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State EMS Advisory Board Meeting 
Courtyard by Marriott, Glen Allen, Virginia 

Friday, February 13, 2015  
1:00 p.m. 

 
Members Present: Members Absent: Staff: Others: 

Michel B. Aboutanos 
American College of Surgeons 

Sherrin C. Alsop 
Virginia Association of Counties 

Gary R. Brown Amanda Lavin 
Office of the Attorney General 

 Byron F. Andrews, III (Excused) 
Virginia State Firefighters Association 

Scott Winston David Trump, MD, MPH 
Chief Deputy Commissioner, Public 
Health & Preparedness 

Samuel T. Bartle, MD 
American Academy of Pediatrics 

Jason R. Jenkins 
VA Chapter of the International Assoc. 
of  Fire Fighters 

Warren Short Michael B. Player 
Peninsulas EMS Council 

Gary P. Critzer 
Central Shenandoah EMS Council 

Corina D. Nuckols (Excused) 
Associated Public Safety 
Communications Officials 

David P. Edwards Connie Purvis 
Blue Ridge EMS Council 

Valeta C. Daniels 
Virginia Association of Volunteer Rescue Squads 
(VAVRS) 

 George Lindbeck, 
MD 

Tracey McLaurin 
Lord Fairfax EMS Council 

Richard H. Decker, III 
Old Dominion EMS Alliance ( ODEMSA) 

 Deborah T. Akers Ed Rhodes 
VFCA/VAVRS/VAGEMSA/RDG 

Lisa M. Dodd, DO 
Virginia College of Emergency Physicians 

 Bob Swander Jim Chandler 
Tidewater EMS Council 

Bruce W. Edwards 
State EMS Advisory Board Representative to the 
Board of Health 

 Carol B. Pugh Anthony Wilson 
Virginia Ambulance Association 

Stephen J. Elliott 
Thomas Jefferson EMS Council 

 Greg Neiman Larry A. Oliver 
Frederick County Fire & Rescue 

Jason D. Ferguson 
Western Virginia EMS Council 

 Dennis Molnar Vic Buisset 
VA Dept.  of Emergency Management 

Joan F. Foster 
Virginia Municipal League 

 Scotty Williams Lisa Baber 
New Kent Fire-Rescue 

S. Denene Hannon 
Virginia Association of Volunteer Rescue Squads 

 Heather Phillips Karen Wagner 
Virginia Assoc. of Volunteer Rescue 
Squads/FARC 

Jonathan D. Henschel 
Lord Fairfax EMS Council 

 Steve McNeer Gary Dalton 
VA Assoc of Volunteer Rescue 
Squads/Valley Medical 

David Hoback 
Virginia Fire Chief’s Association 

 Doug Layton Randy Breton 
VAA/Physicians Transport 

Sudha Jayaraman, MD 
Medical Society of Virginia 

 Wayne Berry Christopher Lindsay 
HCA Virginia Health System  



 

 2 

Members Present: Members Absent: Staff: Others: 
Cheryl Lawson, MD 
Peninsulas EMS Council 

 Paul Sharpe Bob Ramsey 
Virginia  College of Emergency Physicians 

Julie Marsden 
Consumer 

 Adam Harrell Damien Coy 
Old Dominion EMS Council 

Genemarie W. McGee 
Tidewater EMS Council 

 Robin Pearce Daniel S. Harvey 
Staunton-Augusta Rescue Squad 

Marilyn K. McLeod, MD 
Blue Ridge EMS Council 

 Karen Owens Kim W. Craig 
SARS/VA Assoc. of Volunteer Rescue 
Squads, Vice President 

Christopher L. Parker 
VA Emergency Nurses Assoc. / VA Nurses Assoc. 

 Timothy J. Perkins Bubby Bish 
VA Assoc. of Volunteer Rescue Squads 

Ronald Passmore 
Southwest VA EMS Council 

 Amanda Davis Rob Logan 
Western Virginia EMS Council 

Anita Perry 
Virginia Hospital & Healthcare Association 

 Carol Morrow Bryan McRay 
VAGEMSA 

Jose V. Salazar 
Northern Virginia EMS Council 

 Ken Crumpler Jeff Michael 
Rockingham County Fire/Rescue 

Kelly G. Southard 
Rappahannock EMS Council 

 Wanda Street Kevin Dillard 
Rappahannock EMS Council 

Matthew J. Tatum 
VA Association of Governmental EMS 
Administrators (VAGEMSA) 

 Irene Hamilton Gregory Woods 
Southwest Virginia EMS Council 

Daniel C. Wildman 
Virginia Ambulance Association 

  Jeff Meyer 
Portsmouth Fire/Rescue 

   Jason Ambrose 
Tidewater Community College 

   Tom Calogrides 
Tidewater Community College 

   Brian Hricik 
Alexandria Fire Department 

   Gary Morris 
Thomas Jefferson EMS Council 

   Chad Blosser 
Central Shenandoah EMS Council 

   Rob Lawrence 
Richmond Ambulance Authority 

   Brad Taylor 
HCA 
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Topic/Subject Discussion Recommendations, Action/Follow-
up; Responsible Person 

Call to Order Gary Critzer, Chair, called the meeting to order at 1:00 pm.  
 
Pledge of Allegiance – Mr. Critzer asked the group to stand and Pledge Allegiance to the Flag. 
 
Approval of Minutes – A motion was made and seconded to approve the minutes from the November 5, 
2014 meeting.  
 
Approval of the Draft Agenda – A motion was made and seconded to approve the draft agenda for this 
meeting.  

 
 
 
 
The minutes were approved as 
presented. 
 
The draft agenda was approved as 
presented. 

Chairman’s Report Mr. Critzer deferred his report until the Executive Committee report is given.  
Vice Chair Report Genemarie McGee, the Vice Chair, had no report.  
Chief Deputy Commissioner, 
Public Health and 
Preparedness 

Chief Deputy Commission, Dr. David Trump, addressed the Board and audience.   
 
Dr. Trump gave the Board an update on Ebola preparedness. He reported that lessons learned during the 
Ebola outbreak has given them a focus on techniques and procedures that should be established and 
followed going forward to address not only Ebola concerns but for infectious disease outbreaks.  Dr. 
Trump encouraged the audience to look within their agencies to discover what their needs are and any 
identified gaps that might hinder them in responding to infectious disease outbreaks. 
 
Dr. Trump stated that the Commissioner and he are very receptive to seeing grant requests in the 
upcoming cycle of the Rescue Squad Assistance Fund that will help EMS agencies improve their 
infection control programs.   

 

Office of EMS Report Gary Brown, Director of the Office of EMS, reminded the Board that the activities of the Office of EMS 
over the past quarter can be found in the Office of EMS Quarterly Report to the State EMS Advisory 
Board.  The report is also available on the OEMS website. 
 
Mr. Brown gave the Board some updates on key items which affect the EMS system. 

• The February Quarterly Report has detailed information regarding the General Assembly 
session and the Budget Bill. 

• Mr. Brown reviewed some key portions of the Budget Bill and the General Assembly session 
legislation that affects OEMS and the EMS community. 

o HB1584 and SB938 – these two bills are a technical clean-up and rewrite for EMS 
legislation already in the Code of Virginia. Both bills have been passed out of their 
chambers with amendments. 

o HB1660 and SB997 – these two bills are related to criminal background checks.  Mr. 
Berg gave the audience an update on these two bills.  He said SB997 allows the 
locality to make a decision based on EMS regulations if the individual is eligible for 
certification.  The locality will notify the Office of EMS and the locality can then 
make any additional exclusionary criteria they may wish as to whether an individual 
is eligible for employment with their agency.  It has been passed on the House for 
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Topic/Subject Discussion Recommendations, Action/Follow-
up; Responsible Person 

action 
• HB1584 and SB938 – These two bills relate to the recognition of EMS personnel licensure 

interstate compact. Mr. Brown reminded the group that this information has been in discussion 
with the Board and contained in the Quarterly Reports for the last two years.  
 
Mr. Brown explained that the Senate bill was passed and is now going over to the House for 
action. It has been assigned to HWI Subcommittee 3.The House bill however was killed in 
HWI Subcommittee 3.  Therefore, it is doubtful if the Senate bill will be passed in the House.  
 

• New Personnel in OEMS –  
o Paul Sharpe introduced his new Trauma Critical Care Coordinator, Robin Pearce. 
o Michael Berg introduced his two new Program Representatives – Scotty Williams 

who will be representing the Northern Virginia area and Doug Layton who will be 
representing the Central Shenandoah, Thomas Jefferson and part of the Blue Ridge 
region.  Mr. Berg also announced that Regina Garcia is the wage employee who does 
all the Fingerprint/Background work. 

 
• State EMS Medical Director – George Lindbeck, MD 

o DEA – Dr. Lindbeck reported that he met with the DEA when attending the NAEMSP 
meeting.  He said that the DEA is looking at their regulations that relate to EMS.  
Even after his meeting, Dr. Lindbeck is concerned that the Virginia EMS drug kit 
program does not adhere to DEA’s paradigm for drug registration and control.  

o Naloxone – Dr. Lindbeck said that the Naloxone legislation will probably be approved 
in some form and he encouraged the system to start thinking about how they will deal 
with that program. 

o OMD Workshops – Dr. Lindbeck reported that the cycle is underway and that the 
schedule is posted on the OEMS and VACEP websites.  Dr. Lindbeck encouraged the 
audience to let him know of any topics that they would like to have covered in the 
workshops. 

o Dr. Lindbeck announced that EMS is now a board certified specialty for physicians.  
Approximately 14 Virginia doctors, including Dr. Lindbeck, have taken and passed 
the EMS board to obtain certification. 

 
• EMS Certification Course Proposal Presentation – Warren Short from OEMS gave a 

presentation regarding a proposed EMS Certification Course program.  OEMS plans for this 
program to take effect on July 1, 2015.  The presentation identified some issues in regards to 
how EMS education courses are being delivered in the State; issues regarding how EMS 
courses are currently funded; information regarding the proposed policy change and how it will 
affect EMS providers. Mr. Short emphasized that the proposed program only applies to initial 
EMS certification courses. 
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Topic/Subject Discussion Recommendations, Action/Follow-
up; Responsible Person 

 
Board of Health EMS 
Representative Report 

Bruce Edwards, EMS Representative to the Board of Health, gave the audience an update on actions 
from the last Board of Health meeting, which was held on December 4, 2014. 
 

• The Abortion regulations were a major agenda item that was discussed at the meeting. 
• The educational luncheon topic was about the  VDH Rural Health Program . 
• The next Board of Health meeting is scheduled on Thursday, March 19 at 9 am at the 

Perimeter Center. 
 
Gary Brown added that the State Trauma Care Program will be the educational topic for the working 
lunch at the next Board of Health meeting.  It will be conducted by Paul Sharpe and Robin Pearce from 
the Office of EMS. 

 

Standing Committee Reports and Action Items 
Executive Committee Mr. Critzer reported that the Executive Committee met on Thursday and they also met in January. 

• In January they had an organizational meeting for the new Executive Committee members.  
They received staff updates from OEMS and discussed priorities for the upcoming year. 

• At the meeting on Thursday, they discussed legislation and received additional updates from 
OEMS staff, including an update from Paul Sharpe on V3 of NEMSIS..   

• Mr. Critzer reported that the REPLICA bill, which is very important to EMS, is scheduled to 
be heard on Tuesday, February 17 at 8 am by HWI Subcommittee 3 in House Room D.  The 
Governor supports this bill, as well as the EMS Advisory Board, who voted to support the bill 
at its November meeting; and all of the constituent organizations.  Mr. Critzer encouraged the 
audience to contact the members of the committee and ask them to support the bill. 

• The inaugural meeting for the Mobile Integrated Healthcare Workgroup, which Mr. Critzer 
appointed, was held on Thursday. The group’s purpose is to investigate and develop an 
opinion and best practices ideas for mobile integrated healthcare in Virginia.   

 

Financial Assistance Review 
Committee (FARC) 

Robert Trimmer, Chair of FARC gave the report to the Board. 
• The group met on Thursday. 
• In December 2014 grant cycle there were $8.9 million of funding requested and they awarded 

$5.2 million. This quarter they have processed $2.1 million in payments. 
• Michael Berg attended the meeting to discuss Change Notice 8 and how it may affect requests 

fpr ambulance funding to the Rescue Squad Assistance Fund.  They are looking into adjusting 
prices based on the increase costs of ambulances. 

• E-gift has had a number of updates and functionality controls put in to make it easier to use. 
 
Mr. Critzer also reported that FARC took a look at their policies in regards to funding nontraditional 
items for FARC; e.g., supporting conferences or other initiatives related to the EMS system in Virginia. 
 

• Mr. Trimmer said they did discuss this yesterday.  They looked at items funded in the past and 
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Topic/Subject Discussion Recommendations, Action/Follow-
up; Responsible Person 

how many times they may have been funded, as well as the committee make up at the time 
they were funded.  They felt that all the items they funded were good funding choices. They 
will get back to Gary Brown with their response. 

 
Dr. Trump said he appreciates the work of FARC.  He reported that both the Commissioner and he look 
at the grant requests and the details of what is being requested and what is being funded.  He 
acknowledges that the committee has the flexibility of determining what should and should not be 
funded.  However, he appreciates that they are looking at their procedures to assure that we are 
operating within what the Code of Virginia allowances.  

Administrative Coordinator David Hoback had no report as Administrative Coordinator and referred to the Committee Chairs for 
their reports. 

 

Rules and Regulations 
Committee 

Jon Henschel, Rules and Regulations Committee Chair, reported that the committee did not have any 
action items. He asked Michael Berg to give the audience an update in regards to the issues surrounding 
the ambulance standards. 
 

• Ambulance Standards –  
o The National Fire Protection Association (NFPA) is working on their version 2 which 

will be out in 2016. 
o The Commission on Accreditation of Ambulance Services (CAAS) is reviewing the 

public comments submitted for their document. They will be meeting on February 28 
to finalize the document. The plan is for the document to be published and in effect by   
October 1, 2015. 

o The General Services Administration (GSA) that administers the KKK 1822 F version 
of ambulance standards has not made a decision as to which standard, if any, that they 
will adopt.  They may extend the K standards again.  Change Notice 6 was submitted 
last year but did not come to fruition. Change Notice 7, which encompasses all of the 
change notices of the last several years, has been published. Change Notice 8 is 
available for public comment starting in April. The intent of this change order is to 
recognize the SAE standards for equipment mounts, seats and the cot retension 
systems.  They are confident that Change Noitce 8 will go into effect on July 1, 2015.  
Ambulances manufactured after July 1 with the Star of Life emblem will have a cot 
retention system, which will make them more costly to purchase. 
 
Mr. Berg also reported that the Transportation Committee has a work session 
scheduled to start looking at all the standards so they can make a recommendation 
regarding ambulance standards to the EMS Advisory Board.  

• Regulatory Packets – Mr. Berg reported that two regulatory packets are still waiting for AG 
review.   

o Financial Assistance Review Financial Packet is still waiting for review. He spoke 
with the AG liaison earlier in the day and she is working on language to get approved 
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Topic/Subject Discussion Recommendations, Action/Follow-
up; Responsible Person 

by her supervisor so this can be moved forward. 
o The EMS aency affiliation Regulatory Packet Fast Track has gone to the Secretary of 

Health and Human Services for approval before it goes to the Governor’s Office. 
 

Legislative & Planning 
Committee 

Joan Foster, Committee Chair, gave her report. She said they have no action items and she referred to 
Mr. Scott Winston to give a report on the meeting held earlier in the day. 

• They had a discussion regarding the bills currently before the General Assembly. 
• They discussed the State EMS Plan that was approved by the Board of Health last year.  They 

have established a schedule to start reviewing the Plan the last quarter of this year so they will 
be ready for presentation to the Board in 2017. 

 

Infrastructure Coordinator Matthew Tatum, Infrastructure Coordinator, reported that they have no collaborative items between the 
committees currently. He referred to the committee chairs for their reports. 

 

Transportation Committee Mr. Tatum, Committee Chair, reported that the committee met and they discussed the various different 
ambulance standards. The committee will have a daylong work session at their July meeting to discuss 
revising the Virginia ambulance standards. Their next meeting is in April to review ambulance grant 
requests. 

 

Communications Committee Gary Critzer, Committee Chair, gave his report. The committee met earlier in the day. They have no 
action items. 

• They received an update on a report that was recently released regarding next generation 911 
technology for Virginia. It is a detailed report, and OEMS can provide a link to the report if 
anyone would like to see it. 

• CPR Standards as it relates to the certification of Emergency Medical Dispatchers. 
• They will be meeting again in May. 

 

Emergency Management 
Committee 

David Hoback, Committee Chair, reported that they have no action item. 
• In Partnership with the Department of Fire Programs and the Virginia Department of 

Emergency Management, they have secured the software, Mutual Aid Net, which is a web-
based system that will allow for typing, managing and inventory of state, local resources for 
state and local deployment if needed. The cost was approximately $18,000 and the money 
came from VDEM. Mr. Hoback reported that they will be putting together a focus group to 
start the implementation of this endeavor. It will include all disciplines of public safety.  

• They reviewed the EMS Domestic Preparation and Improvement Strategy distributed by the 
U.S. Government that includes approximately 10 recommendations for EMS. As it moves 
through the various committees, they will be discussing it at their next couple of meetings. 

• The Continuity of Operations Plan (COOP) was rolled out at the EMS Symposium in 
November and they want to get it rolled out region wide. They want to approach the Regional 
EMS Councils for help in getting it rolled out through the region. 

 

Patient Care Coordinator Dr. Marilyn McLeod, Patient Care Coordinator, reported that they have no joint ventures at the moment 
between the committees. She referred to the committee chairs for their reports. 
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Topic/Subject Discussion Recommendations, Action/Follow-
up; Responsible Person 

Medical Direction Committee Medical Direction Committee Chair, Dr. McLeod, reported that the Medical Direction Committee met 
on January 8 and they have no action items. 

 

Medevac Committee Anita Perry, Medevac Committee Chair, reported that the committee met on Thursday and they have no 
action items. 

• Air Transport of the STEMI Patient – Ms. Perry reported that they have started data collection 
for that project on January 1 and they hope to have a report for the Board in May. 

• WeatherSafe Data – They are continuing to gather and assess data. No follow-up letters were 
required this quarter because of helicopter shopping, which is good. 

• Landing Zone Data – The committee received a presentation regarding a program focused on 
landing zone data and safe operations around specific landing zones across the state. Tim 
Perkins will be working with the vendor and they hope to be able to develop a partnership with 
the vendor. 

• Their next meeting will be in May. 

 

Trauma System Oversight & 
Management Committee 

Dr. Michael Aboutanos, Committee Chair, reported that the committee met on December 4. 
• The committee got an update on the Trauma System Designation Manual which will be 

presented to the Board of Health on March 19. 
• The committee discussed the three vacant positions on their committee.  The EMS provider 

representative position was filled by Sid Bingly. Dr. Aboutanos will be accepting 
recommendations for the other two positions and hope to have them filled soon. 

• Their Trauma Nurse Coordinators are currently undertaking a couple of task force projects – 
one on development of educational material for trauma triage and the other is a study group for 
geriatric trauma and triage. 

• Dr. Aboutanos gave a presentation from their Trauma Care Performance Improvement Report. 
 

Following Dr. Aboutanos presentation, he answered questions from the Board. 
 
Dr. Trump thanked the Trauma Committee and everyone who worked on the report. He asked the 
committee to look at a new Position Statement that has been recently released by the American College 
of Surgeons factoring population needs into trauma designation and distribution of trauma systems. 
They ask the committee to look at that statement and provide some recommendations as to how that 
would fit into the trauma system in Virginia in the future. 
 
Mr. Critzer referred the Board to Appendix F of the Quarterly Report, the Trauma Care Performance 
Improvement Report, and he entertained a motion for the Board to receive this report. A motion was 
made and properly seconded to receive the report as presented. 
 

 
 
 
 
 
 
 
 
 
MOTION: 
The EMS Advisory Board moves 
to receive the Trauma Care 
Performance Improvement Report 
as presented. 
 
YEAS = 24; NAYS = 0; 
ABSTENTIONS = 0 
 
The motion was carried 
unanimously. 

EMS for Children Committee Dr. Samuel Bartle, Committee Chair, reported that the committee met on January 8. The committee 
does not have any action items. 

• The committee has been discussing taking the Hospital Preparedness for Pediatric Emergencies 
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Topic/Subject Discussion Recommendations, Action/Follow-
up; Responsible Person 

further to discuss how they can improve the various hospitals to care for kids in the emergency 
departments. 

• The committee discussed medication errors that occur in pediatric patients and trying to 
analyze and better address the errors and improve on medication administration for kids. 

• The Pediatric track at EMS Symposium will be reinstated this year. 
Professional Development 
Coordinator 

Ronald Passmore, Professional Development Coordinator, said they have no joint actions at the 
moment. He referred to the committee chairs for their individual reports. 

 

Training & Certification 
Committee 

Ronald Passmore, Committee Chair, reported that the committee met on January 7. They had no action 
items. 

• They created a workgroup to look at the Intermediate Certification process in anticipation that 
the National Registry will stop offering an Intermediate Certification test.  Larry Oliver has 
been asked to Chair that workgroup. 
 

Dave Hoback asked the Chair if the Training and Certification Committee had an opportunity to review 
the information that Warren Short presented in regards to the EMS Certification Proposal. Mr. Hoback 
commented that it seems as if it is a policy change, and it was emailed out to all EMS Educators as a 
policy change.  He asked how that came about because the State EMS Advisory Board did not vote on 
that change.  Mr. Hoback said he thought it would have to be reviewed by the Training and Certification 
Committee before it could go forward so they could review the proposal and make recommendations for 
changes. 
 
Mr. Short responded to Mr. Hoback’s question.  He explained that policy is established by the Office of 
EMS.  He said that the Online Subcommittee has already met.  This proposal, he explained, exceeds  
what their recommendations would have been.  The addition of the traditional approach to class 
rooming was added.  He said they did discuss some of that at that meeting. Mr. Short said the Office of 
EMS understood that these changes needed to be made as soon as possible. To continue going through 
the subcommittee would have delayed the process. Mr. Short said the Office of EMS has the ability to 
create policy, and in order to get this completed, it was decided that this was the best route to take. 
 
Chip Decker stated, if he understands correctly, it seems that they have just been told that the Advisory 
Board is not a policy board; and the Advisory Board has no input into policy changes.  Mr. Decker said 
that he thinks this is the first time since he has served on the Board that the Office of EMS has changed 
policy without the support of the State EMS Advisory Board.  He said that a lot of times when things 
that are controversial are coming forward it is good to have some cover. Mr. Decker acknowledged that 
what Mr. Short said is accurate, the Office of EMS sets the policy, and the State EMS Advisory Board 
advises. 
 
Gary Brown commented that Chip Decker is correct in his comments. 
 

 

EMS Workforce Development Jose Salazar, Committee Chair, reported that the committee met earlier in the day. The committee did  
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Committee not have any action items. 
• EMS Officer Subcommittee – They will be conducting two pilot programs, one in Richmond 

beginning March 24 that will run for four consecutive Tuesday nights and the last day will be 
on Sunday. The other pilot program will be held in Loudoun County beginning on March 23, 
running on five Mondays and the last one will be on a Sunday.  Following the completion of 
these two pilots, the committee will make any necessary changes and then it will be rolled out 
for EMS Officer 1. 

• Standards of Excellence – The group has had several meetings and the Standards are published 
on the OEMS website. They are looking into piloting with four or five EMS agencies to see if 
they can go through the process. 

• Recruitment and Retention Network – Their next meeting will take place during the Virginia 
Fire Chiefs Conference on February 20.  

Provider Health & Safety 
Committee 

Daniel Wildman, Committee Chair, reported that the committee has met several times since the last 
EMS Advisory Board meeting.  

• The committee will be offering safety bulletins that will be going out through the OEMS media 
each month. 

• The EMS Workforce Development Committee asked them to look at the Health and Safety 
portion of the EMS Officer Program. They do have comments and feedback for that 
committee. They have also been asked to help identify and clarify the term “abandonment” as 
it applies to violence in the workplace for EMS providers. 

 

Regional EMS Council 
Executive Directors 

Greg Woods reported that the organization has met two times since the last EMS Advisory Board 
meeting. 

• They met on December 4, and at that meeting they agreed as a group to utilize their quarterly 
meetings in an effort to improve collaboration and best practices across regional EMS councils 
by engaging in educational activities for their board members, bringing some of them from 
their regions to some of  the Regional EMS Council Executive Directors Group meetings at 
least a couple of times a year. 

• They discussed specific IT issues that the regions need in order to better serve their 
constituents and build off the successes that have been accomplished with the State IT 
structure. Scott Winston is working with them to identify some of those areas. 

• They had their election of officers. The Nominating Committee made a Bylaw 
recommendation to allow Greg Woods to serve one more term.  He was reelected as Chairman. 
Mike Player was elected as Vice Chairman, Chad Blosser was reelected as Treasurer and 
Tracey McLaurin as Secretary. 

• The committee met on Thursday. They had no action items. 
o The committee has gone on record in support of the REPLICA bills both in the Senate 

and the House. 

 
 
 
 
 
 
 
Scott Winston will work with the 
Directors to identify IT areas to 
address. 

PUBLIC COMMENT   Randy Breton, from the Virginia Ambulance Association said they have a concern regarding the 
criminal background checks. They are concerned that there issues are not being addressed. He asked an 
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individual who applies at one of their EMS agencies is already certified at another Virginia agency, can 
they employ them, fingerprint them and have them work for them until they get the background results. 
 
Mr. Berg answered his question saying that there is nothing in the policy for the Office of EMS or in the 
Code language that prohibits an individual to be utilized while they are waiting for the return of their 
criminal history record. He has advised EMS agencies that this is their decision but they have to be 
ready if something comes back in a negative light how they will answer the question to the general 
public. 
 
Mr. Breton then asked if they would be cited if they did allow someone to work while they are waiting 
for the report. Mr. Berg said that regulations require that there has to be proof that the background check 
has been done and that is what they will use for their basis for any enforcement action.  

OLD BUSINESS   None.  
NEW BUSINESS   None.  
Adjournment The meeting was adjourned at 3:20 p.m.  
Next Meeting The next meeting will be held on Friday, May 8, 2015, at the Courtyard by Marriott.  
 





Office of EMS 
Division of Educational Development 


EMS CERTIFICATION 
COURSE DELIVERY 







Objectives  
• Identify some of the issues voiced about 


current EMS certification course constraints. 
• Review some of the issues discussed about 


course delivery. 
• Present philosophical change in conducting 


EMS certification courses. 
• Initiation of a new Certification Course 


Delivery policy. 
 



Presenter

Presentation Notes










What Courses Are Affected 
• Only initial certification courses  
• Does not affect 


– CE 
– Auxiliary courses 


 







Issues Expressed about EMS 
Certification Courses 


• Program hour requirement is too long. 
– EMT 154 hours (Ops hours – HazMat(4), 


NIMS(16), MCI – (4)) 33 hours different 
– EMTB 121 


• Current practice does not allow online format. 
– Restricted to traditional format 
– Does allow for certain portions to be obtained 


utilizing technology 


•  Course availability is lacking (?) 
 2009 2010 2011 2012 2013 2014 


359 338 358 335 337 321 







Online Subcommittee 
• Who should be allowed to conduct online 


programs. 
• Should there be any special training by 


coordinator. 
• What if any technology should be required. 







Other Concerns 
• Should there be a difference in the criteria of 


traditional vs. online courses 
• Why should we care how the training was 


conducted if they can pass the examination. 
• We are putting Virginia programs at a 


disadvantage by restricting delivery methods. 
 







New Philosophy 
• All certification courses regardless of level 
• Apply same standards for Traditional / Online 
• Removal of specific hour requirements for 


didactic and lab 
• Clinicals must follow established guidelines. 
• Addressing poor performers? 







Who Can Announce Certification 
Courses 


• No change in Course Announcement 
• Education Coordinator Certification Required 
• ALS programs must be accredited 







Traditional / Online 
• Must indicate on Course Approval Form the 


class format. 
• Traditional –  


– Class is conducted in a face to face live format 
between the student and the instructor. 


– Only online content is that defined by OEMS. 


• Online  
– Any aspect of the program delivered in an 


electronic, asynchronous environment beyond 
that which is identified by the Office of EMS.   


 
 







Traditional / Online 
• National recommendation for initial / 


certification class length is estimated for clock 
hours that include didactic, laboratory, clinical 
and field) as follows: 
– EMR – 48-60 
– EMT – 150-190 
– AEMT – EMT + 150-250 
– Paramedic – non given. 


• Guidance only.   
• Determined by Course Coordinator/Program 


Director and PCD. 
 







Traditional / Online 
• Didactic 


– Must comply with VEMSES 
– Length based on entry level competency, not 


hours 
– Deliverable Formats 


• Independent student preparation 
• Synchronous/asynchronous instruction 
• Face to face instruction 


– Must follow resource documents except for hours. 


 







Didactic Resource Documents 
• Include but not limited to: 


– Regulations 
– TPAM 
– Guidance Documents 
– Accreditation standards if appropriate 
– VEMSES 







Didactic Resource Documents 







Didactic Resource Documents 







Traditional / Online 
• Lab 


– Must be physically conducted 
– Must comply with established regulations, 


VEMSES, and TPAM. 
• 6:1 student:teacher ratio 


– Conducted to assure entry level competency in all 
psychomotor components  


– Documentation to include but not limited to: 
• Rosters 
• Staff must be identified 
• Location 
• Psychomotor competency records 


 







Traditional /Online 
• Lab 


– An EC must be physically present in the lab 
environment. 


• Accredited 
– EC can be substituted by documented approved staff/faculty 
– If expanding, new remote site cannot be initiated until staff/ 


faculty have been approved and documentation sent to the 
Office and CoAEMSP 


– Lab Staff qualifications 
– Must follow all resource documents including but 


not limited to: 
• Regulations 
• Accredited sites must follow accreditation standards and guidance 


documents 
• TPAM 


 







Traditional /Online 







Traditional /Online 
• Clinical – Hospital 


– Must follow all resource documents as follows but 
not limited to: 


• OEMS Regulations 
• Accredited sites must follow accreditation standards 


and guidance document. 
• TPAM 
• VEMSES 
• Competency/clinical criteria  
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• Clinical – Field 


– Must follow all resource documents as follows but 
not limited to: 


• OEMS Regulations 
• Accredited sites must follow accreditation standards 


and guidance document. 
• TPAM 
• VEMSES 
• Competency/clinical criteria  


 


 







Traditional /Online 
• Outcomes 


– Concern about pass rates 
– EC certification’s will not be affected solely on 


pass rates. 
– EMSTF eligibility will be affected 


• Must be above the 16th percentile in pass rates 
compared to Virginia programs over the previous 3 years 
or 


• Pass rate is not = > NR pass rate for the previous 3 years. 
• Pass rate – number of people passing the NR test  by the 


3rd attempt divided by the number attempting the NR 
test  
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• Outcomes 
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NR 
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For non-math people 







Traditional /Online 
• Total EC = 563 
• Total of 213 EC funded in past 3 years  


– (40% of EC) 


• 29 below 16th percentile 
• 111 above 16th percentile but below NR (51%) 
• 73 above both 16th percentile and NR (33%) 


 
 
 







 IMPORTANT 
• Only for initial certification programs 


beginning on or after July 1, 2015. 
• Current programs and those starting before 


July 1, 2015 and extending beyond July 1, 
2015 must comply with current policy. 


• Updates to databases before this can occur. 
• Do not assume you can change midway 


through course, you cannot. 
 







Traditional /Online 
• Summary 


– All certification courses treated the same 
– No state mandated hour requirement for didactic and lab 
– Course must establish competency for didactic 
– Course must establish competency for Lab that minimally 


satisfies state requirements 
– Courses must comply with all clinical requirements and 


hours. 
– No State action on EC certification based solely on Pass rates 
– EMSTF Eligibility for initial course funding based on Virginia 


(peer) pass rates. 
– Only for initial certification course beginning on or after July 


1, 2015. 
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• What questions do you have? 





		EMS Certification Course Delivery

		Objectives	

		What Courses Are Affected

		Issues Expressed about EMS Certification Courses

		Online Subcommittee

		Other Concerns

		New Philosophy

		Who Can Announce Certification Courses

		Traditional / Online

		Traditional / Online

		Traditional / Online

		Didactic Resource Documents

		Didactic Resource Documents

		Didactic Resource Documents

		Traditional / Online

		Traditional /Online

		Traditional /Online

		Traditional /Online

		Traditional /Online

		Traditional /Online

		Traditional /Online

		Traditional /Online

		Traditional /Online

		Traditional /Online

		For non-math people

		Traditional /Online

		 IMPORTANT

		Traditional /Online

		Traditional /Online
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Core Objective 3 for the Trauma System Oversight & Management Committee 
(TSO&MC) states that the Committee will advise the Virginia Department of Health, Office of 
Emergency Medical Services on matters relating to maintaining a performance improvement 
process that supports the trauma center designation process, trauma triage plan, and improves 
trauma care throughout Virginia (§ 32.1-111.3:B.3).  The Trauma Performance Improvement 
Committee (TPIC) of the TSO&MC has been tasked with developing a performance 
improvement program for monitoring the quality of care, consistent with other components of 
the Emergency Medical Services Plan.   
 


This inaugural annual analysis will focus on the frequency of (1) correct and incorrect 
triage in comparison to the total number of trauma patients delivered to hospitals by emergency 
medical services (EMS) agencies and (2) correct and incorrect interfacility transfer of trauma 
patients.  The results reported here represent a high level summary of the findings.  Specific 
instances of incorrect trauma triage or incorrect interfacility transfer will be provided to the 
appropriate EMS director or hospital, respectively.  The provider will be given an opportunity to 
provide feedback which may explain special circumstances in which an exception occurred.  The 
findings of this report and any feedback from providers will be used to drive education and 
improve the Trauma Triage Plan. 
 
Trauma Triage by Emergency Medical Services Agencies 
 


For the purpose of this report, correct trauma triage is defined as pre hospital cases that 
are deemed to be traumas (see Table 1) and where one or more of the Virginia Step 1 Field 
Trauma Triage Criteria (see Figure 1) were met, and the patient was transported to a Level I or 
Level II trauma center or was taken by ground ambulance to a landing zone or other such 
location for air EMS transport (presumably to a Level I or Level II trauma center).  Since several 
EMS regions do not have a Level I or Level II trauma center within their boundaries, trauma 
patients that met one or more of the aforementioned criteria and who were transported to Level 
III trauma centers (under certain conditions described below) were also counted as being 
correctly triaged.  Incorrect trauma triage is defined as pre hospital cases that are deemed to be 
traumas and where one or more of the Virginia Step 1 Field Trauma Triage Criteria were met, 
but the patient was not transported to a Level I or Level II trauma center or was not taken by 
ground ambulance to a landing zone or other such location for air EMS transport. 
 


During calendar year 2013, only 5.2 percent (66,906/1,219,358) of the records in the 
Virginia Pre Hospital Information Bridge (VPHIB) were classified as trauma cases.  Of these, 
96.5 percent (64,543/66,906) were “True 911” situations (i.e., the type of service requested was a 
911 scene response and the patient was treated and transported by EMS).  Unfortunately, 42.2 
percent (27,210/64,543) of the “True 911” trauma cases were missing systolic blood pressure 
(SBP), respiratory rate (RR), and Glasgow Coma Scale (GCS) values.  This missing data means 
that it is not possible to report on the appropriateness of the triaging of these trauma patients.  
Figure 2 displays the impact of this missing information by EMS regions.  The EMS region with 
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the most complete reporting of the necessary vital signs data was Peninsulas (89.0 percent) and 
Tidewater, its nearby neighboring EMS region, had the least complete reporting of this important 
information (43.6 percent).  The lack of complete documentation will be incorporated into the 
individual EMS agency reports. 
 


Table 1.  Definition of Trauma Patients for VPHIB Data 


NOTE:  Both the Complaint Reported by Dispatch and the Provider’s Primary 
Impression must be listed below in order to classify the record as a trauma case. 


Complaint Reported by Dispatch 


Assault Hemorrhage/Laceration 
Assault – Sexual Industrial Accident/Inaccessible Incident/ 
Auto vs. Pedestrian      Other Entrapments (Non-Vehicle) 
Burns Ingestion/Poisoning 
CO Poisoning/Hazmat Machine/Equipment Injury 
Drowning MCI (Multiple Casualty Incident) 
Electrocution Stab/Gunshot Wound 
Eye Problem / Injury Traffic/Transportation Accident 
Fall Victim Traumatic Injury 


Provider's Primary Impression 


Bleeding Smoke Inhalation 
Electrocution Toxic Exposure 
Inhalation Injury (Toxic Gas) Traumatic Injury 
Poisoning/Drug Ingestion   


 
 


Figure 1.  Virginia Field Trauma Triage Decision Scheme 
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The remaining 57.8 percent (37,333/64,543) “True 911” trauma cases had one or more of the 
vital sign values needed to determine if the patient met at least one of the Virginia Step 1 Field 
Trauma Triage Criteria.  Only 5.7 percent (2,146/37,333) of these trauma patients met one or 
more of the Virginia Step 1 Field Trauma Triage Criteria.  See Figure 3 for a breakdown of this 
information by Virginia EMS regions.  The vertical dotted lines represent the boundary between 
correct (to the left) and incorrect (to the right) triage.  The dotted line placement differs by EMS 
region because the access to trauma centers varies within the boundaries of each segment of the 
state.  Appendix A shows a map of the 11 EMS regions and the locations of trauma centers in 
Virginia as well as in bordering states; non trauma center hospitals in Virginia are also included.  
Only two EMS regions, Northern Virginia and Thomas Jefferson, were thought to be capable of 
having all trauma patients who met one or more of the Virginia Step 1 Field Trauma Triage 
Criteria transported to a Level I trauma center.  In Western Virginia, Old Dominion, and 
Tidewater only, Level III trauma centers were also considered acceptable destinations for this 
patient population.  Geography (i.e., rivers in the eastern and mountains in the western parts of 
the state), as well as the actual locations of Virginia’s Level I and Level II trauma centers, were 
factored into the decision to include Level III trauma centers as appropriate destinations.  Level 
II trauma centers were used as the boundary for the remaining six EMS regions.  Central 
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Western Virginia (N = 6,309)


Tidewater (N = 9,340)


Thomas Jefferson (N = 2,794)


Southwest Virginia (N = 3,796)


Rappahannock (N = 3,502)


Peninsulas (N = 6,204)


Old Dominion (N = 12,988)


Northern Virginia (N = 12,743)


Lord Fairfax (N = 1,850)


Central Shenandoah (N = 2,980)


Blue Ridge (N = 2,037)


Figure 2.  Virginia Step 1 Trauma Triage Criteria Status
for Pre Hospital Patients by EMS Council Regions


Includes All VPHIB Trauma Cases (N = 64,543)


Met Criteria Did Not Meet Criteria Unknown - No Data
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Shenandoah and Southwest Virginia have no trauma centers within their EMS regions but are 
reasonably close to a Level II trauma center in another EMS region or state.  In addition, parts of 
Central Shenandoah are close to one of two Virginia Level I trauma centers.  Lord Fairfax and 
Rappahannock have a Level II trauma center within their EMS regions as do Blue Ridge and 
Peninsulas.  The latter two EMS regions, however, also have Level I trauma centers nearby. 
 


 
 
 
 


In recent years, the number of standalone emergency departments (EDs) has increased 
considerably.  One potentially worrisome finding of this analysis was that 2.8 percent 
(1,833/64,543) of the trauma cases were transported to a standalone ED.  Of these, 2.0 percent 
(37/1.833) met one or more, and 57.9 percent (1,061/1,833) did not meet any, of the Virginia 
Step 1 Field Trauma Triage Criteria.  The remaining 40.1 percent (735/1,833) trauma cases 
transported to standalone EDs did not have any SBP, RR, or GCS values and therefore could not 


4


2


12


1
8


5


4


3


22


99


69


16


10


4


146


208


1


5


17


2


1


40


76


90


9


45


54


55


57


64


58


74


18


141


38


142


141


157


19


67


26


5


4


1


27


29


5


1


12


9


30


12


1


0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


Western Virginia (N = 168)
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Thomas Jefferson (N = 91)
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Peninsulas (N = 246)


Old Dominion (N = 399)
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Figure 3.  Destinations of Pre Hospital Patients Meeting 
One or More Virginia Step 1 Trauma Triage Criteria


by Virginia EMS Region (N = 2,146)


Helicopter or Medevac EMS Level I Trauma Center Level II Trauma Center
Level III Trauma Center Non Trauma Center Standalone ED
Unknown


The dotted lines in the figure above indicate the border between correct and incorrect trauma center destinations.  In some 
areas of the state, the nearest trauma center carries a Level III designation rather than a Level I or Level II designation.
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be classified as meeting (or not meeting) one or more of the Virginia Step 1 Field Trauma Triage 
Criteria.  While the numbers are small, this is a trend that should be monitored in the future. 
 


Numerous patient and other factors may influence the decision regarding to which facility 
a patient is transported.  It was noted above that the availability of trauma center resources are 
not equally distributed across the state.  Appendix B shows the accessibility of Adult Level I and 
Level II trauma centers within 45 minutes by helicopter or ambulance.  In some areas (Southwest 
Virginia and Northern Virginia) out of state resources are available.  In the Lord Fairfax EMS 
Region, residents of West Virginia and Maryland are included in the catchment area for 
Winchester Medical Center, one of Virginia’s Level II trauma centers.  Despite having a total of 
9 Level I and Level II trauma centers (combined) and access to several other similar facilities in 
Tennessee and Washington, DC, large areas of the state are not covered.  The situation appears 
even more grim when only ground ambulance transport is considered (Appendix C).  Although a 
solution to this problem is beyond the scope of this report, the variability of resources, which is 
often compounded by geographic and – especially in the case of Helicopter or Medevac EMS – 
weather factors need to be considered when comparing the outcomes of pre hospital trauma 
patients in Virginia.  
 
Interfacility Transfer of Trauma Patients 
 


Correct and incorrect interfacility transfer of trauma patients is a much more difficult 
concept to operationalize.  The Virginia Department of Health Prehospital and Interhospital 
State Trauma Triage Plan outlines several groups of factors to take into account with respect to 
the correctness of interfacility transfer of adult trauma patients (see Table 2).  While some of 
these considerations can be translated into database queries, many cannot be evaluated because 
some of the crucial information is not available in the Virginia Statewide Trauma Registry 
(VSTR).  With the exception of the Central Nervous System Triage Criterion of GCS < 13 
(discussed below), missing information was not an issue in this analysis.   
 


Figure 4 provides graphical summaries of the interfacility transfer results outlined below.  
The dotted lines are used to differentiate between patients who met the specific criterion and 
were either admitted directly to a Level I or Level II trauma center (green) or who were later 
transferred to one of these facilities (gold) from those who did not receive care at a Level I or 
Level II trauma center (maroon and violet).  Incorrect interfacility transfer of trauma patients is 
defined as the sum of the patients that were admitted elsewhere and were either transferred 
elsewhere or not transferred at all.  Table 3 contains a summary of this information. 
 


Respiratory Triage.  The only criteria in this section that can be evaluated with the data 
available in the VSTR are Significant unilateral injuries in patients under age 60 and Flail chest.  
The ICD-9-CM codes for these diagnoses (see the Appendix D) were used to create a flag 
variable which carries a value of “1” if the diagnosis code was present and “0” if it was not.  
Multiple occurrences of relevant ICD-9-CM diagnosis codes were counted only once.  Only 83 
records (0.3 percent) were excluded because of missing age data.  Approximately one in 20 of 
VSTR cases met this criterion (1,694/31,472 = 5.4 percent).  The vast majority of these patients 
(80.8 percent) were admitted directly to a Level I or Level II trauma center and 12.2 percent 
were admitted to other facilities and not transferred elsewhere.  Of the 119 patients that were 
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transferred, 95 (79.8 percent) were sent to a Level I or Level II trauma center; the remaining 24 
(20.2 percent) patients went to other facilities.   
 


Table 2.  Adult Criteria 
Based on the Resources for Optimal Care of the Injured Patient: 1999  
(American College of Surgeons, 1999) and adapted by the TSO&MC 


Respiratory  Cardiovascular  
Bilateral thoracic injuries  Hemodynamic instability as determined  
Significant unilateral injuries in patients      by the treating physician  
     under age 60 (e.g. pneumothorax, Persistent hypotension  
     hemo-pneumothorax, pulmonary  Systolic B/P (<100) without immediate  
     contusion, >5 rib fractures)       availability of surgical team  
Significant unilateral injuries in patients  Injuries  
     with pre-existing cardiac and/or  Any penetrating injury to the head, neck,  


     respiratory disease       torso or extremities proximal to the  
Respiratory compromise requiring       elbow or knee without a surgical team  
     intubation       immediately available.  
Flail chest  Serious burns/burns with trauma 
Central Nervous System  Significant abdominal to thoracic injuries  
Unable to follow commands       in patients where the physician in charge  
Open skull fracture       feels treatment of injuries would exceed  
Extra-axial hemorrhage on CT, or any       capabilities of the medical center  
     intracranial blood  Special Considerations  
Paralysis  Trauma in pregnancy (≥ 24 weeks gestation)  
Focal neurological deficits  Special needs individuals  
Glasgow Coma Scale (GCS) ≤ 12  Geriatric  


  Bariatric  
 


Less than 1 percent of the cases represented patients with Flail chest (108/31,472 = 0.4 
percent).  The percentages of patients that were admitted directly to a Level I or Level II trauma 
center (82.4 percent) or were admitted to other facilities and not transferred elsewhere (10.7 
percent) were similar to those described in the previous paragraph.  Comparable distributions 
were also noted for patients transferred to a Level I or Level II trauma center (7/9 = 77.8 percent) 
or those transferred to other facilities (2/9 = 22.2 percent). 
 


Central Nervous System Triage.  It is not possible to evaluate the inability to follow 
commands, extra-axial hemorrhage on CT, or any intracranial blood, paralysis, and focal 
neurological deficits with the data available.   However, the presence of an Open skull fracture 
should be discernible using ICD-9-CM diagnosis codes (see Appendix B) and cases with a GCS 
< 13 should be identifiable from the patient’s initial vital signs.  During 2013, 90.0 percent (N = 
165) of trauma patients with open skull fractures were admitted to a Level I or Level II trauma 
center.  Of the remaining 18 patients that were admitted to other facilities, 12 (66.7 percent) were 
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transferred to a Level I or Level II trauma center, 1 (5.6 percent) was transferred to elsewhere, 
and the remaining 5 patients (27.8 percent) were not transferred. 
 


 
 
 
 


Unfortunately, 23.3 percent (7,324/31,472) of the VSTR records were missing the initial 
GCS value, so it was not possible to use GCS < 13 as a means of determining whether or not 
these patients should be transferred.  Approximately 1 in 15 (1,596/24,148 = 6.6 percent) of the 
remaining patients had an initial GCS value equal to or less than 12.  The majority of these 
patients were admitted to a Level I or Level II trauma center (78.9 percent).  Of the 337 patients 
admitted to other facilities, 68.2 percent were not transferred, 24.3 percent were transferred to a 
Level I or Level II trauma center, and the remaining 7.4 percent were transferred elsewhere. 
 


Cardiovascular Triage.  It was not possible to operationalize any of the Cardiovascular 
Criteria. 
 


Injuries Triage.  The only criterion from this group that can be evaluated with the 
available data is Serious Burns.  The Appendix B contains a list of the ICD-9-CM diagnosis 
codes that were used to identify patients with severe thermal injury.  Approximately 3 percent of 
the patients in the VSTR (956/31,742) had burns that were serious enough to warrant care at a 
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Geriatric (N = 14,336)


Serious  Burns (N = 956)


GCS < 13 (N = 1,596)


Open Skull Fracture (N = 
180)


Flail Chest (N = 131)


Significant Lung Injuries 
in Patients < 60 yo (N = …


Figure 4. Admission and Transfer Status for 
Trauma Registry Cases (N = 31,472) Meeting Any of the 


Adult Triage Criteria for Interfacility Transfer 


Admitted to Level I/II Trauma Center, Not Transferred


Admitted Elsewhere, Transferred to Level I/II Trauma Center


Admitted Elsewhere, Transferred Elsewhere


Admitted Elsewhere, Not Transferred


The dotted lines in the figure above indicate the border between correct initial admissions and subsequent transfers to a 
Level I or Level II trauma center and incorrect transfers or lack of transfers to a Level I or Level II trauma center.
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burn center. The majority of these patients were admitted to a Level I or Level II trauma center 
(643/956 = 67.3 percent).  Of the 313 patients admitted elsewhere, 21.3 percent were transferred 
to a Level I or Level II trauma center, 2.4 percent were transferred to other facilities, and the 
remaining 9.0 percent were not transferred. 
 


Table 3.  Percentage Values for the Four Possible Patient Scenarios 


  


Patients 
Initially 


Taken to 
a Level I
or Level 


II 
Trauma 


Center 
(Ideal)


Patients Initially Taken Elsewhere,  
But Were:  


Trans-
ferred to 
a Level I 
or Level 


II 
Trauma 


Center 
(Correct)


Trans-
ferred


 Elsewhere 
(Incorrect)


Not  
Trans-
ferred 


(Incorrect) 
Overall 


Incorrect 


Significant Lung Injuries 
in Patients < 60 yo 80.8 5.6 12.2   1.4 13.6
Flail Chest 82.4 5.3 10.7 1.5 12.2
Open Skull Fracture 90.0 6.7 2.8 0.6 3.3
GCS < 13 78.9 5.1 14.4 1.6 16.0
Serious Burns * 59.7 22.5 14.9 ** 2.9 17.8
Geriatric 36.0 5.5 55.4   3.1 58.5


  


* Values for Serious Burns use burn centers rather than 
Level I or Level II trauma centers 


** Approximately half of the serious burn patients that were transferred elsewhere  
were transferred to a Level I or Level II trauma center 


 
Somewhat similar results were noted when a destination of a burn center was used in 


place of a Level I or Level II trauma center.  Most of the patients with serious burns were taken 
directly to a burn center (571/956 = 59.7 percent).  Of the remaining 385 patients that were taken 
to other facilities, 215 (55.8 percent) were transferred to a burn center, 28 (7.3 percent) were 
transferred elsewhere, and 142 (36.9 percent) remained at the facility to which they were 
originally admitted.  Approximately half (72/142 = 50.7 percent) of these patients had been 
admitted to a Non burn center Level I or Level II trauma center. 
 


Special Considerations Triage.  The only criterion in this category that could be 
assessed was Geriatric.  An age of 65 years or older was used to define this group.  All but 83 of 
records had a patient age (31,389/31,472 = 99.7 percent); only those cases with an age were 
included in the analysis.  Geriatric patients represented the largest group of triage criteria met; 
almost one in two (14,336/31,472 = 45.6 percent) of all trauma patients were 65 years of age or 
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older.  However, unlike the other triage criteria noted above, only about one-third (5,168/14,336 
= 36.0 percent) were admitted to a Level I or Level II trauma center.  Of the 9,168 geriatric 
patients admitted to other facilities, 7,942 (86.6 percent) were not transferred elsewhere.  Of 
those patients that were transferred, almost twice as many were transferred to a Level I or Level 
II trauma center (787/9,168 = 8.6 percent) as were transferred elsewhere (439/9,168 = 4.8 
percent). 
 


Observations.  According to the sources cited in the Virginia Department of Health 
Prehospital and Interhospital State Trauma Triage Plan, patients who are transferred to a Level 
I or Level II trauma center when indicated tend to have better outcomes both in terms of 
morbidity and mortality.  Despite the results reported in Figure 3 and Table 3, Virginia compares 
well with other states for overall injury deaths per 100,000 (see Appendix E).  Virginia shares the 
lowest death rate quintile with California, Connecticut, Hawaii, Illinois, Massachusetts, 
Minnesota, New Hampshire, New Jersey, and New York.  While the overall injury death rate per 
100,000 for Virginia is 52.59, the values of individual counties and cities across the state range 
from a low of 25.04 to a high of 141.14.  Appendix F contains a map of Virginia by city/county 
using the same color scheme as in Appendix E.  While Virginia compares well to other states 
overall, there is a nearly six-fold variation in injury death rates per 100,000 among the cities and 
counties.  Loudoun County has both the minimum injury death rate for the state and the nation, 
while Dickenson County has the maximum value for the state and is in the 99th percentile for the 
country.  Only 33 counties of the 2,941 with reportable data nationwide had higher injury death 
rates than Dickenson County.  The wide range of values for injury deaths per 100,000 made us 
wonder if something similar was happening with overall deaths per 100,000.  Appendix G shows 
this information using the same color scheme as Appendix F.  The similarities in several areas of 
the state were striking.  An informal comparison of the percentage of deaths due to injury by 
city/county population revealed some trends toward higher population areas having lower 
percentages of death due to injury.  A detailed analysis of this phenomenon is beyond the scope 
of this report but would be interesting to explore in future reports. 
 
Conclusions 
 


Trauma Triage by Emergency Medical Services Agencies.  The large amount of 
missing vital signs data is an obvious place to begin improvement efforts.  It may be reasonable 
to not record vital signs information in some situations.  For example, no patient may be found 
by the ambulance crew, the patient may be dead on scene, or the patient may refuse evaluation 
and/or care.  However, all of the patient cases included in this analysis were “True 911” calls in 
which the patient was treated and transported to a hospital.  It is difficult to imagine a scenario in 
which two out of every five patients (42.2 percent) had no recorded SBP, RR, or GCS.  Since 
this report is based on 2013 data and is being submitted as 2014 comes to a close, it would make 
sense to rerun the analysis once the 2014 data are complete (February 2015) to determine if the 
lack of submission of vital signs data has changed.  The 2014 results can be used to provide 
reports to individual agencies as well as to their EMS regions. 
 


It is hoped that the give and take of providing specific agency level data to the providers, 
along with encouraging constructive feedback, will help to determine some of the other less 
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obvious explanatory issues.  This information should allow for the development of a 
performance improvement plan for the triage of pre hospital trauma patients. 
 


Interfacility Transfer of Trauma Patients.  Based on the few interfacility triage criteria 
that could be evaluated, the rates of incorrect interfacility transfers of trauma patients had a 
minimum of 3.3 percent (Open Skull Fracture) maximum of 58.5 percent (Geriatric).  The 
remaining four values ranged between 12.2 percent and 17.8 percent.  While there is room for 
improvement overall, special attention will be focused on learning more about the reasons for the 
incorrect interfacility transfers for trauma patients meeting the Geriatric and Serious Burns 
criteria.  
 


As was the case with the VPHIB data, missing vital signs – predominantly GCS values – 
were also a problem in the VSTR.  The prevention of missing data will be another area of focus 
for improvement in the coming year.  New VSTR software was put into place as of January 1, 
2014.  Past experience has taught that the initial year of implementing a large statewide database 
can result in some data quality issues.  However, the enhanced dataset being collected and the 
ability to provide complex evaluations of the validity of data as they are submitted should 
mitigate this problem.  It is hoped that the feedback provided on an ongoing basis will result in 
more complete and better quality data for the VSTR. 







®v


®v


®v


®v


®v


®v


®v
®v


®v ®v


®v


®v


®v


®v


®v


®v


®v®v


®v®v
®v


®v


®v®v


®v®v


®v


®v


®v


®v


®v


Old Dominion


Tidewater


Western Virginia


Southwest Virginia


Peninsulas


Rappahannock


Blue Ridge


Central Shenandoah


Lord Fairfax


Thomas Jefferson


Northern Virginia


Appendix A.  Location of Trauma Centers and Hospitals in Virginia
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Appendix B.  Adult Level I and II Trauma Centers within 45 Minutes Access Time 
via Helicopter or Ambulance for Virginia and Neighboring States


Source:  www.traumamaps.org, accessed 12/04/2014 Note:  Mary Washington Hospital (Level 2, Fredericksburg) is missing







Appendix C.  Adult Level I ‐ III Trauma Centers within 45 Minutes Access Time 
via Ambulance Only for Virginia and Neighboring States


Source:  www.traumamaps.org, accessed 12/04/2014 Note:  Mary Washington Hospital (Level 2, Fredericksburg) is missing







807.06 807.09 807.18 860 860.5 940 941.29 942.25 943.35 944.18 944.58 946.5 948.71
807.07 807.16 807.19 860.1 861.21 940.1 941.3 942.29 943.36 944.2 945.2 947 948.72
807.08 807.17 807.4 860.4 861.31 940.2 941.31 942.3 943.39 944.21 945.21 947.1 948.73


940.3 941.32 942.31 943.4 944.22 945.22 947.2 948.74
800.5 800.9 801.8 803.7 804.6 940.4 941.33 942.32 943.41 944.23 945.23 947.3 948.75
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800.52 800.92 801.82 803.72 804.62 940.9 941.35 942.34 943.43 944.25 945.25 947.8 948.77
800.53 800.93 801.83 803.73 804.63 941 941.36 942.35 943.44 944.26 945.26 947.9 948.8
800.54 800.94 801.84 803.74 804.64 941.01 941.37 942.39 943.45 944.27 945.29 948 948.81
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800.61 801.51 801.91 803.81 804.71 941.06 941.42 942.44 943.52 944.33 945.34 948.3 948.86
800.62 801.52 801.92 803.82 804.72 941.07 941.43 942.45 943.53 944.34 945.35 948.31 948.87
800.63 801.53 801.93 803.83 804.73 941.08 941.44 942.49 943.54 944.35 945.36 948.32 948.88
800.64 801.54 801.94 803.84 804.74 941.09 941.45 942.5 943.55 944.36 945.39 948.33 948.9
800.65 801.55 801.95 803.85 804.75 941.1 941.46 942.51 943.56 944.37 945.4 948.4 948.91
800.66 801.56 801.96 803.86 804.76 941.11 941.47 942.52 943.59 944.38 945.41 948.41 948.92
800.69 801.59 801.99 803.89 804.79 941.12 941.48 942.53 944 944.4 945.42 948.42 948.93
800.7 801.6 803.5 803.9 804.8 941.13 941.49 942.54 944.01 944.41 945.43 948.43 948.94
800.71 801.61 803.51 803.91 804.81 941.14 941.5 942.55 944.02 944.42 945.44 948.44 948.95
800.72 801.62 803.52 803.92 804.82 941.15 941.51 942.59 944.03 944.43 945.45 948.5 948.96
800.73 801.63 803.53 803.93 804.83 941.16 941.52 943.2 944.04 944.44 945.46 948.51 948.97
800.74 801.64 803.54 803.94 804.84 941.17 941.53 943.21 944.05 944.45 945.49 948.52 948.98
800.75 801.65 803.55 803.95 804.85 941.18 941.54 943.22 944.06 944.46 945.5 948.53 948.99
800.76 801.66 803.56 803.96 804.86 941.19 941.55 943.23 944.07 944.47 945.51 948.54 949.2
800.79 801.69 803.59 803.99 804.89 941.2 941.56 943.24 944.08 944.48 945.52 948.55 949.3
800.8 801.7 803.6 804.5 804.9 941.21 941.57 943.25 944.1 944.5 945.53 948.6 949.4
800.81 801.71 803.61 804.51 804.91 941.22 941.58 943.26 944.11 944.51 945.54 948.61 949.5
800.82 801.72 803.62 804.52 804.92 941.23 941.59 943.29 944.12 944.52 945.55 948.62
800.83 801.73 803.63 804.53 804.93 941.24 942.2 943.3 944.13 944.53 945.56 948.63
800.84 801.74 803.64 804.54 804.94 941.25 942.21 943.31 944.14 944.54 945.59 948.64
800.85 801.75 803.65 804.55 804.95 941.26 942.22 943.32 944.15 944.55 946.2 948.65
800.86 801.76 803.66 804.56 804.96 941.27 942.23 943.33 944.16 944.56 946.3 948.66
800.89 801.79 803.69 804.59 804.99 941.28 942.24 943.34 944.17 944.57 946.4 948.7


Severe Burns Criteria


APPENDIX D: 
ICD‐9‐CM Diagnosis Codes Used for Incorrect Interfacility Transfer of Trauma Patients


Respiratory Criteria


Skull Fracture Criteria







Appendix E. 


Source:  http://wisqars.cdc.gov:8080/cdcMapFramework/mapModuleInterface.jsp, accessed 12/04/2014







Appendix F. 


Source:  http://wisqars.cdc.gov:8080/cdcMapFramework/mapModuleInterface.jsp, accessed 12/04/2014







Appendix G.  Virginia Comprehensive Death Rates per 100,000 Population for 2013


Data Source:  http://www.census.gov/popest/data/counties/totals/2013/files/CO‐EST2013‐Alldata.csv,  accessed 12/04/2014












Trauma Care Performance 
Improvement Report 


 
Baseline – Calendar Year 2013 Data 


 
 







Overview 


• § 32.1-111.3:B.3 states that TSO&MC advises OEMS on 
performance improvement process that supports:  
• Trauma center designation process 
• Trauma triage plan 
• Improvement of trauma care throughout Virginia  


• Trauma Performance Improvement Committee (TPIC) 
tasked with developing a performance improvement 
program for monitoring the quality of trauma care 


• This inaugural analysis of CY 2013 data focuses on 
• EMS trauma triage and trauma patient disposition 
• Interfacility transfer of trauma patients 







TRAUMA TRIAGE BY 
EMS AGENCIES RESULTS 







Trauma Triage by EMS Agencies 


• Ideal situation: 
• Pre hospital cases that are deemed to be traumas 


(Table 1)  
• Where one or more of the Virginia Step 1 Field 


Trauma Triage Criteria (Figure 1) were met 
• And the patient was: 


• Transported to a Level I or Level II trauma center 
or  


• Taken by ground ambulance to landing zone or 
other such location for air EMS transport 







Table 1. Definition of Trauma Patients 
for VPHIB Data 


NOTE:  Both the Complaint Reported by Dispatch and the Provider’s Primary Impression 
must be listed below in order to classify the record as a trauma case. 


Complaint Reported by Dispatch 
Assault Hemorrhage/Laceration 
Assault - Sexual Industrial Accident/Inaccessible Incident/ 
Auto vs. Pedestrian      Other Entrapments (Non-Vehicle) 
Burns Ingestion/Poisoning 
CO Poisoning/Hazmat Machine/Equipment Injury 
Drowning MCI (Multiple Casualty Incident) 
Electrocution Stab/Gunshot Wound 
Eye Problem/Injury Traffic/Transportation Accident 
Fall Victim Traumatic Injury 


Provider's Primary Impression 
Bleeding Smoke Inhalation 
Electrocution Toxic Exposure 
Inhalation Injury (Toxic Gas) Traumatic Injury 
Poisoning/Drug Ingestion   







Figure 1. Virginia Field Trauma Triage 
Decision Scheme 


Also need to consider the location of the nearest trauma center – see the next slide 







(Based on 2013 Data) 







Calendar Year 2013 Results (VPHIB) 


• 5.2% (66,906/1,219,358) of VPHIB records classified as 
trauma cases 


• Of these, 96.5% (64,543/66,906) were “True 911” calls 
• Type of service requested was 911 scene response 
• Patient was treated and transported by EMS 


• 42.2% (27,210/64,543) of the “True 911” trauma cases 
were missing systolic blood pressure (SBP), respiratory 
rate (RR), and Glasgow Coma Scale (GCS) values 


• Cannot report on the appropriateness of triaging 
trauma patients with missing data 
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Figure 2.  Virginia Step 1 Trauma Triage Criteria Status 
for Pre Hospital Patients by EMS Council Regions 


Includes All VPHIB Trauma Cases (N = 64,543) 


Met Criteria Did Not Meet Criteria Unknown - No Data 
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Figure 3.  Destinations of Pre Hospital Patients Meeting  
One or More Virginia Step 1 Trauma Triage Criteria 


by Virginia EMS Region (N = 2,146)- 5.7% 


Helicopter or Medevac EMS Level I Trauma Center Level II Trauma Center Level III Trauma Center 


Non Trauma Center Standalone ED Unknown 







Standalone Emergency Departments 


• 2.8% (1,833/64,543) of trauma cases were transported 
to a standalone ED 
• 2.0% (37/1,833) met one or more trauma triage 


criteria 
• 57.9% (1,061/1,833) did not meet any trauma triage 


criteria 
• 40.1% (735/1,833) did not have any SBP, RR, or GCS 


values 
• This trend should be monitored in the future 


 







Other Considerations 


• Trauma center resources are not equally distributed 
across the state 
• Appendix B – accessibility within 45 minutes by 


helicopter or ambulance  
• Appendix C – accessibility within 45 minutes for 


ground ambulance transport only 
• Also need to consider 


• Geographic barriers  
• Mountains in the west 
• Water in the east 


• Weather factors for air EMS 







Appendix B.  Adult Level I and II Trauma Centers within 45 Minutes Access Time  
via Helicopter or Ambulance for Virginia and Neighboring States 


Source:  www.traumamaps.org, accessed 12/04/2014 Note:  Mary Washington Hospital (Level 2, Fredericksburg) is missing 







Appendix C.  Adult Level I and II Trauma Centers within 45 Minutes Access Time  
via Ambulance Only for Virginia and Neighboring States 


Source:  www.traumamaps.org, accessed 12/04/2014 Note:  Mary Washington Hospital (Level 2, Fredericksburg) is missing 







INTERFACILITY TRANSFER 
OF TRAUMA PATIENTS RESULTS 







Interfacility Transfer of Trauma Patients 


• Virginia Department of Health Prehospital and 
Interhospital State Trauma Triage Plan  
• Factors to consider regarding correctness of 


interfacility transfer of adult trauma patients  
   (Table 2) 
• Many considerations cannot be evaluated because 


necessary information is not included in the Virginia 
Statewide Trauma Registry (VSTR) 


• With the exception of the Central Nervous System 
Triage Criterion of GCS < 13, missing information 
was not an issue in this analysis  







Table 2. Adult Criteria 
Based on the Resources for Optimal Care of the Injured Patient: 1999  


(American College of Surgeons, 1999) and adapted by the TSO&MC 


Respiratory  Cardiovascular  
Bilateral thoracic injuries  Hemodynamic instability as determined  
Significant unilateral injuries in patients      by the treating physician  
     under age 60 (e.g. pneumothorax, Persistent hypotension  
     hemo-pneumothorax, pulmonary  Systolic B/P (<100) without immediate  
     contusion, >5 rib fractures)       availability of surgical team  
Significant unilateral injuries in patients  Injuries  
     with pre-existing cardiac and/or  Any penetrating injury to the head, neck,  
     respiratory disease       torso or extremities proximal to the  
Respiratory compromise requiring       elbow or knee without a surgical team  
     intubation       immediately available.  
Flail chest  Serious burns/burns with trauma 
Central Nervous System  Significant abdominal to thoracic injuries  
Unable to follow commands       in patients where the physician in charge  
Open skull fracture       feels treatment of injuries would exceed  
Extra-axial hemorrhage on CT, or any       capabilities of the medical center  
     intracranial blood  Special Considerations  
Paralysis  Trauma in pregnancy (≥ 24 weeks gestation)  
Focal neurological deficits  Special needs individuals  
Glasgow Coma Scale (GCS) ≤ 12  Geriatric  
  Bariatric  







Table 3.  Overall Percentage Values for the Four Possible Patient Scenarios 


  


Patients 
Initially Taken 


to a Level I 
or Level II 


Trauma Center  
 


(Ideal) 


Patients Initially Taken Elsewhere,  But Were:  
 


Transferred to a 
Level I or Level 
II Trauma Center   


 
(Potentially 


Ideal) 


Transferred 
 Elsewhere  


 
(Potentially 
Less Than 


Ideal) 


 Not  
Transferred  


 
(Potentially 
Less Than 


Ideal) 


Overall  
 


Potentially 
Less Than 


Ideal 


Significant Lung Injuries in 
Patients < 60 yo 80.8   5.6 12.2   1.4 13.6 


Flail Chest 82.4   5.3 10.7 1.5 12.2 


Open Skull Fracture 90.0   6.7 2.8 0.6   3.3 


GCS < 13 78.9   5.1 14.4 1.6 16.0 


Serious Burns * 59.7 22.5 14.9 ** 2.9 17.8 


Geriatric 36.0   5.5 55.4   3.1 58.5 


  


* Values for Serious Burns use Burn Centers rather than Level I or Level II trauma centers 


** Approximately half of the serious burn patients that were transferred elsewhere   
were transferred to a Level I or Level II trauma center 







Additional Observations 


• Virginia is in lowest quintile nationally for overall injury 
deaths (Appendix E) 


• Overall injury death for Virginia is 52.59 per 100K 
(Appendix F) 
• Values range from 25.04 per 100K to 141.14 per 


100K 
• Loudoun County - minimum value for state and 


nation 
• Dickenson County - maximum value for state and in 


99th percentile for nation 
• Overall deaths per 100K had similar patterns  
    (Appendix G) 
 







Source:  http://wisqars.cdc.gov:8080/cdcMapFramework/mapModuleInterface.jsp, accessed 12/04/2014 







Appendix F.  


Source:  http://wisqars.cdc.gov:8080/cdcMapFramework/mapModuleInterface.jsp, accessed 12/04/2014 







Appendix G.  Virginia Comprehensive Death Rates per 100,000 Population for 2013 


Data Source:  http://www.census.gov/popest/data/counties/totals/2013/files/CO-EST2013-Alldata.csv,  accessed 12/04/2014 







IN SUMMARY 







Trauma Triage by EMS Agencies 


• Missing vital signs data – obvious starting place  
• Report based on 2013 data 


• Analyses will be repeated using 2014 data 
• Revised results will be given to EMS regions for 


follow up with agencies 
• Feedback will be sought to determine explanatory 


factors and used to improve process 
 







Interfacility Transfer of Trauma Cases 


• Only a few of the interfacility triage criteria could be 
evaluated 
• Will focus on learning reasons for less than optimal 


interfacility transfers for trauma patients meeting 
the Geriatric and Serious Burns criteria 


• Missing vital signs – predominantly GCS values – were 
also a problem  
• Prevention of missing data will be another area of 


focus for improvement  







Questions? 
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Figure 4. Admission and Transfer Status for  
Trauma Registry Cases (N = 31,472) Meeting Any of the  


Adult Triage Criteria for Interfacility Transfer  


Admitted to Level I/II Trauma Center, Not Transferred 


Admitted Elsewhere, Transferred to Level I/II Trauma Center 


Admitted Elsewhere, Transferred Elsewhere 


Admitted Elsewhere, Not Transferred 
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