

Emergency Medical Responders:

« Function as part of a comprehensive EMS response, community, health, or public
safety system with clinical protocols and medical oversight.

o Perform basic interventions with minimal equipment to manage life threats, medical,
and psychological needs with minimal resources until other personnel can arrive.

» Are an important link within the 9-1-1 and emergency medical services systems.

Other Attributes

The focused and limited scope of this level makes it suitable for employee cross training in
settings where emergency medical care is not the EMRs primary job function. Examples include
firefighters, law enforcement, lifeguards, backcountry guides, community responders, industrial
workers and similar jobs. EMRs advocate health and safety practices that may help reduce harm
to the public.

Education Requirements
Successful completion of an EMR training program that is:

« Compliant with a uniform national standard for quality, and
e Approved by the State or US terzitory

Primary Role
Injtiate patient care within the emergency medical services system.

Type of Education
Vocational/Technical setting
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« Certificate awarded for successful completion

Critical Thinkitig
Within a limited set of protocol-driven; clearly defined principles. = ~ =

Level of Supervision S
General medical oversight required. Assist higher-level personnel at the scene and during
transport.

Emergency Medical Technician (EMT)

Description

An EMT is a health professional whose primary focus is to respond to, assess and triage
emergent, urgent, and non-urgent requests for medical care, apply basic knowledge and skills
necessary to provide patient care and medical transportation to/from an emergency or health care
facility. Depending on a patient’s needs and/or system resources, EMTs are sometimes the
highest level of care a patient will receive during an ambulance transport. EMTs often are paired
with higher Jevels of personnel as part of an ambulance crew or other responding group. With
proper supervision, EMTs may serve as a patient care team. member in a hospital or healih care
seiting to the fall extent of their education, certification, licensure, and credentialing. In a
community setting, an EMT might visit patients at home and make observations that are reported
to a higher-level authority to help manage a patient’s care. When practicing in less populated
arcas, EMTs may have low call volume coupled with being the only care personnel during
prolonged transports. EMTs may provide minimal supervision of lower level personnel. EMTs
can be the first to arrive on scene; they are expected to quickly assess patient conditions, provide
stabilizing measures, and request additional resources, as necded.

Emergency Medical Technicians:

e Tunction as part of a comprehensive EMS response, community, health, or public
safety system with defined clinical protocols and medical oversight,

» Perform interventions with the basic equipment typically found op an ambulance'” to
manage life threats, medical, and psychological needs.

s Are an important link within the continuum of the emergency care system from an out
of hospital response through the delivery of patients to definitive care.

Other Attributes

The majority of personnel in the EMS system are licensed at the EMT level. The EMT plays
many important roles and possesses the knowledge and skill set to initially manage any
emergency until a higher level of care can be accessed. In areas where AEMT or Paramedic
response is not available, the EMT may be the highest level of EMS personnel a patient
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encounters before reaching a hospital. EMTs advocate health and safety practices that may help
reduce harm to the public.

Education Requirements '
Successful completion of an EMT training program that is:

e Compliant with a uniform national standard for quality, and
o Approved by the State or US tetritory

Primary Role
Provide basic patient carc and medical transportation within the emergency care system.

Type of Education
Vocational/Technical setting

s Diploma or certificate awarded for successful completion.

Critical Thinking
Within a limited set of protocol-driven, clearly defined principles that:

o Engages in basic risk versus benefit analysis.
o Participates in making decisions about patient care, transport destinations, the need
for additional patient care resources, and similar judgments.

Level of Supervision
General medical oversight required. Some autonomy at basic life support level, assist higher-
level personnel at the scene and during patient transport.

Advanced Emergency Medical Technician (AEMT)

Description

The AEMT is a health professional whose primary focus is to respond to, assess and triage non-
urgent, urgent, and emergent requests for medical care, apply basic and focused advanced
knowledge and skills nmecessary to provide patient care and/or medical fransportation, and
facilitate access to a higher level of care when the needs of the patient exceed the capability level
of the AEMT. The additional preparation beyond EMT prepares an AEMT fo improve patient
care in common emergency conditions for which reasonably safe, targeted, and evidence-based
interventions exist. Interventions within the AEMT scope of practice may carry more risk if not
performed properly than interventions authorized for the EMR/EMT levels. With proper
supervision, AEMTs may serve as a patient care team member in a hospital or health care setting
to the full extent of their education, certification, licensure, and credentialing, In a community
setting an AEMT might visit patients at home and make observations that are reported to a
higher-level authority to help manage a patient’s care.
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Advanced Emergency Medical Technicians:

« Function as part of a comprehensive EMS response; community, health, or public
safety system with medical oversight. ==

s Perform interventions with the basic and advanced equipment typically found on an
ambulance. ‘

s Perform focused advanced skills and pharmacological interventions that are engineered
to mitigate specific life-threatening conditions, medical, and psychological conditions
with a targeted set of skills beyond the level of an EMT.

o TFunction as an important Hink from the scene into the bealth care system.

Other Attributes -

The learning objectives and additional clinical preparation for AEMTs exceed the level of an
EMT. In areas where Paramedic response is not available, the AEMT may be the highest level
of EMS personnel a patient encounters before reaching a hospital. AEMTs advocate health and
safety practices that may help reduce harm to the public.

Education Requiremenis

Successful completion of a nationally accredited or CAAHEP accredited AEMT program that
meets all other Statefterritorial requirements. (The target for full implementation of AEMT
program accreditation is January 1, 2025.)

Primary Role
Provide basic and focused advanced patient care; determine transporfation neceds within the
health care system.

Type of Education
Vocational/Technical or Academic setting

« Diploma, certificate, or associates degree awarded for successful completion.

Crifical Thinking
Within a limited set of protocol-driven, clearly defined principles that:

o Engages in basic risk versus benefit analysis.
o Participates in making decisions about patient care, transport destinations, the need
for additional patient care resources, and similar judgments.

Level of Supervision :

Medical oversight required. Minimal autonomy for limited advanced skills. Provides some
supervision of lower level personnel. Assist higher-level personpel at the scene and during
transport.
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Paramedic

Description

The paramedic is a health professional whose primary focus is to respond to, assess, and triage
emergent, urgent, and non-urgent requests for medical care, apply basic and advanced
knowledge and skills necessary to determine patient physiologic, psychological, and
psychosocial needs, administer medications, interpret and use diagnostic findings to implement
treatment, provide complex patient care, and facilitate referrals and/or access to a higher level of
care when the needs of the patient exceeds the capability level of the paramedic. Paramedics
often serve as a patient care team member in a hospital or other health care setting to the full
extent of their education, certification, licensure, and credentialing. Paramedics may work in
community settings where they take on additiopal responsibilitics monitoring and evaluating the
needs of at-risk patients, as well as intervening to mitigate conditions that could lead to poor
outcomes. Paramedics help educate patients and the public in the prevention and/or management
of medical, health, psychological, and safety issues.

Paramedics:

» Function as part of a comprehensive EMS response, community, health, or public
safety system with advanced clinical protocols and medical oversight.

s Perform interventions with the basic and advanced equipment fypically found on an
ambulance, including diagnostic equipment approved by an agency medical director.

s May provide specialized interfacility care during transport.

e Are an important link in the continuum of health caze.

Other Attributes

Paramedics commonly facilitate medical decisions at an emergency scene and during transport.
Paramedics work in a variety of specialty care settings including but not limited to ground and
air ambulances, occupational, in hospital, and community settings. Academic preparation enables
paramedics to use a wide range of pharmacology, airway, and monitoring devices as well as to
utilize critical thinking skills to make complex judgments such as the need for fransport from a
field site, alternate destination decisions, the level of personnel appropriate for transporting a
patient, and similar judgments. Due to the complexity of the Paramedic scope of practice and the
required integration of knowledge and skills, many training programs are moving fowards
advanced training at the Associate degree or higher level.

Education Requirements
Successful completion of a nationally accredited Paramedic program that meets all other State
requirements.
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Primary Role
Provide advanced care in a variety of seftings; interpretive and diagnostic capabilities; determine
destination needs within the health care system; specialty transport.

Type of Education
Academic setting

« Diploma, Certificate, Associate, or Bachelors/Baccalaureate Degree awarded for
successful completion.

Critical Thinking
Within a set of protocol-driven, clearly defined principles that:
o Engages in complex risk versus bepefit analysis.

o Patticipates in making decisions about patient care, transport destinations, the need
for additional patient care resources, and similar judgments.

Level of Supervision

Paramedics operate with collaborative and accessible medical oversight, recognizing the need for
autonomous decision-making. Frequently provides supervision and coordination of lower level
personnel.
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V. Depth and Breadth of Knowledge

“Breadth of learning refers to the full span of knowfedge of a

subject. Depth of leaming refers to the extent to which specific fopics
are focused upon, amplified and explored. Within any area of study,
there will be both breadth and depth of learning, which increase as
students advance their knowledge.’®”

It is important to note that the Practice Model and Education Standards assume a progression of
the three domains of learning (cognitive, affective, and psychomotor) that affects EMS practice
from the EMR level through the Paramedic level. That is, licensed personne] at each level are
responsible for all knowledge, judgments, and skills at their level and all levels preceding their
level The Practice Model also assumes that EMS personnel not only receive requisite
knowledge, but they can comprehend data, apply knowledge, analyze dnd synthesize
information, and evaluate the outcomes of their actions.

Typically, scope of practice refers to the tasks and roles that licensed personnel are legally
authorized to perform. In general, it does not describe the requisite knowledge necessary to
perform those tasks and roles compelently, As outlined in the Education Agenda, the
responsibility for determining the knowledge necessary to safely perform skills, tasks, and roles
falis to the EMS educators.

The increasing depth and breadth of cognitive, affective, and psychomotor material envisioned
across each level of EMS licensure is graphically represented in Figure 3.

Figure 3: Inereasing Depth and Breadth of Knewledgé from EMR through Paramedic

Increasing Depth and Breadth

Depth

Breadth
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VI. Interpretive Guidelines

The interpretive guidelines are used to help guide the users of this document by providing - :":
additiona] insight into the discussions and deliberations that revotved around the decisions of the
Expert Panel. These interpretive guidelines represent the collective opinions of the Expert Panel

in June 2018.

The interpretive guidelines are included to allow future users fo apply similar methodology in
deciding approprialeness of new interventions at cach personnel level. They are illustrative and
NOT all-inclusive.

I. Skill — Airway/Ventilation/Oxygenation

1. Skill — Airway / Ventilation /
Oxygenation

Paramedic

i
;
;
i
i
;
;

Alrway — nasal

Alrway — oral

Airway — supraglottic

Bag-valve-mask {BVM)

CPAP

Chest decompression - needle

Chest tube placement — assist only

Chest tube — monitoring and management

Cricothyrotomy

Fnd tidal CO; monitoring and
interpretation of waveform capnography

Gastric decompression — NG Tube

Gastric decompression — OG Tube

Head tilt - chin Lift

Endotracheal intubation

Jaw-thrust
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1. Skill — Airway / Ventilation /
Oxygenation

Paramedic

Mouth-to-barrier

Mouth-to-mask

Mouth-to~-mouth

Mouth-to-nose

Mouth-to-stoma

Airway Obstruction - dislodgement by
direct laryngoscopy

Airway Obstruction — manual
disiodgement techniques -

Oxygen therapy — High flow nasal
cannula

Oxygen therapy — Humidifiers

Oxygen therapy — Nasal cammula

Oxygen therapy — Non-rebreather mask

Oxygen therapy — partial rebreather mask

Oxygen therapy — simple face mask

Oxygen therapy — Venturf mask

Pulse oximetry

Suctioning — Upper airway

Suctioning — tracheobronchial of an
intubated patient

If. Skill — Cardiovascular/Circulation

. Skill — Cardiovascular [
Circulation

Cardiopulmonary resuscitation (CPR)

Cardiac monitoring — 12 lead ECG
acquisition and transmission
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II. 5kill — Cardiovascular /
Circulation

Paramedic

Cardiac monitoring — 12 Jead
slectrocardiogram (interpretive)

Cardioversion — electrical

Defibrillation ~ automated / semi-
sutomated

Defibrillation — manual

Hemorrthage control — direct pressure

Hemorrhage confrol — tourniquet

Hemorrhage control - wound packing

Transvenous cardiac pacing — moniforing
and matntenance

Mechanical CPR device

Telemetric monitoring devices and
transmission of clinical daty, including
video data

Transcutaneous pacing

Il1. Skill — Splinting, Spinal Motion Restriction (SMR), and Patient
Restraint

. Skiil - Splinting, Spinal Motion
Restriction (SMR), and Patient Paramedic
Resfraint

Cervical collar

Leng spine beard

Manual cervical stabilization

Seated SMR (KED, etc)

Extremity stabifization - manual

Extremity splinting
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L. Skill - Splinting, Spinal Motion
Restriction (SMR), and Patient Paramedic
Restraint :

Splint — fraction

Mechanical patient restraint

Emergency moves for endangered
patients

V. Skill - Medication Administration — Routes

IV, Skill - Medication
Administration — Routes

Paramedic

Acrosofized/nebulized

Endotrachea! tube

Inbaled

Intradermal

Intramuscular

Tntramuscular — auto-mjector

Intranasal

Intranasal - unit-dosed, premeasured

Intraosseous

Intravenous

Mucosal/Sublingual

Nasogastric

Oral

Rectal

Subcutaneous
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IV. Skill - Medication
Administration — Routes

Paramedic

Topical

Transdermal

V. Medical Director Approved Medications

V. Medical Director Approved
Medications

Paramedic

Use of epinephrine (auto-injector) for
anaphylaxis (supplied and carried by the
EMS agency)

Use of auto-mjector antidotes for
chernical/hazardous material exposares

Ukse of opicid antagonist auto-injector for
suspected opioid overdose

Immunizations

Inhaled — beta agonist/bronchodilator and
anticholinergic for dyspnea and wheezing

Inhaled ~ monttor patient administered
{i.e. nitrous oxide)

Intranasal - opioid antagonist for
suspected opioid overdose

Intravenous

Maintain an infusion of blood or blood
products

Oral aspirin for chest pain of suspected
ischemic origin

Oral glucose for suspected hypogiycemia

Oral over the counter (OTC) analgesics
for pain or fever

OTC medications, oral and topical

Parenteral analgesia for pain

1 Limited to anlgesia, antinausea/antiemetic, dexirose, epinephrine, glucagon, naloxone, and others defined by statefloeal
protocol. ‘
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V. Medical Director Approved

Medications Pargmedlc
Sublingual nitroglycerin for chest pain of
suspected ischemie origin — limited to
patient’s own prescribed medication
Sublingual nitroglycerin for chest pain of X
suspected ischemic origin
Thrombolytics X

V1. Skill — IV Initiation/Mainfenance Fluids
Vi :E':kl“ —~ IV Initiation/Maintenance EMT Paramedic
Fluids :
Access indwelling catheters and X
implanted central TV ports
Central line — monitoring X
Intraosseous — initiation, peds or adult X
Intravenous access X
Intravenous initiation - peripheral X
Intravenous — maintepance of non- X
medicated IV fluids
Intravenous — maintenance of medicated X
1V fluids

VIi. Skili — Miscellaneous

VII. Skill — Miscellaneous BN Paramedic

Assisted delivery (childbirth)

Assisted complicated delivery
{childbirth)

Blood chemistry analysis

Blood pressure automated

Blood pressure — manual
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Vil. Skill — Miscellaneous

Blood glucose monitoring

Paramedic .

Eye irrigation

Eye irrigation —hands free irrigation using

sterile eye irrigation device

Patient transport

Venous blood sampling

Vi interpretive Guidetlines
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VIli. Definitions

Academic—>Based on formal education; scholarly; conventional.

Academic institution—A body or establishment instituted for an educational purpese and
providing college credits or awarding degrees.

Accreditation—The granting of approval by an official review board after specific requirements
have been met. The review board is non-governmental and the review is collegial and based on
self-assessment, peer assessment, and judgment. The purpose of accrediation is student
protection and public accountability,

Advanced level care—Care that has greater potential benefit to the patient, but also greater -

potential risk to the patient if improperly or inappropriately performed, is more difficult to attain
and maintain competency in, and requires significant background knowledge in basic and
applied sciences. These include invasive and pharmacological interventions.

Administered medication—The act of giving a medication to a patient that has been stocked
and carried by EMS personnel The patient may not have previously been determined by a
physician to be an appropriate recipient of the medication.

Certification—An external verification of the competencies that an individual has achieved that
typically involves an examination process.

Continuing education—The continual process of life-long learning.

Competence—The application of knowledge and the interpersonal, decision-making and
psychomotor skills expected for the practice role, within the context of public health, safety and
welfare.

Core content—The central elements of a professional field of study. The core content does not
specify the course of study.

Credentialing—A clinical determination that is the responsibility of a physician medical
director that authorizes a practitioner to perform a skill or role.

Curriculum—A particular course of study, often in a special field. For EMS education it has
traditionally included detailed lesson plans. (The responsibility for EMS curriculum has shifted
to EMS educators and EMS programs based on the Education Standards.)

Educational affiliation—An association with a learning institution (academic), the extent to
which can vary greatly from recognition to infegration.
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Entry-level competence—The level of competencé expected of an individual who is about to
begin a career. Eniry-level competence is sometimes defined as the minimum competence
necessary to practice safely and effectively.

EMS system—Any specific arrangement of emergency medical personnel, equipment, and
supplies designed to function in a coordinated fashion. May be local, regional, State, or national.

Licensure—The legal authority granted to an individual by the Staie to perform certam
restricted activities. A license is generally considered a privilege and not a right.

National EMS Core Content—The document that defines the domain of out of hospital care.

National EMS Education Program Accreditation—The national accreditation process for
institutions that sponsor EMS educational programs identified by the Education Agenda.

Nationally recognized accrediting agency—An accrediting agency that the U.S. Secretary of
Education recognizes under Title 34 CFR Part 602—The Secretary’s Recognition of Accrediting
Agencies®.

National EMS Education Standards—The document that defines the terminal leaming
objectives for each Nationally defined EMS licensure level.

National EMS Scope of Practice Model-—The document that defines scope of practice for each
Nationally defined EMS licensure level.

Outcome—The short-, intermediate-, or long-term consequence or visible result of treatment,
particularly as it pertains to a patient's return to societal function.

Practice analysis—A study conducted to determine the frequency and criticality of the tasks
performed in practice.

Registration—A listing of individuals who have met the requirements of the registration
service.

Registration agency—Agency traditionally responsible for the delivery of a product used to

" evaluate a chosen area. States may voluntarily adopt this product as part of their licensing
process. The registration agency is also responsible for gathering and housing data to support the
validity and reliability of their product.

Regulation—Either a rule or a statute that prescribes the management, governance, or operating
parameters for a given group; tends to be a function of administrative agencies to which a
legislative body has delegated authority to promulgate rules/regulations to "regulate a given
industry or profession." Most regulations are intended to protect the public health, safety, and
welfare.
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" Scope of practice—Defined parameters of various duties or services that may be provided by an
individual with specific credentials. Whether regulated by rule, statute, or court decision, it
represents the Timits of services an individual may legally perform.

Testing agency—Agency traditionally responsible for delivering a contracted examination. The
responsibility of interpreting the results and defending the validity of those judgments is placed
on the contractor.

Vocational/Technical—Refers to schools or programs specializing in the skilled trades, applied
sciences, technology, and career preparation.
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Appendix I. History of Occupational Regulation in EMS

The development of modern civilian EMS stems largely from lessops learned in providing
medical care to soldiers injured in military conflict.

Building on these lessons, a number of rescue squads and ambulance services emerged in the
civilian sector, often community-based in patare. Hospitals and funera] homes were also
common sources of nascent response and transportation systems. While well intentioned, most of
these personnel were untrained, poorly equipped, unorganized, and unsophisticated. The systems
were unregulated, and no State or national standards existed. By the 1960s, prehospital care in
the United States had evolved imto a patchwork of well intentioned but uncoordinated efforts.
This all changed in the mid-1960s.

Tn 1960, the President’s Committee for Traffic Safety recognized the need to address “Health,
Medical Care and Transportation of the Injured” to reduce the nation’s highway fatalities and
injuries.

In 1966, the National Academy of Sciences published a “white paper” report titled Accidental
Death and Disability: The Neglected Disease of Modern Society®®. This report quantified the
magnitude of traffic-related death and disability while vividly describing the deficiencies in
prehospital care in the United Staies. The white paper made a number of recommendations
regarding ambulance systems, including a call for ambulance standards, State-level policies and
regulations, and adopting methodology for providing consistent ambulance services at the local
level (National Academy of Sciences National Research Council, 1966).

The Highway Safety Act of 1966 required each State to have a highway safety program that
complied with uniform Federal standards, incliding “emergency services.” This provided the
impetus for the National Highway ‘Traffic Safety Administration’s early leadership role in EMS
system improvements. Initial NHTSA EMS efforts were focused on improving the education of
prehospital personnel such as the writing of the National Standard Curricula (NS C). Funding was
also provided to assist States with the development of State EMS Offices. Subsequent NHTSA
efforts were oriented toward comprehensive EMS system development and included, for
instance, model State EMS legislation (Wi eingroff and Seabron, circa 2003).

The genesis of State EMS systems can also be traced to the early 1970s, when an unprecedented
fevel of funding from the Federal Government and the Robert Wood J ohnson Foundation
prompted the establishment of regional EMS systems and demonstration projects throughout the
country. The Emergency Medical Services Systems Act of 19732 (enacted by Congress as Title
K11 of the Public Health Service Act), yielded eight years and over $300 million of investment in
EMS systems planning and implementation. The availability of EMS personne] and their training
were two components that eligible entities were required to focus on, resulting in the first
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generation of legislation and regulation of EMS personnel levels (National Highway Traffic
Safety Administration, 1996).

In 1966, the National Academy of Sciences/National Research Council Committee on Trauma
published the landmark document; Accidental Death and Disability: The Neglected Disease of
Modern Society that called for improved training of ambulance personnel. Also in 1966, the
Federal Highway Safety Act required each State to have a highway safety program that complied
with uniform Federal standards, including “cmergency services.” That requirement provided the
impetus for the National Highway Traffic Safety Administration’s (NHTSA) early leadership
role in EMS system improvements. Initial NHTSA EMS efforts were focused on improving the
education of prehospital personnel such as the writing of the National Standard Curricula (NSC).
Funding was also provided to assist States with the development of State EMS Offices.
Subsequent NHTSA efforts were oriented toward comprehensive EMS system development and
included, for instance, model State EMS legislation

Beginning in 1971 NHTSA published the first 81-hour curriculum for training EMT-Ambulance
personnel. Other NSC followed for EMT-Paramedics and EMT-Intermediates. These propelled
EMS systems forward in terms of standardizing the preparation of people filling roles in
providing prehospital emergency care. The NSC gave detailed “how to teach this course”
guidance down to the minute in how much time fo spend on specific learning objectives. It was
initially helpful to instructors who had never taught anyone to care for patients in the prehospital
environment. The NSC became functionally synonymous with the scope of practice that EMS
personnel could pc:rform. EMS textbooks were published to align with the NSC. Many States
referenced the NSC in their statutes and rules.

The practical effect of the NSC for EMS personnel was, an EMS person could generally do what
they were taught to do. The practice and educational preparation of most other allied health
professions begins with agreement on what a person in the job can do (i.e. a scope of practice)
and then developing the education resources to prepare a qualified person to do that role. For
EMS, education was driving practice and for all other professions, practice drives education.

As EMS systems began to mature, limitations of the NSC became increasingly evident. . A few
examples of these limitations included:

» Integration of new technologies and evidence. When AEDs became available and
proved to be both reliable and effective for cardiac arrest resnscitation, there had to be an
update to the NSC before use of AEDs could be widely taught to EMS personnel. The
opposite was also true as EMS devices or practices began to be shown as harmful. The
only way to remove content from teaching and practice was to revise the NSC.

+ The professionalism of EMS educators. EMS courses began to be taught in many areas
by experienced adult educators. These edncators questioned the constraints of the NSC
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when they found they needed more or less time than what was called for. The NSC
provided no flexibility for how to deliver EMS courses.

» State EMS Office role conflict. States have the responsibility of setting scopes of
practice for all levels of health care personnel and those who adopted the NSC
functionally handed off this responsibility to a national document. There was no
effective way structurally for States to reference the NSC and make local adaptations to
both teaching and practice. —

As a practical matter, the NSC also proved difficult and expensive to update. Controversy on
periodic revisions stemmed from debate about EMS practice rather than updates to the education
program.

The development of the EMS Agenda for the Future and the follow on EMS Education Agenda
_ for the Future: A Systems Approach called for a pew model of EMS education. Central to the
new model was a National EMS Scope of Practice Model (SoPM) setting a floor on expectations
for what every person would be prepared to do in their role. Once the SoPM was established,
National EMS Education Standards were developed (o guide instructors in the depth and breadth
of content to be taught. The development of curricula on how best to teach the courses at each
level is now left to individual instructors. EMS publishers provide an array of texts and other
educational support materials.

One function of State EMS offices was to ensure the competence of the State’s EMS personnel.
States employed a number of strategies to help assure safe and effective EMS practice, including
licensure and certification. Unfortunately, these terms developed multiple connotations in EMS.
In some cases, the meanings differed from other disciplines, causing confusion and inconsistency
at the national level. ' '

In 1981, the Omnibus Budget Reconciliation Act (OBRA) eliminated the categorical federal
funding to states established by the 1973 EMS Systems Act in favor of block grants to states for
preventive health and health services. This change shifted responsibility for EMS from the
federal to the state level”. By 1990, EMS in the United States had enjoyed many successes. Not
only did EMS systems grow, but EMS became a career and volunteer activity for hundreds of
thousands of talented, committed, and dedicated individuals. Emergency medical care was
available to virtually every citizen in the country by simply dialing 9-1-1 from any telephone.
Despite this progress, EMS was affected by a number of factors in the broader health care
system.

In 1992, the National Association of EMS Physicians (NAEMSP) and the National Association
of State EMS Directors (NASEMSD) saw a need for a long-term strategic direction for EMS,
and the EMS Agenda for the Future was initiated with support from the National Highway
Traffic Safety Administration and the Maternal and Child Health Bureau (MCHB) of the Heath
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. Resources and Services Administration (HRSA). Published in 1996, the EMS Agenda for the
Future proposed a bold vision for greater integration of EMS into the U.S. health care system.

Tn 1993, the National Registry of EMTs (NREMT) released the National Emergency Medical
Services Education and Practice Blueprint. The Blueprint defined an EMS educational and
training system that would provide both the. flexibility and structure needed to guide the
development of national standard fraining curricula and guide the issuance of licensure and
certification by the individual States. -

Tn 1998, the Pew Health Professions Commission Taskforce on Health Care Workforce
Regulation published Strengthening Consumer Protection: Priorities for Health Care Workforce
Regulation (Finocchio, Dower et al., 1998)%. The report recommended that a national policy
advisory board develop standards, including model legislative langnage, for uniform scopes of
practice authority for the health professions. The report emphasized the need for States to enact
and implement scopes of practice that are nationally uniform and based on the standards and .
models developed by the national policy advisory body.

Also in 1998, demonstrating their commitment to the EMS Agenda, NHTSA and HRSA jointly
supported a two-year project to develop an integrated system of EMS regulation, education,
certification, licensure, and educational program accreditation. The result was the EMS
Education Agenda for the Future: 4 Sysiems Approach, which recognized the need for a
systematic approach to meet the needs of the current EMS system while moving toward the
vision proposed in the 1996 EMS Agenda for the Future. The EMS Education Agenda called for
a more traditional approach to licensing EMS personnel.

A coordinated national EMS system continues to be in the best interest of States, EMS
personnel, and the public. State EMS offices, while working in cooperation with their
stakeholders, should implement scope of practice regulations that are as close as possible to
those described in the National EMS Scope of Practice Model. This will help with professional
recognition of EMS personnel, facilitate reciprocity, decrease confusion, and enable the
development of high quality support systems to benefit the entire system.
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Appendix ll. Changes and Considerations from the 2007
Practice Model ' -

The 2018 version of the Practice Model represents one frame of a motion picture of evolving
EMS practice. Research and technology are constantly evolving and will continue to drive
- changes to EMS education and practice. Having the context for what did or did not change from
the 2007 Practice Model may be useful in understanding some of the content in this document.
The entire revision team deeply appreciates the thoughtful input received from the EMS
commumity during multiple public reviews. While not every comment or suggestion was
ultimately incorporated in the revision, all of thera were considered and collectively played an
important role in shaping the 2018 National EMS Scope of Practice Model.

Much of the effort in wpdating the 2018 Practice Model was focused on describing the
interdependence between education, certification, licensure and credentialing and the narrative
descriptions of each level, while attempting to more clearly document expectations in a way to
minimize scope creep between the levels. While it is tempting to look at the specific list of skills
included in the Interpretive Guidelines section, that list cannot be used to provide a complete
understanding of the 2018 Practice Model for any level. The Interpretive Guidelines included in
this document are intended to illustrate the kinds of skills and interventions personnel at various
levels are educated, certified, licensed and otherwise qualified to do. This does not mean that
every person at a particular level will routinely do every skill on the Iterpretive Guideline list.
One example of this is the obtaining and transmitting 12 lead electrocardiograms (ECG) at the
EMT level. The Expert Panel recognized the strong research evidence to support the value of
this skill for improving patient outcomes, especially in rural secttings, however some systems
have readily available paramedics and EMT’s might not be utilized to provide this technology in
such systems. The Expert Panel also recognized that the cost of technology might be prohibitive
for some EMT level agencies. Accordingly, this is one example of a skill on which EMTs (and
other levels of EMS personnel) will routinely be educated and tested but that preparation does
not imply that the technology must or even should be available in every practice setting where
EMTs function. In other words, such a task should be valued/permitted but not required if the
necessary equipment/resources to complete the task are not available to personnel.

Finally, States maintain the regulatory flexibility fo permit licensees to exceed the Practice
Model but they do so along with the need to develop learning objectives, educational content,
competency measures, and a credentialing process to ensure safe practice. As an example, some
States allow Heensed EMTs to draw up a unit dose of epinephrine for IM injection to treat
anaphylaxis from a single or multi-dose vial although this activity is dependent on strict
oversight by a physician medical ditector and is not permitted in all jurisdictions. "
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Nomenclature :

The Expert Panel considered a recommendation®® from the National EMS Advisory Council
(NEMSAC) to recognize and use the term “paramedicine” to describe the professional discipline
that is currently recognized as EMS. Because the national discussion on this important topic has
just begun, the group ultimately did not support a change to nomenclature for the 2018 Practice
Model revision. When greater consensus among national EMS organizations and other EMS
stakeholders is achieved, the recommendation could be considered during the next revision
cycle.

Academic Degree Requirements for Paramedics

Consideration was given by the Expert Panel to calling for an associate degree as an entry-level
education requirement for paramedics. Arguments in favor of this change include recognition of
the complexity and sometimes ambiguity inherent fo paramedic practice, increasing the
professional recognition of paramedics, a logical pathway towards better compensation, and
comparability with other health care professions. Arguments against this change include the
challenges of integrating associate degree academic preparation into fire, hospital or other non-
academic institution based programs. Concerns were voiced that increasing acadernic
preparation requitements could increase the cost of education, shrink the hiring pool of
paramedics for employers and threaten existing paramedic level service delivery programs. The
Expert Panel considers this topic as a subject worthy of further national debate and exploration,
While the group clearly recognizes education as the foundation of any profession’s scope of
practice, the difficulty of considering transitional variables such as grandfathering existing
personnel and programs, workforce recruitment and retention, etc, were beyond the scope of this
project.

Attendant Qualifications for Ambulance Transport

The Expert Panel was asked to evaluate the practice of EMRs serving as part of an ambulance
crew, and more specifically as the primary care giver during ambulance transport; meaning an
EMR attending to the patient in the back of an ambulance enroute to a medical facility without a
higher level of licensed EMS practitioner physically present in the same compartment as the
patient.

While defining ambulance crew composition is outside the scope of this document, the Expert
Panel did consider the lack of scientific evidence to support the utilization of EMRs as a means
to fulfill clinical staffing requirements during the transport phase of EMS care when it developed
the description for an EMR in Section IV of this document. Considering the education,
cerfification, licensing, and credentialing processes pertaining to EMS practice, the Exper? Panel
reaffirms that while an EMR may be used to assist patient care in an ambulance, an EMT (or
higher level personnel) must be physically present in the patient compartment and assume
responsibility for the delivery of care during transport.
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Patients transported by ambulance require ongoing assessment and {reatment that is intended to
ensure their continued safety and positive clinical outcomes. Patient condition during transport
can decompensate quickly, requiring a greater depth and breadth of knowledge that enables EMS
personnel to anticipate and interpret subtle physiologic changes and provide interventions that
are not taught at the EMR level.

States are encouraged to help communities identify resources o ensure licensed practitioners at
the EMT or higher levels are available to care for patients that require trapsport by an
ambujance.

Portable Technologies

Exponential improvements and availability of portable technologies, such as left ventricular
assist devices (LVAD), patient controlled analgesia pumps, transport ventilators, etc., creates
complex challenges for education and credentialing that did not exist a decade ago. Such patient
care needs may be encountered by all levels of personnel in community and 9-1-1 settings and
also with patients originating in health care facilities during transfers. Even when the patient’s
condition would not require EMS interaction with a device or intervention during transport, the
variability of circumstances under which EMS delivery systems will likely encounter these
patients steered the Expert Panel away from a call for specific levels of EMS personnel to be
qualified in managing complex technologies, including non-invasive diagnostic equipment (e.g.
ultrasound.) The actions of EMS personnel with regard to portable equipment and technologies
have intentionally been left to local medical director credentialing.

" Deletions/Updates

Evolution and fine-tuning of the Interpretive Guidelines to eliminate redundancy resulted in
changes that may be perceived as certain skills being eliminated from the Practice Model. The
only “true” deletions include Military AntiShock Trousers (MAST)/Pneumatic AntiShock
Garment (PASG), spinal “immobilization” (this terminology has been revised), demand valves,
carotid massage, automated transport ventilators at the EMT level (deferred to a decision by the
medijcal director), and modified jaw thrust for trauma. Newer evidence suggests that these
references are antiquated and/or no longer recommended. Spinal immobilization was amended
to reflect current thinking on spinal motion restriction and additional skills were incorporated at
all Jevels. The topic of “assisting” patients with their own prescribed medications was also
revisited. The mechanical task of opening bottles or providing a drink of water aside, aid
associated with placing a tablet in the patient’s mouth, activating an inhaler, or delivering a dose
of medication via autoinjector is clearly an act of medication administration. Administration of
medication requires a thorough understanding of the drug, including how it moves through the
body, when it needs to be administered, possible side effects and dangerous reactions, proper
storage, handling, and disposal, and an entire process for confirming patient identification (for
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the prescription), route, dose, timing, expiration dates, and that the confainer actually contains
the medication the label says Is intended. Medication errors happen all too often in the United
States, even when drugs are given by professionals. In fact, medication errors are the cause of 1.3
million injuries each vear. These errors are due to the wrong drug, dose, timing, or route of
administration. Preparing, giving and evaluating the effectiveness of prescription and non-
prescription medication is not in the scope of practice for EMS personnel, with the exceptions
described in the Interpretive Guidelines and those authorized by the State and physician medical
director. References to “assist patients in taking their own prescribed medications” have been
identified as confusing by educators and practitioners and the Expert Panel has advised they be
removed from the Practice Model.

Other elements that were removed from the 2007 Interpretive Guidelines were intended to
minimize redundancy and not intended to reflect removal from the Practice Model. Exarnaples
include cricoid pressure (considered to be a component of airway management) and therapeutic
PEEP (considered to be a component of ventilator management at the paramedic level).

Additions {o the Interpretive Guidelines

The Expert Panel considered several proposed additions to the Interpretive Guidelines and an
NREMT Practice Analysis was utilized to evaluate the frequency and level of skills. Sensitive to
the impact of increased didactic and psychomotor instruction that effectively translates to added
course time and potential monetary expense to programs and student candidates, the Expert
Panel considered changes in practice by addressing the following questions:

1. 1s there evidence that the procedure or skill is beneficial to public health?

2. What is the clinical evidence that the new skill or technique as used by EMS personnel will
promote access to quality health care or improve patient outcomes?

3. 'What is the appropriate level of education, certification, Jicensure and credentialing needed to
safely perform the task/skill?

Several of the suggestions received by the Expert Panel were felt to be above the level of entry-
fevel personnel and were not included. In particular, interventions that are regularly performed
by the lay public, such as self-administered medications, blood glucose monitoring, and pulse
oximetry were considered at length. It is noted that patients receive health education and training
from their primary care provider to perform activities that are tailored to their personal medical
histories and response to preseribed interventions over time. The Expert Panel maintains that
licensed individuals at all Jevels are highly accountable for the medical care they provide as well
as the maintenance and calibration of medical equipment used in the course of a patient
encounter. Health professionals are not only educated to provide an intervention, they receive
education in the associated risks and potential complications, related pharmacology (when
medications are involved), and they are able to apalyze the effectiveness of treatment. Perhaps
the most critical difference between the lay public and EMS personnel assuming responsibility
for a particular task/skill: licensed individuals are taught to assimilate information and apply
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critical thinking skiils to know when to and when not to apply an intervention in a particular
scenario. In the example of blood glucose monitoring, it is also important to note that the use of
such devices by EMS personnel invokes the federal-level Clinical Laboratory Improvement
Amendments*® (CLIA) to the Public Health Services Act. In regards to pulse oximeters (that can
be purchased inexpensively at discount stores), there is no evidence to support an assertion that a
pulse oximeter in the hands of an EMR (or other level of EMS practitioner) is more effective
than hands on patient assessment in determining the need for supplemental oxygen although
false readings from a variety of causes have resulted in undetected patient compromise and a
false sense of sccurity by users. Such equipment are adjuncts that should be used judiciously in
conjunction with sound clinical judgment. Of the remaining tasks/skills, the Expert Panel
deliberated which level was most appropriate to implement the task/skill.

The Expert Panel concluded that spinal motion restriction using cervical collars and basic
splinting for suspected extremity fractures were appropriate additions to the Practice Model at
the EMR level.

At the EMT level, the Expert Panel agreed on the administration of beta agonists and
anticholinergics, oral over-the-counter (OTC) analgesics for pain or fever, blood glucose
monitoring, continuous -positive airway pressure devices (CPAP), and pulse oximetry. The
Expert Panel also agrees that there will be stances of lower level personnel providing
assistance to higher levels — assisting with skills of the high-level personnel when the higher-
level personnel does the key portion of the procedure, the assistance is authorized by the medical
director, the assistance is in the direct presence and supetvision of the higher-level personnel,
and the assistance is permitted by the State.

The use of supraglottic airways (SGA) and waveform capnography at the EMT level was
extensively debated. Several public commenters expressed a lack of support on draft language
that proposed to add them to the interpretive guidelines for EMTs during the national
engagement period. The Expert Panel was evenly divided on the topic. Several “pros” and
“cons” for adding SGA and waveform capnography for EMTs at the national level were
considered. It was noted that several jurisdictions are already using SGA as & more definitive
airway than the BVM although some panelists added that the BVM is not taught well or used
effectively in many cases. Major “cons” point to & critical patient safety concern if an SGA is not
placed properly or 1s not verified using waveform capnography. Many felt the education for SGA
and waveform capnography would add significant time and increase expense to the EMT
program, a consideration that was worrisome and expressed by the public and members of the
Expert Panel. Others suggested that BVM ventilation may not be done well, but a misplaced
advanced airway could lead to no ventilation and patient detriment or demise. Finally, a limited
review of the literature highlights the fact there is a general lack of evidence that SGA improves
outcomes in cardiac arrest or other etiologies over BVM ventilation. The Expert Panel concluded
that while SGA and waveform capnography could successfully be taught and measured at the
EMT level, it is an intervention that should be reserved for an experienced practitioner and
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therefore, is not a prudent addition as an entry-level skill to the Practice Model for an EMT at
this time. Some States curtently allow licensed EMTs to use SGA and/or waveform
cappography although this activity is dependent on strict oversight by a physician medical
director and is not permitied o all jurisdictions.

Additions to the AEMT level include monitoring and interpretation of waveform capnography,
additional intravencus medications (such as epinephrine during cardiac arrest and ondansetron),
and parenteral analgesia for pain.

The Paramedic scope of practice was considered most in alignment with current practice,
however, the Expert Panel recommended the addition of high flow nasal cannula, and expanded
use of OTC medications.

None of these changes should be considered “in effect” until officially adopted by the State
licensing authority and medical director.

Appendix il. Changes and Considerations from the 2007 Practice Model 51



The National EMS Scope Of Practice Model September 2018
Prepublication Display Copy o ‘

Appendix 1ll. Legal Differences Between Cerfification and Licensure 52



The National EMS Scope Of Practice Model

September 2018

Prepublication Display Copy

Appendix lli. Legal Differences Between Certification and Licensure

53



The National EMS Scope Of Practice Model
Prepublication Display Copy

September 2018

Appendix IV. Acknowledgements

Subject Matter Expert Panel

Co-Chairmen

Scott Bourn PhD RN FACHE
Securisyn Medical & ESC Solutions
Parker, CO

Peter P, Taillac MD FACEP FAEMS

Untversity of Utah School of Medicine

State EMS Medical Director, Utah Departmenz of Health
Salt Lake City, UT

American Academy Of Pedlatrlcs

Brian Moore MDD FAAP

Associate Professor of Emergency Medicine, University of New Mexico
Albuquergue, NM

American Ambulance Association
John I Russell MD FAAP

American Ambulance Association

Cape Girardeau, MO

American College Of Emergency Physicians

David Lehrfeld MD
Portland, OR

American College Of Surgeons, Committee On Trauma

Mark L. Gestring MD FACS

Chair, EMS Committee, American College of Surgeons Committee on Trauma
Rochester, NY

international Association Of Fire Chiefs
David S. Becker MA Paramedic EFO

EMS Section, International Association of Fire Chiefs
St. Louis, MO

international Association Of Fire Fighters
Robert McClintock FF NRP BSBA

IAFF - Fire-Based EMS Specialist

Washington, DC

International Association of Flight And Critical Care Paramedics

Aaron W, Byrd DHSc MPA NRF FP-C
President, IAFCCP
Cary, NC

Appendix IV. Acknowledgements

54



The National EMS Scope Of Practice Model September 2018
Prepublication Display Copy

National Association of EMS Physicians
John M Gallagher M FAEMS

Wichita/Sedgwick County EMS System

Wichita, KS

Nationa! Association of EMS Educators
Michael G, Miller EdD RN NRP

Creighton University

Omaha, NE :

National EMS Management Association
Sean Caffrey MBA FACPE NRP '

University of Colorado School of Medicine
Denver, CO

National Registry of Emergency Medical Technicians

Ashish R. Panchal MD PhD>

Associate Professor, Department of Emergency Medicine, The Ohio State University Wexner Medical
Center; Research and Fellowship Director, The National Registry of EMTs

Columbus, OH

National Association of Emergency Medical Technicians

Dennis Rowe EMT-P

President, National Association of NAEMT; Director of Government and Industry Relations, Priority
Ambidance Corporation

Knoxville, TN

National Association of State EMS Officials

Kyle Thornton MS, Paramedic
NM EMS Bureau Chief
NASEMSO President-Elect
Albuguerque, NM

Jim DeTienne, Supervié; or
Montana EMS & Traama, DPHHS
Helepa, MT

Independent Participants
Leaugeay C. Barnes MS NRP FP-C NCEE
TUH- Kapi'olani Community College
Honoluly, HI

Ann Bellows RNNRP EdD
EMS Program Director, New Mexico State University, Dona Ana Community College
Las Cruces, NM

Richard Kamin MD FACEP _
EMS Program Director, UConn Health, Medical Director, CT DPH OEMS
West Hartford, CT

Douglas F. Kupas MD EMT-P FAEMS FACEP
Geisinger Health
Danville, PA

Appendix IV, Acknowledgements 55




The National EMS Scope Of Practice Model
Prepublication Display Copy

September 2018

Jules K. Scadden PM
Director of EMS-Dysart Ambulance Service

Drysart, IA

Contributors

Skip Kitkwood MS JD NRP CEMSO FACPE
‘Wake Forest, NC

Gregg Margolis PhD NRP
National Academies of Science Engineering and Medicine
Washington, DC

Michael Touchstone BS FACPE

Fire Paramedic Deputy Chief, EMS Operations
Philadelphia Fire Department

Philadelphia, PA

Technical Writers

Kathy Robinson RN
Dan Manz.

Project Manager
Kathy Robinson RN

Project Coordinator and Graphic Designer
Zoe I_{enfro BA, QAS

Executive Staff

Dia Gainor MPA
Elizabeth Armstrong MAM

Appendix IV, Acknowledgements

56




The Natiocnal EMS Scope Of Practice Model September 2018
Prepublication Display Copy

Appendix V. References

1 National Highway Traffic Safety Administration. (2007) National EMS Scope of Practice Model. Washingtor, DC. Accessed
May 17, 2018 at https:/iwve.ems.gov/pdffeducation/EMS Fducation-for-the-Future-A-Systems-
Approach/National EMS Scope Practice Modelpdf,

2 Nationat Highway Traffic Safety Administration. {1996) National EMS Agenda for the Future. Washington, DC, Accessed
May 17, 2018 at hitps://www.ems.povipdf/2010/EMS AgendaWeb 7-06-10.pdf

3 National Highway Traffic Safety Adruinistration (2000} National EMS Education Agenda for the Future : 4 Systems
Approach. Washington, DC, Accessed May 17, 2018 at htps:/fwww erns sov/pdfeducation/EMS -Edueation-for-the-Frfure-A-
Systems-Approach/EMS EducationAggnda.pdf

477.8. Const. amend, XIV. Accessed May 17, 2018 at hitnsd/www.ppo. gov/fdsys/oke/GPO-CONAN-1992/pdlGPO-CONAN-
1992-10-15.pdf.

5 Dent v. West Virginia, 129 17.5. 114 (1889). Accessed May 17, 2018 at
https://edmloc.goviservice/lW usrep/usrep1 29/ usrepl 291 14/usrep1 2911 4.pdf

& North Carolinas State Board of Dental Examiners v, FTC, 574 U.S. {2015}, Accessed May 17, 2018 at :
Ittps/fwww supremecoint.poviopinions/14pdff13-554 19m2 pdf

7 Institute of Medicine of the National Academies (2010) The Future of Nursing Focus on Scope of Practice. Washington, DC, b
Accessed May 17, 2018 at http+//wvww.nationalzcademies.org/hmd/~/media/Files/Renort¥20Files/2010/ The-Future-of- i
Nursing/Nursing%208cope%2001%2 0P ractice%20201 0%620Bricf pdf

* National Highway Traffic Safety Administration (2005) National EMS Core Conlent. Washington, DC. Accessed May 29, 2018
at hitps:/fweww,ems.govipdfieducation/BMS -Education-for-the-Futare-A-Systems-Approach/N ationa] EMS Core Content.pdf,

% National Academies of Science, Engineering, and Medicine, (2007} Emergency Medical Services ; At the Crossroads.
Washington , DC. Accessed May 17, 2018 at hitps:/fwww.nap.edwiread/1162%/chaptes/5.

10 National Highway Tratfic Safety Administration (2011) 2011 National EMS Assessment. Washingion, DC. Accessed May 17,
2018 at hitpsy//vrww.ems.pov/pdff2011/National EMS Assessmoent Final Draft 12202011.pdf.

1 National Association of State EMS Offfcials. (2014) Report fo the National EMS Advisory Council on Statewide
Fmplementation of the Hducation Agenda. Falls Church, VA, Accessed May 17, 2018 at
httr://nasemso.or/EMSEducationfmplementation? lanning/documents/fmplementing -EMS-Education-Asenda-Repori-fo-

12 Wgtional Registry of Emergency Medical Technicians (2018) National Registry Data, Dashboard, and Maps. Columbus, OF.
Accessed May 29, 2018 at hitps:/foyww.nremt.org/rwd/publie/data/maps.

1 National Highway Traffic Safety Administration. (2017) National EMS Scope of Practice Model Including Change Notices 1.0
end 2.0. Washington, DC, Accessed May 17, 2018 at https:/www.ems.gov/pdf2017-National-EMS-Scope-Practice-
Mode Chanpe-Notices-1-and-2.pdf. . .

 National Highway Traffic Safety Administration (2009). National EMS Education Standards. Washisgion, DC. Accessed
May 29, 2018 at https:/fwww,cms,povipd fietional-FMS-Education-Standards-FINAL-Jan-200% pdf.

15 The National Traffic and Motor Vebicle and Safety Act of 1966. Pub, L. No, 89-563, 80 Stat. 718 (1966) Accessed May 29,
2018 at hitpsy//www.gpo.gov/fdsys/pke/STATUTE-80/pdISTATUTE-80-Pp718.0df.

16 Uniformed Services University College of Allied Health Sciences. (2018) Accessed May 17, 2018 at
https:/fwww,nguhs.edu/cahs,

17 American College of Surgeons Committee on Trauma, American College of Emergency Physicians, National Association of
EMS Physicians, Pediatric Equipment Guideines Committes -EMSC Partnership for Children, American Academy of Pediatrics.

Appendix V. References 57



The National EMS Scope Of Practice Model September 2018

Prepublication Display Copy

(2012) Eguipment for Ambulances. Accessed Feb. 5, 2018 at
hitos:/lwww.facs.org/~/media/files/quality%20proprams/irauma/publications/mmbulance. ashy,

18 SUNY Empire State College. (2018) Breadth and Depth of Learning, Saratoga Springs, NY. Accessed May 17, 2018 at
https:/fwww.esc.edu/degree-planning-academicreview/evaluator-resources/assessing~learning/breadfh-and-denth/

¥ 34 US.C. § 602, The Secratary’s Recognition of Accrediting Agencies (2014) Accessed May 29, 2018 at
https:/fwww.epo.gov/fdsysirranale/CFR-201 4-title34-vol3/CFR-2014-itle34-vo 3 -part602.

2 Nationa} Academy of Sciences and National Research Council. (1966) Accidental Dectt and Disability: The Neglected
Disease of Modern Society. Washington, DC. Accessed May 17, 2018 at https:/fwww.ems.pov/pdf/1997-Reproduction-
AccidentalDeathDissability,pdf.

21 The Emergency Medical Services Systéms Actof 1973 Pub, L, 93-154 87 Stat. 594-605. Accessed May 29, 2018 at
hitps:/fawa.epo. cov/fasyvs/php/STATOTE-8 7/pd/STATUTE-87-PeS 94.pdf

2 Nationa] Acadermies of Science, Engineering, and Medicine. (2007) Emergency Medical Services: At the Crossroads.
Washington , DC. Accessed May 17, 2018 al https//www.nap.edu/read/11629/chapter/4.

3 Finocehio L, Dower C, Blick N, Graguola C. (1998) Strengthening Consumer Protection: Priorities for Health Care
Workforce Regulation. San Francisco, CA. Accessed May 17, 2018 af httpg:/healthforce. uest.edu/publicationg/strenpthening-
consumer-protection-priorities-health-carc-workforee-regulation.

24 National EMS Advisory Council. (2017) Changing the Nomenclature of Emergency Medical Services is Necessary.
‘Washington, DC. Accessed May 17, 2018 af

hétps:fwww.ems,govipdfinemsne/NEMSAC Final Advisory Changing Nomenclature EMS.pdf

5 42 CFR 493, Laboratory Requirements (2011) Accessed June 13, 2018 af hitps:/worw.gpo gov/tdsys/pkg/TISCODR-2011-
title42/ndUSCODE-2011 -title42-chap A-subchapT-pattF-subpart2-sec263andf See also, www.ems.pov/CLIA.

2 1.8, Department of Healtf:, Education, and Welfare, Report on Licensure and Related Health Personnel Credentialing
(Washington, D.C.: Yune, 1971 p. 7) Accessed May 29, 2018 at https /eric.ed. gov/%d=ED061420.

2T NCCA Standards for the Accreditation of Certification Prograi'ns, approved by the member organizations of the National
Commission for Certifying Agencies in February, 2002 (effective January, 2003),

Appendix V. References

58

i
3
H
i
i




T

i

Tl
sEcaeana

=




olpeuteted  LW3V E)

SOTIBIUE09) USLISEPO[SIP [ENUBUI — NORINLSGO ABMIY

Ad0080TUATE] J0o11p Aq JUSKLSTPOISIP ~ GORINNSGQ ABMITY

BII0}S-0-YINOTA]

3S0U~03-TIMOTAL

IROW-OI-TRACIA

NSEU-OFPNOIA

b e

uopeusBAXQ / UoBRINUAA [ ABMILY — IIDIS ']

IoTLIEq-0}-ILOIA]

JSTLIN}-ME [

UonRqUIU] [ESYIRI0PUL

W1 gD - 1[0 pESH

3qnJ, DO - UOISsaIdWossp oIsEs)

aqn] ON — Bo1sse1dwIodap SLISED)

Agderfoudes unojpaem Jo uoneieadisul pue up0TEow (07 BPH pud

Ao oot

JstaFeuesul PUB SULIONUON — aqn I8¢}

Auo 381858 — Juntisoe[d aqni 1897D

sipsileie

L0185 $810U U] UOISSNISIP 395
2ipU| UBLIND U] paucuBLL Ajjeaiyoads Jo0N = an|gd
Jd jo adoog BuRIpUL JUBLING BYT JO MEd 10N = PaY

d LON 1NG “|IDIS PRMO]|2 BUBIpL] JUBLIND = MO|[BA:

30R08id JO 2d03S ST BUBIPU| JUBLIND = US3ID

a0110e.d 40 2d03S ST BTOZ VSIHN = X |

puadsn/Aey

s[paat - uorsserdriooap 189D

dvdD

(NAG) SSeuw-sA[EA-S2H

amoFerdns — Aemry

830 — ABMIY

[eSEU — ABMITY

uoljeuaBAXQ  Uone|iFUBA [ AeMIlY — IS i

Su[193UI LOISSILUWIOT SIAIT JBQWUSAON U3 1e pajuesaid sq o)

6T0Z/0T/0T
199yspeaIds uonedyiie|) 3312844 J0 8dodS SHA|



IBJ[0D [BD1AIDD)

Jlpawiesed  LINEY LAZ W juelysay Jueed pue ‘(NINS) uofoulsey uopow jeulds ‘Bupuyds — 1IMS "I

Fuoed snosuEnosURL],

ooplA SUYPN]OVL BJEp [ESTUNO JO UCISSIISURL Sa01ASP BULIONUONI JLNIWa[e],
00[ASD WD) [BITUBYOSTA]

eolREOIIENE pUE FULI01moTr — uloed OBIDIED STOUIASURLY

Fupiord pumoss ~ [oNI0s aFRLIOTSH

Jenbruno] - jonwos s3eyLoNIS]]

aIngsaid J0aHp — JONE0d SFBGLIOWEF]

TENOEUL — UOITR]] LI LS(T

D3YBUIONE ~IUIaF / PAJEIDINE — COUR[ILIqIa(T

[EDL105]3 — UDISISATIPIRY)

Jipeweled  LINAY 1A= ding UOIIeINIAY { JE[NISEAOIPIED — IS 'l

(eanaadmur) werSorpiescnoasya pesy 71

UOISSTISURL PUE UOTHSTbor DO pesl 71
(g 4D) vonexosnsal Areuotandorpie)
uopiendID | JejnoseAciple] — IS 'l

dlpslieled LINAY 1

Josryed pRjeqNUT T2 JO [RIYE0IGOSIERL} ~ SUTIORIng

Aemme Joddn — Bwuopong

Anowrxo asgng

yeewl LU A — Ldexary WoBAXO)

ysewr 20e} ofdus - Adeisyy usdix(

yseur JayyeaIqel repted — Aderay) wedixQ

SSeTT 1ag)ear)er-noN — Adeeny uwadix)

e[nuues [esep — Ldert) UeBANQ

sIelpprumy — Adereyl medix0

R[TILUBS [RSET MO[Y Amﬁ — Ads1anp usBAxQ




Jipaluered  LINTY LN CILE] suones|paly paroiddy 10123113 |2dIPAN “A

[BlULapSITRL],
Teardo
SnoaUBINDGNS
[e10oy

[e10
umbmmmomm N

[enB a1 QIS [ES0oNIA

STOUSABIN]

Jnpe 1o spad “HOTEIHIL — SNOILS0RIN]

paxnsusuiaid ‘pasop-JTumn - [eseURRL]

[eserequ]

20190{f~CINE — IB[NOSTIUeRU]

Je{nasnurenuf
TETLOPRLU]

poTequ]

aqn) eRyaRYOPU
POZI[NGILYPazZI0S0IY

opewesed 1WAV W3 U3 S9)N0Y — UOHENSIUIWIPY UOIEIIPaIY — IS ‘Al

sjnoned parsSuepus JoJ sAOUL AoUS3IaE

Olpatueied LNHY 1WA HINF Julesysey Jusiyed pue ‘(HINS) uopolysey uoiol [eulds ‘Bupuiids — 1IMS "HI

puTRISel Juariad [BOIIRIaIA

wonory ~ upds

Bupyorrds Anmenxg

[enuBU - UOHBZI[IqRIS A0S

(m2 ‘aEy) NS peiey
UOHIRZL[EqEIS [EDIALRD [BNURIA

pleoq auds Fuo




[enmem - ainssad poolg

poremojne amssaxd poajg

SISATEUE ANSIURD POOT

(GPIqPIIo) AX2AI[9p PajeordiIos pajsissy
(qurgp(Ig) AIBATAP PAISISSY
Jipawieled ERUEL LIAE HINA snosue|aIsiyl ~ IS "HA

- SPILY A PAIEQIPSTT JO SOTERTN)IIRIL — SNOURABIIU]

% SPING AT PAIRAIDAUI -UOY JO SOULTS)ITETT — SNOTSARTU]

rereyduad - wonenIE MousARnU]

52928 SNOUSARIU].
jnpe xo spad ‘UOHEBIIUL — SNOBSSORNY
FULIOI U0 — S]] [ENTa))

S1100 A] [410e5 PAIUE[A0I] DU SIS15UIEs BUN[AMPU SS000Y
Jlpatueled LINDY ANE HiNg sSpinid adusudjuIBEjuONBIIUl Al ~ [IIMS "IA

sonAJoqUIoN|Y,
ﬁmﬁo aruraLost pajoadsns Jo ured 3591 10 350&@5.& 1ensugng

atil paquossdd umo 5, ened 03 payury — wFNo oTHeYosT pajoadsns Jo ared 38ayo 1oy upeoAiFoniu [endumqng

ured 10§ viseB[eue [BIBIUAIE]

eoido) pue (10 “SUORBHPIW DLO

I9A87 30 wred Joj $018e8[enE (D LO) JOIUN0d $1p JOA0 [RID

mnauobmomhn p=joadsns 30F s60°0(F [BIO

urBo ormeqost peredsns Jo wed 1setos 107 uLgdse [BID)

sjanpoxd poojq 10 POO[q Jo TOISHJUL U Ulejur2y
snouaARN|
aropIaac prowdo pajoedsns 1oy isyeedenme prordo - eseurgu]

{(apix0 snoL ~oT) palsjsTImpe Juaned IOTUon: ~ pajeyu]

Furzesym pre eaudsAp 107 oﬂmkunnoaoﬁﬁ pue .Szmvoao:onﬁbm_aowm Bla(] — PRjRTUL

BUOEZTURTLI]

asopsA0 protdo peioadsns Jof Iojselg-aine ysTuoSeite prowde jo a5y

SaME0dXs [ELIOVELN STOPIEZEU/[EIIWSYD 107 §2]0pIUR J030e faT-ome JO 950

(Aouse GINH ouy Aq peliea pue periddns) stxejlydeus 105 (10108 fur-ome) sundenrda 10 a57)



mﬂ_m.&mm PODIq SNOTA

lodsuen) yuaned

@01A9p noﬁwmwﬁ ako- 3[(19)3 BUrSN NONEFILN a0]) SPUEI— UoleSLLY o4

uowammtm edg

Fupiojuotl esoan|d poolg



(eatpaty aanbad (JIA TRUBWIsIngUs) pue Suijjiq 031 10edwi ue asauy 5| ‘sesodund opsouselp pue Suo}UGW |(B 104 'SA Ajuo uolewllyucd 104 S8

13 8unsixe ge 1ol feriuspaJdd/|eaaadde .nouuw._%._mu_nwE ahnbal jiAn TWINM3LLND TZOT 40 Med ag M TWnRLUND Jualno Jo 14ed 10U ydnel Jo0N
‘[9A9] LINT 1 BuBIpU| Ul pa1sa) Apeasje ‘WyEne) Apealy
-33uey3 193ys s{|s & a4nbau Jou pinoa “1ydne Sulaq Apeauty

S910N

|eacsdde 10308.1p [BIIPSLUI YIM pBMoY|e S| Ing 3D11ae1d 0 2d0S Ut
ppe 01 8if pjnom SHAl Ing azioe
aonoeld Jo adods g1z 9yl 4o Le



20005 0} BUIPPE INOYIM BIBP [BIJUI[D SO LIOISSLUSUEL]) UBaW O} uutmamuz_

LDJ55nI51P SIUBLIBAA 4

-sosodind uonesye)d Joy 3doas paysijgnd gT0Z YSLHN WOl PILIPOLL 319M &Y ‘gy ‘71 saUlf 1841 910N




“Jujj[enuepals pue j030301d (820 34inbaI ||AS PINOAN "S1INF Bunsixe ||e 03 Hujureny nm.__mcm: 81835 aplaoad 01 SHAI
aonoesd 1o 2dods ulyiim ag 1SnIN




‘[enuBwW Op 03 Moy JySney pue adfoeld Uy auop Apeally

sofioead Jo adodg BUBIPU| JUBLIND AQ PAMO[IE PUB PBLIL| BUIOS

[EAOIGdE/|BITUBPB.0 1030841p (ED]pall pue [030304d (ed0] auinbaul [{i1s PINCA "Bullilel} J0123p (edIpRW [B30]

jeacidde J0302.ip jeatpai pue joaoield [eoo| ainbad (IS PINOM -Allea0| paplacid ag 0} uoneanpa 4ydne; Apeas|e s| uofieisiuipe UOREdIPIN

{aules pue osa Apuauno) “joscjoud fesojjaiele Aq pauyep siayio pue ‘auoxojeu ‘uoBeonid ‘auuydauida ‘asolxap 'Oheienue/eesnBULLE ‘eisefleue o} paywlt

'$J9Y10 Ppe pInoMm SIY fJolsingly Ajuo o1 pajl] Ajjualing {IA3Y



pue j000104d (A [ED0] 24nbal |ji3s pinopy “Fululen painbal 91818 ysiiqnd pue 91eaJd 0} SHA! LIV ‘LA Sunsixa e 10y felIuspais/jeacidde 1010341p

"LINAY ‘LIA



“Huienuspaln



ATTACHMENT
#4



Michael A, Kaufmann, MD, FACEP, FAEMS
State EMS Medicat Director

302 W. Washington St. Room E241
indianapolis, Indiana 46204
MKaufmann@dhs.in.gov

317-514-6985
10/31/2019

Dear EMS Commissioners:

At the last meeting of indiana EMS Commission, myself and IDHS introduced our intent to initiate discussion and
imovement on further developing Mobile Integrated Healthcare/Community Paramedic (MIHP) programs in the State of
Indiana. You will recall the passage and adoptian of SEA498 (copy sent along with this letter as a separate attachment)
that gives the EMS Commission, in consultation with the Department of Homeland Security (IDHS EMS DBivision} the
authority to do the following:

e Develop a mobile integrated healthcare program

o Define the type of healthcare that can be provided under this program

¢ Define the training or education that is needed in providing services under this program

s Address the issues of certification, endorsement, oversight, and reporting for this program

e Establish an application for EMS provider agencies wishing to develop these programs

« Establish a commitiee to review and approve applications and provide general guidance to the development of
MIHP programs .

IDHS has been working diligently collecting information for your cansideration to move forward on these action ftems.
Over the summer months, we conducted a state by state survey and assessment of the status of MIHP programs across
our county. To date, MIHP programs are recognized in more than 33 other states, many of which have already ;
developed training and education requirements, as well as rules and regulations to guide the development of new MIHP :
programs. This compitation of this data is also attached to this email. Likewise, IDHS engage and collaborated with the

School of Public Héait’x from Purdue University to further analyze this data and make some specific recommendations

for the EMS Commission to consider as next steps in better defining the practice of MIHP for EMS provider agencies and

their licensed providers in Indiana. You will find that summary, along with specific recommendations also attached to

this email.

The EMS Scope of practice is scheduled to be discussed at the November EMS Commission meeting. If time allows, |
would also request that the EMS Cammission discuss this information and or adopt the recommendations provided to
better define the practice of MIHP. Those recommendations include the following:

U 302w Was'h'il_igto.n; S’E




MiH-CP Certification

«  MIH-CP initial Certification
o Completion of an accredited MIH-CP training program; OR
o An EMS Commission approved MiH-CP training program; OR
o Documented post-secondary education with at least two credit hours in each of the foliowing content areas:
sacial deternﬁina:ﬁs of health, cross-cultural communication, public heaith, roles and responsibiiities of
community paramedicine, management of chronic disease AND a three credit hour practicum/supervised
clinical practice; OR

o Internationat Board of Specialty Certification {IBSC): Certified Community Paramedic

»  MIH-CP Certification Fienewal
o Four hours every twa years in MIH-CP specific content areas (Examples: social determinants of health,
chronic disease, addiction, maternal/infant health, etc.}; AND
o Verification of MIH-CP skill competence

MIH-CP Oversight

+ Program Monitoring
o Quarterly evaluation of program processes and outcomes for the first two years of operation for each
service provider organization followed by standard service provider renewal process

s  MIH-CP Advisory Board
o Dedicated MIH-CP board with seats representing the diverse stakeholders in MIH-CP In Indiana, including
but not limited to: '
s State EMS Medical Director
= State EMS Director
= EMS Medical Directors
=  MiH-CP program director

»  Municipal EMS CP program
= Non-municipal CP program
= College/University

= MIH-CP provider

= MIH-CP patient

= Professional organizations

»  Representatives from other relevant professions

»  F5SA Representative




® |nsurance industry Representative
» Indiana State Department of Health representative
» Indiana Hospital Association representative

If time at the November EMS Commission meeting doesn’t allow for an in-depth discussion of this topic, this can be
moved to the January EMS Commission meeting. My hope is that we can work cooperatively to further define this new
and exciting opportunity to create new roles for the EMS provider that positively impact the healthcare of Hoosiers all
across our state. Creating rule and regulation is not intended to stifle new program development, but rather provide
guidance to establish @ minimum requirement and standard for which ali programs will need to follow. This will be
necessary to bring a level of accountability and credibility to these programs as a precursor to pursing reimbursement
mechanisms for these new provider activities,

On behalf of the entire staff of the Indiana Department of Homeland Security EMS Division, thank you for your
participation and guidance of our EMS system of care.,

et D

Michael A. Kaufimann, MD, FACEP, FAEMS
State EMS Medical Director

diana Deparimeni of Homeland Security: -




MIH-CP STATE BY STATE ANALYSIS

1. ALABAMA
A. Scopes of practice as of January 2018 (9t edition of scope of practice law)
i,  Defined as an EMS personnel that visits patients for preventative purposes
(reducing emergencies)
ii.  During regularly scheduled visits, they are limited to BLS interventions only

1. Ifemergency treatment is identified to be needed, they can then perform
within their scope of practice the necessary interventions and then set up
transport to the hospital

iii.  https://www.alabamapublichealth.gov/ems/assets/9thEditionProtocolsFinal p
df

iv.  February 7t, 2018 is when a “community paramedicine protocol” was added

1. Coincides with “national prehospital scopes of practice”

2. hitps:/Swww.alebamapublichealth.gov/ems/assets /OthEditionProtocelSy

mmary.pdf
3.

B. Responsibility of patient section for EMS protocols 420-2-1-.20

i, Shall discontinue patient care when directed to do so by on-line medical
direction ' '

1. Does this mean that for regularly scheduled visits as part of cammunity
paramedicine that they still have to contact a MD to terminate patient
contact?—nothing says either way

C. EMS rules of Alabama {updated as of April 6%, 2019) make no mention of MIH or CP
specifically except in scope of practice

i, No specific requirements as to what a CP is (unlike critical care or flight, which
have specific education guidelines)
ii.  Does state that all preventative care should be approved by Medical Director
D. Billing
i, In"home health” section of Alabama Medicaid billing, Paramedic is NOT an

"authorized non-physician practitior{er” and therefore can not provide hillable
"home-health” services

ii. 17.2.2 specifically states that paramedical personnel are NOT covered



1. https://www.medicaid.alabama.gov/content/Gated/7.6,1G _Provider M¢n
yals/7.6.1.2G Apr2018/Apr]19 17.pdf
iii.  Nothingin “Ambulance (Ground & Air)” mentions CP, it is all billing by miles
traveled and intervention level (ALS1, ALS 2, BLS, etc.)
E. ACTION team used in Tuscaloosa, AL but uses an NP rather than a medic .

i.  Probably makes this a biltable practice to Medicaid
i, Started with a 500k Medicaid grant (can't find an actual legal document saying
this)
1. hitps://www.emsworld.com/news/219651 fala-city-launches-
paramedicing-program
2. https://www.tuscaloosa.com/fire/action

2. ALASKA
" A. There is NO program that is referred to a MiH, CP, or EMS 3.0-Their version is
“Community Health Aide Program Certification Board”
i.  Have various levels of home health aids that have different scopes of practice
1. These are all unique to Alaska

3. ARIZONA

A. Referred to as “Treat and Refer program”

i.  An EMS agency must be recognized under this program in order to bill for these
kinds of services

1. Can then bill AHCCCS

i, This program establishes “guidelines” not scope, can therefore be tailored to
individual community needs

1. Increases role that EMS plays in the community

iii.  Program has a lot of internal checks to make sure it is being implemented well
and having a positive impact on community (refer to document for how this is
done)

1, “Performance monitoring and improvement plan”

B. Education (under treat and refer)

. Each agency can develop their own education program to best fit the needs of
their community but there are 12 hours of required competencies (listed below}

il. Required hours for initial certification: 12
1. Patient transportation: 0.5hrs

2. Transportation destinations: 1.0hrs



Patient Risk assessment: 1.0hrs

Medical Training and education: 3.0hrs

Spectal Patient populations: 2.0hrs

Patient follow-up: 1.0hrs

Medical-legal considerations, definitions & documentation: 2 hrs

o NS oW

Information exchange and collaboration: 1hrs
9. Public education: 0.5hrs
iii. 4 hours of continuing education required every year
C. EMSlaw (36-2239)

i States that ambulance can hill for ALS for BLS service as long as treatment OR
transport occurred

ii.  Problem for MIH: Ambulance must have been requested via 911 (or a similar
number] for emergency services
1. Therefore only agencies recognized under "treat and refer” can provide
non-emergency services
iii.  Analysis of EMS law: hitp://www.astho.org/ Preparedness/ASTHQ-EMS-and-

Law-Report/
iv.
4., ARKANSAS

i,  HB 1133 (2015)- Creates an actual license for community paramedics
1. Education- 300 hours of classroom and clinical time per law but what |
found online seemed to contradict. Will need to check with specific
curriculum
a. Cannot find more specific information as to what is required or
specific curriculum

5. CALIFORNIA

A. All programs are pilot programs and this is required due to cuyrent California EMS
Jaw not allowing for Community paramedicine (indirectly due to stringent wording
of law) ‘

B. AB-3115 allows CP's to triage and transport to more appropriate facility that is not
the ER

C. Paperin EMS world states the California Medicaid reimburses for MIH-CP buticant
find any evidence this is true (now waiting on email from author)

i, htos://www.enisworld.com/article /219934 /georgia-medicaid-pay-treatment-
scene-alternative-destinations '




D. CORE education program (name given to community paramedic curriculum as it
was adapted from North Central EMS's program (Comrmunity Paramedic Curriculum
3.0) as well as The paramedic foundation (St. Cloud, Minn.)

. There were 11 sessions with the 12 session being final examination. They don't
mention length of each session. Each session topic listed below

Intro to California CP program/ Role of CP in the healthcare system

Do ks

Public health and primary care role of the CP
Social determinants of health

Deve!bping a culture of competency

CP role in community Part 1

CP role in community Part 2

(P role in community Part 3

ST S

Psychosocial standardized patient encounters

S. CP's personal safety and wellness

10. Clinical assessment, application and skills for the CP

11. Standardized patient encounters of patients with medical complaints
12. Final exam

. EMS 3.0 that this is based on states that it takes approximately 100 hours to get
through the course materials :

6. COLORADO
A, EMSlaw CCR 1015

i.  Section 17-Community Paramedicine
ii.  To obtain CP endorsement

1. Certified by IBSC {International board of specialty certification) via
examination

a. Do not require course to take test

b. In order to recertify, must retest every 4 years
_ 2. Completion of a CP course from accredited program, college, or university
B. CCR1011-3

i, Section 5.3.1- Staff and CIHCS
1. Continuing education minimum of 12 hours or 12 sessions per year
ii. 534
1. Scope of practice increases for a qualified CP
C. Education

i.  Must be through an accredited institution (medic program, college, or
university)



il.  Seem to use EMS 3.0 curriculum
1. Based on other places, roughly 100 hours to complete
18
D. Billing
i, Does not appear to have any way to reimburse for services
1. Eagle County is self funded through grants

2. No mention of CP in any of the Colorado Billing manuals-
hitps://www.colorade.gov/hepf/billing-manuals

7. CONNECTICUT

A Senate Bill 317 (March 30, 2017) allowed for 3 pilot programs of CP/MIH to start

i,  Requested areport of effectiveness of these programs no later than Jannary 1%,
2029
B. HB 7222 (June 30, 2017} 3110W¢d for a paramedic to provide home health services
under a mobile integrated healthcare plan

i, Established a “Working group” to implement MIH

C. Legislative reportto general assernbly (March 1=, 2019)

i Outlined specific ways MIH could help and how it shonld be implemented

ii. Currently a few laws that need to be revised before MIH can be implemented
outside of a pilot program

il Lists a series of 7 recommendations (including core competencies) that each CP
should have. Does not expand into how these competencies are tested

D. No current education requirements

E. No way to bill for non-emergent treatment via MIH

8. DELAWARE

A Title 16 states that medic services are used in emergencies only

htos: / /wwydhss.delaware.goy/dhss/dph/ems/files/ demsocreport2017.pdf

i “In Delaware however, to utilize paramedics and EMTs for non-emergency work
under the control of non-emergency physicians will require a change in the
Delaware EMS legistation”

B. According to the DEMSOC report 2018, the Delaware EMS medical director was
interested in starting a pilot MIH program between Sussex county EMS and Beeb
medical center.



i.  httos://wwwdbss.delaware.gov/dhss/dph/ems/files/demsocreport2 61 8.pdf

ii.  Could not find current info on if this program has begun (Probably hasn't)

9. FLORIDA-WAITING ON EMAIL ’
A, 64]-1.009 Paramedic lJaw-Does not mention CP

B. Chapter 401- Medical Telecommunications and transportation

i 401,272- EMS community healthcare (2018)
1. “Paramedics may perform health promotion and wellness activities..,”
2. Allows them to operate in this capacity in nonemergency situations

C. Does not seem to be a way to bill for reimbursement of these services

i.  Funding has come through grants from the state and local hospital systems

ii.  Agency for Healthcare Administration has been giving grants to start programs
all over the state but continued funding is up to individual program

D. Programs

i, Manatee county EMS, Gainesville fire & Rescue,
E. Education

i, Thereisn'tastandardin the state

ii.  Seminole state college has a regionally accredited CP program (12 credit hours)
1. Introduction to CP (3)
2. Mobile Integrated Healthcare (6)
3. Advanced practice paramedicine {3}

10. GEORGIA 7
A. 31-11-54 EMS law regarding role of a paramedic is vague and therefore MiH-CP is

allowed

B. No law that directly addresses MIH

C. There are examples of MIH-CP but no details about how they are run or what kind of
educational requirement are needed for the medics

i,  Seems to be entirely up to the individual department/program as to what is
required.
D. Funding for programs seems to be grant based, no way to bill
i.  RURAL COMMUNITY CARE COORDINATION TOOQLKIT FOR EMS GRANT (2017)

1. Gives EMS agencies resources to connect with local healthcare agencies to
provide alternative transport destinations




ii.  Mobile Healthcare Access and Integration Pilot Study (July 15 2018-June 30%
2020} .
1. No education requirements for paramedics, puts all responsibility on the
medical director for ensuring the competency of medics

iii. EMS-Ambulance.)aw is a Georgia based website that provides insight into 1
Geoargia laws as they pertain to MIH-CP

11. HAWAI

A. HCR90 (2016) requested a working group and pilot programs be made to
investigate MIH-CP

B. SRB2374- would have started a 3 year pilot program for CP but died in committee
{2018)
i  Would have also requested education of CP’s be done through university/college
il.  Bill for service would have been set up

C. Deesn’t seem to be any laws preventing MIH-CP, just lack of funding to get them
started

12. IDAHO : i
A. Education-law requires standardized education for medics to become CP’s (no
increase in scope of practice, just role)
i,  Idaho state university offer CP progfam certificate
1. 9 academic credit hours-entirely online
ii. Hennepin Technical coliege-14 credit hours total -
1. Role Advocacy and outreach-3hrs
2. Community assessment-2hrs
3. Care und prevention development strategies-4 hours
4. Community Paramedic clinicals-5 hours
B. Community Health EMS (CHEMS)-1s what the state calls their CP program

i. EMTs or Paramedics can function in this capacity
il.  Began as part of the Statewide Healthcare Innovation plan (SHIP)
€. Idaho code: 56-1012

i.  Establishes Community paramedic and Community EMT into law
D. HB153 amended EMS law to establish CHEMS

i ACPisamedicwith extra standardized education
E. Billing



i.  Asacompliment to home-health billing to Medicaid
ii.  Noway to bill for just CP services
iit.  Blue-cross insurance pilot is occurring to show cost savings
¥ ET3 pilot-Bill for treatment in place

i.  911limited
ii,  Medicare patients only

"13. ILLINOIS
A

14, INDIANA
A 1C 16-31-12 of Indiana code outlines MIH-CP rules

i Defines MIH-CP as medics and EMTs expanding access to healthcare and
facilitate more appropriate use of EMS

ii,  MIH-CP must be approved by IDHS in order to be implemented by a department
iii.  Grant funding available (MIH Grant fund}
1. Only Public EMS is available
2. To help start up MIH-CP at various departments in the state
B. No education requirement outlined

i, IC16-31-12 states that the commission may request a medic to undergo more
education but there is not minimum requirement stated

C. Billing
i, SB 498 seems to expand billing to services that are provided via MIH-CP

i, 12-15-5-18 states that an approved MIB-CP program can seek reimbursement
through Medicaid

15. IOWA

A. Iowa code 1474 describes EMS as providing emergency and nonemergency care
within scope of practice of provider
i Allows for MiII-CP
B. Jowa Administrate Code section 641, chapters 131 and 132

L Allows for MIH-CP

C. There is no educational requirement when providing MIH-CP, the medic must stay
within scope of practice and protocols put in place by medical director




i, Each agency has the ability to set their own educational standards for MIH-CP
p. Billing

i.  Costof programs paid for via grants, no way to bill
it.  State Medicaid billing practices have not changed for EMS since 10/1/15

16. KANSAS _
A, State Attorney general reviewed state EMS law to determine legality of medics
providing non-emergency service (AG opinion 2014-20)
i, Found that medics CAN provide services in non-emergency situations (within
scope of practice)
B. No legislation that expressly defines MIH-CP

i.  No educational standards
it.  No ability to bill for services
€. Yew places performing MIH-CP
. Grantfunded
ii.  Olathe fire & EMS mih@olatheks.org or (913)971-5199
1. Only place | found that was providing service

17. KENTUCKY
A. HB106 (3/26/19) amended law to specifically inchude MiH and CP’s
i, CP's must be board certified to practice medicine in MIH

1, Through Ky's EMS board
ii.  CP classification is under “Advanced Practice Paramedic”

B. Educational requirements

i, They are currently making these regulations, KY EMS board predicts it will take
a paramedic 1 year to obtain Community Paramedic designation

C. Billing

i, None

18. LOUISIANA

A. Ready Responders program in New Orleans

i, Usesmedics, NPs, physicians, and nurses for home urgent care needs
ii.  Isa private organization, not an extension of EMS

B. Nothingin legislaticn
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19. MAINE

A. Has a dedicated CP board, below are the reqﬁirements of each seat on the board.
(https:/ /www.maine.gov/cms/boards/community paramedicine committee/index
Jitml)

i.  Medical direction and practice board member
{i.  Cotmpunity Paramedic program medical director
iii,  Municipal EMS CP program
iv.  Non-municipal CP program
v.  Maine EMS training center
vi.  Hospital EMS CP program
vii.  Collepe/university
viii,  At-large CP provider
ix.  At-large CP provider
x.  Maine medical association
xi.  Home health ’
xii.  Hospital
B. 18 active CP programs
€, L.D.1837, HP 1359: An act for establishing pilot projects for CP (2012}

i.  Extends sphere of practice, but not scope

ii.  No funding is provided here, each organization must come up with that
themselves
D. No formal education standard, left up to individual departments with the larger
departments requiring more standardized training '

i, Multiple large departments required their CP’s to get education from Colorado
Mountain College’s CP program

E. 2 types of pilot programs

i.  One that was tailored to fill a need the community had
ii,  One that was a "General Practice CP”
1. This required the CP to have some sort of nationally accredited CP degree
F. Billing

i.  No ability to reimburse for services, all CP programs are self funded

ii.  AsofJanuary 1t 2018 Anthem allowed for reimbursement of 911 treatment
without transport

1. Helps but does not include routine follow ups

iil.
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20. MARYLAND
A. MIH-CP prolific in the state
B. Billing
i,  SB 682 (2018) requires development of a plan to reimburse EMS for MIH
programs and treatment without transport
i,  Hadto be submitted by Jan 1#t, 2019
iii.  Current programs are funded by grants from state and local agencies
(. Education

i.  No clear requirements
D.

21. MASSACHUSETTS- DIFFERENCE BETWEEN CP AND MIH
A MiH and CP are considered to be separate programs that you apply for

i,  According to 105 CMR 175, the difference appears to have MIH use ER
avoidance primarily while CP provides the home healthcare. An MIH can also
provide CP services, Its not very clear the difference or why they delineated the
two

ii.  VERY clear application process that outlines how the program should benefit the
community and patients individually
B. 105 CMR 175: MIH and CP programs

i,  Clear definition of CP
{i.  Scope of practice is defined by initial state-approved MIH/CP application and
could therefore mean they can operate outside of normal paramedic SOP

. Education

i.  Up to MIH MD’s discretion (state board can also require things, but nothing is
ciearly required)

ii.  They definitely need some sort of continuing education to function as a CP, just
upto MD
D. Eméilgd to ask ab_put billing andf{;ncti{ﬁ;a} diffe_ei_'éncé ngeéh MIH and CP

22. MICHIGAN

A. Community Integrated Paramedicine (CIP} is how Michigan classifies it

i CPinterfaces with the 911 system as well as making preplanned visits to
patients-heading toward being licensed

i,  MIH just focuses on education and specific patient populations
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iii, Al programs are on “special study” status
iv.  https//www.michigangov/documents/mdihs /FAQ. CTPtabMarch2019 64970
3 Zpdf
B. Education

i, Currently 2 approved methods of education
1. Hennepin Technical College (Minnesotu)
a. CP Technician: 10 total credit hours
i. Role advocacy and outreach-3 hours
it. Community Assesment- Z hours '
iii.  Care and prevention development strategies-4 hours
iv.  CP clinical 1- 1 hour
h. CP Clinician: 14 total credit hours
i.  Role advocacy and outreach-3 hours
ii.  Care and prevention development strategies-4 hours
iii. Community assessment-2 hours
iv.  CP clinical 1-1 hours
v. (P clinical 2-4 hours
2. MobileCE (Cincinnati, Ohio)
a. Uses North central EMS curriculum
b. Has variety of levels of degrees for CP
C. Billing
i,  Grantbased
ji.  Hospitals may contract EMS

ifi.  Insurance is waiting for regulatory standards for CP to then begin
reimbursement (this is in process)

23. MINNESQOTA
A. 256B.0625, Subd 60
i Putsin to law the ability for a CP to charge/get reimbursed for their services
B. Statute 144E.28
i,  Outlines requirements in order to be a certified CP
ii.  Mustgraduate from an accredited course
C. Billing
i.  Have specific billing codes in place for CP

i bttps://www.dhs.mn.gov/main/idcplg?ldeService=GET DYNAMIC CONVERSIO
N&RevisionSeIectionMethod=LatestRe1eased&dDocNamezdhslé 177475
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D. Education

i,  Must graduate from accredited college or university

ii.  Figure out what the accredited colleges/universities are and then what their
curricalum is

iil.  EMS regulatory board 651-201-2812

24, MISSISSIPP!
A. Nothing

25, MISSOURI
A. 19 CSR 30-40.800 (12/30/16)

i CP certification:
https://health.mo.gov/safety/ems /pdf/ communityparamedicapplicationforcart
ification.pdf

3
B. Education requirement (outlined in 19 CSR 30-40.800)

i.  Must obtain degree from an accredited institution

1. accredited by Committee on Accredidation of education programs for the
emergency medical services professions (coAEMSP)

ii. 60 hours didactic training covering

CP role in healthcare system

Social determinants of health model
Role of CP in public and primary care

Developing cultural competency

Lok W

Personal safety and wellness of the CP
ifi. 40 hours of clinical experience in ciinical setting
C. Billing/funding

i.  Either through local budgets or grants

26. MONTANA
A. Community Health EMS (CHEMS) is their policy name

i Use this name to promote inclusivity with all EMS staff. ie. EMT's, Advanced
EMTS, and Paramedics all practicing community healthcare

R. There is no legislation in effect right now but there are pilot programs operating via
grant funding, Effort to get legislation enacted that directly addresses CHEMS.
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27. NEBRASKA

A. LB 924, Section 1, 13-303: Allows for EMS to provide scheduled and unscheduled
visits and to be reimbursed for them

28. NEVADA.

A. NRS 450B- put community paramedicine into legislation

i.  Provides actual endorsement on license
B. Education (NAC 450B.486)

i 5 modules which must include: Role of CP in healthcare system, social
determinants of health, Role of CP in public and primary care, Cultural
competency and personal safety and weliness for CP

ii.  EMT hours: 30 didactic and 12 clinical :
fii, EMT-A: 34 didactic and 12 clinical ]
iy.  Paramedic: 52 didactic and 24 clinical

C. Billing

i,  Medicaid will reimburse CP services (as of 7/1/16)

29. NEW HAMPSHIRE
A. Is currently in pilot stage

i.  'Thereis an application available on the state EMS website that outlines the :

requirements in order to be approved ‘

B. According to NASEMSO the enabling legistation is Saf-C 5922.01 but it doesn't ’
actually mention MIH/CP. More than likely it just doesn't outlaw it

C. Legislation DHHS He-P 809 allows EMS to be excluded from home healthcare rules-
expires on September 25, 2019

D. Education

i, Does reguire comprehensive outline of education and continuing education but
there is no standard that is set. {(no minimum)

E. Billing ‘ i

i,  Inpilot stages and therefore is all grant funded or self funded in existing budgets

30. NEW JERSEY
A. Can’t find anything-try again later
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31. NEW MEXICO
A, 7.27.11 F legislation

i Allows community paramedics to provide community EMS care

ii,  States that the CP must have completed an approved Community EMS caregiver
course

iii.  Can expand scope of practice but must be approved

B. Central New Mexico Community college has a certificate program but doesn't
appear to be needed to actually work as a CP (?)

C. Left a voicemail with EMS program manager

32. NEW YORK
A. Senate hill 5588 was introduced to allow CP services explicitly-Died in committee
i, Seems to have been opposed by the largest mursing union in the state

B. No legislation in place

C. There are some programs that are in place but they appear to be run from existing
budgets and grants

33. NORTH CAROLINA
A, 10ANCAC13P.0102
i, Clear definition of MIH

ii. Clearly defines CP as a medic working outside of the 911 response system
B. 10A NCAC 13P.0506

i,  Outlines practice settings for EMS personnel
ii. Community Paramedicine programs are included
C. Funding

i.  Grantbased
ii.  Stateis working towards reimbursement model
1. CMS 1115 waiver approvdl
D. Education

i No standard
ii.  Tobe determined by each medical director

34. NORTH DAKOTA
A, Call on Friday
15



B. Kari Kikrikava@nd.gov

35. OHIO
A. R.C.4765.361 allows EMS personnel to perform nonemergency care under their

scope of practice

i.  No specific mention of MIH/CP

B. Momentarily was a committee, has since been “sunsetted” in 2015

i.  Submitted a paper that outlined suggestions in order to implement MIH/CP in

Ohio.
C. Education

i.  Thereis no standard or anything the mentions M
D, Billing

i.  No MIH/CP inlaw, therefore no billing
ii.  The few places that are providing MIH /CP are doing so via existing budgets
1. Maybe grants too but I can’t find anything

36. OKLAHOMA
A. Nothing about MIH/CP

i, Can'teven find an example of an agency practicing this in the state

37. OREGON

A. ORS 682 definitions do not limit prehospital healthcare providers to emergency
situations, therefore MIH/CP should be allowed

B. There is no direct mention of MIH/CP in legislation
C. Education

i,  Nothing
D. Billing

i.  Nothing
E. City of Albany head CP Hillary Kosmicki 541-9 17-7733

i.  Only CP service | could find

38. PENNSYLVANIA
A, HB 1013 session 2017
16



i.  Aninsurance company inay not deny a bill because EMS did not transport or
patient refused transport-MIF/CP therefore is allowed to be reimbursed

ii.  Does not specifically mention MIH/CP
B. No specific mention of MIH/CP in any legislation

i.  No educational requirements

39. RHODE ISLAND
A. Has a state wide MIH/CP board to help agencies set up programs

B. State wide EMS protocol (published 2018) directly addresses MIH (Section 1.05)

i,  Outlines reguirements when submitting MIH proposal
ii.  Na specific education requirement
iii.  Doesnot expand scope of practice, just role
(. Billing

i.  No current way to bill. Programs work within existing budgets.

40. SOUTH CAROLINA
A, EMS regulation 61.7

i, Section 908 allows for departments to endorse a medic as a CP
B. Have a dedicated state wide CP protocol

C. Education

i.  Doesn'tappear to have a true requirement but they have set
guidelines/recommendations

1. 100 hours didactic
2. 150 hours clinical
3. 50 hourslab
i, TriCountytechnical college
D. Billing

i Grant based

41. SOUTH DAKOTA

A. Currently outlawed due to legislation that is too narrow in its definition of EMS

42. TENNESSEE
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A. SB1270 (May, 2017)

i.  Directly addresses and defines community paramedic
ii,  Requires that EMS board create standardized requirements for CP

iii.  No actual requirements are in place

B. Education
L None
C. Billing

i.  None (there are no programs currently)

43. TEXAS
A. There is no legislation that mentions CP/MIH

i.  Noeducational requirements
ji.  No billing
B. There are programs in place but it's entirely up to the medical director of each EMS
agency

44, UTAH
A. No legislation that mentions CP/MIH

i.  There are some programs but they are pilot programs without any set

regulations
B. Education
i.  Nothing
C. Billing

i.  Grantbased

45, VERMONT
A. Have published a MIH feasibility report in 2016

L. Legislation recommendations have not been implemented '
B. Thereis no legislation that addresses MiH/CP

i,  Therefore no requirements
ii,  There are pilot programs in effect

46. VIRGINIA

18



A. Currently have a Community Paramedicine workgroup that is attempting to outline
how this will be implemented in the state

i Wt/ fwww. vdhovirginia sov femergency-medical-services /conmunity:
paramedicine-mobite-interrated-healthcare/

B. SB1226 defines CP requirements (NOT YET PASSED, but looks likely according to
MIH /CP group minutes from 1/29/19)

i Mustbe certified via IBSC
fi.  Must have completed a certified CP training program

C. Billing
i.  Anthem will now pay EMS for non-transport services but it is unclear if that
would extend to MIH/CP
D, Education

i, No setstandard right now
ii.  SB1226 would make an IBSC certification necessary alongside a certified CP
training program

1. Nothing stated ahout what a certified CP training program would look
like (hours required unknown)

47, WASHINGTON
A. SB 5591 (2015)

i Allows for Fire and EMS to develop CP programs

ii.  Thereis no education standard, it is left up to the individual medical director
B. HB 1358 (2017)

i.  Allows for Fire and EMS to bill for their CP services

ii,  Does state that in order for a specific health intervention to be billable, the
health care professional must have documented training that covered that
intervention. The bill does state that departments may reguest legislative
changes in regard to education in order to better fit billing standards. (Section 3)

C. Education

. No standard, but it does sound like eventually they will be putting one into law
once other states standards are looked into.

D. Billing

i, ACP service may be grant hased, contracted with a hospital, or (as of HE 1358)
bill for their services

48, WEST VIRGINIA
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A. CSR 64-48 Chapter 12 (established 2016, still current in 2018 law)

i “Community Paramedicine demonstration projects”
ii.  May establish up to 6 CP pilots projects
jii.  No educational requirements
tv.  Funds must be found by each agency wishing to participate

B. Education

1. No standard
€. Billing

i,  Pilot projects must come up with funds themselves, there is no billing

49. WISCONSIN
A. Assembly bill 151
i 256.205 defines community paramedic as well as whata medic is required to do
before being able to be certified as one
ii.  Each CP is certified by the individual department upon
1, Minimum 2 years as medic
2. Completed a department training program (no guidelines for what that
entails)
i, 256.215 Also allows for EMT's to be certified in community EMT’s
1. Must also complete a department training program
B. Education
i.  No guidelines, it is up to individual departments to train them {they must submit
their training to State EMS board)
C. Billing

i, Funded via grants or existing budgets

50. WYOMING
A. W.S.33-36-101 Chapter 14
i,  Directly defines Community Paramedic
ii  An EMT or Medic can obtain compninity designation
iii, ~ There are.2 separate types
1. Community EMS Technicion (lower)
2. Community EMS Clinician (Highest designation)
B. Education
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i A medic who has obtained [BSC CP-C endorsement can be Community EMS
Clinician certified

1. Orthey can complete a program that the state has certified

ii, Community EMS Technician program requirements

1. 40 hours of didactic training in

a.
b,
e
d

e

Community EMS Technician role in healthcare system
Social determinants of healthcare model

Role of CEMST in primary care und public health
Developing cultural competency

Personal sufety and wellness of CEMST

2. 40 hours lab skills training

fii.  Community EMS Clinician program requirements
1. 114 hours of didactic training

a.
b
c
d.
e

Community EMS Clinician role in healthcare system
Social determinants of healthcare model

Roie of CEMSC in primary care and public health
Developing cultural competency

Personal safety and wellness of CEMSC

2. 200 hours of clinfcian experience in

a.

i3]

B

E tho®

C. Billing

The compiling of the medical history of sub-acute, semichroiic
patients;

The performance of physical examinations and documentation;

The utilization of specialized equipment in performing physical
exarninations; 14-4 '

The recognition of the clinical differences between populations;
Obtaining specimens-and samples for laborutory testing;

Interpreting test and report results;

The use and maintenance of home health equipment and devices; and

Proper accessing, care, and maintenance of implanted ports, central
lines, catheters, and ostomies.

i.  Funds are provided through grants or within existing budgets

D. https://healthwyo.gov/wp-content/uploads/2016/08/ Chapter-14-Compiunity-

EMS-Practitioners-Agencies-and-Edvcat on-Program.pdf
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Additionally, in mid-2017, Anthem Blue Cross announced that effective January 1, 2018,
it has initiated a reimbursement policy change in 14 states that is aimed at shifting the
fee-for-service (volume based) method of reimbursing ambulance providers to a more
value based form of reimbursement by payment for certain treat and non-transport fypes
of ambulance calls. The reimbursement will be offered for HCPCS A0998-coded 9-1-1
responses in California, Colorado, Connecticut, Georgia, Indiana, Kentucky, Maine,
Missouri, Nevada, New Hampshire, New York, Ohio, Virginia, and Wisconsin.
https:/ /portal.ct.gov/- /media/Departments:
andAgencies/DPH/dph/ems/pdf/Committees-
and Workerouns/LegislativeMHWorkingGroup/MIH-Report-to-CT-General:

Assemblv 2018 (13-01.pdffia=en
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The Status of Mobile Integrated Healthcare (MIH) - Community Paramedicine (CP)
in US States:
A Review of State Policies and Procedures

Status of State Programs
e 36 states had an MIH-CP program with “sufficient development and/for detail to inciude in this review
e 14 state either did not have an MIH-CP program and/or the description contained minimal detail

Funding for State Programs
s 13 states allowed MIH-CP agencies to bill for services

o ¥ recognized as a formal MIH-CP program, agencies
Containment System for services (Arizona)

o MIH-CP programs may bill Medicaid or health |

Maryland, Nebraska, Nevada, Pennsylvania, Vi finia,

o If a health care professional has docurnented fraining in h

MIH-CP services (Washington)

-bill Arizona Health Care Cost
for services {California, Indiana,

intervention they may bill for

used(Alabama) :
e 4 states required MIH-CP programs k: ithin existing budgets or to be selffunded (Maine, West

Virginia, Ohio, Rhode Island)

‘the agency {Colorado, Florida,
North Carolina, South Carolina, Utah)

= i€ ::coordination toolkit for ems grant
zand Washington had other sources of grant funding
ugh a combination of grants and existing budgets {New Hampshire,

e Arizona required 4 hou inuing education every year

e Colorado had a minimum of=F2 hours or 12 sessions per year

e Indiana had no minimum requirement but the commission can request the medic to undergo more
education

e New Hampshire required continuing education but has not standard

Credentials
8 states required practicing CPs to have certifications
e Arkansas created a license for the CPs
s Three states required a certification from the international Board of Specialty Certification (Colorado,
Virginia, Wyoming)
e Kentucky required CPs to be board-certified by their EMS board



e Three states required a CP certification (Minnesota, Missouri, Wisconsin)}— . — = e — o




Education Requirements e e e m T T

18 states required at least some education prior to pragticing as a CP

Nine states required education through an accredited institution or a certified CP fraining program
(Colorado, Florida, ldaho, Maine, Michigan, Minnesota, Missouri, Virginia, Wyoming)
Arkansas required 300 hours of classroom and clinical fime
Arizona required a training program consisting of 12 hours with required competencies in 1} Patient
fransportation, 2) Transportation destinations, 3) Patient risk assessment, 4) Medical training and
education, 5) Special patient populations, 6) Patient follow-up, 7) Medical-legal considerations,
definitions, and documentation, 8) Information exchange and collaboration, 9} Public education -
California required 11 education sessions (approximately 100 hours) with a final exam
Kentucky was in the process of developing education requirements
Nevada required In-class training modules that cover 1) Role of CP in healthcare, 2) Social
determinants of health, 3) Role of CP in public and primary care, 4) Gultural competency, 5) Personal
safety and wellness for CP

o EMT: 30 hours of didactic (in-class), 12 i

o EMT-A; 34 hours of didactic (in-class
o Paramedic: 52 hours of didactic (in-claés};:24 hours of clinical hours

New Hampshire required a comprehensive outline< ducatidn:but no standard is set
New Mexico required an approved community EMS cal course
South Carolina recommended 100 hours of didactic {in-6lass) training, 150 hours of clinical time, and
50 hours of lab '
Wisconsin required a department training program

f clinical hours
ours of clinical hours

Program Monitoring
Arizona monitored programs to determine if they are being implemented appropriately and positively impacting
the community

Maine EMS training cent
Hospital EMS CP progra
Collegefuniversity
At-large CP provider
At-arge CP provider
Maine medical association
Home health

Hospital



Recommendations for Indiana

MIH-CP Certification
¢ MIH-CP Initial Certification
o Completion of an accredited MIH-CP fraining program; OR
o An EMS Commission approved MIH-CP training program; OR e
o Documented post-secondary education with at least two credit hours in each of the following--
content areas: social determinants of health, cross-cuttural communication, public health, roles and
responsibilities of community paramedicine, management of chronic disease AND a three credit
hour practicum/supervised clinical practice; OR

o Intemational Board of Specialty Certification (IBSC): Gerti 58.Community Paramedic

« MIH-CP Certification Renewal
o Four hours every two years in MIH-CP specific content aréa

health, chronic disease, addiction, maternal/infant ﬁgaith, etc )i

o \Verification of MIH-CP skill competence

MIH-CP Oversight
» Program Monitoring
o Quarterly evaluation of prograr
each service provider organizatiok cﬁiv d by standard service provider renewal process

s MIH-CP Advisory Board
¢ Dedicated MIH-CP board with seats rep
including but not limited to:
» State EMS Medical Director
clor

= Representativeéz?;bm other relevant professions

» FSSA Representative

= Insurance Industry Representative

» Indianha State Department of Health representative
= Indiana Hospital Association representative



First Regular Session of the 121st General Assembly (2019)

PRINTING CODE. Amendments; Whenever an existing statute (or 2 section of the Indiana
Conslitution) is being amended, the text of the existing provision will eppear in this style type,
additions will appear in this style type, and deletions will appear in tits seyhe fypes

Additions: Whenever a now stahytory provision is being enacted {or & new constititional
provision adopted), the fext of the new provision will appear in this style type, Also, the
word NEW will appear in that style type in the introductory clauge of each SECTION that adds
a new proviston to the Indiana Code or the Indiava Constittion.

Conflict reconciliation: Textin 2 statute in this stple type or this Style #ype recovciles conflicts
between statutes cnacted by the 2618 Regular and Special Session of the General Assembly,

SENATE ENROLLED ACT No. 498

AN ACT to amend the Indiana Code concerning health.
Be it enacied by the General Assembly of the State of Indiana:

SECTION 1.1C 12-15-5-18 IS ADDED TO THE INDIANA CODE
AS ANEW SECTION TOREAD ASFOLLOWS [EFFECTIVEJULY
1,2019]: Sec. 18. (a) This section applies to an emergency medical
services provider agency that meets the following requirements:

(1) Is requesting reimbursement for services provided as part
of a mobile integrated healthcare program that has been
approved by the emergency medical services commission
under IC 16-31-12.

(2) Is a Medicaid provider.

{b) The office of the secretary may reimburse an emergency
medical services provider agency that is a Medicaid provider
under this article for Medicaid covered services provided fo a
Medicaid recipient.

{c) The office of the secretary may apply to the United States
Department of Health and Human Services for any amendment to
the state Medicaid plan or for any Medicaid waiver necessary to
implemnent this section.

SECTION 2. IC 16-18-2-110 IS AMENDED TO READ AS
FOLLOWS [EFFECTIVE JULY 1, 2019]: Sec. 110. "Emergency
medical services”, for purposes of IC 16-31, means the provision of
any of the following:

(1) Emergency ambulance services or other services, including
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extrication and rescue services, utilized in serving an individual's
need for immediate medical care in order to prevent loss of life or
aggravation of physiological or psychological illness or injury.
(2) Transportation services, acute care, chronic condition
services, or disease management services provided as part of
4 mobile integrated healthcare program under IC 16-31-12.

SECTION 3. IC 16-18-2-239.2 1S ADDED TO THE INDIANA
CODE AS A NEW SECTION TO READ AS FOLLOWS
_ [EFFECTIVE JULY 1, 2019]: Sec. 239.2. "Mobile integrated
healthcare", for purposes of IC 16-31-12, has the meaning set forth
in IC 16-31-12-1.

SECTION 4. IC 16-31-12 1S ADDED TO THE INDIANA CODE
AS A NEW CHAPTER TO READ AS FOLLOWS [EFFECTIVE
- JULY 1, 20197 :

Chapter 12. Mobile Infegrated Healthcare

Sec, 1. As used in this chapter, ' mobile integrated healthcare"
means community based heaithk care in which paramedics and
emergency medical technictans employed by an exergency medical
services provider agency function outside of customary emergency
response and transport to do the following:

(1) Facilitate more appropriate use of emergency care
services. )
(2) Enhance access to!
(A) primary care fox medically underserved populations;
or
_ (B) underutilized and appropriate health care services.

Sec. 2. (a) The commission, in consultation with the state
department, may develop amobile integrated healthcare program.

() In developing the mobile integrated healthcare program, the
commission may consider the following:

(1) Whether to limit the type of health care that can be
provided under the program. '
(2) Whether additional training or education is necessary for
a paramedic in providing services under the program.

(3) Whether additional certification of a paramedic should be
required in order to participate in the program.

(4) The degree of oversight, reporting, and enforcementby the
commission needed for the program.

Sec. 3. (a) The commission may establish an application and
process for an emergency medical services provider agency to
submit for appraval an application and information requesting the
implementation of a mobile integration healthcare program.
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{b) The commission may establish a subcommittee to provide
the inifial review of an application sabmitted by an emergency
medical services provider agency for a mobile infegrated
healthcare program and determine whether to grant approval for
the program. In reviewing an application, the subcommittee or
commission may request additional information from the
emergency medical services provider agency that submitfed the
request,

(c) ¥f a subcommittee is established by the commission, the
subcommittee shall make recommendations fo the commission
concerning a submitted application. The commission must approve
or deny the application not more than ninety (90) days after the
snbmission of a complete application.

(d) An emergency medical services provider agency may appeal
a denial of the application by the commission under IC 4-21.5.

Sec. 4. (a) The commission may establish 2 mobile integration
healthcare grant to assist communities in the development and
implementation of a mobile integration healthcare program that
has been approved by the commission under this chapter,

(b) The commission may do the following:

(1} Administer the grant.

(2) Create a grant application for the grant.

(3) Develop a process for receiving and evaluating grant
applications. ' '

(4) Establish eligibility requirements for the grant.

(5) Select recipients of the grant and distribute the funds for
"an awarded gramf,

(c) The commission may only award a grant under this section
to an emergency medical sexvices provider agency that is operated
by a:

(1) city;
(2) town; or
(3) township.

Sec. 5. (a) The mobile integration healthcare grant fund is
established within the state general fund for the purpose of the
development and implementation of a mobile integration
healthcare program.

(b) The commission shall administer the fund. The expenses of
administering the fund shall be paid from money in the fund.

(¢) The treasurer of state shall invest the money in the fund not
currently needed to meet the obligations of the fund in the same
manner as other public money may be invested. Interest that
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aecrues from these imvestments shall be deposited in the fund.

(d) Money in the fund at the end of a state fiscal year does not
revert to the state general fund.

Sec. 6. The commission may adopt rules under IC 4-22-2 that
are necessary to implement and administer this chapter.
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