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Section I: Introduction 
 

It is the mission of the Anderson Hospital EMS System to deliver the highest level of prehospital 
care. Working together as one system, we will strive to minimize death and suffering of those we 
serve. 

 
This policy manual shall be maintained at each ambulance service’s base(s) of operation. All 
system personnel are responsible for being familiar with the contents of the policy manual. 
In the event that amendments are made to the policy manual, they will be distributed to each 
ambulance service’s base(s) of operation. All system personnel are also responsible for 
familiarization with all policy manual amendments. 

 
Communication of updates regarding system and regional activities will be shared with EMS 
system personnel, services, and hospitals via: 

 
1. Quarterly System Advisory Council Meetings 
2. General Mail and Email 
3. Quarterly Field Training Officer/QI Meetings 
4. Quarterly EMS Run Reviews 
5. Resource Hospital EMS vestibule bulletin board 
6. EMT/PHRN/ECRN educational classes. 

 
In addition, mandatory in-services will be scheduled for appropriate EMS personnel regarding 
the addition of changes in medications, equipment, or procedures. 
 
The Anderson Hospital EMS System relies upon a system of regular patient care review and 
self- reporting with regard to any limitations on the provision of patient services. If any EMS 
personnel, providers or entities are incapable of providing services, they should promptly 
report the same in writing to the Illinois Department of Public Health, the EMS System 
Medical Director, and the EMS System Coordinator as soon as possible 

  



7  

PROFESSIONALISM 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 01/18 
Version: 1.0 Council Approved: 

 
It is a privilege for all of us to function within the Anderson Hospital EMS System. The level of 
trust that individuals we serve place in us during their time of need cannot be understated. 
Therefore, it is imperative that we conduct ourselves appropriately at all times and in all places, 
on or off duty. 

Participants of the Anderson Hospital EMS System are in the unique position of representing 
Anderson Hospital, their communities and services, and themselves to the general public. As 
such, their conduct and appearance, along with their performance and attitude, directly reflect 
upon the quality and success of the hospital’s and community’s involvement in the provision of 
pre-hospital and emergency department care. 

 
Providers will, at all times, conduct themselves in a professional manner. In so doing, they will 
avoid discussion of cases, arguments, disagreements, and other negative comments in the 
presence of patients and/or family members or other hospital personnel. Relationships with 
patients, hospital personnel and other providers will be on a professional level at all times while 
in the course of delivery of emergency medical care. 

 
Uniforms shall be dictated by each agency. All shall be clean, neat, and professional in 
appearance. 

 
System providers shall maintain personal grooming consistent with a clean, neat, and 
professional image, i.e. fingernails, hair, tattoos, cologne, and jewelry. 
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PATIENT RIGHTS & DISCRIMINATION 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 01/18 
Version: 1.0 Council Approved: 

 
1. Patients shall be treated with the utmost respect, in a caring and professional manner at all 

times. Intent for the good of the patient shall be the precipice on which all of our actions and 
decisions are based. 

 
2. No member of the Anderson Hospital EMS System will discriminate against any individual 

based on race, creed, sex, age, physical disability, disease process, national origin, religious 
beliefs, or economic status. 

 
3. Each member of the Anderson Hospital EMS System will provide a process that informs 

patients of their rights, responsibilities and risks regarding available healthcare services. 
 

4. Patient transport to other healthcare facilities is based entirely on the condition and 
needs of the patient and the ability and the availability of the organization to provide the 
services along with the approval of the patient. The patient’s economic condition will 
not be a deciding factor in the decision for the transport. 
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PATIENT CONFIDENTIALITY 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 4/24 
Version: 2.0 Council Approved: 

 

1. No names of patients or medical personnel may be mentioned on radio 
transmissions unless absolutely necessary. 

 
2. Patient report forms should be kept in a secure area to maintain confidentiality. 

 
3. Care must be given to protect the patient’s confidentiality in all situations. Specifics 

of patients or events must not be discussed outside of normal operational necessity. 
 

4. Camera Use 
a. Providers are only permitted to use cameras or other picture-taking or image 

generating devices authorized by his/her agency while rendering patient care. 
These devices are intended to be used for medical purposes only, such as to 
document the position of vehicles and patients at the scene of an accident or to 
document mechanism of injury for use by the receiving facility to assist in guiding 
treatment. No other picture-taking devices including PDA’s, cameras, cell phones, 
or other personal computers shall be used by personnel while rendering patient 
care. 

b. All on-scene photography shall be for clinical and/or documentation purposes 
only and conducted only at the direction of agency personnel in charge at the 
scene or by medical command. 

c. Any photographs containing individually identifiable information are covered by the 
HIPAA Privacy Rule and must be protected in the same manner as patient care 
reports and other such documentation. 

d. Any on-scene images and any other images taken by a provider while rendering 
patient care shall be considered a portion of the patient’s medical record and are 
not the property of the individual staff member. This includes any image 
inadvertently taken with a staff member’s personally owned cell phone, camera, 
or other digital imaging device. 

e. No images taken by a provider may be used, printed, copied, scanned, emailed, 
posted, shared, or distributed in any manner. This prohibition includes posting 
photos on personal web or on other public safety agency web sites, or emailing 
images to friends, colleagues, or others in the EMS industry. 

f. When possible, copies of all images taken shall be printed and affixed to the 
system and agency’s copies of run reports. All remaining images (electronic and 
print) shall be destroyed. 

 
5. Failure to comply with this policy constitutes unprofessional/unethical behavior and 

may result in suspension, revocation and/or denial of licensure. 
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PARTICIPANT DESCRIPTIONS & RESPONSIBILITIES 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 02/22 
Version: 2.0 Council Approved: 

 
1. The Resource Hospital for the Anderson Hospital EMS System is Anderson Hospital. 

The Resource Hospital has the authority and the responsibility for the Anderson Hospital 
EMS System, as outlined in the IDPH-approved EMS System Program Plan. The 
Resource Hospital, through the EMS Medical Director, coordinates the clinical aspects, 
operations and educational programs. Responsibilities of the Resource Hospital include: 

a) Agrees to replace medical supplies and provide for equipment exchange 
for participating EMS vehicles. 

b) Maintaining a Program Plan and Policy Manual in accordance with the 
provisions of the EMS Act and minimum standards and criteria established in 
rules adopted by IDPH pursuant to the EMS Act. 

c) Educate or coordinate the education of EMT personnel in accordance with 
the requirements of the EMS Act, rules adopted by IDPH pursuant to the 
EMS Act, and the EMS System Program Plan. 

d) Notify IDPH of EMT provider personnel who have successfully 
completed requirements for licensure testing and re-licensure by the 
Department. 

e) Educate or coordinate the education of Emergency Medical Dispatcher 
candidates, in accordance with the requirements of the EMS Act, rules 
adopted by IDPH pursuant to the EMS Act, and the EMS System Program 
Plan. 

f) Establish or approve protocols for pre-arrival medical instructions to callers 
by System Emergency Medical Dispatchers who provide such instructions. 

g) Educate or coordinate the education of Pre-Hospital RN and ECRN 
candidates, in accordance with the requirements of the EMS Act and the 
EMS System Program Plan. 

h) Approve First Responder, EMT-B, EMT-I, EMT-P, and Pre-Hospital RN 
and ECRN candidates to practice within the System, and reapprove 
personnel every 4 years in accordance with the requirements of IDPH and 
the System Program Plan. 

i) Establish operating guidelines for the use of Pre-Hospital RNs within 
the System. 

j) Establish policies for utilizing ECRNs and physicians licensed to practice 
medicine in all of its branches to monitor telecommunications from, and 
give voice orders to, EMS personnel, under the authority of the EMS 
Medical Director. 

k) Monitor emergency and non-emergency medical transports within the System, in 
accordance with rules adopted by IDPH pursuant to the EMS Act. 

l) Utilize levels of personnel required by IDPH to provide emergency care to 
the sick and injured at the scene of an emergency, during transport to a 
hospital or during inter-facility transport and within the hospital emergency 
department until the responsibility for the care of the patient is assumed by 
the medical personnel of a hospital emergency department or other facility 
within the hospital to which the patient is first delivered by System personnel. 
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m) Utilize levels of personnel required by IDPH to provide non-emergency 
medical services during transport to a health care facility and within the 
health care facility until the responsibility for the care of the patient is 
assumed by the medical personnel of the health care facility to which the 
patient is delivered by System personnel. 

n) Establish and implement a program for System participant information and 
education, in accordance with rules adopted by IDPH pursuant to the EMS 
Act. 

o) Establish and implement a program for public information and education, in 
accordance with rules adopted by IDPH pursuant to the EMS Act. 

p) All other hospitals within the Anderson Hospital EMS System which have standby, 
basic or comprehensive level emergency departments must function in the Anderson 
Hospital EMS System as either an Associate Hospital or Participating Hospital and 
follow all System policies specified in the System Program Plan, including but not 
limited to the replacement of drugs and equipment used by providers who have 
delivered patients to their emergency departments. 

q) All hospitals within the Anderson Hospital EMS System have a duty to self report to 
both the Resource Hospital, IDPH, and the other participating members of the System 
any significant changes in the appropriateness of their care. The Resource Hospital 
has no duty to verify the capabilities of a hospital properly licensed under the Act who 
holds themselves out as capable of receiving patients. 

r) The activities of the Anderson Hospital EMS System are facilitated by a number of 
regional and state committees and positions. 

2) Anderson Hospital EMS System Advisory Committee 
a) This committee meets on a quarterly basis to advise the Anderson Hospital 

EMS Medical Director. Bylaws are as follows: 
b) The meetings will be governed by Roberts Rules of Order. 
c) The committee will be chaired by the EMS Medical Director/EMS System 

Coordinator. 
d) Each EMS service and Anderson System Associate Hospital gets one vote. 
e) The meeting is open to everyone. However, each service shall appoint one 

person to vote each meeting. He/she need not be the same person at each 
meeting in order to accommodate all of our busy schedules. A matter shall be 
approved by a majority vote. 

f) In the event of a tie vote on an issue, the Chairperson shall vote on behalf of 
the Resource Hospital. Other than in such instance, the Resource Hospital shall 
not cast a vote. 

g) There is no quorum. Business will proceed regardless of attendance. 
h) As with any advisory council, some decisions must be made unilaterally 

without or against the opinion of the advisory council. However, the EMS 
Medical Director will make every effort to follow the recommendations and 
opinions of the advisory council. Decisions made by the advisory council that 
are put into effect by the EMS Medical Director and EMS Coordinator shall 
be binding for the entire system. 

i) These rules may be altered by a majority vote by the advisory council. 
j) First responder organizations may vote on issues pertaining to first responders. 

3) Region IV EMS Advisory Committee 
a) Comprised, at a minimum, of the Region IV EMS Medical Director’s, the 

Chair of the Regional Trauma Committee, a representative from an Associate 
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Hospital, EMS System Coordinators from each Resource Hospital within 
Region IV, one administrative representative from the vehicle service provider 
which responds to the highest number of calls for emergency service within 
Region IV, one administrative representative of a vehicle service provider from 
each system within the region, one EMTB, one EMTP, one PHRN, and one 
RN currently practicing win an emergency department within Region IV. At 
least one of the administrative representatives of vehicle service providers shall 
represent a private vehicle service provider. The IDPH Region IV EMS 
Coordinator shall serve as a non-voting member. 

b) This Committee shall address, at minimum: 
i) Provide advice to the Region IV EMS regarding activities listed 

above. 
c) Every 2 years, the members of the Region's EMS Medical Directors 

Committee shall rotate serving as Committee Chair, and select the Associate 
Hospital, Participating Hospital and vehicle service providers which shall send 
representatives to the Advisory Committee, and the EMTs/Pre-Hospital RN 
and nurse who shall serve on the Advisory Committee. 

4) Region IV EMS Coordinator 
a) Is a designee of the Chief, Division of EMS and Highway Safety of IDPH. He 

or she shall facilitate the activities of the above committees and ensure 
compliance with IDPH Rules and Regulations. 

5) Regional IV Trauma Advisory Committee 
a) Consists of the Trauma Center Medical Director for the Region IV Trauma 

Centers (SLU Hospital, Barnes Hospital, Children’s Hospital, Cardinal 
Glennon Children’s Hospital), the EMS Medical Directors, the EMS System 
Coordinators, one representative each from a public and private vehicle 
service provider within Region IV, an administrative representative from 
each Region IV Trauma Center, one EMT, one Emergency Physician, and one 
Trauma Nurse Specialist (TNS) currently practicing in a Region IV Trauma Center. 
The IDPH Region IV EMS Coordinator serves as a non-voting member of the 
Region IV Trauma Advisory Committee. 

b) Every 2 years, the members of the Trauma Center Medical Directors 
Committee rotate serving as Committee Chair, and select the vehicle service 
providers, EMT, emergency physician, EMS System Coordinator and TNS 
who shall serve on the Advisory Committee. 

c) Advise the Trauma Center Medical Directors regarding: 
i) The identification of Regional Trauma Centers (Adult and Pediatric). 
ii) Protocols for inter-system and inter-region trauma patient transports, 

including identifying the conditions of emergency patients which 
may not be transported to the different levels of emergency 
department, based on their department classifications and relevant 
Regional Considerations. Regional trauma standing medical orders. 

iii) Trauma patient transfer patterns, including criteria for determining 
whether a patient needs the specialized services of a trauma center, 
along with protocols for the bypassing or diversion to any hospital 
trauma center or Regional trauma center which are consistent with 
individual System Bypass of diversion protocols and protocols for 
patient choice or refusal. 

iv) The identification of which types of patients can be cared for by 
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Level I and Level II Trauma Centers. 
v) Criteria for inter-hospital transfer of trauma patients, including 

pediatric patients. 
vi) The treatment of trauma patients in each trauma center within Region 

IV. 
vii) The establishment of a Regional trauma quality assurance and 

improvement subcommittee, consisting of trauma surgeons, which 
shall perform periodic medical audits of each trauma center’s trauma 
services, and forward tabulated data from such reviews to IDPH. 

viii) A program for conducting a quarterly conference which shall 
include at a minimum a discussion of morbidity and mortality 
between all professional staff involved in the care of trauma patients. 

6) State EMS & Trauma Advisory Committees serve similar functions on a state level. 
Specific information regarding these committees may be found within the EMS Act 
and IDPH’s rules. 
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POSITION DESCRIPTIONS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 02/22, 4/24 
Version: 3.0 Council Approved: 

 

1. EMS Medical Director 
a. The EMS Medical Director will be a physician licensed to practice medicine in all 

of its branches in Illinois, and certified by the American Board of Emergency 
Medicine or the American Osteopathic Board of Emergency Medicine. 

b. The EMS Medical Director will also have/obtain experience on an EMS pre- 
hospital unit, be knowledgeable of and possess the skills taught to paramedic 
students, and have/obtain experience instructing all levels of EMT students and 
successfully complete a Department-approved EMS Medical Director's Course. 

c. The medical and legal responsibility for the operation of the EMS System rests 
with the EMS Medical Director. All personnel functioning in the system do so 
under his/her delegated authority. The EMS Medical Director, in addition to this 
responsibility, is also responsible for the following: 

i. Development of standing treatment protocols to be used in the EMS 
System and ensure that they are being properly followed. 

ii. Development of lists of drugs, equipment, and supplies to be utilized by 
system personnel and to be carried on the pre-hospital units. 

iii. Remain current all necessary System approvals. 
iv. Supervision of all personnel involved in the EMS System. 
v. Designation of a physician to serve as Alternate EMS medical director. 

vi. Serve as a member of the Anderson Hospital EMS System Advisory 
Committee, Region IV Trauma Advisory Committee, Region IV EMS 
Medical Director’s Committee, and Region IV EMS Advisory Committee. 

vii. Review of CQI activities with the EMS System Coordinator. 
viii. Notify IDPH of all changes in personnel providing pre-hospital care. 

ix. Enforce the compliance of the System policies and procedures by the 
system participants. 

x. Licensure (initial and renewal) of System personnel. 
d. The EMS Medical Director is empowered to suspend or to modify the 

participation of any individual functioning in the EMS system. 
 

2. EMS Alternate Medical Director 
a. The physician designated by the EMS Medical Director to perform the above 

duties in the absence of the EMS Medical Director. 
 

3. EMS System Coordinator/Educator 
a. The EMS System Coordinator will be a registered nurse or EMT-P licensed in the 

state of Illinois. This individual will have a diverse background in critical care, be 
knowledgeable in the care of the critically ill or injured patient, will be ACLS & 
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ITLS-certified, and have a background of experience in the field care of pre- 
hospital patients. The individual should also have a history of extensive 
involvement in the instruction of critical care practices. The EMS System 
Coordinator is responsible for the following: 

i. Ambulance and equipment checks of provider agencies on an initial, 
annual, and unannounced basis. 

ii. System data collection and statistical analysis. 
iii. System quality assurance collection. 
iv. Arrange system review board meetings. 
v. Updates and maintains the EMS System plan. 

vi. Provide continuing education for EMT-B/I/P, AEMT, PHRN, PHPA, 
PHAPRN and ECRN’s within the Anderson Hospital EMS System. 

vii. Process licensure forms to IDPH as approved by the EMS Medical 
Director. 

viii. Process applications for an upgrade of pre-hospital care from services. 
ix. Act as chairman of the EMS run review meetings. 
x. Assist in problem solving for the system. 

xi. Coordination of reciprocity procedures for EMD, EMT-B/I/P, AEMT, 
PHPA, PHAPRN, ECRN, and PHRN’s. 

xii. Communicates on an ongoing basis with the EMS Medical Director 
regarding EMS policies/procedures/operations. 

xiii. Coordination of hospital/community activities. 
xiv. Assist in the coordination of hospital sponsored ACLS, ITLS, PEPP, and 

PALS programs 
xv. Act as a resource person to the staff nurses and pre-hospital care 

providers. 
xvi. Report to the EMS Medical Director for or on any matter as deemed 

necessary. 
xvii. Keep records for all personnel in the EMS System and collecting pertinent 

program data and statistics. 
 

b. The EMS Educator is responsible for the following: 
i. Maintain continuing education records and issue certificates. 

ii. Interview prospective EMT-P students. 
iii. Supervision of student field internships. 
iv. Provide continuing education for EMR, A-EMT, EMT-B/I/P, PHPA, 

PHAPRN, PHRN and ECRN. 
v. Coordinate and instruct EMR, A-EMT, EMT-B/I/P, PHRN and ECRN 

courses. 
vi. Coordinate and conduct classroom skill labs. 

vii. Coordinate and supervise clinical experience of EMS students and 
providers. 

viii. Educate field units and the ED on radio/telemetry communication. 
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ix. Coordinate texts, syllabi, supplies, and handouts for class. 
x. Schedule outreach classes and clinical experience for EMS providers and 

students. 
xi. Communicate on an ongoing basis with the EMS System Coordinator and 

EMS Medical Director regarding EMS policies/procedures/operations. 
xii. Assist in the instruction of hospital sponsored ACLS, ITLS, and PALS 

programs. 
 

4. EMS Administrative Director 
a. The EMS Administrative Director will be the administrative director designated 

by the Resource Hospital. 
b. The EMS Administrative Director’s responsibilities will be to collaborate with the 

EMS Medical Director, EMS System Coordinator, and ED Director on the 
following: 

i. Administrative problem-solving for the system. 
ii. Public relations as related to the pre-hospital care providers 

iii. Development and ongoing operations of the EMS system. 
iv. Overseeing budgetary needs for educational supplies/equipment. 
v. Overseeing budgetary needs for communication equipment of medical 

control. 
vi. Serve as co-chair of the Anderson Hospital EMS System Advisory 

Committee. 
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COMMUNICATIONS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 02/22, 03/23, 6/25 
Version: 4.0 Council Approved: 

 

1. The Anderson Hospital EMS System utilizes a comprehensive communication system to 
interface with ambulances, hospitals, Emergency Services and Disaster Agency (ESDA), and 
existing systems. The system employs the following communication methods: 

a. VHF radio (primary frequency: 155.280 MHz) 
b. Cellular phone patch 
c. StarCom21 (EMSR4 channel) 
d. Landline telephone 

2. Access Numbers and 911 Integration 
a. Emergency Access Numbers: 

i. Primary Resource Cellular Numbers: (618) 288-3810, (618) 288-5870 
ii. 911 Public Safety Answering Point (PSAP): The system integrates with the regional 911 

PSAP for emergency call routing and coordination with local fire, police, and EMS agencies. 
b. Plan for 911 Implementation: The EMS System collaborates with the local PSAP to ensure 

seamless call handling and dispatching, with plans to maintain compatibility with future 911 system 
upgrades. 

3. Hospital-to-Hospital Communications 
a. Primary Method: Hospital-to-hospital communications are conducted on VHF frequency 155.280 

MHz or StarCom21 EMSR4 channel, particularly during telephone system failures. 
b. Redundancy: In the event of VHF or StarCom21 failure, hospitals utilize landline telephones or 

cellular phone patches to maintain communication continuity. 
c. Protocol: All hospital-to-hospital communications are logged and recorded for retrospective review, 

adhering to the system’s record retention policy. 
4. EMS Personnel Communication with Hospitals 

a. Communication Methods: 
i. ALS Communications: Primarily conducted via cellular phone patch to the Resource 

Hospital’s operational control point. 
ii. BLS Communications: Conducted via VHF radio (155.280 MHz) or cellular phone patch. 

iii. IREACH: Available for communication with fire/police agencies as needed. 
b. Redundancy: In case of primary communication failure, EMS personnel switch to secondary 

methods (e.g., from cellular to VHF or landline). 
c. Protocol: 

i. Identify the hospital’s name. 
ii. State unit identifier (call letters) and level of care (ALS/BLS). 

iii. Declare time-critical diagnoses (e.g., STEMI, Stroke, Sepsis). 
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iv. Provide a brief report with essential information only. 
v. Maintain professionalism and courtesy at all times. 

vi. Echo all orders received from the Emergency Communications Registered Nurse (ECRN) or 
physician. 

vii. Do not disclose names of EMS personnel or patients. 
viii. Provide estimated time of arrival (ETA) and identify the receiving facility. 

ix. Advise medical control of a re-contact number if the situation warrants.End recorded 
communications with unit identifier, date, and time. 

5. Operational Control Point 
a. Staffing: The operational control point at the Resource and Associate Hospitals is staffed 24/7 by an 

ECRN or Emergency Physician. In their absence, the EMS Coordinator or an Emergency 
Department nurse may initiate communication, but all information must be relayed to an ECRN or 
physician before terminating contact. 

b. Response Protocol: 
i. Answer promptly, identifying the hospital’s name and repeating the transmitting unit’s call 

letters. 
ii. Provide orders/directions clearly and courteously. 

iii. Minimize communication duration. 
iv. Avoid voicing names of EMS personnel or patients. 
v. Call an Emergency Physician to the control point per ECRN policy if needed. 

vi. End recorded communications with date, time, and call letters. 
c. Equipment: The operational control point is equipped with a Medical Emergency Communications 

of Illinois (MERCI) VHF/UHF base station, telemetry receiving and monitoring equipment, and 
systems for Associate-to-Resource Hospital communications. 

6. Monitoring by EMS Medical Director 
a. All EMS telecommunication equipment is configured to allow the EMS Medical Director or their 

designee to monitor all ambulance-to-hospital and hospital-to-ambulance communications within the 
system. 

b. Monitoring is facilitated through access to recorded communications and real-time oversight at the 
operational control point. 

7. Equipment Maintenance 
a. Maintenance Agreements: Resource and Associate Hospitals maintain agreements with a local 

vendor for routine maintenance and 24/7 emergency repairs of telecommunication equipment, 
including radios and base stations. 

b. Breakdown Procedures: Operating personnel must immediately contact the designated repair 
vendor in case of equipment failure and utilize secondary communication methods (e.g., cellular or 
landline) until repairs are completed. 

c. Objective: Equipment maintenance protocols ensure minimal service interruptions and rapid 
restoration of functionality. 

8. Recording and Retention 
a. All on-line medical direction communications, including radio communications, are recorded and 

maintained at the operational control point to ensure accurate documentation. These records are 
generally retained for a minimum of 10 years to support retrospective review, billing, litigation 
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defense, and patient care purposes, in alignment with the Resource and Associate Hospitals’ 
corporate record retention policies, which may exceed this minimum requirement. 

b. For records involving minors, retention extends until the patient reaches 23 years of age. 
c. In cases of pending litigation, records are retained for 12 years or until the litigation is concluded, 

whichever occurs first, to ensure availability for legal purposes. 
d. This policy adheres to Anderson Healthcare Policy on Retention, Destruction, and Disposal of 

Medical Records (Electronic and Paper), p. 19, prioritizing the longest applicable retention period to 
maintain robust compliance and operational integrity. 

9. Written Protocols 
a. System Operation: Detailed written protocols govern the operation of the EMS System, base station 

control points, and mobile units. These protocols are easily accessible to all personnel at their 
respective stations. 

b. Re-contact Requirement: Before terminating communications with medical direction, pre-hospital 
personnel must provide a method for re-contact (e.g., cellular number or radio frequency) and ensure 
their equipment is set to receive calls from medical direction. 

c. Training: All EMS System personnel are trained to operate their respective communications 
equipment proficiently, ensuring compliance with protocols. 

10. FCC Compliance 
a. Licenses: The Anderson Hospital EMS System maintains valid Federal Communications 

Commission (FCC) licenses for all radio equipment, including VHF frequency 155.280 MHz and 
StarCom21 channels. Copies of licenses or applications are available for Department review. 

b. Radio Coverage: The system ensures adequate radio coverage within the approved service area 
without causing interference with existing systems, as verified by the Department. 

c. Interference Management: The system complies with Department requirements to monitor and 
modify channel assignments to address documented radio interference. 
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MEDICAL CONTROL 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 02/22, 07/23, 04/24 
Version: 4.0 Council Approved: 

 
1. All personnel functioning in the System do so under the authority of the Illinois Department of 

Public Health and the EMS Medical Director. 
2. In the absence of the EMS Medical Director, the physician staffing the ED at Anderson 

Hospital shall be considered the Anderson Hospital EMS Physician with all of the 
authority necessary to conduct the daily operations of the system. 

3. All Anderson Hospital EMS System personnel must be familiar with the field operations, 
treatment, and operational protocols, and all equipment used in the performance of these 
tasks. 

4. All personnel in the Anderson Hospital EMS System must meet the requirements of the 
System and be approved by the EMS Medical Director. 

5. Only the EMS Medical Director and/or an approved designee, including physicians and 
ECRNs in the ED of the Resource Hospital or Associate Hospital may give patient 
treatment orders to field personnel. 

6. The ECRN has the authority, delegated by the EMS Medical Director, without first 
notifying the EMS Medical Director or his designee (the ED physician), to initiate 
emergency care in accordance with the field treatment guidelines. 

7. Once the EMS Medical Director or the medical control physician designee has arrived at 
the radio, the ECRN and physician shall continue to utilize the field treatment protocols 
as a patient treatment guide during the EMS call 

8. Except for the placement of an IV or treatment with oxygen, only the EMS Medical 
Director or Medical Control Physician can initiate orders outside of the Region 4 EMS 
Guidelines. Orders requiring a physician include, but are not limited to the following: 

a. When EMS requests physician direction. 
b. High-risk refusals. 
c. Situations related to medico-legal issues. 
d. Requests for medications/procedures outside of the provider’s guideline or scope of 

practice. 
e. All pre-hospital termination of resuscitation. 
f. When the ECRN is unfamiliar with any Region protocol or if an unusual event or 

occurrence presents outside the realm of the Region 4 EMS Guidelines 
g. When the patient’s condition is deteriorating and regional protocols have 

been exhausted. 
h. When pronouncement of death is required. 
i. Request for a patient disposition/selection of receiving facility or bypass to another 

facility. 
j. When a patient may be transported directly to a healthcare facility, mental health, 

drug treatment, or emergency center, if that patient: 
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i. has no immediate life-threatening injuries or illness; 
ii. is not under the influence of drugs or alcohol; 

iii. has no immediate/obvious need for transport to an emergency department; 
and 

iv. has an immediate need for transport to an EMS-approved mental health 
facility. (Sec. 3.155(i) of the EMS System Act) 

k. When a patient may be transported to an EMS-System approved urgent care or 
immediate care facility that meets the proper criteria. (Sec. 3.155(i) of the Act) (i.e. 
Mass Casualty Incident Medical/Trauma)In the event that physician authorization is 
required, the assigned D-number or name of the physician shall be documented 
with the order in the radio communications log. It is suggested that the EMS crew 
ask for and document the name/D-number of the ED physician providing the 
order. 

9. Region 4 EMS Guidelines are to be considered the standing orders of the EMS Medical 
Director and are to be followed by field personnel whenever contact with the resource 
hospital is impossible, or where a delay in patient treatment would be of harm to the 
patient. 

10. The Associate Hospital is authorized to provide orders only: 
a. For patients being transported to the Associate Hospital, or 
b. In the event of communication failure with the Resource Hospital. 
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MEDICAL CONTROL OVERRIDE 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 02/22 
Version: 2.0 Council Approved: 

 
1) To allow the EMS provider to contact the Anderson Hospital EMS System Resource Hospital if, in the judgment of 

the provider, orders for patient treatment: 
a) Vary significantly from the provider’s OGs. 
b) Could result in unreasonable or medically inaccurate treatment causing potential harm to the patient. 
c) Could result in undue delay in initiating transport of a critically ill patient (greater than 20 minutes). 
d) When there is no response from the Associate Hospital after three attempts to contact. 

2) This pertains to: 
a) Orders for patient care given by the Associate Hospital during transport to the Associate Hospital. 

3) Orders for patient care given by any hospital for inter-facility transfers. Procedure: 
a) Clarify the order. 
b) Advise the Physician/ECRN issuing the order that the order is not allowed or deviates significantly from 

approved OGs. 
c) Advise the Physician/ECRN that you will contact the Anderson Hospital EMS System Resource Hospital 

for guidance/orders. 
d) After medical control guidance has been completed: 

i) For patients being transported to the Associate Hospital, the Resource Hospital Medical Control 
Physician shall notify the Associate Hospital Medical Control physician that an override was 
initiated and completed. All pertinent information shall be conveyed to the Associate Hospital 
medical control regarding an update on the patient’s medical status and the pre-hospital treatment 
rendered. The Associate Hospital shall be given an Estimated Time of Arrival of the patient to 
their facility. 

ii) For patients requiring inter-facility transfer, the Resource Hospital Medical Control Physician 
shall discuss the patient’s management with the transferring physician and determine an 
appropriate course of action. Note that it is the responsibility of the transferring physician to 
determine a suitable destination facility and arrange accordingly, not that of the Medical Control 
physician. 

4) Only those physicians listed below may grant or deny a request for: 
a) Resource Hospital Medical Control Override: 
b) EMS Medical Director Associate EMS Medical Director. 
c) On-duty Emergency Department Physician Anderson Hospital. 

5) Any override of medical orders shall be submitted in writing via the “Incident Report Form”, and promptly 
presented to the Anderson Hospital EMS Medical Director. 

a) In the unlikely event that further consultation is needed, the EMS Medical Director (or his Alternate 
when he is unavailable) may be contacted. Final authority rests with the EMS Medical Director on all 
matters. 

6) DIRECT SCENE OBSERVATIONS 
a) The EMS System Coordinator or EMS Medical Director, or his designee may respond directly to 

agencies’ emergency scenes to monitor the quality of patient care. 
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APPROVAL OF ADDITIONAL PILOT PROGRAMS, 

MEDICATIONS, AND EQUIPMENT 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 06/25 
Version: 1.0 Council Approved: 

This policy applies to all EMS personnel, the EMS Medical Director (EMS MD), and 
administrative staff within the Anderson EMS System seeking to implement pilot 
programs, new medications, or equipment. 

1. Approval Requirement 
a. All pilot programs, medications, and equipment outside the national EMS 

education standards, as modified by the Illinois Department of Public Health 
(IDPH), must be approved by the IDPH prior to use within the Anderson EMS 
System. 

2. Application Process 
a. The EMS MD shall submit a comprehensive application to the IDPH 

Office of Preparedness and Response (OPR) for approval of any pilot program, 
medication, or equipment. The application shall include: 

i. Education Program Documentation 
1. Description of the education program for additional 

psychomotor skills. 
2. Number of continuing education hours required. 

ii. Curriculum Details 
1. A detailed curriculum for the pilot program, medication, 

psychomotor skill, equipment, or device, including: 
a. Objectives: Clearly defined learning goals. 
b. Methods and Materials: Instructional strategies 

and resources. 
2. Content: Information on usage, complications, adverse 

reactions, and equipment maintenance/use. 
3. Evidence-Based Standards: Relevant guidelines and 

studies supporting the proposal. 
4. Evaluation of Learning: Methods to assess knowledge 

and skill acquisition. 
b. Standing Orders 

i. New written standing orders for the proposed intervention. 
3. IDPH Review and Decision 

a. Upon receipt of the application: 
i. The Medical Director, Division Chief, or designee will review the 

submitted documentation, applying technical and medical expertise, 
relevant literature, and field testing data. 

ii. The Medical Director, Division Chief, or designee may consult 
medical specialists or professional consultants. 

1. The decision will be to: 
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a. Approve the program, medication, or 
equipment. 

b. Approve on a conditional basis. 
c. Disapprove if deemed unsafe or dangerous 

in the pre-hospital setting. 
4. Conditional Approval Requirements 

a. For programs, medications, or equipment approved on a 
conditional basis, the Anderson EMS System shall submit quarterly reports (due 
January 1, April 1, July 1, and October 1) to the IDPH, including: 

i. Indications for use. 
ii. Number of times used. 

iii. Number and types of complications. 
iv. Patient outcomes post-use. 
v. Follow-up actions for cases with complications. 

5. Incident Reporting 
a. In cases of death or complications resulting in patient deterioration 

involving conditionally approved programs, medications, or equipment: 
i. Notify the IDPH within three business days. 

ii. Submit a written report within 10 business days. 
6. Non-Compliance Consequences 

a. Failure to submit required quarterly reports or incident 
notifications may result in withdrawal of conditional approval by the IDPH. 

7. Ongoing Evaluation 
a. The Medical Director or designee will evaluate quarterly reports 

and incident notifications. If safety is not established, the IDPH will notify the 
Anderson EMS System of disapproval, prohibiting further use under 
conditional status. 

8. EMS Personnel Training 
a. EMS personnel must complete the System-approved education 

program and examination, demonstrating required knowledge and skills, before 
implementing any approved program, medication, or equipment. 

b. The EMS MD is not required to train personnel who will not use 
the new interventions. 

9. Best Practices 
a. The IDPH may share best practice models with proven efficacy 

with the Anderson EMS System EMS MD to support implementation. 
10. Responsibilities 

a. EMS MD: Oversees application preparation, training, and 
compliance with reporting requirements. 

b. EMS Personnel: Complete required education and adhere to 
approved protocols. 
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c. Administrative Staff: Support documentation and reporting 
processes. 
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PEDIATRIC-SPECIFIC EQUIPMENT COMPETENCY 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 7/25 
Version: 1.0 Council Approved: 

To ensure all licensed Emergency Medical Services (EMS) personnel in the Anderson EMS System 
maintain proficiency in the use of pediatric-specific equipment, thereby enhancing patient safety and 
quality of care for pediatric patients. 

Scope 

This policy applies to all licensed EMS personnel, including Emergency Medical Technicians 
(EMTs), Advanced EMTs (AEMTs), and Paramedics, operating within the Anderson EMS System. 

1. Definitions 
a. Pediatric-Specific Equipment: Equipment designated for use in the treatment of pediatric 

patients (age 0–18 years), including but not limited to pediatric airway adjuncts, Broselow 
tape, pediatric immobilization devices, pediatric medication dosing tools, and pediatric-
specific resuscitation equipment. 

b. Recertification Period: The two-year cycle required for maintaining state and/or national 
EMS licensure, as defined by the National Registry of Emergency Medical Technicians 
(NREMT) or state regulatory authority. 

c. Competency Demonstration: A supervised, hands-on evaluation of an EMS provider’s 
ability to correctly use pediatric-specific equipment in accordance with Anderson EMS 
System protocols and manufacturer guidelines. 

2. Policy 
a. Requirement for Competency Demonstration 

i. All licensed EMS personnel in the Anderson EMS System shall physically 
demonstrate the correct use of defined pediatric-specific equipment at least once per 
recertification period. 

3. Equipment List 
a. The Anderson EMS System Medical Director shall maintain and annually review a list of 

pediatric-specific equipment requiring competency demonstration.  
4. Demonstration Process 

a. Competency demonstrations shall be conducted by a designated EMS Field Training Officer 
or Medical Director-approved instructor. 

b. Demonstrations shall include: 
i. Correct setup and application of each piece of equipment. 

ii. Adherence to Anderson EMS System pediatric protocols. 
iii. Proper documentation of equipment use in patient care reports. 

c. Personnel must achieve a passing score of 100% on the competency checklist, with 
remediation provided for any deficiencies. 

5. Scheduling 
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a. Competency demonstrations shall be integrated into the recertification process and 
scheduled during continuing education sessions, annual skills verifications, or dedicated 
training days. 

b. Personnel are responsible for ensuring completion prior to submitting recertification 
documentation. 

6. Documentation 
a. Successful completion of the competency demonstration shall be documented in the 

personnel’s training record, including the date, equipment evaluated, and instructor’s 
signature. 

b. Documentation must be submitted to the Anderson EMS System Training Coordinator for 
inclusion in the recertification packet. 

7. Non-Compliance 
a. Failure to complete the required competency demonstration by the end of the recertification 

period will result in: 
i. Suspension from patient care duties until compliance is achieved. 

ii. Notification to the state licensing authority and/or NREMT, as applicable. 
b. Repeated non-compliance may result in further disciplinary action, up to and including 

termination. 
8. Training and Support 

a. The Anderson EMS System shall provide annual training opportunities, including hands-on 
practice sessions, to support personnel in maintaining proficiency. 

b. Personnel may request additional training or clarification on equipment use from the EMS 
Training Coordinator. 

9. Responsibilities 
a. EMS Personnel: Complete the required competency demonstration within the 

recertification period and maintain familiarity with pediatric-specific equipment. 
b. EMS Training Officers: Conduct and document competency demonstrations, provide 

remediation, and report compliance to the Training Coordinator. 
c. Training Coordinator: Track compliance, maintain records, and report non-compliance to 

the Medical Director. 
d. Medical Director: Oversee policy implementation, approve the equipment list, and ensure 

alignment with clinical standards. 
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Section III: 
 

Personnel & Vehicles 
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PERSONNEL WELL-BEING & CISD 
Anderson Hospital EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 01/18 
Version: 1.0 Council Approved: 

 

EMS providers often work long hours caring for others in difficult 
environments. In doing so, we often fail to take appropriate care of 
ourselves. It is imperative, as healthcare providers in a stressful and 
physically demanding environment, to keep ourselves well nourished, well 
rested, and physically fit. 

 
Taking care of ourselves includes maintaining seemingly small ideals such as 
proper lifting techniques, abstinence from smoking, and regular visits to a 
physician. However, maintaining good health doesn’t simply involve our 
physical selves. We must be emotionally and mentally well. Exhaustion and 
the stress of what we see and do on a daily basis takes a great toll on our 
bodies, not to mention compromises the care that we deliver to our patients. 
A provider may, at any time, contact the EMS Office for assistance with 
these matters. 

 
In addition, the use of Critical Incident Stress Debriefing cannot be 
overlooked.  While seemingly simple in nature, CISD is very beneficial to 
providers. The EMS Office will arrange for CISD at any point when 
requested. Please make the EMS Office aware of any particularly stressful 
scenes. These include, but are certainly not limited to calls involving 
children, coworkers or close acquaintances, grotesque scenes, multiple 
fatalities, or when providers are subjected to a series of stressful calls within 
a short period of time. Also, providers may, at times, suffer undue stress to 
seemingly mundane calls, i.e. routine cardiac arrest. The stress from these 
incidents can be as debilitating as that encountered on a “once-in-a-career 
call”. These providers may personally contact the EMS Office for assistance. 
Coworkers are also encouraged to contact the EMS Office for assistance if 
you notice a provider who seems to be going through a difficult time and 
may be in need of assistance. 
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EDUCATION, CERTIFICATION, LICENSING & 
CREDENTIALING 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 4/24 
Version: 2.0 Council Approved: 

 

What’s the difference? (Taken from the National EMS Scope of Practice.) 
 

1. Education includes all of the cognitive, psychomotor, and affective 
learning that providers have undergone throughout their lives. This 
includes entry-level and continuing professional education, as well as 
other formal and informal learning. Clearly, many individuals have 
extensive education that, in some cases, exceeds their EMS skills or roles. 

 
2. Certification is an external verification of the competencies that an 

individual has achieved and typically involves an examination 
process. While certification exams can be set to any level of 
proficiency, in health care they are typically designed to verify that 
an individual has achieved minimum competency to assure safe 
and effective patient care. 

 
3. Licensure represents permission granted to an individual by the 

State to perform certain restricted activities. Scope of practice 
represents the legal limits of the licensed individual’s performance. 
States have a variety of mechanisms to define the margins of what 
an individual is legally permitted to perform. 

 
4. Credentialing is a local process by which an individual is permitted 

by a specific entity (medical director) to practice in a specific 
setting (EMS agency). Credentialing processes vary in 
sophistication and formality. 

 
5. For every individual, these four domains are of slightly different 

relative sizes: However, one concept remains constant: an 
individual may only perform a skill or role for which that person is: 

 
a. educated (has been trained to do the skill or role), AND 
b. certified (has demonstrated competence in the skill or role), AND 
c. licensed (has legal authority issued by the State to 

perform the skill or role), AND 
d. credentialed (has been authorized by medical director to 

perform the skill or role). 
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ANDERSON HOSPITAL EMS SYSTEM CREDENTIALING 
FOR NEW PROVIDERS AND RECIPROCITY CANDIDATES 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 02/22, 04/24, 7/25 
Version: 4.0 Council Approved: 

All applicants for credentialing in the Region IV Anderson Hospital EMS System 
must complete an application. Providing false, inaccurate, or misleading 
information on the application is grounds for immediate termination or suspension 
from the EMS System. Applicants designating Anderson Hospital EMS System as 
their secondary system must document their primary EMS system on the Anderson 
Hospital EMS System Reciprocity Application. 

1. Application Submission 
a. All EMS personnel must submit the Anderson Hospital EMS System 

Reciprocity Application to the EMS System Coordinator. 
b. A Reciprocity Application Processing Fee of $75 shall be submitted to 

IDPH at the time of application. 
c. Fees for a reciprocity license or reinstatement of a license will be equal to 

the amount of the initial license fee. 
d. Applicants with Anderson Hospital EMS System as their secondary 

system will relicense through their primary EMS system. 
2. Certification and Licensure 

a. Personnel must use the EMS system-approved certification tracking 
software and submit a copy of a current Illinois EMS license at their 
respective provider level (EMT, AEMT, Paramedic, PHRN, PHPA, 
PHAPN). 

b. A current CPR for Healthcare Provider card and documentation of 
annual Rescue Task Force Training (awareness level or higher) are 
required. 

3. Advanced Certifications 
a. EMT-P, PHRN, PHPA, PHAPN candidates must submit current ACLS, 

PALS/PEPP, and ITLS certifications. 
b. PHRN, PHPA, PHAPN candidates may substitute TNS or TNCC for 

ITLS. 
c. Candidates with PHTLS certification may function provisionally, 

provided they obtain ITLS certification before PHTLS expires (subject to 
Medical Director approval). 

4. SOG Exam 
a. All personnel must pass the System Operating Guidelines (SOG) exam 

with a minimum score of 80%. 
b. Maximum of 2 attempts allowed. 
c. A minimum of 24 hours between attempts. 
d. Candidates failing twice require Medical Director approval for a third 

attempt. 
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e. Candidates failing a third attempt must wait 6 months from the first exam 
date to retake. 

5. Minimum Activity Requirement 
a. Personnel must function, on average, 24 hours per month within the 

EMS System. 
6. Reciprocity Requirements 

a. Reciprocity candidates must provide a recommendation from the Medical 
Director or EMS System Coordinator of their previous system, 
submitted to the EMS Office. 

b. Paramedic Reciprocity: 
i. If licensed within the last 24 months, candidates must have 

completed a CAAHEP-accredited program with a minimum of 
1,100 hours (waivable with Medical Director approval). 

c. Non-Region IV Reciprocity Candidates: 
i. Must complete a minimum of five acceptable runs with a Field 

Training Officer (FTO). 
ii. Acceptable runs demonstrate critical thinking and/or EMT-P 

level skills, as determined by the FTO, EMS System Coordinator, 
and EMS Educator. Concerns are referred to the EMS Medical 
Director. 

7. National Registry Reciprocity 
a. IDPH grants immediate reciprocity to EMS personnel with an 

unencumbered NREMT certification (EMT, AEMT, or Paramedic). 
i. Such individuals may operate under provisional system status 

until an Illinois license is issued. 
ii. Requirements for provisional status: 

1. Submit all IDPH-required application materials to the 
EMS System for review. 

2. The EMS System must validate the candidate’s NREMT 
certification. 

3. Candidates with Class X, Class 1, or Class 2 felony 
convictions (or equivalent out-of-state offenses) are 
ineligible for provisional status. 

iii. Reciprocity candidates must receive a positive recommendation 
from the FTO. 

8. Military-Trained EMS Personnel 
a. Individuals with military EMS training or experience may apply for 

reciprocity or credentialing within the Anderson Hospital EMS System. 
b. Requirements for military-trained candidates: 

i. Submit documentation of military EMS training (e.g., DD-214, 
training certificates, or equivalent) and any current NREMT 
certification or state EMS license. 

ii. Complete the IDPH State Reciprocity Application and the 
Anderson Hospital EMS System Reciprocity Application. 
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iii. Provide verification of military EMS training program equivalency 
to Illinois EMS standards, as determined by the EMS System 
Coordinator and Medical Director. 

iv. If no NREMT certification is held, candidates must pass the 
NREMT exam at the appropriate level (EMT, AEMT, or 
Paramedic) or complete an IDPH-approved EMS training program. 

v. Complete a minimum of five acceptable runs with an FTO for 
non-Region IV or out-of-state military candidates, demonstrating 
critical thinking and EMS skills at the appropriate level. 

vi. Meet all other credentialing requirements (e.g., CPR, ACLS, SOG 
exam) as applicable to their provider level. 

c. Military candidates with an unencumbered NREMT certification may 
operate under provisional system status (per Section 515.630) pending 
Illinois licensure, provided all application materials are submitted and 
validated. 

9. Out-of-State Reciprocity 
a. Providers seeking reciprocity from outside Illinois must complete the 

IDPH State Reciprocity Application (available for download from 
IDPH). 

b. Additional requirements align with the above reciprocity and military 
provisions, including submission of all required certifications and 
completion of FTO runs for non-Region IV candidates. 
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RELICENSURE REQUIREMENTS/PROCESS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 07/23, 3/24 
Version: 3.0 Council Approved: 

 

The following requirements align with the Illinois EMS Act and Rules (77 Ill. Adm. Code 
515.590) for relicensure of Emergency Medical Responders (EMR), Emergency Medical 
Dispatchers (EMD), Emergency Medical Technicians (EMT), Advanced EMTs (AEMT), EMT-
Intermediates (EMT-I), Paramedics (EMT-P), Emergency Communications Registered Nurses 
(ECRN), Pre-Hospital Registered Nurses (PHRN), Pre-Hospital Advanced Practice Registered 
Nurses (PHAPRN), Pre-Hospital Physician Assistants (PHPA), and Trauma Nurse Specialists 
(TNS). All personnel must meet these requirements to maintain licensure within the Anderson 
EMS System. 

1. Continuing Education (CE) Requirements 
Emergency Medical Services (EMS) personnel must complete the following CE hours 
every four years, including both adult and pediatric care, as approved by the Illinois 
Department of Public Health (IDPH), Anderson EMS System, Continuing Education for 
EMS Continuing Education and Medical Services (CECBEMS), or Commission on 
Accreditation for Pre-Hospital Continuing Education (CAPCE): 

a) EMR: 24 hours 
b) EMT: 60 hours 
c) AEMT and EMT-I: 80 hours 
d) EMT-P, PHRN, PHPA, PHAPRN, ECRN, TNS: 100 hours 

i) Ideally at least 50% of total CE hours should be acquired within the first two 
years of the licensure period. 

ii) No more than 20% of CE hours may be earned in a single subject area, per 
IDPH guidelines. 

iii) Up to 50% of total CE hours may be completed through IDPH-approved 
online or computerized CE programs (e.g., CAPCE-approved courses). 

iv) At least 50% of total CE hours must be obtained through Anderson EMS 
System-approved CE programs. 

v) CE content must be related to emergency medical services and approved by 
the EMS System, IDPH, CECBEMS, or CAPCE. 

vi) CE documentation must be submitted to the EMS Coordinator at least 30 
days prior to license expiration. 

2. Certification Requirements 
a) All EMS personnel (EMR, EMT, AEMT, EMT-I, EMT-P, PHRN, PHPA, 

PHAPRN, ECRN, TNS) must maintain a current American Heart Association 
(AHA) Basic Life Support (BLS) for Healthcare Providers certification. 

b) EMT-P, PHRN, PHPA, PHAPRN, ECRN, TNS must maintain current 
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Advanced Cardiac Life Support (ACLS) certification (AHA-approved). 
c) EMT-I, EMT-P, PHRN, PHPA, PHAPRN, TNS must maintain current 

International Trauma Life Support (ITLS). 
d) EMT-P, PHRN, PHPA, PHAPRN, TNS must maintain current Pediatric 

Advanced Life Support (PALS) or Pediatric Education for Prehospital 
Professionals (PEPP) certification. 

3. Grace Period for Certifications 
a) A 30-day grace period is provided for renewing BLS, ACLS, ITLS/PHTLS, or 

PALS/PEPP certifications if the following conditions are met prior to expiration: 
i) The individual is enrolled in a certification course scheduled within the 30-

day grace period. 
ii) The individual notifies the EMS Coordinator of the course date and location 

and uploads registration details to the EMS System’s certification tracking 
system. 

b) A current certification card must be presented within the 30-day grace period. 
Failure to do so will result in the temporary suspension of advanced life support 
(ALS) privileges until a valid card is provided. 

4. Alzheimer’s Education 
a) All EMS personnel must complete 1 hour of Alzheimer’s disease and dementia 

education per licensure period, as required by IDPH. 

5. Rescue Task Force (RTF) Training 
a) All EMS personnel must complete 1 hour of Rescue Task Force (RTF) 

awareness-level training annually, as approved by the Anderson EMS System 
and System EMS Advisory Council. This training focuses on coordinated 
response to active shooter and mass casualty incidents. 

6. Clinical and Field Training 
a) Up to 20% of total CE hours may be earned through approved Emergency 

Department (ED) clinical time during the licensure period. Appropriate clinical 
attire is required. 

b) Up to 20% of total CE hours may be earned through clinical field supervision by 
System-approved Field Training Officers (FTOs) for EMT-I, EMT-P, PHRN, 
PHPA, PHAPRN, and TNS, subject to EMS System approval. 

c) Up to 20% of total CE hours may be earned by teaching EMS-related classes 
approved by the EMS System or IDPH. 

d) FTOs may earn 1 CE hour per approved supervised field run, up to 20% of 
total CE hours. 

7. Airway Education and Competency 
a) EMT-I, EMT-P, PHRN, PHPA, PHAPRN, TNS must document at least 1 
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successful endotracheal intubation per year in the pre-hospital setting, ED, or 
approved simulation. 

b) Personnel are encouraged to pursue additional intubations and practice regularly 
on simulation mannequins at Anderson Hospital or their place of employment. 
ii. Failure to document at least one intubation annually requires attendance at 
clinical airway instruction as determined by the EMS Medical Director. 

c) Airway education is emphasized in Anderson EMS System certification courses 
(PALS, ACLS, ITLS, PEPP) and Hi-fidelity Manakin skill competency 
evaluations. 

8. Relicensure Exam or Periodic Subject Review Modules (PSRM) 
a) EMT, EMT-I, EMT-P, PHRN, PHPA, PHAPRN, ECRN, TNS must either: 

i) Pass an IDPH or EMS system-approved relicensure exam with a minimum 
score of 80% within 45 days of license expiration, or 

ii) Successfully complete periodic subject review modules (6 per year) as 
outlined in the Anderson EMS System Relicensure Process. 

iii) Failure to complete subject review modules requires scheduling a 
relicensure (SOG) exam. 

iv) Exam Failure Protocol: 
(1) Candidates failing the relicensure exam twice require EMS Medical 

Director approval to attempt a third exam. 
(2) Candidates failing the exam a third time: 

- May not retake the exam for 6 months from the first attempt. 
- Will have their relicensure processed and sent to IDPH for approval. 
- Will not function in the Anderson EMS System at their license level 
until approved. 
- ALS providers may function as an EMT if approved by the EMS 
Medical Director 

9. Mandatory In-Service and Run Reviews 
a) All personnel must complete mandatory in-service training, including case-based 

scenario evaluations, as required by the EMS System. 
b) Attendance at Run Review Conferences and Department led Reviews are 

mandatory: 
i) EMT-P, PHRN, PHPA, PHAPRN, ECRN, TNS: 16 hours per licensure 

period. 
ii) EMT: 12 hours per licensure period. 

10. EMS System Participation 
a) Personnel must maintain an average of 24 hours per month of on-call 

availability within the Anderson EMS System. 
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11. Documentation and Application 
a) Personnel must complete and sign the IDPH Child Support and Renewal 

Application Form for relicensure at least 30 days prior to license expiration. 
b) All state fees associated with relicensure are the responsibility of the applicant 

and must be paid directly to IDPH. 
c) All licensure, certification, and CE records must be maintained and kept up-to-

date in the EMS System office. It is the responsibility of EMS personnel to ensure 
all records are current. 

d) Documentation will be provided to the EMS Medical Director upon request for 
relicensure approval. 

12. Fee Schedule: 
a) All relicensure and reinstatement fees are set by the Illinois Department of Public 

Health (IDPH) and are subject to change. Personnel are responsible for paying 
fees directly to IDPH via online payment or by certified check or money order 
made payable to IDPH. Personal checks or cash are not accepted. 

i) Relicensure Fees: 
(1) EMR, EMT, EMD: $20 
(2) AEMT, EMT-I: $30 
(3) EMT-P: $40 
(4) PHRN, PHPA, PHAPRN, ECRN: $20 
(5) TNS: $25 
(6) Extension Request: $10 

ii) Late Fee: An additional $100 is required for relicensure applications 
submitted within 60 days after license expiration, provided no disciplinary 
action is pending. 

iii) Reinstatement Fees (expired >60 days, <36 months): Same as relicensure 
fees, plus any additional penalties as determined by IDPH. 

iv) Fee Waivers for Specific Groups: 
(1) An EMR, EMD, EMT, EMT-I, AEMT, EMT-P, ECRN, PHRN, 

PHAPRN, PHPA, or TNS who is a member of the Illinois National 
Guard, an Illinois State Trooper, or exclusively serves as a volunteer 
for a unit of local government or a not-for-profit organization with a 
population base of less than 5,000 in Illinois may submit an 
application for a fee waiver to IDPH. 

(2) The waiver application must be submitted on an IDPH-prescribed 
form and approved prior to examination, licensure, or renewal. 

v) Military Personnel Fee Waivers: 
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(1) Fees for initial licensure are waived for honorably discharged 
military personnel. 

(2) Renewal fees for honorably discharged military personnel are half 
the standard relicensure fees listed in Section 12.B. 

vi) Non-Refundable Fees: All fees submitted for licensure examinations or 
relicensure are non-refunded, per IDPH regulations. 

vii) For the most current fee schedule or to apply for a fee waiver, personnel 
should refer to the IDPH website or contact the EMS Coordinator. 

13. License Downgrade and Reinstatement 
a) EMT-I or EMT-P Downgrade to EMT-B: 

i) At any time prior to license expiration, an EMT-I or EMT-P may request to 
revert to EMT-B status for the remainder of the license period. 

ii) Request must be in writing, including date, level of downgrade, and 
signature, submitted to the EMS Medical Director and EMS Coordinator. 

iii) Must meet EMT-B relicensure requirements and submit the original license 
to IDPH. 

b) Reinstatement to EMT-I or EMT-P: 
i) Personnel who downgraded to EMT-B may be relicensed as EMT-I or 

EMT-P upon EMS Medical Director recommendation, verifying active 
knowledge and clinical skills. 

ii) Additional retraining, education, or testing may be required as deemed 
necessary by the EMS Medical Director. 

c) Reinstatement of Expired License (More than 60 Days, Less than 36 
Months): 

i) Personnel must reapply for licensure, complete required CE hours, obtain 
EMS Medical Director clinical skills approval, pass an IDPH-approved test, 
and pay applicable fees per IDPH reinstatement rules. 

14. License Expiration and Fines 
a) An EMT license terminates the day after the expiration date if no renewal 

application is filed. 
b) Within 60 days of license expiration, personnel may pay a fine to IDPH for 

relicensure, provided no disciplinary action is pending and all requirements are 
met. 

c) If the license has expired for more than 60 days but less than 36 months, refer to 
reinstatement procedures (Section 13.C). 

15. Non-Compliance with EMS System Requirements 
a) If personnel fail to meet Anderson EMS System requirements and are no longer 

active, they may seek relicensure directly through IDPH, per Section 515.590(f). 
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b) Record Keeping 
i) Records of licensure, certifications, CE hours, and related materials will be 

maintained at the Anderson EMS System office. Personnel are responsible 
for ensuring all documentation is accurate and up-to-date. 

16. Relicensure Approval 
Final relicensure approval is granted by the EMS Medical Director after verification of all 
requirements. 
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EMT INACTIVE STATUS – State of Illinois 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 06/17, 02/22, 3/24 
Version: 3.0 Council Approved: 

 

1. Prior to the expiration of the current license, EMS Personnel may request 
to be placed on inactive status on a form prescribed by the Department 
available on the Department's website: 
http://dph.illinois.gov/sites/default/files/forms/ems- inactive-request-
062116.pdf. The application shall contain the following information: 
 

a. Name of individual and contact information; 
b. Applicant's current original license; 
c. Level of licensure; 
d. License number; 
e. Circumstances requiring inactive status; and 
f. Confirmation from the EMS MD of the System of primary 

affiliation or the Department for independent licensees that 
relicensure requirements have been met by the date of the 
application for inactive status. 
 

2. The Department will review requests for inactive status. The Department 
will notify the EMS MD in writing of its decision based on subsection (a). 

3. For EMS Personnel to return to active status, the EMS MD shall make 
application to the Department on a form prescribed by the Department 
available on the Department's website: http://dph.illinois.gov/sites/ 
default/files/forms/ems-reactivation-request-061416.pdf. The EMS MD 
shall confirm that the applicant has been examined (physically and 
mentally) and found capable of functioning within the EMS System; that 
the applicant's knowledge and psychomotor skills are at the active EMT 
level for that individual's license; and that the applicant has completed 
any education and evaluation deemed necessary by the EMS MD and 
approved by the Department. If the inactive status was based on a 
disability, the EMS MD shall also verify that the applicant can perform 
all critical functions of the requested license level. 

4. During inactive status, the individual shall not perform at the level of any 
EMS provider. 

5. EMS Personnel whose inactive status period exceeds 48 months shall 
pass a Department-approved licensure examination for the requested level 
of license upon recommendation of an EMS MD. 
  

http://dph.illinois.gov/sites/default/files/forms/ems-inactive-request-062116.pdf
http://dph.illinois.gov/sites/default/files/forms/ems-inactive-request-062116.pdf
http://dph.illinois.gov/sites/default/files/forms/ems-inactive-request-062116.pdf
http://dph.illinois.gov/sites/%20default/files/forms/ems-reactivation-request-061416.pdf
http://dph.illinois.gov/sites/%20default/files/forms/ems-reactivation-request-061416.pdf
http://dph.illinois.gov/sites/%20default/files/forms/ems-reactivation-request-061416.pdf
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EMT INACTIVE STATUS – EMS SYSTEM 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 06/17, 02/22 
Version: 2.0 Council Approved: 

 

1. EMT’s must be in an ACTIVE status, allowing them to perform duties within the Anderson 
EMS System. EMT’s are placed into an INACTIVE status if one of the following occur: 

a) Failure to maintain 24 hours per month for a period of 2 months or more. 
b) If you have not worked 24 hours for a period of 2 months or more, to become active, 

you must: 
i) Run 1 ALS call with an FTO for each month you are inactive. Example: EMT 

is off for 5 months due to surgery, prior to returning to Active Status, the EMT 
will need to run 5 ALS calls with an FTO. 

ii) Receive positive review from FTO that you are competent enough for return to 
Active Status. 

iii) Maintain current required certifications (ACLS, PALS or PEPP, ITLS, and 
CPR) 

c) A 30 day grace period can be granted if certification expires within 30 days prior to a 
class. The candidate must be enrolled in a class for the 30 day grace period to be 
granted. 

d) Failure to pass a class during a grace period will result in you being placed into an 
INACTIVE status until a current certification is presented to the Medical Director. 

i) Any other conditions according to the EMS Act. 
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REINSTATEMENT OF LICENSE 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 02/22, 02/23, 06/25 
Version: 3.0 Council Approved: 

 

This policy defines the steps necessary for reinstating the license of Emergency Medical Services 
(EMS) personnel who have failed to comply with licensure renewal requirements or who voluntarily 
surrendered their license within the last 36 consecutive months. 
 

1. EMS Personnel requiring reinstatement must meet the provisions in accordance with this 
policy. 

 
a. Only EMR, EMD, ECRN, A-EMT, EMT-B/P, PHRN, PHAPRN and PHPA must 

complete and submit a License Reinstatement Application to the EMS System. 
b. Provide a copy of an approved CPR and if applicable, ITLS, ACLS, and PEPP/PALS. 
c. Copies of continuing education as required for current licensure renewal period. 
d. Evidence of successful completion of EMS System permitted skills and the NREMT 

practical skills appropriate for licensure level. 
e. All levels of personnel not having practiced clinically within the EMS System for 

greater than 6 months must successfully complete a refresher course as appropriate 
for licensure level. 

f. Completion of the Anderson EMS Standard Operating Guidelines examination with a 
minimum score of 80% as applicable to licensure level. 

g. Completion and submission of an IDPH “Renewal/Child Support Form” and an 
“Electronic Transaction Form.” 

h. A fee (Money Order or Cashier’s Check ONLY) made payable to Illinois Department 
of Public Health will be assessed, for applicants seeking reinstatement of a previously 
expired license. 
 

2. To allow submission of a request for reinstatement of a license to Illinois Department of 
Public Health all requirements of the Administrative Code Section 515.640 must be 
completed. 

 
a. The applicant must submit satisfactory proof of completion of continuing medical 

education requirements in accordance with the following: 
 

i. Continuing education in accordance with IDPH requirements of Sections 
515.560, 515.570 and 515.580. 

ii. EMT Training in accordance with Sections 515.500, 515.510 or 515.520 
 

3. The applicant shall submit a positive recommendation from an EMS Medical Director 
attesting to the applicant’s clinical qualification for retesting. The EMS Medical Director 
shall verify that the applicant has demonstrated competency of all skills at the level of EMS 
licensure sought to be reinstated. 
 

4. The applicant shall pass a Department approved test for the level of EMS licensure sought to 
be reinstated, in accordance with section 515.530 (Section 3.50 (d) (5) of the Act. 
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PERSONNEL RECORDS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 02/22 
Version: 2.0 Council Approved: 

 

1. It is the sole responsibility of the individual EMS system personnel to: 
a. Maintain and update their continuing education records. 
b. Enter copies of all required certifications into Vairkko (or 

current certification tracking system) 
c. Keep current in all required certifications, registrations and/or licensure. 
d. Advise the EMS Department and IDPH, in writing, 

regarding changes in name, address and phone number. 
 

2. All EMR & EMT-B initial student records will be kept by the Lead 
Instructor or teaching agency for seven years. All EMT-I, EMT-P, 
PHRN, PHPA, PHAPN and ECRN initial student records will be kept 
by the Resource Hospital/sponsoring educational institution for seven 
years. 

 
3. All EMS system personnel continuing education records submitted to 

the EMS Department will be kept for four years. 
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FIELD TRAINING OFFICERS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 02/22 
Version: 2.0 Council Approved: 

 

1. Field Training Officers (FTO) have the duty to supervise and 
instruct students and reciprocity candidates in the pre-hospital 
setting. 

 
2. They also may supervise other providers seeking further field education for CEUs. 

 
3. FTOs may obtain up to 20% hours of continuing education every 4 

years by supervising others. 
 

4. Lead Field Training Officers shall be appointed by the EMS 
System Coordinator/EMS Medical Director. 

 
5. Requirements: 

a. Maintain a valid license and all mandatory continuing education listed above. 
b. Remain in good standing with the Anderson Hospital EMS System. 
c. Exemplary field skills and documentation skills as verified 

by the EMS System Coordinator. 
d. Minimum of one year field experience at the advanced life support level. 
e. Experience in teaching/training/supervision of EMS personnel. 
f. Recommendation of the EMS System Coordinator. 
g. Pass an OG exam with a 85% or better. 
h. Demonstrate verbal teaching skills (with the EMS 

Educator or EMS System Coordinator monitoring). 
i. Attend a Field Training Officer class with EMS System Coordinator. 
j. Approval of EMS Medical Director. 

 
6. Maintenance of FTO status: 

a. EMT-P/PHRN/PHPA/PHAPN FTOs must continue to actively supervise 
students. 

b. Attend at least one quarterly Field Training Officer meeting yearly. 
c. Remain active and in good standing in the System. 
d. Score 85% or above on all OG exams. 
e. Maintain the highest standards of professionalism, knowledge, and skills. 
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LEAD INSTRUCTORS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 02/22, 3/24, 07/25 
Version: 4.0 Council Approved: 

 

1. Responsibilities 
a) Lead Instructors shall be responsible for coordinating all education, training, and 

continuing education courses for EMS personnel within the Anderson EMS System, 
ensuring compliance with the Illinois EMS Systems Act and Illinois Administrative 
Code, Title 77, Part 515. 
 

2. Multiple Lead Instructors 
a) A program may utilize more than one EMS Lead Instructor. A single EMS Lead 

Instructor may coordinate multiple programs or courses simultaneously, provided they 
meet all regulatory requirements. 
 

3. Application Process 
a) To apply for the position of EMS Lead Instructor, candidates shall submit the following 

to the Illinois Department of Public Health (IDPH) through the Anderson EMS System:  
i) Documentation of experience and education as outlined in the “Qualifications” 

section below. 
ii) The fee required by IDPH. 
iii) A letter from the EMS Medical Director recommending approval for the candidate to 

conduct EMS courses. 
iv) An EMS Lead Instructor application form prescribed by IDPH, including but not 

limited to name, address, resume, demographic information, Social Security Number, 
child support statement, felony conviction statement, and EMS System authorization. 

4. Qualifications 
a) Candidates for EMS Lead Instructor must meet the following requirements: 

i) Hold a current Illinois license as an EMD, EMT, EMT-I, A-EMT, Paramedic, 
Registered Nurse (RN), PHRN, PHPA, PHAPRN or physician. 

ii) Have a minimum of two years of experience in pre-hospital emergency care. 
iii) Have at least one year of documented teaching experience in EMS or related fields. 
iv) Provide documentation of classroom teaching experience in courses such as 

International Trauma Life Support (ITLS), Advanced Cardiac Life Support (ACLS), 
Cardiopulmonary Resuscitation (CPR), or Pediatric Advanced Life Support (PALS). 

v) Have successfully completed the National Association of EMS Educators (NAEMSE) 
EMS Instructor Course (Level I or higher) or an equivalent course approved by 
IDPH. 

vi) Achieve a passing score of at least 80% on an EMS educator course examination 
approved by IDPH. 

5. Application Submission 
a) Upon successful completion of the required instructor course, candidates may apply to 

IDPH through the Anderson EMS System. The application shall include: 
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i) The child support form available on the IDPH website 
(http://dph.illinois.gov/sites/default/files/forms/ems-renewal-notice.pdf). 

ii) An application form provided by the Anderson EMS System, including demographic 
information, Social Security Number, child support statement, felony conviction 
statement, applicable fees, and EMS System authorization. 

6. Renewal 
a) EMS Lead Instructors shall renew their approval every four years by submitting the 

following to IDPH at least 30 days, but no more than 60 days, prior to the approval 
expiration: 
i) A letter of support or electronic authorization from the EMS Medical Director 

confirming satisfactory coordination of EMS System programs during the four-year 
period. 

ii) Documentation of at least 40 hours of continuing education, including: 
(1) At least 20 hours related to the development, delivery, and evaluation of 

educational programs. 
(2) Continuing education hours used to fulfill other professional requirements (e.g., 

EMT, RN) may also be applied to this requirement, provided they meet IDPH 
standards.  

(3)  Have documentation of attendance to a review course whenever revisions are 
made to the national standards. 

(4) The renewal fee as required by IDPH. 
7. Reciprocity Requirements 

a) Out-of-state or non-Illinois EMS Lead Instructor candidates seeking reciprocity must: 
i) Possess a current Illinois EMS license (EMD, EMT, EMT-I, A-EMT, Paramedic, 

Registered Nurse (RN), PHRN, PHPA, PHAPRN or physician). 
ii) Have a minimum of two years of experience in pre-hospital emergency care. 
iii) Have at least one years of documented teaching experience. 
iv) Have completed the NAEMSE EMS Instructor Course (Level I or higher) or an 

equivalent course approved by IDPH. 
v) Achieve a passing score of at least 80% on an IDPH-approved EMS educator course 

examination. 
vi) Provide a letter of support from the EMS Medical Director recommending approval. 

vii) Submit an application through the Anderson EMS System, including all required 
documentation and fees as outlined in Section 3. 

8. Disciplinary Actions 
a) IDPH may suspend, revoke, or refuse to issue or renew the approval of an EMS Lead 

Instructor, after an opportunity for a hearing, for any of the following: 
i) Failure to conduct a course in accordance with the curriculum prescribed by the 

Illinois EMS Systems Act, Title 77, Part 515, and the Anderson EMS System. 
ii) Failure to comply with protocols prescribed by Title 77, Part 515, and the Anderson 

EMS System sponsoring the course. 
iii) Violation of any other provision of the Illinois EMS Systems Act or Title 77, Part 

515, as determined by IDPH. 

http://dph.illinois.gov/sites/default/files/forms/ems-renewal-notice.pdf
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EMS FIELD REPRESENTATIVE 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 02/22, 07/23 
Version: 3.0 Council Approved: 

 

1) The EMT Field Representative position is strictly volunteer. The individual in this 
position will be an Anderson Hospital EMS personnel who has been voted into this 
position by his/her peers. This individual acts as a liaison between field personnel, the 
EMS Coordinator, and the EMS Medical Director. The length of term is two years. 
 

a) The responsibilities of this individual include: 
i) Meet no less than quarterly with the EMS Medical Director or EMS 

System Coordinator to address field related problems and/or 
concerns. 

ii) Contact supervisors of each service prior to quarterly Advisory 
Council meeting to determine any problems or obtain comments. 

iii) Serve as a member of the System Review Board. 
iv) Report to the EMS Medical Director on any matter as the EMS 

Medical Director deems necessary. 
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PROVISIONAL LICENSURE FOR EMERGENCY MEDICAL 

RESPONDERS (EMR) 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 07/25 
Version: 1.0 Council Approved: 

This policy establishes the requirements and procedures for provisional licensure of 
Emergency Medical Responders (EMRs) within the Region IV Anderson Hospital EMS 
System, in accordance with Section 515.715 of the Illinois EMS Regulations (Illinois 
Administrative Code, Title 77, Part 515). The policy ensures compliance with Illinois 
Department of Public Health (IDPH) standards while maintaining the operational and safety 
standards of the Anderson Hospital EMS System. 

Scope 
This policy applies to all individuals seeking provisional licensure as EMRs within the 
Anderson Hospital EMS System, including new applicants, reciprocity candidates, and military-
trained personnel. 

Policy 
All candidates for provisional EMR licensure must meet the following requirements to operate 
within the Anderson Hospital EMS System under provisional status until a full Illinois EMR 
license is issued. 

Requirements for Provisional Licensure 

1. Application Submission 
a. Candidates must complete and submit the Anderson Hospital EMS System 

Application and the IDPH EMR Licensure Application to the EMS System 
Coordinator. 

b. Candidates identifying Anderson Hospital EMS System as their secondary system must 
document their primary EMS system. 

c. Providing false, inaccurate, or misleading information on any application is grounds for 
immediate termination or suspension from the EMS System. 

2. Eligibility  
a. Candidates must have applied for licensure with IDPH and meet all requirements under 

the EMS Systems Act (210 ILCS 50). 
b. Candidates must hold one of the following: 

i. A current National Registry of Emergency Medical Technicians (NREMT) 
EMR certification (unencumbered, per Section 515.630). 

ii. Documentation of completion of an IDPH-approved EMR training program. 
iii. For military-trained candidates, documentation of military EMR training 

equivalent to Illinois EMR standards, verified by the EMS System Coordinator 
and Medical Director. 
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c. Candidates with Class X, Class 1, or Class 2 felony convictions (or equivalent out-of-
state offenses, per Section 515.190) are ineligible for provisional licensure. 

3. Certification Requirements 
a. Candidates must submit a copy of a current CPR for Healthcare Provider card. 
b. Military-trained candidates without NREMT certification must provide training 

records (e.g., DD-214 or equivalent) for equivalency review. 
4. System Operating Guidelines (SOG) Exam 

a. Candidates must pass the Anderson Hospital EMS System SOG exam with a 
minimum score of 80%. 

b. Maximum of 2 attempts allowed, with a minimum of 24 hours between attempts. 
c. Candidates failing twice require Medical Director approval for a third attempt. 
d. Candidates failing a third attempt must wait 6 months from the first exam date to 

retake. 
5. Field Training (Reciprocity and Military Candidates) 

a. Non-Region IV or out-of-state reciprocity candidates, including military-trained 
personnel, must complete a minimum of three acceptable runs with a Field Training 
Officer (FTO). 

i. Acceptable runs demonstrate critical thinking and EMR-level skills, as 
determined by the FTO, EMS System Coordinator, and EMS Educator. 
Concerns are referred to the EMS Medical Director. 

ii. Candidates must receive a positive recommendation from the FTO. 
6. Provisional Status Operations 

a. Candidates with provisional licensure may operate on an IDPH-licensed EMS 
transport or non-transport vehicle under the supervision of a licensed EMT, AEMT, 
Paramedic, PHRN, PHPA, or PHAPN. 

b. The EMS System will validate NREMT certification (if applicable) and ensure all 
IDPH-required application materials are submitted before granting provisional status. 

c. Provisional licensure is valid until IDPH issues a full Illinois EMR license or denies 
the application, per Section 515.715. 

7. Military-Trained Candidates  
a. Military candidates must submit documentation of military EMR training (e.g., DD-

214, training certificates) for equivalency review. 
b. If no NREMT certification is held, candidates must pass the NREMT EMR exam or 

complete an IDPH-approved EMR training program. 
c. Military candidates with NREMT certification may operate under provisional status 

(per Section 515.630) pending Illinois licensure, provided all other requirements are 
met. 
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8. Minimum Activity Requirement 
a. Provisional EMRs must function, on average, 12 hours per month within the EMS 

System to maintain active status, unless waived by the Medical Director. 
9. Reciprocity Candidates 

a. Out-of-state or non-Region IV candidates must submit a recommendation from their 
previous system’s Medical Director or EMS System Coordinator to the EMS 
Office. 

b. Candidates with unencumbered NREMT EMR certification are eligible for immediate 
provisional status (per Section 515.630), pending IDPH licensure approval. 
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PERSONNEL EDUCATION REQUIREMENTS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 06/17, 07/23, 03/24, 06/25 
Version: 4.0 Council Approved: Pending 

The curricula for all courses shall follow the National EMS Core Content, National EMS Scope 
of Practice Model, and National EMS Education Standards, including any modifications required 
by the Illinois Department of Public Health (IDPH). 

Requirements for EMR and EMT-B Courses within the Anderson Hospital EMS System 

1. Entrance Requirements 
a. Register with the sponsor agency or Southwestern Illinois College (SWIC). 
b. Provide current CPR for Healthcare Provider certification. 
c. Submit documentation confirming that a Basic Life Support (BLS) or higher EMS 

System vehicle provider is willing and available to accommodate the field 
internship needs of the student prior to acceptance into the program. 

2. Attendance Requirements 

a. EMR: No more than 8 hours of absence. Minimum attendance of 52 hours of 
didactic education. 

b. EMT-B: No more than 10 hours of absence. Minimum attendance of 125 hours of 
didactic education plus 25 hours of clinical experience, including hospital or 
alternate health care facility and field internship experience with minimum patient 
care contacts and competency evaluation as approved by the EMS Medical 
Director (EMS MD). 

3. EMR Grade Breakdown 

a. Test Average: 50% 

b. Final Practical: 25% 

c. Final Written: 25% 

4. EMT-B Grade Breakdown 

a. Assignments: 10% 

b. Quizzes: 10% 

c. Test Average: 25% 

d. Final Practical Exam: 30% 

e. Final Written Exam: 25% 

5. Grading Scale 
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• A = 94-100 
• B = 86-93 
• C = 77-85 
• D = 70-76 
• F = 69 or less 

6. Completion Requirements 

a. Maintain an overall 80% average, as approved by the EMS MD. 

b. Pass the final written exam with at least 80%. 

c. Successfully pass all practical testing stations with at least 80%. 

d. EMT-B students must complete 25 hours of clinical experience observation in 
emergency department (ED) and EMS settings, including competency evaluation 
as defined by the EMS MD. 

e. EMT-B students must successfully complete the National Registry of Emergency 
Medical Technicians (NREMT) exam. Students must be at least 18 years old to 
test for licensure, per NREMT requirements (see https://www.nremt.org for 
details). 

f. The EMS MD or designee shall verify student qualifications for licensure 
examination upon successful completion, using an IDPH-approved form or online 
verification system. 

g. Within 24 months of NREMT certification, the applicant shall apply for initial licensure 
to the Department through the EMS System that sponsored the education program, using 
forms specified by the Department. The application will include demographic 
information, social security number, child support statement, felony conviction statement, 
and applicable fees, and will require EMS System authorization 

7. Practical Exams 

a. Practical exams, approved by the IDPH and EMS System, shall include, but not 
be limited to: 

i. Trauma and Medical Assessment 

ii. CPR 

iii. Airway Adjuncts 

iv. Bandaging 

v. Splinting 

vi. Immobilization 

vii. Automated External Defibrillator (AED) 

8. Clinical Experience 
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a. EMT-B students must complete 25 hours of clinical experience observation in ED 
and EMS settings, including hospital or alternate health care facility and field 
internship, with minimum patient care contacts and competency evaluation as 
approved by the EMS MD. 

9. Licensure Examination 

a. Students have 90 days from the final class date to take their initial NREMT. 
Students must be at least 18 years old to test, per NREMT requirements (see 
https://www.nremt.org for details). 

Requirements for Hosting an EMR or EMT-B Training Course 

1. Application for Pre-Approval 
a. Submit the “Training Program Application Form” (Site Code) to the Anderson 

Hospital EMS System Coordinator for approval and signature at least 60 days 
before the first scheduled class. The EMS System Coordinator will forward to 
IDPH. The application shall include: 

i. Name of the applicant, agency, and address. 
ii. Lead Instructor’s name, license number, address, and contact information 

including email address. 
iii. Name and signature of the EMS MD and EMS System Coordinator. 
iv. Type of education program (EMR or EMT-B). 
v. Dates, times, and location of the education program, including course 

schedule. 
vi. Goals, objectives, and course outline. 

vii. Methods, materials, and textbooks. 
viii. Content and time consistent with national EMS education standards and 

IDPH-required curricula. 
ix. Description of clinical and field requirements. 
x. Description of evaluation tools (student, clinical units, faculty, and 

program). 
xi. Requirements for successful completion. 

b. For initial or revised programs, submit all curriculum-related educational 
documents. For previously approved programs without changes, submit only the 
course schedule and syllabus. 

c. The EMS MD shall attest that the program will be conducted according to 
national EMS education standards and IDPH modifications. 

d. No course shall begin until IDPH issues formal written pre-approval in the form 
of a numeric site code. 

2. Submission of Attendance Roster 

a. Submit an “Attendance Roster” to the EMS System Coordinator within 10 days 
after the first class. 
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3. Post-Course Submission 

a. Within 10 days of course completion, submit to the EMS System Coordinator for 
review and advancement to IDPH for licensure: 

i. Course completion roster, including didactic and clinical requirements. 

ii. Completed Child Support form. 

iii. Completed electronic transaction form as provided by IDPH. 

iv. Submit an “Attendance Roster” including final grades (minimum passing 
grade of 80%) within 10 days after the last class. 

4. Certificates 

a. Provide each student who successfully completes and passes the course a 
“Certificate of Attendance” with the IDPH site code. 

5. Program Oversight 
a. The EMS MD and EMS System Coordinator, in cooperation with the educational 

institution, shall oversee, ensure quality assurance, and measure outcomes for the 
EMT education program. 

b. The Lead Instructor shall ensure that all materials presented conform to IDPH and 
EMS System curriculum requirements. Methods or interventions not approved by 
both shall not be taught. 

c. All Lead Instructors shall be approved by the EMS MD. 

d. Any change in the EMS MD, EMS System Coordinator, Lead Instructor, or 
minimum approved program shall require an amendment filed with IDPH by the 
EMS System. 

6. Record Retention 

a. Maintain class and student records for seven years. 

Note 

The Lead Instructor and EMS System are responsible for ensuring the course is taught 
professionally and in accordance with the National Standard Curriculum and IDPH requirements. 
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PRE-HOSPITAL RN (APRN/PHPA) EDUCATION 
AND LICENSURE 

Anderson Hospital EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 02/23, 4/24 
Version: 2.0 Council Approved: 

 

1. Entrance Requirements for PHRN/APRN/PHPA: 
a. Current RN/PA licensure in the State of Illinois 
b. Minimum of two years ED, ICU, or field experience within three years of initial 

application is strongly preferred. 
c. Letter of support from ALS agency providing field experience. 

 
2. Requirements for Licensure: 

a. Completion of a system-approved PHRN/APRN/PHPA course. 
b. Demonstrate didactic and practical knowledge of emergency medicine and Region 4 

EMS Guidelines, didactic hours will be 40 hours minimum. 
c. Pass final written exams with an 80%. 
d. Pass practical exam in accordance with established guidelines for EMT-P’s. 
e. Current ITLS, ACLS, PALS/PEPP, and BLS certification. 
f. Field experience may commence upon successful completion of the System/State 

Practical Exam and will be commensurate with that of EMT-P students: 
i. The provisional PHRN/APRN/PHPA will complete an acceptable field internship as 

determined by the EMS Educator/Coordinator and the EMS Medical Director. 
ii. Field internship will include a minimum of 10 EMS Medical Director approved EMS 

runs. 
iii. Individuals have one year to complete their field internship. 
iv. The provisional PHRN/APRN/PHPA must obtain a positive recommendation from 

the Field Training Officer. 
v. Successfully pass the National Registry EMT-P exam. 
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EMERGENCY COMMUNICATIONS REGISTERED NURSE 
(ECRN) EDUCATION & LICENSE 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 3/24 
Version: 2.0 Council Approved: 
1. Entrance Requirements: 

a. Be an RN in accordance with the Nurse Practice Act; 
b. Complete an education curriculum formulated by an EMS System and approved 

by the Department, which consists of at least 40 hours of classroom and practical 
education for both the adult and pediatric population, 
including telecommunications, System standing medical orders, and the 
procedures and protocols established by the EMS MD (Section 3.80(c)(1)(B) of 
the Act); 

2. Requirements for Licensure: 
a. Fifty two hour didactic and practical course of instruction for the adult and 

pediatric population. 
b. The training course shall include: 
c. 2 Hours – Telecommunications/Disaster Operations 
d. 4 Hours – EMS Operating Guidelines 
e. 4 Hours – EMS System Policies 
f. 10 Hours – PALS Provider Course 
g. 10 Hours – ACLS/CPR Provider Course 
h. 12 Hours – Trauma Certification within one year of ECRN certification 
i. 8 Hours – Field Experience 
j. Successful completion of the ECRN training course, field and clinical experience, 

and written examination with a minimum score of 80%. 
3. Requirements for ECRN re-licensure every four (4) years: 

a. All requirements must be completed and submitted 60 days, but no more than 90 
days to the EMS System Coordinator. 

b. Licensed Registered Nurse in the state in which he or she practices. 
c. 32 Hours of continuing education in a four-year period. 
d. The ECRN shall submit a written or electronic application for renewal with the 

Department no less than 30 days before the license expiration. Incomplete license 
applications submitted less than 30 days before the expiration may not be 
processed by the expiration date and shall be subject to a late fee. 

e. An ECRN whose license has expired may, within 60 days after the license 
expiration, submit all relicensure requirements and submit the required relicensure 
fees, including a late fee, online or by a certified check or money order. Cash or 
personal check will not be accepted. If all relicensure requirements have been 
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met, and there are no pending disciplinary actions against the ECRN, the 
Department will relicense the ECRN. 

4. A licensee who has not been recommended for re-licensure by the EMS Medical Director 
must independently submit to the Department an application for renewal. The EMS 
Medical Director or his designee shall provide the licensee with a copy of the appropriate 
form to be complete
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PROVISIONAL LICENSURE FOR EMERGENCY MEDICAL 
RESPONDERS (EMR) 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 07/25 
Version: 1.0 Council Approved: 

This policy establishes the requirements and procedures for provisional licensure of Emergency Medical 
Responders (EMRs) within the Region IV Anderson Hospital EMS System, in accordance with Section 
515.715 of the Illinois EMS Regulations (Illinois Administrative Code, Title 77, Part 515). The policy ensures 
compliance with Illinois Department of Public Health (IDPH) standards while maintaining the operational and 
safety standards of the Anderson Hospital EMS System. 

Scope 
This policy applies to all individuals seeking provisional licensure as EMRs within the Anderson Hospital EMS 
System, including new applicants, reciprocity candidates, and military-trained personnel. 

Policy 
All candidates for provisional EMR licensure must meet the following requirements to operate within the 
Anderson Hospital EMS System under provisional status until a full Illinois EMR license is issued. 

Requirements for Provisional Licensure 

1. Application Submission 
a. Candidates must complete and submit the Anderson Hospital EMS System Application and the 

IDPH EMR Licensure Application to the EMS System Coordinator. 
b. Candidates identifying Anderson Hospital EMS System as their secondary system must 

document their primary EMS system. 
c. Providing false, inaccurate, or misleading information on any application is grounds for 

immediate termination or suspension from the EMS System. 
2. Eligibility  

a. Candidates must have applied for licensure with IDPH and meet all requirements under the EMS 
Systems Act (210 ILCS 50). 

b. Candidates must hold one of the following: 
i. A current National Registry of Emergency Medical Technicians (NREMT) EMR 

certification (unencumbered, per Section 515.630). 
ii. Documentation of completion of an IDPH-approved EMR training program. 

iii. For military-trained candidates, documentation of military EMR training equivalent to 
Illinois EMR standards, verified by the EMS System Coordinator and Medical Director. 

c. Candidates with Class X, Class 1, or Class 2 felony convictions (or equivalent out-of-state 
offenses, per Section 515.190) are ineligible for provisional licensure. 

3. Certification Requirements 
a. Candidates must submit a copy of a current CPR for Healthcare Provider card. 
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b. Military-trained candidates without NREMT certification must provide training records (e.g., 
DD-214 or equivalent) for equivalency review. 

4. System Operating Guidelines (SOG) Exam 
a. Candidates must pass the Anderson Hospital EMS System SOG exam with a minimum score 

of 80%. 
b. Maximum of 2 attempts allowed, with a minimum of 24 hours between attempts. 
c. Candidates failing twice require Medical Director approval for a third attempt. 
d. Candidates failing a third attempt must wait 6 months from the first exam date to retake. 

5. Field Training (Reciprocity and Military Candidates) 
a. Non-Region IV or out-of-state reciprocity candidates, including military-trained personnel, must 

complete a minimum of three acceptable runs with a Field Training Officer (FTO). 
i. Acceptable runs demonstrate critical thinking and EMR-level skills, as determined by 

the FTO, EMS System Coordinator, and EMS Educator. Concerns are referred to the 
EMS Medical Director. 

ii. Candidates must receive a positive recommendation from the FTO. 
6. Provisional Status Operations 

a. Candidates with provisional licensure may operate on an IDPH-licensed EMS transport or 
non-transport vehicle under the supervision of a licensed EMT, AEMT, Paramedic, PHRN, 
PHPA, or PHAPN. 

b. The EMS System will validate NREMT certification (if applicable) and ensure all IDPH-required 
application materials are submitted before granting provisional status. 

c. Provisional licensure is valid until IDPH issues a full Illinois EMR license or denies the 
application, per Section 515.715. 

7. Military-Trained Candidates  
a. Military candidates must submit documentation of military EMR training (e.g., DD-214, 

training certificates) for equivalency review. 
b. If no NREMT certification is held, candidates must pass the NREMT EMR exam or complete 

an IDPH-approved EMR training program. 
c. Military candidates with NREMT certification may operate under provisional status (per 

Section 515.630) pending Illinois licensure, provided all other requirements are met. 
8. Minimum Activity Requirement 

a. Provisional EMRs must function, on average, 12 hours per month within the EMS System to 
maintain active status, unless waived by the Medical Director. 

9. Reciprocity Candidates 
a. Out-of-state or non-Region IV candidates must submit a recommendation from their previous 

system’s Medical Director or EMS System Coordinator to the EMS Office. 
b. Candidates with unencumbered NREMT EMR certification are eligible for immediate 

provisional status (per Section 515.630), pending IDPH licensure approval. 
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CONTINUING EDUCATION PROGRAMS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 02/22, 6/25 
Version: 3.0 Council Approved: 

1. Pre-Approval by IDPH:  
a. All CE classes, seminars, workshops, clinical time, or programs must be approved 

by the Illinois Department of Public Health (IDPH) at least 60 days prior to the 
event. 

b. Applications must be submitted to the EMS Coordinator on a prescribed form, 
including: 

i. Applicant/agency name and address 
ii. Lead Instructor’s name, license number, address and contact information, 

including email address. 
iii. EMS Medical Director (MD) and EMS System Coordinator’s names and 

signatures 
iv. Program type, dates, times, location, and schedule 
v. Goals/objectives at or above the license level 

vi. Methods, materials, textbooks, and resources 
vii. Content aligned with national EMS education standards for the 

appropriate license levels. 
viii. Evaluation instruments 

ix. Requirements for successful completion 
2. Lead Instructor:  

a. Every program must have a designated Lead Instructor, though content may be 
delivered by other approved personnel. 

3. Approval and Site Code:  
a. Approval is granted if the application is complete and content aligns with national 

EMS education standards (as modified by IDPH). 
b. Upon approval, IDPH issues a site code for the program. 
c. EMS Systems may request a single System site code for urgent or unscheduled 

CE activities, as outlined in the System Program Plan. These activities don’t 
require individual IDPH approval but must align with standards. 

4. Documentation Responsibilities:  
a. EMS System/Department: Must submit proof of CE attendance to the EMS 

System Coordinator per the System Program Plan. 
b. EMTs:  

i. Submit proof of CE attendance to the EMS System Coordinator (if in a 
System) or the Department Regional EMS Coordinator (if independent) 
upon licensure renewal. 

ii. Maintain copies of all CE documentation for at least four years. 
5. Verification of CE Credits:  

a. The EMS MD (or designee) for System-affiliated EMTs, or the Department’s 
designee for independent EMTs, verifies CE hours for active status or renewal.  

6. Clinical CE Requirements:  
a. If clinical CE is required, the EMS System Program Plan must specify:  
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i. Number of hours 
ii. How hours are earned, submitted, and verified 
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BLANKET APPROVAL FOR CONTINUING EDUCATION 
PROGRAMS 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 02/22 
Version: 2.0 Council Approved: 

 

1. In order to facilitate personnel in the Anderson EMS System in 
meeting the requirements for continuing education, a "Blanket- 
Approval” policy is here defined. The intent of the policy is to 
provide credit for attendance of continuing education programs not 
specifically included in the formal Continuing Education program 
of the Anderson EMS System. 

2. Programs affected by this policy include out-of-state conferences, 
case presentations, run review conferences, mock disasters, and 
other programs not included in the formal Continuing Education 
program for the system and for those programs whose construct 
does not lend itself to being included in the formal Continuing 
education program for the system. 

3. Approval of said programs will be given on a case-by-case basis 
by the EMS Medical Director. This policy in no way circumvents 
or supersedes the standing continuing education requirements of 
the program. 

 
Acceptance of Didactic Continuing Education Programs: 

 
Anderson Hospital EMS System will accept any course that has received 
an approved Illinois Department of Public Health site code, CECBEMS, 
CAPCE, or is approved as a national conference. 
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REMEDIATION & SUSPENSION OF PROVIDERS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 3/24 
Version: 2.0 Council Approved: 
1. Providers within the Anderson Hospital EMS System are expected to maintain a 

proper and professional manner in the delivery of patient care. Personnel whose 
conduct deviates from this will be given an opportunity to correct their conduct. The 
EMS System Coordinator will assist in this effort. A conference will be held with the 
individual; disciplinary action will be taken based on the outcome of the conference 
and the nature, seriousness, and circumstances surrounding the individual’s 
misconduct. 

2. In case of serious misconduct, in the sole judgment of the EMS Medical Director, the 
EMS Medical Director may immediately suspend an individual/provider from the 
EMS System. The appeal process for the same is set forth herein. 

3. The normal progression of disciplinary action shall be as follows: 
a. Verbal Warning: The EMS Medical Director or designee shall inform the 

individual/ provider of reported misconduct, discuss means of correction and 
inform of the consequences if the misconduct is not corrected. Documentation 
of this conference will be placed in the individual’s file. 

b. Written Warning: The EMS Medical Director or designee shall inform the 
individual/ provider in writing about the misconduct. The individual/provider 
shall be requested to sign the warning indicating it was received. A conference 
shall take place between the EMS Medical Director or designee, EMS System 
Coordinator, and the individual/ provider. At that time, the reported 
misconduct, means of correction, and consequences of continued misconduct 
shall be explained and discussed. Documentation of the written warning and 
conference may be placed in the individual/provider file indefinitely. 

c. Suspension: System suspension shall follow the written warning in instances 
where the individual has failed to correct a misconduct. Instances where 
suspension is the first disciplinary action taken are outlined in this policy. 

4. The EMS Medical Director may suspend from participation within the EMS System or 
discipline any individual, individual provider, or other participant within the EMS 
System not considered to be meeting the standards of the Anderson Hospital EMS 
System. Those standards include: 

a. Failure to meet the education and training requirement prescribed by IDPH or 
by the EMS Medical Director including failure to complete previously required 
remediation. 

b. Any violation of the Illinois EMS Act. 
c. Failure to maintain proficiency in the provision of basic, intermediate or 

advanced life support services 
d. Failure to comply with any provision of the system’s program plan approved 
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by IDPH. 
e. Engaging in dishonorable, unethical, or unprofessional conduct of a character 

likely to deceive, defraud, or harm the public. 
f. Intoxication or personal misuse of intoxicating liquors, narcotics, controlled 

substances or other drugs including stimulants in such manner as to adversely 
affect the delivery, performance, or activities in the care of patients requiring 
medical care. 

g. Intentional falsification of any medical reports or orders, making 
misrepresentation involving patient care, or engaging in dishonorable, 
unethical or unprofessional conduct of a character likely to deceive, defraud or 
harm the public. 

h. Abandoning or neglecting a patient requiring emergency care. 
i. Unauthorized use or removal of narcotics, drugs, supplies or equipment from 

any ambulance, healthcare facility, institution or other work place location. 
j. Performing or attempting emergency care, techniques, or procedures without 

proper permission, certification, training or supervision. 
k. Discrimination in rendering emergency care because of race, sex, religion, 

national origin or ability to pay. 
l. Medical misconduct or incompetence, or a pattern of continued or repeated 

medical misconduct or incompetence in the provision of emergency care. 
m. Violation of the System’s standards of care. 

n. Physical or mental impairment to the extent that he/she cannot physically 
perform emergency care or cannot exercise appropriate judgment, skill and 
safety for performing emergency care, unless the person is an EMS personnel 
on inactive status pursuant to IDPH regulation. 

o. The EMS Medical Director may immediately suspend an EMS personnel or 
entity if he or she finds that the continuation in practice by the individual or 
entity would constitute an imminent danger to the public. The suspended 
individual or entity shall be issued an immediate verbal notification, followed 
by a written suspension order by the EMS Medical Director that states the 
length, terms and basis for the suspension. (Section 3.40(c) of the Act) 

5. Remediation may consist of, but is not limited to: 
a. Research paper. 
b. Being reassigned to a FTO for supervision. 
c. Clinical rotations (hospital, etc.). 
d. Mega-code scenarios. 
e. Skills verifications. 
f. Clinical interview with the EMS Medical Director. 
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6. Notification of suspension: 
a. The EMS Medical Director shall issue a written notice via US Mail (at the 

most recent address on file with the EMS Office) to the individual or provider 
of the suspension. 

b. The notice will include a statement describing the reason(s) for the suspension, 
the terms, length, and condition of the suspension, and the date the suspension 
will commence, unless a hearing is requested. The procedure for requesting a 
hearing within 15 days through the Local System Review Board will be 
provided. 

c. A notification of suspension will be sent to the suspended providers EMS 
System, when an EMS personnel is known to have dual participation with 
another EMS System. 

7. A request for a hearing, via certified mail, must be submitted within 15 days to the 
EMS Medical Director. Failure to request a hearing within 15 days shall constitute a 
waiver of the right to a Local System Review Board hearing. 

8. The Resource Hospital shall designate the Local System Review Board, consisting of 
at least three members, one of whom is an Emergency Department Physician with 
knowledge of EMS, one of whom is an EMT, and one of whom is of the same 
professional category as the individual, individual provider or other participant 
requesting the hearing. No person or entity with prior direct knowledge of the incident 
may serve on the Local System Review Board of an event. The Local System Review 
Board list is posted in the EMS vestibule. 

9. The hearing shall commence within 21 days after receipt of the written request. 

10. The Local System Review Board shall state in writing its decision to affirm, modify or 
reverse the suspension order. Such decision shall be sent via certified mail or personal 
service to the EMS Medical Director and the individual, individual provider or other 
participant who requested the hearing within five business days after the conclusion of 
the hearing. The decision of the Board shall be effective immediately upon publication. 

11. The transcripts, all documents or materials received as evidence during the hearing and 
the Local System Review Board’s written decision shall be retained in the custody of 
the EMS System. 

12. The EMS Medical Director shall notify the Illinois Department of Public Health in 
writing, of the Local System Review Board’s decision within five days after it is 
issued. 

13. If the Local System Review Board affirms or modifies the EMS Medical Director’s 
suspension order, the individual, individual provider or other participant shall have the 
opportunity for a Review of the Local Board’s decision by the State EMS Disciplinary 
Review Board. 

14. If the Local System Review Board reverses or modifies the EMS Medical Director’s 
suspension order, the EMS Medical Director shall have the opportunity for review of 
the Local Board’s decision by the State EMS Disciplinary Review Board. 
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15. Requests for review by the State EMS Disciplinary Review Board shall be submittedin 
writing to the Chief of the Department’s Division of Emergency Medical Services and 
Highway Safety, within 10 days after receiving the Local Board’s decision or the EMS 
Medical Director’s suspension order, whichever is applicable. A copy of the Board’s 
decision or the suspension order shall be enclosed. 

16. Within 24 hours following the commencement of the suspension, the EMS Medical 
Director shall deliver to the Department, by messenger or fax, a copy of the suspension 
order and copies of any written materials which relate to the EMS Medical Director’s 
decision to suspend the EMS personnel or provider. 

17. Within 24 hours following the commencement of the suspension, the suspended EMS 
personnel or provider may deliver to the Department by messenger or fax, a written 
response to the suspension order and copies of any written material which the EMS 
personnel or provider feels relate to that response. 

18. Within 24 hours following receipt of the EMS Medical Director’s suspension order or 
the EMS personnel or provider’s written response, whichever is later, the Director or 
the Director’s designee shall determine whether the suspension should be stayed 
pending the EMS personnel or provider’s opportunity for hearing or review in 
accordance with the EMS Act, or whether the suspension should continue during the 
course of that hearing or review. The Director or the Director’s designee shall issue 
this determination to the EMS Medical Director, who shall immediately notify the 
suspended EMS personnel or provider. The suspension shall remain in effect during 
this period of review by the Director or the Director’s designee. 

19. The Director, after providing notice and an opportunity for an administrative hearing 
to the applicant or licensee, shall deny, suspend or revoke a license or refuse to 
relicense any person as an EMS personnel in any case in which he or she finds that 
there has been a substantial failure to comply with the provisions of the EMS Act. 
Such findings must show one or more of the following: 

a. The EMS personnel has not met continuing education or relicensure 
requirements. 

b. The EMS personnel has failed to maintain proficiency in the level of skills for 
which he or she is licensed. 

c. The EMS personnel during the provision of medical services, engaged in 
dishonorable, unethical or unprofessional conduct of a character likely to 
deceive, defraud or harm the public (e.g., use of alcohol or illegal drugs while 
on duty, verbal or physical abuse of a patient, or misrepresentation of licensure 
status). 

d. The EMS personnel has failed to maintain or has violated standards of 
performance and conduct as prescribed by IDPH or his/her System’s Program 
Plan. 

e. The EMS personnel is physically impaired to the extent that he or she cannot 
physically perform the skills and functions for which he or she is licensed, as 
verified by a physician, unless the person in on inactive status. 
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f. The EMS personnel is mentally impaired to the extent that he or she cannot 
exercise the appropriate judgment, skill and safety for performing the functions 
for which he or she is licensed, as verified by a physician, unless the person is 
on an inactive status. 

g. The EMS personnel has violated the EMS Act. 
h. The EMS personnel has demonstrated medical misconduct or incompetence, or 

a pattern of continued or repeated medical misconduct or incompetence in the 
provision of emergency care. 

i. The EMS personnel’s license has been revoked, denied or suspended by 
IDPH. 
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ACCOUNT OF/ABUSE OF CONTROLLED SUBSTANCES BY 

SYSTEM PERSONNEL 
Anderson Hospital EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 01/18, 07/23 
Version: 2.0 Council Approved: 

 
 

1. Narcotics will be kept locked under double lock and key out of sight of the general 
public. 

 
2. Narcotics will be dispensed at the Resource Hospital ONLY. 

 
 

3. Narcotic tag check will be performed at the beginning of each shift by the on-coming and 
off-going Paramedics at the station. Signatures of the individuals counting must be noted 
on the yellow narcotic substance check list. 

 
4. If a tag discrepancy is found, every attempt must be made to find the error. The 

department supervisor and EMS Coordinator must be notified. For an unresolved 
discrepancy, the EMS Medical Director and Pharmacist at the Resource Hospital will be 
notified and a problem documentation form completed. 

 
5. Narcotic wastage: 

 

No narcotic wastage will occur in the field. All waste is to be packaged and returned as per 
the Narcotic Exchange policy. 

6. In the event facts implicating system personnel in a potential abuse situation is 
identified, appropriate measures will be initiated up to and including 
suspension/revocation of licensure as per suspension policy. 

 
7. As a part of ongoing quality assurance activities, periodic review of run reports in which 

narcotics were used will be done, to assure compliance with standards. 
 

8. The EMS Medical Director will not order drug testing for use as a condition of 
licensure for system personnel that duplicates or conflicts with provisions of their 
collective bargaining agreement that requires testing for drug use, for those personnel 
covered by such agreements. 
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SUSPENSION OF AN EMS PROVIDER/SERVICE 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 4/24 
Version: 2.0 Council Approved: 

 

1. Grounds for suspension of an EMS Provider/Service include, but are not 
limited to: 

 
a. Evidence of continued disregard for documentation and data collection 

procedures. This includes consistent incomplete documentation of,O or 
failure to timely submit the required CQI data or run reports. 

 
b. Evidence of failure to maintain dependable operation status for vehicle 

and/or equipment as required by IDPH and Anderson Hospital EMS 
System Policies. 

 
c. Evidence of failure to maintain the stock or supply of equipment and 

material as required by IDPH and Anderson Hospital EMS System 
Policies. 

 
d. Failure to adhere to commitments made in the services’ proposal and 

application for service. 
 

e. A reasonable belief by the EMS Medical Director that the continued 
participation by the Provider constitutes an unacceptable risk of 
imminent harm to the population served by the Provider. 

 
2. All suspensions of an EMS Provider/Service shall be made in accordance 

with the above suspension policy and IDPH rules and regulations (210 ILCS 
50/3.50), (Section 515.420) with the interests of the population served by the 
provider/service at the forefront. 
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VEHICLE SERVICE PROVIDER LICENSURE 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 7/25 
Version: 1.0 Council Approved: 

This policy outlines the requirements and procedures for the Anderson Hospital System and its 
affiliated Emergency Medical Services (EMS) agencies to obtain and maintain a Vehicle Service 
Provider license in accordance with Section 515.800 of the Administrative Code. 

1. Application for License 
a. Submission: The Anderson Hospital System and its affiliated EMS agencies shall 

submit applications on the Department-prescribed form, including: 
i. Licensee name, address, email address, telephone number. 

ii. For each vehicle: make, model, year, vehicle identification number (VIN), 
State vehicle license number, and level of service (BLS, ILS, or ALS). 

b. Fees: 
i. $35 per vehicle for up to 100 vehicles, payable with the initial application 

and at each annual inspection. 
ii. $3500 for providers with 100 or more vehicles, payable with the initial 

application and at each annual inspection. 
iii. Late fees: $25 per vehicle for up to 100 vehicles if inspection fees remain 

unpaid 30 days after the documented annual inspection date. 

2. License Renewal 
a. Vehicle Service Providers shall submit applications for license renewal 60–90 

days prior to license expiration, following the requirements in Section 1. 
b. Licenses are valid for four years, subject to annual inspections, full compliance 

with the Act and this Part, and payment of all required fees to the IDPH. 
c. If non-compliant, the Department may issue a license for a shorter interval or take 

other actions as authorized. 

3. Inspections and Investigations 

a. The Department may conduct inspections and investigations to verify compliance 
with the Act and this Part. 

b. Vehicle Service Providers, shall provide access to all records, equipment, and 
vehicles related to activities covered by the Act and this Part. 

4. Changes to License Information 

a. Anderson Hospital System and its affiliated EMS agencies shall notify the 
Department in writing within 10 days of any changes to the application 
information. 

b. Additional vehicles require a new application, fee, and inspection before being 
placed in service. 

c. To change a vehicle’s level of service (BLS, ILS, or ALS): 
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i. Anderson Hospital System or the respective EMS agency shall submit a 
written request to the EMS Medical Director (EMS MD). 

ii. The EMS MD will provide the Department with the request and 
verification that Anderson Hospital System or the EMS agency meets 
equipment and staffing requirements for the requested level of service. 

iii. The Department will amend the provider license and vehicle certificate to 
reflect the new level of service. 

5. EMS System Affiliation 

a. Vehicle Service Providers shall function within an EMS System. 
b. Vehicle Service Providers, utilizing ambulances, shall have a primary affiliation 

with an EMS System in the EMS Region where their Primary Service Area is 
located. This does not apply if Anderson Hospital System or its EMS agencies 
exclusively use Limited Operation Vehicles. 

6. Advertising and Information Dissemination 

a. Vehicle Service Providers are prohibited from advertising, identifying vehicles, or 
disseminating information in a false or misleading manner regarding: 

i. Type and level of vehicles. 
ii. Location, primary service area, response times, level of personnel, 

licensure status, or EMS System participation. 
b. Vehicle Service Providers may not advertise as a critical care transport provider 

unless they participate in a Department-approved EMS System critical care 
transport plan and provide services at Tier II or Tier III level of care. 

7. Pediatric Emergency Care Coordinator (PECC) 
a. Vehicle Service Providers shall designate a licensed personnel as the Pediatric 

Emergency Care Coordinator (PECC) to ensure preparedness for pediatric care, 
including: 

i. Confirming availability of pediatric equipment and supplies. 
ii. Ensuring personnel follow pediatric protocols and participate in pediatric 

education. 
iii. Promoting family-centered care. 

b. Anderson Hospital System and its affiliated EMS agencies shall submit the name 
of their respective PECC to the EMS System Coordinator. 
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AMBULANCE INSPECTIONS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

1. All ambulances and alternate response vehicles in the Anderson 
Hospital EMS System will carry the equipment and supplies as 
listed above. Alternate response vehicles shall use the equipment 
list for BLS or ALS ambulances (as appropriate). An equipment 
waiver may be obtained following IDPH guidelines. 

 
2. All ambulances and alternate response vehicles will be 

inspected annually. Random inspections may be conducted 
at any time and without advance notice thereof. All 
inspections will be by the EMS System Coordinator or 
designee. 

 
3. Anderson Hospital EMS System providers will perform equipment and 

supply inspections on a daily basis. 
a. First responder organizations may inspect equipment on a 

less frequent basis as determined by the organization’s call 
volume. However, inspections will occur weekly, at 
minimum. This includes inspection of all AEDs. 
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ALS - AMBULANCE EQUIPMENT AND DRUG LISTING 
Anderson Hospital EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 01/18, 3/24 
Version: 2.0 Council Approved: 

 
All ambulances are required by IDPH to have minimal equipment. That list can be found at the 
IDPH website: 

 
http://dph.illinois.gov/sites/default/files/forms/ems-ambulance-inspection.pdf 

 

In addition to the above requirements by IDPH, the EMS system requires the following: 
 

1.    Approved ALS Medications Quantity 
 

1.1 Acetaminophen 500mg 2 
1.2 Adenosine 6mg/ml (2ml) 3 
1.3 Albuterol (Proventil, Ventolin) Unit dose 2.5mg in 3ml 4 
1.4 Albuterol/Ipratropium (DuoNeb) 3.0 and 0.5 mg 3 
1.5 Amiodarone 150mg 6 
1.6 Aspirin 81mg chewable tablets 8 
1.7 Atropine 1mg/10ml 4 
1.8 Calcium Chloride 10% in 10ml 2 
1.9 Calcium Gluconate 10% in 10ml 3 
1.10 Decadron 10mg IV* 1* 
1.11 Diazepam (Valium) 10mg/2ml (total of 10mg)1 1 
1.12 Diphenhydramine (Benadryl) 50mg Tablet 2 
1.13 Diphenhydramine (Benadryl) 50mg 2 
1.14 Epinephrine 1:1,000 1mg/ml 2 
1.15 Epinephrine 1:10,000 1mg/10ml 8 
1.16 Racemic Epinephrine 0.5ml of 2.25% solution 1 
1.17 Etomidate 10ml vial 2mg/ml 3 
1.18 Fentanyl 2ml vial (total of 300mcg)1 3 
1.19 Glucagon 1mg 2 
1.20 Haloperidol 5 mg/ml 2 
1.21 Hydralazine 20mg 1 
1.22 Ibuprofen 200mg 4 
1.23 Ketamine 500mg 1 
1.24 Labetalol 100 mg/20 ml 1 
1.25 Lidocaine 2% 100mg/5ml 1 
1.26 Magnesium Sulfate 5 gram/10ml 2 
1.27 Magnesium Sulfate 2grams/50ml – Premix *(optional) 1 
1.28 Metoprolol 5mg 3 
1.29 Morphine Sulfate (MSO4) 4mg/1ml (total of 20mg)1 5 

http://dph.illinois.gov/sites/default/files/forms/ems-ambulance-inspection.pdf
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2. 
 
 
 
 
 
 
 
 
 
 
 
 
 

3. 

1.30 Naloxone (Narcan) 2mg/ml 
1.31 Nitroglycerine spray 
1.32 Nitroglycerine Tablets 0.4mg 
1.33 Nitroglycerine paste 1-inch pre-packaged 

 5 
1 bottle 
1 bottle 
1 dose 

1.34 Sodium Bicarbonate 50mEq/50ml  2 
1.35 Solu-Medrol 125mg/2ml*  1* 
1.36 Thiamine 100mg/2ml  1 
1.37 Toradol 30mg  2 
1.38 Tranexamic Acid  1 
1.39 Versed 5mg/1ml (total of 30mg)1  6 
1.40 Zofran (Ondansetron) 4mg Tabs (total of 8mg)  2 
1.41 Zofran (Ondansetron) 4mg/2ml  1 
1.42 0.90% Sodium Chloride Solution 3ml  2 
1.43 Oral Glucose 15grams  1 
1.44 Normal Saline flush 10ml  4 
1.45 Lactated Ringers 1000ml  4 
1.46 Normal Saline 1000ml  4 
1.47 D5W or NS 100ml  1 
1.48 NS 250ml  1 
1.49 Dextrose 10% 500ml  2 

*Either 1 – Decadron or 1 – Solu-Medrol, not both.   
1 = to be sealed in narcotic lock box, in locked cabinet: tag #:     

 
Medication Delivery Supplies Quantity 
2.1 Tubex Injectors  2 
3.1 Nebulizer Kits  2 
3.2 Aerosol Masks  2 
3.3 Nasal Atomizers  2 
3.4 1ml Syringe  2 
3.5 3 or 5ml Syringe  2 
3.6 10-12ml Syringe  2 
3.7 20ml Syringe  2 
3.8 30-35ml Syringe  2 
3.9 19 gauge needle, 1 ½”  4 
3.10 18 gauge filter needle, 1 ½”  4 

 
Intravenous Supplies & Equipment Quantity 
4.1 IV Start Kits or supplies included in a start kit 4 
4.2 14 gauge IV catheter 4 
4.3 16 gauge IV catheter 4 
4.4 18 gauge IV catheter 6 
4.5 20 gauge IV catheter 6 
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4.6 22 gauge IV catheter 4 
4.7 IV tubing, macrodrip (10, 15, or 20 gtt/ml) 4 
4.8 IV tubing, microdrip (60 gtt/ml) 2 

Microdrip not required if IV pump or Dial-a-Flow in stock  
4.9 Saline Lock device 4 
4.10 19 gauge needle (butterfly) 2 
4.11 25 gauge needle (butterfly) 2 
4.12 Intraosseous Needles and/or mechanical device with needles 2 

 
4. Airway Supplies & Equipment 

 
Quantity 

 5.1 Bag-Valve-Mask devices – ADULT 2 
 5.2 Bag-Valve-Mask devices – PEDIATRIC 1 
 5.3 Bag-Valve-Mask devices – NEONATAL 1 
 5.4 Tongue blades 5 
 5.5 Magill forceps 1 
 5.6 Laryngoscope handle & blade set (straight & curved, sizes 0-4) 1 
 5.7 Back-up batteries for laryngoscope (set) 1 
 5.8 Endotracheal tube – 2.5 mm 1 
 5.9 Endotracheal tube – 3.0 mm 1 
 5.10 Endotracheal tube – 4.0 mm 1 
 5.11 Endotracheal tube – 5.0 mm 1 
 5.12 Endotracheal tube – 6.0 mm 1 
 5.13 Endotracheal tube – 7.0 mm 2 
 5.14 Endotracheal tube – 8.0 mm 2 
 5.15 Endotracheal tube – 8.5 mm 2 
 5.16 Endotracheal tube – 9.0 mm 1 
 5.17 Stylets – for adult & pediatric sized tubes 2 
 5.18 I-Gel– size 3 1 
 5.19 I-Gel – size 4 1 
 5.20 I-Gel – size 5 1 
 5.21 End tidal CO2 device – qualitative or quantitative – ADULT 2 
 5.22 End tidal CO2 device – qualitative or quantitative – PEDIATRIC 2 
 5.23 ET tube holder 1 
 5.24 Meconium Aspirator 1 
 5.25 Continuous Positive Airway Pressure (CPAP) device 1 

5. Assessment & Monitoring Supplies & Equipment Quantity 
 6.1 Pulse Oximetry 1 
 6.2 Blood Glucose Monitor 1 
 6.3 Cardiac Monitor with 12-Lead & Defibrillation 1 
 6.4 Hands-Free Pacing/Defibrillation Pads – ADULT 2 
 6.5 Hands-Free Pacing/Defibrillation Pads – PEDIATRIC 2 



78  

6.6 Monitor Lead Electrodes (10 Leads) 1 set 
 

6.    Additional Supplies & Equipment Quantity 
7.1 Pleural Decompression kit including Heimlich Valve 1 
7.2 Disaster tags 20 
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PERSONNEL REQUIREMENTS FOR AMBULANCES 
Anderson Hospital EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 01/18, 02/23, 04/24 
Version: 3.0 Council Approved: 

 
1. Each ambulance shall be staffed by a minimum of two System authorized EMT, A-EMT, 

EMT-I, Paramedic or PHRN, PHPA, PHAPN, or physician on all emergency calls. 
 

2. Each Basic Life Support vehicle shall be staffed by a minimum of one System authorized 
EMT, A-EMT, EMT-I, Paramedic or PHRN, PHPA, PHAPN and one other System 
authorized EMT, A-EMT, EMT-I, Paramedic, PHRN ,PHPA, PHAPN or physician on all 
responses.. 

 
3. Each ambulance used as an Intermediate Life Support vehicle shall be staffed by a minimum 

of one System authorized A-EMT, EMT-I, Paramedic or PHRN, PHPA, PHAPN and one 
other System authorized EMT, A-EMT, EMT-I, Paramedic, PHRN, PHPA, PHAPN or 
physician on all responses. 

 
4. Each ambulance used as an Advanced Life Support vehicle shall be staffed by a minimum of 

one System authorized Paramedic or PHRN, PHPA, PHAPN and one other System 
authorized EMT, A-EMT, EMT-I, Paramedic, PHRN, PHPA, PHAPN or physician on all 
responses. 

 
5. Each ambulance provider that operates an emergency transport vehicle shall ensure, through 

written agreement with the Anderson Hospital EMS System, that the agency providing 
emergency care at the scene and en route to the hospital meets the requirements. 

 
6. A provider shall routinely provide care at a level not exceeding the level for which the 

ambulance is licensed (basic life support, intermediate life support, advanced life support), 
unless such vehicle is operated pursuant to an EMS System-approved in-field service level 
upgrade. Exceptions to this rule: 
a. EMT-P personnel credentialed to provide a more advanced level of ALS care within the 

Anderson Hospital EMS System (CCEMT-P personnel approved for the critical care 
transport ambulances) may utilize the CCT protocols at any time, on any ALS unit. 

 
7. A private ambulance provider may request approval from the EMS System/IDPH to use an 
alternative staffing model for inter-facility transfers for a maximum of one year in accordance 
with the requirements for Vehicle Service Providers (210 ILCS 50/3.85 of the Act and may be 
renewed annually). 

 
An ambulance provider requesting alternative staffing for BLS ambulances for inter-facility 

transfers will provide the following: 
a. Assurance that an EMT will remain with the patient at all times and an EMR will act as 
driver. 
b. Certificate of completion of a defensive driver course for the EMR and validation that 
the EMT has one year of pre-hospital experience. 
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c. A system plan modification form stating this type of transport will only be for 
identified inter-facility transports or medical appointments excluding dialysis. 
d. Dispatch protocols for properly screening and assessing patients appropriate for 
transports utilizing the alternative staffing models. 
e. A quality assurance plan that must include monthly review of dispatch screening and 
outcome. 
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AMBULANCE UNIT LABELS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

To assure that all ambulances in the Anderson Hospital EMS System can be readily 
identified as to their level of care, all ambulances within the Anderson Hospital EMS System 
will be labeled their respective level of state licensing. 

1. All ambulances within the Anderson Hospital EMS System will display their 
licensed level of care on both sides of the ambulance (BLS Unit, ILS Unit, 
ALS Unit). 

2. The letters designating the licensed level of care will be 4” (four inches) or larger. 
 

3. Positioning of the lettering is at discretion of the individual service, however 
the lettering must be plainly visible from 50’ (50 feet). 

4. The color of the lettering is left to the discretion of the individual provider. 
 

5. Ambulances used as reserve or back-up units their level of licensure. These units 
may also utilize signage that can be placed over this lettering when these units 
are utilized at different levels of licensure. 
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ALTERNATE RESPONSE VEHICLES – AMBULANCE ASSISTANCE 
VEHICLES 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 01/18, 07/23, 7/25 
Version: 3.0 Council Approved: 

1. Ambulance Assistance Vehicle 
a. Ambulance assistance vehicles are dispatched simultaneously with an ambulance to assist 

with patient care prior to the ambulance's arrival. These vehicles include fire engines, trucks, 
squad cars, or chief's cars equipped with the staff and equipment required by this policy. 
These vehicles shall not function as assistance vehicles unless the required staff and 
equipment are available. The agency shall identify these vehicles in a program plan 
amendment submitted to the EMS System, outlining the type and level of response planned. 
These vehicles shall not transport patients or serve as primary response vehicles but act as 
supplementary vehicles to support EMS services. They shall be dispatched only when 
needed. Ambulance assistance vehicles are classified as follows: 

i. Advanced Ambulance Assistance Vehicles: Staffed with a minimum of one 
Paramedic, Pre-Hospital Registered Nurse (PHRN), or physician, and equipped with all 
required equipment as specified in Section c. 

ii. Intermediate Ambulance Assistance Vehicles: Staffed with a minimum of one 
Emergency Medical Technician (EMT), EMT-Intermediate (EMT-I), Advanced EMT 
(A-EMT), Paramedic, PHRN, or physician, and equipped with all required equipment 
as specified in Section c. 

iii. Basic Ambulance Assistance Vehicles: Staffed with a minimum of one EMT, EMT-I, 
A-EMT, Paramedic, PHRN, or physician, and equipped with all required equipment as 
specified in Section c. 

iv. First Responder Assistance Vehicles: Staffed with a minimum of one Emergency 
Medical Responder (EMR), EMT, EMT-I, A-EMT, Paramedic, PHRN, or physician, 
and equipped with all required equipment as specified in Section c. 

2. Non-Transport Vehicles 
a. Non-transport vehicles are dispatched prior to a transporting ambulance. These vehicles 

include ambulances and fire engines equipped with the staff and equipment required by this 
policy. The vehicle service provider shall identify these vehicles in a program plan 
amendment submitted to the EMS System, outlining the type and level of response planned. 
These vehicles shall be staffed 24 hours per day, every day of the year. 

i. Advanced Life Support (ALS) Non-Transport Vehicles: Staffed with a minimum of 
one System-authorized Paramedic or PHRN and one additional System-authorized A-
EMT, EMT-I, EMT, or physician, and equipped with all required equipment as 
specified in Section c. 

ii. Intermediate Life Support (ILS) Non-Transport Vehicles: Staffed with a minimum 
of one System-authorized A-EMT, EMT-I, Paramedic, or PHRN and one additional 
System-authorized EMT, A-EMT, EMT-I, Paramedic, PHRN, or physician, and 
equipped with all required equipment as specified in Section c. 

iii. Basic Life Support (BLS) Non-Transport Vehicles: Staffed with two System-
authorized EMTs, A-EMTs, EMT-Is, Paramedics, or physicians on all responses, and 
equipped with all required equipment as specified in Section c. 
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3. Equipment Requirements 
a. Each alternate response vehicle shall meet the following equipment requirements, as verified 

by the Department through inspection: 
i. Full portable oxygen cylinder, with a capacity of not less than 350 liters 

ii. Dial flowmeter/regulator for 15 liters per minute 
iii. Delivery tubes 
iv. Adult, child, and infant masks 
v. Adult squeeze bag and valve, with adult and child masks 

vi. Child squeeze bag and valve, with child, infant, and newborn size masks 
vii. Airways, oropharyngeal – adult, child, and infant (sizes 00-5) 

viii. Airways, nasopharyngeal with lubrication (sizes 12-30F) 
ix. Manually operated suction device 
x. Triangular bandages or slings 

xi. Roller bandages, self-adhering (4" by 5 yards) 
xii. Trauma dressings 

xiii. Sterile gauze pads (4" by 4") 
xiv. Vaseline gauze (3" by 8") or vented chest seal 
xv. Bandage shears 

xvi. Adhesive tape rolls 
xvii. Blanket 

xviii. Long backboard 
xix. Cervical collars – adult, child, and infant 
xx. Extremity splints – adult/child, long/short 

xxi. Adult/child/infant blood pressure cuffs and gauge 
xxii. Stethoscope 

xxiii. Burn sheet, individually wrapped 
xxiv. Sterile saline or water solution (1,000 ml), plastic bottles or bags 
xxv. Obstetrical kit, sterile − minimum one, pre-packaged with the following minimal 

supplies:  sterile towels, scissors or retractable blade/scalpel, two umbilical cord 
clamps, maternal pads, placenta bag, pair of gloves, mask with eye protection, drape 
sheet, gauze sponges, under-pad, disposable gown/apron, and bulb syringe. In 
addition, for newborns, clear plastic wrap or plastic bag, and newborn cap. 

xxvi. Thermal absorbent blanket and head cover, aluminum foil roll, or appropriate heat-
reflective material – minimum one 

xxvii. Cold packs 
xxviii. EMS run reports 

xxix. Nonporous disposable gloves 
xxx. Eye/nose/mouth protection or face shields 

xxxi. Flashlight 
xxxii. Equipment to allow reliable communications with hospital 

xxxiii. ILS/ALS System-approved equipment: 
1. Medication box 
2. Airway equipment, including laryngoscope and assorted blades 



84  

3. Monitor/defibrillator, equipped with pediatric size defibrillation pads or paddles or 
an advanced AED unit with 3 lead capability, defibrillation override, and a cardiac 
rhythm display. 

xxxiv. Opioid antagonist, including, but not limited to, Naloxone, with administration 
equipment appropriate for the licensed level of care 

xxxv. Automated external defibrillator (AED) with pediatric capabilities 
4. Registration of Non-Transport Agencies 
a. Each non-transport provider shall complete and submit to the Department either the EMS 

non-transport provider application or EMS non-transport application for an existing transport 
provider, available on the Department's website: http://dph.illinois.gov/topics-
services/emergency-preparedness-response/ems/provider-vehicle-licensing.html 

5. Inspection of Non-Transport EMS Providers 
a. The Department will schedule initial inspections. Thereafter, non-transport ambulance 

assistance providers shall perform annual self-inspections using forms provided by the 
Department and submit the completed forms to the EMS System for submission to the 
Department. The Department may conduct inspections randomly or in response to a 
complaint. 

6. Issuance and Renewal of License 
a. Upon payment of the appropriate fee, qualifying non-transport providers shall be issued a 

provider license listing a number for each approved level of care. Licenses will not be issued 
for individual non-transport vehicles. Providers shall notify the EMS System and the 
Department of any modifications to the application using the System Modification forms 
(sys-mod). Licenses are issued for one year and renewed upon completion of the self-
inspection. 

http://dph.illinois.gov/topics-services/emergency-preparedness-response/ems/provider-vehicle-licensing.html
http://dph.illinois.gov/topics-services/emergency-preparedness-response/ems/provider-vehicle-licensing.html
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ALLOWABLE TRANSPORT MEDICATIONS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

In addition to medications/procedures included in the Operating Guidelines, the 
following medications and procedures are approved for ALS transfer. Additional 
Transfer Medications – Not To Be Titrated/Pump Required unless ordered by 
transferring physician – NOTE: These medications may be monitored by the 
EMTP/PHRN during a inter-facility transfer but are not stocked with the ALS ambulance 
medication inventory. 

Alteplase (tPA) 
Aminophylline/Theophylline 
Amiodarone 
Antibiotics 
Benzodiazepines 
Beta Blockers (atenolol, metoprolol, propranolol, esmolol, labetalol) 
Blood/Blood Products 
Digibind 
Diltiazem (Cardizem) 
GP llb/llla Inhibitors (ReoPro, Integrilin, Aggrastat) 
H1 blockers (Benadryl, promethazine) and H2 blockers (Tagamet, Zantac,Pepcid, 
Axid) 
Heparin 
Ketamine 
Lidocaine 
Magnesium Sulfate 
Mannitol 
Multivitamin preparations for infusion 
Narcotics, including Patient Controlled Analgesic (PCA) pumps 
Nitroglycerin Infusion (Tridil) 
Norepinephrine 
Phenobarbital 
Phenytoin/Fosphenytoin 
Pralidoxime 
Procainamide 
Steroids (mineral and glucocorticoid) 
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CRITICAL CARE TRANSPORTS 
Anderson EMS System Approved: Region Medical Dir 
Author: Region IV MD Approved: 09/16 
Version: 1.0 Council Approved: 

 

1. Definition of Critical Care Transport 
 

Critical Care Transport means the pre-hospital or inter-hospital transportation of critically 
injured or ill patients by an Illinois licensed vehicle service provider, including the 
provision of medically necessary supplies and services, at a level of service beyond the 
scope of the Illinois Paramedic. When medically indicated for a patient, as determined by a 
physician licensed to practice medicine in all of its branches, an advanced practice nurse or 
a physician’s assistant, in compliance with Section 3.155 (b) and (c) of the Act. Critical 
care transport may be provided by Tier II and Tier III providers. 

 

2. Advanced Care Transports are defined in Region 4 as three levels of care. 
 

Tier I is considered expanded scope performed under the current approved 
system guideline . 
Tier II is considered a Critical Care Transport. 
Tier III is considered a Critical Care Transport. 

 
3. Critical Care personnel licensure 

 
a. Licensed Illinois Paramedic or Pre-Hospital Registered Nurse (PHRN); 
b. Current in required certifications (Section E.) 
c. Have completed Scope of Practice Education more comprehensive than the 

National Scope of Practice curriculum and more comprehensive than the 
expanded scope practice level of tier I. 

d. Be approved to practice by Illinois Department of Public Health EMS Division in 
accordance with the EMS System/Regional plan. 

 
4. Qualification Requirements for Tier II and Tier III 

 
a. A minimum of 2 years experience on an Advanced Life Support (ALS) unit 

for Paramedics. PHRN’s will meet the requirements of 515.730 (PHRN) 
with a minimum of 2 years on an Advanced Life Support unit or as a critical 
care RN (CCN/ICU) or Emergency Department RN. 

b. PHRN without critical care or emergency department experience must have 
2 years experience on an ALS unit as PHRN/Paramedic. 

 
5. Certifications required for all Tiers of transport: 

a. Healthcare CPR 
b. ITLS (PHTLS accepted until renewal date) 
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c. ACLS 
d. PALS (PEPP accepted until renewal date) 

 
6. Initial Requirements for Critical Care Transport Functions: Tier II and Tier 

III 
a. Licensed Illinois Paramedic or PHRN with minimum required experience as 

described in Part D above. 
b. Approved by EMS Medical Director and Illinois Department of Public 

Health in accordance with the EMS Region 4 Plan. 
c. Completion of an approved Critical Care Emergency Transport Program 

(minimum of an 80 hour course) to function at a Tier II/III level. 
d. Demonstrated competencies of expanded scope of practice didactically and 

skills as required by the Tier level of care. 
e. Successful completion of the Regional designated Critical Care test with a 

score of 84% or greater. 
 

7. Criteria to Maintain Critical Care Status 
a. Paramedic or PHRN in good standing within a Region 4 EMS System. 

Additional requirements as designated by the EMS System. 
b. Successful completion of Tier II or III annual competencies as Tier 

applicable. 
c. Maintain licensure requirements for a paramedic/PHRN current in the 

Region/System. 
d. 12 hours of annual (48 hours during 4 year licensure period) competencies 

of Critical Care knowledge, equipment and procedures or Critical Care 
based continuing education (EMS, Nursing or CME) shall be completed. 

e. The EMS vehicle service provider shall maintain documentation of Tier II 
and III education for each critical care paramedic or PHRN taught, 
equipment and procedures of annual competencies; 

f. Provide documentation to the EMS Resource Hospital for relicensure 
purposes. Additional training as required by the Region/System. 

g. All didactic and clinical competencies will require an 84% to receive a 
passing Score for ongoing Critical Care function. 

 
8. Vehicle Standards 

a. Any vehicle used for providing critical care transport shall comply at a 
minimum with Section 515.830 (Ambulance Licensing Requirements) or: 
Sections 515.900 (Licensure of SEMSV Programs – General) and 515.920 
(SEMSV Program Licensure. 

 
"Ambulance" means any publicly or privately owned on-road vehicle that is 
specifically designed, constructed or modified and equipped, and is intended 
to be used for, and is maintained or operated for the emergency 
transportation of persons who are sick, injured, wounded or otherwise 
incapacitated or helpless, or the non- emergency medical transportation of 
persons who require the presence of medical personnel to monitor the 
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individual's condition or medical apparatus being used on such individuals. 
Meet and maintain requirements for all vehicles as mandated by Illinois 
Department of Public Health and the EMS System for licensure/relicensure 
ambulance inspections. 

 
b. Meet and maintain requirements for all vehicles as mandated by Illinois 

Department of Public Health and the EMS System for licensure/relicensure 
ambulance inspections. 

c. Critical Care medical equipment and ambulance equipment as required by 
Illinois Department of Public Health and the affiliated EMS System. 

d. All critical care transport ambulances shall be equipped with an onboard AC 
supply capable of operating and maintaining the AC current as a required 
medical device used in providing care during all patient transports. 

 
9. Treatment and Transport Protocols that address the following: 

a. EMS System Medical Director or Designee will be available at all Region 4 
Resource and Associate Hospitals Medical Control 24 hours daily (see page 
17 section II Communications and Oversight in Regional Policies.) 

b. Communication points for contacting Medical Control (pg. 17 section II 
Communications and oversight in Regional Policies). and a written 
Expanded Scope of Practice Standard Operating Guideline and the 
CCEMT-P Standard Operating Guidelines as is available in the Region 4 
SOG’s following ALS care recommendations. 

 
10. Critical Care Transport Paramedics and Nurses 

a. A copy of an approved Expanded Scope of Practice completion or a Critical 
Care Transport program completion documentation will be provided to the 
System EMS Office along with an Illinois State paramedic or PHRN license. 
Current CPR, ACLS, ITLS or PHTLS and PALS or PEPP card must 
accompany any system entry request. 

b. Critical Care Transport Nurses (PHRN): must provide professional licensure 
as a State of Illinois Registered Nurse and a current State of Illinois PHRN 
licensure or EMT-P licensure to the System EMS Office. 

c. The EMS vehicle service provider shall maintain documentation of 
competencies, provide documentation of competencies and provide updated 
documentation to the EMS Resource hospital upon request. 

 
11. Tier II/III Transports: 

a. Tier II/III provides a level of care for patients who require care beyond the 
USDOT Curriculum and expanded scope of practice ALS (paramedic) 
transport program, and who require formal advanced education for ALS 
paramedic staff as provided in Critical Care Emergency Medical Programs 
(e.g. University of Maryland Baltimore CCEMTP Program) receiving 
treatment with advanced equipment medications and advanced patient care 
to include: 

i. Use of a ventilator, 
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ii. Medication-assisted intubations. 
iii. Infusion pumps with titrated medication(s), 
iv. Non titrated IV medications, 
v. Maintenance of chest tubes , 

vi. Aortic balloon pump management 
vii. Additional active interventions necessary in providing care to the 

patient 
 

12. Minimum Staffing Tier II (2 person minimum crew - Ambulance). Tier II is 
determined as having no more than 2 items listed in section K. 

a. Driver: System Paramedic 
b. System approved Critical Care Paramedic/PHRN, who shall remain with the 

patient at all times. 
 

13. Minimum Staffing Tier III (3 person minimum crew - Ambulance). Tier III is 
determined as having 3 or more items listed in section K. 

a. One EMT-B/EMT-I/Paramedic primarily as the driver. 
b. One Critical Care Paramedic/PHRN/RN/Respiratory Tech crew member to 

remain with the patient at all times, 
c. One Critical Care Trained PHRN/RN crew member to remain with the patient at 

all times. 
14. Education, Certification and Experience 

a. Initial Advanced Formal Education 
i. 80 hours established higher collegiate Critical Care education or 

equivalent critical care education based on existing University program 
models (e.g. UMBC CCEMTP) 

ii. Demonstrated competencies, as required by Illinois EMS System 
and/or affiliated Critical Care Service 

b. Certifications - Tier II and Tier III personnel shall maintain the following 
renewable certifications and credentials in active status: 

i. ECRN (RN Only) (Required on Tier III transports) 
ii. Healthcare CPR 

iii. ACLS 
iv. PEPP or PALS 
v. ITLS or PHTLS 

Note-PEPP or PHTLS is only accepted until first System renewal. 
c. Experience-- Licensed Illinois Paramedic or PHRN with a minimum of 2 

years of pre-hospital experience on an ALS ambulance. 
i. For Tier III, Critical Care RN/PHRN must have 2 years as a critical 

care RN (CCN/ICU) or Emergency Department RN with 
documented competencies. 

 
15. Quality Assurance Program 

a. The quality assurance program provides an evaluation of Paramedic and 
PHRN patient care and documentation thoroughness. 

b. Tier II and Tier III transport providers shall have a written QA Plan approved 
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by the EMS System Medical Director and the Department, in accordance with 
subsection: 515.860 (g)(7)(D). The provider shall provide quarterly 
reports to the assigned EMS Resource Hospitals for the first 12 months of 
operation. After the 12 months of QI has been validated by the Medical 
Director, the following evaluations shall be ongoing: 

i. Review EMS record assuring documentation of vital signs 
and frequency demonstrating that abnormal vital signs were 
recognized and appropriately detected and managed. 

ii. Review the patient transport record for accuracy e.g. 
procedures, instability recognition and knowledgeable 
equipment use. 

iii. Evaluate the Patient Care Record (PCR) for documentation and 
demonstration of side effects, complications, hypotension, bradycardia 
or tachycardia, chest pain variability, arrhythmias, altered mental status 
or variable neuro exam. Was the patient care provided as SOG’s 
require? 

iv. Were there any unanticipated occurrences e.g. IV 
dislodged or infiltrated? Was a medication rate of infusion 
changed? 

v. Were all events appropriately managed and documented? 
vi. Was medical Control notified for direction for unexpected 

patient occurrences? 
 

c. Written documentation of adverse events should be reported to the EMS 
Office within 24 working hours. 

 
d. A copy of any written transfer orders will be submitted to the EMS System 

with the PCR. 
 

e. Educational needs shall be determined and implemented by the Critical 
Care Physician or EMS Educator as appropriate. 

f. The Critical Care Transport service must provide documentation of monthly 
reviews of Critical Care transport documentation. 

g. Quality Assurance Reports: The EMS System Office shall receive bi-annual 
(submitted by the second week in January and June) quality reports of all 
Critical Care Transports after the quarterly first year reports, if the System 
has not identified any deficiencies or adverse outcomes during the first 12 
months. 

 
A copy of the Patient Care Report will be submitted to the EMS 
Office within 24 hours of a call. 

 
 

16. A Medical Director shall oversee the QA Program. 
a. The Department will approve vehicle service providers for critical care 

transport when the provider demonstrates compliance with an approved EMS 
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System's Critical Care Transport Program Plan for Tier II/III transports. Only 
Department approved agencies may advertise as Critical Care Transport (CCT)/ 
Specialty Care Transport (SCT) providers. 

b. The Department or Director will suspend a vehicle service provider's approval 
for Critical Care Transport if any part of the provider's QA plan is not followed 
or if a situation exists that poses a threat to the public health and safety. 
Suspensions will be in accordance with 515.860 of the Illinois EMS Act. 
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MEDICATION TEMPERATURE ENVIRONMENTAL CONTROL 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 4/24 
Version: 1.0 Council Approved: 

 
 

1. Purpose 
 

a. The United States Pharmacopeia (USP) and medication 
manufacturers, agree with the data from independent studies that 
have all shown decreases in efficacy of medications when stored 
outside of “Controlled Room Temperature” (20°C-25°C). The 
purpose of this policy is to ensure our patients receive medications 
with the full expectation those medications will act as intended by 
the manufacturer and medical community. 

2. Definition: 
a. The “Controlled Room Temperature” is commonly defined as 

20°C-25°C. The general target is to maintain medication and 
injectable fluids at Controlled Room Temperature. 

3. Procedure: 
a. Implement a department/service specific plan to maintain 

medications and injectable fluids at manufacturer recommendations 
or Controlled Room Temperature range. 

b. Suggestions to achieve compliance: 
i. Climate control systems (heat and air conditioning) in 

apparatus bays. 
ii. Commercial medication and fluid storage devices installed 

in ambulances/vehicles. 
iii. Compartmentalize medication storage and keep those 

containers stored in a Controlled Room Temperature 
environment. 

1. This program will require a department policy 
detailing where the medications will be stored to 
maintain compliance and how they will be retrieved 
when a call for service is received. 

c. All Anderson EMS system services initial environmental 
temperature control policies or changes to those policies must be 
approved by the EMS Medical Director. 
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ADMINISTRATION OF OSHA RESPIRATOR MEDICAL EVALUATION 
QUESTIONNAIRE 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 7/25 
Version: 1.0 Council Approved: 

 
Policy Statement: 
To establish guidelines for the administration of the Initial Occupational Safety and Health 
Administration (OSHA) Respirator Medical Evaluation Questionnaire by authorized EMS personnel, 
in compliance with the employer's respiratory protection program and the EMS System Medical 
Director’s approval. 
 

1. Guidelines: 
a. This policy applies to all licensed EMS personnel (EMT, AEMT, EMT-I, Paramedic, PHRN, 

PHAPRN, or PHPA) within the EMS System who are authorized to administer the OSHA 
Respirator Medical Evaluation Questionnaire for fire personnel. 

b. The EMS Medical Director may authorize the administration of the OSHA Respirator 
Medical Evaluation Questionnaire by licensed EMS personnel, provided the following 
conditions are met: 
 

2. Authorization and Compliance: 
a. Only licensed EMTs, AEMTs, EMT-Is, Paramedics, PHRNs, PHAPRNs, or PHPAs may 

administer the OSHA Respirator Medical Evaluation Questionnaire. 
b. Administration must adhere to the employer's written Respiratory Protection Program and be 

approved by the EMS System Medical Director. 
c. The policy for administering the questionnaire must be submitted to the Department for 

approval as part of the EMS System Plan. 
 

3. Training and Education: 
a. EMS personnel must have appropriate training and education to administer the OSHA 

Respirator Medical Evaluation Questionnaire. 
b. The employer is responsible for providing and documenting all required training and 

education. 
 

4. Referrals for Medical Examination: 
a. EMS personnel administering the questionnaire shall make appropriate referrals for medical 

examination to a Licensed Physician, Advanced Practice Registered Nurse (APRN), or 
Physician Assistant, as specified in the Employer’s Respiratory Protection Program. 
 

5. Recordkeeping: 
a. The employer must maintain records of: 
b. Training and education provided to EMS personnel designated to administer the 

questionnaire. 
c. EMS Medical Director approval for personnel to administer the questionnaire at their agency. 
d. All records must be made available to the EMS System or the Department upon request 
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Section IV: 
 

EMS Response 
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RESPONSE 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

1. EMDs will dispatch ambulances and first responders urgent (with lights and sirens) 
or non-urgent according to protocols approved by the EMS Medical Director. 

 
2. EMS units dispatched with a non-urgent response, will not upgrade to an urgent 

response unless: 
 

a. Public safety personnel on scene request an urgent response. 
b. The communications center determines that the patient’s condition has 

changed necessitating an urgent response. 
 

3. An EMS unit may divert from a current non-urgent call to a higher priority urgent 
call ONLY IF: 
a. The EMS unit can reach the location of the higher priority before other 

responding units. 
b. The EMS unit happens upon what appears to be a higher priority call. 
c. An EMS unit may bypass what appears to be a lower priority situation and continue 

to the originally assigned call. 
d. The diverting EMS unit must notify the EMS dispatch center that they are diverting 

to the higher priority call. 
e. The diverting EMS unit ensures that the dispatch center dispatches an EMS unit 

to their original call. 
Once a call has been diverted, the next EMS unit dispatched must respond to the 
original call. A call should not ideally be diverted more than one (1) time. 
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MUTUAL AID 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

1. All providers within the Anderson Hospital EMS System will assure proper maintenance, 
development, revision, and adherence to mutual aid agreements between all transport and 
non-transport providers in the Anderson Hospital EMS System. 

 
2. These mutual aid agreements shall be written agreements between provider agencies 

that ensure a continuum of care during peak-load periods and personnel shortages. 
Cooperation among all EMS agencies must supersede geographical, political, and 
historical boundaries. 

 
3. All agencies will maintain current written mutual aid agreement with other 

transport providers to be followed when a call for service is received and the 
agency called is: 
a. Not available to respond to an emergency in a timely manner (on a call, 

personnel shortage). 
b. Is a non-transport provider. 
c. Unable to respond. 
d. Distance to call location is closer to another provider. 

 
4. Development/Revision of mutual aid agreements will be based upon the immediate 

needs of the community the provider agency is serving. Such development/revisions will 
be conducted in a timely manner to assure and maintain proper response mechanisms. 

 
5. Mutual aid agreements should reflect the optimum level of care and response that can be 

provided to the caller. Ideally the agreement should be with the provider agency/agencies 
that are in the primary (6 min response) and secondary (6 to 15 min response) coverage 
areas. 

 
6. Mutual aid agreements should describe methods of providing EMS service which 

include single and dual vehicle response and the level(s) of the response/transport 
vehicles 

 
7. All agencies will adhere to mutual aid agreements as they were agreed upon. 

Personnel involved in the implementation of these agreements (i.e. dispatchers) should 
be kept informed of changes in the agreements so that proper operations are followed. 

 
When the need arises to use/implement a mutual aid agreement, the caller 
should be notified of such and told that there may be a delay in response time. 
The caller should then be given an estimated time of arrival when requested. 
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ALS ASSIST GUIDELINES FOR BLS/ILS UNITS 
(IN-FIELD SERVICE UPGRADES) 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

1. Any BLS unit may request ALS assistance to render a higher level of 
patient care for any patient. 

 
2. A request for ALS assistance shall be implemented en route to the call 

when a call is received for a potentially critically ill or injured patient. 
Most commonly, the request for ALS assistance will occur at the end 
of the scene size-up. 

 
3. Suggested criteria for requesting ALS assistance include, but are not limited to: 

a. Patients with compromised or obstructed airways. 
b. Respiratory distress or arrest. 
c. Cardiac arrest. 
d. Symptoms of acute coronary syndrome: chest pain, SOB, etc. 
e. Altered level of consciousness. 
f. Diabetic emergency. 
g. Seizure or postictal state. 
h. Pregnancy with imminent delivery. 
i. Poisoning/overdose. 
j. Major Trauma including, but not limited to: 

i. Multiple injuries or isolated severe injuries or pain. 
ii. Trauma patients with entrapment. 

iii. Major burns or those with potential respiratory involvement. 
k. Medical or trauma patients exhibiting signs of shock 

(altered mental status, hypotension, diaphoresis, and 
tachypnea). 

l. Any case deemed by the responding agency or Medical 
Control as beneficial to patient outcome. 

 
4. If there is uncertainty regarding the need for ALS assistance, 

request ALS! Err on the side of the patient. 
 

5. Consideration should be given to the following: 
a. Transport time to hospital. 
b. Rendezvous site. 
c. Availability of resources. 
d. Interventions needed (defibrillation, airway, drugs). 

 
6. If, at any time, the BLS unit has the ability to arrive at the hospital 

within five minutes, ALS assist can be canceled unless the patient has 
a compromised airway. (This includes unresponsive patients, patients 
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in respiratory or cardiac arrest, or in whom impending respiratory or 
cardiac arrest is suspected.) 

 
7. All other cases require request for ALS intercept. The BLS unit shall 

call for ALS assist as soon as it is evident that ALS care is needed. 
The BLS unit will NOT delay transportation to the ED to await ALS 
assist. Rendezvous en route is appropriate in these circumstances. 

 
8. BLS ambulance personnel at the scene of an emergency shall allow 

ALS ambulance personnel at the scene access to the patient for the 
purpose of assessing whether ALS care is warranted. 

 

9. ALS personnel will have control of the scene. 
 

10. If the ALS personnel determine that the patient requires advanced life 
support care, the BLS personnel shall transfer the care of that patient 
to the ALS personnel. Higher level personnel shall assume in-field 
responsibility for the patient during the remainder of a pre-hospital 
transport. 

 

11. EMT-P/PHRN personnel may, on an ALS assist, temporarily transfer 
the ALS equipment to the BLS vehicle. A vehicle upgraded as per 
protocol will be recognized by IDPH as approved for the higher level 
of service during the remainder of the patient transport. 

 

12. Medical Control should be contacted for clarification should patient 
care issues or concerns arise. 

 
The BLS unit will complete a run record to include all assessments and treatments 
carried out while the patient was in their care. The BLS unit should conclude their 
report indicating they relinquished care to the appropriate ALS unit. 

 
1. The ALS unit will complete a run record to include all assessments and 

treatments carried out while the patient was in their care. 
 

2. The highest standards of patient care and professionalism at the scene 
will be maintained at all times. The care and safety of the patient is the 
highest priority. Should any conflict arise, submit an Incident Report to 
the EMS Coordinator. 
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RURAL IN-FIELD SERVICE UPGRADE 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: 210 ILCS 50/3.87 / JCAR 515.833 MD Approved: 09/15, 02/23 
Version: 2.0 Council Approved: 

 

1. An ambulance operated by a rural ambulance service provider or a specialized emergency 
medical services vehicle or alternate response vehicle operated by a rural vehicle service 
provider (population below 10,000) may be upgraded as long as the EMS System 
Medical Director and the Illinois Department of Public Health have approved the 
proposal, to the highest level of EMT license (advanced life support/paramedic, 
intermediate life support, advanced EMT, intermediate life support, or basic life support) 
or Pre-Hospital RN held by any person staffing that ambulance, specialized emergency 
medical services vehicle, or alternate response vehicle. The ambulance service provider's 
proposal or rural services vehicle provider’s proposal for an upgrade must include all of 
the following: 

 
a. The manner in which the provider will secure and store advanced life support 

equipment, supplies and medications. 
b. The type of quality assurance the provider will perform. 
c. An assurance that the provider will advertise only the level of care that can be 

provided 24 hours a day. 
d. A statement that the provider will have that vehicle inspected by the Illinois 

Department of Public Health annually. 
 

2. If a rural ambulance service provider or rural vehicle service provider is approved to 
provide an in-field service level upgrade based on the licensed personnel on the vehicle, 
all the advanced life support medical supplies, durable medical equipment, and 
medications must be environmentally controlled, secured, and locked with access by only 
the personnel who have been authorized by the EMS System Medical Director to utilize 
those supplies. 

 
3. The EMS System shall routinely perform quality assurance on in-field service level 

upgrades to ensure compliance with the EMS System plan 
 

4. The EMS System Medical Director may define what constitutes an in-field service level 
upgrade. An in-field service level upgrade may include, but need not be limited to, an 
upgrade to a licensed ambulance, alternate response vehicle or specialized emergency 
medical services vehicle. 
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MOBILE INTEGRATED HEALTHCARE PROGRAM 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 6/25 
Version: 1.0 Council Approved: 

 
Purpose 
To establish a comprehensive Mobile Integrated Healthcare Program (MIHP) for the Anderson 
EMS System, to enhance community health through integrated, proactive, and preventive care 
services. 

Scope 
This policy applies to all Anderson EMS System personnel, resources, and operations involved 
in the MIHP, ensuring coordinated care delivery within the EMS response area while 
maintaining emergency response capabilities. 
1. The Anderson EMS System shall submit a comprehensive MIHP program plan to the IDPH, 

addressing the following requirements: 
a) Mobile Integrated Health Application Form 

i) The EMS Medical Director (EMS MD) shall complete and submit the IDPH-provided Mobile 
Integrated Health application form, obtained from the Regional EMS Coordinator, detailing program 
objectives, operational framework, and compliance measures. 

b) Resource and Personnel Statement 
i) The Anderson EMS system Illinois-licensed service provider, affirms it possesses sufficient resources, 

including vehicles, equipment, and personnel, to: 
(1) Maintain full operational capacity for emergency response within the designated response area. 
(2) Support the MIHP without compromising emergency services. 

ii) A detailed statement of resource allocation, including staffing models and vehicle assignments, shall 
be submitted to demonstrate compliance. 

2. MIH System Policy 
a) Program Objectives: 

i) Deliver community-based healthcare services, including chronic disease management, post-discharge 
follow-up, and preventive care. 

ii) Reduce unnecessary emergency department visits and hospital readmissions. 
iii) Enhance coordination with primary care providers, public health agencies, and community resources. 

b) Operational Framework: 
i) MIHP services shall be provided by licensed EMS personnel, including paramedics, EMTs, and 

advanced practice providers, under the direction of the EMS MD. 
ii) Services include, but are not limited to, home visits, health assessments, medication reconciliation, and 

patient education. 
iii) Operations shall align with IDPH regulations and Anderson EMS System protocols. 

c) Eligibility Criteria: 
i) Patients eligible for MIHP services include those with chronic conditions, frequent EMS utilizers, or 

those identified through hospital or primary care referrals. 
ii) Enrollment requires approval by the EMS MD or designated medical oversight personnel. 

d) Coordination and Communication: 
i) MIHP personnel shall maintain communication with the service providers dispatch center and medical 

control. 
ii) Patient care reports shall be documented in the EMS System’s electronic medical record system, with 

data shared with relevant healthcare partners per HIPAA regulations. 
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3. MIH Quality Improvement Plan 
a) A Quality Improvement (QI) Plan shall be developed to evaluate MIHP effectiveness, 

patient outcomes, and program compliance. 
b) Key performance indicators include: 

i) Reduction in emergency department visits for enrolled patients. 
ii) Patient satisfaction and health outcome metrics. 
iii) Adherence to MIHP protocols and response times. 

c) The QI Plan shall be submitted to the IDPH quarterly, with reports detailing: 
(1) Program performance data. 
(2) Identified areas for improvement and corrective actions. 
(3) Staff training and competency evaluations. 

4. MIH Orientation and Training Plan 
a) All MIHP personnel shall complete a standardized orientation and training program, including: 

i) MIHP scope of practice, protocols, and patient care guidelines. 
ii) Community health assessment and chronic disease management. 
iii) Cultural competency and patient communication skills. 
iv) Use of MIHP-specific equipment and medications 

b) Training shall consist of: 
i) Initial 40-hour MIHP orientation course, approved by the EMS MD. 
ii) Annual continuing education (minimum 12 hours) specific to MIH practices. 
iii) Regular skills assessments to ensure competency. 
iv) Training records shall be maintained and available for IDPH review. 

5. MIH Medication and Equipment List 
a) The MIHP shall maintain a standardized list of medications and equipment, approved by the EMS MD, 

including but not limited to: 
i) Medications: 

(1) Common chronic disease medications (e.g., antihypertensives, diabetic agents) for administration 
per protocol. 

(2) Emergency medications aligned with EMS System protocols. 
ii) Equipment: 

(1) Portable diagnostic tools (e.g., glucometers, blood pressure monitors). 
(2) Telehealth-enabled devices for remote consultation. 
(3) Personal protective equipment (PPE) and infection control supplies. 
(4) All medications and equipment shall be stored, maintained, and inventoried in accordance with 

IDPH regulations and EMS System policies. 

6. List of EMS Personnel 
a) A roster of MIHP personnel shall be maintained and submitted to the IDPH, including: 

i) Names, licensure levels (e.g., EMT, Paramedic), and certifications. 
ii) Documentation of MIHP-specific training completion. 
iii) Designation of personnel roles (e.g., field provider, coordinator). 
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iv) Personnel shall be updated quarterly or as changes occur. 

7. Compliance and Oversight 
a) The EMS MD shall oversee MIHP operations, ensuring adherence to this policy and IDPH regulations. 
b) The Anderson EMS System shall cooperate with IDPH audits, inspections, and data requests. 
c) Any adverse events or protocol deviations shall be reported to the EMS MD and IDPH within 24 hours, 

with corrective actions documented. 
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Section V: 
 

On Scene 
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NATIONAL INCIDENT MANAGEMENT SYSTEM 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

1. In accordance with Homeland Security Presidential Directive #5, all Anderson Hospital 
EMS System providers are required to obtain ICS-100 and FEMA IS-700 certification. 
Note that this is a minimum requirement. Providers are encouraged to obtain further ICS 
and FEMA training. 

 
2. Supervisors and officers – those individuals who would reasonably be anticipated to 

assume larger leadership roles during a disaster – should obtain ICS-100, ICS-200, 
ICS- 300, ICS-400, FEMA IS-700, and FEMA IS-800. 

 
3. All activities within the Anderson Hospital EMS System shall follow the principles of 

the National Incident Management System. 
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SCENE TIMES 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

1. The recommended on scene time is 20 minutes or less on all medical emergency patients. 
 

2. The recommended on scene time is 10 minutes or less on all STEMI patients and 
acute CVA patients. 

 
3. The recommended on scene time is 10 minutes or less for all major trauma patients. 

 
4. It is understood that isolated exceptions can and do occur in the pre-hospital 

environment. Document on the Patient Report Form when and why an on scene time 
exceeds the recommended maximum. 

 
5. IV and medication administration are initiated in accordance with the patient’s 

condition and needs. 
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INTERACTION WITH PHYSICIAN/NURSE ON SCENE 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

1. Only personnel credentialed within the Anderson Hospital EMS 
System and provisional personnel such as students or reciprocity 
candidates are allowed to perform advanced medical care in the pre- 
hospital setting. 

2. Any nurse or medical personnel at the scene not credentialed within 
the Anderson Hospital EMS System may assist with Basic Life 
Support procedures only. The only exceptions are personnel 
delegated by a transferring physician to accompany acritically ill or 
injured patient in order to maximize the patient’s care en route to the 
receiving facility. 

3. If identity of the healthcare provider is not obvious, pre-hospital 
providers are encouraged to ask for identification and/or proof of 
licensure. 

4. Physician On Scene 
a. EMS personnel will inform the attending physician of the 

need to accompany the patient in the ambulance to the 
hospital. 

b. If the attending physician is either unwilling or unable to 
accompany the patient to the hospital, follow routine procedures en 
route to the hospital. 

c. As soon as the patient’s clinical condition permits, EMS 
personnel should notify Medical Control that a physician is on 
scene and desires to retain medical control. 

d. After notifying Medical Control of the physician’s desire to 
retain control of the patient, encourage the physician to 
communicate directly with the emergency physician at 
medical control. 

e. If a physician gives orders, while on scene or en route, for 
procedures or treatments that the EMT/PHRN feels are 
unreasonable, medically inaccurate, and/or not within the scope of 
practice of the provider, refuse to follow such orders and establish 
communication immediately with on-line medical control to 
clarify further treatment. 

f. Document all orders/treatment given by the attending 
physician. The on-scene physician must sign the ambulance 
report form. 

5. When voice communications with on-line medical control is not 
available, the EMS crew is instructed to follow the System OGs. 
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INTERACTION WITH HEALTHCARE PROVIDERS 
DURING INTER-FACILITY TRANSFERS 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 4/24 
Version: 1.0 Council Approved: 

 

1. Purpose: 
a. The purpose of this policy is to establish guidelines for the appropriate utilization 

of other healthcare providers in ambulance operations during inter-facility 
transfers, providing the highest quality care and ensuring positive patient 
outcomes. While recognizing the valuable expertise of various healthcare 
providers, this policy reinforces that the ultimate responsibility for patient care 
lies with the Paramedic on duty. Clear procedures are outlined for seeking 
consultation from the Resource Hospital and to ensure that all healthcare 
providers operate within their defined scope of practice as set by their respective 
employers. 

2. Policy: 
a. Ultimate Responsibility for Patient Care 

i. The Paramedic in the ambulance holds the ultimate responsibility for 
patient care throughout the duration of transport. 

ii. While other healthcare providers may accompany EMS personnel in the 
ambulance, their role is supportive and advisory, with the Paramedic 
retaining decision-making authority regarding patient care interventions. 

b. Utilization of Other Healthcare Providers 
i. Other healthcare providers, such as physicians, nurses, or advanced 

practice providers, may accompany EMS personnel in the ambulance 
when deemed necessary for specialized expertise or continuity of care. 

ii. Their involvement in patient care should be coordinated with the 
Paramedic, respecting their authority and expertise in prehospital 
medicine. 

c. Consultation with Resource Hospital 
i. In situations where questions or concerns arise regarding patient care that 

cannot be resolved at the scene or en route, EMS personnel are required to 
contact the designated Resource Hospital for consultation. 

ii. Paramedics are encouraged to utilize the expertise available through the 
Resource Hospital to enhance decision-making and ensure optimal patient 
outcomes. 

d. Scope of Practice 
i. No healthcare provider, including those accompanying EMS personnel in 

the ambulance, should function outside of their defined scope of practice 
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as determined by their employing institution or regulatory body. 
ii. It is the responsibility of each healthcare provider to adhere to their scope 

of practice guidelines and refrain from performing interventions or 
procedures for which they are not authorized or trained. 
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Section VI: 
 

Scene Safety 
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GENERAL - SCENE SAFETY 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 4/24 
Version: 2.0 Council Approved: 

 

The importance of scene safety cannot be underestimated. Many hazards await us in the pre- 
hospital environment. Regardless of whether the threat is infectious, environmental, or 
criminal in nature, EMS providers must protect themselves. 

 
Safety is the responsibility of each provider. Participants of the Anderson Hospital EMS 
System shall utilize basic safety measures: 

 
1. Make certain a scene is secure. Evaluate a scene each and every time you approach. 

Maintain a balance between the need for immediate patient access and provider and 
patient safety. 

 
2. Providers should use their best judgment to either stage at a distance from the patient, or 

retreat from the scene if immediate danger exists. 
 

3. Wear seatbelts at all times, unless inhibiting patient care. 
 

4. Drive appropriate for conditions. Use appropriate caution when driving, particularly 
when utilizing emergency lights and siren. 

 
5. Wear ANSI reflective vests when necessary to do so. 
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FIRE, TECHNICAL RESCUE, AND HAZMAT SCENES 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 2.0 Council Approved: 

 

1. EMS may be requested to respond to a fire, technical rescue, or 
HAZMAT scene to care for victims of the incident, treat the ill or 
injured responder, or provide responder rehabilitation during 
extended incidents. 

 
2. Ideally, on extended or large incidents, an ambulance will be dedicated 

solely for the care of responding personnel and/or incident 
rehabilitation. 

 
3. Do not impair the ability of apparatus to depart or access the scene or fire hydrants. 

 
4. The principles of ICS will be adhered to at all times. 

 
5. Responders may not enter the “hot zone” without permission of the Incident 

Commander. 
 

6. Requisite PPE will be worn while in and around the hot zone, including 
but not limited to helmets, eye protection, safety gloves, and turnout 
gear. 

 
7. Consider the need for additional personnel and supplies and request early. 

 
8. A large number of fire service injuries and deaths occur during post- 

incident activities including salvage and overhaul. Continue to be 
conspicuous and provide incident support through all phases of 
response unless released by the Incident Commander. 

 
9. If a patient was extracted from a HAZMAT scene, 

ensure that the patient is decontaminated prior to placing 
a patient in the ambulance. 

 
10. Call the receiving facility as early as possible to notify receiving 

staff that a decontaminated patient being transport. 
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INFECTION CONTROL 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

1. BODY SUBSTANCE ISOLATION (BSI), which incorporates 
Universal Precautions as recommended by the Center for Disease 
Control, has been adopted by the Anderson Hospital EMS System. 

 
2. Each ambulance owner/administrator will provide BSI protective 

apparel as established by BSI and OSHA guidelines. 
 

3. Because the potential for infectiousness of any patient’s blood and 
body fluids cannot be known, all patients should be handled as 
though they are potentially infectious. 

 
4. Disposable gloves must be worn with all patient contact to prevent 

exposure to blood, body fluids, mucous membranes, or non-intact 
skin. Wearing two pairs of gloves is recommended during 
situations where large amounts of blood may be present. 

 
5. Most illnesses that are spread via air are transmitted through droplets. 

Droplet precautions consisting of a surgical mask with eye 
shield/coverage is sufficient to protect against most viruses and 
meningitis. 
a. Providers should wear a surgical mask when treating patients with: 

i. A temperature of 100.4 or greater with cough, 
dyspnea, hypoxia (flu-like symptoms). 

ii. Hemoptysis. 
iii. Unidentifiable rash or large amounts of bruised/necrotic skin tissue. 
iv. Stiff neck. 

b. Providers should also institute droplet precautions for patients 
with severe immune deficiency such as patients on 
chemotherapy or suffering from leukemia or patients with severe 
burns. 

6. While unlikely, EMS personnel should also be aware of clues to 
suggest a bioterrorism event: 
a. An unusual increase or clustering of patients presenting with 

unexplained illness and any of the following: 
i. Sepsis 

ii. Pneumonia 
iii. Flaccid muscle paralysis 
iv. GI illness 
v. Bleeding disorders 

vi. Severe flu-like illness 
vii. Rash 
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viii. Encephalitis/meningitis 
b. An unusual or impossible pathogen for our region in a patient 

without a travel history to an endemic area (e.g., a case of plague 
in a patient that does not live in, or has not traveled to the 
southwest region of the U.S.). 

c. An unusual temporal and/or geographical clustering of illness 
(e.g., persons who attended the same public event or 
gathering). 

 
7. Airborne precautions consisting of N95 masks should be worn when 

patients are suspected of suffering from Tuberculosis (combination 
of night sweats, fatigue, weight loss, and hemoptysis). 

 
8. For patients on droplet or airborne isolation precautions: 

a. Only a minimum number of EMS providers should take care of the patient. 
b. Instruct the patient to wash his/her hands with waterless soap/alcohol gel. 
c. Place a surgical mask on the patient, if possible. Do not place an 

N-95 mask on any patient, and do not withhold oxygen if needed. 
 

9. Wash hands immediately with bactericidal soap or alcohol gel after 
all patient contact. Remove gloves immediately after patient 
contact. 

 
10. Use gloves, mask, gown and face protection during intubation and all 

procedures during which splashes/contamination are likely to occur. 
 

11. Dispose all contaminated medical supplies in appropriate biohazard 
container. All red biohazard bags should be removed from each EMS 
unit upon arrival at the receiving facility. The hazardous material 
should be disposed of in accordance with the receiving facility’s 
policy. 

 
12. Needles and Syringes 

a. NO NEEDLE SHOULD EVER BE RECAPPED, BENT OR BROKEN BY 
HAND. 

b. Needles and syringes should be disposed of in rigid impervious containers 
 

13. Decontamination Procedures 
a. Clean up all blood spills with 10 parts water to 1 part household 

bleach solution or commercial cleaning agent. 
b. Non-disposable equipment, i.e. laryngoscope blades, must be 

soaked in 10:1 water/bleach solution or commercial cleaning 
agent for 30 minutes. After soaking, wash with disinfectant 
detergent, rinse well, and dry. 

c. Linens soiled with blood and body fluids should be double-bagged 
and marked “Blood/Body Fluid Precautions”. Those companies 
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using a professional laundry service should notify recipients at the 
time of pick-up. Those companies who do their own laundry should 
use a professional solution or the same 10:1 water/bleach mixture. 

d. Air the ambulance after each run. Scrub and disinfect the 
ambulance interior once a day, or more often as necessary. 
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EXPOSURE TO BLOOD OR OTHER BODILY FLUIDS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 3/24 
Version: 2.0 Council Approved: 

 

1. Percutaneous exposure (“Needle Stick”): 
a. Immediately wipe off blood or fluid and apply alcohol or alcohol gel. 
b. After arriving at the hospital, and as soon as patient care allows, 

wash your hands and the wound. 
c. If the wound is such that it requires sutures, seek prompt medical attention. 
d. If you have received a puncture wound, seek medical 

attention to evaluate your tetanus immunization status. 
 

2. Mucocutaneous exposure: 
a. Eye, mouth, other mucous membrane, non-intact skin, or 

parenteral contact with blood or other potentially infectious 
materials. 

b. Flush your eyes or rinse your mouth with saline or water. 
c. After arriving at the hospital, and as soon as patient care allows, wash your face. 

 
3. Any pre-hospital care provider exposed to blood or other bodily fluid 

should report the incident immediately to his/her supervisor and the 
Resource Hospital EMS Department. 

 
4. The pre-hospital care provider may request to have HIV testing on the 

patient utilizing the following procedures: 
a. Documentation of the exposures (needle stick, etc.) must be on the patient 

report form. 
b. Notification should be made to the Infection Prevention and 

Control department at Anderson Hospital. 
c. If the patient is being transferred/transported to Missouri, the 

laws governing HIV testing and protection of allied health 
workers vary. If this occurs, contact the ER Director/Manager. 

d. All testing will be done at the expense of the employer or the requesting 
individual. 

 
5. Verbal notification should be followed by a written report utilizing 

the Incident Report Form submitted to the EMS Department within 
two days. 
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NOTIFICATION OF A COMMUNICABLE/INFECTIOUS 
DISEASE 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 02/23 
Version: 2.0 Council Approved: 

 

1. Upon confirmation of a reportable communicable/infectious disease, 
according to IDPH, the Infection Control Department will send a 
notification to the provider agency. 

 
2. The EMS Office will review the patient’s chart to verify that the 

patient was transported by ambulance and to identify crew members 
and any first responders who assisted. 

 
3. If the patient is being discharged per ambulance, the nursing 

personnel caring for the patient will provide the ambulance 
personnel with additional information needed to protect against 
exposure to any communicable/infectious disease. 

 
4. All patient-specific health information is to be treated in a confidential manner. 
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CONCEALED CARRY FIREARM 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 4/24 
Version: 1.0 Council Approved: 

 

1. Patient Care 
a. All legal efforts should be utilized to avoid having to transport the 

weapon to the Emergency Department. 
b. If the patient’s condition requires immediate transportation, then 

transportation should not be delayed unless there is an imminent 
life threat to the providers. 

c. If the patient is stable, and law enforcement is en route, 
transportation may be delayed to relinquish the weapon to a law 
enforcement officer. 

d. If the patient refuses to disarm, immediately contact law 
enforcement. 

 
2. Safety 

a. Scene safety remains the top priority for EMS responders. 
b. If the EMS responders feel there is a valid life threat to themselves, 

then retreat to a safe zone is indicated. 
i. Stage in a safe location, allowing the capability to re-enter 

the scene when secured by law enforcement. 
c. When you must transport the weapon, it must be secured to prevent 

accidental discharge. 
i. If the weapon is relinquished to you holstered, do not 

attempt to remove it from the holster. Make every effort to 
secure the firearm in the holster for transport. 

d. Do not handle a firearm without proper training. 
e. Place the firearm in a secure and safe location for ambulance 

transport. 
 

3. Notifying the Receiving Emergency Department 
a. When transporting the weapon on the Ambulance, the provider will 

contact the Emergency Department as soon as possible. 
b. The radio report needs to contain the verbiage “I have a secured 

firearm on board” to inform the emergency department there is a 
secured weapon on the ambulance and will require someone from 
the Hospital Security or designee to take custody of the weapon 
upon arrival. 

 
4. Transferring the Weapon at the Hospital 

a. Upon arrival, relinquish the weapon to Hospital Security or 
designee as soon as possible. 

i. Illinois law prohibits firearms on hospital properties. A 
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hospital representative must be the only person that brings 
the firearm into the healthcare facility. 

b. Do not leave the weapon unattended at any time. 
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LATEX FREE POLICY 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 3/24 
Version: 1.0 Council Approved: 

 

1. It is the policy of the Anderson EMS System to refrain from the use of any equipment or 
materials containing latex. 

 
2. The latex allergy will be documented in the EMS Run Report. 

 
3. All equipment/materials that could come into contact with the patient must be latex free. 

 
4. Contact the EMS Office with any questions. 

  



120  

 
 
 
 
 

Section VII: 
 

Crime Scenes 
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INTERACTION WITH LAW ENFORCEMENT/CORONER/EVIDENCE 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 2.0 Council Approved: 

 
 

1. If a law enforcement agency is present at a scene prior to EMS, the senior EMS crew 
member should contact the officer in charge to confirm scene safety. 

 
2. If EMS discovers, after arrival on scene, that they have responded to a suspected crime 

scene, immediately notify law enforcement. Retreat from the scene as necessary to 
ensure safety of personnel. 

 
3. At a potential crime scene, providing medical care is the highest priority. Give 

immediate care to the patient. The fact that the patient is a probable crime victim should 
not delay prompt treatment. Remember, your role is to provide emergency care. 
Providers should strive to disturb the crime scene as little as possible. 

 
4. Also remember that most auto accidents are also crime scenes, and the debris is 

evidence. As with other crime scenes, providing medical care is the utmost priority. Try 
not to disturb the accident debris. 

 
a. Observe any individuals or vehicles in the area. 

 
5. Discourage onlookers or other unauthorized personnel on the premises of the crime. 

 
6. Observe and note anything unusual, especially if the evidence may not be present when 

the police arrive. This may include smoke and odors. 
 

7. When you leave, remember where you parked your vehicle for later crime scene 
reconstruction 

 
8. Avoid touching, moving, or relocating any item at the scene unless absolutely 

necessary to provide treatment to an injured victim. If it is necessary to move any 
evidence or the victim in any way, note the location and position of the evidence or 
victim. Advise law enforcement of the actions you have taken. 

 
9. Do not examine any potential evidence. 

 
10. Do not cut through ropes, bindings, etc.; unless it is necessary to provide treatment, 

never cut through or untie knots. Any ligature used in a suicide attempt should be left as 
intact as possible and should be cut rather than untied. All cuts made should be in an 
area well away from knots. 

 
11. Do not tear or cut clothing through bullet holes, knife wounds, etc. 
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12. If you must cut or remove clothing, be careful, as the slightest movement can destroy 
evidence such as paint, hair, fibers, gun powder, etc. 

 
13. If you recover clothing, do not put everything in one bag; put each item in a separate 

PAPER BAG. 
 

14. During treatment or patient exam, if you find a cartridge or any other evidence, leave it 
and notify law enforcement authorities. 

 
15. Weapons should not be handled by a provider unless necessary to ensure a safe patient 

care environment. If weapons must be handled, the provider must wear gloves, clearly 
document the items original/new location, and inform on-scene law enforcement. 

 
16. In drug overdose cases, containers of any substance which may have been ingested in a 

suicide attempt should be left in the position found unless they need to be taken to the 
hospital. If you take medication bottles, remember where you obtained them. If you 
give them to medical personnel at the hospital, record who you gave them to and the 
time. Use gloved hands and limit handling to a minimum in order to preserve any 
fingerprints that may be present. 

 
17. Do not rinse or clean the hands of the patient, for it may disrupt certain evidence such 

as gun powder, blood, and dirt. Victims of assault should be strongly discouraged 
against “cleaning up” prior to arrival of law enforcement or transport. 

 
18. When you enter a potential crime scene and you determine no medical care is 

necessary, DO NOT disturb the scene. Exit the scene the same way you arrived. 
 

19. When confirmation of death is required, only one properly credentialed provider should 
make entry to the area. 

 
20. Once resuscitation efforts have ceased and a pronouncement has been obtained, 

providers should immediately vacate the area. 
 

21. If the patient has been placed on a sheet, notify the receiving facility that the sheet and 
all personal effects may be considered evidence. 

 
22. Clothing, jewelry, or other objects removed from the patient should be left on-scene. 

Clearly document any items left, and inform on-scene law enforcement of the items’ 
original and current locations. 

 
23. If the victim is obviously dead, then he or she should remain undisturbed. Even the 

position of the body can provide valuable clues. 
 

24. Any scene involving a patient that is pulseless and apneic is to be considered a crime 
scene and treated accordingly. 
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25. Once the patient is pronounced dead, the body becomes the property of the coroner’s 
office. It may not be touched or altered in any way without authorization from the 
coroner’s office. 

 
26. Any person who discovers the body or acquires the first knowledge of a death, shall 

immediately notify the Coroner of the known facts concerning the time, place manner, 
and circumstances of such death, and of any other information which is required by the 
Coroner. 

 
a. In any event, the Coroner must be notified of the death within a reasonable time 

frame, (approximately 30 minutes). 
 

b. Any death due to violence, trauma, external event (i.e. drug overdose, heat or cold 
exposure, allergic reaction, etc.), or the death of a patient with no medical history 
and/or attending physician, is a Coroner's case and must be reported to the 
Coroner's Office promptly. 

 
c. All pediatric deaths must be reported to the Coroner's Office immediately. 

 
27. During your initial telephone report, the Coroner or Coroner's Investigator will 

determine if the body may be released to a mortuary or if the body will be subject of 
further Coroner's investigation requiring Coroner personnel to respond to the scene. 

 
28. Pending release of the body by the Coroner, caution must be taken not to destroy, lose 

or eliminate any evidence that may be contained on or within the body. 
 

29. In general, the body of the decedent shall not be disturbed or altered any more than it 
was during the resuscitation and treatment 

 
30. All existing medical devices, successful or unsuccessful (E.T. tubes, IV lines, etc.) shall 

remain in place. 
 

31. All therapeutic (Hospital/EMS) venipuncture sites are to be circled in ink. 
 

32. Clothing and personal effects (jewelry, pocket contents, etc.) shall not be altered or 
removed from the body. Any clothing and/or personal effects removed during the 
medical care should be inventoried, bagged (clothing and personal effects ‐ separately) 
and made available to the Coroner. 

 
Do Not Release Personal Effects/Clothing To Anyone, Unless Authorized To Do So By 
The Coroner. 

 
33. In order to preserve "trace" evidence, (i.e. paint chips, hair & fibers, etc.), the body of 

the decedent must not be bathed or wiped down until inspected or authorized by the 
Coroner. 

34. The decedent's family or next of kin should be asked to remain at the scene pending the 
notification and/or arrival of the Coroner personnel. 

 



124  

35. In the event that the decedent’s family does leave the scene prior to the Coroner's 
arrival, it is necessary that a contact person from the family be identified, along with an 
address and/or telephone number where the family member can be reached. 

 
36. To expedite the reporting/documentation process, EMS personnel may be asked to 

FAX the EMS run report, and/or the HISTORY and PHYSICAL to the Coroner's 
Office. 

 
Important Numbers: 

 

Madison County Coroner (24 hour number) - 618 692-7478 
Madison County Coroner (Fax) - 618-692-6042 
Macoupin County (24 hour number) - 618-372-8979 
Macoupin County (Fax) - 618-551-7251 

 
37. It is acceptable to share patient care information with appropriate on-scene law 

enforcement. 
 

38. Keep detailed records of the incident including your observations of the victim and the 
scene of the crime. 

 
39. When documenting projectile wounds, DO NOT indicate whether the wound is an 

entrance or exit wound. Simply document the size, shape and location of the 
penetrating wound(s). 
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SIGNS OF POTENTIAL ABUSE 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 3/24 
Version: 2.0 Council Approved: 

 

1. Potential clues in the history: 
a. Significant delay in seeking medical attention. 
b. Major discrepancies in the history. 
c. History of multiple ED visits for various injuries. 
d. A story that is vague and contradictory. 
e. An accusation that the patient injured himself or herself intentionally. 

2. Potential clues in the physical exam: 
a. Excessive passivity, compliant or fearful behavior. 
b. Excessive aggression, hyperactivity, or violent tendencies. 
c. Apathetic or emotionally withdrawn. Does not want to be near 

spouse, parents, or caregiver. 
d. Excessive crying, fussy behavior, or other behavioral disorders. 
e. Suspicious injuries. 
f. Injuries inconsistent with the reported mechanism of injury. 
g. Defensive injuries (e.g. to forearms). 
h. Injuries during pregnancy. 
i. Injuries in different stages of healing may indicate repeated episodes of 

violence. 
j. Fractures in pre-ambulatory children or non-ambulatory adults. 
k. Widely scattered injuries. 
l. Multiple bruises, burns, and abrasions especially around the trunk and buttocks. 
m. Injuries in various stages of healing 
n. Burns by cigarettes or scalds. 
o. Injuries about the mouth. 

3. Potential signs and symptoms of neglect: 
a. Inappropriate level of clothing for weather. 
b. Inadequate hygiene. 
c. Absence of attentive caregiver(s). 
d. Physical signs of malnutrition. 
e. Long standing skin infections 

4. General management: 
a. Treat all injuries per appropriate protocol. Medical treatment is 

the EMS provider’s first priority. 
b. Provide emotional support to the victim. 
c. See policy on Interaction With Law Enforcement/Coroner/Evidence. 
d. See policy on Mandatory Reporting of Suspected Crimes. 
e. Make sure that the victim is transported to the hospital by the 

ambulance or another dependable source. Do not leave the task 
of transport to the alleged abuser. 
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f. Do not accuse or challenge the suspected abuser. 



127  

MANDATORY REPORTING OF SUSPECTED CRIMES 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 4/24 
Version: 2.0 Council Approved: 

 

1. This is a legal requirement to report, not an accusation. 
 

2. All providers within the Anderson Hospital EMS System shall 
report the following to local law enforcement: 
a. Assaults, wounds from serious beatings, gunshot, knife, or other dangerous 

weapons. 
b. A patient with any injury sustained in the commission of or as a 

victim of a criminal offense. 
c. All violent or accident deaths including all suicides, homicides, and suspicious 

deaths. 
d. All moving vehicle accidents. 
e. Suspected child abuse or neglect. 
f. Suspected abuse, neglect, self-neglect or financial exploitation of an elderly 

person 
g. Suspected abuse, neglect, self-neglect or financial exploitation of an adult with a 

disability. 
 

3. There is no mandatory reporting requirement for victims of domestic 
violence in the State of Illinois. However, EMS providers are required 
to report to law enforcement when treating a victim of a crime, as 
stated above. This includes assault and battery. 

 
4. Make the physician or charge nurse at the receiving facility aware, in 

private, of your concerns and intent to report. Do not make any 
reference to your suspicions of abuse on the radio. 

 
5. EMS providers are also required to report potential cases of child 

abuse/neglect to the Illinois Department of Children & Family 
Services. 
a. HOTLINE: 1-800-25-ABUSE 

 
6. EMS providers are also required to report potential cases of elder 

abuse/neglect to the Illinois Department of Aging. 
a. ELDER ABUSE/NEGLECT HOTLINE: 1-866-800-1409 
b. For cases of suspected abuse/neglect of a long term 

care facility resident, NURSING HOME 
ABUSE/NEGLECT HOTLINE: 1-800-252-4343. 

 
7. Documentation 

a. Carefully document all observations and any statements made by 
the patient, family members, or care-givers on the run report. 
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Remember, the run report is a legal document and may be used 
in a court of law. 

b. When the appropriate authorities are notified, record the following on the run 
record: 
i. Time. 

ii. Department. 
iii. Name, and if possible, badge number of the officer contacted. 

 
8. All persons licensed under the Illinois EMS Act shall offer to a 

person suspected to be a victim of abuse, immediate and adequate 
information regarding services available to victims of abuse. 

a. Illinois Domestic Violence Help Line: 877-863-6338 
b. Illinois Coalition Against Domestic Violence: www.ilcadv.org 

http://www.ilcadv.org/
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SERVICE AND SUPPORT ANIMALS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 4/24 
Version: 1.0 Council Approved: 

 

1. Definitions: 
a. Service Animal- Service animals are defined as dogs or miniature horses that are 

individually trained to do work or perform tasks for people with disabilities. 
Service animals are working animals, not pets. The work or task a service animal 
has been trained to provide must be directly related to the person’s disability. 

i. Examples of this type of work or tasks include: 
1. Guiding people who are blind. 
2. Alerting people who are deaf. 
3. Pulling a wheelchair. 
4. Alerting and protecting a person who is having a seizure. 
5. Reminding a person with mental illness to take prescribed 

medications. 
6. Calming a person with PTSD during an anxiety attack. 
7. Performing other important duties. 

ii. According to the Americans with Disabilities Act (ADA), only dogs or 
miniature horses can be classified as a service animal. 

2. Support Animal- dogs (or any other animal) whose sole function is to provide comfort, 
therapy or emotional support. 

a. These animals do not qualify as service animals under the ADA. 
i. They haven’t been trained to perform a specific job or task, and therefore 

do not qualify as service animals under the ADA. 
3. Policy: 

a. The goal is to allow the service animal to accompany the patient. 
b. ADA states facilities must allow service animals to accompany people with 

disabilities in all areas of the facility where the public is normally allowed to go. 
c. When it’s not obvious what service a dog provides, only limited inquiries are 

allowed. 
d. Crews may ask two questions: 

i. Is the dog a service animal required because of a disability? 
ii. What work or task has the dog been trained to perform? 

e. EMS Personnel cannot ask for confirmation of the patient’s disability, request 
medical documentation, or ask that the dog demonstrate its ability to perform 
the work or task.EMS Personnel may not require documentation as proof that 
the dog has been trained, certified or licensed before accepting it as legitimate 
service animal. 
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i. Service animals aren’t required to wear a vest or any other identifier 
indicating it as a service animal. 

f. EMS Personnel are not responsible for the care, comfort, or securing of the 
service animal in the ambulance. 

g. The patient is required to maintain control of the service animal at all times. 
i. The service animal must be harnessed, leashed, or tethered unless these 

devices interfere with the service animal’s work or the patient’s disability 
prevents using these devices. 

i. EMS should alert the receiving facility that a service animal is accompanying the 
patient. 

j. Upon arrival at the receiving facility, the service animal can accompany the 
patient into any area of the hospital where the general public travels. 

k. EMS Personnel can refuse to transport a service dog for any one of four primary 
reasons: 

i. If the service dog will “fundamentally alter” the crew’s ability to provide 
lifesaving care. 

ii. The dog is out of control and the handler does not take effective action to 
control the service animal. 

iii. There is a legitimate cause to fear for the safety of the EMS personnel. 
iv. The dog is not housebroken. 

1. ADA does not allow exclusion of a service animal for allergies, 
personal bias, illegitimate fears, or other reasons not listed above. 

l. Once patient care has been turned over to the receiving facility. 
i. EMS agency personnel are responsible for cleaning and decontaminating 

the ambulance according to system and agency policies. 
ii. Document the completion of the ambulance cleaning/decontamination
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LAW ENFORCEMENT CANINE 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 4/24 
Version: 1.0 Council Approved: 

 

1. Definitions: 
a. Law Enforcement Canine- A dog owned or used by a law enforcement 

department or agency in the course of the department or agency’s work, 
including: 

i. Search and rescue dog 
ii. Service dog 

iii. Accelerant detection canine 
iv. Other dog used by a county, municipal, state, or federal law enforcement 

agency 
2. Policy: 

a. Transport: 
i. Anderson EMS System transport providers may choose to designate as 

services capable of transporting injured law enforcement canines and must 
adhere to the policies below. 

ii. Anderson EMS System ambulances may transport a law enforcement 
canine injured in the line of duty to a veterinary clinic or similar facility 
under the following conditions: 

1. The canine handler accompany the injured dog in patient 
compartment. 

2. There are no pending ambulance requests. 
3. Transport of the canine will not cause a lack of emergency services 

for the jurisdiction. 
iii. Anderson EMS System agencies shall maintain a list of local veterinary 

facilities capable of providing emergency treatment for injured law 
enforcement canines on short notice. 

3. Treatment: 
a. EMS Personnel shall only administer basic level first aid for law enforcement 

canines. ILS and ALS care is not authorized and shall not be provided unless the 
individual EMS agency is also appropriately licensed under the Illinois Veterinary 
Medicine and Surgery Practice Act (225 ILCS 115). 

b. Any treatment protocols for law enforcement canines shall be developed in 
consultation with an Illinois licensed veterinarian and approved by the EMS MD. 

4. Decontamination: 
a. After transporting a law enforcement canine in the ambulance, EMS providers 

shall ensure proper and complete decontamination of stretchers, patient 
compartment, and all contaminated or exposed surfaces and/or medical 
equipment. 

b. The decontamination procedures shall follow established system and local 
policies to prevent cross-contamination and ensure the safety of future patients. 
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5. Training and Education: 
a. EMS provider agencies that participate in law enforcement canine transport shall 

receive initial training as well as periodic continuing education on the safe 
handling and basic first aid for injured law enforcement canines
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Section VIII: 
 

Patient Consent
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APPLICABILITY OF OG’S/WHO IS A PATIENT? 
 

1. Anyone that fits the definition of a patient must be properly evaluated and/or appropriate 
treatment options taken (including an informed refusal if the competent patient absolutely 
does not wish medical care or transport despite our suggestions that they do). 

 
2. Anyone that does not fit the definition of a patient does not require an evaluation or 

completion of a patient care record. If there is ever any doubt, an individual should be 
deemed a patient and appropriate evaluation should take place. 

 
3. The definition of a patient is any human being that: 

a. Has a complaint suggestive of potential illness or injury. 
b. Requests evaluation for potential illness or injury. 
c. Has obvious evidence of illness or injury. 
d. Has experienced an acute event that could reasonably lead to illness or injury. 
e. Is in a circumstance or situation that could reasonably lead to illness or injury. 

 
4. These criteria are intended to be considered in the widest sense. If there are any questions 

or doubts, the individual should be considered a patient. EMS personnel should contact 
Medical Control if they have any questions as to whether someone should be considered 
a patient. 
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PATIENT ABANDONMENT 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 
 

1. Once a pre-hospital care provider has responded to an emergency, he/she 
must not leave a patient that requires continuing medical care until 
another competent, equally trained healthcare professional takes 
responsibility for that patient’s care, or the patient refuses care. 
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ADULT CONSENT 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

1. The US Supreme Court has recognized that a “person has a 
constitutionally protected liberty interest in refusing unwanted 
medical treatment” even if refusal could result in death. Although 
courts protect a patient’s rights to refuse care, “preservation of life, 
prevention of suicide, maintenance of the ethical integrity of the 
medical profession, and protection of innocent third parties” may also 
be considered when evaluating a patient’s wish to refuse treatment. 
Each case must be examined individually. 

 
2. In providing medical care, the universal goal is to act in the best 

interest of the patient. This goal is based on the principle of autonomy, 
which allows patients to decide what is best for them. A patient’s best 
interest may be served by providing medical treatment, or it may be 
served simply by honoring a patient’s refusal of care. Although 
complicated issues can arise when providers and patient disagree, the 
best policy is to provide adequate information to the patient, allow 
time for ample discussion, and document the medical record. 

 
3. Consent must be obtained from every legally competent adult with 

present mental capacity (18 years of age and older), OR consent 
must be obtained from the guardian or person responsible for the 
patient. 

 
4. Informed Consent 

a. It is the moral responsibility on the part of the EMS provider based 
on the recognition of individual autonomy, dignity, and present 
mental capacity to obtain informed consent. The patient must be 
aware of and understand the risk(s) of any care provided, 
procedures performed, medications administered, and the 
consequences of refusing treatment and/or transportation. He/she 
must also be aware of options available to them if they choose not 
to accept our evaluation and/or treatment. 

 
5. Implied Consent 

a. In a potentially life-threatening emergency situation, consent 
for treatment is not required if the individual is: 
i. Unable to communicate because of an injury, accident, 

illness, or unconsciousness, and suffering from what 
reasonably appears to be a life- threatening injury or 
illness, OR 

ii. Suffering from impaired present mental capacity. 
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b. The law presumes that if the individual with a real or potential 
life-threatening injury or illness were conscious and able to 
communicate, he/she would consent to emergency treatment. 

 
c. Substituted Consent Substituted consent is obtained in a situation 

in which another person consents for the patient, as in minors, 
incapacitated patients, incarcerated patients, and those determined 
by the courts to be legally incompetent. 

d. Substituted consent is provided by: 
i. Court appointed guardians. 

ii. Power of Attorney for Healthcare when the patient lacks 
present mental capacity. (See below.) 

iii. Parents of minors. (See Minors) 
 

In order to provide consent for or refuse treatment, a patient must have: 
1. Mental competency. Mental competency is a legal term. EMS 

providers shall presume an adult patient has mental competency 
unless he/she has been declared mentally incompetent by a court of 
law. 
a. If a patient has been declared legally incompetent, he/she will 

have a court-appointed guardian. This court-appointed guardian 
will have the same decision-making capability as a parent would 
for a minor child. The guardian has the right to consent to, or 
refuse evaluation, treatment, and/or transportation for the patient. 

b. He/she may NOT refuse life-saving therapy of the patient based 
on religious or other grounds. 

 
2. Present mental capacity. Present mental capacity refers to one’s 

present mental ability to understand and appreciate the nature and 
consequences of his/her condition and to make rational treatment 
decisions. He/she must: 
a. Be 18 or older. 
b. Be alert and fully oriented, able to communicate, and demonstrate 

appropriate cognitive skills for the circumstances of the situation. 
He/she must have the ability to engage in conversation about their 
condition, demonstrate understanding of the situation, and the risks 
associated with refusing. 

c. Show no indication of alcohol or drug use to the extent that it 
impairs his/her ability to make sound decisions. 

d. Show no current evidence of bizarre/psychotic thoughts and/or 
behavior, or display behavior that is inconsistent with the 
circumstances of the situation. 

e. Show no physical finding or evidence of illness or injury that may 
impair their ability to understand and evaluate their current 
situation, i.e. a patient with a head injury and abnormal GCS, a 
patient with significant hypoxia, hypotension, hypoglycemia, 
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hypothermia/hyperthermia, etc. 
f. Show no current evidence of suicidal ideations, suicide attempts, or 

any indication that they may be a danger to themselves or others. 
 

Patients with impaired mental capacity may be treated under implied consent. 
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MINORS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

1. A minor is one who has not yet reached the age of consent and 
refusal for purposes of medical treatment. Minors can neither 
consent to, nor refuse, medical treatment. Exceptions to this are: 
a. Emancipated minors whom a court of law has granted the 

ability to make legally binding decisions. Note that only a 
specific court order can render a minor emancipated. Prior 
pregnancy does NOT imply that a minor is emancipated. 

b. Any minor parent may consent to treatment for his/her child. A 
pregnant minor may consent to the evaluation and/or treatment 
related to the pregnancy 

c. A minor, 12 years of age or older, requesting treatment for sexual 
assault or abuse, a sexually transmittable disease, alcohol or drug 
abuse or limited out-patient mental health counseling, may give 
consent for treatment. 

d. A minor may consent to the diagnosis and treatment of an 
infectious, contagious, or communicable disease that is required 
by law to be reported to a physician by IDPH. 

e. A minor on active duty with the armed services. 
f. A minor 16 or older and resides separate and apart from his/her 

parents/guardian and manages his/her own financial affairs. 
 

2. In all cases, the minor must have present mental capacity as dictated above. 
 

3. The following persons may consent to or refuse the 
evaluation, treatment, and/or transportation for a minor: 
a. Parent. 
b. Grandparent. 
c. Adult (18 or older) brother or sister, aunt or uncle. 
d. Educational institution in which the child is enrolled that has 

received written authorization to consent/refuse from a 
person having the right to consent/refuse. 

e. Adult who has actual care, control, and possession of the child 
and/or has written authorization to consent/refuse from a person 
having the right to consent/refuse, i.e. daycare, camps, etc. 

f. Adult who has actual care, control, and possession of a child under 
the jurisdiction of a juvenile court. 

g. A peace officer who has lawfully taken custody of a minor, if 
the peace officer has reasonable grounds to believe the minor is 
in need of immediate medical treatment. 

 
4. In all cases, the person must have present mental capacity as dictated above. 
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5. Implied consent of a minor 
a. Consent is not necessary for emergency treatment to sustain 

life of a minor who is suffering from what appears to be a life- 
threatening injury or illness. 

b. A parent or guardian cannot refuse life-saving therapy for a child 
based on religious or other grounds. 
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REFUSAL OF EVALUATION, TREATMENT, AND/OR 
TRANSPORTATION 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 3/24 
Version: 2.0 Council Approved: 

 

Providers should attempt to obtain a history and physical, in as much detail as is permitted by the 
patient. 

 
Who may refuse care: 

1. The patient 
a. Must be legally competent. 
b. Must have present mental capacity. 
c. Note that no friend or relative, such as an adult, of a patient 18 years of age or 

older may refuse evaluation, treatment, and/or transportation of an adult lacking 
present mental capacity unless he/she is the Healthcare Power of Attorney or 
court-appointed legal guardian of the patient. No one may refuse potentially life- 
saving care for a patient. An exception to this may be those at end of life. Contact 
medical control for clarification. 

 
2. Age capable of refusal: 

a. Pt. must be over 18 years of age. 
b. Between 15 and 18 years and emancipated: 

i. Living apart from his/her parents 
c. Married 
d. Pregnant or parent of minor child 

 
3. For minor patients: 

a. If the patient is under the age of 18 and not under the circumstances above, 
consent should be from: 

i. Legal parent 
ii. Legal guardian 

 
b. A parent or guardian cannot refuse life-saving therapy for a child based on 

religious or other grounds. 
 

4. A court-appointed Legal Guardian: 
a. If a person indicates that they are a legal guardian to the patient, attempt to obtain 

documentation (court order, etc.) and attach to trip sheet. If no such 
documentation is available, you may obtain refusal signature from the guardian as 
long as you do so in good faith and do not have any evidence or knowledge that 
the person is misrepresenting himself as a legal guardian. 

 
b. A parent or guardian cannot refuse life-saving therapy for a child based on 

religious or other grounds. 
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5. Health Care Agent (Durable Power of Attorney for Healthcare) 
a. A Health Care Agent is person appointed by the patient in a Durable Power of 

Attorney for Healthcare to consent or refuse care on behalf of the patient if the 
Power of Attorney contains such authorization. 

 
b. EMS Personnel may honor the requests of a person purporting to be the patients 

Power of Attorney for Healthcare when: 
i. The patient is unable to express his/her own wishes regarding 

treatment/transportation or refusal of treatment/transportation. 
ii. EMS personnel are presented with a written Power of Attorney for 

Healthcare document. The document should list the name and signature of 
the Power of Attorney for Healthcare, the patient’s name and signature, 
the date the document 

iii. EMS personnel must inform the medical control physician of the presence 
of the Power of Attorney for Healthcare, the nature of the document, the 
patient’s condition, and the direction of the Power of Attorney for 
Healthcare. 

iv. EMS personnel may not honor the request of the Power of Attorney for 
Healthcare to discontinue resuscitative efforts on a patient in cardiac 
arrest. The medical control physician must be contacted for direction. 

 
c. Attempt to obtain a copy of the Durable Power of Attorney for Healthcare 

document to attach to the trip sheet. If no such documentation is available, you 
may obtain refusal signature from the Health Care Agent as long as you do so in 
good faith and do not have any evidence or knowledge that the person is 
misrepresenting himself as the Health Care Agent. 

Refusal Procedure: 
 

1. Attempt to obtain a history and physical, in as much detail as is permitted by the patient. 
 

2. Complete the patient refusal form in its entirety. Document competency assessments, 
results of the history and physical exam, clinical symptoms on which need for transport 
was based, information provided to fully inform the patient and/or other authorized 
individual of the consequences of their refusal of treatment/transport, patients 
understanding, medical control instructions, alternatives offered, and crew signatures. 

 
3. Contact medical control: 

 
a. If disagreement exists between care providers and the patient as to need for 

evaluation, treatment, and transportation, particularly for patients in need of ALS 
care. 

b. For high risk patients which include, but are not limited to patients with: 
i. Head Injury. 

ii. Any trauma with significant mechanism of injury. 
iii. Chest pain. 
iv. Dyspnea. 
v. Syncope. 

vi. Seizures. 
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vii. Headache (new onset). 
viii. TIA/resolving stroke symptoms. 

ix. Pediatric complaints. 
x. Presence of alcohol and/or drugs. 

WHEN IN DOUBT, CONTACT MEDICAL CONTROL! 
 

4. Review the form with the patient or signer. 
 

5. Provide a detailed explanation of the risks and dangers to patient or signer. 
 

a. EMS providers should advise all patients that he/she has not been evaluated by an 
emergency department physician; therefore the EMS system does not recommend 
refusals of treatment and transport. Since he/she is refusing treatment and 
transport despite being informed of the associated risks, it is recommended he/she 
be evaluated by his/her primary physician or the nearest ED as soon as possible. 
The patient should understand that their refusal may result in complications up to 
and including death. 

 
6. Inform the patient to call 911, his/her primary care physician, or go to the nearest ED if 

symptoms persist or get worse or any danger signs appear. 
 

7. Obtain signatures, and have the signer date the form. If the patient refuses to sign, 
document this on the refusal form. 

 
8. Obtain a witness signature. This should preferably be someone who witnessed your 

explanation of risks and benefits, heard you advise the patient to receive medical 
evaluation and treatment, and who watched the patient sign. If no witness is available, a 
crew member may sign as a last resort. All should be 18 or older, have mental 
competency and present mental capacity. Document witnesses’ address and telephone 
number. 

 
9. If the patient refuses transport to the closest appropriate medical facility and the refusal 

would create a life threatening or “high risk” situation, treat as a high risk refusal. 
Contact medical control, and have the patient sign a refusal form. 

 
10. At no time will EMS professionals mention cost of transport, patient’s insurance status, 

hospital billing or insurance practices, status of system/unit availability, ED wait times, 
or any other non-clinical subject in an attempt to influence a patient’s decision to decline 
treatment or transport. 
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PATIENTS UNABLE TO REFUSE EVALUATION, 
TREATMENT, OR TRANSPORTATION 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 4/24 
Version: 2.0 Council Approved: 

 

1. If a patient is mentally incompetent or lacks present mental 
capacity, he/she may be evaluated, treated, or transported 
accordingly to the principle of implied consent. 

 
2. In circumstances where an acute illness or injury impairs a patient’s 

ability to make an informed decision (lacks present mental capacity) 
and the patient is in need of medical treatment or evaluation to 
prevent further significant illness or injury, the patient shall be 
transported to an ED for further evaluation. 

 
3. Determine that a potentially harmful condition exists. If the condition is 

immediately life- threatening, the patient should be treated and 
transported as soon as safely possible. 

 
4. Take all reasonable steps to secure treatment or transportation 

for a patient who is mentally incompetent or lacks present mental 
capacity to refuse care, but do not put yourself or your crew in 
jeopardy. 

 
5. Take all reasonable steps to ensure that the patient is evaluated, treated, 

and transported to the Emergency Department in a calm and 
cooperative manner. 

 
6. When appropriate, consult family and friends, the patient’s primary 

care physician, or medical control to speak with the patient in an 
effort to convince him/her to comply. 

 
7. Whenever possible, contact medical control prior to transporting a 

patient against his/her will. 
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PARENT/GUARDIAN REFUSAL IN THE PRESENCE OF 
POTENTIALLY LIFE-THREATENING MEDICAL 

CONDITIONS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

1. Take all reasonable steps to convince the parent or guardian to consent 
to evaluation, transportation, or treatment. This includes contacting the 
patient’s primary care physician or medical control to speak with the 
patient’s parent or guardian. 

 
2. If the parent or guardian continues to refuse evaluation, treatment, 

or transportation, contact local law enforcement for assistance. 
Local law enforcement may place the patient in protective custody 
and request evaluation, treatment, and transportation. 

 
3. CONTACT MEDICAL CONTROL FOR DIRECTION AS SOON AS POSSIBLE! 

 
4. Do not delay treatment of patients suffering from immediately life-threatening 

conditions. 
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EMOTIONALLY DISTURBED PATIENTS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

1. Psychiatric, or behavioral emergencies, are those in which the 
patient’s presenting problem is a disorder of mood, thought, or 
behavior that is dangerous or disturbing to themselves or others. 

 
2. Note that current evidence of, or history of, mental illness does not, 

in itself, constitute lack of present mental capacity. EMS personnel 
or family must reasonably suspect that an emotionally disturbed 
patient at the time the determination is being made or within a 
reasonable time thereafter, would intentionally or unintentionally 
physically injure himself/herself or other persons, or is unable to 
care for his own physical needs. 

 
3. Determine scene safety. If there is any doubt as to scene safety, request 

local law enforcement for assistance. Self-defense is of highest priority 
and may necessitate retreat from the scene. 

 
4. Never leave the patient alone. 

 
5. Never turn your back on the patient. 

 
6. Never allow your exits to be blocked. 

 
7. Be observant of verbal and/or nonverbal clues which may indicate the 

patient’s aggressive or violent mood is escalating. Remove the patient 
from the agitating situation when possible. 

 
8. Always assess for other medical or traumatic conditions. 

 
9. Always assess for mental status. Psychiatric illnesses typically do not 

impair a patient’s level of orientation. 
 

10. Rule out other common medical problems such as hypoglycemia, 
hypoxia, hypovolemia, etc. 

 
11. Maintain a nonjudgmental attitude when assessing patients with 

possible behavioral emergencies. 
 

12. Utilize open-ended questions while interviewing, and do not argue with the patient. 
 

13. Attempt to orient the patient to reality and to persuade the patient to 
be transported to the hospital so that he/she can receive emergency 
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medical care and mental health services. 
 

14. If persuasion is unsuccessful, contact medical control. The EMS 
crew will then follow the direction of the medical control physician. 
a. If the medical control physician determines the patient cannot 

understand informed consent for patient care and transportation to 
the hospital for emergency treatment of a non-psychiatric condition 
is required to preserve life or prevent serious impairment to health, 
the physician shall order, against patient will and based upon 
implied consent, the emergency care and transportation to the 
hospital. 

b. In no way does this mean that the EMS crew is committing the 
patient to a hospital admission. It simply enables the EMS 
personnel to transport a person in need of treatment to a hospital 
against his/her will so that a physician may further evaluate the 
patient. 

c. Notify the appropriate law enforcement agency if the patient is 
combative or may harm self or others. 

 
15. If the patient is not suffering from a non-psychiatric condition but may 

present a danger to him/herself due to a psychiatric condition, EMS 
providers shall contact mental health professionals. 
a. Mental health professionals have the authority to petition for 

involuntary admission and immediate hospitalization. Upon receipt 
of a petition, law enforcement shall take the patient into custody 
and transport him/her to a mental health facility. 

b. A police officer is the only individual given the authority to restrain 
and transport a person against their will. Neither a physician nor the 
patient’s family may authorize such transport. Physicians may 
authorize involuntary commitment, but their authority does not 
extend to the forcible transport of a patient against their will. 

c. Should the local law enforcement or mental health professional not 
support the decision to transport the person against their will, the 
patient’s condition, information conveyed to and from the patient, 
the assisting agencies involved, and the patient’s refusal of service 
should be documented on the run record, patient’s signature 
obtained, and, if possible, witnessed by an impartial observer 
(preferably, police, mental health professional, family, etc.). The 
names of mental health professionals and law enforcement officers 
involved shall be documented in the run report. 
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USE OF PHYSICAL RESTRAINTS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 3/24 
Version: 2.0 Council Approved: 

 

1. Purpose: 
a.  It may become necessary to use physical restraints on a 

patient who becomes violent secondary to acute mental 
incompetence and medical care is clearly indicated and/or the 
patient presents a danger to self or others, including health 
care personnel. 

b. Physical restraint should be considered only if the existing 
threat to the patient and/or other people outweigh the risk of 
restraining. 

c. Restraints may not be employed as punishment or for the 
convenience of EMS personnel or a substitute for treatment. 

2. Restraints Methods: 
a. The technique used to contain a violent behavior should begin 

with a gentle, nonthreatening, low-profile approach and 
progress to more direct interventions as needed. 

b. Always explain options of physical restraint to the patient 
before applying force. If the patient is still unwilling to 
cooperate, advise him/her that restraint is necessary to protect 
himself/herself and others from injury. 

c. Consideration of the patients behavior should be the primary 
indication for the type/degree of restraints. 

• For example, combative/assaultive patient 
behavior may require a four (4) point leather 
restraint to prevent injury to self or others whereas 
the confused patient may require only being 
securely strapped to the cot. 

d. EMS personnel should consider the patient’s muscle groups 
and potential range of motion before initiating restraint 
procedures. Plan to position the patient in a way that limits 
the effectiveness of his/her strength and range of motion. 

e. EMS personnel should be familiar with the restraining 
devices available and improvise as needed. Effective restraint 
methods are as follows: 

• Manufactured leather restraints with padded 
bracelets for wrists and ankles. 

• Manufactured cloth/nylon restraints with padded 
bracelets for wrists and ankles. 
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• Webbed straps ordinarily used to secure patients to 
spine boards 

f. Handcuffs and other law enforcement restraint devices are not 
approved to be applied by EMS personnel. 

• If law enforcement restraint devices are on your 
patient, a police officer should accompany the 
patient during transport. 

g. Regardless of the types of restraint used, they should be 
strong enough to produce the desired effect without 
compromising circulatory or respiratory status. 

3. Sequence of Restraint Actions/Guidelines: 
a. To safely restrain the patient, use a minimum or four people. 
b. Contact Medical Control as soon as possible for an 

order/guidance. 
c. If available, use police protective custody. 
d. Explain the procedure to the patient (and family) if possible. 

The team leader should be the person communicating with the 
patient. 

e. If attempts at verbally calming the patient have failed and the 
decision is made to use restraints, do not waste time 
bargaining with the patient. 

f. Remember to remove any equipment from your person which 
can be used as a weapon against you (e.g. trauma shears, 
pens). 

g. Assess the patient and surroundings for potential weapons. 
h. Approach the patient, keeping the team leader near the head 

to continue communications and at least one person on each 
side of the patient. 

i. Move the patient to a backboard or the stretcher. 
j. Place the patient supine and place soft restraints on 4 limbs 

and fasten to the backboard or stretcher. Avoid restraining the 
patient prone. 

k. Transport as soon as possible. 
l. Perform circulation checks every 5 minutes (of all restrained 

limbs) 
4. Refusal of Care: 

a. When a psychiatric patient refuses care, EMS personnel 
should consult with medical control. The decision to restrain, 
treat, or release the patient is a medical control decision. 
Restraint duty, if necessary, should be given to law 
enforcement personnel. 
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5. Documentation: 
a. Restraint procedures should be thoroughly documented on the 

PCR and should include: 
• Reasons for applying restraints 
• Time of application 
• Condition of the patient before and after 

application 
• Method of restraint 
• Any restraint equipment used 

• Especially if the equipment is not 
standard ambulance equipment 

• All other agencies involved in the restraint 
procedure 
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USE OF RESTRAINTS 
(CHEMICAL AND PHYSICAL) 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

1. Attempt to avoid the use of restraints by maintaining calm, reassuring demeanor 
and taking all reasonable steps to urge the patient to comply. 

 
2. Restraints shall only be implemented as a last resort by EMS personnel for patients 

who lack present mental capacity and demonstrate physical resistance or violent 
behavior that poses an immediate threat to the health and safety of them or others 
around them. 

 
3. Unless the patient poses an immediate threat to self or others or is suffering from an 

immediately life-threatening condition, medical control must be contacted prior to the 
use of restraints or transport of any patient against his/her will. 

 
4. The patient requiring restraint should be safely and humanely restrained. At no time 

should a patient be struck or managed in such a way as to impose pain. Restrain in a 
position of comfort and safety. It is important that restraints not be applied so tightly as 
to compromise limb circulation. Patients should not be restrained in the prone position. 

 
5. Attempt voluntary application of restraints. Use of patient restraints should be held to 

a minimum and only as a last resort to protect the patient and others from his/her 
irrationality. 

 
6. If voluntary restraint is not possible, assemble adequate personnel. One person for 

each of the patient’s limbs is necessary. 
 

7. Attempts to physically restrain a patient should be made with law enforcement assistance. 
 

8. After application of restraints, the patient must at no time be left alone. 
 

9. Maintain a calm, professional, reassuring demeanor. 
 

10. Attempt to modify the patient’s environment to minimize stimulation. (Avoid 
bright lights, loud sounds, etc.) 

 
11. Protect the patient’s privacy when in public areas. 

 
12. Patients should be monitored continuously while restrained. 

 
13. If chemical restraint is deemed necessary, refer to the appropriate OG and contact 

medical control. 
14. If a patient is restrained by law enforcement with handcuffs or other law enforcement 

restraint implements, the patient will be accompanied in the ambulance by law 
enforcement to the hospital to assist with further restraint of the patient or to release the 
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restraints if patient care is impaired by the devices. 
 

15. Documentation requirements: 
a. Indication for restraints. 
b. Prior attempts at less restrictive alternatives, i.e. verbal communication, removal 

from stressful environment, etc. 
c. Method of restraint. 
d. Periodic checks for proper application. 
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PATIENTS IN LAW ENFORCEMENT CUSTODY 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

1. When a patient in law enforcement custody requests evaluation, 
treatment and/or transportation, the responding provider shall conduct 
an evaluation and institute treatment and transportation to the ED in 
accordance with OGs. 

 
2. Providers should maintain a nonjudgmental attitude when 

transporting patients in the custody of law enforcement. 
 

3. If the patient requests treatment and transportation, but a law 
enforcement officer refuses to allow treatment and transportation, 
obtain the law enforcement officer’s name and badge number. 
Document this on the refusal form, and have the officer sign the 
refusal. Inform the officer of the risks of refusing, benefits of 
evaluation and treatment, and alternatives as one would a patient 
refusing medical care. 

 
4. A person in police custody has the right to sign a refusal of treatment 

unless the police mandate treatment for this person. The patient will 
then be transported to the hospital in police custody for further 
evaluation. 

 
5. EMS providers acting within the Anderson Hospital EMS System may 

not draw blood for law enforcement purposes. While venipuncture is 
well within the scope of practice of EMT-I/P/PHRN, the pre-hospital 
provider may only render patient care in accordance with the written 
OGs. 

 
6. A prisoner cannot be determined as being fit for confinement by EMS personnel. 
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Section IX: 
 

Death On Scene 
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WITHHOLDING CPR 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

1. EMS providers shall withhold CPR on apneic and pulseless patients with: 
a. Evidence of significant pulselessness. 

i. Asystole 
ii. Dependent lividity. 

iii. Rigor mortis. 
iv. Decomposition. 

b. Penetrating or blunt trauma with injuries obviously incompatible with life. 
i. Decapitation. 

ii. Incineration. 
iii. Obvious destruction of brain or intra-thoracic organs. 

c. All other blunt trauma patients found apneic and pulseless without organized 
ECG activity. 

d. All other penetrating trauma patients found apneic and pulseless without 
organized ECG activity or papillary reflexes. 

e. Patients submersed greater than 30 minutes in warm water or greater than 90 
minutes in cold water. (An exception is a person trapped with a potential air source 
such as diver.) 

f. A patient with a completed State of Illinois DNR Form. 
 

2. These patients do not require contact with medical control. 
 

3. When in doubt, initiate resuscitative efforts. All other patients require contact 
with medical control. 

 
4. Contact the appropriate coroner. 
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DO NOT RESUSCITATE/POLST ORDERS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 02/23, 6/25 
Version: 3.0 Council Approved: 

 
 

1. Properly executed prior versions of the POLST form, such as the 
IDPH Uniform Do Not Resuscitate (DNR) or the DNR/POLST 
Advance Directive, are still valid. In addition, health care 
professionals should honor the National POLST Form and out-of- 
state forms that are formally authorized by a state or territory within 
the United States, including Medical Orders for Scope of Treatment 
(MOST), Medical Orders for Life Sustaining Treatment (MOLST), 
Physician Orders for Scope of Treatment (POST), or Physician 
Orders for Life Sustaining Treatment (POLST) forms. 

 
2. Anderson Hospital EMS System providers should institute treatment 

according to the OGs unless specifically instructed not to on the 
DNR/POLST form. If medical treatment warranted and a Medical 
Intervention is checked, follow instructions per the order. Transport 
both the patient and the DNR/POLST form to the hospital. 

 
3. Providers should make a reasonable effort to verify the identity of the 

patient named in a valid DNR/POLST order. 
 

4. If the EMS provider has concerns regarding the validity of the 
DNR/POLST orders, the degree of life sustaining treatment to be 
withheld or the status of the patient’s condition, the provider should 
immediately institute CPR or BLS treatment as indicated by the 
patient’s condition and contact medical control for further direction. 

 
5. If the primary care physician of a patient without a valid 

DNR/POLST order is at the scene or on the telephone and 
requesting specific resuscitation or DNR/POLST procedures, 
EMS personnel should verify the physician’s identity and notify 
medical control of the request. Institute CPR or BLS treatment as 
indicated by the patient’s condition until further direction can be 
obtained from medical control. 

 
6. Note that a parent, guardian, or Power of Attorney for Healthcare can 

provide consent to a DNR/POLST order, but the order itself must be 
written by a physician. 
a. Pre-hospital providers can NOT honor a verbal or written 

DNR/POLST request or order made directly by a surrogate 
decision maker or any other person, other than the patient’s 
primary care physician. If such a situation is encountered, institute 
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CPR or BLS treatment as indicated by the patient’s condition and 
contact medical control for direction. 

 
7. DNR/POLST should NOT be honored when: 

 
a. A patient or person who executed the order destroys the form or the person who 

executed the order orders someone in their presence to destroy the form. 
b. A patient tells a provider or primary care physician that it is 

his/her intent to revoke the order. 
c. The primary care physician has voided the DNR/POLST. 
d. The patient is known to be pregnant. 

 
8. If a DNR/POLST Form is rescinded, pre-hospital care providers have 

a duty to act and provide care in the best interest of the patient. This 
requires the provision of full medical and resuscitative interventions 
when medically indicated and not contraindicated by the wishes of the 
patient. 

 
9. A copy of the DNR/POLST Form should be retained and 

attached as supporting documentation to the pre-hospital care 
report form when possible. 

 
10. Any other advance directives such as a “Living Will” cannot be 

honored, followed, or respected by pre-hospital care providers. EMS 
personnel must contact medical control for direction regarding any 
other type of advanced directive. Full resuscitation should not be 
withheld during the process of contacting or discussing the situation 
with medical control. 

 

MEDICAL INTERVENTIONS 
 

1. Follow directions on valid POLST order. 
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INTERACTION WITH LAW ENFORCEMENT/CORONER/EVIDENCE 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 2.0 Council Approved: 

 
 

1. If a law enforcement agency is present at a scene prior to EMS, the senior EMS crew 
member should contact the officer in charge to confirm scene safety. 

2. If EMS discovers, after arrival on scene, that they have responded to a suspected crime 
scene, immediately notify law enforcement. Retreat from the scene as necessary to ensure 
safety of personnel. 

3. At a potential crime scene, providing medical care is the highest priority. Give immediate 
care to the patient. The fact that the patient is a probable crime victim should not delay 
prompt treatment. Remember, your role is to provide emergency care. Providers should 
strive to disturb the crime scene as little as possible. 

4. Also remember that most auto accidents are also crime scenes, and the debris is evidence. 
As with other crime scenes, providing medical care is the utmost priority. Try not to 
disturb the accident debris. 

a. Observe any individuals or vehicles in the area. 
5. Discourage onlookers or other unauthorized personnel on the premises of the crime. 
6. Observe and note anything unusual, especially if the evidence may not be present when 

the police arrive. This may include smoke and odors. 
7. When you leave, remember where you parked your vehicle for later crime scene 

reconstruction 
8. Avoid touching, moving, or relocating any item at the scene unless absolutely necessary 

to provide treatment to an injured victim. If it is necessary to move any evidence or the 
victim in any way, note the location and position of the evidence or victim. Advise law 
enforcement of the actions you have taken. 

9. Do not examine any potential evidence. 
10. Do not cut through ropes, bindings, etc.; unless it is necessary to provide treatment, never 

cut through or untie knots. Any ligature used in a suicide attempt should be left as intact 
as possible and should be cut rather than untied. All cuts made should be in an area well 
away from knots. 

11. Do not tear or cut clothing through bullet holes, knife wounds, etc. 
12. If you must cut or remove clothing, be careful, as the slightest movement can destroy 

evidence such as paint, hair, fibers, gun powder, etc. 
13. If you recover clothing, do not put everything in one bag; put each item in a separate 

PAPER BAG. 
14. During treatment or patient exam, if you find a cartridge or any other evidence, leave it 

and notify law enforcement authorities. 
15. Weapons should not be handled by a provider unless necessary to ensure a safe patient 

care environment. If weapons must be handled, the provider must wear gloves, clearly 
document the items original/new location, and inform on-scene law enforcement. 
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16. In drug overdose cases, containers of any substance which may have been ingested in a 
suicide attempt should be left in the position found unless they need to be taken to the 
hospital. If you take medication bottles, remember where you obtained them. If you give 
them to medical personnel at the hospital, record who you gave them to and the time. Use 
gloved hands and limit handling to a minimum in order to preserve any fingerprints that 
may be present. 

17. Do not rinse or clean the hands of the patient, for it may disrupt certain evidence such as 
gun powder, blood, and dirt. Victims of assault should be strongly discouraged against 
“cleaning up” prior to arrival of law enforcement or transport. 

18. When you enter a potential crime scene and you determine no medical care is necessary, 
DO NOT disturb the scene. Exit the scene the same way you arrived. 

19. When confirmation of death is required, only one properly credentialed provider should 
make entry to the area. 

20. Once resuscitation efforts have ceased and a pronouncement has been obtained, providers 
should immediately vacate the area. 

21. If the patient has been placed on a sheet, notify the receiving facility that the sheet and all 
personal effects may be considered evidence. 

22. Clothing, jewelry, or other objects removed from the patient should be left on-scene. 
Clearly document any items left, and inform on-scene law enforcement of the items’ 
original and current locations. 

23. If the victim is obviously dead, then he or she should remain undisturbed. Even the 
position of the body can provide valuable clues. 

24. Any scene involving a patient that is pulseless and apneic is to be considered a crime 
scene and treated accordingly. 

25. Once the patient is pronounced dead, the body becomes the property of the coroner’s 
office. It may not be touched or altered in any way without authorization from the 
coroner’s office. 

26. Any person who discovers the body or acquires the first knowledge of a death, shall 
immediately notify the Coroner of the known facts concerning the time, place manner, 
and circumstances of such death, and of any other information which is required by the 
Coroner. 

a. In any event, the Coroner must be notified of the death within a reasonable time 
frame, (approximately 30 minutes). 

b. Any death due to violence, trauma, external event (i.e. drug overdose, heat or cold 
exposure, allergic reaction, etc.), or the death of a patient with no medical history 
and/or attending physician, is a Coroner's case and must be reported to the 
Coroner's Office promptly. 

c. All pediatric deaths must be reported to the Coroner's Office immediately. 
27. During your initial telephone report, the Coroner or Coroner's Investigator will determine 

if the body may be released to a mortuary or if the body will be subject of further 
Coroner's investigation requiring Coroner personnel to respond to the scene. 

28. Pending release of the body by the Coroner, caution must be taken not to destroy, lose or 
eliminate any evidence that may be contained on or within the body. 
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29. In general, the body of the decedent shall not be disturbed or altered any more than it was 
during the resuscitation and treatment 

a. All existing medical devices, successful or unsuccessful (E.T. tubes, IV lines, 
etc.) shall remain in place. 

30. All therapeutic (Hospital/EMS) venipuncture sites are to be circled in ink. 
31. Clothing and personal effects (jewelry, pocket contents, etc.) shall not be altered or 

removed from the body. Any clothing and/or personal effects removed during the 
medical care should be inventoried, bagged (clothing and personal effects ‐ separately) 
and made available to the Coroner. 

 
 

Do Not Release Personal Effects/Clothing To Anyone, Unless Authorized To Do So By 
The Coroner. 

 
 

32. In order to preserve "trace" evidence, (i.e. paint chips, hair & fibers, etc.), the body of the 
decedent must not be bathed or wiped down until inspected or authorized by the Coroner. 

33. The decedent's family or next of kin should be asked to remain at the scene pending the 
notification and/or arrival of the Coroner personnel. 

34. In the event that the decedent’s family does leave the scene prior to the Coroner's arrival, 
it is necessary that a contact person from the family be identified, along with an address 
and/or telephone number where the family member can be reached. 

35. To expedite the reporting/documentation process, EMS personnel may be asked to FAX 
the EMS run report, and/or the HISTORY and PHYSICAL to the Coroner's Office. 

 
 

Important Numbers: 
 

Madison County Coroner (24 hour number) - 618 692-7478 
Madison County Coroner (Fax) - 618-692-6042 
Macoupin County (24 hour number) - 618-372-8979 
Macoupin County (Fax) - 618-551-7251 

 
36. It is acceptable to share patient care information with appropriate on-scene law 

enforcement. 
37. Keep detailed records of the incident including your observations of the victim and the 

scene of the crime. 
38. When documenting projectile wounds, DO NOT indicate whether the wound is an 

entrance or exit wound. Simply document the size, shape and location of the penetrating 
wound(s). 
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Section X: 
 

Patient Transport and Destination 
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SPECIAL POPULATION - PEDIATRICS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 
 

Anderson Hospital EMS is fortunate to have two pediatric hospitals & trauma centers in the 
St. 
Louis Metropolitan Area, Cardinal Glennon Children’s Hospital and St. Louis Children’s 
Hospital. 

 
1. EMS providers must first identify which pediatric patients would benefit from treatment at a 
pediatric hospital/trauma center. Providers may always contact medical control for clarification. 

 
2. If an EMS provider feels that the destination above is inappropriate, contact medical control 
for advice. EMS providers may always contact medical control for assistance with transport 
decisions. 
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DESTINATION SELECTION: SPECIAL POPULATION - 
TRAUMA 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 04/23 
Version: 2.0 Council Approved: 

 

We are fortunate to have two American College of Surgeons (ACS) verified 
adult trauma centers, Barnes Jewish Hospital and St. Louis University Hospital, 
and two pediatric trauma centers, Cardinal Glennon Children’s Hospital and St. 
Louis Children’s Hospital, in the St Louis Metropolitan Area. 

 
EMS providers must first identify which patients would benefit from treatment at 
a trauma center. Refer to the field triage diagram (Appendix I) for assistance. 
Providers may always contact medical control for direction and should always 
consider helicopter EMS transport. 

 
1. When an EMS provider encounters a patient that he/she 

believes would benefit from treatment at a trauma center: 
a. BLS units should ask for ALS intercept/assistance, per 

the ALS assist guidelines. 
b. If the trauma center is the closest facility, transport to 

that facility. 
c. If the patient meets the field triage criteria (Appendix I), 

consider transport to the trauma center, if the anticipated 
ETA is < 30 minutes. 

d. If the anticipated ETA to a trauma center is greater than 
30 minutes, consider transport to the closest facility OR 
arrange for helicopter EMS transport. 

2. If an EMS provider feels that the destination above is 
inappropriate, contact medical control for advice. 

3. Bypass of any facility should NOT occur when: 
a. The patient is treated and transported by a BLS unit, 

without the availability of ALS assistance. 
b. The patient is suffering from an immediately life- 

threatening condition such as airway compromise or 
severe hemorrhage uncontrolled with pre-hospital care 
including tourniquet application. 

c. The patient is in cardiac or respiratory arrest. 
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>25 minutes from Trauma Center, transport to nearest participating trauma hospital. 
>30 minutes from Trauma Center or participating trauma hospital, transport to nearest 
hospital. 
>45 minutes from Trauma Center or participating trauma hospital in a rural area 
where there is no comprehensive emergency department available, transport to the 
nearest hospital 
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DESTINATION SELECTION: SPECIAL POPULATION - 
STEMI 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 06/17, 02/23 
Version: 2.0 Council Approved: 

 
EMS providers must first identify which patients would benefit from treatment 
at a PCI (Percutaneous Coronary Intervention) center. Providers may 
always contact medical control for direction. PCI/STEMI calls (as all Time 
Critical Diagnosis calls) are reviewed for QA/QI and presented at monthly 
STEMI/CPC Committee. 

 
1. When an EMS provider encounters a patient that he/she believes would 
benefit from prompt PCI treatment : 

a. BLS units should ask for ALS intercept/assistance, per the ALS assist 
guidelines. 

b. If the PCI center is the closest facility, transport to that facility. 
c. If the patient displays ST Elevation MI, consider transport to a 

PCI center, if the anticipated ETA is < 15 minutes. 
d. If the anticipated ETA to a PCI center is greater than 15 

minutes, transport to the closest facility OR arrange for 
helicopter EMS transport. 

 
2. If an EMS provider feels that the destination above is inappropriate, contact 
medical control for advice. 

 
3. Bypass of any facility should NOT occur when: 

a. The patient is treated and transported by a BLS unit, 
without the availability of ALS assistance. 

b. The patient is suffering from an immediately life-threatening condition 
c. The patient is in cardiac or respiratory arrest 
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DESTINATION SELECTION: SPECIAL POPULATION - 

STROKE 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 06/17, 07/23 
Version: 2.0 Council Approved: 

 
 

EMS providers must first identify which patients would benefit from treatment at 
an Acute Stroke Ready Hospital, Primary Stroke Center, or a Comprehensive 
Stroke Center. Providers may always contact medical control for direction. Stroke 
calls (as all Time Critical Diagnosis calls) are reviewed for QA/QI. 

 
1. When an EMS provider encounters a patient that he/she believes would 
benefit from treatment at an above listed facility: 

a. BLS units should ask for ALS intercept/assistance, per the ALS assist 
guidelines. 

b. If the Acute Stroke Ready Hospital or Primary Stroke 
Center is the closest facility, transport to that facility. 

c. If the patient meets a non TPA candidate criteria, 
consider transport to a Comprehensive Stroke Center, 
if the anticipated ETA is < 15 minutes. 

d. If the anticipated ETA to a Comprehensive Stroke Center 
is greater than 15 minutes, transport to the closest Acute 
Stroke Ready Hospital or Primary Stroke Center OR 
arrange for helicopter EMS transport. 

 
2. If an EMS provider feels that the destination above is inappropriate, contact 
medical control for advice. 

 
3. Bypass of any facility should NOT occur when: 

a. The patient is treated and transported by a BLS 
unit, without the availability of ALS assistance. 

b. The patient is suffering from an immediately life-threatening condition 
c. The patient is in cardiac or respiratory arrest. 
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USE OF LIGHTS AND SIRENS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

In an effort to maximize the safety of System providers, patients, and the public at large, 
EMS providers within the Anderson Hospital EMS System should restrict use of lights and 
sirens during patient transportation to the hospital to situations where the patient is (or 
potentially might be) critically ill or injured or where delayed arrival at an emergency 
department by even a few minutes may lead to increased morbidity or mortality. This 
includes, but is not limited to, suspected acute Stroke, STEMI, or trauma patients meeting 
criteria for anatomical injuries or mechanism of action. 

 
The use of lights and sirens must be evaluated on a case-by-case basis, and the 
responsibility for this determination resides solely with the highest level EMS provider 
caring for the patient or the transferring physician for inter-facility transfers. 
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NON-PARAMEDIC TRANSPORT OF PATIENTS 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 4/24 
Version: 2.0 Council Approved: 

 

It is occasionally desirable for a lower level provider to treat and transport a low 
acuity patient after paramedic evaluation. When a single-paramedic unit 
responds to an emergency, select patients may be cared for by an EMT-B after 
evaluation by an EMT-P. In addition, to maximize the number of ALS 
ambulances available for emergency care, an EMT-P may transfer care of the 
patient to a BLS ambulance by the following procedure: 

 
1. All personnel are encouraged to participate in patient care while on-scene, 

regardless of who “attends” with the patient while en route to the hospital. If 
non-paramedic transport is desired, the EMT-P on scene must conduct a 
detailed physical assessment and subjective interview with the patient to 
determine their chief complaint and level of distress. 

 
2. The determination of who attends should be based upon the patient’s chief 

complaint, findings of the history and physical exam, immediate treatment 
needs and any reasonably anticipated treatment needs while en route to the 
hospital. 

 
3. If the paramedic determines that the patient is stable and all foreseeable 

patient care needs can be managed by the EMT-B, patient care can be 
transferred to the EMT-B for transport to a hospital after notification and 
approval from medical control. 

 
4. Both the transporting technician and the EMT-P who transferred care must 

write a narrative documentation that covers all aspects of assessment, care, 
and disposition. This should be done on one patient care report. 

 
5. Patients who can NOT be transferred to a lower level of certification 

include, but are not limited to, the following: 
a. Any patient who would benefit from ALS care. 
b. Any patient with abnormal vital signs. 
c. Any patient with an acutely altered level of consciousness, signs of CVA, or postictal 

state. 
d. Any patient suffering from chest pain or difficulty breathing. 
e. Any patient suffering from abdominal pain. 
f. Any patient meeting anatomical injury or mechanism of injury criteria 

for field triage to a trauma center. 
g. Any patient for whom transport would be delayed significantly by 

waiting for a BLS unit to arrive. 
h. Any patient for which ALL EMS providers on scene do not agree can be 
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safely transported without a paramedic. 
 

6. Any type of downgrade where the higher level of care and the lower level of 
care go in separate directions will be reviewed for quality improvement. 
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DIRECT ADMISSION PATIENTS TO ANDERSON HOSPITAL 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 06/17 
Version: 1.0 Council Approved: 

 

POLICY STATEMENT: 

All EMS transportation services should enter through the Anderson Hospital Emergency 
Department entrance when transporting patients for direct admission services or outpatient 
services. Prior determination will be made with the EMS Providers if they should go directly 
to the units or if they need to be assisted by ER Registration Staff. 

DEFINITIONS: 
 
 

• EMS Providers are any emergency transportation services or agencies transporting 
patients for direct admission to a hospital unit or the rehabilitation unit or for an 
outpatient service, including surgery. 

 
• Emergency Entrance is the Emergency Department/Ambulance Entrance to the 

hospital and the only entrance that should be used by all EMS Providers when delivering 
patients to Anderson Hospital. 

 
• Hospital Destination is the receiving unit or hospital location that will be providing 

the service as ordered by a physician for inpatient services, rehabilitation services or 
outpatient services. 

 
GUIDELINES/PROCEDURES: 

 
 

• DIRECT ADMITS 
• EMS Providers should only access Anderson Hospital through the 

Emergency Department/Ambulance Entrance. 
 

• EMS Providers will be provided the floor/unit and room information from the 
sending facility or the Anderson Hospital House Supervisor or Care 
Coordination Staff for each patient being brought to the hospital for direct 
admission services or rehabilitation services. 

 
• EMS Providers should transport the patient directly to the floor/unit and advise the 
nurses station of the arrival prior to taking the patient to the designated room. 

 
• EMS Providers will provide the unit with any EMS Transmittal Documentation 
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or other facility documentation regarding the patient before taking the patient 
to the designated room. 

 
• Nursing staff will assist EMS Providers with placing the patient in the room. 

 
• Nursing Staff will advise Admission Coordinator of patient has arrival so 

armband can be tubed to the floor prior to follow up with patient 
registration documentation. 

 

TRANSPORTED OUTPATIENTS 
• EMS Providers transporting patients for outpatient radiology services 

will be assessed by the ER Registrar upon arrival if they will be 
registered by the Radiology Registrar or in the Emergency Room by the 
ER Registrar. 

- Between the hours of 6:30a and 8:00p, Radiology registrar will 
complete the registration process for the service. 

- ER Registrar will assist the EMS Providers to the hallway where the Radiology 
registrar will assist with completing the registration process and placing the 
armband on the patient. 

- Between the hours of 8:00p and 6:30a the ER Registrar will register the 
transported Patient and then contact the Radiology Department to advise the 
patient is here for services. 

 
• EMS Providers will provide the appropriate registrar with the EMS 

transport information or the facility documentation regarding the 
patient. 

 
• ER Registrar will assist EMS Providers to the Radiology hallway pending assistance. 

 
TRANSPORTED for CATH LAB / SURGERY 
• The EMS Providers will provide the ER Registrar with any EMS 

transport documentation or transmitting facility documentation relating 
to the patient. 

 
• ER Registrar will complete the patient registration with the patient if possible or 

tube the armband and documentation to the appropriate department. 
 

• Registration documentation follow up will be performed with the patient as 
soon as possible by the Patient Access staff. 



173  

RELINQUISHED NEWBORN 
Anderson Hospital EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 07/23, 3/24 
Version: 3.0 Council Approved: 

 

1. Definitions. 

a. Neonate means a child who a licensed physician reasonably believes is 30 days 
old or less at the time the child is initially relinquished to a hospital, police 
station, fire station, emergency medical facility, and who is not an abused or 
neglected child. 

b. Abandonment or Relinquish: means to bring a neonate, who a licensed physician 
reasonably believes is 30 days old or less to a hospital, police station, fire station, 
emergency medical facility, and to leave the infant with personnel of the facility, 
if the person leaving the infant does not express an intent to return for the infant 
or states that he or she will not return for the infant. 

2. Every fire station and emergency medical services facility must accept and provide all 
necessary emergency services and care to a relinquished newborn infant, in accordance 
with the (EMS) Act. 

3. Upon encountering an abandoned/relinquished newborn infant, EMS personnel shall 
immediately initiate appropriate medical assessment and care while ensuring the safety 
and well-being of the infant. 

4. The act of relinquishing a newborn infant serves as implied consent for the fire station or 
emergency medical facility and its emergency medical professionals to treat and provide 
care for the infant, to the extent that those emergency medical professionals are trained to 
provide those services. 

5. EMS personnel shall provide information about available support resources, such as safe 
haven locations and crisis hotlines, to individuals inquiring about alternatives to 
abandoning a newborn infant and reference the DCFS “No Shame. No Blame. No 
Name.” brochure. 

6. EMS personnel shall promptly make proper notification in the case of suspected abuse 
per mandated reporter requirements. 

7. After the relinquishment of a newborn infant to a fire station or emergency medical 
services facility, the fire station or emergency medical services facility's personnel must 
arrange for the transportation of the infant to the nearest hospital as soon as transportation 
can be arranged. 

8. If the parent of a newborn infant returns to reclaim the child within 30 days after 
relinquishing the child to a fire station or emergency medical services facility, the fire 
station or emergency medical services facility must inform the parent of the name and 
location of the hospital to which the infant was transported. 

https://dcfs.illinois.gov/content/dam/soi/en/web/dcfs/documents/safe-kids/preventing-child-abuse-and-neglect/documents/1050-74_sab_brochure_english_2010.1.0.pdf
https://dcfs.illinois.gov/content/dam/soi/en/web/dcfs/documents/safe-kids/preventing-child-abuse-and-neglect/documents/1050-74_sab_brochure_english_2010.1.0.pdf
https://dcfs.illinois.gov/content/dam/soi/en/web/dcfs/documents/safe-kids/preventing-child-abuse-and-neglect/documents/1050-74_sab_brochure_english_2010.1.0.pdf
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Section XI: 
 

Documentation & CQI 
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EMS SYSTEM PATIENT CARE REPORTS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 06/17, 07/23, 03/24, 6/25 
Version: 4.0 Council Approved: 

 

1. Documentation Requirements 
a. Documentation shall be completed by each transport vehicle service provider for every 

emergency pre-hospital or inter-facility response, and every non-emergency medical transport by 
an IDPH-licensed vehicle, regardless of the ultimate outcome or disposition of the call. 

2. Patient Care Report Completion 
a. All system units will utilize and complete in full an Anderson Hospital EMS System approved 

patient care report (PCR). 
b. EMS personnel shall prioritize completing and leaving the PCR (via physical copy or electronic 

upload) at the receiving facility before departure. 
c. If neither physical delivery nor electronic upload is feasible before leaving, finalize the PCR and 

ensure it is either physically dropped off or transmitted electronically to the receiving hospital 
within 4 hours of call completion. 

3. Quality Assurance 
a. For quality assurance, the EMS office will review patient care reports from EMS system 

providers. 
4. Non-Transport Vehicle Providers 

a. Non-transport vehicle providers must complete an Anderson Hospital EMS System approved 
patient care report on every patient and submit it to the EMS System within 24 hours. 

b. A patient care report is retained by the service. 
c. A patient care report is to be given to the transporting EMS upon their arrival for transport with 

the patient. This report will be documented in the medical record. 
d. The system shall review medical care provided by non-transport vehicles and shall provide a 

report to the Department upon request. 
5. AED Utilization Notification 

a. All system providers should notify the EMS Office of any AED utilization. 
6. Data Submission Requirements 

a. The transport vehicle provider shall submit patient care report data to the EMS System. When an 
EMS System is unable to import data from one or more providers, those providers may, with 
EMS System approval, submit their patient care report data directly to the Department. The 
Department will make the patient care report data available to the EMS System upon request. 

b. Every EMS System and EMS provider approved to submit data directly shall electronically 
submit all patient care report data to the Department by the 15th day of each month. The monthly 
report shall contain the previous month's patient care report data and shall be submitted to the 
Department no later than the 15th day of the following month. 

c. The Department shall make information about data errors available to data submitters within one 
day of receipt of each patient care report submission. Data submitters shall correct all data errors 
within 14 days of the original data submission date. 

7. Mass Casualty Incident Reporting 
a. During a mass casualty incident, an Anderson Hospital EMS System approved patient care form 

will require the following data elements to be left at the receiving hospital: 
i. Name of patient; 
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ii. Age; 
iii. Vital Signs; 
iv. Chief complaint; 
v. List of current medications; 

vi. List of allergies; 
vii. All treatment rendered; 

viii. Date; and 
ix. Time. 
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ANDERSON HOSPITAL EMS SYSTEM CQI PLAN 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 07/23, 3/24 
Version: 3.0 Council Approved: 

 

CQI of the Anderson Hospital EMS System will typically consist of: 
 

1. Review of the submitted data from each EMS service personnel. 
 

2. Regular patient care report reviews based on national benchmarks and quality metrics that 
are defined in the Region 4 EMS Guidelines 

 
3. Peer Review cases by Field Training Officers/EMS Advisory Council 

members/EMS office/ EMS Medical Director: 
a. Pediatric cardiac arrest. 
b. Adult cardiac arrest, including all pre-hospital termination of resuscitation. 
c. CARES Registry 
d. Major trauma. 
e. Bio-Spacial information. 

 
4. Patient care trends, concerns, and excellence, will be addressed on a case 
by case basis. 

 
5. Through continuous monitoring of EMS patient care reports and ECRN 

Radio Communication Logs, effective quality improvement will occur via 
direct personnel counseling, educational offerings, open discussion at EMS 
System Run Review, EMS Advisory Council meetings, STEMI Review 
meetings, FTO meetings, Pediatric Prehospital Committee 
meetings(EMSC), and root cause analysis. 

 
Quality indicators and quality benchmarks are selected via collaboration of the Anderson 
Hospital EMS Advisory Council. These benchmarks/indicators are shared via EMS system 
communication 
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ANDERSON EMS SYSTEM RUN REVIEW 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 07/23 
Version: 2.0 Council Approved: 

 

Anderson EMS System (EMS Medical Director) will conduct Run Review 
conferences on a quarterly basis. The format of such will be the presentation 
of significant field runs, skill sessions, information sharing, expert guest 
presenters, and emergency operations review. 

 
The conferences are open to attendance by all EMS personnel and Emergency 
Department and EMS Physicians. Continuing Education credit hours will be 
awarded on an hour-for-hour basis as approved by the IDPH per the EMS 
system site code. More than just the presentation and discussion of cases, the 
Run Review conference is intended to offer a forum for the open exchange and 
discussion of ideas, observations, and opinions of the above personnel and, 
therefore, provides a more formal avenue for rendering input into the 
operations of the Anderson EMS system by the personnel involved in these 
operations. 

 
Run Reviews will be scheduled in March, June, September, and December. System EMS provider 
services may apply to host provider Run Reviews by following this policy and receiving approval of the 
EMS Medical Director. Approval will occur via continuing education application practices. 
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EMS SYSTEM INCIDENT REPORT FORM 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 08/23 
Version: 2.0 Council Approved: 

 
The purpose of the following policy is to assure a proper sequence of action to 
resolve problems occurring in the system. 

1. In an effort to resolve problems in an efficient and timely manner, those 
incidents which occur within the Anderson EMS System or between 
systems shall be documented on a form as provided by the Anderson 
EMS System. 

A. An E-Mail document can substitute this form 
2. These problems shall include but not be limited to problems between 
services; with resource, associate, participating or other hospitals; patient care 
problems or radio communications. 
3. The individual making the complaint or citing the problem shall 
document such and sign the appropriate form. This form shall be filed with 
the Anderson EMS System office and an investigation into the incident shall 
be made as per delegation of the EMS Medical Director. 
4. Individuals involved in the incident/complaint shall be notified within 3 
business days of the problem and again of the final outcome within 30 days 
after completion of the investigation (if necessary). 

 
PROCESS 

 
1. Notification: 

a. Sentinel incidents must be immediately reported. In case of 
emergency, notify the EMS System Coordinator or EMS Medical 
Director directly. Anderson Hospital ED may facilitate this contact 
after-hours. 

b. Non-sentinel incidents must be reported within one business day. 
c. An agency must identify and document as many near misses as 

possible and present the findings to the EMS System Coordinator. 
 

2. The Anderson Hospital EMS System Incident Report Form shall be 
completed within 24-48 hours by pre-hospital care providers, ED 
physicians, nurses, or any other persons directly involved in the care of 
pre-hospital patients for: 
a. All sentinel events, non-sentinel events, and near misses. 
b. Any violation in policy, procedure, or protocol has occurred. 
c. Complaints regarding any activity covered by the EMS Act or any 

policy, protocol, or standing medical order of the EMS System. 
 

3. When completing the form, describe the incident or specific violation 
including a brief narrative summary and any additional documentation 
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that would help describe the incident. 
 

The completed incident report, along with supporting documents, must be forwarded to the EMS 
Office. 
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REPORTING OF CLINICAL ERRORS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

It is understood that errors will occasionally occur. The Anderson 
Hospital EMS System recognizes three types of errors: 

 
1. Normal error (human error) 

a. Inadvertent action: slip, lapse, or mistake 
b. These are managed through changes in processes, procedures, 

training, design, and environment. 
c. The System provides SUPPORT to personnel to prevent similar errors in the future. 

 
2. At-risk Behavior 

a. A choice: risk not recognized or believed justified. 
b. These are managed through removing incentives for at-risk behavior, 

creating incentives for healthy behaviors, educational remediation, and 
increasing situational awareness. 

c. The system COACHES personnel to perform the proper action. 
 

3. Reckless Behavior 
a. Conscious disregard of unreasonable risk. 
b. These are managed through remedial actions and punitive actions. 
c. The System SANCTIONS personnel for these errors. 

 
All errors must be promptly reported to the EMS Office. The greater purpose is 
to attempt to determine why the error occurred and address those things that we 
can change as a system to prevent further similar errors from occurring. In this 
manner, we can identify system trends at the earliest possible point in time and 
emphasize the avoidance/prevention of potentially adverse events. 

 
All personnel involved in reviewing errors and evaluating care are 
committed to a performance improvement (non-punitive) approach to 
correcting circumstances that led to a medical error. 
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Department of EMS (Illinois) Patient Care Complaint Report 
Anderson Hospital EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 01/18, 07/23, 6/25 
Version: 3.0 Council Approved: 

 
In addition to follow-up and review of EMS patient care complaints, the EMS Medical Director (EMS MD) or EMS 
System Coordinator will submit a monthly report to the Illinois Department of Public Health (IDPH) via the Region 
EMS Coordinator (REMSC) using a secure electronic submission portal. 

1. Monthly Report Requirements 
a. The report shall include:  

i. Number of EMS patient care complaints, including a brief synopsis of the issue, redacted to 
comply with HIPAA and the Medical Studies Act [735 ILCS 5/8-2101]; 

ii. Outcome of the system investigation, including any corrective actions taken; 
iii. Names and license numbers of EMS personnel involved in sustained allegations, as required 

by IDPH. 
2. Definition of a Complaint 

a. For the purposes of this Section, a "complaint" is defined as a report of an alleged violation of the 
Illinois Emergency Medical Services (EMS) Systems Act or associated regulations by any System 
Participants, providers, or members of the public. Complaints shall pertain to issues related to the 
care and treatment of a patient. 

3. Complaint Submission Process 
a. A person who believes the Act or regulations may have been violated may submit a complaint via: 

i. Telephone call to the Department's Central Complaint Registry; 
ii. Written letter or fax; 

iii. Secure electronic submission through the IDPH EMS complaint portal; 
iv. In-person report to the EMS MD or EMS System Coordinator. 

Oral complaints will be documented in writing by the Department or EMS System within 24 
hours. 

b. Complainants are requested to provide the following information: 
i. Date and time or shift of occurrence; 

ii. Names of the patient, EMS personnel, entities, family members, and other persons involved; 
iii. Relationship of the complainant to the patient or provider; 
iv. Condition and status of the patient; 
v. Detailed description of the situation; 

vi. Name of the facility where the patient was transported, if applicable. 
c. All complaints shall be submitted to the IDPH Central Complaint Registry or the EMS MD. The 

substance of the complaint shall be provided in writing to the System Participant or provider no 
earlier than the commencement of an on-site investigation, pursuant to subsection (e). 

4. Confidentiality 
a. The Department, EMS MD, or Trauma Center MD shall not disclose the complainant's identity 

unless the complainant provides written consent. All complaint records shall be maintained in 
compliance with HIPAA and the Medical Studies Act [735 ILCS 5/8-2101]. 

5. Investigation Process 
a. The Department may conduct a joint investigation with the EMS MD, EMS System Coordinator, or 

Trauma Center MD in cases involving: 
i. Death or serious injury; 

ii. Imminent risk of death or serious injury; 
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iii. Allegations that could result in denial, non-renewal, suspension, or revocation of licensure or 
designation. 
If the complaint alleges a violation by the EMS MD, EMS Coordinator, or Trauma Center 
MD, the Department shall conduct the investigation independently. Complaints not 
warranting licensure or designation action shall be forwarded to the EMS MD or Trauma 
Center MD for review and investigation within 5 business days. The EMS MD or Trauma 
Center MD may request Department assistance at any time. For inter-EMS System 
complaints, the Department will act as mediator or lead investigator. 

b. The EMS MD or Trauma Center Director shall forward investigation results and any disciplinary 
actions to the Department within 30 days of complaint resolution. Investigation documentation shall 
be retained at the Resource Hospital per hospital record retention policy, and be available to the 
Department upon request. All investigation files shall remain privileged and confidential under the 
Medical Studies Act [735 ILCS 5/8-2101]. 

6. Determination and Notification 
a. Based on the complainant's submission and investigation results, the Department will determine 

whether a violation of the Act or regulations occurred. The Department will consider any information 
provided by the System Participant or provider in response to the investigation. Determinations shall 
be made within 45 business days of investigation completion. 

i. Complaints shall be classified as: 
1. Valid (violation confirmed); 
2. Invalid (no violation found); 
3. Undetermined (insufficient evidence). 

b. The Department shall notify the complainant and the System Participant or provider of the complaint 
results within 10 business days of the determination. Complainants may request reconsideration of 
the determination within 7 business days of notification. 

7. Reconsideration and Appeals 
a. A System Participant or provider dissatisfied with the Department's determination or investigation 

may request reconsideration within 7 business days of notification. Requests must be submitted in 
writing to IDPH, detailing the basis for reconsideration. Complainants may also appeal the 
determination to IDPH within 15 business days. 

8. Compliance 
a. The EMS System shall maintain a policy requiring compliance with this Section, reviewed and 

updated as necessary to align with IDPH regulations. 
9. Record Access 

a. Investigative files of the EMS System and the Department shall remain privileged and confidential 
per the Medical Studies Act [735 ILCS 5/8-2101]. The Department and involved EMS System may 
share information as needed for investigations. The Department's final determination shall be public 
information, subject to the Freedom of Information Act (FOIA). 
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Section XII: 
 

Miscellaneous 
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POLICY FOR MASS GATHERING EVENTS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 3/24 
Version:2.0  Council Approved: 

 

EMS providers are frequently called upon to provide medical care at mass 
gathering events. The following apply to mass gathering events staffed by 
personnel of the Anderson Hospital EMS System: 

 
1. The EMS service staffing the event is responsible for notifying the EMS 

Office in advance of any events that may reasonably result in either a 
significant number of patients requiring transport to area EDs so as to 
cause a noticeable increased patient load OR if one may reasonably 
foresee the need to treat critically ill or injured patients. 
a. Management personnel of the requested EMS agency must take into 

account the nature of the event, crowd size, anticipated weather 
conditions, etc. 

b. This determination will be at the discretion of management personnel 
of the EMS service requested to attend. 

c. It is highly recommended to work with local resources and event 
planners to complete an Incident Action Plan prior to the event. 

d. If the ambulance is to remain OOS because of the event it is staffing a 
“Emergency Medical Services (EMS) Systems Special Events Request 
Application” must be completed. The application should then be forwarded 
to the Regional EMS Coordinator (REMSC) at least 45 days prior to the 
event 

 
2. The EMS service staffing the event may, at any time, request 

assistance with planning or execution of the Incident Action Plan. 
 

The concepts of NIMS/ICS will be utilized at all events. 
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RESTOCK OF SUPPLIES AND MEDICATIONS 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

1. The Emergency Department at Anderson Hospital and Anderson Hospital 
EMS Associate and Participating Hospitals will provide exchange of 
supplies and medications approved by the Anderson EMS System and the 
Region 4 EMS Advisory Committee utilized on any patient brought to 
their facility by pre-hospital providers. Only supplies that were used on the 
patient will be restocked. 

 
2. Restocking of medications utilized on patients received at Anderson 

Hospital shall be accomplished by acquiring the medication from 
the "EMS Pyxis". 

 
3. Anderson Hospital EMS System personnel may restock medications and 

immediately prior to expiration at Anderson Hospital or an Anderson 
Hospital EMS System Associate or Participating Hospital pharmacy. The 
medication must be presented to pharmacy personnel before exchange can 
take place. 

 
4. On supplies that are not immediately exchangeable, the Emergency Department Staff 

will issue the ambulance service a receipt for the article until such time as 
it can be retrieved by the unit. 

 
5. Pre-hospital providers in the Anderson EMS System will restock supplies 

for patients taken to other hospitals at the receiving facility. Anderson 
EMS System Providers reserve the right to bill for and restock their own 
supplies. All supplies will meet the following criteria: 
• these supplies will conform with supplies used in the Anderson EMS 

System/Region 4 
• these supplies must be approved by the EMS Medical Director for use in the System 
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RESTOCK OF CONTROLLED MEDICATIONS 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 07/16, 07/22, 1/25 
Version: 3.0 Council Approved: 

 
 

Exchange Process 
 

1. The Pharmacy at Anderson Hospital will provide exchange of controlled 
medications approved by the Anderson EMS System and the Region 4 EMS 
Advisory Committee. Anderson Hospital pharmacy is the only location that 
Anderson System EMS services can restock controlled medications unless an 
agreement is in place with the Anderson Hospital Director of Pharmacy and the 
EMS Medical Director. 

2. All controlled medications will be issued by pharmacy and stored in a sealed, non-
transparent container. The container inventory (fill value) will be stocked and 
verified by pharmacy staff. 

3. All containers not in-service will be stored at Anderson Hospital pharmacy. 
4. The sealed controlled substance container will ONLY be stored on an ambulance 

behind two locked mechanisms, per state of Illinois statute. Sealed containers cannot 
be stored in a building or storage closets. Tracking of the containers will occur via 
numbered seals. A container received from pharmacy will have a green colored seal. 
This seal is to remain intact until contents are needed for patient use, at which time 
the contents should be verified and a new green seal is applied. 

5. As a general rule, no one is to break the seal for any reason, including expiration 
date checks, inventory, and so on. If the seal is broken, the contents must be verified 
by the Paramedic opening the container and a EMS Shift Supervisor. And an entry 
on the narcotics tracking sheet should be documented. 

6. Every attempt should be made to restock a medication and replenish the container 
after every use. In the case the medication was unable to be re-stocked immediately, 
a red seal is applied. The most recent upcoming expiration date for all meds 
contained will be printed on the exterior of the container. 

7. After breaking the green seal and opening the container for patient use, the proper 
documentation (stored within the container) will need completed. 

8. Any waste (medication not used yet still in a vial) will need to be returned to 
Anderson Hospital, a plastic bag to place the vial and seal will be located in the 
container. All unused medication will be returned to the EMS Pyxis area and wasted, 
witnessed by both a paramedic and the crew member on this call. 

9. Each container should contain green and red numbered seals. After the proper 
use of medication and completion of enclosed documents, the box will be 
sealed using the enclosed green seal. 
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EMS ASSISTANCE GRANT FUNDS 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

Any Illinois licensed and based EMS provider agency that provides EMS service within the 
State of Illinois may apply for funds through the Regional EMS Advisory Committee. 
 

• Application shall be made on forms prescribed and provided by the 
Department. 

 
• Applicants shall provide evidence of financial planning, to include but not 

be limited to: equipment replacement plans, budgeting plans, and 
fundraising plans. 

 
• Applicants shall submit a copy of their current provider license. 

 
• To be eligible for any grant, the EMS provider agency shall be in 

compliance with pre-hospital reporting requirements. 
 

The award of funds shall be based upon demonstrated need and one or more of the following: 
 

• Establishment of a new EMS agency, program or service where needed to 
improve emergency medical services available in an area; 

 
• Expansion or improvement of an existing EMS agency, program or service; 

 
• Replacement of equipment that is unserviceable or procurement of new 

equipment; and 
 

• Establishment, expansion or improvement of EMS education and training 
programs including the adult and pediatric population. 

 
All purchases and training shall occur during the fiscal year in which the grant is 

awarded. The grant cycle runs from July 1 through June 30 of each year. 

Grant recipients shall complete and return documentation as prescribed by the Department 
(e.g., grant application, Reimbursement Certification Form or Internal Revenue Service 
W-9 Form). 

 
Grantees receiving grant funds are required to permit the Department, the Auditor General, and 
the Attorney General to inspect and audit any books, records or papers related to the program, 
project, equipment or use for which the EMS Assistance Grant funds were provided. 

All funds remaining at the end of the period of time in which grant funds are available for 
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expenditure (June 30 of the fiscal year in which the grant was awarded) shall be returned 
to the State within 45 days. 

 
All grants shall be subject to all requirements and limitations imposed by Illinois law, 
including, without limitation, the Illinois Grant Funds Recovery Act [30 ILCS 705]. 

 
Emergency Grant Awards 

 
• The Regional EMS Advisory Committee may recommend that the 

Department issue emergency grant awards. Emergency grant awards 
shall not exceed 10 percent of the total funds available in a year. 

 
• The award of funds shall be based on the demonstrated needs arising 

from a natural or man-made disaster. 
 

Amount of Grant Award 
 

• The amount of the grant award shall be based on the amount requested 
by the applicant, the recommendation of the Regional EMS Advisory 
Committee, the Department's review of the application, and the 
amount available in the Fund for distribution. The amount awarded 
shall not exceed the amount requested by the applicant. 

 
• The applicant shall provide adequate information to 

substantiate the requested amount or any hardship claim. 
 
 

Modification of a Grant Agreement 
 

• Any change in the use of grant funds from that specified in the 
approved grant agreement will be permitted only by written 
modification of the grant agreement. The grantee may request 
modification of the grant agreement by submitting in writing to the 
Illinois Department of Public Health the reasons and circumstances 
necessitating the request. 

 
The grant award shall be suspended and all disbursements of funds held in situations 
including, but not limited to: 

 
• Failure to comply with this policy; 
• Failure to follow the EMS System Plan and 
• Violation of the terms of the grant agreement. 
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CONFLICT OF INTEREST 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

Anderson Hospital agrees to notify the Department in writing of any association that the EMS 
Medical Director, EMS System Coordinator or the EMS Administrative Director may have 
with an ambulance service provider through employment, contract, and ownership, or if they 
should in any way be answerable to or directed by an ambulance service provider concerning 
any matter falling within the scope of the Emergency Medical Service System Act. 
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LINE OF DUTY DEATH 
Anderson Hospital EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 01/18, 02/23 
Version: 2.0 Council Approved: 

 

In addition to providing assistance in notifying family members, information concerning a line of 
duty death is to be provided to the IDPH Division of EMS and Highway Safety and its State 
Regional EMS Coordinator within the next business day. 
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Section XIV: 
 

Disaster Response 
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The purpose of this policy is to assist Emergency Medical Services providers in developing a 
response plan to address management of a mass casualty incident (MCI) using the principles 
of the Incident Command System (ICS). A MCI is an incident that overwhelms the resources 
of the responding agencies. 

 
I. General 

A. Mass Casualty Incidents may be defined by: 
1. The total number of patients at an incident 
2. The severity of the patients at an incident 
3. Requirement of special resources to treat or to gain access such as technical 

rescue, Haz-Mat response, and or enhanced scene security. 
 

II. Command and Control 
A. It will be the responsibility of the first arriving company to establish Incident 

Command and manage the incident until relieved. 
B. A staging area should be established and the location provided to all responding 

units. 
C. The Operations Section Chief manages the operations of the incident. The 

Operations Chief receives direction from the Incident Commander. 
D. The EMS Branch Director is responsible for the emergency medical operations 

during the incident. Depending on the size of the incident and available personnel, 
the EMS Branch Director may further delegate and assign duties to the Triage 
Group Supervisor, the Treatment Group Supervisor and the Transportation Group 
Supervisor. The EMS Branch Director receives direction from the Operations 
Section Chief. 

E. The Triage Group Supervisor is responsible for initiating and directing the Triage 
Group which is responsible for the rapid assessment and categorization of patients. 
The Triage Group Supervisor receives direction from the EMS Branch Director. 

F. The Treatment Group Supervisor is responsible for initiating and directing the 
Treatment Group which provides on-scene treatment of patients. The Treatment 
Group Supervisor receives direction from the EMS Branch Director. 

G. The Transportation Group Supervisor is responsible for ensuring that all patients 
are transported to the appropriate facility. The Transportation Group Supervisor 
receives direction from the EMS Branch Director. 

 
III. Responsibilities 

A. Incident Command 
1. Overall management of the incident. 
2. Establish the appropriate Divisions/ Groups and summon sufficient resources. 
3. Ensure that the EMS system and resource hospital are notified. 

B. Triage- The immediate area where rescue operations and initial patient 
evaluation is being performed. 
1. Identify and prioritize mitigation of scene hazards. 
2. Identify and categorize patients on scene using the START triage system. 
3. Manage the disposition of victims who are obviously deceased. 

C. Treatment- An area located a safe convenient distance from the triage area 
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where victims are taken for pre transport stabilization. 
1. Secondary and ongoing triage 
2. Pre-transport treatment and packaging. 
3. Determine the level and type of transportation required and 

communicate this information to the transport team leader. 
4. Supervise the delivery of patients to the transport area. 

D. Staging- An area where personnel, ambulances and fire apparatus report to 
prior to being assigned. 
1. Determine the level of staging. 
2. Maintain a record of the names of all personnel deployed at the incident and 

record the amount and type of equipment managed by staging. 
3. Maintain a reserve of at least one ambulance, and a sufficient number of 

other resources as may be required. 
4. Request and deploy additional resources as needed. 

E. Transport- A separate area adjacent to the treatment area where the packaged 
patient is assigned to an ambulance for transportation to a medical facility. 
1. Ensure a communications link is established and maintained with the 

Resource Hospital. 
2. Notify Resource Hospital of the types and numbers of casualties 

including any special hazards e.g. hazardous materials. 
3. Obtain the patient's hospital destination from Medical Control and 

write the destination on the patients triage tag. 
4. Assign and arrange patient transportation using the patient's triage 

category and hospital assignment as indicated on the triage tags. 
5. Maintain a record of the patients transported and their respective destinations. 
6. Keep staging informed of estimated transport needs. 

 
IV. Operational Phases 

A. Phase 1- Initial agency response 
1.  Upon receipt of a call for service by the agency's dispatch center, the primary 

jurisdiction should be dispatched and provided all pertinent call information in 
accordance with established protocols and policies. The primary agency 
responding, based on dispatch information may declare a MCI or choose to 
wait until a scene assessment has been made. 

B. Phase 2 - Establishment of command 
1. Incident command should be established by the first arriving unit. This person 

will remain in command until relieved by a person of higher rank, training, 
and or experience. Regardless of who the incident commander is they should 
not be directly involved in patient care or triage. 

2. Phase 3 - Scene report. 
 

As soon as the pertinent information is collected the following information should be 
communicated to the agency's dispatch center: 

a) Location of incident (to become incident name) 
b) Type of incident 
c) Hazards 
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d) Casualty Estimates 
e) Primary casualty types 
f) Initial access 
g) MCI declaration 

C. Phase 4 - MCI declaration 
1. Once it has been determined that the incident meets the definition of a MCI as 

defined by this policy the incident commander will ensure the resource 
hospital and EMS system are notified. The agency's dispatch center will 
dispatch resources as requested by the incident commander following the 
agencies EMS run cards. 

D. Phase 5 - Secondary response 
1. The secondary response is defined as the units responding per run card 

assignments or special call by the incident commander. Responding units 
should report to the designated staging area or assignment. Personnel should 
stay with their unit and maintain crew integrity with exception made for 
incoming command staff requested to assist in unified command or to staff a 
position in the command structure. Responders are not to report on scene and 
begin an operation without being properly assigned and accounted for. 
Freelancing will hinder the effectiveness of the operation and put responders or 
other victims at risk. 

E. Phase 6 - Continued incident management 
1. The incident commander should continue to manage the incident and 

expand or decrease as needed. Most initial branches, divisions, and groups 
should be established by this point. Operational objectives should be 
defined and in the process of completion. 

F. Phase 7 - Release / termination 
1. The Incident Commander should release units as soon as possible, in the 

interest of maintaining optimal coverage for all assigned jurisdictions. No units 
should return to service without accounting for their personnel and being 
release by the Incident Commander. Once all patients have reached their final 
disposition the IC should notify the Resource Hospital. Upon completion of the 
operation the IC should notify all participating agencies including the Resource 
Hospital that the operation is complete and command is terminated. 

G. Phase 8 Incident documentation / review 
1. Incident documentation will be coordinated through the EMS office. The 

primary responding agency will be responsible for overall documentation. 
Each responding unit will be responsible for the documentation of the patients 
they transport. 

After every MCI a review will be conducted. These reviews will be used solely to address the 
effectiveness of the system and modify the system or components as needed. The review can 
also identify objectives regarding MCI operations. Each participating agency (inclusive of law 
enforcement, dispatch, hospitals etc) will be asked to be represented in the review. 

 
I. Operational Considerations 

A. Triage 
1. Initial triage of adult patients will use the START triage system. 
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2. Initial triage of patients less than 8 years of age will use the Jump START 
triage system. 

3. Triage personnel will place SMART triage tags on all patients whenever 
available. 

B. Treatment 
1. Treatment areas should be established if patient transport cannot be 

accomplished quickly or if on scene stabilization will be necessary. 
2. Treatment areas and teams should be divided by triage category. 
3. For the establishment of long term treatment operations requests for 

RMERT or IMERT should be made by incident command to the Resource 
Hospital. 

4. In the absence of a treatment area, a casualty collection point (CCP) should be 
established. The CCP should be supervised and staffed so at a minimum 
secondary triage can be performed. 

C. Transport 
1. Patient destination should be determined by medical control through 

consultation with the treatment sector. 
2. Transport from scene does not have to be linier by triage category. ( i.e. all red 

then all yellow then all green.) Patients of differing triage category may be 
transported in the same unit depending on patient acuity, crew capability and 
crew size. 

3. Transport destination may be to a hospital or other designated alternative 
treatment site. 

4. Utilize alternative transport methods; i.e. busses, med vans, etc as needed. 
5. Aeromedical transport should be consistent with the aeromedical policy. 

D. Patient Tracking 
1. The Transportation Leader on scene is responsible for ensuring that patient 

data including triage tag number, name (if available), triage category, 
transporting unit and destinations is recorded and that the information is 
accurate and current. 

2. The transporting unit is responsible for ensuring that patient data including 
triage tag number, name (if available) triage category, assessment, care 
provided and destination is documented. 

E. Responding Transport Units 
1. Responding units are to report to the staging area unless directed otherwise 

by incident command. Once at staging the personnel should sign in and 
remain with their unit. 

2. Emergency warning lights should be turned off once in staging. 
3. While transporting a patient a brief radio report may be given to the 

receiving facility. Report should only include triage category, life 
threats, and ETA. 

2. After transporting the unit should return to service and return to the scene 
unless directed otherwise. Responding units are responsible for 
documentation of patients for which they cared. 
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MULTIPLE VICTIM INCIDENT 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 
This policy governs the handling of multiple injury incidents. It is meant to be implemented by 
EMS personnel in conjunction with System/Regional policies in the event of a large-scale 
incident. The goal of this policy is to provide a mechanism to obtain refusals on individuals 
experiencing no injuries or very minor injuries. 

 
Each ambulance service provider within the System/Region is required to design and implement 
a procedure for discharging uninjured adults. A statement must be included within the service 
policy stating that the highest level of care available will be dispatched to the scene for patient 
evaluation. 

 
Procedure: 
A. Determine individual competency. 

 
COMPETENT ADULT 
A patient shall be considered to be competent if the patient is: 

• An adult 18 years or older or an emancipated minor and: 
• Conscious and of sound mind. The person must be able to understand the nature and 

severity of his/her illness or condition, the potential consequences of treatment or the 
withholding of treatment, and the alternatives to the proposed treatment and: 

• The possible consequences or alternatives to the proposed treatment and; 
• Possesses the ability to make informed and deliberate choices concerning his/her course 

of treatment. 
 

INCOMPETENT ADULT: 
A patient shall be considered to be incompetent if the patient is: 

• Under the age of eighteen, unless the patient is emancipated or: 
• Unable to understand the nature and severity of the injury involved or: 
• Is unable to understand the possible consequences of and alternatives to the proposed 

treatment or: 
• Is unable to make informed and deliberate choices concerning the course of treatment or: 
• Declared to be incompetent by court order. 

 
MINORS 
Illinois law generally provides that only the parent or guardian of a person under the age of 
eighteen may consent to medical treatment for that minor. However, the law provided several 
exceptions to this general rule: 

• Medical Emergency - Emergency medical treatment may be provided to a minor without 
parental consent when, in sole opinion of the physician, or hospital, obtaining such 
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consent is not reasonably feasible under the circumstances without adversely affecting 
the condition of the minors health. 

• Minors Who Are Parents 
A minor who is a parent may consent to his or her own health care even though he or she 
is under the age of eighteen. Any parent, including a parent who is a minor may consent 
to health care on behalf of his or her child. This provision applies to parents who are 
divorced or separated. 

• Emancipated. Pregnant or Married Minors 
A minor is considered emancipated who is pregnant or who is married and may lawfully 
consent to the performance of any medical or surgical procedure even though such minor 
is under age eighteen. Emancipated minors are minors between the ages of sixteen and 
eighteen who have a court order which stated the individual is legally emancipated. 

 
B. Determine if implementation of this policy is appropriate. Implement this policy only if the 

victim is competent Follow multiple victim and disaster preparedness policies for all 
competent adults. 

C. Contact medical control, advise of the existence of multiple injury incident and determine if a 
scene discharge of uninjured competent adults by the emergency department physician in 
charge of the call, is appropriate. 

D. Victims by exam or complaint are treated and transported as deemed necessary and 
appropriate by EMS personnel. Medical Control physician or at the request of the individual 

E. Medical Control, after consulting with scene personnel, will discharge the uninjured adults to 
the care of the ambulance provider who then will assume responsibility for release and 
assurance of transportation from the scene. 

F. Each uninjured adult's name must be added to the Multiple Injury Log and completed as 
indicated. 
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UNINJURED PATIENT 
REFUSAL LOG* 

 

All individuals involved in the incident should sign in the indicated spaced 
adjacent to their name when uninjured. Signature will indicate agreement that no 
injury has been suffered and no transportation is required to the hospital. 

 
Provider Name    Unit License Number  Date  Time  
Type Incident   Location     
Total Number of Persons  Number Transported  Number  Not 
Transported   

 

(Please Print) 
NAME AGE M/F ADDRESS PHONE SIGNATURE 
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SCHOOL BUS INCIDENT 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 
 

Each ambulance service provider within the System/Region is required to design and 
implement a procedure for discharging uninjured children/students to their parents/legal 
guardians or to local school officials. A statement must be included within the service policy 
stating that the highest level of care available will be dispatched to the scene for patient 
evaluation. Discharge procedures will facilitate transferring care of uninjured 
children/students to the parent/legal guardians or school officials consistent with System and 
Regional policies. It is recommended that these procedures be developed in coordination 
with school officials and provider's legal counsel. 

PROCEDURE 
 

A. Determine the category of the collision/incident 
 

• CATEGORY I bus collision/incident - significant injuries present in one or more 
children/students or there is a documented mechanism of injury that could reasonably be 
expected to cause significant injuries. 

• CATEGORY II bus collision/incident - minor injuries only, present in one or more 
children/students and no documented mechanism of injury that could reasonably be expected 
to cause significant injuries. Uninjured children/students also present. 

• CATEGORY III bus collision/incident - no injuries present in any children/students and no 
significant mechanism of injury present. 

B. Determine if implementation of this policy is appropriate. Implement this policy only if the 
collision/incident is a Category II or III bus collision/incident. Follow multiple victim and 
disaster preparedness policies for all Category I bus collisions/incidents, and transport all 
children/students to the hospital. Children/students with disabilities, special needs or 
communication difficulties will be transported to the hospital for evaluation, when involved 
in a Category I or Category II collision/incident. For those involved in a Category III, where 
there is no injury and no significant mechanism of injury present, list children/students on the 
"School Bus Incident Log." 

A. Contact medical control, advise of the existence of a Category II or III bus collision/incident 
and determine if a scene discharge of uninjured children/students by the emergency 
department physician in charge of the call is appropriate. 

B. Injured children/students by exam and/or complaint are treated and 
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transported as deemed necessary and appropriate by EMS personnel or at the 
request of the child/student. 

C. Implement provider procedures for contacting school officials or parents/legal 
guardians to receive custody of the uninjured children/students consistent with 
System/Regional policies. Procedures may include option of ambulance service 
provider escorting bus, if operable, back to school or origin or other appropriate 
destination. 

D. Medical Control, after consulting with scene personnel, will discharge the 
uninjured children/students to care of the ambulance service provider, who then 
will release the children/students, consistent with appropriate System/Regional 
policies and procedures, to parent/legal guardians or school officials. 

E. Each uninjured child/student name must be added to the "School Bus Incident Log" 
and the "Notice of Emergency Medical Services Response to a Minor" form. A 
copy of the evaluation form must be given to the parent/legal guardian or school 
official. 
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REGION IV SCHOOL BUS INCIDENT LOG OF UNINJURED PATIENTS* 
 

All individuals on the bus 18 and older should initial in the indicated space adjacent to their name 
when uninjured. Parent/legal guardian or school official should initial in the indicated space 
adjacent to their child’s name when uninjured. Initials indicate agreement that no injury has been 
suffered and no transportation is required to the hospital. 
 
Date & Time: Location: 

School Name: 
 

Bus Number: 
Total # of Persons: 
# Transported: 
# Not Transported: 

NAME AGE M/F ADDRESS PHONE INITIALS 
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
 

*Region-Wide Policy 
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MULTIPLE VICTIM INCIDENT 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15 
Version: 1.0 Council Approved: 

 

This policy governs the handling of multiple injury incidents. It is meant to 
be implemented by EMS personnel in conjunction with System/Regional 
policies in the event of a large-scale incident. The goal of this policy is to 
provide a mechanism to obtain refusals on individuals experiencing no 
injuries or very minor injuries. 

 
Each ambulance service provider within the System/Region is required to 
design and implement a procedure for discharging uninjured adults. A 
statement must be included within the service policy stating that the highest 
level of care available will be dispatched to the scene for patient evaluation. 

 
Procedure: 
A. Determine individual competency. 

 
COMPETENT ADULT 
A patient shall be considered to be competent if the patient is: 

• An adult 18 years or older or an emancipated minor and: 
• Conscious and of sound mind. The person must be able to 

understand the nature and severity of his/her illness or condition, 
the potential consequences of treatment or the withholding of 
treatment, and the alternatives to the proposed treatment and: 

• The possible consequences or alternatives to the proposed treatment and; 
• Possesses the ability to make informed and deliberate choices 

concerning his/her course of treatment. 
 

INCOMPETENT ADULT: 
A patient shall be considered to be incompetent if the patient is: 

• Under the age of eighteen, unless the patient is emancipated or: 
• Unable to understand the nature and severity of the injury involved or: 
• Is unable to understand the possible consequences of and 

alternatives to the proposed treatment or: 
• Is unable to make informed and deliberate choices concerning the course of 

treatment or: 
• Declared to be incompetent by court order. 

 
MINORS 
Illinois law generally provides that only the parent or guardian of a person 
under the age of eighteen may consent to medical treatment for that 
minor. However, the law provided several exceptions to this general rule: 

• Medical Emergency - Emergency medical treatment may be provided 
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to a minor without parental consent when, in sole opinion of the 
physician, or hospital, obtaining such consent is not reasonably 
feasible under the circumstances without adversely affecting the 
condition of the minors health. 
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• Minors Who Are Parents 
A minor who is a parent may consent to his or her own health care even though he or she 
is under the age of eighteen. Any parent, including a parent who is a minor may consent 
to health care on behalf of his or her child. This provision applies to parents who are 
divorced or separated. 

• Emancipated. Pregnant or Married Minors 
A minor is considered emancipated who is pregnant or who is married and may lawfully 
consent to the performance of any medical or surgical procedure even though such minor 
is under age eighteen. Emancipated minors are minors between the ages of sixteen and 
eighteen who have a court order which stated the individual is legally emancipated. 

 
G. Determine if implementation of this policy is appropriate. Implement this policy only if the 

victim is competent Follow multiple victim and disaster preparedness policies for all 
competent adults. 

H. Contact medical control, advise of the existence of multiple injury incident and determine if a 
scene discharge of uninjured competent adults by the emergency department physician in 
charge of the call, is appropriate. 

I. Victims by exam or complaint are treated and transported as deemed necessary and 
appropriate by EMS personnel. Medical Control physician or at the request of the individual 

J. Medical Control, after consulting with scene personnel, will discharge the uninjured adults to 
the care of the ambulance provider who then will assume responsibility for release and 
assurance of transportation from the scene. 

K. Each uninjured adult's name must be added to the Multiple Injury Log and completed as 
indicated. 
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PREPAREDNESS TO A SYSTEM-WIDE CRISIS 
Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 09/15, 4/24 
Version: 2.0 Council Approved: 

 

Natural and technological crises may place an intense demand for EMS and emergency 
department resources on one or more of the EMS Systems in Illinois. The potential exists 
for these crises to occur or evolve without adequate warning or notification. Such crises 
may include a heat emergency, communicable disease or influenza epidemic, or terrorist 
act involving a nuclear, chemical or biological agent, which could overload Anderson 
Hospital emergency department resources. 

 
As a result, EMS and emergency department personnel must be cognizant of evolving 
trends or the influx of patients with similar signs and symptoms. Recognition of an 
impending or active system-wide crisis will prepare participating hospitals and local 
ambulance providers to handle any type of situation. 

 
The following outlines demonstrate how and when recognition or notification may occur: 

 
1. Recognition 

a. Dispatch centers answering 911 calls and/or ED personnel answering radio calls 
may be made aware of a system-wide crisis by communication from the local 
ambulance provider, or by noting an increasing number of emergency departments 
requesting ambulance diversion. The ED personnel should report these occurrences 
to the attending emergency doctor or charge nurse. 

b. When a participating hospital sees rapid or developing increases of patients with 
similar symptoms, the attending emergency doctor or the charge nurse should 
contact their Resource Hospital and apprise them of the situation. 

c. When ambulance providers or their personnel notice that they have an increase 
of runs with patients complaining of similar signs and symptoms, they should 
report this information to their Resource Hospital. 

d. Public Health personnel may notice an influx of patients with similar symptoms 
to area emergency departments. 

 
2. Notification of Personnel 

a. The Resource Hospital shall document any calls they receive from their 
participating hospitals or ambulance providers, identifying that they are seeing 
numerous patients complaining of similar types of symptoms. The Resource 
Hospital should note the time the call is received and seek a detailed account of 
the situation. 

b. If the Resource Hospital receives calls from two participating hospitals, or has 
reason to suspect a potential system-wide crisis, staff will page the EMS 
Coordinator or EMS Medical Director to inform them of the situation. The EMS 
Coordinator or EMS Medical Director will contact the local ambulance providers to 
see if they are noticing an increase in patients with similar types of symptoms. 

c. The EMS Coordinator or EMS Medical Director may also contact the Illinois 
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Poison Control Center (1-800-222-1222) to determine if they are receiving 
additional calls, for similar type symptoms 

d. The EMS Coordinator may notify the jurisdictional heath department, IDPH and 
IEMA. 

 
3. Plan of Action 

a. Once notified by the Illinois Department of Public Health that there may be a 
potential for increased utilization of resources, the EMS Coordinator will contact 
the participating hospitals and local ambulance providers within the System, to 
inform them of the crisis. The EMS Coordinator will request that each 
participating hospital take steps to avoid ambulance diversion and alert them to the 
possible need to mobilize additional staff and resource or to activate their internal 
disaster plans. 

b. The monitoring of transport and ambulance response times requires 
frequent communication and close coordination between EMS personnel 
at the Resource Hospitals, dispatch and the local fire departments. 

c. During an impending or actual system-wide crisis, the local municipality may 
request mutual aid, through pre-existing agreements, from the surrounding 
areas. 

 
4. All Clear 

a. The Incident Commander, or his designee, will contact the Resource Hospital 
when the response to the crisis appears to be over. 
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Normal Operations and Regional Disaster Response, 
EMAC/NAC Disaster Response 

Anderson EMS System Approved: Dr. Andrew Russell 
Author: System MD Approved: 4/24 
Version: 1.0 Council Approved: 

 
1. Normal Operations Response and In-Region Disaster Response 

a. EMS Providers are responsible for rendering emergency care in their 
response area as indicated on the provider's response map on file with the 
Department. 

b. EMS Providers will not respond to a call outside their response area: 
i. If the caller specifically requests an emergency response from a 

provider outside of their response area, the requested agency will call 
the provider responsible for that response area and notify them of the 
situation. 

c. EMS Providers may respond to an area outside of their response area on if 
requested by the provider responsible for that area. 

i. Situations include disaster situations/mass casualty incidents, mutual 
aid requests, and/or emergencies on the borders of a response area. 

d. Complaints regarding non-compliance of system providers shall be directed 
to the EMS Coordinator of the Resource Hospital. 

i. Providers that do not comply with these protocols will be reported to 
the Regional EMS Coordinator and/or Department. 

e. If a provider is returning to their response area after call and presents upon 
an emergency situation, the provider may stop and render assistance at the 
scene at the level of their training. 

i. The scene provider will turn over care of the patient to the provider 
responsible for the area. 

ii. If the area provider is a lower level of care: 
1. The higher level of care responders may assist transport of 

the patient as outlined in the "ALS Assist Guidelines for BLS 
Units” policy. 

2. Out of State EMAC/NAC Disaster Response 
Emergency Management Assistance Compact (EMAC) is a national interstate 
mutual aid agreement that enables states to share resources during times of disaster. 

a. Before deploying on a national interstate mutual aid agreement response, 
EMS Providers MUST obtain approval from the EMS Medical Director and 
IDPH before execution of the deployment can take place. 

i. Notification must include a completed IDPH System Modification 
form. 

ii. When System Modification form has been approved by the EMS 
MD and IDPH, the vehicles and personnel may deploy. 
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b. EMS Provider MUST obtain approval from the EMS Medical Director and 
IDPH before the deployed vehicles can return to service within the normal 
response area. 

i. Notification must include a completed IDPH System Modification 
form. 

ii. The EMS System and/or IDPH may request an inspection be 
completed on the deployed vehicle before it can return to service. 

iii. When System Modification form has been approved by EMS MD, 
IDPH, and inspections are complete, the vehicle may return to 
service. 
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HIGH PEAK CENSUS PLAN 
Anderson Hospital EMS System Approved:  Dr. Andrew Russell 
Author:  System MD Approved:  02/25 
Version:  2.0 Council Approved:  

 
PURPOSE:  To establish on overall management plan for Anderson Hospital resources in order 
to provide appropriate and consistent management of inpatient access when medical and health 
needs exceed the existing resources. 
 
POLICY:  Anderson Hospital will monitor census, patient acuity, and staffing levels, and make 
operational adjustments to ensure safe, quality patient care.  Each day a Huddle Group document 
is created to identify census and potential challenges with bed management and/or staffing. 
 
High census/surge alert is defined as census above planned, staffing insufficient to meet the 
needs of patient numbers and acuity, an unexpected influx of patients, resource limitations, or 
any combination of these events.  A high census/surge alert is initiated to manage services 
proactively to continue to serve the community while maximizing use of resources.  Any patient 
care staff may request a surge alert.  The Emergency Department has a designed response to an 
influx of patients.   
 
The Chief Nursing Officer or designee is notified if there is a surge in census or a surge of 
patients presenting for treatment.  Only the Chief Nursing Officer or designee can activate higher 
levels of the High Peak Census Plan.  Upon activation of Level III or higher, notification of High  
Census/surge alert may be pushed out to all appropriate staff. A blast e-mail may be used to relay 
details of a planning meeting. 
 
Guidelines/Procedure: 
The High Peak Census Plan is implemented in tiers and involves a bed management component 
and a staffing component. The tiers are generalized guidelines and all criteria may not be met to 
be in any higher tier: 
 
1. LEVEL I – Stressed, Inpatient census is 90% of staffed beds, patient acuity is higher 

than planned, resource limitations, or staffing insufficient to meeting patient needs. 
Historical daily admissions are higher than planned discharges, multiple planned surgical 
admissions. ER patients boarding for 4 hours. 

Action Items: 
• Charge nurses work on identifying patients on Telemetry that can be potentially 

removed and give list to hospitalist. 
• Hospitalist program notified to work on discharge rounding and patients on 

telemetry 
• Ancillary departments prioritize testing for pending and confirmed discharges 
• Environmental Services (EVS) assigns all staff to turn over discharge rooms 
• Consider OB census and staffing for resources 
• Consider Community Hospital of Staunton as alternative bed placement location 
• Consider wait list for direct admission request from outside admitters. 
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2. Level II – Critical, Inpatient census is 95% of staffed beds, patient acuity is higher than 

planned, resource limitations, or staffing insufficient to meeting patient needs. Historical 
daily admissions are higher than planned discharges, multiple planned surgical admissions. 
ER patients boarding for 4 hours. 

Action Items: 
• Charge nurses work on identifying patients on telemetry that can be potentially 

removed and give list to hospitalist. 
• Hospitalist program notified to increase staffing, work on discharge rounding and 

patients on telemetry. 
• Ancillary departments prioritize testing for pending and confirmed discharges 
• EVS assigns all staff to turn over discharge rooms 
• Staff from Ancillary units (Surgical services, Education, Home Health, Wound 

care, Infection Control, etc.) are assigned to supplement staffing needs on 
inpatient units and help 

• Bed Huddles may be increased to twice a day 
• Unnecessary meetings cancelled to help support clinical staff 
• Consider OB census and staffing for resources 
• Consider Community Hospital of Staunton as alternative bed placement location 
• Consider wait list for direct admission request from outside admitters. 
• EM Resources updated to reflect status 
• Other actions as deemed necessary 

 
3. LEVEL III – High Peak Census, Inpatient census is 99% of staffed beds, patient acuity is 

higher than planned, resource limitations, or staffing insufficient to meeting patient needs. 
Historical daily admissions are higher than planned discharges, multiple planned surgical 
admissions. ER patients boarding multiple patients for any number of hours. 

Action Items: 

• Charge nurses work on identifying patients on telemetry that can be potentially 

removed and give list to hospitalist. 
• Hospitalist program notified to increase staffing, work on discharge rounding and 

patients on telemetry. 
• Surgical and Cath Lab procedures that need planned inpatient beds are postponed or 

other arrangements are made to house postoperative stay in the PACU 
• Ancillary departments prioritize testing for pending and confirmed discharges 
• EVS assigns all staff to turn over discharge rooms 
• Staff from Ancillary units (Surgical services, Education, Home Health, Wound care, 

Infection Control, etc.) are assigned to supplement staffing needs on inpatient units 
and help 

• Bed Huddles may be increased to twice a day 
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• Unnecessary meetings cancelled to help support clinical staff 
• Consider OB census and staffing for resources 
• Consider Community Hospital of Staunton as alternative bed placement location 
• Consider wait list for direct admission request from outside admitters. 
• If no patient movement identified consider use of Chain of Command Policy 
• Other actions as deemed necessary 

 
4. In the event that the hospital is at or beyond capacity, the Regional Hospital Coordination 

Center (RHCC) may be contacted for potential assistance. 
5. If all criteria are met, consider hospital Bypass/Diversion and Limitations of Services 

policy. Bypass/Diversion should be the last intervention and will be determined by the Chief 
Nursing Officer. 

a. An After-Action Report – Improvement Plan should be developed. Staff involved in 
the response will be encouraged to share their observations of strength, weakness, 
opportunities for improvement and threats. 

b. In the event of a crisis (i.e. pandemic, disaster), all nursing staff will be considered for 
adjunct roles in accordance with established emergency response plan. 
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BYPASS OR RESOURCE LIMITATION STATUS REVIEW 
Anderson Hospital EMS System Approved:  Dr. Andrew Russell 
Author:  System MD Approved:  02/23. 7/25 
Version:  2.0 Council Approved:  

 

Policy Statement: 
To establish on overall management plan for Anderson Hospital system resources 

to provide appropriate and consistent management of inpatient access when 
medical and health needs exceed the existing resources. 

Anderson Hospital and system hospitals will monitor census, patient acuity, and 
staffing levels, and make operational adjustments to ensure safe, quality 
patient care. 

Anderson Hospital has developed a High Peak Census Plan to manage resource 
limitations. 

 
1. Guidelines: 

a. The Emergency Department will input hospital bed availability 
and resource limitations into the Illinois Department of Public 
Health (IDPH) EMResource module. This will be done daily 
and upon request from the IDPH for additional information 
and frequency of data entry. 

b. Department Directors will keep administration alerted to 
conditions that pose an actual or potential shortage of available 
resources. These include, but are not limited, to the following 
situations: 

i. Periods of high patient census, especially in the critical 
care areas. 

ii. Non-availability of critical equipment, such as 
monitors or CT. 

iii. Insufficient staff to manage critical patients or 
emergency admissions. 

c. Administration will communicate with other area hospitals and 
maintain an updated list of available resources in the 
community. 

d. The ER and Medical staff will be kept informed regarding bed 
status and/or availability. 

e. A critical care bed or plan for immediate access to one must be 
mandatory at all times. The Director of Critical Care Services 
will collaborate with physicians to accommodate transfers and 
admissions. The Medical Director of the ICU will be consulted 
if a problem occurs. Critical care beds may be maintained 
outside the ICU only when the same standard of care is 
maintained (competent staff and equipment). 
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f. When necessary, as determined and authorized by the Chief 
Nursing Officer or designee, alternate care areas may be 
utilized for patient critical and/or intermediate care areas. 

g. Staffing is continually assessed. Additional staff may be 
requested from RN Manpower pool. Overtime will be 
approved as necessary. 

h. If attending staff physicians are on staff at other hospitals, they 
may be requested to utilize those options for elective 
admissions. 

i. When absolutely necessary, cancellation of elective surgeries 
may be considered. This decision must be made by the Chief 
of Surgery, Director of Surgical Services, Anesthesia, and 
Hospital Administration. 

j. EMS System transport providers and regional Resource 
Hospitals will be made aware when we are on Peak Census 
status. 

2. EMS/ED RESPONSIBILITIES: 
a. The Administrator/Designee, Medical Director of 

E.D./Designee, EMS Medical Director/Designee will jointly 
decide if the resource limitations affect the Hospital’s ability to 
provide optimum care. 

b. The Hospital may request temporary bypass of EMS patients. 
The Administrator/Designee will determine the patient care 
problems the hospital is unable to temporarily manage and the 
length of time it is anticipated bypass of patients will be 
necessary and communicate that information to area EMS 
agencies. 

c. The ED & EMS Medical Director/Designee will decide, based 
upon the EMS provider’s report, if the benefits to the patient 
reasonably expected from the provision of medical treatment at 
another or more distant facility outweigh the increased risks to 
the patient. 
i. Exceptions - Patients may not be diverted in the 

following circumstances: 
1. Full cardiopulmonary arrest 
2. STEMI – ST Elevation Myocardial Infarction 
3. Three or more hospitals in a geographic area are on 

bypass and transport time by an ambulance to the 
nearest facility exceeds 15 minutes. 

4. A disaster situation has been called in the region. 
d. As a resource Hospital, Anderson Hospital will keep records of 

all bypass requests from its system with an evaluation of 
occurrence and problems identified. These findings will be 
utilized to evaluate and improve patient care, decrease 
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mortality and morbidity, and provide ongoing information to 
IDPH. 

e. When normal operations are resumed, the 
Administrator/Designee will notify EMS agencies and area 
hospitals. 

3. Guidelines (IDPH): 
a. The Illinois Department of Public Health (Department) shall 

investigate the circumstances that caused a hospital in an EMS 
System to go on bypass status to determine whether that 
hospital's decision to go on bypass status was reasonable. 
(Section 3.20(c) of the Act)  

b. The hospital shall notify the Illinois Department of Public 
Health, Division of Emergency Medical Services, of any 
bypass/resource limitation decision, at both the time of its 
initiation and the time of its termination, through status change 
updates entered into the Illinois EMResource application, 
accessed at https://emresource.juvare.com/login. The hospital 
shall document any inability to access EMResource by 
contacting IDPH Division of EMS during normal business 
hours. 

c. In determining whether a hospital's decision to go on 
bypass/resource limitation status was reasonable, the 
Department shall consider the following:  
i. The number of critical or monitored beds available in 

the hospital at the time that the decision to go on bypass 
status was made;  

ii. Whether an internal disaster, including, but not limited 
to, a power failure, had occurred in the hospital at the 
time that the decision to go on bypass status was made;  

iii. The number of staff after attempts have been made to 
call in additional staff, in accordance with facility 
policy; and 

iv. The approved hospital protocols for peak census, surge, 
and bypass and diversion at the time that the decision to 
go on bypass status was made, provided that the 
Protocols include subsections (c)(1), (2) and (3). 

v. Bypass status may not be honored or deemed reasonable 
if three or more hospitals in a geographic area are on 
bypass status and/or transport time by an ambulance to 
the nearest facility is identified in the regional bypass 
plan to exceed 15 minutes. 

d. Hospital diversion should be based on a significant resource 
limitation and may be categorized as a System of Care 
(STEMI or Stroke), or other EMS transports. The decision to 

https://emresource.juvare.com/login
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go on bypass (or resource limitation) status shall be based on 
meeting the following two criteria, and compliance with 
subsection (c)(3). 
i. Lack of an essential resource for a given type or class of 

patient (i.e. Stroke, STEMI, etc.) Examples include, but 
are not limited to: 

1. No available or monitored beds within traditional 
patient care and surge patient care areas with 
appropriate monitoring for patient needs; 

2. Unavailability of trained staff appropriate for 
patient needs; and/or 

3. No available essential diagnostic and/or 
intervention equipment or facilities essential for 
patient needs. 

ii. All reasonable efforts to resolve the essential resource 
limitations have been exhausted including, but not 
limited to: 

1. Consideration for using appropriately monitored 
beds in other areas of the hospital; 

2. Limitation or cancellation of elective patient 
procedures and admissions to make available 
surge patient care space and redeploy clinical 
staff to surge patients;  

3. Actual and substantial efforts to call in 
appropriately trained off duty staff; and 

4. Urgent and priority efforts have been undertaken 
to restore existing diagnostic and/or 
interventional equipment or backup equipment 
and/or facilities to availability, including but not 
limited to seeking emergency repair from outside 
vendors if in house capability is not rapidly 
available. 

iii. Anderson Hospital will do constant monitoring to 
determine when the bypass condition can be lifted. Such 
monitoring and decision making shall include clinical 
and administrative personnel with adequate hospital 
authority. Efforts to resolve issues in subsection (d)(1) 
using all available resource under subsection (d)(2) to 
come off bypass as soon as such patients can be safely 
accommodated.  

e. During a declared local or state disaster, hospitals may only go 
on bypass status if they have received prior approval from 
IDPH. Hospitals must complete or submit the following prior 
to seeking approval from IDPH for bypass status:  
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i. EMResource must reflect current bed status; 
ii. Peak census policy must have been implemented 3 

hours prior to the request of bypass;  
iii. Hospital and staff surge plans must be implemented; 
iv. The following hospital information shall be provided to 

IDPH: 
1. Number of hours for in-patient holds waiting for 

bed assignment; 
2. Longest number of hours wait time in emergency 

department;  
3. Number of patients in waiting area waiting to be 

seen;  
4. In-house open beds that are not able to be staffed; 
5. Percent of beds occupied by in-patient holds; 
6. Number of potential in-patient discharges; and 
7. Number of open ICU beds. 

v. The IDPH Regional EMS Coordinator will review the 
above information along with hospital status in the 
region and determine whether to approve bypass for 2 
hours, 4 hours, or an appropriate length of time as 
determined by the DPH Regional EMS Coordinator, or 
to deny the bypass request. A bypass request may be 
extended based on continued assessment of the 
situation, including status of surrounding hospitals, with 
the DPH Regional EMS Coordinator and 
communication with the requesting hospital. A hospital 
may be denied bypass based on regional status or told to 
come off bypass if an additional hospital in the 
geographic area requests bypass. The Illinois 
Department of Health (Department) may impose 
sanctions, as set forth in Section 3.140 of the Act, upon 
a Department determination that the hospital 
unreasonably went on bypass status in violation of the 
Act. (Section 3.20(c) of the Act) 
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	a. Pediatric-Specific Equipment: Equipment designated for use in the treatment of pediatric patients (age 0–18 years), including but not limited to pediatric airway adjuncts, Broselow tape, pediatric immobilization devices, pediatric medication dosing...
	b. Recertification Period: The two-year cycle required for maintaining state and/or national EMS licensure, as defined by the National Registry of Emergency Medical Technicians (NREMT) or state regulatory authority.
	c. Competency Demonstration: A supervised, hands-on evaluation of an EMS provider’s ability to correctly use pediatric-specific equipment in accordance with Anderson EMS System protocols and manufacturer guidelines.
	2. Policy
	a. Requirement for Competency Demonstration
	i. All licensed EMS personnel in the Anderson EMS System shall physically demonstrate the correct use of defined pediatric-specific equipment at least once per recertification period.
	3. Equipment List
	a. The Anderson EMS System Medical Director shall maintain and annually review a list of pediatric-specific equipment requiring competency demonstration.
	4. Demonstration Process
	a. Competency demonstrations shall be conducted by a designated EMS Field Training Officer or Medical Director-approved instructor.
	b. Demonstrations shall include:
	i. Correct setup and application of each piece of equipment.
	ii. Adherence to Anderson EMS System pediatric protocols.
	iii. Proper documentation of equipment use in patient care reports.
	c. Personnel must achieve a passing score of 100% on the competency checklist, with remediation provided for any deficiencies.
	5. Scheduling
	a. Competency demonstrations shall be integrated into the recertification process and scheduled during continuing education sessions, annual skills verifications, or dedicated training days.
	b. Personnel are responsible for ensuring completion prior to submitting recertification documentation.
	6. Documentation
	a. Successful completion of the competency demonstration shall be documented in the personnel’s training record, including the date, equipment evaluated, and instructor’s signature.
	b. Documentation must be submitted to the Anderson EMS System Training Coordinator for inclusion in the recertification packet.
	7. Non-Compliance
	a. Failure to complete the required competency demonstration by the end of the recertification period will result in:
	i. Suspension from patient care duties until compliance is achieved.
	ii. Notification to the state licensing authority and/or NREMT, as applicable.
	b. Repeated non-compliance may result in further disciplinary action, up to and including termination.
	8. Training and Support
	a. The Anderson EMS System shall provide annual training opportunities, including hands-on practice sessions, to support personnel in maintaining proficiency.
	b. Personnel may request additional training or clarification on equipment use from the EMS Training Coordinator.
	9. Responsibilities
	a. EMS Personnel: Complete the required competency demonstration within the recertification period and maintain familiarity with pediatric-specific equipment.
	b. EMS Training Officers: Conduct and document competency demonstrations, provide remediation, and report compliance to the Training Coordinator.
	c. Training Coordinator: Track compliance, maintain records, and report non-compliance to the Medical Director.
	d. Medical Director: Oversee policy implementation, approve the equipment list, and ensure alignment with clinical standards.

	Section III:
	Personnel & Vehicles
	Scope
	Policy
	Requirements for Provisional Licensure

	Requirements for EMR and EMT-B Courses within the Anderson Hospital EMS System
	1. Entrance Requirements
	a. Register with the sponsor agency or Southwestern Illinois College (SWIC).
	b. Provide current CPR for Healthcare Provider certification.
	c. Submit documentation confirming that a Basic Life Support (BLS) or higher EMS System vehicle provider is willing and available to accommodate the field internship needs of the student prior to acceptance into the program.
	2. Attendance Requirements
	a. EMR: No more than 8 hours of absence. Minimum attendance of 52 hours of didactic education.
	b. EMT-B: No more than 10 hours of absence. Minimum attendance of 125 hours of didactic education plus 25 hours of clinical experience, including hospital or alternate health care facility and field internship experience with minimum patient care cont...
	3. EMR Grade Breakdown
	a. Test Average: 50%
	b. Final Practical: 25%
	c. Final Written: 25%
	4. EMT-B Grade Breakdown
	a. Assignments: 10%
	b. Quizzes: 10%
	c. Test Average: 25%
	d. Final Practical Exam: 30%
	e. Final Written Exam: 25%
	5. Grading Scale

	Requirements for Hosting an EMR or EMT-B Training Course
	1. Application for Pre-Approval
	a. Submit the “Training Program Application Form” (Site Code) to the Anderson Hospital EMS System Coordinator for approval and signature at least 60 days before the first scheduled class. The EMS System Coordinator will forward to IDPH. The applicatio...
	i. Name of the applicant, agency, and address.
	ii. Lead Instructor’s name, license number, address, and contact information including email address.
	iii. Name and signature of the EMS MD and EMS System Coordinator.
	iv. Type of education program (EMR or EMT-B).
	v. Dates, times, and location of the education program, including course schedule.
	vi. Goals, objectives, and course outline.
	vii. Methods, materials, and textbooks.
	viii. Content and time consistent with national EMS education standards and IDPH-required curricula.
	ix. Description of clinical and field requirements.
	x. Description of evaluation tools (student, clinical units, faculty, and program).
	xi. Requirements for successful completion.
	b. For initial or revised programs, submit all curriculum-related educational documents. For previously approved programs without changes, submit only the course schedule and syllabus.
	c. The EMS MD shall attest that the program will be conducted according to national EMS education standards and IDPH modifications.
	d. No course shall begin until IDPH issues formal written pre-approval in the form of a numeric site code.
	2. Submission of Attendance Roster
	a. Submit an “Attendance Roster” to the EMS System Coordinator within 10 days after the first class.
	3. Post-Course Submission
	a. Within 10 days of course completion, submit to the EMS System Coordinator for review and advancement to IDPH for licensure:
	i. Course completion roster, including didactic and clinical requirements.
	ii. Completed Child Support form.
	iii. Completed electronic transaction form as provided by IDPH.
	iv. Submit an “Attendance Roster” including final grades (minimum passing grade of 80%) within 10 days after the last class.
	4. Certificates
	a. Provide each student who successfully completes and passes the course a “Certificate of Attendance” with the IDPH site code.
	5. Program Oversight
	a. The EMS MD and EMS System Coordinator, in cooperation with the educational institution, shall oversee, ensure quality assurance, and measure outcomes for the EMT education program.
	b. The Lead Instructor shall ensure that all materials presented conform to IDPH and EMS System curriculum requirements. Methods or interventions not approved by both shall not be taught.
	c. All Lead Instructors shall be approved by the EMS MD.
	d. Any change in the EMS MD, EMS System Coordinator, Lead Instructor, or minimum approved program shall require an amendment filed with IDPH by the EMS System.
	6. Record Retention
	a. Maintain class and student records for seven years.
	Note

	Scope
	Policy
	Requirements for Provisional Licensure

	1. Ambulance Assistance Vehicle
	a. Ambulance assistance vehicles are dispatched simultaneously with an ambulance to assist with patient care prior to the ambulance's arrival. These vehicles include fire engines, trucks, squad cars, or chief's cars equipped with the staff and equipme...
	i. Advanced Ambulance Assistance Vehicles: Staffed with a minimum of one Paramedic, Pre-Hospital Registered Nurse (PHRN), or physician, and equipped with all required equipment as specified in Section c.
	ii. Intermediate Ambulance Assistance Vehicles: Staffed with a minimum of one Emergency Medical Technician (EMT), EMT-Intermediate (EMT-I), Advanced EMT (A-EMT), Paramedic, PHRN, or physician, and equipped with all required equipment as specified in S...
	iii. Basic Ambulance Assistance Vehicles: Staffed with a minimum of one EMT, EMT-I, A-EMT, Paramedic, PHRN, or physician, and equipped with all required equipment as specified in Section c.
	iv. First Responder Assistance Vehicles: Staffed with a minimum of one Emergency Medical Responder (EMR), EMT, EMT-I, A-EMT, Paramedic, PHRN, or physician, and equipped with all required equipment as specified in Section c.
	2. Non-Transport Vehicles
	a. Non-transport vehicles are dispatched prior to a transporting ambulance. These vehicles include ambulances and fire engines equipped with the staff and equipment required by this policy. The vehicle service provider shall identify these vehicles in...
	i. Advanced Life Support (ALS) Non-Transport Vehicles: Staffed with a minimum of one System-authorized Paramedic or PHRN and one additional System-authorized A-EMT, EMT-I, EMT, or physician, and equipped with all required equipment as specified in Sec...
	ii. Intermediate Life Support (ILS) Non-Transport Vehicles: Staffed with a minimum of one System-authorized A-EMT, EMT-I, Paramedic, or PHRN and one additional System-authorized EMT, A-EMT, EMT-I, Paramedic, PHRN, or physician, and equipped with all r...
	iii. Basic Life Support (BLS) Non-Transport Vehicles: Staffed with two System-authorized EMTs, A-EMTs, EMT-Is, Paramedics, or physicians on all responses, and equipped with all required equipment as specified in Section c.
	3. Equipment Requirements
	a. Each alternate response vehicle shall meet the following equipment requirements, as verified by the Department through inspection:
	i. Full portable oxygen cylinder, with a capacity of not less than 350 liters
	ii. Dial flowmeter/regulator for 15 liters per minute
	iii. Delivery tubes
	iv. Adult, child, and infant masks
	v. Adult squeeze bag and valve, with adult and child masks
	vi. Child squeeze bag and valve, with child, infant, and newborn size masks
	vii. Airways, oropharyngeal – adult, child, and infant (sizes 00-5)
	viii. Airways, nasopharyngeal with lubrication (sizes 12-30F)
	ix. Manually operated suction device
	x. Triangular bandages or slings
	xi. Roller bandages, self-adhering (4" by 5 yards)
	xii. Trauma dressings
	xiii. Sterile gauze pads (4" by 4")
	xiv. Vaseline gauze (3" by 8") or vented chest seal
	xv. Bandage shears
	xvi. Adhesive tape rolls
	xvii. Blanket
	xviii. Long backboard
	xix. Cervical collars – adult, child, and infant
	xx. Extremity splints – adult/child, long/short
	xxi. Adult/child/infant blood pressure cuffs and gauge
	xxii. Stethoscope
	xxiii. Burn sheet, individually wrapped
	xxiv. Sterile saline or water solution (1,000 ml), plastic bottles or bags
	xxv. Obstetrical kit, sterile − minimum one, pre-packaged with the following minimal supplies:  sterile towels, scissors or retractable blade/scalpel, two umbilical cord clamps, maternal pads, placenta bag, pair of gloves, mask with eye protection, dr...
	xxvi. Thermal absorbent blanket and head cover, aluminum foil roll, or appropriate heat-reflective material – minimum one
	xxvii. Cold packs
	xxviii. EMS run reports
	xxix. Nonporous disposable gloves
	xxx. Eye/nose/mouth protection or face shields
	xxxi. Flashlight
	xxxii. Equipment to allow reliable communications with hospital
	xxxiii. ILS/ALS System-approved equipment:
	1. Medication box
	2. Airway equipment, including laryngoscope and assorted blades
	3. Monitor/defibrillator, equipped with pediatric size defibrillation pads or paddles or an advanced AED unit with 3 lead capability, defibrillation override, and a cardiac rhythm display.
	xxxiv. Opioid antagonist, including, but not limited to, Naloxone, with administration equipment appropriate for the licensed level of care
	xxxv. Automated external defibrillator (AED) with pediatric capabilities
	4. Registration of Non-Transport Agencies
	a. Each non-transport provider shall complete and submit to the Department either the EMS non-transport provider application or EMS non-transport application for an existing transport provider, available on the Department's website: http://dph.illinoi...
	5. Inspection of Non-Transport EMS Providers
	a. The Department will schedule initial inspections. Thereafter, non-transport ambulance assistance providers shall perform annual self-inspections using forms provided by the Department and submit the completed forms to the EMS System for submission ...
	6. Issuance and Renewal of License
	a. Upon payment of the appropriate fee, qualifying non-transport providers shall be issued a provider license listing a number for each approved level of care. Licenses will not be issued for individual non-transport vehicles. Providers shall notify t...
	1. Definition of Critical Care Transport
	2. Advanced Care Transports are defined in Region 4 as three levels of care.
	3. Critical Care personnel licensure
	4. Qualification Requirements for Tier II and Tier III
	5. Certifications required for all Tiers of transport:
	6. Initial Requirements for Critical Care Transport Functions: Tier II and Tier III
	7. Criteria to Maintain Critical Care Status
	8. Vehicle Standards
	9. Treatment and Transport Protocols that address the following:
	10. Critical Care Transport Paramedics and Nurses
	11. Tier II/III Transports:
	12. Minimum Staffing Tier II (2 person minimum crew - Ambulance). Tier II is determined as having no more than 2 items listed in section K.
	13. Minimum Staffing Tier III (3 person minimum crew - Ambulance). Tier III is determined as having 3 or more items listed in section K.
	14. Education, Certification and Experience
	15. Quality Assurance Program
	A copy of the Patient Care Report will be submitted to the EMS Office within 24 hours of a call.


	Section IV:
	EMS Response

	Section V:
	On Scene

	Section VI:
	Scene Safety

	Section VII:
	Crime Scenes
	Do Not Release Personal Effects/Clothing To Anyone, Unless Authorized To Do So By The Coroner.
	Important Numbers:
	a. HOTLINE: 1-800-25-ABUSE
	a. ELDER ABUSE/NEGLECT HOTLINE: 1-866-800-1409


	Section VIII:
	Patient Consent
	APPLICABILITY OF OG’S/WHO IS A PATIENT?
	Who may refuse care:
	Refusal Procedure:



	Section IX:
	Death On Scene
	MEDICAL INTERVENTIONS
	Do Not Release Personal Effects/Clothing To Anyone, Unless Authorized To Do So By The Coroner.
	Important Numbers:



	Section X:
	Patient Transport and Destination
	>25 minutes from Trauma Center, transport to nearest participating trauma hospital.


	Section XI:
	Documentation & CQI
	PROCESS


	Section XII:
	Miscellaneous

	Section XIV:
	Disaster Response
	Procedure:
	Procedure:



