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Introduction and Overview

This manual is designed to help EMS providers understand the Comprehensive-Clinical
M&nagement—tlpegram—(@eMP—) Texas State Air Medical Service Alternative Survey

Process (ASP) planning, application and approval processes. It serves as a planning and
pre-assessment guide for organizations administering or planning to administer a-CEMP (

ASP).

EMS has evolved in Texas from very humble beginnings. The first piece of legislation
that had to do with what would become Texas EMS was passed in about 1943. Article
4590b required a traction splint and a first aid kit and an attendant with eight hours of
first aid training to use them. There were no vehicle requirements. The first aid kit was
not even defined. It was left to the attorney general to decide that it would consist of 15
simple items such as scissors, bandages and splints. EMS basically remained unchanged
until about 1971. At that time the Texas Department of State Health Services’ Civil
Defense and Traffic Safety Division decided to begin offering voluntary ECA training to
the citizens of Texas in a twenty-four hour course in their communities._ The first air-
medical program in Texas was established in Houston in 1976.

| The next major legislative change in EMS occurred in 1984. In that year the Texas
legislature passed the first comprehensive EMS Act in Texas and for the first time the
“ambulance driver” was required to be an ECA. Fortunately many communities were also
training EMTs and a few were even training Paramedics.

In the eighties and nineties Texas adopted Federal Department of Transportation standard
curriculums for EMTs as well as modified DOT curriculums for Paramedics, and EMS
training began to be offered in various junior colleges around the State.

EMS in Texas continues evolving rapidly. Today’s evolution includes sophisticated
trauma systems and the system participants, which includes Air Medical Service
providers, are being called upon to do learn-more-do-mere-and-be-more than ever before;
which-tneludes- Alr-Medieal providers. The key to continued success is no longer just
willingness to serve. The key to success is ongoing improvement and professional
development.

| The Comprehensive Clinical Management Program (CCMP) is was the next step in the

evolution of EMS in Texas. Even though the CCMP is offered as a “recertification”
option, it is truly an EMS provider function. The CCMP is not simply minimum
standards that a provider must meet for a state license. It is a voluntary option that EMS
prowders may attempt in order to ralse the bar in their commumﬂes—@petatmga

1aacFt|er|aat|4qg—|49—theuGGMP—+s—stnetls,!—vebcmtacp_‘yL A|r Medlcal SerwceEMS prowders that

choose to attempt this option are doing so of their own free will and accept the higher
standards imposed by a program such as the CCMP.
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Requirements for Air-MedicalAir Medical Service-CCMP Alternative Survey Process-Approval

Building off the great work set forth in the CCMP manual we have defined what
providers have been expecting for years, proof of a higher level of training and clinical
competency of our Air Medical Service Providers and a survey process to measure that
level of training and clinical competency. This proof will be substantiated in the
acquisition of CAMTS accreditation by all Air Medical Service providers in the State of
Texas. The State Air Medical Service Survey Process will be an alternative process to
validate a high level of care required of CAMTS accreditation, and will be a
comprehensive look at the clinical and medical operations of a provider holding a Texas
State Air Medical Service License.

Planning and Preparation

Submitting a Program Application
Anyone who has the desire and dedicated resources necessary to maintain a_Provider License
as an -Air Medical Service -GGMP-may submit an application for a SCMP-ASP as set forth
in rule 157.y(number to be assigned later.) The application should be submitted to the
appropriate DSHS EMS regional office_prior to initiating service for new programs and prior
to 2010 for established programs. Upon reviewing the application, regional DSHS or DSHS-
appointed personnel will want-te-meet with the applicant to begin an evaluation of the
appllcant S slqlrls—ab#mstrammg resources, and plans concernlng cI|n|caI management.

The Application — A Self Study
All of the planning and preparation a provider carries out in anticipation of accomplishing athe

alternative state survey process providing—a—CCEMP—must be documented in the-CCMP
Aapplication and supporting documents.  The application and supporting documents are
intended to be a thorough self assessment of the CEMP-Air Medical Service Provider and
provide the background material necessary to demonstrate programsaatic compliance. The
application and supporting material will be verified #-during a site visit.

The application is available on the DSHS website.

In preparing the application, information must be well organized and in a manner that
clearly indicates the providers willingness and ability to support an Air Medical Service
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Requirements for Air-MedicalAir Medical Service-CCMP Alternative Survey Process-Approval

Program SEMHP. The application must be produced on standard 8 %2 by +1-+rehll-inch
paper and all pages must be numbered consecutively. Please see the CEMP-Aapplication
for exact appheation submission requirements, including the number of copies to be
submitted and the applicable fee.

After reviewing a complete application and supporting documents, the regional office shall
notify the program of deficiencies or, noting none, notify the provider of the intent to perform
a site visit.

Upon review and determination that the application is complete, a letter will be sent to
the medial director and the Air Medical Service provider administrator to outline the
procedures for setting up a site visit. Such notification shall take place no later than sixty-
days (60) from the submission of a complete self-assessment.

In addition to addressing all the program components in the application, complete records
must be maintained documenting problems, successes, administrative actions and
program revisions that unfold as the program progresses. The site visit team at the initial
and subsequent site visits will review all files. CCEMP-Established ak—medicalAir
Medical Service programs appheants—must—be—able—te produce documentation that
supports at least six months of programmatie compliance with the CSMPAlternative
Survey Criteria._ Air Medical Service programs applying for initial licensure must show
documentation of protocols, policies and procedures that comply with the ASP standards
AdrMedical-Service along with documentation of associated training of all personal on
compliance with the protocols, policies and procedures set forth by the Air Medical
Service provider.

This supporting documentation will include demonstrate the development of plans of
how program activities will be documented, how staff will be evaluated and how
outcomes can be substantiated. During the site visit, the team will ask for such
documentation.

The Slte VISIt

= ited—The site visit will
occur_upon the approval of the completed appllcatlon The reglonal office shall notify
the program in writing at least 90 days in advance of the proposed visit. The program and
regional staff shall agree upon an appropriate date for the site visit. However, the
program will not be allowed to delay the site visit more than 90 days beyond the date

proposed by the DSHSBepartment.

The site visit team will be composed of department representatives along with an Air
Medical Service physician medical director, and—an Air Medical Service provider
administrator, and one other personnel member that can be comprised of an educator, line
staff personnel, pilot or FAA representative who is approved to conduct on-site SEMP
Alternative State Process review of Air Medical Service providers.reviews. The applicant
agency shall be responsible for reasonable expenses incurred by the non-department
members conducting the review.

Draft January 2008
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Requirements for Air-MedicalAir Medical Service-CCMP Alternative Survey Process-Approval

Typical Schedule for the Site Visit Evaluation

The full exposure of the program to the site visit evaluation team provides the evaluators
with an awareness of both the objective and subjective components of the program. The
medical-director-orprovideradministratorestablishes-site visit team will establish the
actual schedule. It may vary to accommodate the program and its personnel, but it may
not exempt any program personnel from participation and it may not exempt any program
component from review.

The schedule should include but is not limited to the following program personnel and
types of activities:

= Meeting with the ai—medicalAir Medical Service medical director and provider
administrator to review the schedule of activities planned for the site visit.

= Interviewing the provider’s staff to obtain general reactions to the program and to assess
the feelings of involvement in the total program. As this is a comprehensive program, staff
of all levels and from all aspects of the provider (billing, dispateh— communications,
medical care operations, mechanics, pilots etc.) must be included.

= Reviewing of records te-assess-the-mannertn-which-the-program-maintains-records-of all
aspects of the program.

= Interviewing hospitals (including receiving facilities), RAC officers and other appropriate
regional personnel to assess their relationship with the applicant provider as related to the
provision of adequate patient care, if applicable, for a renewal or established provider.

= Site visits of bases, equipment and personnel.

= Preparing an initial report to allow the evaluators to provide a short oral summary of
findings, conclusions, comments, and concerns regarding the program’s compliance with
guidelines. Program representatives may respond to this report and allow for clarification
to insure that the final report is reflective of the current state of the program. (A final
written report will be mailed to the program director within 30 days of the site visit.)

Program Approval

When the agency receives the final written report, they have three options. They can
forward the report to the appropriate DSHS office to be considered with their application;
they can forward the report with additional documentation in support of modifications
and additions made to their program to meet areas of deficiency; or the provider can keep
the report and withdraw their application for consideration of CEMP-an Air Medical

Service Provider License destghation-at that time. (Braftlanguage)

Once an agency successfully completes a site visit, it will become an approved SSMP
Licensed Air Medical Service provider by DSHS. If the program is found to be in
substantial compliance with established criteria and standards, and all fees and required
documents have been submitted, the department shall approve the program for a period to
coincide with the provider’s license renewal period and issue an approval number. The
provider administrator and medical director shall receive a written report of the site-
review team’s findings, including areas of exceptional strength, areas of weakness and
recommendations for improvement.

Draft January 2008
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Requirements for Air-MedicalAir Medical Service-CCMP Alternative Survey Process-Approval

Approval of the program shall be specific to the named medical director and all aspects
of the Air Medical Service Survey Criteria GEMP-must be maintained at all times. If at
any time, a provider agency changes any aspect of the originally completed survey
process SSMP-it must be reported immediately to the FDSHS regional office with an
explanation. The FDSHS office will determine if another site visit is necessary to ensure
compliance with the rule. The FDSHS regional office may perform unannounced site
visits at any time.

Program Re-approval

To be eligible for re-approval, the program shall maintain all the requirements of this
manual, submit an application and non-refundable fee of $XXX.00 and prepare an update
to the program’s self-assessment that addresses significant changes in the program’s
personnel, structure, processes, policies or procedures. The agency must also document
progress toward correction of any deficiencies identified by the program or the
department and may have to host another on-site review if one is deemed necessary by
the department or requested by the program.

Appeals Process:

A program is eligible to contest the site survey results, in writing, through DSHS State
Offices no more than (XX) calendar days after receipt of rejection of application for
initial or renewal licensing. Appeals must include supporting documentation of how you
meet or exceed the outlined Air Medical Service Survey expectations or your immediate
corrective actions to accommodate the requirements that are deficient. The appeal will be
reviewed and decision for approval, rejection or temporary approval until the time that
the deficiencies have been corrected. The Air Medical Service Provider will receive
written notice within (XX) of calendar days after receipt of appeal of the decision of
DSHS.

Section 1
Credentialing and Privileging of Patient Care Providers

A. Initial Assessment of New Field Care Providers

The term “candidate” refers to new job applicants, individuals seeking promotion or
position changes, and those achieving a new EMS, RT or RN certification. Fhis-term

covers all EMS professionals, career and volunteer.
For al-types—of EMS-agenciesAir Medical Service Programs, the initial screening and

assessment of candidates is a difficult, time consuming and often arduous task. Although
personnel may share the same-colerpateh certification or license, the education, training,

7
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| Requirements for Air-MedicalAir Medical Service-CCMP Alternative Survey Process-Approval

| and experience among similarly certified_or licensed individuals varies greatly. Failing to
identify poor candidates can cost an agency time, resources and reputation, and may
potentially expose the agency to unnecessary risk and litigation.

This requires that systems implement and maintain strong initial assessment programs.
This preliminary assessment tool will allow the agency’s management and medical
director to have insight into the candidate’s strengths and weaknesses thereby facilitating
successful completion of the credentialing process for that individual.

The screening process not only identifies candidates optimally suited for success, the data
collected during the process will provide the system valuable information for the quality
improvement program. The data can be used to design education programs to bring
candidates to entry-level requirements. Over time, initial assessment data can be
correlated to job performance data to provide predictive measures for future hiring and
promotions.

A prerequisite to any initial screening process is the presence of a comprehensive
position description.;_Hiring qualifications should include experience relevant to the
program’s scope of care and patient population and may includeiqg but is not limited to:

| Specific position duties:

e Essential duties and responsibilities
Education qualifications
Professional experience
Computer skills
Language skills
Math skills
Reasoning ability and critical thinking skills
Interpersonal and communication skills
Certificates, licenses, and registration
Physical demands of the position

Initial assessment should begin with a thorough screening to insure that candidates meet
the minimum qualifications and requirements outlined in the position description. The
process usually continues with an assessment of the candidate’s knowledge, skills and
experience.

| Agencies should be able to provide the job description for each clinical and operational
position and document a process by which candidates are screened to insure that they
meet the minimum qualifications for the position for which they desire.

Required:
Written assessment of didactic knowledge
e This knowledge evaluation should be specific to the certification level of the
applicant and focus on clinical information.

Draft January 2008
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Requirements for Air-MedicalAir Medical Service-CCMP Alternative Survey Process-Approval

e Agencies should NOT rely on the Texas Department of State Health Services
or National Registry examination as their written assessment tool.

e Agencies are encouraged to use a numeric scoring system to allow the agency
and candidates to easily assess the level of preparedness for the candidate.
The use of non-specific Pass/Fail criteria is discouraged.

Situation-based practical assessment
e This evaluation is designed to assess the candidate’s ability to process
information and make quality clinical decisions. It may also provide insight
into the candidate’s interpersonal skills.

Practical skills assessment
e In addition to the situation-based assessment, many agencies may choose to
conduct separate practical skills evaluations-en of certain skills. Most elect to
do this if they cannot devise a method of including the sKills in the situational
assessments. No matter which method a program chooses practical skills
assessments must be performed.

Background Investigation
e This portion of the process should include verification of TDSHS
certification, BNE licensure, NBRC licensure, and research into the
candidate’s criminal history, FBI finger print background check, work history,
driving record, and administrative history with the Bureau of Emergency
Management at a minimum.

Other
e Presence of detailed position descriptions for all positions relative to the Air
Medical Service crew-GESMP.
e Documentation of the screening process of applications to insure minimum
qualifications are met.
e Documentation of Medical Director involvement in the initial screening
process criteria development.
Desired:

Personality profiles
e Many industries, including the National Football League and law
enforcement, perform personality profiles on potential candidates. These
evaluations can identify personality traits that correlate with job satisfaction
and overall successful performance in the specific industry.

In mest-some systems, the Medical Director may have limited involvement in the actual
hiring process. It is understood that different systems will have different approaches to
the initial assessment process. It is recommended that the Medical Director take an
active participation in all aspects of hiring. Ata-minimum;-the-medical-directorshal-be

N nan Nro Q\AJ Q alalliaala¥a a Q a aa
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Requirements for Air-MedicalAir Medical Service-CCMP Alternative Survey Process-Approval

In Medical Control Systems, the new hires are not the employees of the medical control
firm or the Medical Director, but rather the individual agency. The initial screening
process is one of the best opportunities for risk management with respect to clinical
issues. The agency should be able to demonstrate how they incorporate the medical
control system into the hiring process assist them in determining the suitability of each
candidate for the system.

Ideally, the Medical Director (or employees of the Medical Control System on behalf of
the Medical Director) actively participate in the initial screening process of the
individuals agencies. At a minimum, Medical dDirectors are encouraged to participate
in the cumulative review of candidates and have a voice in the final selection of
successful candidates.

Applicants sheuld-must be able to demonstrate the Medical Directors involvement in the
initial screening process.

B. Credentialing Process

Formal credentialing of healthcare providers has its origins in hospital compliance with
the standards that later became the Joint Commission on Accreditation of Hospital
Organizations (JACHO). Originally focused solely on physicians, in recent years it has
expanded to include a variety of professionals providing patient care. The application of
credentialing concepts to the EMS setting is long overdue.

Accreditation and empowerment to credential began in 1912 at Third Clinical Congress
of Surgeons of North America. A proposal for hospital standards ultimately led to the
JCAHO.

Joint Commission definition of credentialing:
Process of obtaining, verifying, and assessing the qualifications of a health care
practitioner to provide patient care services in or for a health care organization.

The primary purpose of credentialing is to ensure that any individual who wishes to
provide patient care is qualified and competent to exercise the clinical privileges granted.

Credentialing is a process of differentiating membership on the staff (or employment)
from specific clinical privileges. It seems like such a simple issue, but is actually quite
complex.

The Medical Director is charged with the responsibility for:

e The appropriateness of the-pre-hespital-care provided under his or her direction.

10
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| Requirements for Air-MedicalAir Medical Service-CCMP Alternative Survey Process-Approval

e Approving the level of pre-hospital care rendered by each provider regardless of
| the level of state certification_or licensure.

e Establish and monitor compliance with field performance guidelines.

e Establish and monitor compliance with training guidelines that meet or exceed the
minimum standards set forth in FDSHS regulations.

e Developing and monitoring a Quality Assurance process(es) all areas of clinical
care including -fer-chart reviews.

e Suspend a—certified—EMS—individual-any authorized medical personnel from
medical care duties for due cause.

The credentialing process is specific to the medical director. It is separate from other
issues:
General employment (employer)
‘ General certification or licensing (Texas Department of State Health Services,
BNE or NBRC)
Operations and Management (Chief or CEO)

In most systems, the medical director has an area of authority over patient care, including
defining and controlling each provider's clinical privileges. This provides local decision-
making and accountability for the medical director.  Separate from certification and
licensure which is a state minimum, credentialing allows a way to-raise-the-bar-when
communities—services—wish—to—de—se_individual Air Medical Services providers to
establish their minimums above those of state requirements.-

While the credentialing process is labor intensive, it provides superior protection to
medical directors and agencies against malpractice and administrative liability.

Required:
e Documentation that certification and/or licensure is verified
e Documentation of a system that requires each patient care provider to demonstrate
skills appropriate for their level of training to the satisfaction of the medical
director.
e An established process for reintegration (i.e. bringing a individual from
| administration back to the field).
e An established policy for administrative personnel to remain field credentialed
e Bi-annual (at a minimum) field evaluation by a Field Training Officer (or like
position). Evaluation will consist of demonstration of patient care skills, scene
‘ control skills conduct becoming of an EMS-Air Medical Service provider, etc.
e ONLY THOSE INDIVIDUALS CREDENTIALLED BY THE MEDICAL
DIRECTOR WLL BE ELIGIBLE FOR AUTOMATIC RECERTIFICATION.

‘ C. Didactic Initial Education:

11
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Requirements for Air-MedicalAir Medical Service-CCMP Alternative Survey Process-Approval

As Air Medical Service Providers it is imperative to establish a didactic component of
initial education of all medical personnel. This education should be specific and
appropriate for the mission statement and scope of care of the Air Medical transport
service. This educational experience should include but is it not limited to:

Required:
e Advanced airway management

e Altitude physiology and stressors of flight.

e Anatomy and physiology along with assessment of adult, pediatric and neonatal
patients, as appropriate, within the programs scope of care.

e Aircraft and ambulance orientation including safety procedures (for all crew
members including specialty team members)

o0 Emergency procedures for depressurization for fixed wing.

Emergency access and egress training.

Orientation to all emergency procedures.

Ai-MedicalAir Medical Service Crew Resource Management including

human factors, stress recognition and management.

0 __Survival training.

e Cardiac emergencies and advanced cardiac critical care.

e Mission specific education for patient populations encountered (ie environmental
emergencies, high risk OB, multi-system trauma, neonatal emergencies, thermal
related injuries, etc.)

e Disaster and triage including Haz-Mat recognition and response.

e Radio communications.

e Hemodynamic monitoring, pacemakers (invasive and non invasive), automatic
implantable cardiac defibrillators, intra-aortic balloon pump, central lines,
pulmonary artery and arterial catheters, ventricular assist devices and
extracorporeal membrane oxygenation (ECMO).

e _Infectious control.

e Mechanical ventilation and respiratory physiology for adult, pediatric and

neonatal patients, including oxygen therapy in the transport environment.

Pediatric medical and trauma emergencies.

Pharmacology

Quality Management education.

Respiratory emergencies.

Scene management.

O |0 |O

D. Preceptor / Internship/Clinical Component of Initial Training.

The term “internship” is used to refer to on the job training, mentoring, and/or precepting.
Such a process can be applied to students, new employees, and those that are promoting
or changing to new positions. The term “preceptor” is used generically to refer to an
actual preceptor, field training officer, mentor, or other such person that works directly
with an individual participating in an internship.
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Initial assessment identifies candidates that possess the requisite traits necessary to be
successful in a particular position. Ensuring success requires job specific mentoring,
training, and skill building.

The internships_and clinical rotations provides the opportunity for individual care
providers to transition into the actual work environment under the guidance of an
experienced preceptor.  Fheinternship—This process allows the opportunity for new
caregivers to refine clinical patient assessment and therapeutic skills in the presence of a
preceptor thereby accelerating the maturation process while protecting the public from
errors due to lack of experience on the part of a new Air Medical Service provider. The
new caregiver can become proficient in the delivery of quality patient care while
becoming familiar with system specific operational practices.

Ideally, the internship would involve direct patient care across numerous patient
interactions with a variety of presenting complaints, ranging from stable to critical.
However, budget, manpower, and call volume realities may make this goal difficult if not
impossible. Air Medical Service €EMP-candidates must be able to demonstrate an
effective internship process.  They may make use of mixture of scenario based
evaluations and actual life patient care observation.  If scenario based evaluation is
utilized, the agency must be able to demonstrate how the process duplicated the realism
and spontaneity of actual emergency responses.

There must be a defined process for selecting and training the preceptors. The Medical

Director, in consultation of other appropriate parties, should make the final selection of

preceptors. In addition, preceptors should be individually authorized to mentor and

oversee up to specific certification_or licensing levels. Fhis—alowsbasic EMTs—to
\ /] a¥a NEA A A

Post episode reviews (i.e. chart audits and interviews) are not a substitute for real-time
preceptor evaluation.

Various individuals within the organization may develop preceptor training. Agencies
may also choose to outsource this development process. Regardless of who develops the
training program, the medical director is responsible for approving the clinical aspects of
the training program.

An internship_and clinical manual describing the objectives, content, and measurement
points of the internship_and rotations must be developed and distributed to all preceptors
and candidates. The manual should include all the necessary forms to document the
progress and successful completion of the internship.  Agencies must be able to
demonstrate how internship objectives have been fulfilled.

To insure consistency and to allow the preceptor to monitor the progress of each
individual candidate, interns should be assigned to one specific preceptor. In some
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cases, additional preceptors may be necessary to meet special needs, but the number of
different preceptors for any individual candidate should be kept to a minimum.

The preceptor is responsible for insuring that the intern is thoroughly briefed on all
operational and clinical issues that impact patient care, including but not limited to:

Individual protocols

Individual clinical procedures

Operational and clinical policies

Documentation

Radio communication

Territory orientation

Flight operations orientation
Safety

Unit operations

Infection Control Practices

Mutual Aid Response

Agency norms and culture

On _accommodating airframes, tinterns will ride as “third” person on the ambulanee
aircraft _until the preceptor establishes that the intern has met pre-established
competencies as defined by the Medical Director

On airframes that cannot accommodate a “third” person, itnterns will ride as a “second”
person until the preceptor establishes that the intern meets the prerequisites for
independent duty as determined by the Medical Director. The Internship Manual should
address how the preceptor monitors and measures the intern’s progress.

Clinical experiences will be based on the programs mission, scope of care and patient
population. Measurable objectives need to be developed and documented for each
experience listed below reflecting hands-on experience versus observation only. The
following areas will need to be included for the scope of practice in areas in which the
team transports.

e Adult, pediatric and neonatal critical care.

e Adult, pediatric and neonatal emergency care.

e Invasive procedures en—utilizing either animal models, human cadavers or
HPSHuman Patient Simulators— for demonstration of invasive procedure
competencies. eguivalentfor practicinginvasive procedures:
Neonatal intensive care.

Obstetrics.
Prehospital critical care.
Tracheal intubations with no less the 5 live intubations which could include
animal labs, cadaver and Human Patient Simulator (HPS) experience as well as
alternative airway management.
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The pre-requisites for independent duty shall require at a minimum, that the intern
demonstrate thorough understanding of aircraft safety, the agency protocols, ability to use
protocol and procedure manuals as a reference tool, and proficiency in clinical
procedures_as listed above. Agencies are encouraged to develop measurement tools for
other operational areas that impact patient care as well.

Proficiency in clinical procedures must be verified by a second evaluator for objectivity
purposes, in addition to the assigned preceptor.

It is recommended that the intern be evaluated on a representative sample of call types,
such as adult, pediatric, trauma and others identified by the medical direction.

Toward the conclusion of the internship, the intern must complete protocol testing.
Although this evaluation may include a practical component, agencies are encouraged to
utilize a written assessment tool so that a broader scope of material may be assessed.
The medical director, in coordination with other appropriate parties, must establish
pass/fail criteria for the protocol evaluation.

Organization must have an established re-education/remediation process for those that are
not successfully in completing the process.

Upon completion of the internship, the intern should complete a comprehensive
evaluation of the internship process. The agency should use this information to modify
and improve the process for future candidates.

Required:
Defined preceptor selection process:-

e The Medical Director with consultation of other appropriate parties must
seleet-be involved in the selection of appropriate preceptors.

e The medical director must approve the development and training of
preceptors.

Internship proficiency criteria:-

e In aceomoedatingaccommodating airframes, interns will ride as 3™ person until
the preceptor establishes that the intern has met pre-established competencies
as defined by the Medical Director

o In airframes that cannot accommodate a “third” person, interns will ride as a
2" person until preceptor establishes that the intern meets the prerequisites for
independent duty as determined by the Medical Director.

e Intern must demonstrate proficiency to another evaluator.

Intern must demonstrate understanding of aircraft safety, protocols, procedure
manuals, and proficiency in clinical procedures to the agency’s standard.

The Intern must attend an initial didactic #itial-training session.

Clinical internships must be completed.

A process that allows the intern to evaluate the internship program.

A process to promote preceptor rating ter-rater reliability

o 6 o o
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e A process for remediation and reeducation must be defined

Desired:

e A representative sample of call types (minimum number to be determined by
the Medical Director) of critically ill adult patients, pediatric patients and
trauma patients) will be correctly cared for by the intern prior to release from
internship.

Section 2
Required Professional Development

Comprehensive-Clinical-ManagementAir Medical Service Programs must implement and

maintain professional development programs designed to reinforce current knowledge
and to expand the knowledge base of the out of hospital -pre-hespital-provider.

Professional development is the natural outgrowth of an outcomes based quality
improvement program. Through the QI program, an agency will define objectives that
must be addressed through professional development.

The professional development hours required in this section may be defined by the
Quality Improvement process objectives, other clinical or operational topics, career
development, or other items deemed appropriate by the agency. This section is being
considered outside the Quality Improvement section so that agencies may have the
flexibility to allocate the professional development hours as necessary to fulfill agency
goals. However, the QI program may be the exclusive source for Professional
Development objectives.

Agencies will provide a minimum number of professional development hours for their
personnel designed to meet objectives identified through the quality improvement
program. The minimum number of hours for each certification shall be:

24 hours per year for certified and licensed Paramedics

20 hours per year for EMT-Intermediates

16 hours per year for Basic Emergency Medical Technicians

10 hours per year for Emergency Care Attendants

Other EMS-Air Medical Service personnel (i.e., flight nurses, Respiratory Therapists, and
communications personnel) will be required to obtain at least minimum continuing
education as directed by the certifying or licensing authority. These hours may be
concurrent with the requirements above.

At least 50% of professional development hours shall be in-person training.

Agencies shall offer professional development on at least a semiannual basis.
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Professional development should span the three domains of learning (cognitive,
psychomotor, and affective.) as appropriate.

The medical director shall be responsible for defining and approving the objectives of the
professional development hours. The actual content development and presentation may
be delegated to appropriate individuals. However, the medical director is responsible for
insuring that the content meets the defined objectives.

In larger systems or in Medical Control Systems, multiple instructors may be necessary to
reach all the employees of the agency{s}. Because of this, the potential exists for
inconsistency in instructional delivery and the failure to meet the objections of the
program.  Agencies should be able to demonstrate the methods used to promote
consistent delivery of the objectives and an evaluative process that monitors for potential
deviation. Methods to promote consistent delivery might include curriculum develop by
the instructional group, providing supporting materials for the curriculum, meetings of
the instructional staff to discuss the material, or having instructors attended session prior
to instructing.

Agencies should be able document strengths in their training program and describe how
they overcome weaknesses. They should be able to document:

credentials of their instructional staff

involvement of the medical director

correlation of quality review to educational objectives

correlation of prospective goals to educational objectives

meet the varying needs of the their staff

administrative support for professional development

appropriate methodology for the objectives offered

appropriate class size for the objectives offered

inter-rater reliability where appropriate

method to evaluate long term impact of professional development activities

In addition to the quality improvement driven professional development needs addressed
above, agencies are enceuraged-to-required to einsure that personnel remain credentialed
in nationally endorsed courses (or a determined equivalent) such as, Advanced Cardiac
Life Support, Baste—Advanced Trauma Life Support, and Pediatric Advanced Life
Support. (or—localhy—determined—egquivalenty—Some form of provider oriented CPR
certification for Adult, Pediatric and Neonatal patient populations is enceuraged-required
as well. The maintenance of these credentials shall be in addition to the professional
development requirements outlined above.

The following is a suggested list of credentials by certification:

CPR Cardiac Trauma Pediatrics | Neonatal
EMT X X X
IntermediateFlight X X X X X
Nurse
17
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Flight Paramedic

Physicians

X
X

Respiratory Therapists

XXX
XXX

I>XX [
IX XX

Agencies shall maintain appropriate records, including but not limited to:
e Current certifications and credentials

Obijectives

Lesson plans
Attendance rosters
Completion records
Course evaluations

Agencies are encouraged to reference the continuing education rule for guidelines for
appropriate continuing education documentation.

Required:

Professional development hours.

24 hours per year for EMT-P’s

20 hours per year for EMT-Is

16 hours per year for EMTs

10 hours per year for ECAs

Other—EMSAII personnel (i.e., flight nurses, flight paramedics, Respiratory
Therapists, and communications personnel) will be required to obtain at least
minimum continuing education as directed by the certifying or licensing
authority.

Content and delivery.

The CE content shall be defined and approved by the Medical Director.

The CE content must be driven by the results of Quality Improvement efforts.
At least 50% of CE is in-person training

CE occurs on at least a semiannual or quarterly basis.

Evidence that the instruction spans the three learning domains

Documentation of programmatic strengths and performance improvement
plan for weaknesses.

Must include annual review of:

e Hazardous Materials

e Human Factors and Crew Resource Management (including specialty
team members)

Infectious Control

State EMS rules and regulations regarding ground and air transport.

Stress recognition and management.

Survival Training (including specialty team members).

Medical patient transport considerations (assessment/treatment/preparation
handling/equipment)

e Day and night flight protocols

o—General aircraft safety including (including specialty team members):
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Emergency shut down and evacuation procedures.

e Aviation terminology and communications procedures including
emergency frequency uses.
In flight and ground fire suppression procedures (fire extinguishers)
In flight emergency landing procedures.
Safety in and around the aircraft, including FAA rules and regulations
pertinent to safety for medical team members, patient(s) and lay
individuals.

e Specific _capabilities and limitations for each aircraft used, which
includes backup aircraft.

—Use of emergency locator transmitter (ELT)

Scene landing operations.

e Hospital landing site changes or special needs review.

e Patient loading and unloading (including specialty team members).

o Refueling policy for normal and emergency situations.

e Survival trainging/techniques/equipment that is pertinent to the
environment/geographic coverage area of the medical service (including
specialty team members)

S

. basi iac. iatric_and_basi

treatment techniques.

EMT-P’sFlight nurses remain current on a nationally recognized and
organized educational program for advanced cardiac, advanced trauma—ané
.advanced pediatric, and advanced neonatal treatment-treatment techniques.
Flight paramedics remain current on a nationally recognized and organized

educational program for advanced cardiac, advanced trauma, advanced
pediatric, and advanced neonatal treatment technigues.
Physicians remain current on a nationally recognized and organized

educational program for advanced cardiac, advanced trauma, advanced
pediatric, and advanced neonatal treatment technigues.
Respiratory Therapists remain current on a nationally recognized and

Desired:

organized educational program for advanced cardiac, advanced pediatric, and
advanced neonatal treatment techniques.

A method for ensuring consistent instructional delivery across multiple
instructors
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Section 3

Protocol/Standards of Care Management

(Note: The term “protocol” will be used synonymously with the terms patient care
guidelines, standing delegated orders, standing orders, and local standard of care.)

Protocol review and evaluation should be an on-going process. However, many agencies
elect to make this a once a year process, or worse ignore the process all together. The
former assumes that protocol knowledge degrades minimally throughout the year and
only needs to be refreshed and re-measured annually. The latter assumes that pre-
hespital-personnel are all knowing and that there is no knowledge degradation in the
industry’s health care providers.

Intuitively, we know that neither of these assumptions is accurate. As humans,
knowledge actively degrades from our memory. Only through consistent practice or
reinforcement are we able to maintain cognitive and practical efficiency over time.

In truth, EMS-Air Medical Service personnel do not have to be all knowing or all
remembering to make quality patient care decisions. Having a strong base knowledge
and a solid set of user-friendly protocols as reference material should allow the provider
ample knowledge, as long as it is used wisely. However, occasions will occur in which
the provider is unable to reference the protocols in a timely fashion, leaving them will
little more than their innate resources. Therefore, it is recommended that agencies
implement and maintain some form of on-going protocol reinforcement.

Protocol evaluation is a three-step process.

1. Maintaining current protocols
2 Ongoing protocol reinforcement
3 Ongoing surveillance of protocol compliance (found in the PI Section)

The medical director is responsible for ensuring that the protocols are updated routinely
and that they reflect the current clinical trends and best practices of the industry. While
the medical director is responsible for the protocol content, the process of insuring that
they remain current can be delegated and shared among the staff.  Often, ancillary
personnel perform the routine duties for the medical director. Field staff often takes an
active role in this process as well.  Anecdotally, the greater the staff participation in
protocol development, the greater the compliance with the protocols. As each new
breakthrough in clinical fronts occurs, a medical director must assess its application to the

pre-hespital-Air Medical Service arena.

While medical directors are responsible for considering current industry trends, they are
not bound to accept and incorporate those trends in the clinical practice. There are
numerous reasons why a particular trend might not be incorporated. = Agencies must
balance the benefit to patients with the cost of implementation, including financial,
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administrative and operational investments. The agency should be able to demonstrate a
cost-benefit process used to determine when and if a particular protocol change should be
implemented.

Regardless, on-going protocol review against current literature should be executed on at
least an annual basis. Many agencies elect to do this on a quarterly basis, dedicating each
period of the calendar to a particular component of the practice, i.e. medical, cardiac,
trauma, or pediatrics.

Traditionally, protocol evaluation has taken the form of a written examination. Many
agencies rely on this method, especially when new versions of the protocols are
disseminated. Many alternative methods are available to agencies. In fact, one might
attempt to implement a variety of methods in order to maintain interest in the process and
reach a diverse population of learners.

Here are a few examples:
e Monthly case study with a protocol assessment on the topic. This might be
accomplished in the classroom, on the internet, or as a independent study item
e Periodic “game” competition using Trivial Pursuit, Jeopardy, or similar game
formats to make the session more enjoyable
e Monthly open book study sheets on rotating topics
e Medical Director led discussions or forums

The goal is two-fold. First, get the personnel to open and re-familiarize themselves with
the protocols. Second, to provide documentation and compliance of the same.

Regardless of the method, the medical director is responsible for defining the content and
approving the methodology of assessment. The medical director may defer to the
administration and others versed in adult learning methodology to find the right mix of
instruction and measurement for the particular agency’s personnel mix.

Through such a process, agencies will find that a small number of personnel will fail to
demonstrate the level of proficiency defined by the medical director. A remediation
process, complete with an improvement timeline, must be defined in policy. To be fair to
the provider and to insure that that the provider meets expectation, reassessment must
have be substantively different than original evaluation.

Decisions on re-evaluating the entire span of content or focusing on the area requiring
improvement are the discretion of the medical director or designee.

Required:
Protocol Review:-
e Must be ongoing, updated against current literature and must be
executed/approved by the Medical Director.
e Documentation of process for assessing relative benefit from protocol
revisions (ex. cost/benefit analysis)
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| Knowledge assessment:-
e A protocol assessment that reflects the ongoing protocol review.
e The criteria will be jointly defined by the Medical Director and by the
provider’s administration.
e The assessment’s structure and content must be defined/approved by the
Medical Director.
o A defined remediation process with established timelines.
| e The reassessment must_not be substantially different than the original, but
must assess the identified weaknesses.
e A defined re-education process & timeline that clearly identifies the criteria
for successful completion and for revocation of credentials.

Recommended:
Protocol Review.
¢ Inclusive process involving local medical community and EMS staff

Section 4
Communication Center

The communication center for Air Medical Service programs will serve as the
link between the pilot, the medical crew and the ground contact during the medical
transport. The center will function to provide continuity of communications. This center
will receive and coordinate all requests for the medical transport service. There should
be evidence within the program that the communications specialist participates in staff
meetings, as well as, safety and quality improvement meetings. The communication
specialist is an integral part of the Air Medical Service program team and there should be
evidence of participation within the group.

To ensure role clarification it should be understood that communication for Air Medical
Service providers will be accomplished through “communication” centers, not to be
synonymous with an accredited FAA dispatch or ATC center. Communication through
these providers will be utilized to maintain contact with the medical personnel for
response ready status and/or patient coordination and communication of patient status

change.

The pilot maintains command of the aircraft during a mission and the communication
specialist serves only to provide additional information as requested. The communication
specialist has the responsibility to ensure communication regarding patient condition,
status and ETA (estimated arrival time) to receiving facilities and must be an effective
link amongst medical care providers.
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A. Roles and Responsibilities of Communicators

The communication specialist must have direct or indirect communication with the
medical and aviation personnel at all times. Equipment should be functioning and in
good repair in the center and in the aircraft.

At minimum, one communication specialist must be present in the communication
center at all times for the duration of the mission. This specialist should be trained on
the initial coordination of a mission that includes the communication and
documentation required to complete that mission. This training should include the
ability to screen for a flight turn down by other programs in the area when applicable.
Communication must be maintained incrementally with the medical crew member
from initiation of flight until arrival back at base in order to maintain flight crew
status and availability.

e Training and or certification will be maintained, according to communication
center SOP. The communication specialist shall have basic knowledge of EMS
roles and operations. Participation is required in safety, staff and quality meetings
by a representative of the communication center. The communication specialist
must have knowledge of FAR and industry related information or changes as they
are relevant to the Air Medical Service industry and operations. There must be
proof of yearly competency in flight following for each communication specialist.
Provide proof of yearly training on and abiding by FAA sterile cockpit rules and
other FAA regulations is required to ensure the safety of each mission. Training
should also include weather and METAR interpretation training. The
communication specialist is not required to be a weather interpretation expert but
at least possess general knowledge and understanding of postings so that
information may be relayed to the pilot when needed.

Proof must be provided by the program and communication center of participation in
weather turndown notification systems appropriate to your region. Each region has
its own regional advisory council that should create or endorse an avenue of
communication whereby weather turn down notifications are communicated and
received. It is imperative that the program participates in the regional advisory
council and that either a representative of the communication center is involved or
that information is communicated in a timely manner to this group. There should be
participation in EMSystems for updated status of aircraft availability and mass
casualty availability as needed.

NAACS certification by Communicators is preferred.
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B. Policy and Procedures

Established Policy and Procedure to reflect basic communication and operations
between the center and ground, air and LZ coordinators and/or facilities is imperative.
These should be reviewed annually and updated as needed.

There should be retention of paperwork/database information for a period of (XX)
years. Audio recordings of call taking and radio traffic must be retained for a
minimum of 30 days.

There should be a process in place to ensure complete and ongoing quality
improvement including feedback and procedure for loop closure. A representative
from the communication center should be involved in this process.

C. Safety

In an effort to fully integrate the entire flight team and ensure a safe operation, there
will be participation in daily and routine briefing and debriefings. These should occur
at each shift change and following each mission. The communication specialist
should be involved in an annual safety in service which could be AMRM, CRM or
equivalent content.

In an effort to ensure a well rested, alert individual, the communicator must have 8
hours of uninterrupted rest time prior to scheduled shift. Personnel have the right to
call a “time out” and be granted a reasonable amount of rest time without retribution
when working extended periods of time or periods high call volume.

There must be an accessible PAIP (Post Accident/ Incident Plan) with proof of
training and documented annual proficiency. Training and knowledge on types of
aviation emergencies and proof of emergency preparedness drill should be
documented to include fire drill, forces of nature, helicopter mishaps, etc.

There should be a back up system in place to the computerized systems utilized for
flight following. Hard copies of aviation maps must be readily available to
communicators with training on interpretation to provide assistance to flight crews
when an alternate system must be relied upon.

D. Flight Following

The intention of flight following is to maintain awareness of the flight crew and patients
status, in service and launch capabilities and safety of the crew. In no way does a
communications center dispatch flights. The PIC (pilot in command) remains the final
decision maker on flight launches and flight activities not pertaining to direct medical
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care. The medical crew and communications center aid in decision making by providing
valuable information and input into the call.

Call taking will consist of obtaining information that is pertinent to flight related
activities and medical decision making efforts by the entire team and must consist of:

o__A dedicated phone line for flight requests.

o Point of contact and call back number for sending agency, suspected
injury/illness, weight and height of patient and destination requested
should be obtained at the time of the call.

o__All flights will be screened for turn downs by other agencies and
information obtained will be communicated to the pilot and medical crew
prior to launch.

o__Landing Zone information, point of contact and frequency or channel to
contact LZ coordinator.

o__Inter facility requests will include, MOT information, destination of
patient and ground transportation coordination, if needed.

Flight following will consist of obtaining information that is pertinent to flight safety and
patient information.

o__VER flight following shall not impede the communication needs of the
pilot with appropriate ATC centers.

o__VFR flights will update location on an established reqular basis not to
exceed every 15-minutes and locations will be documented during flight.

o__|IFR flights should have a system in place to notify the communications
center of appropriate launch and landing times as well as diversion from
the original flight plan which will require a change in patient transport
needs.

o__AllIFER flight plans should be known by communications prior to launch.

o PAIP activation if crew has not checked in and is unable to be contacted
30 minutes after expected arrival time.

Section 5
Safety Standards

While the likelihood of being involved in a survivable, post-crash fire is low; the
consequence of not being properly attired is extremely high.

Currently, there are no Federal flammability standards or regulations that exist pertaining
to_uniforms for Air—MedicalAir Medical Service personnel, airline pilots or flight
attendant personnel beyond the standards applied to consumer clothing. In Advisory
Circular A-96-88, the FAA stated: “Safety experts agree that in order to decrease the
chance of sustaining burns, it is better to wear long sleeves and pants, than it is to wear
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short sleeves and short pants. In addition, ‘natural’ fibers such as wool and cotton are
better than synthetic fabrics. Also it is better to have low-heel shoes which are enclosed,
and straps or laces are encouraged while sandals are discouraged.”

Flammability assessments performed by Thiokol Chemical Corporation (July 1967) and
separate testing performed by the Department of the Navy (December 1987)
demonstrated that Nomex® was superior to cotton in its flame retardant ability but both
were susceptible to heat transfer. Both reported reduction in heat transfer when multiple
layers of natural fibers were worn.

Rotor-wing incidents and crashes place occupants at increased risk for head trauma due
to blunt force impact with cabin / cockpit interiors and potential head strikes associated
with _improperly secured equipment within the aircraft. To reduce the likelihood of
significant _head trauma, helmet use in strongly encouraged. Helmets with visors
deployed offer added protection to cockpit occupants in the event of windscreen
penetration associated with bird strikes during forward flight.

The program leadership is responsible for ensuring safety principles and practices are
established and followed by those working for the program. Appropriate equipment for
Air-MedicalAir Medical Service providers is essential to their safety and those they care
for. The program should address the following elements:

Required Uniform Equipment:
Rotor-Wing Operations
e Boots or sturdy ankle supporting footwear;
e Flame retardant clothing;
o0 Clothing must have reflective material or reflective striping on uniforms
for nighttime operations;
e Flight helmets with visor(s);
e Appropriate outerwear pertinent to survival in the environment;
e Undergarments:
0 Encourage personnel to wear only natural fibers (i.e. cotton) under flight
uniforms.

Fixed-Wing Operations
e Boots or sturdy ankle supporting footwear;
e Flame retardant clothing;
e Appropriate outerwear pertinent to survival in the environment;
e Undergarments:
o Encourage personnel to wear only natural fibers (i.e. cotton) under flight
uniforms.
e Hearing protection if required by aircraft makes and type.

Additionally, programs must have written policies & procedures for Rotor-Wing and
Fixed-Wing operations addressing the following items pertaining to Air—MedicalAir
Medical Service Personnel and Patient Safety:
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e Infection Control — dress codes address jewelry, hair and other items of personnel
that may interfere with patient care or crewmember safety (i.e. wearing of N-95
particulate mask, etc.);

e Duty status during illness (i.e. sinusitis, otitis media, etc.)

e Duty status while taking medications which may cause drowsiness.

e Crew rest for medical staff that address maximum duty time and assurance for

adequate crew rest.

Eye protection.

Safety complaint and feedback system.

Crew briefing and debrief system.

Medication and equipment temperature control with daily temperature high and

low log retained for (XX) years.

Section 6

Quality Improvement

For centuries, humankind has striven to improve upon the status quo. There has been a
continuous process of examining present day performance in an attempt to improve
understanding, efficiency, and outcomes.

Quality Improvement is an ongoing system that includes retrospective review, concurrent
review, and prospective forecasting of clinical care. Quality Improvement also combines
a circular response through measurement of identified goals and sentinel events,
identifying opportunities for improvement, re-education, process redesign, and
measurement of corrective efforts. It is the process of taking a collective look in the
mirror, and discovering what parts of the service need—we—want to improvements.?
Should we find that we are satisfied with the reflection, we need to be able to explain
why.

The ultimate goal of Quality Improvement focuses on enhancing the provider’s ability to
provide patient care and excellent customer service while continuing to be clinically
sophisticated and fiscally responsible.

The ultimate goal focuses on providing better care and service tomorrow than we are
capable of today.

Information discovered as a result of a legitimate quality improvement program MAY be
protected from discovery in administrative hearings and civil litigation. The Texas
Department of State Health Services, the legislature and the Courts recognize that this
protection is necessary so that employees and volunteers are encouraged to bring items of
concern in matters of policy, protocol, or treatment to the attention of the QI manager.
Agencies are encouraged to learn how to provide optimal protection for their QI process.

Quality Improvement is a non-punitive process designed to provide opportunities for
personal and/or professional growth for the individual and agency. In order to be
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successful, the entire firm must embrace the philosophy. This may be a difficult concept
for some to understand. One’s past experience may indicate that it is much easier to
punish than to teach. Because of this, many staff members doubt the sincerity of the
commitment to grow, and instead, fear punishment.

Disciplinary action is a last resort for any quality improvement program. Disciplinary
action should be reserved for extreme instances of repeated violations of protocol or
policy despite remediation efforts, the breach of confidentiality, or refusal to participate
in the quality improvement program.

Participation of the medical director is essential. As Medical Director, responsibility and
liability begins when the call is received. The medical director is responsible for every
phase of the emergency response from-the-dispateh-information-cellection-and-pre-arrival
instructions-to-the-timehyarrival-of the EMS-unit-and the actions of the personnel until

the release of the patient. A QI program serves to provide a monitoring mechanism for
patient care, response times, equipment and apparatus, and patient outcomes. QI
provides a platform from which to direct continuing education, allowing CE to be tailored
to the specific needs of the service and it provides a consistent and even handed measure
to determine problem trends that may require intervention by the medical director.

It is the system administrator’s duty to ensure the viability of the quality improvement
program.  Open mindedness cannot be overemphasized.  The nature of quality
improvement may be threatening to the administration. No one enjoys being scrutinized.
Thus, the role of the administration is to make the process non-threatening so that looking
in the mirror is a less painful process.

Staff members should be given the opportunity to actively participate in the program.
Peer review auditing and upward evaluation of clinical practice provides the staff
member with avenues to effect positive change and may serve to improve morale.

In order for the process to be efficient, a limited number of people should be involved at
any one time. This group of people should include representation of the agency from all
levels. The medical director and the administrator should remain active in the process,
but other members should be rotated so that anyone willing to participate has the
opportunity to do so.

Other potential participants in the Quality Improvement Committee include:
Medical Director

Clinical Manager

Field Representative

Field Supervisor Representative

Hospital ER Representative

Representation from the local physician community

Professional Educator

Billing Representative

Communications Representative
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1187 | e Pilot

1188 | e Mechanic

1189 e Administrative Assistant
1190

1191  Quality improvement is a problem solving process. It is comprised of five familiar
1192  components that closely mirror the problem solving process used in patient care and other
1193  daily activities.

1194

1195 The components are:
1196 e Assessment

1197 e Goal setting

1198 e Plan development
1199 e Intervention

1200 e Progress evaluation
1201

1202  Monitoring and evaluation involves continuously collecting data about important aspects
1203  of care/service, analyzing the data and recommending needed steps to improve based up
1204 | on the analysis. The lingering question for-EMS-is “how to carry out monitoring and
1205  evaluation?”

1206

1207 A sample, well proven, 10-step Monitoring and Evaluation process.

1208

1209 1. Assign responsibility

1210 2. Delineate scope of care

1211 3. Identify important aspect of care

1212 4. ldentify indicators

1213 5. Establish thresholds for evaluation

1214 6. Collect and organize data

1215 7. Evaluate care

1216 8. Take actions to improve care

1217 9. Assess effectiveness of action

1218 10. Communicate findings

1219

1220  Some example indicators to assess may include:
1221

1222 | e Respense-Scene times

1223 e Protocol compliance

1224 e Endotracheal intubation success
1225 e Cardiac arrest survival

1226 e Specialty patients (pediatric, OB)
1227 e |IABP or Invasive Monitoring Patients
1228 e Pain management

1229 e Unit hour utilization

1230 e Controlled substance use

1231 | e Invasive Procedures
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The strengths of using a monitoring and evaluation system are: 1) inelude-that-it is a
viable method of performance improvement;, and 2) it is a systematic approach that
guides staff through this difficult and time consuming event. It emphasizes the
importance of collecting data - the lynch pin of improvement efforts - related to valid and
reliable indicators.

It also emphasizes linking improvement actions to that data so that changes are made
based on solid information rather than intuition.

Organizations are encouraged to set priorities for improvement by first cataloging the
range of services provided and then giving priorities to the most important aspect — those
that are high risk/low volume (less than 30 per period), high risk/high volume(greater
than 30 per period), and/or problem prone. Agencies should consider building a matrix
of these situations to focus their monitoring and evaluation system.

With the advent of electronic patient care records, chart review may take many forms
beyond reading a written record.  Agencies should be able to demonstrate an appropriate
method of chart review given their resources and abilities. Random audits of at least 5%
of high risk/high volume or 100% of high risk/low volume should be included. Agencies
should be able to demonstrate their approach to reviewing particular problem prone
situations.

Agencies must demonstrate the methods used to define the review process, including the
sampling methodology, filters, and triggers.

An organized method of obtaining direct observation through field evaluations and
feedback from hospital personnel should also be considered.

Finally, organizations should consider the needs and expectations of “customers.”
Measureing their satisfaction can provide valuable assessments of the quality of care
rendered by an organization.

A small number of steps can be summarized for implementation of a complete
monitoring and evaluation program:

Set priorities for measurement

Identify worthwhile indicators— identify audit filters

Teach staff how data for the indicators can be collected

Encourage staff to study data

The agency is also responsible to insure that the corrective action plans are implemented
and reassessed, also known as “closing the loop.”

A. Ongoing Performance Improvement
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| Evidence of ongoing surveillance of field implementation of the agencyies protocols is
essential. Ongoing review as previously described merely demonstrates that the protocols
were reviewed by the medical director and that personnel were exposed to the material.
The final piece of the protocol puzzle is ongoing surveillance of the protocols in the
actions of the field personnel. Again, many methods are available to an agency to fulfill
this goal.

Typically, surveillance falls into two broad categories:
Direct observation
Retrospective review

Direct Observation
Direct observation can be accomplished by peer review, field training officers, the
medical director, or others charged with performing field evaluations. Some agencies
| prefer that the evaluator ride as a third participant on the ambulance-aircraft so that they
can view the call from beginning to end. Others rely on a third party arriving on scene
and performing the evaluation. Still others have an appropriate party meet the crew at the
receiving facility or rely on hospital staff to review the progress and initial outcome of
the patient. Ideally, an agency would incorporate all three aspects into the evaluation
process. Regardless, an agency must be able to demonstrate some form of practical
protocol compliance.

For some agencies on scene evaluation is an unrealistic expectation. Barriers, such as
financial constraints, low call volume, expansive territory, or an unreasonably small or
large staff, might necessitate an alternative method of observation. In these cases, an
agency might look to realism training or scene simulations as a legitimate method of
measuring “real world” protocol compliance.

Retrospective Analysis

Retrospective analysis is most often accomplished by auditing rercharts or patient care
report (PCR) records. While this may be the most time efficient method of assessing
protocol compliance, it is also the most biased. First, auditing run-records makes the
giant assumption that the record accurately reflects the actions and timeline of the actual
call. At a minimum, the run record is an annotated description of the call’s events,
devoid of contextual reference. Agencies must promote accurate and thorough
documentation by their field crews.

Agencies forced to rely on retrospective analysis, should define a minimum data set of
objective criteria in which to evaluate protocol compliance.

| Although not condoned, it is not unreasonable to believe that the average pre-hospital
provider paints the best picture possible of the call just completed. Often, real time data
is lost and the times documented are an estimate at best.
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In addition, retrospective analysis does not have the benefit of context. Minor deviations
or protocol interpretations may seem less defensible when considered in an air-
conditioned room, out of the rain, or away from screaming bystanders. Many times,
making decisions with the information available at the time cannot be compared to those
made after more complete, thoughtful deliberation.

Again, regardless of the method, the agency must demonstrate an effective method of
providing actual compliance with the written protocols. The agency must develop a
policy or procedure for managing protocol deviations as well.
Required:
On going Performance Improvement
e A five component problem solving process with the following components:
1. Assessment
2. Goal Setting
3. Plan Development
4. Intervention
5. Progress Evaluation
e There shall be an assessment of the provider’s daily activities.
e Agencies shall have measurable clinical indicators that are regularly assessed for
compliance with established thresholds.
e An appropriate, organized and prioritized monitoring and evaluation system for
compliance with documentation standards, correct protocol selection, and
appropriate patient care.

i em_nual eallellae Sest o .“'"all E“F'E;bs.'s h-acSggiance-with-Listein-Criera-and
e All tindividual performance of skills {5-mintmum) will be tracked for each patient
care provider.
e There shall be an assessment of the following categories:
1. Personnel/Staffing

3:2. Clinical Care (Skills performance, Protocol Selection, Patient
Assessment, etc.)

4.3. Customer Relations program.

54. Education

6-5. Administrative/operational policies

6. Compliance with Safety Guidelines
7. Compliance with Infection Control Practices

B. Complaint Resolution Process

Customers (i.e. patients, family members, facility representatives, first responders, tax
payers, etc.) contact their local Air Medical ServiceEMS—ageney with a variety of
questions and concerns, complaints and/or compliments. Air Medical Services-EMS
agenetes must be responsive these issues, insuring that the public’s interest is addressed.
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Tracking and monitoring the substance of such inquiries will aid an agency in better
meeting the needs of its customer base and/or constituency. Informal and formal
complaints provide the agency with insight into areas of potential improvement.
Questions and comments may demonstrate a need for greater public awareness or
advertising on a particular topic or issue.  Compliments and other expressions of
gratitude provide the agency and its employees with a glimpse of the good work that is
done in the community. Regardless of its motivation or content, customer feedback is a
valuable tool for system improvement.

Examples

e A mother calls to report how much she appreciated the Think Child Safety program

e The trauma surgeon reports a good patient outcome because the crew rapidly assessed
the patient

e You receive a card thanking the crew for their timely response and quality care

e A caller thinks you should be doing more to combat drunk driving

e Through your website, a citizen e-mails a request asking why you bill for services
when you they pay taxes to support the agency

e A fire chief feels that response times are slipping

Constructing and adhering to a service inquiry protocol is an essential step in tracking
and analyzing customer service inquiries. Such a protocol insures that the customer’s
concern is documented, investigated, and appropriate steps taken to maintain or enhance
the system’s performance. This includes complaints, comments, and compliments.

Components of a Service Inquiry Protocol:

Intake

As noted in the examples above, initial contact with the agency may occur through a
variety of channels. An agency should establish and advertise a variety of means for the
public to contact the agency. Such variety encourages public comment and enhances the
likelihood that any given citizen will correspond with the agency.

Examples of intake opportunities include:

e Phone
Address
Email
Website
Billing department
Customer satisfaction survey
Dedicated comment field on invoices
Suggestion boxes in local ER’s
Customer Inquiry Hotline
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The person or collection device receiving the initial contact should attempt to record the
customers name, contact number, and general nature of the inquiry. Additional
information, such as specific call data, can be very helpful.

Policy
The agency must establish and maintain a service inquiry policy/procedure. The policy
should define what constitutes an inquiry.

The policy should address what should be done when a complaint, concern, or
compliment is received by an interested party (another professional in the field, patient,
citizen, co-worker, etc.). The policy shall address what information should be gathered,
appropriate consultation of supervisors, the timely implementation of a resolution and the
appropriate type of feedback to the individuals involved in the incident. Each of these
areas is further discussed below.

Documentation

Regardless of the method of initial contact, all inquiries should be routed to central point
to be recorded in a logbook and forwarded to the appropriate party for further information
gathering.

Investigation

(The term “investigation” should be implied to mean appropriate follow-up on both
positive and negative customer service inquires. It f-does not necessarily refer to a
potential disciplinary situation.)

It is recommended that the lead investigator should make contact with the customer. This
conveys a since of importance to the customer, letting them know that their complaint,
concern, or compliment is important to the agency. During this contact, the investigator
can get more specific information regarding the event or issue.

In situations involving customer complaints, the investigator should inform the customer
of the complaint investigation process, a timeline for completion, and inquire as the
feedback that the customer expects. Often customer do not want feedback, they merely
want to make you aware of a situation. If feedback is requested, the investigator should
inform the customer that the agency cannot discuss potential disciplinary action, but will
be happy to inform them of the general outcome of the investigation and resolution of the
complaint.

Knowing that there are two sides of every story, it is imperative that the agency personnel
involved have an opportunity to relate their version of the event. Even in complimentary
cases, the personnel may be able to report actions or strategies they initiated that caused
the customer to be especially grateful.  Certainly, if a particular crew receives an
extraordinary amount of positive customer appreciation, the agency should observe the
crew’s actions and attempt to seed similar behavior in other personnel.
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Both customer and personnel accounts of the event should be documented by the
investigator. Written accounts by the personnel may be helpful as well, especially if
disciplinary action is anticipated.

The investigator should document what they believe to be chain of events based on the
information obtained from all pertinent parties.

Referral

In some cases, the investigator will find it necessary to include other individuals in the
investigation and decision-making process. The agency administrator, medical director,
human resources coordinator and immediate supervisors are likely to be advised of the
situation or called upon to craft and prudent outcome.

Closure

At the conclusion of the investigation, feedback should be given to all parties involved.
For praise situations, this might include providing a copy of the appreciation letters to the
employee and their personnel file.

In quality improvement and/or disciplinary situations, personnel should be coached in
method to avoid similar situations in the future. In some cases, case studies can be
developed and published so that the entire agency can benefit from what might have been
an unusual situation.

Follow-up with the customer will often provide a since of closure and satisfaction.
Customers expect that service will not always be delivered at peak efficiency. They
know that individuals have bad days. In most cases, what really matters is how an
agency responds to their concerns. Demonstrating that the agency listened and
responded in an appropriate manner may be all that is necessary to convert a dissatisfied
complainer into a completely satisfied customer.

Record Keeping

One of the first steps in the service inquiry protocol should be the recording of the
complaint, concern or compliment in some form of inquiry log. The person maintaining
the log should be charged with insuring that inquiries are handled in an appropriate time
frame and returned for filing. Should this person recognize that a particular inquiry has
not been closed, this should be reported to a person of sufficient authority who can urge
the process to a resolution.

To be anything more than a complaint resolution process, an agency must maintain
inquiry records and periodically complete a trending analysis. The importance of such a
process has been previously discussed, but its importance cannot be under-emphasized.

Required:
Complaint Resolution Process
e A centralized location and/or process for receiving inquiries.
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e An established triage process to direct inquiry resolution along potential disciplinary
or Quality Improvement avenues

e A process that ensures the confidentiality of all complaints and investigations.

e A method to track/trend the nature of each inquiry and feed data into the Quality
Improvement program.

C. Response to Sentinel Events

Emergent problems (sentinel events) may arise in any of the categories and topics listed
above. The most noticeable tend to fall in the clinical arena. These problems are the
ones that tend to get everyone’s attention, spread quickly through the agency, and cause
each individual to comment on how they would have handled the situation differently.
They are also the problems that are most likely to cause spontaneous, adverse reactions
from supervisors, managers, and the medical director.

The first question one must ask when faced with such a situation, clinical or not, is what
was the root cause of the decisions and/or actions that were made. Was it due to malice or
a defective process? The cause should determine whether the corrective action should be
handled via operations (discipline) versus quality improvement (growth).

Assuming you find the error was made due to a deficit in processes, it is the agency’s
obligation to prevent the error and similar errors in the future.

Various mechanisms can be instituted to find problems. An_Air Medical Service-EMS
provider should provide formal methods of data analysis. Other more informal methods
such as the “grapevine” can also be used. The most common method of finding problems
is the “grapevine”. Some services require complaints and/or concerns to be in writing.
Because people are often reluctant to “document” concerns against a peer, quality
improvement requires that hearsay concerns be investigated.

All aspects of the problem must be investigated. How and why the problem occurred
should be the focus. Each individual involved should be asked about their observations
and opinions of the incident as it occurred, and retrospectively, what they would do
differently.

Given time and due consideration, rather than immediate reaction to a given problem, the
QI process may discover extenuating circumstances which may justify the decisions
made, or point to a simple education/training solution, rather than a punitive solution
based on reflex.

Trending is important to know how often this situation presents itself. In addition, an
attempt should be made to assess how likely others have been and/or would be to make
the same decisions and actions.
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Resolution and prevention may take many forms. Most common is some form of
education to bring all personnel to a higher minimum competency level. Often, re-
engineering of the work place or effort may improve efficiency or avoid future problems.
Protocols may be revised or clarified. Likewise, policies or procedures may be
developed or re-written.  Administrative or clinical controls may be implemented to
accommodate the new information received during the process.

Quality improvement is a dynamic process that is used to not only improve the service to
the community, but to prove the value of your agency to the community. Excellence can
only be achieved with active participation in a process that explores daily activities.
Activities that demonstrate excellence should be documented and emphasized. Those
needing improvement must be recognized and adapted. In the end, the public will receive
a higher level of care in a more efficient manner.

Required:

Sentinel Event Management

e There shall be a definition for sentinel event and “near-misses.”

e There shall be an assessment of the provider’s response to emergency problems
(sentinel events). (equipment failures, supply deficiencies, medication errors,
fleet failures, etc.)

e A system in place to monitor customer satisfaction and conflict resolution with
the system (Patients and Hospital Personnel are considered customers)

D. On-Going Corrective Action

No Quality Improvement or Service Inquiry system could ever be complete without on-
going corrective action. The whole purpose of the improvement cycle is to ensure that
problem areas are corrected and that the corrections can be documented.

By documenting any on-going corrective action, a provider can ensure that the Quality
Improvement and Formal Complaint Tracking Process are directing its improvement
activities.

Some examples of on-going corrective action are: education for personnel with an
identified deficiency, re-engineering of the work place to improve efficiency, revision of
protocols for clarification and policies or procedures developed or re-written to address a
new problem or issue.

All SEMP Air Medical Service providers must document problems and report the action
taken to correct these problems. This documentation must be used to create a reporting
structure that will allow for analysis of trends and statistics and still protect the
confidentiality of the documents being studied.

37
Draft January 2008




1596
1597
1598
1599
1600
1601
1602
1603
1604
1605
1606
1607
1608
1609
1610
1611
1612
1613
1614

1615
1616
1617
1618
1619
1620
1621
1622
1623
1624
1625
1626
1627
1628
1629
1630
1631
1632
1633
1634
1635
1636
1637
1638
1639
1640
1641

Requirements for Air-MedicalAir Medical Service-CCMP Alternative Survey Process-Approval

Required:

On-Going Corrective Action

e At least annual documentation of the results of the Quality Improvement efforts and
Formal Inquiry Tracking Process. Areas of the program determined to be in need of
improvement will be identified, objectives developed and implemented, reassessed,
and reported.

e Efforts to resolve and reassess identified individual deficiencies will be documented.

Section 57

Established Committees

While the medical director is ultimately responsible for the quality of pre-hespital care
provided under his/her license, quality care is dependent on more than just the input of
the medical director. Every facet of an agency’s operation can and does impact the
patient’s overall therapeutic experience. Many of these areas are far beyond the scope of
the medical director’s knowledge, skill, experience, or interest.

Even within the clinical arena, those delivering the care have a vested interest in the
development of the agency’s therapeutic personality. Experience tells us that those
employees long for involvement as it increases a sense of personal value and contribution
to the agency. A positive side effect of such involvement is the fact that employee
involvement fosters ownership in the decisions and greater compliance and satisfaction
with the process. In situations where a plan obtains limited success, the inclusion of a
variety of personnel in the planning and implementation process dilutes the negative
impact of the failed operation on any one person.

Every agency is composed of personnel who have opinions on how to get the job done
(Just ask the personnel). Personnel have a unique vantage point within the agency and
many times have a wealth of knowledge and ideas that could enhance area of the
operation that impact the provision of clinical care.

Traditionally, we think of committees as small working groups that exist into perpetuity.
Over time, it is common for committees to stagnate and become counterproductive. This
does not necessary need to be the case. In fact, it may be beneficial for such groups to
have a limited scope and a defined lifespan.
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A task force or working group can be formed to explore a particular topic, formulate a
report and implement the result. Once complete, the group is disbanded and new group is
composed to tackle the next opportunity. Such an approach maximizes the opportunity
for individual participation and tends to promote a greater degree of enthusiasm within
the organization.

Regardless of the approach, there are a limitless number of areas for personnel to
contribute. Listed below are a variety of committee examples that an agency should
consider. Just as the Incident Command System can be consolidated or expanded in
scope dependent on the demands of the particular incident, so too can the committee
options listed below dependent on the size and nature of the agency.

Safety Review
Workplace injuries and exposures pose a significant threat to physical health pre-hospital

providers and to the financial health of the agency. A safety committee is designed to
review workplace practices and offer suggestion and/or policies that promote a safer
work environment. Specific attention should be dedicated to the proactive review of
infection control methods,-are-_techniques, aviation safety, crew resource management,
communications center, etc.

Quality Improvement Committee
In most agencies, the QI process utilizes a committee to review clinical care and
recommend improvement strategies.

Education Committee

In conjunction with the Quality Improvement process, the education committee
recommends, develops, and implements professional development programs. Many of
these will be clinically focused to meet proactive or retrospective clinical QI needs.
However, other aspects of the QI process, including the Service Inquiry Protocol, may
identify issues not traditionally classified as clinical, but important to patient’s overall
outcome. Examples might include such things as preceptor training or conflict resolution
skills.

EMDB/Medical-Communications Committee
Quality clinical care begins when the phone rings in the communications dispateh-center.
The EMB-committee should be charged with monitoring compliance with the EMB
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protocols, delvery—efpre-arrivalinstructions,—and—phone etiquette, compliance with

Weather reportlnq turndowns EMSvstems updates and daily brleflnq Jrn—aeldmen—the

Public Information and Education Committee (Optional)

Outreach programs designed to raise awareness and promote the health and safety of the
community are an important part of many Air Medical Service ProgramsEMS-agencies.
The responsibility for assessing the need and meeting the demand falls to a Public
Information and Education Committee.

Product Evaluation Committee

The delivery of pre-hespital-out of hospital care is advancing at a pace equivalent to the
health care industry as a whole. Because of this, a tremendous number of new products
and supplies are being introduced each year. Agencies owe it to their constituency,
personnel, and patients to critically review these potential advancements for their efficacy

and utility-ret-to-mention-theifinanctal-mpaet in the Air Medical Service environment.

Protocol Development and Review Committees

Many medical directors have found it near impossible to research every advancement and
alteration in clinical practice across the broad horizon of pre-out of hospital care. In
general, EMSAIr Medical Service pPersonnel are extremely interested in remaining
current in EMS clinical issues. Consequently, they are often eager to participate in
committee work in specific areas of clinical interest. An agency might establish small
work groups focused on areas such as cardiac, respiratory, trauma, or pediatrics.

Customer Satisfaction Committee

Agencies have a vested interest customer satisfaction. Meeting the expectations of
patients and the constituency at large is essential for the long-term success of an agency.
Failure to address satisfaction issues might lead to public discord, hostility and eventually
threats of changing who provides service to a particular population or facility.

Agencies must take advantage of the resources found in their employee roster. The
intellectual experience of sharing ideas through a collaborative environment will promote
quality patient care and a more productive workplace.

Required:
Committee(s): That identify, plan, implement and evaluate opportunities to improve
performance in all areas of the EMS system. Some examples are:
hicle collision/drivi
Protocol development
Safety review including exposures, lifting, immunizations, etc.
Education committee (to develop content of CE)
Quality Improvement committee
EMDB/medicaleCommunications committee
Medication tracking/use committee
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e Public information and education committee (Optional)
e Other committees as determined by lecal-authorities agency needs

The agencies may include participation in outside committees as well (RAC, COG, etc)

Section 68
Medical Director and SEMP- Survey Coordinator Qualifications

No Cemprehensive—Clinical-Management—Air Medical Service Program can possibly

succeed without the dedication and support of an active medical director. Although the
amount of time needed may vary depending upon the provider, the medical director for
an_Air Medical Service Program SEMP must be prepared to spend several hours to
several days a week working with the provider and its staff.

The medical director is responsible for the overall clinical aspects of the provider.-and-is

PROpoore e le s ses s e e ol ooannle o e D0 ID L pdle e dln i 00 o
CCMP-medical-directoreEach physician should address the following elements:

Required:
Medical Director
Must be:
e Physician licensed to practice in Texas and shall be registered as an EMS medical
director with the Texas Department of State Health Services;
e Familiar with the design and operation of EMS-Air Medical Service systems;
e Experienced in emergency care of acutely ill or injured patients;
e Actively involved in:

o The emergency management of acutely ill and/or injured patients;

o The training and/or continuing education of EMS-Air Medical Service
pPersonnel, under his or her direct supervision, at their respective levels of
certification;

0 The medical audit, review, and critique of the performance of-EMS
personnel under his or her direct supervision;

o The administrative and legislative environments affecting regional and/or
state prehospital organizations;

e Knowledgeable about local multi-casualty plans;

e Familiar with dispatch and communications operations of prehospital-emergency
unis-Air Medical Service aircraft and

¢ Knowledgeable about laws and regulations affecting local, regional, and state
EMS operations.

Agencies are strongly encouraged to have a contract with their Medical Director that
requires the Medical Director to be responsible for the following:
e Approve the level of prehespital-care that may be rendered locally by each of the

EMS-personnel employed by andiervelunteering-with-the EMS-the Air Medical
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Service agency under the medical director's supervision, regardless of the level of
state certification_or licensure, before the eertificant-individual is permitted to
provide such care to the public;

e Establish and monitor compliance with field performance guidelines for EMSAIr
Medical Service personnel;

e Establish and monitor compliance with training guidelines which meet or exceed
the minimum standards set forth in the Texas Department of State Health Services
EMS certification regulations;

e Develop, implement, and revise protocols and/or standing delegation orders, if
appropriate, governing prehospital-care and medical aspects of patient triage,
transport, transfer, dispatch, extrication, rescue, and radio-telephone-telemetry
communication by the EMS;

e Direct an effective system audit and quality assurance program;

e Determine standards and objectives for all medically related aspects of operation
of the-EMS_Air Medical Service program including the inspection, evaluation,
and approval of the system's performance specifications;

e Function as the primary liaison between the EMS—AIr Medical Service
administration and the local medical community, ascertaining and being
responsive to the needs of each;

e Take or recommend appropriate remedial or corrective measures for EMSAIr
Medical Service personnel, in conjunction with local EMS-Air Medical Service
administration, which may include, but are not limited to, counseling, retraining,
testing, probation, and/or field preceptorship;

e Authority to suspend a certified EMSor licensed individual from medical care
duties for due cause pending review and evaluation;

e Establish the circumstances under which a patient might not be transported;

e Establish the circumstances under which a patient may be transported against his
or her will in accordance with state law, including approval of appropriate
procedures, forms, and a review process;

e Establish criteria for selection of a patient's destination; and

e Develop and implement a comprehensive mechanism for management of patient
care incidents, including patient complaints, allegations of substandard care, and
deviations from established protocols and patient care standards.

e Be an active participant in the local Regional Advisory Committee_including the
Medical Directors Committee and Air Medical Service Committees.

In addition the agreement should outline the specific responsibilities and authority of
the medical director(s) and the EMS—Air Medical Service administration. The
agreement should describe the process or procedure by which a medical director may
withdraw responsibility for EMS-Air Medical Service personnel for noncompliance
with the Emergency Medical Service Act, the Health and Safety Code, Chapter 773,
the rules adopted in this chapter, and/or accepted medical standards;

Required:
e Active ongoing participation in State and/or RAC Medical Director and Air
Medical Service Committees
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The Medical Director is current and active in patient care as a healthcare

professional in the care of critical patients.

Desired:

Have completed the National Association of EMS Physicians Medical Director
Training Seminar (or Texas College of Emergency Physicians Course when
available) or the Air Medical Physician Association (AMPA) Air-Medical
Director’s course.

Membership in NAEMSP

Attend the Texas College of Emergency Physicians Annual EMS Physicians
Seminar and/or EMS State of the Science

Membership in the EMS Physicians of Texas

Required

CCEMP-Survey Coordinator

Agency must designate a SEMP-Survey Coordinator who is responsible for the
administrative functions related to the SEMP-Air Medical Service Program
Dedicate staff time sufficient to fulfill the programmatie- requirements.-e+-CEMP
Provide CEMPAIr Medical Service program organizational chart and describe the
administrative reporting structure of the CSMPSurvey Coordinator

Document quality improvement experience and/or training sufficient to
implement and maintain EEMPTexas Air Medical Service standards

| Section 79
Other Background Information

| The CCMP-Air Medical Service Alternative Survey application will require additional
background information about the service area, the agency, and other related matters.
This information will be used to establish context for the reviewers and assist in
preparing them for the site visit.

Providing this information will expedite the site visit and help agencies achieve their goal
1862 | of CCMP-Texas Air Medical Service accreditation.
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Texas Department of State Health Services

Comprehensive Clinical Management Program
Scoring Criteria

1) Credentialing and Privileging of Patient Care

. Acceptable | Deficient | N/A
Providers p

A. Initial Assessment of New Field Care Providers

Required:

Written assessment of didactic knowledge evaluation should
be specific to the certification level of the applicant and focus
on clinical information.

Agencies should NOT rely on the Texas Department of State
Health Services or National Registry examination as their
written assessment tool.

Agencies are encouraged to use a numeric scoring system to
allow the agency and candidates to easily assess the level of
preparedness for the candidate. The use of non-specific
Pass/Fail criteria is discouraged

Appropriate Situation-based practical assessment is utilized

Background Investigation is completed on all personnel. This
portion of the process should include verification of TDSHS
certification, and research into the candidate’s criminal
history, work history, driving record, and administrative
history with the Bureau of Emergency Management.

Presence of detailed job descriptions

Documentation of screening process of applications to insure
minimum qualifications are met

Documentation of Medical Director involvement in the initial
screening process

Desired:

Practical Skill assessment in addition to the situation-based
assessment.

Personality profiles are utilized

B. Credentialing Process

Documentation that certification and/or licensure is verified

Documentation of a system that requires each patient care
provider to demonstrate skills appropriate for their level of
training to the satisfaction of the medical director.

An established process for reintegration (i.e. bringing a
individual from administration back to the field)

Bi-annual field evaluation by a Field Training Officer (or like
position). Evaluation will consist of demonstration of patient
care skills, scene control skills, conduct becoming of an EMS
provider, etc

Only those individuals credentialed by the medical
director will be eligible for automatic certification

The presence of a policy that defines those covered by
the CCMP program

C. Preceptor/Internship

Required:

Defined preceptor selection process. The Medical Director
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with consultation of other appropriate parties must select
appropriate preceptors. The medical director must approve
the development and training of preceptors.

Interns will ride as 3" person until the preceptor establishes
that the intern has met pre-established competencies as
defined by the Medical Director

Interns will ride as a 2™ person until preceptor establishes
that the intern meets the prerequisites for independent duty as
determined by the Medical Director.

In addition to the preceptor, the intern must demonstrate
proficiency to another evaluator.

A process that allows the intern to evaluate the internship
program.

Desired:

A representative sample of call types (minimum number to be
determined by the Medical Director) of critically ill adult
patients, pediatric patients and trauma patients will be
correctly cared for by the intern prior to release from
internship.

2. Required Professional Development

Required:

Professional development hours.
24 hours per year for EMT-P’s

20 hours per year for EMT-Is

16 hours per year for EMTs

10 hours per year for ECAs

Other EMS personnel (i.e., flight nurses, Respiratory
Therapists, and communications personnel) will be required
to obtain at least minimum continuing education as directed
by the certifying or licensing authority

CE occurs on at least a semiannual or quarterly basis.

Evidence that the instruction spans the three learning domains

Documentation of programmatic strengths and performance
improvement plan for weaknesses

The CE clinical content shall be defined and approved by the
Medical Director.

At least 50% of CE is in-person training

EMTSs remain current on basic cardiac and current pediatric
treatment techniques.

EMT-Is remain current on basic cardiac, current pediatric and
basic trauma treatment techniques.

EMT-P’s remain current on a nationally recognized and
organized educational program for advanced cardiac,
advanced trauma and advanced pediatric treatment techniques

Desired:

A method for insuring consistent instructional delivery across
multiple instructors
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3) Protocol/Standard of Care Management

Required:

Protocol review must be ongoing, updated against current
literature and must be executed/approved by the Medical
Director.

Documentation of process for assessing relative benefit from
protocol revisions

Knowledge Assessment - A protocol assessment that reflects
the ongoing protocol review.

The criteria will be jointly defined by the Medical Director
and by the provider’s administration.

The assessment’s structure and content must be
defined/approved by the Medical Director.

A defined remediation process with established timelines.

The reassessment must substantially different than the
original, but must assess the identified weaknesses

A defined re-education process & timeline that clearly
identifies the criteria for successful completion and for
revocation of credentials.

Desired:

Inclusion process involving local medical community and
EMS staff

4) Quality Improvement

A. Ongoing Performance Improvement

Required:

A five component problem solving process with the
following components:

Assessment

Goal Setting

Plan Development

Intervention

Progress Evaluation

There shall be an assessment of the provider’s daily
activities.

Agencies shall have measurable clinical indicators that are
regularly assessed for compliance with established thresholds.

An appropriate, organized and prioritized monitoring and
evaluation system for compliance with documentation
standards, correct protocol selection, and appropriate patient
care.

Assessment of key performance indicators such as:

e  Personnel/Staffing

e Response Fractiles and Averaging with correct statistical
monitoring.

e Clinical Care (Skills performance, Protocol Selection,
Patient Assessment, etc.)

e  Customer Relations program.

e Education

e  Administrative/operational policies
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A monthly Random Chart Review of at least (5% or 30
whichever is greater) of all runs for compliance with
documentation standards, correct protocol selection, and
appropriate patient care.

An annual cardiac arrest survival analysis in accordance with
Utstein Criteria and reporting to the TDSHS Regional office.

Individual performance of skills (5 minimum) will be tracked
for each patient care provider.

Desired:

Monitoring of customer satisfaction

B. Complaint Resolution Process

Required:

A centralized location for receiving complaints.

An established triage process to direct complaint resolution
along potential disciplinary or Quality Improvement avenues.

A process that ensures the confidentiality of all complaints
and investigations.

A method to track/trend the nature of each complaint and
feed data into the Quality Improvement program.

C. Response to Sentinel Events

There is a definition of sentinel event and “near misses”

Evidence of agency appropriate response to emergency
problems such as equipment failures, supply deficiency,
medication errors, fleet failures, etc

Appropriate recordkeeping and tracking of sentinel events

Investigation of sentinel events involves appropriate parties

D. On-Going Corrective Action

Required:

Annual documentation of the results of the Quality
Improvement efforts and Formal Complaint Tracking
Process; and content of Continuing Education or individual
training sessions to resolve identified deficiencies.

Evidence to resolve and reassess identified deficiencies

Individual versus system issues are identified

A developed reporting structure that includes a public
performance report.

Privilege/confidentiality policies and methods.

Remediation and improvement strategies comply with DSHS
CE requirements as appropriate

Evidence of Medical Director involvement in the remediation
and improvement process

5) Established Committees

Required:

Committee(s): That identify, plan, implement and evaluate
opportunities to improve performance in all areas of the EMS
system.

Desired:

Agency includes participation from outside agencies
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6) Medical Director and CCMP Coordinator

Required:

Medical Director licenses to practice in Texas and shall be
registered as the EMS Medical Director with DSHS

Medical Director shall be:

e Familiar with the design and operation of EMS
systems

e Experienced in prehospital emergency care of
acutely ill or injured patients

e Actively involved in the emergency management of
acutely ill and/or injured patients;

e Actively involved in the training and/or continuing
education of EMS personnel, under his or her direct
supervision, at their respective levels of certification

e Actively involved in the medical audit, review, and
critique of the performance of EMS personnel under
his or her direct supervision

e Actively involved in the administrative and
legislative environments affecting regional and/or
state prehospital EMS organizations

o Knowledgeable about local multi-casualty plans

o  Familiar with dispatch and communications
operations of prehospital emergency units

o Knowledgeable about laws and regulations affecting
local, regional, and state EMS operations

Medical Director is contractually responsible to:

e Approve the level of prehospital care that may be
rendered locally by each of the EMS personnel
employed by and/or volunteering with the EMS
under the medical director's supervision, regardless
of the level of state certification, before the
certificant is permitted to provide such care to the
public

o  Establish and monitor compliance with field
performance guidelines for EMS personnel

o  Establish and monitor compliance with training
guidelines which meet or exceed the minimum
standards set forth in the Texas Department of State
Health Services EMS certification regulations

o Develop, implement, and revise protocols and/or
standing delegation orders, if appropriate, governing
prehospital care and medical aspects of patient
triage, transport, transfer, dispatch, extrication,
rescue, and radio-telephone-telemetry
communication by the EMS

e Direct an effective system audit and quality
assurance program

e Determine standards and objectives for all medically
related aspects of operation of the EMS including
the inspection, evaluation, and approval of the
system's performance specifications
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e Function as the primary liaison between the EMS
administration and the local medical community,
ascertaining and being responsive to the needs of
each

e  Take or recommend appropriate remedial or
corrective measures for EMS personnel, in
conjunction with local EMS administration, which
may include, but are not limited to, counseling,
retraining, testing, probation, and/or field
preceptorship

e Authority to suspend a certified EMS individual
from medical care duties for due cause pending
review and evaluation

e  Establish the circumstances under which a patient
might not be transported

e Establish the circumstances under which a patient
may be transported against his or her will in
accordance with state law, including approval of
appropriate procedures, forms, and a review process

e Establish criteria for selection of a patient's
destination

o Develop and implement a comprehensive
mechanism for management of patient care
incidents, including patient complaints, allegations
of substandard care, and deviations from established
protocols and patient care standards.

e Bean active participant in the local Regional
Advisory Committee

Desired:

Have completed the National Association of EMS Physicians
Medical Director Training Seminar

Membership in NAEMSP

Attend the Texas College of Emergency Physicians Annual
EMS Physicians Seminar

Active Membership in the EMS Physicians of Texas

CCMP Coordinator

Agency must designate a CCMP Coordinator who is
responsible for the administrative functions of the CCMP
program

Dedicate staff time sufficient to fulfill the programmatic
requirements of the CCMP.

CCMP organizational chart clearly describes the
administrative reporting structure of the CCMP program
Evidence of quality improvement experience and/or training
sufficient to implement and maintain CCMP standards

1863
1864
1865
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