
  

 

   PREHOSPITAL MEDICAL ADVISORY COMMITTEE MEETING AGENDA (PMAC)  
 

PMAC MEMBERS PER POLICY 8202:  
 
Air Transport Provider Representative 
2.11  Kent McCurdy 
 
American Medical Response 
2.5 Wayne Ennis 
2.5   Sam Chua, MD 
2.5   Jim Price 
 
BLS Ambulance Service Representative 
2.12 Kelly Martinez 
 
Blythe Ambulance Service  
2.5  John Valentine    
 
Cathedral City Fire Department 
2.5 Robert Williams 
 
Corona Regional Medical Center 
2.1 Robbie Dunn, MD 
2.4 Ray Sweerman 
 
County Fire Chiefs’ Non-Transport ALS Providers 
2.10   Art Durbin 
 
County Fire Chiefs’ Non-Transport BLS Providers 

1. CALL TO ORDER 
Chair Reza Vaezazizi, MD 

 
2. PLEDGE OF ALLEGIANCE 

Reza Vaezazizi, MD 
 
3. ROUNDTABLE INTRODUCTIONS 

 Reza Vaezazizi, MD 
 
4. APPROVAL OF MINUTES (5 Minutes) 
      4.1 September 24, 2012 (Attachment A) 
 
5. COMMITTEE / TASK FORCE DISCUSSION (60 Minutes) 

This is the time / place in the agenda in which a brief committee report 
will be given.  Unless indicated, PMAC members are expected to 
engage in discussion for about 10 to 15 minutes per topic for the 
purposes of providing improved understanding and / or 
recommendations to the EMS Agency and the EMS Agency Medical 
Director.  PMAC will decide on an action at the end of each agenda 
item. 

5.1 2013 EMS Policy Manual Comments —Scott Moffatt (Attachment B) 
5.2 EMCC Report—Steven Patterson, MD / Jim Price (Attachment C) 

 
6. UNFINISHED BUSINESS (20 Minutes) 

6.1 Refusal of Treatment (Policy 4202)—Scott Moffatt (Attachment D) 
6.2 Prehosp. Rec. Centers (Policy 6101)—Bruce Barton (Attachment E) 

 
7. NEW BUSINESS (15 Minutes) 

7.1 Elections-Reza Vaezazizi, MD (Attachment F)  
• EMT-at-Large 
• Paramedic-at-Large 
• Vice-chairperson (prehospital care provider) 
• Chairperson (physician) 

7.2 PMAC Meeting Schedule for 2013—Brian MacGavin (Attachment G) 
 
 

         

The Next Meeting of PMAC is on: 
Monday, November 5, 2012 

9:00 AM to 11:00 AM 
Riverside County Regional Medical Center 

26520 Cactus Avenue, Moreno Valley 
Rooms A1018 and A1020 

951/358-5029 

2.9   Phil Rawlings (Vice Chair) 
 
Desert Regional Medical Center 
2.1   Babak Khazaeni, MD 
2.4   Shane McMurphy 
 
Eisenhower Medical Center 
2.1 Dan Olesnicky, MD 
2.4 Shellee Fetters 
 
EMT / EMT-P Training Programs 
2.5 Maggie Robles 
 
EMT-at-Large 
2.13  Mike Markert-Green 
 
EMT-P-at-Large 
2.13 Paul Duenas 
 
Hemet Valley Medical Center 
2.1  Robert Nakamura, MD 
2.4  Victoria Moor 
 
Idyllwild Fire Protection District 
2.5  Mike Mulhall 
 
Inland Valley Regional Medical Center 
2.1    Reza Vaezazizi, MD (Chair) 
2.4    Daniel Sitar 
 
JFK Memorial Hospital 
2.1  Troy Cashett, MD 
2.4  Katherine Heichel-Casas 



 
 

8. GOOD OF THE ORDER / ANNOUNCEMENTS (10 Minutes) 
This is the time / place in the agenda committee members and non 
committee members can speak on items not on the agenda but within 
the purview of PMAC.  Each announcement should be limited to 1 
minute unless extended by the PMAC Chairperson 
8.1  Committee Members 
8.2  Non Committee Members 

 
9.   NEXT MEETING / ADJOURNMENT (5 Minutes) 

January 28, 2013 
 
 
 

Kaiser Permanente Riverside 
2.1  Jonathan Dyreyes, MD 
2.4  Barbara Coriell 
 
Loma Linda University Medical Center 
3.6   Jeff Grange, MD 
2.4   Brett McPherson 
 
Loma Linda University Murrieta 
2.1   Robert Steal, MD 
2.4   John McGowan 
 
Menifee Valley Medical Center 
2.1  Todd Hanna,  MD 
2.4  Janny Nelsen 
 
Moreno Valley Community Hospital 
2.1  George Salameh, MD 
2.4  Diane Kahler-Bird 

 
Palo Verde Hospital 
2.1   David Sincavage, MD 
2.4   Rachel Cortazar 
 
Parkview Community Hospital 
2.1   Chad Clark, MD 
2.4   Toni Culver 
 
Rancho Springs Medical Center 
2.1   Russell Hatt, MD 
2.4   Debi Clark 
 
Redlands Community Hospital 
2.1   Phong Nguyen, MD 
2.4   Robert Tyson 
 
Riverside Community Hospital 
2.1   Stephen Patterson, MD 
2.4   Sabrina Yamashiro 
 
Riverside County Fire Department 
2.5   Scott Visyak (Coves) 
2.5   Robert Mcllroy (Indio) 
2.8   Robert Fish (Riverside Co. Fire Dept.) 
 
Riverside County Police Association  
2.7   Joe Flores 
 
Riverside County Regional Medical Center 
2.1   Tim Nesper, MD  
2.4   Kay Schulz 
 
San Gorgonio Memorial Medical Center 
2.1   Trence Clark, MD 
2.4   Trish Ritarita  
 
Ex-officio Members 
3.1   Cameron Kaiser, MD, Public Health Officer     
3.2 Humberto Ochoa, MD, EMS Agency Medical Director 
3.3 Bruce Barton, EMS Agency Director 
3.4 Brian MacGavin, EMS Agency Assistant Director 
3.5 Dimitrious Alexiou, Hospital Association of Southern California 
 
Trauma Audit Committee & Trauma Program Managers 
2.2   Tito Gorski, MD 
2.3   Georgi Collins 
 
Please come prepared to discuss the agenda items.  If you have any questions, call Brian MacGavin at (951) 358-5029.  PMAC Agendas 
with attachments are available at our website: www.rivcoems.org. 

 

http://www.rivcoems.org/
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TOPIC  DISCUSSION ACTION 
1. CALL TO ORDER    Brian MacGavin called the 

meeting to order at 9:00 AM. 
2. PLEDGE OF ALLEGIANCE    Brian MacGavin led in reciting 

the Pledge of Allegiance. 
3.    ROUNDTABLES  
        INTRODUCTIONS 

  Brian MacGavin began 
roundtable introductions. 

4.    APPROVAL OF MINUTES         
 

The minutes from the last PMAC 
meeting on June 18, 2012 were 
approved without changes. 

5.   COMMITTEE / TASK FORCE 
DISCUSSION 

   

5.1  2013 EMS Policy Manual  
        Updates – Scott Moffatt   

Scott Moffatt demonstrated how 
to view and comment on the 
draft polices.   
 
EMS Policy changes for 2013 
were discussed.  The 2013 Draft 
Policies are available to view for 
comment by visiting REMSA’s 
website at: 
http://remsa.us/policy/2013/. 
 
 
Regarding the Drug and 
Equipment List Policy (Policy 
3301), it was suggested to allow 
providers to phase‐in EKG 
monitors capable of EKG 
transmission due to the costs. 
 
There was much discussion on 
the impact that the Management 
of Controlled Substances Policy 
(Policy 3302) would have.  A 
phase‐in approach was 
recommended. 
 
Two major concerns with the 
Prehospital Receiving Center 
Policy (Policy 6101) were 
discussed: 
1. Having a specific ambulance 
wait time requirement will make 
hospitals accountable to CDPH 

REMSA will put a summary of 
the changes document on the 
website. 
 
A 30‐day comment period will be 
September 24 – October 24, 
2012.  Fax or email your 
comments to Scott Moffatt.   
 
 
 
 
REMSA agreed to allow for EKG 
transmission to be phased‐in.  
Language will be added to the 
policy to reflect this change. 
 
 
 
REMSA agreed to hold a 
workshop, to include a 
representative from DEA, to 
discuss methods in the 
implementation of this policy.  
 
 
Information only. 

http://remsa.us/policy/2013/
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Licensing and Certification for 
compliance.  Excessive ED wait 
times are not a routine problem 
for most hospitals but a policy is 
needed with a goal wait‐time in 
order to address this system‐
wide problem in a consistent 
fashion.  
 
2. REMSA does not receive 
outcome data from all hospitals. 
System‐wide outcome data is 
needed to improve our system.  
Hospital representatives state 
separating and collecting 
outcome data on patients 
received from prehospital 
providers would be too 
cumbersome.  REMSA does not 
want to overburden hospitals 
but just wants to get the process 
of data collection moving 
forward.  Initial data submissions 
can be rudimentary but useful.  
Fax or email written comments 
to Scott Moffatt. 

5.2  EMCC Report –  
       Steve Patterson 

No report given.   

6.    UNFINISHED BUSINESS   
 

 

6.1  Draft Policy 4202 – Scott    
       Moffatt   

PMAC did not give a 
recommendation to REMSA for 
the immediate implementation 
of the draft Patient Refusal of 
Treatment and/or 
Transportation Policy (Policy 
4202).  It was recommended 
additional language of 
clarification be submitted to 
REMSA in writing as soon as 
possible for a revised draft 
policy.  Fax or email written 
comments to Scott Moffatt. 

This item will be carried over to 
the November 5, 2012 PMAC 
meeting. 
 
 
 

7.    NEW BUSINESS     
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7.1  Introductions of EMS  
       Agency Program Staff 
       Members – 
       Bruce Barton 

Brian MacGavin introduced 
REMSA’s newest employee, 
Michael Dickey.  He is REMSA’s 
Contracts and Grants Analyst.  
Brian also introduced Patrice 
Shepherd in her new position as 
an Administrative Services 
Assistant.  A brief description 
was provided on what they will 
be doing for REMSA. 

Information only. 

8.   GOOD OF THE ORDER / 
      ANNOUNCEMENTS 
 
 
 
 
8.1 COMMITTEE MEMBERS 
 
 
 
 
 
 
 
8.2 NON COMMITTEE MEMBERS 

The 6th Annual Trauma 
Conference will be on October 
19, 2012 at RCRMC Moreno 
Valley Conference Center, 14075 
Frederick St., Moreno Valley, CA. 
 
RCRMC has been verified by the 
American College of Surgeons as 
a Level II Trauma Center. 
 
REMSA has 35 copies of the 2012 
Policy Manual available.  Please 
contact Scott Moffatt for a copy.  
 
No announcements given. 

Information only. 

9.   NEXT MEETING / 
      ADJOURNMENT 

November 5, 2012  Meeting adjourned. 
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FOR CONSIDERATION BY PMAC 
 
 
DATE:        October 30, 2012 
 
TO:            PMAC 
 
FROM:      Scott Moffatt, EMS Specialist 
 
SUBJECT:  Written Comments on the 2013 Policy Manual Changes  
 
ACTION:  Information for Further Discussion and Clarification at the Upcoming PMAC meeting 
 
 
REMSA has made changes to some of the 2013 policies based on comments received during the 
30‐day written comment period.   Following this cover memo is the comment matrix for 
presentation and discussion at PMAC. 
 
 
 



 

22001133  WWrriitttteenn  CCoommmmeenntt  FFoorrmm  
Effective 

January 1, 2012 

Expires 

December 15, 2012 
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2013 Written Comment Form 
This comment matrix allows the participants in the County of Riverside EMS System to formally submit written 
comments concerning the 2013 draft policies to the EMS Agency. Please submit this completed form to the EMS Agency. 
 

Policy Line Comment 

1207 41-44 We fully understand and appreciate the need to enhance the skill level of all paramedics however this 

mandate places a huge impact on our training division.  Our current system is set up to meet this 

requirement however we are concerned that each year there will be additional requirements for ALS 

reverification that our department will be responsible for meeting.   

REMSA Response: Our expectation is that field personnel will continue to increase their skills. This will require further 
educational requirements which we will publicize, discuss, and vet during our annual policy review process. 

Policy Line Comment 

1208 45-47 First verbiage should be changed from change of employer invalidates authorization- can it be frozen??  

 If an MICN has a current MICN card and changes employer-our facility will monitor the individual for 3 

months (see how they are doing) then give a protocol test and give the MICN radio preceptorship time 

depending on the individual (if person is from trauma center, etc).  Minimal time of 24 hours on the radio 

with another MICN.  This format is very similar to RCH. 

Having them have to do ride out time, field care audit time, and skills day when their actual MICN card has 

not actually expired is very cumbersome on the new employer.  

Also- does the individual re-apply for a new card?  Re-pay monies for a new MICN card? 

REMSA Response: We have adjusted Policy 1208 to follow the applicable part of Policy 1209. 

Policy Line Comment 

1208 44-47 Suggest remove wording “invalidates certification”. If a MICN leaves one place of employment and goes to 

another Base Hospital the entire challenge process is too cumbersome (riding out again or participating in 

skills validation again).  Suggest using the wording of “freezing certification” until new employment hospital 

submits in writing that the MICN may function as a MICN for their facility, otherwise the nurse would have 

to go through 90 hospital probation THEN another 90 days of challenge process making the MICN invalid 

for 6 months. Suggest use wording like policy 1207 54-64 to be consistent.  

REMSA Response: We have adjusted Policy 1208 to follow the applicable part of Policy 1209. 

Policy Line Comment 

1209 68 Suggest remove wording “invalidates certification”. If a MICN leaves one place of employment and goes to 

another Base Hospital the entire challenge process is too cumbersome (riding out again or participating in 

skills validation again).  Suggest using the wording of “freezing certification” until new employment hospital 

submits in writing that the MICN may function as a MICN for their facility, otherwise the nurse would have 

to go through 90 hospital probation THEN another 90 days of challenge process making the MICN invalid 

for 6 months. Suggest use wording like policy 1207 54-64 to be consistent. 

REMSA Response: We have adjusted these lines to refer to lines 25 through 39, simplifying the requirement as is 
intended. 
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Policy Line Comment 

2201 52 Clarification which Base Hospitals will have the COR radios in the future?  Time frame for our hospital to 

have a COR radio.  Concern regarding Verbiage “Base Hospitals will ensure that their Medical Control (COR 

frequencies) are fully functional”.  If this policy goes into effect-are we compliant on non-compliant with 

the policy if we do not have a COR.  COR Radio should not be referenced until COR radios are in place. 

Also- who would be paying for the COR radio and equipment?   

REMSA Response: We have adjusted this policy to correlate with the current state of our radio communications system. 
Future development will be vetted through the appropriate committees with ample opportunity provided for your 
participation. 

Policy Line Comment 

2201 

52-53 

Recommend developing shared frequencies in Riverside County and dispense with COR radios, unless newer 

technology is purchased and dispensed by REMSA.  

 

 

REMSA Response: We have adjusted this policy to correlate with the current state of our radio communications system. 
Future development will be vetted through the appropriate committees with ample opportunity provided for your 
participation. 

Policy Line Comment 

2201 52 EMS providers have not used the COR frequency for years. We still have the radio but it is not connected 

to a devise which would alert the MICN there is traffic on it. Hospitals have not invested in radio 

improvement because we are waiting to hear about REMSA upgrading to 800 Mega Hertz.  

REMSA Response: We have adjusted this policy to correlate with the current state of our radio communications system. 
Future development will be vetted through the appropriate committees with ample opportunity provided for your 
participation. 

Policy Line Comment 

2201    Our agency strongly supports. 

REMSA Response: Thank you for your support. 

Policy Line Comment 

3103 

18 

Policy 3101 Fireline EMT/Medic 

"Emergency medical personnel are authorized to render care within their scope of practice as a designated 

FEMT or FEMP during wildland fires as long as they meet all of the following requirements: 

a. Currently certified EMT, or AEMT; or state licensed paramedic. 

b. Locally certified or accredited by the County of Riverside EMS Agency (REMSA).  

c. Authorized to function as a FEMT or FEMP by the employing fire agency. 

d. Assigned to perform as a FEMT or FEMP by the appropriate incident command." 

 

Section B could become an issue for large fires where Line Medics and EMT come from other counties and 

are not REMSA approved (Remove this line) 

 

"FEMT or FEMP personnel must adhere to REMSA policies and procedures. At no time may a FEMT or FEMP 

function outside of REMSA medical control as provided through written standing orders or base hospital 

orders." 

If a medic is out of county then he/she will be unaware of REMSA policies, change to follow basic state 
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scope of CA or LEMSA based protocols and training. 

REMSA Response: This policy applies to REMSA authorized personnel. Per Title 22:  
 

(l) During a mutual aid response into another jurisdiction, a paramedic may utilize the 
scope of practice for which s/he is trained and accredited according to the policies and 
procedures established by his/her accrediting local EMS agency. 

Policy Line Comment 

3301 191 Please clarify that optional medications may be carried as a substitute only when there are medication 

shortages for such medications. 

REMSA Response: We have adjusted this policy based on your comment. 

Policy Line Comment 

3301 203 Please clarify that optional controlled substances may be carried as a substitute only when there are 

shortages of such controlled substances. 

REMSA Response: We have adjusted this policy based on your comment. 

Policy Line Comment 

3301 190 Alternative drugs. Originally the alternative list was created to address drug shortages. This new line 

change makes it clear that an agency can choose which drugs they want (including cost issues) to carry 

regardless of availability. Is that safe and prudent to have so many choices? May lead to med errors. There 

are studies which show varying labels and varying dose concentrations contribute to med errors in the 

hospital setting.  

If we go the route and allow providers can choose which drugs to carry then there should not be an 

“alternate list”…. just a inclusive list of approved EMS drugs. 

REMSA Response: We have adjusted this policy based on your comment. 

Policy Line Comment 

3301  190-

191 

Suggest that wording be left as is, I appreciate the pre-planned contingency with the fluctuating 

pharmacuetical industry and appreciate the ability to plan accordingly as needed. I also appreciate the need 

for standardization, but would like the ability to carry the optional pediatric concentrations of medication. 

As written now, that is possible. Changing the wording to make it so that only the standard drugs could be 

carried eliminates that possibility.  

REMSA Response: We have adjusted this policy based on our agreement with the comments that preceded your own. 

Policy Line Comment 

3301 Pg 2 Both the CA Ambulance Driver Certificate and the Medical Examiner's Certificate should be listed either 
"as applicable" or "optional."  As it is shown, it implies all EMTs must have it and based on 2 reason's 

not all EMTs will have them.  Reason #1 DMV may not issue the ambulance driver certificate due to 

convictions which the person may have which do not affect them being certified as an EMT but only as 
a driver.  Reason #2 is that each individual provider's insurance carrier will have different guidelines on 

who is insurable and so not all employees will be able to drive even if certified and so the driving 
certificates will not be maintained. 

REMSA Response: We have removed the personal documents that are regulated by law enforcement. 
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Policy Line Comment 

3301 Pg 6 Arm Splint’s list "(SAM is acceptable)" but for Leg Splint it does not list (Sam is acceptable) which 

implies that SAM splints cannot be used as a leg splint.  If you add it to one in needs to be for both, 

unless the county is now not allowing SAM splints to be utilized for leg fractures. 

 

REMSA Response: “SAM is acceptable” has been removed. 

Policy Line Comment 

3301 Pg 7 It states that Battery Powered Portable Suction Unit will be required.  It needs to stay with manual 
portable suction being required and showing battery powered as an option or just for ALS use because 

as a BLS provider we have never had a need for this.  It’s just an expense that is not justified. 

REMSA Response: For the time being, we will only require manually powered suction for EMT Ground Transport. 
However, the California Code of Regulations, Title 13, states: “Portable suction equipment. Squeeze syringes alone are 
not sufficient.” We will be making inquiries regarding the suitability of manually powered suction devices. 

Policy Line Comment 

3301 106 Battery powered portable suction will put a financial hardship on our company.  Being that at this time our 

service does not run a 911 EOA or ALS or CCT, the need for portable suction is very limited.  Due to this 

limitation in use, it will actually incur higher costs for our company without an increase in the standard of 

patient care.  The higher cost not only includes the initial purchase price of each battery powered portable 

suction but also with repairs and maintenance and not allow us as a company to be able to recoup that cost 

with our BLS transports at this time.  Most of our needs for suctioning are fulfilled by our on board 

suctioning devices and rarely by our current manual powered portable suction.   

REMSA Response: For the time being, we will only require manually powered suction for EMT Ground Transport. 
However, the California Code of Regulations, Title 13, states: “Portable suction equipment. Squeeze syringes alone are 
not sufficient.” We will be making inquiries regarding the suitability of manually powered suction devices. 

Policy Line Comment 

3301 Pg 19 Covered Waste Containers are still required.  Having the waste container have a cover has no purpose 

and it should revert back to just a waste container. 

REMSA Response: The California Code of Regulations, Title 13, requires: “An emesis basin, or disposable bags and 
covered waste container.” 

Policy Line Comment 

3301 126 Can you please clarify what constitutes a Light Response and when an AED is required? Our service deploys 

various levels of resources for special events. We receive requests from customers for the following 

resources: BLS single resource, BLS foot patrols, BLS bike Patrols, BLS golf carts, ALS bike patrols and 

ALS golf Carts. To give you an example: During an event we deploy several BLS foot patrols which are 

supported by ALS golf carts (ALS golf carts have Heart Monitors/AED’s). With the new protocol does a 

BLS foot patrol constitute a Light response and will it be required to carry an AED or can it be adopted as 

an acceptable practice to present a written plan on how an AED is available to the BLS foot patrol during 

these events?      

REMSA Response: Light Response includes foot patrol. As part of the organized EMS system any such patrol is 
responsible to provide CPR at the Healthcare Provider level, which includes defibrillation. An AED is required. 
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Policy Line Comment 

3301 

126-

127 

Working with our service at a variety of special events (Air shows, the Balloon and Wine Festival, 

Stagecoach, etc) we have a variety of "light response" options.  We have ALS level carts that have the 

materials specified in 3301, but our Foot Patrol units are usually BLS (without the AED as referenced by 

3301). Could the backup ALS cart with cardiac monitoring ability that would be actually transporting the 

patient needing this care suffice for the cardiac monitoring/electricity delivering capability?  

REMSA Response: Light Response includes foot patrol. As part of the organized EMS system any such patrol is 
responsible to provide CPR at the Healthcare Provider level, which includes defibrillation. An AED is required. 

Policy Line Comment 

3301 181-

182 

referencing the Albuterol MDI inhaler as required for light response. Similar situation as above comment, 

our ALS carts carry alubterol sulfate pillows of 2.5 mg in 3 mL NS plus the oxygen and delivery equipment 

to administer it.  Could this be an acceptable alternative to the Albuterol MDI? Suggestion: allow for the 

Albuterol MDI to be optional at the AEMT and Paramedic Level.  

REMSA Response: We have adjusted this policy based on your comment. 

Policy Line Comment 

3301 

 

Extra Bulb requirement:  Not always applicable.  Our blades have the bulb integrated into the blade and are 

disposable.   

 

ECG and 12 Lead Transmission requirements:  As discussed at the September PMAC this should become a 

requirement for any monitor purchased in the system after the 2013 protocol goes into effect.  This allows 

for the mechanism desired, which is to have minimum requirements for all agencies, but also allows for 

budgetary constraints the public agencies are facing.  Our agency will not be able to meet the transmission 

mandate in April due to fiscal restraint.  We have an attrition plan to replace all monitors with the 

requirements listed.  Currently our fleet is 50% complete with transmission capacity with a goal of 100% in 

4 years.  Our fleet is 100% compliant with the ECG mandate currently. 

REMSA Response: Extra bulbs: “(if applicable to device)” has been added.  
 
ECG transmission: We have adjusted this policy based on your comment. All monitors purchased after April 1, 2013, will 
meet this requirement. 

Policy Line Comment 

4101 
 

Like BH contact and report for these patient conditions, this contributes to patient safety. 

REMSA Response: Thank you for your support. 

Policy Line Comment 

4102 

 

RECOMMEND ADDING THE FOLLOWING TO MANDATED BASE HOSPITAL CONTACT:   

 

Any call for pain or trauma, no matter how seemingly trivial the mechanism, for patients ≥ 65   This keeps up 

with the current medicolegal risks of elderly patients with undiagnosed injuries that result from MOIs that 

otherwise are insignificant.  In short, place the older people in the same ALTE category (including slips & 

falls) as peds. 

REMSA Response: We do not believe that this would be a realistic expectation. Policy 4101 already requires BH contact 
when the EMT, AEMT, or PM is uncertain what patient disposition is indicated; which should be sufficient. 
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Policy Line Comment 

4102 

 

Policy 4102 Universal patient 

 "Weight by measurement, written record, report by patient or parent, Broselow tape or by ems provider 

estimate" 

Change to "Weight by measurement/ Broselow tape for all pediatrics, written record, and report by patient 

or parent or by ems provider estimate. 

Change height by measurement/ Broselow tape for all pediatrics etc... 

REMSA Response: Thank you for your comment.  
 
The methods for ascertaining weight are listed in order of accuracy: actual measurement is most accurate, written 
records have been shown to be more accurate than self/parent reports, reports are more accurate than the Broselow 
tape, and the Broselow tape is more accurate than an EMS estimate. However, there is no requirement to apply these 
methods in order and the provider is left to decide which method to use depending on the circumstances.  
 
Our policy does not preclude development of a service/agency specific internal policy requiring use of the Broselow tape 
in all pediatrics. 

Policy Line Comment 

4103  Addition of Fentanyl1mcg/kg max 300mcg adult(reduce to .5mcg/kg for >60 or liver dysfunction) pediatric 

repeat dose @ .5mcg/kg 2mcg/kg max 

Change in Sodium Bicarbonate administration to Imeq/kg for cardiac arrest no max dosage 

Magnesium sulfate for respiratory emergencies 2G over 20 min in 50cc NS 

Amiodorone 150mg/1O min for stable wide complex tachycardia Standing order 

Diltiazem .25mg/kg over 2 minutes max 20mg in absence of WPW identified or history of may repeat x 1 

.35mg/kg over 2 minutes max 25mg q 15 minutes 

Removal of Verapamil from Protocol with addition of Diltiazem 

REMSA Response: While the state has included Fentanyl in the latest draft of the paramedic scope of practice, it is not 
yet included in the state scope of practice. Diltiazem has been excluded from the most recent draft, as has Verapamil. 
Our medical director, Dr. Ochoa, has made it clear that he intends to adjust our scope once the state finalizes the 
changes that are currently in draft. See: http://www.emsa.ca.gov/about/Public_Comment.asp 
 
Per Dr. Ochoa’s direction, we have added Sodium Bicarbonate to standing orders in cardiac arrest following the review 
of Hs and Ts. 
 
 If you have conclusive evidence for the use of Magnesium in respiratory emergencies please submit it to the EMS 
Agency for Dr. Ochoa’s review.  
 
Any stable tachycardia will continue to be treated only as directed during base hospital contact. 

Policy Line Comment 

4103 

 

Recommend changing adult dose of ASA to 325mg consistent with AHA standards. With our agency 

providing pre-arrival instructions via the NAEMD standards the pre arrival dosages of ASA is 325mg (also 

consistent with AHA guidelines).  Since 325mg of ASA is the national AHA standard it seems appropriate as 

a REMSA system standard.  Under the current protocols, if a patient gets treated via EMD with pre-arrival 

instructions at patient will get 325mg of ASA, but by paramedic response the dosing is still 162mg.  We 

should bring them in line together for consistency.  Our agency has received inquiries of why patients are 

being treated by different dosing amounts.  This confusion can be avoided with consistency under the 

national model of 325mg.   

REMSA Response: We have adjusted this policy based on your comment. 

http://www.emsa.ca.gov/about/Public_Comment.asp
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Policy Line Comment 

4202 2 5. Any refusal of transport when further evaluation by an emergency physician is clinically indicated 

 

Delete this line.  Too vague and what threshold is being used as clinically indicated?  A paramedic, nurse, or 

physician threshold.  Replace with: 

 

5.  Any situation where the provider believes base hospital contact or discussion would benefit patient care 

or outcome.   

 

This statement serves as a catch all, similar to the original statement without invoking issues about what is 

the interpretation of “clinically indicated”.  In this statement, the provider does not need clinical indication 

but rather just the desire to consult with a base hospital. 

REMSA Response: We have adjusted this policy based on your comment. It now reads: Any situation where base 
hospital contact or discussion would benefit patient care or outcome. 

Policy Line Comment 

4202 2 We suggest the following language be added to the Treatment Protocol #4202 ensuring all Critical Trauma 

Patients refusing treatment and/or transport are based into a trauma center vs. a non-trauma center. 

Add: 

Contact a single REMSA authorized Trauma Base Hospital for: 

1. Any refusal of assessment, care and/or transportation for Critical Trauma Patients meeting Trauma 

Triage Criteria (Physiologic, Anatomic, Mechanism of Injury, and/or Age and Co-Morbid Factors). 

REMSA Response: We have adjusted this policy based on your comment. The following has been added: 
 
Contact a single REMSA authorized Trauma BH or STEMI BH, as appropriate, for: 

1. Any refusal of assessment, care and/or transportation of the Critical Trauma Patient (CTP) or possible  

    STEMI patient  

a. CTP Criteria is included in the REMSA Policy for Trauma Triage Criteria and Destination 

b. The possible STEMI patient is described in the REMSA Performance Standard for 12-Lead  

                                    Electrocardiogram 

Policy Line Comment 

4202 4 Should Read: Contact BHO for refusal of transport following initiation of ALS treatment when based on 

provider impression further evaluation is needed 

REMSA Response: No change to point 4; point 5 now reads: Any situation where base hospital contact or discussion 
would benefit patient care or outcome.  

Policy Line Comment 

4202 

 

Contact REMSA hospital…. #5: 

Suggest: Any refusal of transport when further evaluation by a ED physician is clinically indicated based on 

situation and/ or judgment of EMS care provider. ( this would include both EMT or EMTP roles) 

REMSA Response: Point 5 now reads: Any situation where base hospital contact or discussion would benefit patient care 
or outcome. 
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Policy Line Comment 

4202  PROPOSED 

 

Discourage any refusal of treatment and/or medical transport 

 

A patient, parent, parental designee, or guardian initiating refusal of treatment and/or transport must be: 

 

1. An apparently rational and competent legal-adult 

2. Alert and oriented to person, place, time and event 

3. Fully informed of, understands and acknowledges: 

a. The EMS provider’s level of training 

b. The EMS provider’s findings 

c. That, in the EMS provider’s judgment, additional treatment, transport and emergency department care is 

necessary 

d. The consequences that, in the EMS provider’s judgment, may result as a result refusing treatment and/or 

transport 

e. The ability to re-contact 911 for EMS care 

f. Other options for access to medical care 

 

 

Contact a single appropriate REMSA authorized base hospital for: 

1. Any refusal of transport or treatment for calls meeting mandatory Base Hospital Contact criteria 

2. Any call for pain or trauma, no matter how seemingly trivial the mechanism, for patients ≥ 65 

3. Any refusal involving a patient in custody 

4. Any refusal involving an ALTE for a non-emancipated minor 

 

RATIONALE 

3. Fully informed of, understands and acknowledges: (by adding the “s” to understand and acknowledge, this 

makes the AMA signers understanding and acknowledgement a verb, not an assumption—this means the 

patient actively states he/she understands the following a-f. 

 

1. Any refusal involving a non-emancipated minor 

2. Any refusal involving a patient in custody 

3. Any refusal of transport…. (“clinically” indicated is meaningless due to arbitrariness) 

4. Any refusal of transport following… (this is covered by recommended change) 

5. Any refusal of transport when….  (delete this because it is undefinable—a paramedic cannot be 

tasked with making a proxy judgment for a physician—that’s what the base hospital contact is for: if it 

rates base hospital contact then, by definition the judgment of a physician is called for) 

 

Contact a single appropriate REMSA authorized base hospital for: 

1. Any refusal of transport or treatment for calls meeting mandatory Base Hospital Contact criteria 

2. Any call for pain or trauma, no matter how seemingly trivial the mechanism, for patients ≥ 65 

3. Any refusal involving a patient in custody 

4. Any refusal involving an ALTE for a non-emancipated minor 

 

#1  gets rid of a lot of extra wording, and ties the standard of Universal  

Care (base hospital contact requirements) to the AMA.  Moreover, mandated BH Contact is there for a 

reason—high risk patients.  Why not standardize these potentially high-risk patients and tie in to the AMA 

side of things?  This makes for a simpler and more cogent policy? 

#2  adds high-risk group of elderly (this change could be skipped if the requirement to make BH contact for 

65+ patients is added to universal) 

#3 helps to settle an onerous issue between the field and the hospital qualifies the type of peds call that 

needs to be called in.   
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REMSA Response: While we appreciate your revision of Policy 4202 and see the merit of many of your suggestions, the 
interests of the EMS system as a whole will be better served if this is subjected to the full policy review process. Please 
bring this to next year’s Policy Review Forum. 

Policy Line Comment 

4203 9 Criteria met in #2 with rigor or lividity. Removal of criteria #9 

REMSA Response: We have adjusted this policy based on your comment. 

Policy Line Comment 

4301  On scene time goal <lOmin when trauma criteria met 

REMSA Response: We have adjusted this policy, and 4302, based on your comment. Both policies now include: 
 
Do not delay transport with nonessential treatment of the nonentrapped, transport ready, critical trauma patient 

                    Attempt to limit scene time to 10 minutes or less when Trauma Triage Criteria are met 

Policy Line Comment 

4303 

 

Expand and clarify what is a major/critical burn.  Recent review of burn incidents and transport destinations 

reveal confusion amongst responders and base hospitals of what meets critical burn criteria.  Our agency 

would like coordination between REMSA and Arrowhead Burn Center about what criteria is a critical burn 

which would be appropriate for transport to the burn center v. local PRC.  The current wording is ambiguous 

and not measurable, with the exception of criteria #4. 

REMSA Response: While we appreciate your suggestions, the interests of the EMS system as a whole will be better 
served if this subject is taken through the full policy review process. Please bring this subject to next year’s Policy Review 
Forum. 

Policy Line Comment 

4304  Cold water immersion for heat related illness if readily available; 

Infusion of cold saline 20ml/kg max 2Lfor temp > 102.2 

Use of Midazolam max lOmg for signs of shivering with SBP over 100 SO 

REMSA Response: While your suggestion for cold water immersion is supported by the PHTLS text for heatstroke, it is 
not supported in the case of heat exhaustion. Additionally, the PHTLs text acknowledges that distinguishing between the 
two conditions is difficult (Seventh Edition pp. 484-489). In line with the PHTLS text our policy provides for some active 
cooling procedures in all heat illness / hyperthermia. The policy includes cool saline by standing order and Versed by 
base hospital order. 

Policy Line Comment 

4402  Use of Nitroglycerine SL currently limited to 3 doses at .4mcg use should be continued q 5min till pain free 

max effects of nitroglycerine sublingual is 3-5 min with duration losting 20-30 min if poin is still present 

current doses of Nitroglycerin ore not effective leaving pt open to cardiac damage. Onset time for 

transdermal is approximately 30 min leaving a gap in effective peak ranges for medication. If SBP is 

greater than lOOmmHg administration should continue q 5 min 

REMSA Response: While we appreciate your suggestion, Nitroglycerin will continue to be repeated only twice by 
standing order, at which point base hospital contact is required if further repetition is needed. Note that Nitropaste is 
used in our system to supplement, not replace, spray/tablets; and that onset time varies widely. You may find this 
comment from drugs.com interesting: “It is reasonable to believe that the rate and extent of nitroglycerin absorption 
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from ointment may vary with the site and square measure of the skin over which a given dose of ointment is spread, but 
these relationships have not been adequately studied.” 

Policy Line Comment 

4402 

 

This policy should address triage criteria to differentiate ACS from STEMI as is clearly defined in the 

“Triage” part of policy 5401. Please put triage criteria as defined in 5401 here in this policy. This policy 

should address “patient disposition” just like the burn policy (patients with special needs). Identification of 

STEMI changes destination. 

REMSA Response: We have adjusted this policy based on your comment. Lines 111-136 of 5401 have been moved to 
4402 and edited. 

Policy Line Comment 

4403  Agreed this is a treatment protocol not an operational protocol. 

REMSA Response: Thank you for your support. 

Policy Line Comment 

4404  Adenosine 12mg may repeat xl @12mg Standing order, further doses require BHO 

-Use of Diltiazem for Narrow complex Tachycardia in absence of WPW identified or history of 

-Stable Wide Complex Tachycardia Amiodarone 150mg over 10 min Standing order 

REMSA Response: Per Dr. Ochoa’s review of the subject, repeating Adenosine will continue to require base hospital 
contact. 
 
Diltiazem is not in the current state paramedic scope of practice and has been excluded from the latest draft. We intend 
to adjust our scope once the state finalizes the changes that are currently in draft. See: 
http://www.emsa.ca.gov/about/Public_Comment.asp 
 
Any stable tachycardia will continue to be treated only as directed during base hospital contact. 

Policy Line Comment 

4405  Addition of Glucagon for Beta Blocker overdose in treatment 3mg, 

Addition of Calcium for Calcium Channel Blocker overdose lG 

REMSA Response: These orders are already included under Base Hospital Orders in Policy 4602. 

Policy Line Comment 

4406  Sodium BIcarbonate lmEQ /kg Standing order 

REMSA Response: Per Dr. Ochoa’s direction, we have added Sodium Bicarbonate to standing orders in cardiac arrest 
following the review of Hs and Ts. The adult dose will remain set at 50 mEq. 

Policy Line Comment 

4408  Use of CPAP for Asthma symptoms 5cmH20 for wheezes refractory to Albuterol treatment 

Midalolom lmg for anXiety may repeat max 2.5 SO. 

Addition of MagneSium Sulfate 2G over 20 min for severe respiratory distress 

REMSA Response: If you have conclusive evidence for the use of CPAP in asthma please submit it to the EMS Agency for 
Dr. Ochoa’s review. The base hospital must be consulted if repeated Versed (for anxiety associated with CPAP) is 

http://www.emsa.ca.gov/about/Public_Comment.asp
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required. If you have conclusive evidence for the use of Magnesium in respiratory emergencies please submit it to the 
EMS Agency for Dr. Ochoa’s review.  

Policy Line Comment 

4501  Policy should be Altered Mental Status, 

: assessment based treatment of hypoglycemia or drug intoxication if indicated by assessment 

REMSA Response: We have changed the title of this policy to “Hypoglycemia with Altered Mental Status”. 

Policy Line Comment 

4502  Refer to Policy 4701 for suspected Pre Eclampsia and Eclampsia 

REMSA Response: We have adjusted this policy based on your comment. 

Policy Line Comment 

4503  When Stroke criteria have been met on scene time goal <10 min. Establish IV access and perform non 

essential treatment en route to ED 

REMSA Response: We have adjusted this policy based on your comment. 

Policy Line Comment 

4603  Cooling measures in suspected Excited delirium for temperature greater than 101. 

Separate protocol for Behavioral emergencies 

REMSA Response: Cooling measures are currently included in Policy 4603. 
 
If you would like to begin development of a behavioral protocol please feel free to bring this subject to the Policy Review 
Forum next year and take it through the policy review process. Note that Riverside County Sheriff’s Department has 
formed a 5150 Working Group that may influence your intended policy, we are working on a performance standard for 
restraints, and that the current draft of the state paramedic scope of practice includes Ativan which Dr. Ochoa favors for 
this purpose.  

Policy Line Comment 

4701  Utilization of versed to stop active seizure activity Magnesium administration as directed is not possible in 

absence of established IV/IO access. 

Secondary to cessation of seizures infusion of Magnesium sulfate 4G over 5 minutes for suspected for 

seizure activity up to 6 weeks post-partum should be standing order, Seizure activity has occurred need 

for BHO should be for suspected Pre Eclampsia with associated signs and symptoms appropriately relayed 

for prophylactic treatment.  

REMSA Response: Unfortunately we don’t fully understand your comment. Magnesium is the drug of choice in this case; 
not Versed. While it may be difficult to establish vascular access in the seizing patient we consider that ability to be a 
basic paramedic skill. In any case, upon reviewing your comment, Dr. Ochoa has moved Magnesium to standing order in 
suspected pre-eclampsia or eclampsia; repetition requiring a base hospital order. 

Policy Line Comment 

5401 
 

STEMI triage criteria does not belong in the “STEMI centers” policy 

REMSA Response: We have adjusted this policy based on your comment. Lines 111-136 of 5401 have been moved to 
4402 and edited. 
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Policy Line Comment 

6101 284-

286 

This could be contrary to The Joint Commissions National Patient Safety Goals; “Improve the effectiveness 

of communication among caregivers.” If our goal is safe patient care, then patient care information needs to 

be given to the ER staff quickly and directly. “Waiting” for the ePCR to be completed, uploaded, and then 

expecting the ER staff to log into a program and print, is neither quick nor direct.  

We require a timely printed copy of the Patient Care Report. The care rendered by field personnel is 

exceptionally important to us for safe and effective care. 

 

The expectation that the ER staff should log into another computer program to access patient care records 

is problematic. Many of our Paramedic Receiving Centers are on computer overload. New programs are 

continually being brought out for us to use. Adding yet another program is going to add another layer of 

work. This will create a backlog of ePCRs that need to be printed and married up with the hospital medical 

record. Thus increasing the time between ePCR completion and adding to the medical record. If our goal is 

safe patient care, then patient care information needs to be given to the ER staff quickly and directly. 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101  We have serious concerns with Policy 6101. Specifically, the concerns 

revolve around two issues within the policy: 

 

1. A specific wall time mandate/goal 

2. The outcomes data request. 

 

As proposed, Policy 6101 would require hospitals with emergency departments (EDs) to 

commit to not haVing a patient on an emergency department gurney under the care 

management of a paramedic longer than 25 minutes. In addition, the policy requires 

hospitals to update their own internal policies defining wall times and the commitment 

to meet the standard set by REMSA. 

In doing so, both county and private-sector hospitals are subject to oversight by the 

California Department of Public Health (CDPH) for compliance, which includes 

substantial monetary penalty exposure. As you know, our hospitals strongly oppose 

being exposed to monetary penalties. 

 

The wall time issue is a complicated issue in that many factors cause wall time to increase that 

are out of the control of the hospital. Those factors include 5150 psychiatric holds that tie up ED 

beds and reduce the capacity of the ED, nurse staffing ratios, as well as sporadic, unplanned 

increase in ED utilization. The ED is a point of entry to the healthcare system for the uninsured 

and those with Medi-Cal. This ultimately leads to a capacity issue within Riverside County. 

 

The second issue with the policy revolves around the request that hospitals provide 

outcomes data to REMSA. Within this request, REMSA staff has neither defined the 

overall set of data that they 10uld like to obtain nor the means by which hospitals 

would provide the data. In anleffort to continuously improve, hospitals are 

constantly studying outcome5' The challenge is that hospitals do not study outcomes 

based on mode of arrival. In order to share outcomes data with REMSA, hospitals 

would have to add new staff 0 be able to retrieve data regarding patients who 

arrived via ambulance. If REM A is able to further define the scope of their request, 

as well as provide a method or sharing data that would use already reported data or 

find a means that would be cost neutral to the hospitals, the sharing out outcomes 

data would not be a major corI cern. 

 

From the hospital perspectiv ,the wall time issue is a system issue, NOT just a hospital issue. 
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In fact, hospitals have been cdmmitted to improvements in the system. Over the years, best 

practices have continuously bken implemented and there is a commitment to continue to look 

at means which may lead to irhprovements. It is those efforts that have caused improvements 

in the number of bed delays Jithin Riverside County. For example, between 2010 and 2011, 

the number of bed delay occu11rrences decreased by 9,586 (32%) over the previous year. There 

was not a policy or regulation in existence that mandated wall times that caused that 

improvement to occur. The i"1Provement was driven by the very hospitals that have the same 

incentive as all of the other partners participating in the emergency medical services 

system...to see patients in a timely manner and provide safe and quality care. 

 

For these reasons, we believe that Policy 6101 proposes a vexing and costly solution for a 

problem that can be managed in more collaborative and productive ways. Accordingly, we 

again request that you reconsider this well-meaning but ill-advised policy. 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 189-

190 

I wish to express our concerns and reinforce and support the October 1, 2012 comments submitted to you 

by Dimitrios Alexiou, Regional Vice President for the Healthcare Association of Southern California. Our 

primary concern is in regards to the specific 25 minute wall time mandate. This mandate and the 

requirements of this policy will subject the hospital to CDPH compliance oversight and possible monetary 

penalties. In the emergency room setting there are often factors out of the hospital’s control that will 

increase wall times. Those factors include 5150 psych holds, multiple trauma patient arrivals, and overall 

surges in ER utilization. Our facility always strives to meet wall time requirements and is committed to 

improving the system; however, we echo HASC’s position on this policy and request that you reconsider this 

well-meaning, but ill-advised policy. 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 132 To determine that “25 minutes” is an acceptable “timely” transfer of the patient is not based in reality.  On 

one hand there is absolutely NO DIVERSION, yet the patients can continue to flood into the ED.  Our ED is 

undersized and only built to accommodate approx. 25,000 annual patient visits, yet we see 43.000+ and 

rising each year.  Despite implementation of best practices our space is limited.   We do have plans to 

announce soon a new ED that will double the size of the existing space.  At that point it would be more 

reasonable to discuss what “timely” actually means.  To ignore this will doom this hospital to sanctions for 

not meeting this standard and place the facility in jeopardy of losing it’s receiving facility designation.  Do 

you envision 43,000 patients accessing ED care from Corona somewhere else?  I would be very concerned 

that this rule would in fact reduce access to care. 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 236 It is unreasonable to expect hospitals to add labor to comply with this requirement.  Would raise cost that 

would have to be translated to increase cost to the care of patients.  This is onerous.  

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 
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Policy Line Comment 

6101 all I wish to reinforce and support the October 1,2012 comments submitted to you by Dimitrios Alexiou, 

Regional Vice President for the Healthcare Association of Southern California for our Inland Region. 

 

Beyond the exposure to financial penalties via California Department of Public Health oversight as 

required under the Policy, the wall time issue remains a complex one occurring in the critical ED setting. 

As you know, this hospital and our other facility locally provide more than their share of care to 

the Medi-Cal and uninsured residents, which when combined with other factors often take the issue of 

increases in wall time out of our control. 

 

Moreover, the wall time issue is a systemic one, not something limited to or under the sole control (or 

remedy) of hospitals. At a time of great uncertainty with respect to the funding and organizing of care 

for those sponsored by government (Medicare, Medi-Cal, county-sponsored and uninsured), this is not 

the time to generate additional and unnecessary organizational, reporting and compliance costs and 

obligations on hospitals as would result under the Policy. 

 

It is my understanding that the local hospital community has been committed to improvements in the 

systems for many years and you can count on our continued involvement 

in joint efforts by all stakeholders on this and other urgent systemic issues going forward; however, we 

echo HASC's position and respectfully request that you reconsider this well-meaning but ill-advised 

policy. 

 

Thank you for your consideration of our views on this important matter. 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 all Our hospital opposes the policy based on two major areas of disagreement. 

 

First of all as proposed, Policy 6101 would require our facility to commit to not having a patient on an 

emergency department gurney under the care management of a paramedic longer than 25 minutes.  In 

addition, the policy requires our facility to update our own internal policies defining wall times and the 

commitment to meet the standard set by REMSA.  In doing so, our facility would be subject to oversight by 

the California Department of Public Health (CDPH) for compliance, which includes substantial monetary 

penalty exposure. As this is not an area that our facility has control over with the volume of patients coming 

to the facility being a complete unknown on any given day, it is impossible for us to accept this mandate.   

 

The second issue with the policy revolves around your request that we provide outcomes data to REMSA.  

Within this request, REMSA staff have neither defined the overall set of data that they would like to 

obtain nor the means by which hospitals would provide the data.  Staff resources for our facility are 

extremely tight for data gathering, and we prefer to decide the best uses of these resources based on our 

facility’s objectives and goals.   

 

Thank you again for the opportunity to give input to this process. 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 all On behalf of our hospital, I wish to reinforce and support the October 1, 2012 

comments submitted to you by Dimitrios Alexiou, Regional Vice President for the Healthcare Association 

of Southern California for our Inland Region. 
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Beyond the exposure to financial penalties via California Department of Public Health oversight as 

required under the Policy, the wall time issue remains a complex one occurring in the critical ED setting. 

As you know, this hospital and our other Tenet facility locally provide more than their share of care to 

the Medi-Cal and uninsured residents, which when combined with other factors often take the issue of 

increases in wall time out of our control. 

 

Moreover, the wall time issue is a systemic one, not something limited to or under the sole control (or 

remedy) of hospitals. At a time of great uncertainty with respect to the funding and organizing of care 

for those sponsored by government (Medicare, Medi-Cal, county-sponsored and uninsured), this is not 

the time to generate additional and unnecessary organizational, reporting and compliance costs and 

obligations on hospitals as would result under the Policy. 

 

It is my understanding that the local hospital community has been committed to improvements in the 

systems for many years and I know you can count on our continued involvement in joint efforts by all 

stakeholders on this and other urgent systemic issues going forward; however, we echo HASC's position 

and respectfully request that you reconsider this well-meaning but ill-advised policy. 

Thank you for your consideration of our views on this important matter. 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 all Our hospital appreciates the opportunity to provide you with a public 

comment regarding the proposed 2013 Policy Manual. Specifically, the concern centers on the issue of 

a specific wall time mandate/goal. The hospital cannot support adoption of a county policy that includes 

wall time and will be unable to sign an agreement that includes a specific mandate for wall times. The 

goal of our hospital has always been and will continue to be to see our 

patients in a timely and efficient manner where they receive timely, safe, quality care. However, we do 

not see that the wall time proposal will further those goals, and, indeed, will result in other adverse 

consequences. 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 all Our hospital opposes the policy based on two major areas of disagreement. 

 

First of all, as proposed, Policy 6101 would require our facility to commit to not having a patient on an 

emergency department gurney under the care management of a paramedic longer than 25 minutes.  In 

addition, the policy would require our facility to update our own internal policies defining wall times and the 

commitment to meet the standard set by REMSA.  In doing so, our facility would be subject to oversight by 

the California Department of Public Health (CDPH) for compliance, which would subject us to substantial 

monetary penalties. As our facility cannot control the volume of patients coming to our Emergency Room on 

any given day, it is impossible for us to accept this mandate.   

 

The second issue with the policy revolves around your request that we provide outcomes data to REMSA.  

Within this request, REMSA staff have neither defined the overall set of data that they would like to 

obtain nor the means by which hospitals would provide the data.  Staff resources for our facility are 

extremely tight for data gathering, and we prefer to decide the best uses of these resources based on our 

facility’s objectives and goals.   

 

Thank you again for the opportunity to give input to this process. 
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REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 14 Remove base hospital  

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 129 Suggest Remove:  The ED is regulated by CMS, CDPH, Title 22, and BRN to comply with this already.  The 

EMS having these mandates in a policy statement is an unnecessary and inappropriate redundancy 

requirement. Suggest that this references Title 22, CMS, CDPH, and BRN standards 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 186-

189 

 

 

274-

278 

 

 

 

 

 

 

Recommend a numerical measurement for all hospitals of the goal to off load an ambulance within 30 

minutes of arrival to a hospital 80 % of the time reported by EMS Quarterly.  Failure to meet goal will be 

followed up by EMS with the hospital submitting an action plan for compliance.  

 

 

There are multiple redundancies throughout this policy addressing this issue.  This policy needs to be re- 

structured with this subject matter addressed thoroughly in one area of the policy. 

 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 134—

137 

Needs to aligned with staffing requirements are outline in state and federal law and regulations.  

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 137-

140 

Recommend referring to hospital  policy  

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 
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Policy Line Comment 

6101 208-

209 

 

 

274 b. 

278-

278 

 

 

 

 

 

 

Recommend completing evaluation to determine the amount of increase burden on ED RN staff to complete 

this system. Need to validate IT compatibility with current hospital systems.  

 

 

Recommend that each PRC submit their individual policies to REMS outlining their receiving methodologies. 

Recommend a numerical measurement for all hospitals with a goal to off load an ambulance within 30 minutes 

of arrival to a hospital 80 % of the time reported by EMS Quarterly.  Failure to meet goal will be followed 

up by EMS with the hospital submitting an action plan for compliance. Mandating how this is accomplished is 

unnecessary.  

 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 221-

225 

 

 

 

 

 

 

 

 

Recommend REMS provide portable printer for EMS to print their ePCRs . The PRC/Base Station receiving 

provider will provide a printed face sheet to the EMS transporting agency until the PRC/Base station has 

migrated to a compatible EMR with an appropriate interface.  

 

 

  

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 233 

 

257-

263 

 

 

Clarification is needed regarding EMS patient registry vs. log.  What is referred to in Title 22 is a log.   

2) Information being shared with REMS would be limited and be in an aggregated format. 

 

A better option would do focused studies/evaluations of specific patient groups that would have information 

that would be potentially beneficial and have meaning both to the hospital and prehospital agencies.   

 

Recommend: That any research opportunity that includes hospital data must be submitted through each 

facilities IRB process.  

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 267 When EMS fails to retrieve their equipment at time of delivery, said equipment will be place in a convenient 

storage area for EMS to retrieve at their convenience.  The hospital will not participate in monitoring 

prehospital equipment. 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
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under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 281 Recommend a numerical measurement for all hospitals of the goal to off load an ambulance within 30 

minutes of arrival to a hospital 80 % of the time reported by EMS Quarterly.  Failure to meet goal will be 

followed up by EMS with the hospital submitting an action plan for compliance.  

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 323-

336 

Recommend that REMSA outline their mission and qualify their oversight of the EMS system as outlined by 

the state of California. REMSA should notify the appropriate regulatory body when facilities are non 

compliant and fail to respond appropriately to REMSA’s guidance.  

 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 333-

336 

Recommend that REMSA outline their mission and qualify their oversight of the EMS system as outlined by 

the state of California. REMSA should notify the appropriate regulatory body when facilities are non 

compliant and fail to respond appropriately to REMSA’s guidance.  

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 

 

131 Suggestion: “Timely” will be defined as the patient physically transferred from the ambulance gurney to the 

ED gurney based on the availability of ED beds and staffing. 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 139 Regarding “New graduate nurses must have ACLS within 4 months…” Request this changed to 6 months to 

reflect our current policy 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 189 Suggestion: “Timely” will be defined as the patient physically transferred from the ambulance gurney to the 

ED gurney based on the availability of ED beds and staffing. 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 
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Policy Line Comment 

6101 233 Regarding “EMS patient registry..” We currently have log with all the information required by Title 22. A log 

is different than a registry. A true registry would require additional employees to enter information, which 

hospital cannot support financially or maintain within the confines of its current budget.  

It is not clear if EMS agency wants direct access to this registry. 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 241 #4 EMS focused audits: may not be specifically written in this policy but I strongly suggest that the 

focused audits are not retrospective but rather prospective (planned): “ this quarter we will focus on full 

arrest outcomes” etc. this allows the hospital to plan and prepare to collect data then to pull hundreds of 

old charts from medical records. 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 267 Regarding “monitoring and storing of prehospital equipment”. The hospital staff will place EMS equipment 

(backboards, splints, etc) in designated closet but cannot continually “monitor” it once it is placed there. The 

hospital will not be fiscally responsible for EMS equipment left in closet. Suggest remove word “monitor” 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 284 Regarding Access to web-based program for ePCRs….” Hospital strongly opposes to require hospital staff to 

access and print ePCRs on a web-based program instead of current practice of paramedic printing patient 

report prior to leaving hospital. First, this places an additional burden to those facilities with heavy EMS 

volume and second, we believe that having the paramedic complete and present a written document as well as 

provide an oral report supports the Joint Commissions National Safety Goal of improvement of handoff 

communication between caregivers. If allowed to leave the hospital grounds without written documentation, 

how long will it take for the paramedics to complete and download the report? What is the motivation to 

have it completed ASAP? The PCR is needed at the time of service for reference of valuable information 

such as location where patient was found, medications, prehospital treatment provided, etc. 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

6101 306-

321 

Time frame for review not specific, proposed quarterly review. Hospitals not meeting targets should show a 

positive trend of improvement in reduction of on the wall times 

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 
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Policy Line Comment 

6101 1-337  This policy sets forth obtainable, objective criteria for prehospital receiving centers to be accountable for. 

While I am sensitive to the fiscal impact and demand that such a policy will have, an EMS system can only be 

as functional as its individual parts. There needs to be responsbility and accountability on both sides of the 

patient care spectrum - in and out of hospital. Our system relies on expedient patient transport and 

expedient return to service; not only does our system demand this but the populations we serve daily rely on 

this. Pre-hospital care has a responsibility to meet response times as set forth by our governing and 

regulatory agencies, and we have monetary penalities if these criteria are not met. Many of the 

requirements set forth in this policy seem to represent a in-hospital equivalent. As discussed in PRF on 

10/24 perhaps a stronger definition of outcome data and how to collect it is warranted.  

REMSA Response: Policy 6101 has received numerous comments, has been extensively modified, and will be addressed 
under “New Business” at PMAC with the intent of initiating a second written comment period solely for this policy. 

Policy Line Comment 

7101 361 Line needs to be eliminated due to the fact that base hospitals in 2013 will no longer be restocking narcotics 

for the prehospital agencies. 

REMSA Response: We have adjusted this policy based on your comment. 

Policy Line Comment 

7101 

 

The system needs to revisit this policy and make significant revisions to accommodate changes enjoyed by 

use of ePCR.  This policy currently does not take advantage or take into account fundamental changes to the 

system because of ePCR.  This should be a priority beginning 2013.  

REMSA Response: Thank you for your comment.  Please bring this policy to the Policy Review Forum for consideration 
during the next year. 

Policy Line Comment 

7701 34 Transporting agencies should leave the paper ePCR at the PRC before they leave for safe handoff and 

communication to the receiving hospital staff. It is not practical to have ED staff wait to print the ePCR 

hours later when it becomes available and then try to match with chart. This is an extreme burden to 

facilities with high EMS ambulance volume. Hospitals in San Bernardino still print ePCRs for PRCs. 

REMSA Response: Thank you for your comment.  Safe handoff communication is addressed in Policy 4102 with a verbal 
SBAR. Note that the transporting agencies have an even more impractical situation when it comes to printing ePCRs by 
nature of their mobile operations. Moving toward paperless healthcare will continue to be a painful process and it is our 
goal to eliminate any need to print ePCRs. Please continue to communicate your needs in a spirit of cooperation as we 
move forward.  

Policy Line Comment 

7701 65 Just want to confirm the language of this line.  I read it as all ALS first responders and ALS ground 

transport providers will need to be compliant with the ePCR, not that all ground transport providers (ie BLS) 

providers will also fall under this requirement. 

REMSA Response: Yes, you are correct.  
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Policy Line Comment 

7701 65-66 As you are aware, we are currently utilizing the Sansio ePCR system and it is working great however there 

are many reporting systems out there that are all inclusive and manage not only EMS but also Fire, 

Hazardous Materials, Fire Inspection Programs and etc.  We want to have the flexibility to choose the most 

appropriate record management system (RMS) for our organization.  Perhaps you can provide us with a list 

of RMS programs that we can use in addition to the preferred Sansio program. 

REMSA Response: Our intent is to standardize EMS data collection. This results in more useful data that will allow us all 
to make better decisions regarding our EMS system. 

Policy Line Comment 

7701 

 

Our agency strongly supports lines 64 through 68.  The transport agencies should be required to be on the 

County based ePCR system.  The system will enjoy great benefit and advancement from this process. 

REMSA Response: Thank you for your support. 

Policy Line Comment 

8102 
 

Please add resource list for facilities with helipads 

REMSA Response: We have made a note and will adjust this policy based on your comment. 

Policy Line Comment 

9302 

 

STEMI report. It should say “when all sections of form is complete to send to REMS” otherwise incomplete 

forms will go directly to EMS and the STEMI center won’t be able to enter data onto form 

REMSA Response: We have adjusted this report based on your comment. 
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FOR CONSIDERATION BY PMAC 
 
 
DATE:        October 30, 2012 
 
TO:            PMAC 
 
FROM:      Brian MacGavin, REMSA Assistant Director 
 
SUBJECT:  EMCC Report 
 
ACTION:  Information only 
 
Dr. Stephen Paterson and Jim Price are currently the PMAC representatives to the Emergency 
Medical Care Committee (EMCC).   Dr. Patterson and / or Jim Price will be providing a report to 
PMAC from the last EMCC meeting held on October 3, 2012.  
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FOR CONSIDERATION BY PMAC 
 
 
DATE:        October 30, 2012 
 
TO:            PMAC 
 
FROM:      Scott Moffatt, EMS Specialist 
 
SUBJECT:  Written Comments on Policy 4202, Refusal of Treatment and / or Transportation   
 
ACTION:  Information for Further Discussion and Immediate Implementation  
 
 
REMSA has made changes to Policy 4202 based on comments received during the 30‐day 
written comment period.   Following this cover memo is a draft of Policy 4202 for discussion at 
the November 5, 2012 PMAC meeting prior to immediate implementation.  
 
 
 



  

TTrreeaattmmeenntt  PPrroottooccooll  4202 
Effective 

April 1, 2013 

Expires 

March 31, 2014 
Policy: 

Refusal of Treatment and/or Transport 

Approval: REMSA Medical Director 

Humberto Ochoa, MD 

Signature 
 

Applies To: 

EMR, EMT, AEMT, PM, BH, EMS System 

Approval: REMSA Director 

Bruce Barton, Paramedic 

Signature 
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FOR CONSIDERATION BY PMAC 
 
 
DATE:        October 30, 2012 
 
TO:            PMAC 
 
FROM:      Bruce Barton, REMSA Director 
 
SUBJECT:  Prehospital Receiving Centers (Policy 6101)  
 
ACTION:  REMSA Recommends Approval of an Additional 30‐day Comment Period Due to 
Extensive Changes Made to Policy 6101 
 
 
After a 30‐day comment period REMSA has made substantial changes to the Prehospital 
Receiving Centers (Policy 6101).  It is therefore that REMSA recommends approval for an 
additional 30‐day comment period for Policy 6101.  Following this cover memo is the revised 
draft of Policy 6101 for presentation and discussion at PMAC. 
 
 
 



  

Administrative Policy 6101 
Effective

April 1, 2013 
Expires 

March 31, 2014 
Policy: 

Prehospital Receiving Centers (PRC) 
Approval: REMSA Medical Director 

Humberto Ochoa, MD 
Signature 
 

Applies To: 
Non-Base Hospital PRC 

Approval: REMSA Director 
Bruce Barton, Paramedic 

Signature 
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3 
4 
5 
6 

PURPOSE 
This policy defines the requirements for a hospital to be designated as a Prehospital Receiving Center (PRC) in Riverside 
County.  
 
AUTHORITY 
California Health & Safety Code, Division 2, Chapter 2, Article I, Section 1255.1 7 
California Health & Safety Code, Division 2.5, Chapter 2, Sections 1797.67 and 1797.88 8 
California Health & Safety Code, Division 2.5, Chapter 6, Article 3, Section 1798.170  9 
California Code of Regulations, Title 22, Division 9, Chapter 7, Section 100243 10 

11 
12 

 
Prehospital Receiving Centers 
Implementation of this Policy 13 

14 
15 
16
17
18 
19 

A hospital within Riverside County functioning as a prehospital receiving center as of the effective date of this policy that 
meets the following criteria is authorized as a Riverside County PRC: 

1. Is licensed by the California Department of Public Health as a general acute care hospital  
2. Is permitted by the California Department of Public Health to operate a basic or comprehensive emergency  

medical service 
 

Initial Designation of a new Prehospital Receiving Center  20 
21
22 
23
24 
25 
26 

1. Hospitals applying for initial designation as a PRC must submit an application to REMSA along with evidence of  
compliance to all criteria in this policy. 

2. REMSA will review the submitted material, perform a site visit, and meet with appropriate hospital personnel.  
Following a thorough review, REMSA will provide its findings to the Emergency Medical Care Committee (EMCC) 
for recommendations for endorsement or denial of endorsement of PRC designation. 

 
Continuing Designation as an Prehospital Receiving Center 27 

28
29 
30 
31 
32 
33 
34
35 
36
37 

1. REMSA shall monitor designated PRC’s compliance with the provisions of this policy. A compliance review will  
occur one year after the effective date of this policy and then at three year intervals, or more often as deemed 
necessary by the REMSA Medical Director. PRCs may be required to submit specified written materials to 
demonstrate compliance with this policy. Site visits may be performed at the discretion of REMSA with or 
without prior notification for the purposes of verifying compliance with this policy. The PRC will make records 
and personnel available to REMSA that are pertinent for compliance verification. 

2. REMSA will provide its findings to the EMCC for recommendations for endorsement or denial of PRC  
designation.  

3. Final authority for PRC designation rests with the REMSA Medical Director.  
 
Emergency/Temporary Designation as a Prehospital Receiving Center 38 

39 
40 
41 
42 
43 
44 
45 

During EMS surge events such as pandemic flu outbreaks or mass casualty incidents (MCIs) that overwhelm or 
threaten to overwhelm the patient care capacity of designated PRCs and the EMS system, REMSA may designate 
temporary PRCs to meet EMS system needs. These may include but not be limited to the following as authorized by 
the REMSA Medical Director and/or Public Health Officer: 

a. Any hospital within Riverside County 
b. Any activated Field Treatment Site (FTS)  
c. Any activated Alternate Care Site (ACS)  

http://codes.lp.findlaw.com/cacode/HSC/1/d2/2
http://codes.lp.findlaw.com/cacode/HSC/1/d2.5
http://codes.lp.findlaw.com/cacode/HSC/1/d2.5/6
http://government.westlaw.com/linkedslice/default.asp?RS=GVT1.0&VR=2.0&SP=CCR-1000&Action=Welcome
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46 
47 

d. Any medical clinic 
 
Change in Ownership/Change in Executive or Management Staff  48 

49 
50 
51 
52 
53 
54 

Prehospital Receiving Centers will notify REMSA in writing at least 30 days prior to the effective date of any changes 
in hospital ownership as defined in 42 C.F.R. 489.18 adopted by the Centers for Medicare & Medicaid Services.   Any 
change in hospital service levels as a result of a change in ownership may require re‐designation by REMSA.  Key 
personnel changes in chief executive staff, emergency department (ED) management (e.g., ED physician group, 
nurse manager) will be communicated in writing to REMSA within 10 days of the effective date of the change. 
 

Reduction or Elimination of Services by the Prehospital Receiving Center 55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 
66 
67 
68 
69
70 
71
72 
73 
74 
75 
76 
77 
78 
79 
80 
81 
82 
83 
84 

Prehospital Receiving Centers considering a reduction or elimination of emergency services must notify the State 
Department of Health Services and REMSA a minimum of 90 days prior to the planned reduction or elimination of 
services. 

 

Hospital Licensing and Accreditation 
Hospital will notify REMSA in writing if the hospital is found to not be in compliance with regulations applicable to 
services provided within the scope of being a Prehospital Receiving Center.  If REMSA determines that the non‐
compliance materially interferes with the ability of the hospital to meet its obligations under this Policy or threatens 
the health and safety of emergency patients, REMSA, subject to the written notice and appeal rights of this Policy, 
will determine whether the hospital may continue to receive 9‐1‐1 patients during the periods that corrective 
actions are underway. 

 

Confidentiality 
1. Except as required by law, all information obtained by the REMSA in the investigation process are treated as  

confidential matters between REMSA and the PRC. 
2. All data and other information submitted by an PRC to REMSA under this Policy for the purpose of monitoring,  

evaluating or reporting on the necessity, quality and level of emergency services, including data or other 
information under the heading below entitled "Data Collection/Continuous Quality Improvement," shall be 
subject to California Evidence Code §1157.7, to the maximum extent of the law.  REMSA shall establish a 
committee for the purpose of monitoring, evaluating or reporting on the necessity, quality and level of specialty 
health services; in the absence of establishing a committee, REMSA shall be deemed a "committee" within the 
meaning of California Evidence Code §1157.7.  A PRC may enforce California Evidence Code §1157.7, and the 
protections of California Evidence Code §1157 (as referenced by California Evidence Code §1157.7), with respect 
to any or all data and other information submitted by a PRC to REMSA under this Policy. 

 
Medical Personnel/Staffing 

Medical personnel and staffing shall be maintained to ensure continuous licensure as a general acute care hospital 
and permitting for basic or comprehensive emergency services.  

 
Disaster Coordinator 85 

86
87 
88
89 
90 
91 
92 
93
94 
95 
96 
97 

1. Each PRC will have a qualified individual designated to serve as a point of contact for medical and health  
emergency planning and operations.  

2. The PRC will participate in medical and health disaster planning and exercises in cooperation with the  
Department of Public Health. 

 
Participation in EMS System Administration 
A designated emergency department staff person and alternate will be responsible for: 

1. Coordination of PRC activities with the base hospitals, the Prehospital Medical Advisory Committee (PMAC) and  
REMSA to include: 

a. Representation at a minimum of two PMAC meetings per year; 
i. This representative can be the ED medical director, nurse manager, or designee. 

b. Notification and education of the ED staff on matters discussed at PMAC and EMCC; 
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98 
99 

100 
101 
102 
103 
104 
105
106
107 
108
109 
110 
111 
112 
113 
114 
115 
116
117 
118
119 
120 
121 
122 
123 
124 
125 
126
127 
128 
129 
130 
131
132 
133
134 
135
136 
137
138
139 
140
141 
142 
143 
144 
145 
146 
147 
148 
149 

c. Notification of the assigned base hospital prehospital liaison nurse/physician medical director and/or 
REMSA of concerns or identified problems in the EMS system and delivery of care by EMS personnel; 

d. Participation in EMS system‐wide training initiatives and operations. 
      

Daily Operations/Interface with the EMS System 
Prehospital Receiving Centers will conduct operations necessary to ensure the effective transfer and continuation of 
care for patients received from the EMS system. This includes but is not limited to the following: 

1. PRCs shall accept any and all patients transported to their facility by authorized prehospital EMS personnel.  
2. Ensure all necessary staff, equipment and hospital resources are available 24 hours a day to receive patients  

from the EMS system and continue emergency medical care. 
3. Implement a process utilizing evidence based practices with a commitment to continuous performance  

improvement to ensure the timely transfer of patient care from EMS personnel to ED staff and the return to 
service of 9‐1‐1 ambulances. 

a. PRCs shall make every effort to accept ambulance patients and free the ambulance to be available to 
respond to other calls within 30 minutes of arrival at the hospital. 

b. PRCs shall implement processes to work cooperatively with ambulance providers and REMSA staff to 
return ambulances to service as soon as possible when multiple ambulances are being held in the ED for 
extended periods of time. 

4. PRCs shall agree to follow applicable REMSA protocols, policies and procedures promulgated pursuant to  
Federal, State and Local laws. 

5. Implement procedures for notifying the EMS duty officer of issues and incidents that affect or may affect the  
EMS system, including but not limited to: 

a. Activation of internal disaster procedures 
b. Safety issues for patients or EMS provider agencies 
c. Disruption of emergency medical care capability or ability to receive patients 
d. Need for hospital evacuation 
e. Disruption in communications capability(ies) with the field, base hospitals or EMSCOM 
f. Excessive delay in transfer of care time leading to the holding of 9‐1‐1 ambulances 

6. Provide the insurance/billing information of patients transported to the PRC to the EMS transport service.  
 
Data Collection/Continuous Quality Improvement 
Prehospital Receiving Centers will: 
 

1. Complete the REMSA Trauma Patient Registry Form when indicated and submit to REMSA within 30 days of  
patient’s arrival at the PRC (applies to non‐trauma hospitals only). 

2. Designate an ED staff member as the CQI liaison. The CQI liaison’s name and contact information will be  
provided to REMSA. If the CQI liaison changes, the PRC is responsible for notifying REMSA. 

3. Participate in continuous quality improvement activities (e.g., system‐wide focused audits, participation on  
REMSA CQI committees). 

4. Collaborate with local EMS response agencies for improvement of patient care and EMS system efficiency.  
5. Notify REMSA and/or the assigned base hospital if EMS personnel deviate from REMSA policies, protocols, or  

standards. 
6. Provide patient outcome data to REMSA, upon request, for individual patients transported to the PRC for  

evaluation and treatment.  Patient outcome data is to be used internally by REMSA to meet requirements for 
continuous quality improvement review and EMS system oversight pursuant to Federal, State and Local laws.  All 
data and other information submitted by an PRC to REMSA under this policy for the purpose of monitoring, 
evaluating or reporting on the necessity, quality and level of emergency services, including data or other 
information under the heading above entitled "Data Collection/Continuous Quality Improvement," shall be 
subject to California Evidence Code §1157.7, to the maximum extent of the law.   
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Prehospital Receiving Center Policies 
Prehospital Receiving Centers will have formal policies for the provision of care to all patients received from the EMS 
system pursuant to all applicable Federal, State and Local laws, regulations and policies governing the credentialing of 
acute care hospitals and permitting of basic or comprehensive emergency services. Policies will be made available to 
REMSA upon request.  
 
Notification of Non‐Compliance and Corrective Actions 
Notification and corrective actions for non‐compliance with the provisions of this policy by the PRC may include one or 
more of the following: 

1. The PRC will receive written notice from REMSA outlining specific areas of non‐compliance.  
2. Other affected entities will receive written notice from REMSA outlining specific areas of non‐compliance, any  

historical issues of non‐compliance and potential impacts if the areas of non‐compliance go uncorrected. 
3. The PRC will formulate a corrective action plan and send the written action plan to REMSA within 30 days of  

said written not
4. REMSA staff will meet with the PRC’s administration and effected local entities to review the written action  

 
Denial/Suspension/Revocation of Designation as an Prehospital Receiving Center  

1. REMSA may deny, suspend or revoke the designation of a PRC for substantial or uncorrected failure
167

 to meet the 168 
169

tten notice of proposed suspension, denial or 170 
171

 revocation of PRC designation will include a public report to the Emergency Medical Care 172 
Committee (EMCC). 173 

174 

provisions of this policy as determined by the EMS Medical Director to ensure patient safety.  
2. Prior to taking any action REMSA shall provide to the PRC wri

revocation including the reasons for the proposed action.  
3. Denial, suspension or

 
Appeal Rights to Hearing  

1. A PRC that has been denied approval/des
175

ignation or has received notice for non‐compliance is entitled to appeal 176 
177
178

 will hear all evidence and testimony before formulating a recommendation to the EMS Medical 179 
180

C recommendation will be by majority vote with the EMCC chair casting the deciding vote in the event 181 
182

5. The final authority to deny, suspend or revoke PRC status rests with the REMSA Medical Director. 183 

and request a hearing before the EMCC.  
2.  The PRC will be provided an opportunity to present evidence and testimony during the appeal process.  
3. The EMCC

Director.  
4. The EMC

of a tie.  



 
Attachment F 
Page 1 of 1 

FOR CONSIDERATION BY PMAC 
 
 
DATE:        October 30, 2012 
 
TO:            PMAC 
 
FROM:      Brian MacGavin, REMSA Assistant Director 
 
SUBJECT:  PMAC Elections for Chairperson, Vice‐Chairperson, Paramedic‐at‐Large and EMT‐at‐
Large 
 
ACTION:  PMAC Performs Elections for PMAC: Chairperson, Vice‐chairperson, Paramedic‐at‐
Large and EMT‐at‐Large 
 
 
REMSA recommends PMAC takes the above action in accordance with the Prehospital Medical 
Advisor Committee (Policy 8202) which states elections for the above positions will be held at 
the last meeting of even‐numbered years. 
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FOR CONSIDERATION BY PMAC 
 
 
DATE:        October 30, 2012 
 
TO:            PMAC 
 
FROM:      Brian MacGavin, REMSA Assistant Director 
 
SUBJECT:  PMAC 2013 Meeting Dates 
 
ACTION:  Receive and Schedule Calendars  
 
 
 
The following PMAC meeting dates have been confirmed for 2013.  Please schedule 
these dates into your calendars: 
 
Monday, January 28, 2013, 9:00 AM – 11:00 AM 

Monday, March 25, 2013, 9:00 AM – 11:00 AM 

Monday, June 24, 2013, 9:00 AM – 11:00 AM 

Monday, September 23, 2013, 9:00 AM – 11:00 AM 

Monday, November 18, 2013, 9:00 AM– 11:00 AM 

All meetings will be held at Riverside County Regional Medical Center, 26520 Cactus 
Avenue, Moreno Valley, Rooms A1018 and A1020 
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