OXFORD FIRE - EMS

QUALITY IMPROVEMENT PROGRAM
I) INTRODUCTION

Quality Improvement is an ongoing self-evaluation of systems and practices with the intention of constantly improving the quality of those systems and practices.  For our use, Quality Improvement will mean the assessment of our prehospital activities and the quality of the care being delivered by our prehospital providers.

This assessment of prehospital activities and the quality of care being delivered will be accomplished through the review of Patient Care Reports (PCR’s).  National standards of care, regional and state protocols and the policies and procedures of Oxford Fire - EMS will be used in the review of PCR’s.

This document will not show you how to write a PCR.  It will provide information on how to properly complete the patient care report (PCR), the review process and the quality indicators used in the review process.  It will also make note of important information that needs to be included in all PCR’s.

II) DOCUMENTATION:   ALS & BLS

This section will outline the completion of the PCR and the proper distribution of copies of the PCR.  All information outlined within this section will hold true for both BLS and ALS providers.

A. A PCR must be completed following each response in which a patient is transported or treatment rendered and will include all information pertinent to that response.

B. PCR’s must be completed within 24 hours of the call’s occurrence.

1) The hospital copy of the trip report must be given to the appropriate hospital staff prior to the crew leaving the hospital.

(a) Hospital copies for major trauma patients flown to a trauma center should be kept with other copies of the trip report.  A note stating which trauma center the patient was flown to should be attached to the trip report.  Hospital copies will be faxed or mailed to the appropriate trauma center by office staff.

2) PCR’s will be placed in the report box located in the Radio Room.

3) Under no circumstances will any person remove any complete or incomplete PCR from the station, unless authorized by the Director.


C. All dispatches in which an Oxford Fire - EMS ambulance is placed in service by the Oxford Police Department dispatcher will have either a PCR or non-transport sheet filled out.

1) A PCR must be filled out any time a patient is transported.  This would also include if a member responds to a scene as a First Responder, and a mutual aid ambulance transports the patient.

2) If there is no patient contact made, a Non-Transport sheet must be completed.  This would include, but is not limited to, unfounded calls, calls where the patient leaves prior to EMS arrival, and MVA’s dispatched as with injuries or with unknown injuries, where there are subsequently discovered to be no injuries.

3) Contact with a patient who refuses transport or treatment requires a signed refusal to be attached to the Non-Transport sheet.

4) Fire stand-by’s must have a Non-Transport sheet filled out as a minimum.  If you have any patient contact or treatment at the scene, you must also fill out a PCR.

5) If an Oxford Fire - EMS ambulance is cancelled prior to the crew placing it in service, a Non-Transport must be completed.

III) DOCUMENTATION:  BILLING

A. Oxford Fire - EMS participates in third party billing of insurance carriers such as Medicare, Fallon, etc.  As with many EMS services, our continued operation depends heavily on these insurance reimbursements.  Therefore, it is necessary for ALL crews to obtain the following information from ALL patients.

B. Patient’s full name (SPELLED CORRECTLY)
C. Patient’s address, including zip code

D. Patient’s age

E. Patient’s date of birth

F. Patient’s medical problem and diagnosis

1) In most cases of an acute illness or injury, this will be the patient’s chief complaint OR the problem you are presented with, i.e. chest pain, head laceration, multi-system trauma, etc.

2) You should also include the patient’s past medical history, as it may help to justify the medical necessity of ambulance transport.

G. Patient’s complete list of medications

1) Medications should be written out.  The words “List with Patient” are not acceptable.

H. Patient’s correct social security number

I. The patient’s personal care physician or family doctor

J. Type of medical insurance the patient has and the appropriate policy numbers.  You must make an attempt to obtain all insurance information.  Many patients, especially elderly patients, have multiple insurance coverages.  The face sheet you obtain from the hospital may not have all of this information.

K. Patient’s phone number, including area code

L. For patients with Medicare, you must obtain a signed Medical Necessity Form

M. A face sheet from the hospital is acceptable, however it must have all of the above information, especially (J).

N. To reiterate, it is imperative that you obtain the above information on ALL PATIENTS.  The monies received through third party insurance billing are the primary source of income and support for the service.  Errors or insufficient information will be identified during the billing process and will be brought to the attention of the PCR writer for correction.  Persistent neglect in gathering billing information or failure to improve those practices may result in disciplinary action up to and including termination.  If you have further questions on what is required for billing, you are urged to direct those questions to the Billing Clerk.

IV) BLS QUALITY IMPROVEMENT PROCESS

A. Basic Life Support is the foundation upon which higher levels of care are based.  A strong provision of BLS skills can make a great impact on the patient’s outcome.  A patient may only require BLS skills to prevent further aggravation of their illness or injury.  Strong BLS skills in a serious patient can make the provision of higher levels of care easier to effect.  Conversely, poor BLS impacts negatively on a patient’s outcome and makes the provision of higher level of care harder to effect.

B. The daily medical practices of our prehospital care providers reflect the quality of our EMS system.  An effective QI program demands a commitment from all of us to provide a standard of care, which the patient deserves.  We will review this care by evaluating the written trip report.  Evaluating the trip report identifies appropriateness of treatments, quality and effectiveness of care, and shows area in need of improvement.

C. Each BLS trip report will be reviewed for completeness, continuity of care and the appropriateness of the care that is rendered.  This review will be accomplished by using the following documents as guides.

1) The Massachusetts Department of Public Health, Office of Emergency Medical Services Statewide Treatment Protocols.

2) Quality Indicators as developed by Oxford Fire - EMS

D. Explanations for exceeding the following time parameters must be written in the narrative of the PCR.

1) >5 minutes from time of dispatch to responding

2) >20 minutes response to arriving on scene (patient contact)

3) On scene times

(a) >20 minutes with a medical patient

(b) >10 minutes with non-entrapped Priority 1 or 2 trauma patient.

(NOTE:  ALS personnel are bound by these same

time parameters)

E. PCR’s will be reviewed by any or all of the following:
1) Director
2) Medical Director
3) ALS Coordinator and designees
F. PCR’s that have been reviewed will have a standardized review form accompanying them.  This form will contain any errors in the general completion of the PCR.
G. In addition to a standardized review form, trip reports will also be accompanied by a QI Deficiency Form when applicable.  QI deficiencies will be identified in 3 categories:
1) CATEGORY 1 DEFICIENCIES

Documentation deficiencies, including omissions that do not adversely or directly impact patient care.

EXAMPLE:  Destination hospital name missing.

2) CATEGORY 2 DEFICIENCIES
Documentation deficiencies that do not directly affect patient care, but prevent complete review of care rendered


EXAMPLES:  Time of vital signs not recorded.

                       Time of CPR initiation not recorded.

3) CATEGORY 3 DEFICIENCIES
Failure to provide appropriate care and/or significant errors in documentation that impacted patient care or could have resulted in a severe, negative patient outcome.


EXAMPLES: Cervical spine not stabilized with obvious or 
                         suspected neck/spinal injury.

                         Airway not maintained.

(a) All Category 3 deficiencies require written response and documentation by the provider.

(i) Upon receiving a Category 3 deficiency, the member has 5 days in which to provide a written response.

(ii) Additional information for the PCR should be submitted as an addendum and will be submitted on a Central Massachusetts EMS MARRS Form.

(iii) Submission of Category 3 violations to the Medical Director will be considered on a case-by-case basis.

(b) Category 2 deficiencies will be maintained in the QI files for a period of 1 year.

(c) Category 3 deficiencies will be maintained in the member’s permanent file.

V) ALS QUALITY IMPROVEMENT PROCESS

A. Each ALS PCR will be reviewed for completeness, continuity of care and the appropriateness of the care that is rendered.  This review will be accomplished by using the following documents as guides.

1) The Massachusetts Department of Public Health, Office of Emergency Medical Services Statewide Treatment Protocols.

2) Quality Indicators as developed by Oxford Fire - EMS

B. Explanations for exceeding the following time parameters must be written in the narrative of the PCR.

1) >5 minutes from time of dispatch to responding

2) >20 minutes response to arriving on scene (patient contact)

3) On scene times

(a) >20 minutes with a medical patient

(b) >10 minutes with non-entrapped Priority 1 or 2 trauma patient.

(NOTE:  BLS personnel are bound by these same time parameters)


C. PCR’s will be reviewed by any or all of the following:
1) Director
2) Medical Director
3) ALS Coordinator and designees
D. PCR’s that have been reviewed will have a standardized review form accompanying them.  This form will contain any errors in the general completion of the PCR.
E. In addition to a standardized review form, trip reports will also be accompanied by a QI Deficiency Form when applicable.  QI deficiencies will be identified in 3 categories:
1) CATEGORY 1 DEFICIENCIES

Documentation deficiencies, including omissions that do not adversely or directly impact patient care.

EXAMPLE:  Destination hospital name missing.

2) CATEGORY 2 DEFICIENCIES
Documentation deficiencies that do not directly affect patient care, but prevent complete review of care rendered


EXAMPLES:  Time Intubation performed not noted.

                       IV initiation time not noted.

3) CATEGORY 3 DEFICIENCIES
Failure to provide appropriate care and/or significant errors in documentation, which impacted patient care or could have resulted in a severe, negative patient outcome.


EXAMPLES:  Cervical spine not stabilized with obvious or 

                      suspected neck/spinal injury.

                      ET tube placement not verified.

(a) All deficiencies will be reported to the member on a monthly basis.

(b) All Category 3 deficiencies require written response and documentation by the provider.

(i) Upon receiving a Category 3 deficiency, the member has 5 days in which to provide a written response.

(ii) Additional information for the PCR should be submitted as an addendum and will be submitted on a Central Massachusetts EMS MARRS Form.

(iii) Submission of Category 3 violations to the Medical Director will be considered on a case-by-case basis.

(c) Category 2 deficiencies will be maintained in the QI files for a period of 1 year.
(d) Category 3 deficiencies will be maintained in the member’s permanent file.

F. The Service Medical Director will review ALS PCR’s on a monthly basis.

1) Comment/critique of individual performance will be returned to the QI Coordinator for dissemination to the proper member.

2) The Medical Director will hold a case review on a quarterly basis.  Discussion of cases with all prehospital personnel will take place.


VI) MISCELLANEOUS


A. Abbreviations may be used in the completion of the PCR.  Only approved abbreviations may be used.
B. The quarterly skill report will assess, in part, the total number of intravenous and intubation attempts of each ALS provider.  Success or failure of those attempts will also be assessed.
1) An IV is considered as having been attempted any time an IV catheter breaks the skin.
(a) The location of all IV attempts and the success or failure of those attempts must be documented in the trip report.
(b) If an IV attempt is successful, but the IV is later discontinued, an explanation must be noted in the narrative as to why the IV was discontinued.
2) Any intubation is considered as having been attempted any time an ET tube is passed into the oropharynx or nares.
(a) With all intubation attempts, the method used (oral or nasal) and the success or failure of each attempt must be documented in the PCR.
(b) Documentation of a successful intubation must include the following information:
(i) Direct visualization of the ETT through the vocal cords
(ii) ET CO2 confirmation
(iii) Auscultation of breath sounds
(iv) Use of esophageal detector device (if applicable)

(v) Pulse Oximetry pre and post intubation
(c) Placement of the laryngoscope blade into the oropharynx for purposes of removing foreign bodies or to aid in suctioning will not constitute an intubation attempt, but must be documented in the narrative.

(d) A medication enhanced intubation will be considered to have   occurred if any medication is used to facilitate intubation or placement of an alternate airway.

(e) An Oxford Fire-EMS Airway QA/QI form is required whenever an airway is maintained by artificial means or an intubation is attempted.

QUALITY INDICATORS FOR PRE-HOSPITAL CARE PROVIDERS

The following quality indicators are established for pre-hospital providers, services and facilities to be used as standards of care for patients accessing the EMS System.

As required by changing technology or standards, these indicators may be modified or deleted.  Also, special indicators may be developed for specific study or research needs.

AIRWAY/RESPIRATORY CARE

OXYGEN INDICATED BUT NOT ADMINISTERED

· Chest Pain – Chest pressure and/or other cardiac symptoms

· Respiratory Distress

· Indications of hypoxia

· Respiratory Rate <10 or >30 per minute

· Indications of shock or severe blood loss

· Cyanosis

· Decreasing level of consciousness

· Increasing anxiety and restlessness

· Abnormal respiratory pattern

· Respiratory difficulty due to a hazardous material or atmosphere

AIRWAY NOT MAINTAINED

· Patient with a non-patent airway

· Patient in need of ventilatory support but not receiving it

ORTHOPNEIC PATIENT LAID SUPINE

· Patient with evidence of pulmonary edema or Congestive Heart Failure (CHF), transported in a supine position

· Patient with Chronic Obstructive Pulmonary Disease (COPD)

· Patient with the complaint they “must sleep sitting up”

· Patient with the complaint that they must sleep with >2 pillows

· Patient complaining of dyspnea when laid supine

ORAL OR NASAL AIRWAY NOT UTILIZED WITH VENTILATION DEVICE

· Patient in respiratory arrest

· Patient without gag reflex

· Airway not patent because of patient’s position, injuries, medical condition or secretions/fluid/material

INAPPROPRIATE OXYGEN ADMINISTRATION DEVICE OR RATE
· Correct delivery device in use but INCORRECT oxygen liter flow (i.e. Non-rebreather mask in use with less than 12 LPM)

· INCORRECT delivery device and INCORRECT oxygen liter flow (i.e. NRB in use with 2 LPM flow on hyperventilation patient)

· Patient in respiratory arrest and inappropriate delivery device in use (i.e. Nasal cannula in use vs. bag-valve mask)

· Nasal cannula in use, but patient breathing only through mouth (i.e. due to deviated septum, injury to the nose, nasal blockage, or respiratory disease)

AIRWAY IN NEED OF SUCTIONING

· Patient need suctioning because of secretions/fluid/material present in the airway; position of transport; medical condition or nature of injury

VERIFIED ENDOTRACHEAL TUBE MISPLACEMENT (ALS)
· No breath sounds auscultated anteriorly and mid-axillary

AND

· Visual inspection/verification carried out with a laryngoscope

· VISUAL = personally visualized

· X-RAY = Verified by X-ray prior to removal

· POST = Verified during Post-Mortem examination

PATIENT ASSESSMENT

NO ASSESSMENT PROVIDED TO EMERGENCY DEPARTMENT STAFF

· EMS Pre-Hospital personnel did not provide emergency department staff with an assessment of patient’s condition(s) and pertinent information relative to the patient’s present and/or past medical history on arrival in the emergency department.

ALS WARRANTED BUT NOT UTILIZED FOR PATIENT

· The patient’s condition indicated the need for pre-hospital ALS, and ALS service was available to respond, but was not requested by the provider.

INACCURATE PATIENT ASSESSMENT PROVIDED (INCLUDES VITALS)
· Information about the patient provided to the ED staff by EMS pre-hospital personnel was found to be inaccurate (This can include any aspect of patient assessment, including, but not limited to, vital signs, past medical history, or allergies to meds).

NO VITAL SIGNS TAKEN AND/OR RECORDED BY EMS PERSONNEL

· No vital signs taken by EMS pre-hospital personnel

· Only one set of vital signs taken and recorded for Priority 1 or 2 patients, when time from EMS personnel arrival at scene until arrival at ED exceeds 15 minutes.

PROBLEM WITH TRANSFER OF CARE AND/OR WRITTEN REPORT

· EMS personnel uncooperative during transfer of patient onto ED stretcher

· EMS personnel in a hurry to answer another call and unable/unwilling to relay important patient assessment information

· Written report submitted by EMS personnel does not correspond to treatment rendered or verbal report provided to ED staff

NO PRIOR NOTIFICATION OF INCOMING PATIENT

· The receiving hospital not notified of incoming patient prior to patient’s arrival into ED

WRITTEN REPORT NOT PROVIDED TO ED

· The service’s PCR is not received by ED staff within a reasonable amount of time after the patient’s delivery into the Emergency Department

INJURY(S) OR SYMPTOMS NOT DETECTED AND/OR REPORTED

· EMS personnel fail to detect and/or report patient injury(s) and/or symptoms

PERTINENT MEDICAL HISTORY NOT REPORTED

· Important information relative to the patient’s past medical history not presented to the ED staff

PATIENT ALLERGY(S) NOT REPORTED

PATIENT MANAGEMENT

IMPROPER OR INCOMPLETE IMMOBILIZATION OF PATIENT

· Patient with obvious or suspected neck and/or spinal injury, not immobilized on a long spine board or other rigid immobilization device (“immobilized” shall be interpreted as the patient’s torso and lower extremities being kept securely in place by at least two (2) straps or comparable material and head/neck affixed to the overall immobilization device in such a way as to insure minimal lateral and anterior/posterior movement)

· Patient with obvious or suspected neck and/or spinal injury immobilized prone on stretcher or immobilization device with inadequate neck and/or spinal immobilization.

· Patient with cervical collar applied, not also immobilized on a rigid immobilization device with his/her head and neck secured against lateral and anterior/posterior movement

· Pulses and/or distal sensation (CSM) not assessed

· Angulated fractures or dislocations of the shoulder, elbow, wrist or knee were not splinted in the position of deformity (EXCEPTION: when necessary to return pulse/circulation, absent due to injury/deformity)

· Fractures, other than those affecting joints, not straightened and splinted with gentle traction to reduce pain and bleeding

· Appropriate splint not utilized to immobilize a fracture or dislocation (the joints above and below the suspected fracture or dislocation site were not appropriately splinted)

· Pulses and sensation distal to the injury not checked by EMS pre-hospital personnel after splinting and/or during transport and determined by ED staff to be absent upon arrival in the ED

· Injured area(s) not exposed and treated

· Patient exhibiting signs and symptoms of shock, not treated for shock

IMMOBILIZATION INDICATED BUT NOT PROVIDED

· Patient presented to ED staff has injury(s) which indicate that spinal immobilization was indicated but not carried out by managing EMS crew

· Patient who has been traumatized to any degree, complaining of pain in the head, neck and/or spinal area, but not immobilized

· Open fracture of the head, neck or spine and patient not immobilized

HEMORRHAGE NOT CONTROLLED

· Bleeding not controlled, when appropriate

SAED INDICATED BUT NOT UTILIZED

· Adult patient who is apneic and pulseless, without signs of obvious death, but SAED not utilized

SAED NOT PROPERLY APPLIED OR UTILIZED

· SAED applied; to patient who is conscious, breathing and/or has a pulse

· SAED applied to patient under age of 8 or weighing less than 30 kg (66 lbs)

· Defibrillation pads placed in wrong locations

· Failure of operating EMS provider to ascertain that no other providers are in contact with the patient while analyzing rhythm or shocking patient

SUSPECTED FRACTURE(S) NOT SPLINTED

· Patient presenting with painful, swollen, deformed extremity, or inability to move extremity upon ED staff assessment, and injured area not splinted by EMS personnel

INOPERATIVE OR FAULTY EQUIPMENT UTILIZED

· Equipment utilized in the pre-hospital treatment of the patient failed to operate properly.

MEDICAL CONTROL

FAILURE OR REFUSAL TO CARRY OUT MEDICAL CONTROL ORDERS

· Provider(s) refuses to carry out treatment orders as given by Medical Control

TREATMENT RENDERED BEYOND STATEWIDE TREATMENT PROTOCOLS

· Technique, procedure or treatment utilized by providers not in accordance with Statewide Treatment Protocols

FAILURE TO PROVIDE ALS CARE WHEN IT WAS INDICATED

· Patient’s illness or injury indicated the need for Advanced Life Support (ALS) care, but ALS provider(s) accompanying patient did not provide appropriate care.
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