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The Purpose of Performance Improvement

effectiveness, promote excellence and personal accountability through peer review and

hio Emergency Medical Service organizations must strive to maximize efficiency,
continuous performance improvement.

Amended Substitute House Bill #138 requires EMS organizations to implement ongoing peer review
and performance improvement programs to improve the availability and quality of EMS services.

In implementing these programs, EMS organization shall consider how to improve its ability to provide
effective trauma care, particularly for pediatric and geriatric patients, and shall take into account the
trauma care guidelines developed by the Ohio EMS Board.

Performance Improvement

Information generated solely for use in a peer review or performance improvement program is not a
public record, is not subject to discovery and shall not be introduced into evidence in a civil action.

Definitions

Performance Improvement (PI):
The continuous study and improvement of process, system or organization.

Peer review:
A team process in which Emergency Medical Service providers continuously evaluate and improve their
own patient care delivery system.




Medical Direction

M ediical Direction participation is essential and important for the program’s suiccess.

The Medical Director is responsible for program content and spearheads leadership for the performance
improvement program. He or she also sets the direction for performance improvement by creating a
strong patient focus.

In addition, the EMS Medical Director helps establish clear statements that define the organization’s
mission, values, objectives, and expectations.




Intent

T he intent of any performance improvement program is to:

? Provide data and information, in a non-punitive manner, on how well the system and process works.

?  Implement continuing education, training programs, and equipment needs based on outcome data
from the peer review / performance improvement process.

Each Emergency Medical Services Organization will
establish:

? Medical Direction oversight. Regional Physician Advisory Board (RPAB) oversight if medical
direction unavailable.

?  An ongoing peer review and continuous performance improvement program.
? Establish a structure and / or membership to implement the P1 process.
? Establish performance indicators relevant to their system.

? Develop a feedback mechanism to the patient care providers.




Implementation

O btain EMS Medical Direction or RPAB oversight.

?

Ensure your system has current prehospital protocols. RPAB Guidelines are available to download
from the Ohio Department of Public Safety; Emergency Medical Services web site if a system needs
assistance with this process. (www.ohiopublicsafety.com and select Emergency Medical Services)

Protocols set the standard of care by which prehospital care providers are evaluated.

Develop a review process, a method to review runs.

Suggestion for establishing a review process

Committee

?

Develop a committee representative of the system. Example would be an ED physician as
chairman, ED nursing representation, and a representative from each EMS service.

The runs reviewed may depend on the system’s run volume. In smaller systems, the committee may
elect to review each run. Larger systems will need to select a specific topic, such as chest pain, and
review only those runs or a percentage of those runs, depending upon volume.

It is suggested that all systems review sentinel events. A sentinel event is defined as an unexpected
occurrence involving death or serious physical or psychological injury, or the risk thereof.

Performance Improvement Coordinator

?

Some systems may elect to hire and/or appoint an individual to conduct performance improvement
reviews and provide feedback to the providers.

This individual may establish the same review system as a committee and review all runs, select runs,
or percentages of runs.




Suggested Sample Review Forms

he following pages will show suggested forms for used in reviewing common patient complaints
encountered by EMS providers.

?  These forms will allow EMS organizations to begin the review process and evaluate their system’s
process and their providers’ adherence to the established standard of care. (i.e., their protocols).

? Itis suggested that one form be used to review each run. The reviewer will read the prehospital care
report and determine if documentation reflects adherence to the items listed on the review form.

? Each review form reflects the protocols which are used to provide quality care to patients.




ALTERED LEVEL OF CONSCIOUSMESS

EMT-E EMT-I PARAMEDIC
A i
DPEM & MANAGE EVALUATE PT. DETAIM MEDICAL COMTACT
AlIRWAY CONDITIOM HISTORY MEDICAL
100% 02 NRE VS LOC PUPILS SEIZURES, STROKE CONTROL
COMSIDER PULSE OX DIABETIC &
S C-SPIME MED ALERT DRUG ABUSE TRAMSPORT
ASSESS FOR STROKE
UMRESPOMSIVE ALERT
LISE GLASGOW SCALE EVALUATE LAMGUAGE,
SCORE <8 - ALS MEEDED MOTOR RESPOMNSE &
SEMSATION
", | A
| IV ME, TKO MOMITOR EKG
L |
| ! |
[ CHECK ELOCD SUGAR ] UMABLE TO CHECK GRS OF Cya
BLOOD SUGAR COMTACT MED
| | | COMTRIOL
BLOOD EUGAR BLOOD SUGAR i RESTRAIN PATIEMT
LESS THAM 80 GREATER THAN 400
|
o
ADMINISTER
ORAL GLUCOSE IF EP GREATER ADMIMISTER
1TUBE ITHAM 90 SYSTOLIC MARCAM  Zmg IV
Az REFLEXMUST BE PRESENT WITH |
s HYPOPERFUSION
ADMIMISTER PATIEMT RESPOMDS
Slec, 50% DEXTROSE BOLUS WITH REPEAT MARCAMN
VP 280ce NS I
I l MO RESPONSE
REEVALLATE REEVALUATE INTUBATE IF MEEDED
REPEAT REPEAT
DRAL GLUCOSE FLUID BOLUS IF
MO IMPROVEMENT
IV DEXTROSE
IF ELCOD SUGAR
REMAINS = 80

TRAMNSPORT

RPAE - Chio FINAL COPY
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ADULT &




Run #:

Squad #:

Emergency Medical Services
Performance Improvement

ALTERED MENTAL STATUS

INDICATOR YES | NO | NA
1. ABC assessment done?
2. ABC management documented?
3. Oxygen administration appropriately?
4. Patient assessment documented?
a. AVPU?
b. breath sounds?
c. vital signs?
d. skin color/condition?
e. Capillary refill time?
5. History obtained/documented?
6. Glasgow coma scale documented?
7. Stroke assessment/Cincinnati Stroke Scale documented?
a. facial droop?
b. arm drift?
c. speech?
8. Blood glucose level checked?
9. Blood glucose treated appropriately?
a. >400 - administer 250cc fluid bolus?
b. <80 - 50cc 50% dextrose or 1 mg glucagon?
10. IV established?
11. 1V fluid administration documented?
12. 1V fluid administration appropriate?
13. Cardiac monitor applied?
14. Rhythm identified and documented?
15. Narcan administered?
a. administered appropriately?
16. Medical direction contacted?
17. Response to treatment(s) documented?
18. Times documented?
19. Other:




V-FIB f PULSELESS V-TACH

CARDIAC ARREST

ASSESS PATIENT FOR RESPIRATORY AND CARDIAC ARREST ACTIVATE ACLS

ASSESSES RHYTHM

*VASOPRESSIN

1
1 40 UMITS IV ONE TIME ONLY

DELIVERS THREE STACKED SHOCKS
2004 ¥ 300-380J ! 260J
(OR BIPHASIC EQUINALENT)
MO PULSE CHECK BETWEEM SHOCKS

! AFTER 10 MINUTES:

IF PATIENT REMAINS IN WTWVF

;

EVERY 3-3 MINUTES

1
1
: START EPINEFPHRINE 1:10,000 1MG IV PUSH
1
]

~MANAGES AIRWAY
~-CPR
~ESTABLISH IV SALINE

*I 1:10,000 1MG IV EVERY 3-5 MINUTES

“*EPINEPHRINE -i
1
1
1

1
1 ET DOSE 1:1000 2MG DILUTED WITH 10CC NS

"WVASOPRESSIN
OR
“*EPINEFPHRINE

“*AMIODARONE
300MG |V PUSH (OVER 2-3 MINUTES)

DEFIBIE0J [OR BIFHASIC EQUIVALENT)
20 TO 60 SEC. AFTER DRUG GIVEN

OR CONVERTS TO & PERFUSING RHYTHM:

“rAMICDARCNE
oOR
"LIDDCAINE
OR
U PROCAINAMIDE

AMICDAROME 150MG IV PLISH
{OVER 2-3 MINUTES)

- 1
1 1
] 1
1 1
1 1
1 AFTER 10 MINUTES: IF PATIENT REMAINS IN 1

-.", VTIVF :
1 1
1 1
! 1
1 1
I I
L

L IDOCAINE

1

1

1 1 5MEKG IV PUSH

! REFEAT IN 5 MINUTES (3MGIKG MaAX DOSE)

| |F PATIENT GONVERTS TO A PERFUSING RHYTHA:

DEFIB 250J (R BIFHASIC EQUIMALENT)
20 TO 60 SEC. AFTER DRUG GIVEN

LIDOCAIME DRIP 2 TO AMGHMIN

1
1
1
i
LIDOCAIME S0MSG IV PUSH EVERY 20 MINUTES OR :
1
1
1

CONTINUE
=ATTEMPTS AT DEFIBRILLATION
~MEDMICATION ADMINISTRATION

v PROCAINAMIDE

IV INFUSION 50 MGMIN (MAX DOSE 17MGIKG)
IF PATIENT CONVERTS TO A PERFUSING

COMNSIDER SODIUM BICARBONATE IN
TRICYCLIC OWVERDOSE OR
HYPERKALEMIA

DISCOMTIMNUE INFUSIOM IF:
HYPOTEMSION DEVELOPS
PROLOMGED QRS = 50%

1

1

1

1

[ =

r 1

1 1

1 1

1 1

1 1

1 RHYTHM: 1
.: PROCAINAMIDE IV INFUSIOMN AT Z0MGIMIN :

1 1

1 1

1 1

1 1

1 1

17TMG/KG MAXIMUM DOSE DELIVERED

DO NOT ADMINISTER MORE THAN ONE ANTIARRHYTHMIC TO A PATIENT

REGION 8 GUIDELINES - AMEMDOMENT TO ADULT SECTION APPROVED 1/25101 18




Run #:

Squad #:
Emergency Medical Services
Performance Improvement

CARDIAC ARREST (Circle Appropriate one: ADULT / PEDIATRICS)

INDICATOR

YES

NO

NA

1. ABC assessment done?

o

ABC management documented?

3. CPR started?
a. time started documented?

4. Monitor/AED applied?
a. delivers three stacked shocks, if indicated? (200J, 300J, 350J)
b. continues CPR if shocks not indicated?

5. Reassesses pulse?

6. Manages airway?
a. oral airway?
b. EOA?
c. ETT?
d. Other:

Oxygen administered appropriately?

7.
8. History obtained/documented (if able)?

9. 1V established?

10. Rhythm(s) identified and documented?

11. Rhythm(s) managed appropriately and medications administered appropriately?

12. Other interventions performed appropriately and documented? (i.e., pacing)

13. Medical direction contacted?

14. Response to treatment(s) documented?

15. Times documented?

16. Other:




CARDIAC CHEST PAIM

EMT-B EMT- PARAMEDIC
I I
OPEN & MANAGE EVALUATE PT. OBTAIM MEDICAL COMNTACT
AIRWAY CONDITION HISTORY MEDICAL CONTROL
100% 02 NRE OPORSTL REASSURE PT. &
AMPLE. TRANSPORT
START IV, TKO APPLY MONITOR ASSESS PATIEMT FOR
'CHECK RHYTHM THROMBOLYTIC POTENTIAL
ADVISE MEDICAL COMTROL
[ | 1
| ARRHYTHMIA | SEVERE PAIN HYPOTENSION
| | w SIGNS OF SHOCK
SEE NITROGLYCERIN |
PROTOCOL 0.4mg TAR. OR SPRAY START SECOND
REPEAT 5 MIN I NS
2 DOSE MAX. LARGE CATHETER
2 DOSE MAX,

IF CONSCIOUS
ALERT, BP>00&
NO RELIEF OF PAIN

MITROLUS QXIDE
SELF ADMIMISTER

PRN or,

MORPHINE
smg, IVP g5 MN

DOPAMINE
400mg M 500 DsW or NS

TITRATE TO HR Gi=,
BP= 100 mm Hg
IMPROVED LOC

RFPAE - Ghio FINAL COPY
11996

TRAMSPORT

ADMIMISTER 325mg ADULT OR TWO BABY ASPIRIN

ADULT 3
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Run #:

Squad #:
Emergency Medical Services
Performance Improvement
CHEST PAIN
INDICATOR YES [ NO | NA
1. ABC assessment done?
2. ABC management documented?
3. Oxygen administration appropriately?
4. Patient assessment documented?
a. AVPU?
b. breath sounds?
c. vital signs?
d. skin color/condition?
e. Capillary refill time?
5. History obtained/documented?
6. Assessed for thrombolytic potential?
a. previous MI?
b. age over 30?
c. systolic pressure < 180 and diastolic < 110?
d. persistent pain for 15 minutes or longer?
e. lack of stroke, bleeding or CNS problem history?
f. lack of trauma or surgery in last 2 weeks?
g. no pregnancy?
7. 1V established?
8. IV fluid administration documented?
9. 1V fluid administration appropriate?
10. Cardiac monitor applied?
11. Rhythm identified and documented?
12. Rhythm managed appropriately?
13. NTG administered?
if not, rationale documented?
14. ASA allergy checked and documented?
15. ASA administered?
if not, rationale documented?
16. Medical direction contacted?
17. Response to treatment(s) documented?
18. Times documented?
19. Other:

11




RESPIRATORY DISTRESS

SPONTANEOUS BREATHIMNG

EMT-E EMT- | PARAMEDIC

CPEN AIRWAY ASSESE PT. CBTAIM HISTORY COMNTACT
PRCVIDE OXYGEM PULSE OX & MEDICAL
MRE/EWM LUNG SOUMDS MEDICATIONS COMTROL

VNS, TEO  MOMITOR EKG

RE-ASSESS LUNG SOUNDS
CLEAR LUNG SOUMD 1
TREAT CALISE - THM\JEPOHTJ
| | |
DECREASED SOUNDS RALES ASYMMETRICAL
WITH WHEEZES PULMOMARY EDEMA
|
| |
ANAPHYLAXIS 1 (" ASTHMA/COPD MITROGLYCERIM DETERMIME &
0.4mgq 5 MM TREAT CAUSE
ASSISTWITH ASSIST WITH SUBLINGUAL (TARSPRAY)
AUTCHMJECTOR IMHALER
EFIMEPHRINE o MEDICATION = MAINTAIM B/P
B - ABOVE 100 SY5. TEMSION
PHMEUMOTHORAX
IMSECT BITESTIMNG PROVEMTIL PLELURAL
AEROSOL LASIX, IV DECOMPRESSION
EPIMEPHRIME 2.5ma (3cc) Tmakg
0.3mg, SUB Q DO2atél
1:1,000
COMSIDER
OTHER ALLERGENS EFINEPHRINE MORPHIME, 1%
2-5mQg
COMNTACT MEDICAL
COMNTROL
i
IF PT. H¥POTENSIVE EEMEDRYL |+
COMSIDER S0 mg | Y
EPIMEPHRIMNE
110,000, 0.5mg VP
| COMSIDER
IF HYPERTEMSIVE, AEROSOL | TRAMSPORT
CAD, CVA, PREGMAMT w /! WHEEZES
CONSIDER GLUCAGOM
H MG IMTY VERSUS
EPINEPHRINE
SEIZURES
RPAE - Ohila FIMAL COFY ADULT &
1198
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Run #:

Squad #:

Emergency Medical Services
Continuous Performance Improvement

RESPIRATORY DISTRESS

INDICATOR

YES

NO

NA

ABC assessment done?

ABC management documented?

Oxygen administered appropriately?

Rl el I o

Patient assessment documented?
a. AVPU?

b. breath sounds?

c. vital signs:

d. skin color/condition?

e. Capillary refill time?

Work of breathing described?
a. mild?

b. moderate?

c. severe?

d. speaks in sentences?

e. speaks in 3-4 words?

f. speaks single word?

History obtained/documented?

1V established?

1V fluid administration documented?

IV fluid administration appropriate?

Blo|®e| N

. Suspected cause indicated?

a. COPD/asthma?

b. allergic reaction/anaphylaxis?
c. obstructed airway?

d. pulmonary edema?

e. tension pneumothorax?

f. other:

11.

Pharmacological intervention(s) done?
a. albuterol/Proventil?

b. Lasix?

c. epinephrine?

d. NTG?

e. Benadryl?

f._ morphine?

12.

Other interventions performed?

13.

Cardiac monitor applied?

14.

Rhythm identified and documented?

15.

Medical direction contacted?

16.

Response to treatment(s) documented?

17.

Times documented?

18.

Other:

13




| SEIZURE |

EMT-B EMT-| PARAMEDIC

OPEM AIRWAY EVALUATE PT. CBTAIN HISTORY COMNTACT
PROVIDE CY GEM COMDITION SEIZURES MEDICAL
MRE/EWM PULSE O, LUMG DIABETIC CONTROL
COMSIDER C-SPINE SOQUNDS, LOC, VS DRUG ABUSE

IV NS, TED MOMTOR EKG RAMNSPORT

IF SEIZLIRES ARE PERBISTENT

OR RECURRENT
ACTIVE SEIZURE POST ICTAL |
I [
I[NTUBATE IF AIRWAY TREAT CAUSE
COMPROMISED
. HYPOXIA, FEVER
| HYPOGLYCEMIA
VERSED IV/IM ar VALIUM, IVP OVERDOSE
5mg, SLOWLY HEAD IMJURY
[
|
i i
CHECK BLOOD SUGAR HYPOTEMSIVE
LESS THAN 80
IV FLUID BOLUS
L. ORAL GLUDOSE J SALINE

1amp 50% DEXTROSE VP

OR
Tmg GLUCAGON, IM TRAMSPORT

RPAE - Ohio FINAL COFY ADULT &3
1196
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Run #:

Squad #:
Emergency Medical Services
Performance Improvement
SEIZURES
INDICATOR YES | NO [ NA
1. Airway managed and documented?

2. Oxygen administered?
3. Patient assessment documented?
a. AVPU?
b. breath sounds?
c. vital signs?
d. skin color/condition?
e. Capillary refill time?
4. Past medical history obtained/documented?
(i.e., history of head trauma, diabetes, drugs, alcohol, stroke, heart disease?)
5. Seizure history obtained and documented?
a. Seizure history?
b. Description of onset of seizure?
c. Medications?
6. 1V established?
7. 1V fluid administration documented?
8. Blood glucose level checked?
9. Blood glucose treated appropriately?
a. <80 - 50cc 50% dextrose or 1 mg glucagon?
10. Cardiac monitor applied?
11. Valium 5 mg. requested and/or administered if active seizures present?
12. 1V fluid bolus administered for hypotension?
13. Medical direction contacted?
14. Response to treatment(s) documented?
15. Times documented?
16. Otbher:

15




TRALMA EMERGENCIES

PARAMEDIC

=
SCENE S1ZE-UP - SAFETY, MECHANISM OF INJURY, NUMBER OF PATIENT, DENTIFY THE |
NEED FOR AND SUMMONS ADDITIONAL RESOURCES.
INITIAL ASSESSMENT - DETERMINE LIFE-THREATS, PRIORITIZE PATIENT FOR TRANSPORT,
" ASSESS AND MANAGE AIRWAY, CIRCULATION, BLEEDING .
INTUBATE PATIENT WITH C-SPINE CONTROL
DECOMPRESS TENSION PNEUMOTHORAX | SURGICAL CRICOTHRYOTOMY
[ !
| URGENTPATEENTS ] [ NON-U RGENT PATIENTS
I
{RAPID TRAUMA ASSESSMENT FOCUSED ASSESSMENT
“DCAP-BTLS OF INJURED AREA(S)
“DCAP- E!TLS
TRANSPORT IMMEDIATELY
,_ CONTACT MED CONTROL
[ MANAGE INJLIRED AREA(S) J
DURING TRANSPORT
DETAILED ASSESSMENT [ DETAILED AESESSMENT ]
MANAGE SPECIFIC INJURIES
TRANGPORT & CONTAGT
TWO Vs SALINE TITRATED MEDICAL CONTROL
TO SBP = 90 mmHg
; ] 1 !
[ CHEST | [ AepomiNaL | HEAD | EXTREMITY |
i p l o
EVALUATE EVISCERATION EVALUATE EVALUATE
BREATH NEURO CIRCULATION
SOUNDS SURROUND & NEURD
I ORGANS WITH GLASGOW BEFCRE,DURING
- : ] & AFTER
PNEUMC/HEMO MOIST P e SPLINTING
THORAX DRESSING ELEVATE HEAD —
ELEVATE KNEES r . g
PROTECT AMPUTATION
INJURED SIDE C-5PINE
[RANSPORT PART
HEAD BLUNT INJURY | COOL & DRY
ELEVATED (—HAYPER- ) |
TREAT OXYGENATE
I HYPOVOLEMIA CONSIDER
STABILIZE | w / HERNIATION PAIN RELIEF PER
FLAIL CHEST ~ LOCAL PROTOCOL
FENETRATING INJURY

SECURE CBJECT DO NOT REMOVE

RFAE - Ohlo FIMAL COPY |

ADULT 75

1198
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Run #:

Squad #:

Emergency Medical Services
Performance Improvement

TRAUMA

Type of trauma:

INDICATOR

YES

NO

NA

Mechanism of injury documented?

Chief complaint/injures assessed/documented?

ABC assessment done?

ABC management documented?

C-spine control documented?

Location where injury occurred documented?

Use or non-use of safety devices documented?

Oxygen administered appropriately?

© @[N] |T1 | W=

Patient assessment documented?
a. AVPU?

b. breath sounds?

c. vital signs?

d. skin color/condition?

e. Capillary refill time?

f. motor, sensory, pulses?

10.

Injuries identified and documented?

11.

Injuries managed appropriately?

12.

1V(s) established?

13.

1V fluid administration documented?

14.

1V fluid administration appropriate?

15.

Glasgow Coma Scale documented?

16.

Reassessment documented?

17.

Response to treatment(s) documented?

18.

Medical Direction contacted?

19.

Times documented?

20.

Transport destination appropriate?

21.

Other:

17




Department:

ON SCENE TIMES
COMPLAINT: CHEST PAIN

Performance Improvement

RUN NUMBER / DATE

<15MIN

>15MIN

JUSTIFIED?
(Y) (N)

18




PEDIATRIC RESPIRATORY DISTRESS
LOWER AIRWAY DISEASE

TRANSPORT IN
POSITION OF COMFORT
!

ALLERGIC REACTION S e —

EFINEPHRIMNE SUBQ

0.01MG/KG
0.01MIKG OF 1:1000
MAX DOSE 0.3mg
TRANSPORT

29
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Run #:

Squad #:

Emergency Medical Services
Performance Improvement

PEDIATRIC RESPIRATORY DISTRESS

INDICATOR YES [ NO | NA
1. Airway managed/opened?
2. Oxygen administered appropriately?
3. Patient assessment documented?
a. Vital signs (BP, P, R)?
b. Breath sounds?
c. Capillary refill time?
d. AVPU?
e. Skin color/condition?
4. Distress/work of breathing described?
5. Relevant history obtained/documented?
6. Drug therapy indicated and provided appropriately?
a. Benadryl (1.0 mg/kg 1V/IM)
b. Epinephrine (auto injector or 0.01 mg/kg sub-q)
c. Albuterol aerosol (2.5 mg)
7. Other interventions indicated and performed appropriately?
(i.e., FB visualization with laryngoscope, needle cricothyrotomy)
8. Medical Direction contacted?
9. Reassessment documented?

10. Response to treatment documented?

11. Position during transport documented?

20




Feedback Mechanism

eveloping a feedback mechanism is an important process so that providers can see how the
system and the process are working.

?  The feedback mechanism selected must ensure that the confidentiality of both the provider and the
patient are maintained.

? Various methods can be developed to provide this valuable information. One example would
be the use of a newsletter providing pertinent Pl information. A second example would be the

use of run charts or graphs to depict the PI information. A sample of two of these methods
follows.

21



Run #:

Squad #:

Emergency Medical Services
Performance Improvement

CHEST PAIN (20 runs reviewed)

INDICATOR %YES | %NO [ %NA

1. ABC assessment done? 90 10 0
2. ABC management documented? 100 0 0
3. Oxygen administration appropriately? 100 0 0
4. Patient assessment documented? 85 15 0

a. AVPU?

b. breath sounds?

c. vital signs?

d. skin color/condition?

e. Capillary refill time?
5. History obtained/documented? 80 20 0
6. Assessed for thrombolytic potential? 30 70 0

a. previous MI?

b. age over 30?

c. systolic pressure < 180 and diastolic < 110?

d. persistent pain for 15 minutes or longer?

e. lack of stroke, bleeding or CNS problem history?

f. lack of trauma or surgery in last 2 weeks?

g. no pregnancy?
7. 1V established? 75 25 0
8. IV fluid administration documented? 50 50 0
9. IV fluid administration appropriate? 100 0 0
10. Cardiac monitor applied? 100 0 0
11. Rhythm identified and documented? 90 10 0
12. Rhythm managed appropriately? 90 10 0
13. NTG administered? 80 20 0

if not, rationale documented? 0 100 0
14. ASA allergy checked and documented? 90 10 0
15. ASA administered? 70 30 0

if not, rationale documented? 0 100 0
16. Medical direction contacted? 100 0 0
17. Response to treatment(s) documented? 69 45 0
18. Times documented? 100 0 0
19. Other: NA NA NA

22




E

EMERGENCY MEDICAL SERVICES

PERFORMANCE | MPROVEMENT

prehospital care to their residents.

Assessing Chest Pain
Cardiac vs. Non-Cardiac

?

Not all chest painiscardiacin origin and EM S personnel
must use the following to assist them in the proper
assessment and treatment of their patients.

EMS personnel must gather, evaluate, and synthesize a
great dedl of information in very littletime.

Patient assessment means conducting a problem-oriented
evaluation of your patient and establishing priorities of
care based on existing and potentia threatsto life.

EMS personnel can them develop afield diagnosis or
impression - a prehospital evaluation of the patient's
condition and its causes.

Making critical decisions requires critical judgment - the
use of knowledge and experience to form an impression
of the patient's problem and plan their treatment.

ASSESSING CHEST PAIN

The OPQRST mnemonic may be used to recall pertinent
questions to ask when obtaining a history from a patient
experiencing chest pain.

1

Onset: "When did your symptoms begin?' "What were
you doing when they began?' "Did your symptoms begin
suddenly or gradually?’

Provocation/Palliative: "Did anything bring on the pain?"
"Does anything make the pain better or worse?"
(Associated with respiration, movement)

Emergency medical services providersin the State of Ohio strive everyday to deliver the highest standard of

December 2001

3. Qudity: "How would you describe your
discomfort?' (Pressure, pain, crushing, dull,
burning, tearing, throbbing, squeezing, stabbing,
vise-like)

4. Region/Radiation/Referral: "Whereisyour
discomfort?' (Ask the patient to point to it)
"Doesit go anywhere else?' (Neck, shoulders,
arm, back)

5. Severity: "Onascae of 0to 10, with 0 being no
pain and 10 being the worst, what number would
you assign your pain or discomfort?"

6. Timing: "Does your discomfort come and go or
isit constant?'

FEATURES THAT ARE NOT
CHARACTERISTIC OF DISCOMFORT
CAUSED BY MYOCARDIAL ISCHEMIA
INCLUDE:

?  Sharp of knife-like pain brought on by
respiratory movements or cough.

?  Primary or solelocation of discomfort in the
middle or lower abdominal region.

?  Pain reproduced with movement or pal pation of
the chest wall or arms.

?  Constant pain that lasts for many hours.

?  Very brief episodes of pain that last a few
seconds or less.

? Painthat radiatesinto lower extremities.
CLINICAL PRESENTATION

? Chest discomfort suggestive of ischemiais
present in 75% to 80% of patients with acute MI.

23



?  Symptomsinclude: chest, epigastric, arm, and wrist or Cardiac Arrests (20)

jaw discomfort with exertion or at rest. May be I ndicator % Yes | % No
accompanied by unexplained nausea and vomiting, ABC assessment done? 92 )
persistent shortness of breath caused by left ventricular ABC management documented o1 9
failure, and unexplained weakness, dizziness, sweating, CPR started? 83 0
anxiety, lightheadedness or syncope, or a combination of NA=17
these symptoms Monitor/AED applied and:;
- delivers shocks if indicated?
) ) - continues CPR if no shocks? 100 0
? Discomfortisusualy NOT sharp, worsened by deep Reassesses pulse? &7 33
inspiration, affected by moving musclesin the areawhere Manages arway?
the discomfort is localized, or positiona in nature. _oral airway
- EOA
-ETT
- Other 83 17
02 administered appropriately? 92 8
History obtained/documented? 83 17
Full Arrests IV established? 92 8
Rhythms identified and documented? 100 0
Managed appropriately? 8
75 NA=17
Other interventions performed
?  Twenty runs from January 2002 were reviewed. Qpproprtlamdgl/ & dpcumented? 34 N A8—58
Most of the runs reviewed were well documented. (i €., SXterna pac ng) > —
The committee had a couple of suggestionsto help Medical direction contacted: 100 0
further improve documentation of patient care Response to treatment documented? 85
delivered to cardiac arrested patient. : 83 NA=8.5
Times documented? 92 8
?  Besureto document airway management. Do not NA=Not applicable
leave this open to incorrect interpretation. Be sureto
incluce petiert response Meeting I nfor mation

?  Incasesof PEA, be sure to document the rhythm rate The next meeting is February 23, 2002.

on the monitor. Atropineis only administered in
those cases where the rate is dow (<60). Itis
important to document this as justification when
atropineis either administered or withheld.

Please plan to attend as we will be selecting the
quality indicators for review for 2002.
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Continuing Education

?

?

?

Education is an important component of the performance improvement process

EMS continuing education is one method that can be utilized to correct areas of weakness identified
by the peer review / performance improvement process.

Continuing education helps to improve the EMS patient care delivery system.

Re-Evaluation

?

The peer review / performance improvement system should re-evaluate the selected indicators at a
later time to assess if there has been documented improvement.

If there is no improvement, the process should be readjusted in an effort to find an effective
method. For example, re-evaluate the educational process, communication system, protocols.

Peer review / performance improvement is a continuous process.
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