
 
 

Meeting Minutes of the Training & Certification Committee – July 10, 2024 

   Medical Direction Committee Meeting Minutes 
 

Old Dominion EMS Alliance 
7818 East Parham Road, Suite 911 (Basement), Henrico, VA 23294 

Wednesday July 11, 2024 – 10:30 am 
 

Members Present Members Absent Staff Guests 
Allen Yee, M.D., Chair Kayla Long, D.O. Debbie Akers Neha Sullivan, M.D. 
Sam Bartle, M.D. Paul Phillips, D.O. Cam Crittenden Ryan Scarbrough 
Asher Brand, M.D. E. Reed Smith, D.O. Scott Winston Peppy Winchel 
Charles Lane, M.D. Christopher Turnbull, M.D. Karen Owens Jessica Goodman 
George Lindbeck, M.D.  Chad Blosser Michelle Ludeman 
Amir Louka, M.D.  Wayne Perry Chris Christensen 
Stewart Martin, M.D.  Daisy Bana Megan Middleton 
John Morgan, M.D.   Duke Cuneo 
Scott Weir, M.D.   Jeff Ferguson, M.D. 
Tania White, M.D.   Joanne Lapetina, M.D. 
   Gary Samuels 
   Kathy Eubank 
   Heidi Hooker 
   Paige Greene 
   Terrence Graves 
    

 

Topic/Subject Discussion 

Recommendations, 
Action/Follow-up; 
Responsible 
Person 

   
I. Welcome The Chair, Allen Dr. Yee called the meeting to order at 10:35 a.m.  He thanked ODEMSA for hosting the 

meeting for OEMS. 
 

   
II. Introductions Everyone around the room introduced themselves.  
   
III. Approval of 
Agenda 

The Committee reviewed the agenda for today’s meeting. A motion was made by Dr. Lane to approve the 
agenda.  The motion was seconded by Dr. Martin     All committee members were in favor of the 
motion.  The motion carried. 

The agenda was 
approved as 
submitted. 
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Topic/Subject Discussion 

Recommendations, 
Action/Follow-up; 
Responsible 
Person 

IV.  Approval of the 
January 3, 2024 
minutes: 

The committee approved the minutes as submitted. A motion was made by Dr. Lane to approve the 
minutes dated January 3, 2024.  The motion was seconded by Dr. Brand.  All committee members 
were in favor of the motion.  The motion carried. 

The minutes were 
approved as 
submitted. 

   
V. Reports of 
Committee Members 

A. Reports of Committee Members 
1. Special Reports – Quarterly Data Report was provided.  New dashboards were 

demonstrated.   Discussion following the presentation Dr. Yee and Dr. Sullivan asked 
data questions of the staff.  Dr. Morgan wanted to compare data from OEMS and 
Mission Lifeline.  Dr. Yee is complimentary of data and actional data.  What do we do 
with it?  Push it down and have it acted on by regions work on improving outcomes. Dr. 
Yee asked is it possible to group agencies by urban, sub-urban or rural. 

2. DEA and BOP 
a. Dr. Lindbeck.  DEA Virginia (RIC) communication EMS drug transition taskforce.  

Written instructions on what we are doing. Dr. Lane; Okay with BOP regs.  Stick 
with BOP regs, okay with DEA.  DEA all regional offices have an agreement and 
understand.  Dr. Brand:  Recognizes Councils as suppliers.  Justin Wood 
recognized need for better communications from DEA regions No concerns for 
DEA awarding certifications to regions if they have a BOP CSR. Dr. Martin:  
distribution of controlled substances. What doctor is responsible.  Diversions all 
comeback on the EMS Physician and their DEA number.  Multiple DEA numbers 
according to Dr. Brand.  Dr. Yee:  Will not be able to get DEA number fast 
enough and RC are asking to use other docs # until the regional doc obtains 
number.  Dr. Louka:  90 days to implementation.  How many agencies do not 
have a CSR or an agency access to meds. Dr. Yee:  120 days.  May need a 
CSAAS to order drugs.  We are right against the deadline.  This is a problem.  
Do we have a sense of where agencies are?  Dr. Louka: 50 of PEMS agencies 
do not have a plan or have one but have not started implementation.  Dr. Yee:  
What councils are running a pharmacy distribution.  CSEMS is working on it.  
TJEMS explored, but no agencies expressed interest.  NOVA: agency level.  
Some agencies are scrambling.  ODEMSA:  Metro in good shape.  Smaller 
agencies (some) are still working with them.  Pushback getting responses. 

B. Old Business 
1. EMS OMD Bill of Rights:  Document distributed to committee members only and 

discussion concerning content of document. Dr. Morgan stated that the document has 
baseline guidance relationship between agency and EMS physician.  How to separate 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
OMD Bill of Rights 
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Topic/Subject Discussion 

Recommendations, 
Action/Follow-up; 
Responsible 
Person 

not on bad terms, QA, longitudinal breadth with OMD ability to expand EMS physician 
roll.  QA issues come into mind.  Written by Dr. Morgan, Dr. Sullivan and Chief Eddie 
Ferguson. No expectation to have this approved today.  It needs a bit more work.  Better 
mechanism to manage disputes, transition of OMS, best practices, where to go.  
Highlights:  Concept of OMD Review panel.  Group to counsel when disputes arise.  
Autonomy to agency PMD is possible.  Now that we are reviewing and changing EMS, 
it’s a good time to address changes like this, lack of legal counsel.  Preservation of 
process, provider conduct issues, CAM:  is there a genesis for this.  Yes, grievances and 
disagreement, separation of OMD and agency, QA processes.  Cam:  Building the 
structure is positive.  Dr. Sullivan:  meant to be looking a new guidance and structure for 
POMD white paper, best practices, QA review programs.  Accountability (do not have).  
“EMS System Operational Medical Director and QA Review Protections” 

 
Dr. Sullivan went through the document in detail. Dr. Yee: not an extension.  Serve as an extension.  
Ron:  Regulatory requirements for OMD to report to OEMS and provide medical guidance.  Dr. Lane:  
Prescribed response. By code.  Agency preventing OMD, from doing something, respond to report to 
OEMS.  Dr. Morgan:  Who is responsible?  Who do I report it to. Dr. Sullivan, read OMD and provide 
feedback to the workgroup.   

  
 
New Business: 
 

1. Dr. Smith selected as Vice-Chair and Dr. Brand: volunteered to be reporting secretary  
2. Discussion of about virtual meetings, whether to have 

a. All virtual meeting (1) 
b. Open sites to the public 
c. Multiple sites 

3. Equipment list for EMS agencies: 
a.  Required vs. Recommended 
b.  No desire to change 

4. AABB Draft Standards 
a. Mostly interconnected with blood banks 
b. AABB wants to interact with EMS agencies 
c. Look and review documents 
d. Comment period ends July 31. 
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Topic/Subject Discussion 

Recommendations, 
Action/Follow-up; 
Responsible 
Person 

e. Armbands to be used. deficiency in this item  
f. CMS proposed rules for the fee schedule – whole blood bump from ALS ! to ALS 2.  

Open for comments.   
5. Question from RCC – when it comes to patient restraints – devices that are added on.  Legal to 

lock the button.  Is it extra or is it a legal issue reviewed by OAG, OAG will not offer an opinion.   
6. Dr. Lane – Talk about TCC 

a. MDC asked to develop instructor QA.  CTS was stopped.  Competency and 
psychomotor testing.  PI/QA visits.  No PIQA process.  Contractors were terminated.  
How do we put a process in place.   

b. Very concerned about increasing pressure to reduce training standards and QA goes 
with it. 

c. NREMT test is measurement tool.   
d. Issue with chain-of-command in agencies. Due to staffing shortage. 
e. How do we assure quality in programs.  Come to MDC to develop a strategy to address 

this QA process across the state. 
f. Dr. Lane:  very significant problem. 
g. Dr. Lindbeck:  earn while you learn. Attrition rate is 50-60 percent. 
h. TCC asks MDC to intervene and recommend how to correct this issue. 

i. Dr. Yee:  Workgroup?  Amenable.  Facilitate: Dr. Lane with TCC.  Approve 
education 

7. Discussion concerning QA/QI knowledge on use of Epi by AEMT’s. Dr. Lindbeck to obtain data 
from OEMS Epidemiologist. 

8. Discussion concerning use of TXA. Dr. Lindbeck to get the information on this as well. 
 

   
VI. OEMS Report  

ACE Division 
1. Education Division Manager – Chad Blosser (given by Debbie) 

a. Institute information 
b. EMT Program in High Schools Workgroup 

i. Virginia High School EMS Education Program Manual was endorsed by the 
Training and Certification Committee. Shared with MDC for comment and 
approval. Committee in agreement with moving document to the GAB for 
approval. 

2.  Division Director Report – Debbie 
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Topic/Subject Discussion 

Recommendations, 
Action/Follow-up; 
Responsible 
Person 

a.  June 17th  completed the CE conversion 
b.  NR psychomotor testing was sunset on June 30th 

c.  Accreditation report distributed electronically 
OEMS Admin 

1. Rachel Stradling – Interim Executive Director (given by Cam Crittenden) 
a.   Fitch Report – high level report at the GAB 
b.   End to FY24, putting work on FY 25, waiting on state end of year process and high level 

information to share at  
c.  Thank you to everyone for this past year and support 

2. Scott Winston – Deputy Director Education and Regulation 
a. Board of health met, DNR regulation reviewed, executive session 
b. 30-day comment period, regulations effective 
c.    Interim strategic plan approved 
d. Significant changes have occurred and anticipated 
e. Another look at the plan, talks about creating an actionable plan to meet mission in fiscal 

and engaging public and operational partners, focus on recruitment and engagement of 
OEMS staff, Management of OEMS 

f.    Initial recruit for OEMS office director, 71 initial apps, 12 written assignments, no suitable 
candidate, looking at reevaluation of EWP with purposes of increasing classification and 
salary 

g. Earlier this year JLARC directed to review VDH and OEMS. Currently surveying VDH 
employees related to job satisfaction, operation and management of, central office, finance, 
account, human resources and  

h. EMS agency forum yesterday announced by Commissioner Health, new Deputy 
Commissioner for Population Health, Stephanie Dunkel, starts August 10, 2024, comes from 
Washington state 

i.    Emergency regulations that were approved by BoP are currently under review by the AG’s 
office. Will be posted on Town Hall for 30 days. Anticipated out by September or October. 

3. Cam Crittenden – Nothing further to report 
4. Karen Owens 

a. On the topic of EMS data, I wanted to share that there were two articles published recently, 
which used data collected by the Office of EMS. The first is "A Heat Emergency: Urban heat 
Exposure and Access to Refuge in Richmond, Va" which looked at EMS data on heat 
related illness and injury. The second is "The State of Emergency Medical Services Clinician 
Mental Health in Virginia" which looked at the data from the mental health surveys 
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Topic/Subject Discussion 

Recommendations, 
Action/Follow-up; 
Responsible 
Person 

conducted over the course of three years. This paper was written by OEMS staff and 
published July 8 in the Internal Journal of Paramedicine. 

5. Tim Perkins (given by Karen) 
a. Agencies should have gotten two invitations (original and reminder) to participate in a survey 

that OEMS is partnering with the Virginia Telehealth Network to determine the current 
climate of telehealth in EMS, as well as some questions about need, etc. 

b. Also, agencies should have gotten the annual pediatric capability survey. This time around, 
the invitations aren't coming from OEMS, but coming from the EMSC Data Center (EDC) - 
formerly NEDARC - which is connected through the University of Utah...people should be 
checking spam folders if they haven't received a survey invite. 

6. Ron Passmore 
a.  LCR New docs must have background investigation, he can’t link them up with agency until 

the background check is received 
7. Michael Berg (given by Scott) 

a. Fall cycle of RSAF, review committee will get together, notification made by commissioner 
on January 1, 2025. 

 
   
VII. New Business   

 
 
 

   
VIII. Public Comment   
   
IX. Dates for 2024 
Meetings 
 
 

 October meetings will 
be at ODEMSA 
(Parham Road) 

   
X. Adjourn The meeting adjourned at 14:28  
 
 
 

Respectfully submitted by:     Deborah T. Akers 
    Division Director 
              



 

 

Medical Direction Committee Meeting Agenda  
Thursday, July 11, 2024 

Old Dominion Emergency Medical Services Alliance 
7818 E. Parham Road, Suite 911, Richmond VA 23294 

 
I. Welcome 
II. Introductions 
III. Approval of Agenda 
IV. Approval Minutes from April 4, 2024 
V. Special Reports 

a. Quarterly Data Report – Daisy Banta, Senior Epidemiologist 
VI. Drug Enforcement Administration (DEA) & Board of Pharmacy (BOP) 

Compliance Issues 
VII. Old Business 

a. OMD Bill of Rights White Paper – Drs. Morgan, Sullivan, Long and Chief 
Ferguson 

VIII. New Business 
a. Election of Vice Chair – Dr. Allen Yee 
b. Election of Secretary – Dr. Allen Yee 
c. Hybrid meeting participation – Dr. Allen Yee 
d. Equipment List – Dr. Allen Yee 
e. AABB Draft Standards for OOH & Prehospital Transfusion – Dr. John Morgan 

i. https://www.aabb.org/docs/default-source/default-document-
library/standards/1st-edition-of-standards-for-out-of-hospital-and-
prehospital-transfusion-administration-services.pdf?sfvrsn=c68d486b_5 

IX. Research Requests 
X. State OMD Issues – George Lindbeck, M.D. 
XI. Office of EMS Report 

a. Division of Accreditation, Certification and Education 
i. Chad Blosser, Education Program Manager 
ii. Debbie Akers, Division Director 

b. OEMS Divisions 
i. Rachel Stradling, Acting Executive Director 
ii. Scott Winston, Deputy Director, Education and Compliance 
iii. Cam Crittenden, Deputy Director, Trauma, Finance & Administration 
iv. Karen Owens, Deputy Director, Planning & Operations 
v. Ron Passmore, Division Director, Regulation & Compliance 
vi. Tim Perkins, Division Director, Community Health & Technical Services 

https://www.aabb.org/docs/default-source/default-document-library/standards/1st-edition-of-standards-for-out-of-hospital-and-prehospital-transfusion-administration-services.pdf?sfvrsn=c68d486b_5
https://www.aabb.org/docs/default-source/default-document-library/standards/1st-edition-of-standards-for-out-of-hospital-and-prehospital-transfusion-administration-services.pdf?sfvrsn=c68d486b_5
https://www.aabb.org/docs/default-source/default-document-library/standards/1st-edition-of-standards-for-out-of-hospital-and-prehospital-transfusion-administration-services.pdf?sfvrsn=c68d486b_5
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vii. Michael Berg, Division Director, EMS Systems Funding 
viii. Other reports 

XII. Public Comment 
XIII. Future Quarterly Meeting Dates 

a. January 4, 2024 
b. April 4, 2024 
c. July 11, 2024 
d. October 3, 2024 

XIV. Adjournment 
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Virginia Department of Health  

Office of Emergency Medical Services (OEMS)  

 Quarterly Report on EMS Incidents 
 

  
Q1 2024 

  
  
  
  
  
  
  

  
  
  
  
  
  
  
 

  
 
  
  

Office of Emergency Medical Services 
1041 Technology Park Drive  
Glen Allen, Virginia 23059  

Phone: (804) 888‐9100  
  

  
  

This report is based on analyses requested by the Medical Direction Committee and performed by Office of EMS 
Epidemiology staff. The accuracy of the data within this report is limited by system performance and the accuracy of 

data submissions from EMS agencies. 
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Quarter 1 2024 data for this report was collected from the ESO Pre‐hospital Data System 
(NEMSIS version 3.4 and 3.5) on June 10, 2024. Importantly, many records submitted by Virginia EMS 
agencies for incidents occurring during the first quarter of 2024 failed to pass established validation rules 
and are not counted in the dataset used for this report (see Table 1).  

 

Table 1. Counts of Failed Records by Month, First Quarter, 2024, Virginia  

Month Total Failed Records 
January 7,455 

February 4,738 
March 5,475 
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Virginia EMS Call Summary, First Quarter, 2024 
EMS agencies in Virginia responded to a total of 426,651 EMS calls during the first quarter of 2024 (see Tables 2—5 and Figure 1).  
  

Table 2. Number of EMS Incidents by Type of Service Requested and Disposition, First Quarter, 2024, Virginia 

Incident/ Patient Disposition Type of Service Requested Total 
911 
Response 
(Scene) 

Intercept/ 
Rendezvous 

Interfacility 
Transport 

Medical 
Transport 

Mutual 
Aid 

Public 
Assistance/ 
Not Listed 

Standby 

Assist (Agency, Public, or Unit) 26,573 33 84 65 95 1,618 49 28,517 
Canceled (Prior to Arrival at Scene or On 
Scene) 

48,866 50 1,329 1,361 320 605 206 52,737 

Patient Dead at Scene (with and without 
resucitation; with and without transport) 

3,612 2 29 18 9 16 0 3,686 

Patient Evaluated, No 
Treatment/Transport Required  

3,811 4 15 23 9 90 9 3,961 

Patient Refused Evaluation/Care (with or 
without transport) 

23,278 40 48 87 46 200 14 23,713 

Patient Treated, Released (AMA or per 
protocol) 

16,799 21 38 158 29 228 45 17,318 

Patient Treated, Transferred Care to 
Another EMS Unit 

10,215 10 68 50 72 131 22 10,568 

Patient Treated, Transported by Law 
Enforcement 

257 0 0 0 1 0 1 259 

Patient Treated, Transported by Private 
Vehicle 

217 0 1 2 0 3 0 223 

Patient Treated, Transported by this Unit 183,981 338 35,884 56,597 364 854 35 278,053 
Standby (no services/support provided or 
public safety, fire, or EMS operational 
support provided) 

5,935 9 83 64 45 413 822 7,371 

Transport Non‐Patient, Organs, etc. 1 0 22 122 0 9 9 163 
Blank 35 0 15 24 4 4 0 82 
Total 323,580 507 37,616 58,571 994 4,171 1,212 426,651 
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Table 3. Number of EMS Incidents by Type of Service Requested and Age Group, First Quarter, 2024, 
Virginia 

Type of 
Service 

Requested 

Age Group Total 
0-4 
years 

5-12 
years 

13-17 
years 

18-24 
years 

25-64 
years 

65 and 
older 

Unknown 

911 
Response 
(Scene) 

4,837 4,029 5,144 13,760 104,004 114,139 77,667 323,580 

Intercept/ 
Rendezvous 

9 5 9 33 207 164 80 507 

Interfacility 
Transport 

1,186 858 960 1,196 13,816 18,896 704 37,616 

Medical 
Transport 

354 279 446 466 14,347 41,855 824 58,571 

Mutual Aid 15 13 8 28 244 256 430 994 
Public 
Assistance/ 
Other Not 
Listed 

26 9 23 63 687 1,278 2,085 4,171 

Standby 3 4 8 28 77 31 1,061 1,212 
Total 6,430 5,197 6,598 15,574 133,382 176,619 82,851 426,651 

 
 
Table 4. Number of EMS Incidents by Patient Disposition and Age Group, First Quarter, 2024, Virginia 

Incident/ Patient 
Disposition 

Age Group Total 
0-4 
years 

5-12 
years 

13-17 
years 

18-24 
years 

25-64 
years 

65 and 
older 

Unknown 

Assist (Agency, 
Public, or Unit) 

137 103 117 272 2,191 3,549 22,148 28,517 

Canceled (Prior to 
Arrival at Scene or 
On Scene) 

26 20 35 69 719 1,175 50,693 52,737 

Patient Dead at 
Scene (with and 
without 
resucitation; with 
and without 
transport) 

12 3 16 73 1,384 2,131 67 3,686 

Patient Evaluated, 
No Treatment/ 
Transport Required  

220 130 132 326 1,598 1,538 17 3,961 
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Table 4 (continued). Number of EMS Incidents by Patient Disposition and Age Group, First Quarter, 2024, 
Virginia 

Incident/ Patient 
Disposition 

Age Group Total 
0-4 

years 
5-12 
years 

13-17 
years 

18-24 
years 

25-64 
years 

65 and 
older 

Unknown 

Patient Refused 
Evaluation/Care 
(with or without 
transport) 

749 642 727 1,877 9,355 8,100 2,263 23,713 

Patient Treated, 
Released (AMA or 
per protocol) 

568 574 684 1,426 7,693 6,334 39 17,318 

Patient Treated, 
Transferred Care to 
Another EMS Unit 

178 152 211 582 4,689 4,414 342 10,568 

Patient Treated, 
Transported by Law 
Enforcement 

0 4 10 37 184 21 3 259 

Patient Treated, 
Transported by 
Private Vehicle 

25 11 11 16 89 70 1 223 

Patient Treated, 
Transported by this 
EMS Unit 

4,499 3,553 4,647 10,879 105,335 149,072 68 278,053 

Standby (no 
services/support 
provided or public 
safety, fire, or EMS 
operational support 
provided) 

10 5 8 15 114 162 7,057 7,371 

Transport Non‐
Patient, Organs, etc. 

6 0 0 0 17 15 125 163 

Blank 0 0 0 2 14 38 28 82 
Total 6,430 5,197 6,598 15,574 133,382 176,619 82,851 426,651 
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Figure 1. All EMS Incidents by Top 10 Primary Impression Categories, First Quarter, 2024, Virginia 
 
 

 
 
 

Of the 426,651 total EMS calls that occurred during the first quarter of 2024, a total of 183,981 
(43.1%) represented emergency response incidents (i.e., incidents with a Type of Service Requested 
equal to “911 Response (Scene)” and a Patient Disposition of “Patient Treated, Transported by this EMS 
Unit”).  

 

Figure 2. Emergency Responses by Top 10 Primary Impression Categories, First Quarter, 2024, Virginia 
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Table 5. Top 10 Primary Impressions for Emergency Responses by Patient Age Group, First Quarter, 2024, Virginia 

Provider 
Primary 

Impression 

Age Group 
0-4 years 5-12 years 13-17 years 18-24 years 25-64 years 65 and older Unknown 

1 Seizure/ 
convulsions 

Injury Injury Injury Pain Pain Substance use/ 
effects of drug 

2 General 
problem/ 
unspecified 

Seizure/ 
convulsions 

Psychiatric/ 
behavioral 

Pain Injury Injury Injury 

3 Fever Pain Pain Psychiatric/ 
behavioral 

Chest pain Weakness  Cardiac arrest 

4 Injury* 
 
Infection* 

General 
problem/ 
unspecified 

Seizure/ 
convulsions 

Substance use/ 
effects of drug 

Psychiatric/ 
behavioral 

Other Pain 

5 Infection Substance use/ 
effects of drug 

Seizure/ 
convulsions 

Substance use/ 
effects of drug 

General 
problem/ 
unspecified 

    Fluid in/around 
the lungs* 
 
Other* 
 
Psychiatric/ 
behavioral* 

**Multiple Provider Primary Impressions were tied for the fourth and fifth most common impressions for patients 0—4 years of age, and for the 
fifth and sixth most common impressions for patients with an Unknown Age Group.
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Table 5. Top 10 Primary Impressions for Emergency Responses by Patient Age Group, First Quarter, 2024, Virginia (continued)  

Provider 
Primary 

Impression 

Age Group 
0-4 years 5-12 years 13-17 years 18-24 years 25-64 years 65 and older Unknown* 

6 Fluid in/around 
the lungs 

Psychiatric/ 
behavioral 

Syncope/near 
syncope 

General 
problem/ 
unspecified 

General 
problem/ 
unspecified 

Chest pain Awareness/ 
consciousness 
problem* 
 
Weakness* 
 
Stroke/TIA* 
 
Brain 
injury/death* 

7 Other  Allergic reaction General 
problem/ 
unspecified 

Nausea, 
vomiting, 
diarrhea 

Weakness Infection 

8 Nausea, 
vomiting, 
diarrhea 

Fever Other Chest pain Other Fluid in/around 
the lungs 

9 Breathing 
abnormalities 

Fluid in/around 
the lungs 

Allergic 
reaction 

Obstetric 
condition 

Seizures/ 
convulsions 

Breathing 
abnormalities 

10 Allergic reaction Asthma Weakness Other Nausea, 
vomiting, 
diarrhea 

Stroke/TIA 

*Multiple Provider Primary Impressions were tied for the fourth and fifth most common impressions for patients 0—4 years of age, and for the 
fifth and sixth most common impressions for patients with an Unknown Age Group.
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Chest Pain Emergency Responses  

Importantly, a provider impression of “chest pain” can include multiple causes of chest pain, not 
specific or limited to chest pain of cardiac causes. 

 

Non-Traumatic Chest Pain 

Non‐traumatic chest pain incidents are defined as those with a primary impression that includes 
the words “chest pain,” “myocardial infarction,” or “angina”. Incidents with a response of “yes” in the 
possible injury (esituation.02) field and/or that have a primary impression that includes the words 
“injury,” “trauma,” or “burn” are excluded. Twelve‐lead acquisition is defined as ECG type (evitals.04) or 
Procedure (eprocedures.03) = 12 lead‐left sided (normal), 12 lead‐right sided, 15 lead, or 18 lead. Of the 
183,981 emergency response incidents reported by EMS during the first quarter of 2024, 10,354 (5.6%) 
non‐traumatic chest pain incidents were identified in patients 35 years of age and older. Of these, a total 
of 8,874 (85.7%) patients had 12‐lead acquisition and 4,753 (45.9%) had aspirin administration 
documented in the record, either taken daily or administered by EMS.  

 

Table 6. Emergency Responses Among Non‐Traumatic Chest Pain Patients ≥ 35 Years of Age with 12‐lead 
Acquisition by EMS Regional Council, First Quarter 2024, Virginia 

EMS Regional 
Council 

Number 
Patients  

Number of 
Patients with 12-
Lead Acquisition 

Percent With 12-
Lead Acquisition 
Documented 

Percent Without 12-
Lead Acquisition 
Documented 

Blue Ridge 454 396 87.2 12.8 
Central 
Shenandoah 

457 407 89.1 10.9 

Lord Fairfax 341 325 95.3 4.7 
Northern Virginia 1,611 1,238 76.8 23.2 
Old Dominion 2,124 1,685 79.3 20.7 
Peninsulas 818 748 91.4 8.6 
Rappahannock 634 599 94.5 5.5 
Southwest Virginia 588 468 79.6 20.4 
Thomas Jefferson 424 393 92.7 7.3 
Tidewater 1,729 1,571 90.9 9.1 
Western Virginia 1,165 1,038 89.1 10.9 
Out of State 9 6 66.7 33.3 
Total 10,354 8,874 85.7 14.3 
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Table 7. Emergency Responses Among Non‐Traumatic Chest Pain Patients ≥ 35 Years of Age with Aspirin 
Administration* by EMS Regional Council, First Quarter 2024, Virginia 

EMS Regional 
Council 

Number 
Patients  

Number of 
Patients with 
Aspirin 
Administration 

Percent With Aspirin 
Administration 
Documented 

Percent Without 
Aspirin 
Administration 
Documented 

Blue Ridge 454 190 41.9 58.1 
Central 
Shenandoah 

457 203 44.4 55.6 

Lord Fairfax 341 161 47.2 52.8 
Northern Virginia 1,611 657 40.8 59.2 
Old Dominion 2,124 1,045 49.2 50.8 
Peninsulas 818 411 50.2 49.8 
Rappahannock 634 285 45.0 55.0 
Southwest Virginia 588 274 46.6 53.4 
Thomas Jefferson 424 236 55.7 44.3 
Tidewater 1,729 832 48.1 51.9 
Western Virginia 1,165 459 39.4 60.6 
Out of State 9 0 0.0 100.0 
Total 10,354 4,753 45.9 54.1 

*Includes documentation of medication administration or relevant pertinent negative.  
 
Narrative Review 

 Of the 5,601 non‐traumatic chest pain incidents occurring in patients ≥ 35 years of age without 
aspirin administration or a pertinent negative documented, 25 incidents were randomly selected for 
narrative review. Aspirin administration by EMS was documented in the narrative for 1 (4.0%) incident. 
For five (20.0%) patients, aspirin was administered prior to the arrival of EMS. One narrative (4.0%) 
noted aspirin was administered to the patient both prior to EMS arrival and by the EMS clinician. One 
(4.0%) narrative documented a reason for EMS not administering aspirin (i.e., chest pain was not thought 
to be cardiac in nature). The remaining 17 (68.0%) records did not have aspirin administration or a 
pertinent negative documented in the narrative.  
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STEMI Patients 

STEMI incidents are defined as those with a documented: 

• impression or symptom of myocardial infarction, or  
• impression or symptom of unstable angina or angina pectoris and a cardiac rhythm of 

left bundle branch block, or 
• cardiac rhythm of STEMI, or 
• STEMI protocol used, or  
• STEMI pre‐arrival activation. 

Time to receive an EKG is defined as the difference between the date/time the EMS clinician 
arrived at the patient and the date/time an EKG was performed. Of the 183,981 emergency response 
incidents reported by EMS during the first quarter of 2024, 1,003 (0.5%) STEMI incidents were identified. 
Of these, 790 (78.8%) patients had 12‐lead acquisition, with 763 (96.6%) records containing information 
on the time between arrival at patient and when an EKG was performed. Of these 763 records, time to 
receive an EKG ranged from 0 minutes to 1 hour and 18 minutes. It took a median of 7 minutes and 29 
seconds and an average of 9 minutes and 29 seconds for the 763 STEMI patients to receive an EKG. 
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Stroke Emergency Responses 
Stroke incidents are defined as those with a documented primary/secondary impression/symptom of stroke, a positive stroke scale 

score, a destination activation for stroke, or a stroke/TIA protocol used by an EMS clinician. Of the 183,981 emergency response incidents 
reported by EMS during the first quarter of 2024, 5,071 (2.8%) stroke incidents were identified. Of the stroke incidents, 4,007 (79.0%) 
documented the performance of a stroke scale or a pertinent negative, 4,740 (93.5%) had a blood glucose or pertinent negative recorded, and 
5,037 (99.3%) had the date/time the patient was last known well or the date/time of the patient’s symptom onset recorded. For 1,169 (23.1%) 
patients, the interval between symptom onset and EMS clinician arrival at the patient was greater than 4.5 hours and less than 24 hours.  

 
Table 8. Emergency Responses Among Stroke Patients by Destination Hospital Stroke Certification Level and EMS Regional Council, First Quarter 
2024, Virginia 

EMS Regional 
Council 

Number 
Stroke 
Patients  

Number (% 
Across) of 
Patients 
Transported 
to Out of 
State 
Facilities 

Number (% 
Across) of Patients 
Not Transported 
to a Certified 
Facility 

Number (% 
Across) of 
Patients 
Transported 
to Acute 
Stroke Ready 
Facilities  

Number (% 
Across) of 
Patients 
Transported 
to Primary 
Stroke Centers 

Number (% 
Across) of 
Patients 
Transported to 
Thrombectomy 
Capable 
Hospitals 

Number (% 
Across) of 
Patients 
Transported to 
Comprehensive 
Stroke Centers 

Blue Ridge 233 0 (0.0) 14 (6.0) 0 (0.0) 3 (1.3) 216 (92.7) 0 (0.0) 
Central 
Shenandoah 

191 0 (0.0) 23 (12.0) 0 (0.0) 164 (85.9) 0 (0.0) 4 (2.1) 

Lord Fairfax 121 0 (0.0) 16 (13.2) 0 (0.0) 105 (86.8) 0 (0.0) 0 (0.0) 
Northern Virginia 855 3 (0.4) 48 (5.6) 16 (1.9) 381 (44.6) 162 (18.9) 245 (28.7) 
Old Dominion 1,086 2 (0.2) 83 (7.6) 1 (0.1) 404 (37.2) 2 (0.2) 594 (54.7) 
Peninsulas 361 0 (0.0) 14 (3.9) 0 (0.0) 123 (34.1) 0 (0.0) 224 (62.0) 
Rappahannock 353 0 (0.0) 42 (11.9) 0 (0.0) 289 (81.9) 0 (0.0) 22 (6.2) 
Southwest 
Virginia 

248 56 (22.6) 141 (56.9) 0 (0.0) 47 (19.0) 4 (1.6) 0 (0.0) 

Thomas Jefferson 182 0 (0.0) 6 (3.3) 0 (0.0) 14 (7.7) 3 (1.6) 159 (87.4) 
Tidewater 903 5 (0.6) 29 (3.2) 36 (4.0) 558 (61.8) 0 (0.0) 275 (30.5) 
Western Virginia 519 13 (2.5) 115 (22.2) 28 (5.4) 160 (30.8) 202 (38.9) 1 (0.2) 
Out of State 19 17 (89.5) 0 (0.0) 0 (0.0) 0 (0.0) 2 (10.5) 0 (0.0) 
Total 5,071  96 (1.9) 531 (10.5) 81 (1.6) 2,248 (44.3) 591 (11.7) 1,524 (30.1) 
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Table 9. Emergency Responses Among Stroke Patients with Symptom Onset Between 4.5 and 24 Hours Prior to EMS Arrival by Destination 
Hospital Stroke Certification Level and EMS Regional Council, First Quarter 2024, Virginia 

EMS Regional 
Council 

Number 
Stroke 
Patients  

Number (% 
Across) of 
Patients 
Transported 
to Out of 
State 
Facilities 

Number (% 
Across) of 
Patients Not 
Transported to 
a Certified 
Facility 

Number (% 
Across) of 
Patients 
Transported to 
Acute Stroke 
Ready Facilities  

Number (% 
Across) of 
Patients 
Transported to 
Primary Stroke 
Centers 

Number (% 
Across) of 
Patients 
Transported to 
Thrombectomy 
Capable 
Hospitals 

Number (% 
Across) of 
Patients 
Transported to 
Comprehensive 
Stroke Centers 

Blue Ridge 61 0 (0.0) 2 (3.3) 0 (0.0) 1 (1.6) 58 (95.1) 0 (0.0) 
Central 
Shenandoah 

39 0 (0.0) 4 (10.3) 0 (0.0) 33 (84.6) 0 (0.0) 2 (5.1) 

Lord Fairfax 14 0 (0.0) 3 (21.4) 0 (0.0) 11 (78.6) 0 (0.0) 0 (0.0) 
Northern Virginia 211 1 (0.5) 10 (4.7) 6 (2.8) 107 (50.7) 30 (14.2) 57 (27.0) 
Old Dominion 242 0 (0.0) 20 (8.3) 0 (0.0) 80 (33.1) 0 (0.0) 142 (58.7) 
Peninsulas 82 0 (0.0) 1 (1.2) 0 (0.0) 31 (37.8) 0 (0.0) 50 (61.0) 
Rappahannock 69 0 (0.0) 8 (11.6) 0 (0.0) 57 (82.6) 0 (0.0) 4 (5.8) 
Southwest 
Virginia 

56 18 (32.1) 27 (48.2) 0 (0.0) 10 (17.9) 1 (1.8) 0 (0.0) 

Thomas Jefferson 43 0 (0.0) 1 (2.3) 0 (0.0) 6 (14.0) 0 (0.0) 36 (83.7) 
Tidewater 223 0 (0.0) 5 (2.2) 6 (2.7) 139 (62.3) 0 (0.0) 73 (32.7) 
Western Virginia 123 6 (4.9) 20 (16.3) 5 (4.1) 41 (33.3) 50 (40.7) 1 (0.8) 
Out of State 6 6 (100.0) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 
Total 1,169 31 (2.7) 101 (8.6) 17 (1.5) 516 (44.1) 139 (11.9) 365 (31.2) 
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Trauma Emergency Responses 

Trauma incidents are defined as those meeting the criteria outlined in the VDH Office of EMS 
quarterly report on trauma incidents. Step 1, 2, and 3 trauma incidents are defined as those meeting the 
Virginia Field Trauma Triage Decision Scheme. Of the 183,981 emergency response incidents reported by 
EMS during the first quarter of 2024, 23,334 (12.7%) trauma incidents were identified; 32 (0.1%) of the 
trauma patients were noted to be in cardiac arrest. In addition, a total of 76 (0.3%) of the 23,334 trauma 
patients were noted to be part of a mass casualty incident (MCI). Of the 23,226 patients not in cardiac 
arrest or part of an MCI, a total of 1,746 (7.5%) Step 1 patients, 312 (1.3%) Step 2 patients, 343 (1.5%) 
Step 3 patients, and 20,825 (89.7%) patients not meeting step criteria were noted. Details on the 
transport of Step 1, 2, and 3 trauma patients who were not in cardiac arrest can be found in Tables 10—
12. 

 

Table 10. Emergency Responses Among non‐MCI Step 1 Trauma Patients Not in Cardiac Arrest 
Transported to a Level 1/Pediatric or Level 2 Trauma Center by EMS Regional Council, First Quarter 2024, 
Virginia 

EMS Regional 
Council 

Number 
Trauma 
Patients  

Number (% Across) of Patients 
Transported to Level 1 Trauma 
Center 

Number (% Across) of Patients 
Transported to Level 2 Trauma 
Center 

Blue Ridge 69 10 (14.5) 53 (76.8) 
Central 
Shenandoah 42 

  
1 (2.4) 

  
0 (0.0) 

Lord Fairfax 43 0 (0.0) 25 (58.1) 
Northern Virginia 409 188 (46.0) 63 (15.4) 
Old Dominion 374 173 (46.3) 39 (10.4) 
Peninsulas 112 4 (3.6) 58 (51.8) 
Rappahannock 101 3 (3.0) 57 (56.4) 
Southwest Virginia 73 5 (6.8) 0 (0.0) 
Thomas Jefferson 61 51 (83.6) 0 (0.0) 
Tidewater 283 110 (38.9) 4 (1.4) 
Western Virginia 176 74 (42.0) 15 (8.5) 
Out of State 3 0 (0.0) 0 (0.0) 
Total 1,746 619 (35.5) 314 (18.0) 

 
  



15 
 

Table 11. Emergency Responses Among non‐MCI Step 2 Trauma Patients Not in Cardiac Arrest 
Transported to a Level 1/Pediatric or Level 2 Trauma Center by EMS Regional Council, First Quarter 2024, 
Virginia 

EMS Regional 
Council 

Number 
Trauma 
Patients  

Number (% Across) of Patients 
Transported to Level 1 Trauma 
Center 

Number (% Across) of Patients 
Transported to Level 2 Trauma 
Center 

Blue Ridge 1 0 (0.0) 1 (100.0) 
Central 
Shenandoah 6 

 
1 (16.7) 

  
0 (0.0) 

Lord Fairfax 7 0 (0.0) 4 (57.1) 
Northern Virginia 49 32 (65.3) 8 (16.3) 
Old Dominion 95 72 (75.8) 9 (9.5) 
Peninsulas 20 0 (0.0) 20 (100.0) 
Rappahannock 10 2 (20.0) 7 (70.0) 
Southwest Virginia 13 6 (46.2) 0 (0.0) 
Thomas Jefferson 6 5 (83.3) 0 (0.0) 
Tidewater 74 46 (62.2) 1 (1.4) 
Western Virginia 30 15 (50.0) 1 (3.3) 
Out of State 1 0 (0.0) 0 (0.0) 
Total 312 179 (57.4) 51 (16.3) 
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Table 12. Emergency Responses Among non‐MCI Step 3 Trauma Patients Not in Cardiac Arrest 
Transported to a Level 1/Pediatric, Level 2, or Level 3 Trauma Center by EMS Regional Council, First 
Quarter 2024, Virginia 

EMS Regional 
Council 

Number 
Trauma 
Patients  

Number (% Across) of 
Patients Transported 
to Level 1 Trauma 
Center 

Number (% Across) of 
Patients Transported 
to Level 2 Trauma 
Center 

Number (% Across) of 
Patients Transported 
to Level 3 Trauma 
Center 

Blue Ridge 4 0 (0.0) 4 (100.0) 0 (0.0) 
Central 
Shenandoah 7 

  
0 (0.0) 

  
0 (0.0) 

  
0 (0.0) 

Lord Fairfax 15 0 (0.0) 1 (6.7) 0 (0.0) 
Northern 
Virginia 57 

 
30 (52.6) 

  
12 (21.1) 

  
10 (17.5) 

Old Dominion 65 34 (52.3) 7 (10.8) 15 (23.1) 
Peninsulas 17 1 (5.9) 12 (70.6) 0 (0.0) 
Rappahannock 16 2 (12.5) 14 (87.5) 0 (0.0) 
Southwest 
Virginia 20 

  
0 (0.0) 

  
0 (0.0) 

  
5 (25.0) 

Thomas 
Jefferson 4 

  
3 (75.0) 

  
1 (25.0) 

  
0 (0.0) 

Tidewater 101 51 (50.5) 0 (0.0) 35 (34.7) 
Western Virginia 35 14 (40.0) 1 (2.9) 7 (20.0) 
Out of State 2 0 (0.0) 0 (0.0) 0 (0.0) 
Total 343 135 (39.4) 52 (15.2) 72 (21.0) 
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Pain Emergency Responses 

 Pain incidents are defined as those with documented pain scale scores between 4 and 10. 
Patients with a primary impression of chest pain are excluded. 

 

Pain Scale Score 4—6  

Of the 183,981 emergency response incidents reported by EMS during the first quarter of 2024, 
21,212 (11.5%) incidents occurred among patients with a pain score of 4—6, with 1,831 (8.6%) patients 
receiving an analgesic (additional details provided in Tables 13—15). By age group, 97 (0.5%) incidents 
occurred among patients younger than 5 years of age, 264 (1.2%) incidents occurred among patients 5—
12 years of age, 479 (2.3%) incidents occurred among patients 13—17 years of age, 1,387 (6.5%) 
incidents occurred among patients 18—24 years of age, 9,675 (45.6%) incidents occurred among patients 
25—64 years of age, 9,307 (43.9%) incidents occurred among patients 65 years of age and older, and 3 
(<0.1%) incidents occurred in patients whose age was not documented.  

 

Narrative Review (Pain Scale Score 4—6) 

Of the 19,381 incidents occurring among patients with a pain score of 4—6 without analgesic 
administration or a pertinent negative documented, 25 incidents were randomly selected for narrative 
review. One narrative (4.0%) reported the patient experienced pain relief when using a fentanyl patch 
but did not indicate who administered the medication. The remaining 24 (96.0%) records did not have 
analgesic administration or a pertinent negative documented in the narrative. 

 

Table 13. Emergency Responses Among Patients with Pain Score of 4—6 and Analgesic Administration* 
by Age Group, First Quarter 2024, Virginia  

Age Group Number 
Pain 
Patients  

Number of 
Patients Receiving 
an Analgesic 

Percent With 
Analgesic 
Administration 
Documented 

Percent Without 
Analgesic 
Administration 
Documented 

0‐4 years 97 6 6.2 93.8 
5–12 years 264 19 7.2 92.8 
13–17 years 479 68 14.2 85.8 
18—24 years 1,387 150 10.8 89.2 
25—64 years 9,675 873 9.0 91.0 
65 years and older 9,307 715 7.7 92.3 
Unknown 3 0 0.0 100.0 
Total 21,212 1,831 8.6 91.4 

*Includes documentation of medication administration or relevant pertinent negative.  
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Table 14. Emergency Responses Among Patients with Pain Score of 4—6 and Analgesic Administration* 
by EMS Regional Council, First Quarter 2024, Virginia 

EMS Regional 
Council, 

Number 
Pain 
Patients  

Number of 
Patients Receiving 
an Analgesic 

Percent With 
Analgesic 
Administration 
Documented 

Percent Without 
Analgesic 
Administration 
Documented 

Blue Ridge 1,115 133 11.9 88.1 
Central 
Shenandoah 

854 103 12.1 87.9 

Lord Fairfax 408 27 6.6 93.4 
Northern Virginia 4,351 294 6.8 93.2 
Old Dominion 3,901 232 5.9 94.1 
Peninsulas 1,839 124 6.7 93.3 
Rappahannock 1,475 229 15.5 84.5 
Southwest Virginia 1,325 132 10.0 90.0 
Thomas Jefferson 610 106 17.4 82.6 
Tidewater 3,074 238 7.7 92.3 
Western Virginia 2,242 210 9.4 90.6 
Out of State 18 3 16.7 83.3 
Total 21,212 1,831 8.6 91.4 

*Includes documentation of medication administration or relevant pertinent negative. 

 

Table 15. Analgesics Administered to Patients with Pain Score of 4—6, First Quarter 2024, Virginia 

Analgesic Administered Number Analgesic 
Administrations† 

Percent of Analgesics 
Administered 

Acetaminophen/Tylenol 51 2.7 
Dilaudid/Hydromorphone 3 0.2 
Fentanyl 1,458 75.8 
Ibuprofen/Motrin 10 0.5 
Ketamine 71 3.7 
Ketorolac/Toradol 178 9.3 
Morphine 153 8.0 
Total 1,924 100.0 

†The number of analgesic administrations is higher than the number of patients receiving an analgesic, 
as patients may receive more than one medication during an incident. 

 
  



19 
 

Pain scale score 7—10  

During the first quarter of 2024, 29,783 incidents occurred among patients with a pain score 
between 7 and 10, with 3,907 (13.1%) patients receiving an analgesic (additional details provided in 
Tables 16—18). By age group, 57 (0.2%) incidents occurred among patients younger than 5 years of age, 
250 (0.8%) incidents occurred among patients 5—12 years of age, 492 (1.7%) incidents occurred among 
patients 13—17 years of age, 1,954 (6.6%) incidents occurred among patients 18—24 years of age, 
16,142 (54.2%) incidents occurred among patients 25—64 years of age, 10,885 (36.5%) incidents 
occurred among patients 65 years of age and older, and 3 (<0.1%) incidents occurred in patients whose 
age was not documented.  

 

Narrative Review (Pain Scale Score 7—10) 

Of the 25,876 incidents occurring among patients with a pain score of 7—10 without analgesic 
administration or a pertinent negative documented, 25 incidents were randomly selected for narrative 
review. One incident (4.0%) documented analgesic administration prior to EMS arrival in the narrative. 
Receipt of analgesic was ambiguous for one patient (4.0%), as the narrative indicated Tylenol had not 
been helping with pain management but did not specifically indicate when or by whom Tylenol was 
administered. The remaining 23 (92.0%) records did not have analgesic administration or a pertinent 
negative documented in the narrative. 

 

Table 16. Emergency Responses Among Patients with Pain Score of 7—10 and Analgesic Administration* 
by Age Group, First Quarter 2024, Virginia  

Age Group Number 
Pain 
Patients  

Number of 
Patients Receiving 
an Analgesic 

Percent With 
Analgesic 
Administration 
Documented 

Percent Without 
Analgesic 
Administration 
Documented 

0—4 years 57 10 17.5 82.5 
5–12 years 250 42 16.8 83.2 
13–17 years 492 112 22.8 77.2 
18—24 years 1,954 296 15.1 84.9 
25—64 years 16,142 2,032 12.6 87.4 
65 years and older 10,885 1,414 13.0 87.0 
Unknown 3 1 33.3 66.7 
Total 29,783 3,907 13.1 86.9 

*Includes documentation of medication administration or relevant pertinent negative. 
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Table 17. Emergency Responses Among Patients with Pain Score of 7—10 and Analgesic Administration* 
by EMS Regional Council, First Quarter 2024, Virginia 

EMS Regional 
Council 

Number 
Pain 
Patients  

Number of 
Patients Receiving 
an Analgesic 

Percent With 
Analgesic 
Administration 
Documented 

Percent Without 
Analgesic 
Administration 
Documented 

Blue Ridge 1,058 232 21.9 78.1 
Central 
Shenandoah 

1,247 214 17.2 82.8 

Lord Fairfax 910 74 8.1 91.9 
Northern Virginia 4,894 712 14.5 85.5 
Old Dominion 7,337 544 7.4 92.6 
Peninsulas 2,761 301 10.9 89.1 
Rappahannock 1,593 454 28.5 71.5 
Southwest Virginia 1,432 204 14.2 85.8 
Thomas Jefferson 944 217 23.0 77.0 
Tidewater 4,465 547 12.3 87.7 
Western Virginia 3,121 406 13.0 87.0 
Out of State 21 2 9.5 90.5 
Total 29,783 3,907 13.1 86.9 

*Includes documentation of medication administration or relevant pertinent negative. 

 

Table 18. Analgesics Administered to Patients with Pain Score of 7—10, First Quarter 2024, Virginia 

Analgesic Administered Number Analgesic 
Administrations† 

Percent of Analgesics 
Administered 

Acetaminophen/Tylenol 71 1.7 
Dilaudid/Hydromorphone 1 <0.1 
Fentanyl 3,177 77.7 
Ibuprofen/Motrin 14 0.3 
Ketamine 167 4.1 
Ketorolac/Toradol 362 8.9 
Morphine 296 7.2 
Total 4,088 100.0 

†The number of analgesic administrations is higher than the number of patients receiving an analgesic, 
as patients may receive more than one medication during an incident. 
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Pediatric (<15 Years) Pain Emergency Responses 

During the first quarter of 2024, 893 incidents with a recorded pain score between 4 and 10 were 
identified among patients younger than 15 years of age, with 108 (12.1%) patients receiving an analgesic 
(additional details provided in Tables 19—20).   

 

Table 19. Emergency Responses Among Pediatric Patients with Pain Score of 4—10 and Analgesic 
Administration* by EMS Regional Council, First Quarter 2024, Virginia 

EMS Regional 
Council 

Number 
Pediatric 
Pain 
Patients  

Number of 
Patients Receiving 
an Analgesic 

Percent With 
Analgesic 
Administration 
Documented 

Percent Without 
Analgesic 
Administration 
Documented 

Blue Ridge 34 10 29.4 70.6 
Central 
Shenandoah 

30 7 23.3 76.7 

Lord Fairfax 19 1 5.3 94.7 
Northern Virginia 250 34 13.6 86.4 
Old Dominion 191 15 7.9 92.1 
Peninsulas 62 5 8.1 91.9 
Rappahannock 79 5 6.3 93.7 
Southwest Virginia 15 2 13.3 86.7 
Thomas Jefferson 26 2 7.7 92.3 
Tidewater 109 14 12.8 87.2 
Western Virginia 78 13 16.7 83.3 
Out of State 0 0 0.0 0.0 
Total 893 108 12.1 87.9 

*Includes documentation of medication administration or relevant pertinent negative. 
 
Table 20. Analgesics Administered to Pediatric Patients with Pain Score of 4—10, First Quarter 2024, 
Virginia 

Analgesic Administered Number Analgesic 
Administrations† 

Percent of Analgesics 
Administered 

Acetaminophen/Tylenol 7 6.3 
Dilaudid/Hydromorphone 0 0.0 
Fentanyl 89 80.2 
Ibuprofen/Motrin 1 0.9 
Ketamine 4 3.6 
Ketorolac/Toradol 2 1.8 
Morphine 8 7.2 
Total 111 100.0 

†The number of analgesic administrations is higher than the number of patients receiving an analgesic, 
as patients may receive more than one medication during an incident.  



22 
 

Asthma Emergency Responses 

  Asthma incidents are defined as those with a primary impression that includes the words 
“asthma” or “reactive airway” or with a protocol that includes the word “asthma”. Patients with a 
primary impression of chronic obstructive pulmonary disease are excluded. Of the 183,981 emergency 
response incidents reported by EMS during the first quarter of 2024, 2,204 (1.2%) asthma incidents were 
identified. By age group, 30 (1.4%) incidents occurred among patients younger than two years of age, 
181 (8.2%) incidents occurred among patients 2 – 17 years of age, 1,992 (90.4%) incidents occurred 
among patients older than 18 years of age, and 1 (<0.1%) occurred among a patient of unknown age. A 
total of 1,004 (45.6%) incidents had no steroid, magnesium, or Albuterol/ipratropium administration 
documented, while 1,200 (54.4%) incidents reported administration of at least one of the three 
medications or had a pertinent negative documented. 

Narrative Review  

Of the 1,004 asthma incidents occurring among patients without steroid, magnesium, or 
Albuterol/ipratropium administration or a pertinent negative documented, 25 incidents were randomly 
selected for narrative review. Medication administration was documented in the narrative for 6 (24.0%) 
incidents. Of these six: 

• In two instances, use of an inhaler or nebulizer prior to EMS arrival was noted in the 
narrative, with no detail provided on what medication was administered. For one of the two 
patients, a steroid was also administered prior to EMS arrival.  

• In four instances, Albuterol was administered prior to arrival of EMS.  

The remaining 19 (76.0%) records did not have medication administration or a pertinent negative 
documented in the narrative. 

 

Table 21. Emergency Responses Among Asthma Patients with Albuterol/Ipratropium Administration* by 
Age Group, First Quarter 2024, Virginia  

Age Group Number 
Asthma 
Patients 

Number of 
Patients Receiving 
Albuterol/ 
Ipratropium 

Percent With Albuterol/ 
Ipratropium 
Administration 
Documented 

Percent Without 
Albuterol/Ipratropium 
Administration 
Documented 

< 2 years  30 7 23.3 76.7 
2 – 17 years  181 118 65.2 34.8 
18 and older 1,992 1,053 52.9 47.1 
Unknown 1 1 100.0 0.0 
Total 2,204 1,179 53.5 46.5 

*Includes documentation of medication administration or relevant pertinent negative. 
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Table 22. Emergency Responses Among Asthma Patients with Albuterol/Ipratropium Administration* by 
EMS Regional Council, First Quarter 2024, Virginia 

EMS Regional 
Council 

Number 
Asthma 
Patients 

Number of 
Patients Receiving 
Albuterol/ 
Ipratropium 

Percent With 
Albuterol/ 
Ipratropium 
Administration 
Documented 

Percent Without 
Albuterol/ 
Ipratropium 
Administration 
Documented 

Blue Ridge 57 32 56.1 43.9 
Central 
Shenandoah 

50 21 42.0 58.0 

Lord Fairfax 21 14 66.7 33.3 
Northern Virginia 145 94 64.8 35.2 
Old Dominion 293 186 63.5 36.5 
Peninsulas 209 129 61.7 38.3 
Rappahannock 185 88 47.6 52.4 
Southwest Virginia 274 110 40.1 59.9 
Thomas Jefferson 69 49 71.0 29.0 
Tidewater 592 320 54.1 45.9 
Western Virginia 303 135 44.6 55.4 
Out of State 6 1 16.7 83.3 
Total 2,204 1,179 53.5 46.5 

*Includes documentation of medication administration or relevant pertinent negative. 

 

Table 23. Emergency Responses Among Asthma Patients with Steroid Administration* by Age Group, 
First Quarter 2024, Virginia 

Age Group Number 
Asthma 
Patients 

Number Patients 
Receiving a 
Steroid  

Percent With Steroid 
Administration 
Documented 

Percent Without Steroid 
Administration 
Documented 

< 2 years  30 0 0.0 100.0 
2 – 17 years  181 29 16.0 84.0 
18 and older 1,992 349 17.5 82.5 
Unknown 1 1 100.0 0.0 
Total 2,204 379 17.2 82.8 

*Includes documentation of medication administration or relevant pertinent negative. 
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Table 24. Emergency Responses Among Asthma Patients with Steroid Administration* by EMS Regional 
Council, First Quarter 2024, Virginia 

EMS Regional 
Council 

Number 
Asthma 
Patients 

Number Patients 
Receiving a 
Steroid 

Percent With Steroid 
Administration 
Documented 

Percent Without Steroid 
Administration 
Documented 

Blue Ridge 57 20 35.1 64.9 
Central 
Shenandoah 

50 8 16.0 84.0 

Lord Fairfax 21 6 28.6 71.4 
Northern 
Virginia 

145 31 21.4 78.6 

Old Dominion 293 55 18.8 81.2 
Peninsulas 209 63 30.1 69.9 
Rappahannock 185 32 17.3 82.7 
Southwest 
Virginia 

274 50 18.2 81.8 

Thomas 
Jefferson 

69 11 15.9 84.1 

Tidewater 592 53 9.0 91.0 
Western 
Virginia 

303 49 16.2 83.8 

Out of State 6 1 16.7 83.3 
Total 2,204 379 17.2 82.8 

*Includes documentation of medication administration or relevant pertinent negative. 
 
 
Table 25. Emergency Responses Among Asthma Patients with Magnesium Administration* by Age Group, 
First Quarter 2024, Virginia 

Age Group Number 
Asthma 
Patients 

Number of 
Patients 
Receiving 
Magnesium  

Percent With 
Magnesium 
Administration 
Documented 

Percent Without 
Magnesium 
Administration 
Documented 

< 2 years  30 0 0.0 100.0 
2 – 17 years  181 4 2.2 97.8 
18 and older 1,992 96 4.8 95.2 
Unknown 1 1 100.0 0.0 
Total 2,204 101 4.6 95.4 

*Includes documentation of medication administration or relevant pertinent negative. 

 

 

  



25 
 

Table 26. Emergency Responses Among Asthma Patients with Magnesium Administration* by EMS 
Regional Council, First Quarter 2024, Virginia 

EMS Regional 
Council 

Number 
Asthma 
Patients 

Number of 
Patients 
Receiving 
Magnesium 

Percent With 
Magnesium 
Administration 
Documented 

Percent Without 
Magnesium 
Administration 
Documented 

Blue Ridge 57 8 14.0 86.0 
Central 
Shenandoah 

50 1 2.0 98.0 

Lord Fairfax 21 0 0.0 100.0 
Northern 
Virginia 

145 6 4.1 95.9 

Old Dominion 293 12 4.1 95.9 
Peninsulas 209 18 8.6 91.4 
Rappahannock 185 4 2.2 97.8 
Southwest 
Virginia 

274 3 1.1 98.9 

Thomas 
Jefferson 

69 1 1.4 98.6 

Tidewater 592 40 6.8 93.2 
Western 
Virginia 

303 8 2.6 97.4 

Out of State 6 0 0.0 100.0 
Total 2,204 101 4.6 95.4 

*Includes documentation of medication administration or relevant pertinent negative. 
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DEA Guidance on EMS 
Schedule II-V Medications 

  



DEA guidance on EMS Schedule II-V Medications 

(Based on email from Justin Wood, DEA Diversion Program Manager Virginia, Maryland, DC dated 7/3/24.  Same information shared with 
DEA supervisors in Virginia.  Reference:  Title 21 US Code Section 823(k)) 

 

Definitions: 

Registered location means a location that appears on the certificate of registration issued to an emergency 
medical services agency under 21 U.S.C 823(k)(13) or 21 U.S.C.823(g). 

Designated location means a location designated by a Registered EMS agency under 21 U.S.C.823(k)(13) paragraph 
5. 

1. In order to procure and administer Schedule II-V medications, the EMS agency must hold a DEA license as 
a registered location or be listed as a designated location under a registered location. 

2. An EMS agency may hold a single DEA registration in a state instead of requiring registration at each 
location of the EMS agency (21 U.S.C823(k)(2)).  The EMS agency may then identify designated locations 
that operate under the registered location. 

a. Leased space in a hospital could be a designated location of a EMS registered location.  The 
location should be provided to the local DEA office as a “designated” location for the main EMS 
DEA registrant.   

3. A registered EMS agency may deliver Schedule II-V controlled substances from a registered location of the 
agency to an unregistered location of the agency only if the agency designates the unregistered location for 
such delivery (21 U.S.C. 823(k)(5)). 

4. When using the option of a designated location, the EMS agency must notify the DEA of the location of 
designated location(s) at least 30 days prior to delivery of Schedule II-V controlled substances to the 
designated location. 

5. Storage of Schedule II-V controlled substances (21 U.S.C.823(k)(6)).  A registered EMS agency may store 
Schedule II-V controlled substances 

a. At a registered location of the agency 
b. At any designated location of the agency or in an emergency services vehicle situated at a 

registered or designated location of the agency, or 
c. In an emergency medical services vehicle used by the agency that is 

i. Traveling from, ore returning to, a registered or designated location of the agency in the 
course of responding to an emergency, or 

ii. Otherwise actively in use by the agency under circumstances that provide for security of the 
controlled substances consistent with the requirements established by the regulations of 
the Attorney General 

6. EMS agencies should notify their local DEA office of designated locations under the primary registered 
location 

7. A DEA 222 or CSOS is only used to transfer Schedule II-V between DEA registrants.  To transfer Schedule II-
V between a registered location and one of their designated locations, a DEA 222/CSOS is not utilized, but 
a record of transfer with all required information should be maintained (reference Virginia Board of 
Pharmacy emergency regulation for recordkeeping requirements) 

8. While wholesale distributors may require CSOS for the purchase of Schedule II-V, Form 222 are still 
allowable under federal law.   
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Accredited Paramedic Training Programs in the Commonwealth 
 
 

Site Name Site Number BLS 
Accredited 

# of Alternate Sites Accreditation Status Expiration Date 

Blue Ridge Community College 79005 Yes -- CoAEMSP - LOR  
Brightpoint Community College 04115 Yes -- CoAEMSP - Initial CoAEMSP 
Central Virginia Community College  68006 Yes -- CoAEMSP – Continuing CoAEMSP 
Chesterfield Fire and EMS 04103 Yes -- CoAEMSP – LOR  
ECPI University 70017 Yes -- CoAEMSP – Initial CoAEMSP 
Germanna Community College 13720 Yes -- CoAEMSP – LOR  
Hanover Fire EMS Training 08533 Yes -- CoAEMSP - LOR  
Henrico County Division of Fire 08718 Yes -- CoAEMSP – Initial CoAEMSP 
J. Sargeant Reynolds Community College 08709 No -- CoAEMSP – Continuing CoAEMSP 
Laurel Ridge Community College 06903 Yes -- CoAEMSP – Continuing CoAEMSP 
Loudoun County Fire & Rescue 10704 Yes -- CoAEMSP – Continuing CoAEMSP 
Newport News Fire Department 600975 Yes -- CoAEMSP – LOR  
Northern Virginia Community College 05906 Yes -- CoAEMSP – Continuing CoAEMSP 
Patrick and Henry Community College 08908 No -- CoAEMSP – Continuing CoAEMSP 
Piedmont Virginia Community College 54006 Yes -- CoAEMSP – Continuing CoAEMSP 
Prince William County Dept. of Fire and 
Rescue 

15312 Yes -- CoAEMSP – Inactive CoAEMSP 

Radford University Carilion 77007 Yes --- CoAEMSP – Continuing CoAEMSP 
Rappahannock Community College 11903 Yes -- CoAEMSP – Initial CoAEMSP 
Southside Virginia Community College  18507 Yes -- CoAEMSP – Continuing CoAEMSP 
Southwest Virginia Community College 11709 Yes 3 CoAEMSP – Continuing CoAEMSP 
Stafford County & Associates in 
Emergency Care 

15319 Yes 8 CoAEMSP – Continuing CoAEMSP 

Tidewater Community College 81016 Yes -- CoAEMSP – Continuing CoAEMSP 
VCU Health System Authority 76011 Yes 7 CoAEMSP – Continuing CoAEMSP 
Virginia Peninsula Community College 83012 Yes 2 CoAEMSP – Initial  

 
Programs accredited at the Paramedic level may also offer instruction at AEMT, EMT, and EMR, as well as teaching continuing education and auxiliary courses. 
 
Radford University Carilion CoAEMSP Reaccreditation Site Visit was conducted on February 8th and 9th and are awaiting their outcomes letter. 
Rappahannock Community College CoAEMSP Reaccreditation Site Visit was conducted on April 4th and 5th and are awaiting their outcomes letter.  
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     Accredited AEMT Training Programs in the Commonwealth 
 
 

Site Name Site 
Number 

BLS 
Accredited 

# of Alternate 
Sites 

Accreditation 
Status 

Expiration Date 

Accomack County Dept. of Public Safety 00121 Yes -- State – LOR December 31, 2024 
Augusta County Fire and Rescue 01521 Yes -- State – LOR December 31, 2024 
City of Virginia Beach Department of EMS 81004 Yes -- State – LOR December 31, 2024 
Danville Training Center 69009 No -- State – Full December 31, 2024 
Fauquier County Fire & Rescue – Warrenton 06125 Yes -- State – LOR December 31, 2024 
Frederick County Fire & Rescue 06906 Yes -- State – Full December 31, 2024 
Hampton Fire & EMS 83002 Yes -- State – Full December 31, 2024 
Hampton Roads Regional EMS Academy 
(HRREMSA) 

74039 Yes -- State – LOR December 31, 2024 

James City County Fire Rescue 83002 Yes -- State – Full December 31, 2024 
King George Fire, Rescue and Emergency 
Services 

09910 Yes --- State – LOR December 31, 2024 

Norfolk Fire and Rescue 71008 Yes  -- State – Full December 31, 2024 
Northern Neck Advanced EMS Education 
Alliance 

19318 No -- State – LOR December 31, 2024 

Paul D. Camp Community College 62003 Yes -- State – Full December 31, 2024 
Richmond Ambulance Authority 76031 No -- State – LOR December 31, 2024 
Rockingham County Fire and Rescue 16536 Yes -- State – LOR December 31, 2024 
Southwest Virginia EMS Council 52003 Yes -- State – Full December 31, 2024 
UVA Prehospital Program 54008 Yes -- State – Full December 31, 2024 
WVEMS – New River Valley Training Center 75004 No -- State – Full December 31, 2024 

 
Rockbridge County VRS has submitted a self-study for consideration of issuance of a Letter of Review. 
Prince Edward VRS has submitted a self-study for consideration of issuance of a Letter of Review. 
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Accredited EMT Training Programs in the Commonwealth 
 

Site Name Site 
Number 

# of Alternate 
Sites 

Accreditation Status Expiration Date 

Albemarle Co Dept of Fire 54013 -- State – Letter of Review December 31, 2024 
Arlington County Fire Training 01305 -- State – Letter of Review December 31, 2024 
Fairfax County Fire & Rescue Dept. 05918 -- State – Full June 30, 2029 
Gloucester Volunteer Fire & Rescue 07302 -- State – Letter of Review December 31, 2024 
Navy Region Mid-Atlantic Fire EMS 71006 -- State – Full December 31, 2024 
Roanoke Valley Regional Fire/EMS Training 77505 -- State – Letter of Review December 31, 2024 
Spotsylvania County Fire & Rescue 63010 -- State – Letter of Review December 31, 2024 
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