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Introduction to the Indiana Trauma System

Indiana became the 19th State of the UnitateSton December 11, 1816, and is
nicknamed the Hoosier State, with the capital ledamn Indianapolis. The 2007
estimated population was 6,345,289. On the 20068useform, 98.8% of the population
reported only one race, with 8.4% reporting beirigcAn-American; 3.5% are Hispanic
(of any race). The average household size is 2850ps compared to an average family
size of 3.05 person#\ccording to the U.S. Census Bureau, Indiana rawksber one in
the nation in percentage of workers (19.8%) whokwomanufacturing, followed by
Wisconsin (19.4%). Jobs in management, businefsancial occupations are not as
prevalent and Indiana ranks"%#n the nation. Service jobs make up 15.7% of the
workers in Indiana and Indiana ranks"36 the nation. The average woman makes
$31,158 per year and the average man makes $43Btitf.figures are below the
national average of $34,278 and $44,255 respegtival 55.8% of Indiana households,
both parents work outside the home; nationwids #3.4%. Indiana ranks 24n the
nation for the percentage of households earningwbtie poverty level (12.3%). The
median household income in Indiana is $47,448' (81he nation).

Indiana has 129 acute care hospitals with gemmy departments, as of August, 2007,
this includes two Veterans' Administration Hospgtaperated by the federal government,
one in Indianapolis and one in Fort Wayne. Thentexcludes 20 long-term care and/or
rehabilitation hospitals, as well as psychiatrisgitals. Sixteen of the 92 counties in
Indiana do not have a hospital: Newton, Bentony@laiFountain, Parke, Owen, Brown,
Union, Franklin, Ohio, Switzerland, Martin, Pikera@ford, Spencer, and Posey.
Currently, 46 of the 129 acute care hospitals ensfate are considered rural (located in
Non-Metropolitan Counties). Thirty-five Indiana sfutals are designated as Critical
Access Hospitals.

Trauma significantly impacts the lives of Hoosi€Zensider that injury — not cancer or
any disease — is the leading cause of death ftw sildzens 1 to 34 years of age. More
than 95,000 Hoosiers are hospitalized and more3@00 die from injuries each year.
The monetary cost to Hoosiers each year is astrmabmJust the subset of alcohol-
related motor vehicle crashes (only 24% of Indiaraash costs) cost the public an
estimated $2.4 billion in 1998, including $1.1 ioifl in monetary costs and almost $1.3
billion in quality of life losses. Add the remaigidof the motor vehicle crashes along
with all of the other causes of injuries, and thetdo Hoosiers is estimated to be in the
$10's of billions. The costs of these traumatjaiires can be significantly reduced
through timely and effective treatment of the irggras well as through effective injury
prevention programs ($1 spent on a child safetysamaes $32 in direct medical costs; $1
spent on bicycle helmets saves $30 in direct médasts; $1 spent on a smoke alarm
saves $69 in fire related costs & $21 in direct ita@dcosts).

Trauma refers to people who have sustained modieratvere injuries, requiring rapid
evaluation and transport to hospitals with trauesters that are best equipped to provide
the comprehensive care needed. All hospital emeggdepartments are not trauma
centers. A trauma system is an organized, coaetineffort in a geographic area that



delivers the full range of care to all injured patis. Until March 2006, Indiana was
among a handful of states with no laws or regutetigranting oversight authority for
trauma care. Proper oversight is a necessary atemhany trauma system. Public Law
155, enacted in 2006 with support from resolutioypshe Indiana State Medical
Association and the Indiana Emergency Nurses Aatoni changed that situatiorThis
legislation designated the Indiana State DepartroeHealth (ISDH) as the lead agency
for a state trauma care system with goals of privgmjuries and coordinating care for
injured patients in order to reduce death and disab

However, even prior to enactment of Public L%, there were efforts in Indiana to
develop a trauma system. In the 1990’s, thereamadadiana trauma planning effort
called the Indiana Trauma Assessment Group (ITAG) tan into obstacles because of
the inability to obtain a universal patient idemtifto be able to track patients through the
entire system of care for the examination of patiericomes. In 2001, a group of
stakeholders completed a trauma/disaster prepagsdisesessment that was published by
HRSA in 2002 as part of a national state by stasessment of trauma system and
disaster preparedness. There was a stakeholdetsgis 2002 and a SWOT analysis
was performed. 2004 was the year that the curféart egan with the ISDH working
together with a multidisciplinary, multi-hospitahulti-organization group of 50 members
interested developing a state trauma system.

The Indiana State Department of Health Trauma 8y#tdvisory Task Force,
organized in May, 2004 as a stakeholder groupcaliy needed to work on all aspects of
trauma system development and maintenance. TheFask has broad representation
from numerous organizations and individuals intiex@$n developing a statewide trauma
care system, with more than 100 people currentiglied. Issues being considered by
the Task Force include: leadership and authorityafstatewide trauma system, policies,
legislation and financing needed for such a syssystem design (based on data and
needs assessments), education of policy-makersh lpgafessionals and the public,
information management and quality of care indicgtoollaboration, and resources to
support a statewide system.

Task Force conclusions so far:
The goal of a statewide trauma system is prevemtijougies and
coordinating care of injured patients to accomptisbreased death
and disabilities due to trauma.
It is desirable for all Indiana hospitals to evetiyibe part of a
statewide trauma system, based on the level ofezmuie hospital is
able to provide.
System participation by hospitals would be voluntar
Collaboration between emergency medical servicespitals,
rehabilitation facilities and public health is nedd
A statewide trauma registry is necessary becaysevides a proven
mechanism to examine trauma patient care dataconfedential
basis.



All hospitals participating in the system must pdevdata to the state
trauma registry.

There should be a legislatively identifiable andtainable source of
financing.

Widespread education is needed to inform nomseconstituencies (legislators,
hospitals, and the public) about a statewide trasyséem and that trauma is an
important public health and health care delivespésbecause of its major impact on the
lives and health of Hoosiers.

The trauma registrywww.indianatrauma.oigs the foundation component of the
trauma system, providing the ability to monitor Hystem for efficiency and
effectiveness, inclusive of local level use for noyed patient care and outcomes. The
Indiana Trauma Registry was implemented in 200%) wiitial participation by the seven
hospitals in Indiana that are verified as Levet Level Il trauma centers by the
American College of Surgeons Committee on Traum@3ACOT): Deaconess and St.
Mary’s hospitals in Evansville, both Level II; Pargw Hospital in Fort Wayne, Level II;
Clarian Methodist Hospital, Riley Hospital for Cihién, and Wishard Memorial Hospital
in Indianapolis, all Level I; and Memorial HospitalSouth Bend, Level .

Several other Indiana hospitals have volunteergzhtticipate in the initial phase of the
registry. In 2008, fifteen critical access hositadrticipated in a pilot project with the
state trauma registry. They entered data on ihjeired patients that were transferred to
a higher level of care for the two-month periodlohe and July, 2008. They are
continuing to provide feedback regarding the usthefregistry. So far, the feedback has
been positive and good suggestions have been roadegdrovements to the transfer
record form that they use. The vendor that wasehdor the registry is ImageTrend
from Minneapolis. ImageTrend has conducted t@sensure the compatibility of the
program with the data from the Firehouse reporsiofware that is being used by EMS
and paramedics; linkage with the Firehouse systéhoecur when Indiana’s Firehouse
upgrades are completed in 2009.

Some states with trauma systems have a rguwiegess to designate hospitals
according to the level of care that can be providedjured patients — ranging from
emergency department evaluation and stabiliza@maller hospitals to the most
comprehensive levels of care provided in hospitatdfied by the American College of
Surgeons Committee on Trauma (ACS-COT). Indiaasathe seven hospitals listed
above with Level | or Level Il trauma centers asfied through a strenuous review
process by the ACS-COT.

After two years of study, the task force recoends pursuing a consultation
agreement with the Committee on Trauma of the AcaeriCollege of Surgeons, a non-
biased, nationally-recognized organization. Theyblde charged to evaluate the
resources, legislation, trauma care delivery, trauegistries/data analysis, performance
improvement, interagency cooperation/communicatoofessional/community
education, and injury prevention and control cultseim Indiana. The trauma system



consultation team will provide knowledge and exgece from other states which will
help Indiana as trauma system development procéadsconsultation requires
intensive advance preparation, a four-day visinftbe College and the consultation
team includes professionals from surgery, emergeragicine, trauma nursing and
emergency medical services.

ISDH Trauma System Advisory Task Force Members

Name/Title Affiliation

Aaland, Mary, MD, FACS Parkview Hospital Level Il Adult and
Trauma Medical Director Pediatric Trauma Center, Fort Wayne, IN
Adams, Dawn ISDH Office of Legal Affairs

Addison, Larry, RN Indiana ENA, West Central Community
2008 President Hospital (CAH), Clinton, IN

Addison, Meredith, RN, MSN Terre Haute Regional Hospital

State and Local ENA

Amstutz, Karen, MD, MBA, FAAP | Anthem Blue Cross aBldie Shield
Indianapolis

Barley, Thomas, MD, Physician in| North Vernon, IN

County w/ no Paramedic Service
Bazier, Ray, EMT-P Terre Haute Regional Hospital
EMS Coordinator
Bensard, Denis, MD - Chief of Peyton Manning Children’s Hospital at St|

Surgery Vincent, Indianapolis, IN

Bickers, Julie, RN West Central Community Hospital (CAH)
ED Manager Clinton, IN

Bjerke, H. Scott, MD, FACS Clarian Methodist Level | Trauma Center

Medical Director, Trauma Services Indianapolis, IN
Bosley, Rod, Systems Director Union Hospital, Inc.
Safety, Risk Management & EMS| Terre Haute, IN

Boomershine, Kelly, RN Elkhart General Hospital

Trauma Coordinator Elkhart, IN

Bowman, Andrew J., RN, MSN Trauma & Emergency Cardio Care, Witham
Patient Care Coordinator Hospital, Lebanon, IN

Boyer, Bryan, MD Memorial Leighton Level Il Trauma Center
Orthopedic Surgeon South Bend, IN

Braeckel, John ISDH Hospital Preparedness

Brandt, Lisa St. Vincent Hospital,

Ortho Indianapolis

Branstetter, Karen Rush Memorial Hospital (CAH)

UR/QI Assistant Rushville, IN

Braun, Cheri, RN Parkview Hospital Level Il Adult and
Trauma Program Nurse Pediatric Trauma Center Fort Wayne, IN




Name/Title

Affiliation

Brewer, Wes, MD

King’'s Daughters’ Hospital

Emergency Dept. Madison, IN
Brinkman, Joni, RN, MSN, Community Hospital Anderson
Director, Emergency Department | Anderson, IN

Broden, John
Indiana State Senator

205 West Jefferson Blvd., Suite 605
South Bend, IN 46601

Brown, Charlie
Indiana State Representative

Third Floor Statehouse
Indianapolis, IN 46204

Browning, Mary, RN, MS
Director of Nursing

Community Health Network
Indianapolis, IN

Buttry, Jill, RN, MSN, CNS
Trauma Program Manager

Deaconess Hospital Level Il Trauma Cent
Evansville, IN

Carey, Brenda RN
Director, Emergency Services

St. Vincent Mercy Hospital
Elwood, IN

Carnes, Brian

ISDH Legislative Services

Chadd, Tammy

ISDH State Office of Rural Health

Carroll, Tamara
Trauma Registrar

Lutheran Hospital of Indiana
Fort Wayne, IN

Chard, Annette, RN, State Officer

Indiana ENA
Parkview Hospital Level Il Trauma Center

Craigin, M. Jane
Administrator

St. Vincent Hospital, Williamsport, Inc.
(CAH), Williamsport, IN

Crain, Sherrie
EMS Operations Director

Indiana Dept. of Homeland Security, EMS
Division

Daniels, Dawn, DNS, RN, PHCNS
BC, Clinical Nurse Specialist

-Riley Trauma Services, Injury Free
Coalition for Kids of Indianapolis

Dawson, Billy, EMT-P

Care Ambulance
Indianapolis, IN

Deane, Sherry
Public Affairs Specialist

AAA Hoosier Motor Club
Indianapolis, IN

Doolin, Kevin, Service Unit Mgr.
Regional Coord. Center for EMS

The Methodist Hospitals, Inc.
Gary IN

Duerden, Marc, MD
Physiatrist/Medical Director TBI

Hook Rehab. Ctr/Rehab. Assoc. of IN
Indianapolis, IN

Falimirski, Mark MD
Medical Director, SICU

Indiana University Medical Center
Indianapolis, IN

Farias, Seferino, MD
Chief of Trauma Surgery

The Methodist Hospitals, Inc.
Gary, IN

Garvey, Michael, Chief Deputy
Dir. Fire & Safety Division EMS

IN Dept. of Homeland Security

Gomez, Gerardo, MD
Trauma Medical Director

Wishard Hospital Level | Trauma Center
Indianapolis, IN

Gossett, William, RN
EMS Coordinator

Ball Memorial Hospital
Muncie, IN

Graves, Charlene, MD (retired)

Founding memberjgigadian, former

er



Name/Title

Affiliation

ISDH trauma medical dir., Indianapolis, IN

Gravett, Mike, Manager, Strategic
Partnerships with LifeLine

Lifeline
Indianapolis

Gray, Lisa, RN
Peds Trauma Coordinator

St. Mary’s Medical Center Level Il Traumé
Center, Evansville, IN

:}

Grover, Spencer, FACHE
Vice President

Indiana Hospital Association
Indianapolis, IN 46282

Gutwein, Thomas, MD
Emergency Services

Parkview Hospital Level Il Adult and
Pediatric Trauma Center Fort Wayne, IN

Hackworth, Jodi, MPH

ISDH Injury Prevention Program
Epidemiologist

Hajewski, Cherona, RN
Chief Nursing Officer

Deaconess Hospital Level Il Trauma Cent
Evansuville, IN

er

Hanni, Cary, MD, FACS
Trauma Medical Director

Deaconess Hospital Level Il Trauma Cent
Evansuville, IN

er

Hartman, Chris, MD FACEP

Indiana ACEP, St. Francis Hospital
Indianapolis, IN

Haury, Ed
Trauma Services

St. Mary’s Medical Center Level 1l Traumza
Center, Evansuville, IN

A

Hayne, Maggie, RN
ED Nursing Care Manager

Union Hospital Health Group
Terre Haute, IN 47804

Hayward, Thomas, MD
Trauma Surgeon

Wishard Hospital Level | Trauma Center
Indianapolis,

Heath, Yonna, RN, CEN
State Officer,

Indiana ENA, Kings Daughters’ Hospital
Madison, IN

Hendrickson, Kevin, RN
Outreach Trauma Coordinator

Deaconess Hospital Level Il Trauma Cent
Evansville, IN

er

Hill, Mary, RN, JD

ISDH Deputy State Health Comnidgger

Hollister, Lisa, RN
Trauma Program Manager

Parkview Hospital Level Il Adult and
Pediatric Trauma Center Fort Wayne, IN

Holt, Worthe Jr., MD, MMM
INAffiliate Board of Dir's - AHA

PHI Air Medical
Indianapolis, Indiana

Howard, Janet, RN
Trauma Clinical Nurse Specialist

Memorial Leighton Level Il Trauma Cente
South Bend, IN

=

Howard, Matthew S., RN, MSN
Emergency Dept. Mgr

Riley Hospital for Children, Level | Traum
Center, Indianapolis, IN

Ingram,Bob, MSN, RN, CEN
Director, Trauma Services

Memorial Leighton Level Il Trauma Cente
South Bend, IN

=

Jackson, Allen

ISDH IT

Jacobson, Lewis E., MD
Trauma Services

Wishard Hospital Level | Trauma Center
Vice Chair, IN ACS-COT, Indianapolis, IN

Joy, Teri, RN, BSN, CEN
Trauma Coordinator

Wishard Hospital Level | Trauma Center
Indianapolis, IN

Kahre, Keith
EMS Coordinator

St. Mary’s Medical Center Level Il Traumé
Center, Evansville, IN




Name/Title Affiliation

Kella, Betty St. Joseph Regional Medical Center
Trauma Coordinator South Bend, IN

Kelso, Don, Indiana Rural Health Association

Executive Director

Terre Haute, IN

Kornilow, Jan R., MD, FACEP
Delaware C. EMS Medical Directo

Ball Memorial Hospital
rMuncie, IN

Kresca, Paula
Trauma Registrar

Memorial Hospital South Bend
South Bend, IN

Kruger, Edward G., CPCU
Technology/Project Coordinator

Indiana Farm Bureau Insurance
Indianapolis, Indiana

Lefler, Stephanie, RN
Director of Trauma Services

St. Mary’s Medical Center Level Il Traumé
Center, Evansville, IN

LeGrand, Daniel MD
Chief Medical Officer

St. Vincent Indianapolis
Indianapolis, IN

Lohse, Willis, RN
Emergency Department

West Central Community Hospital
Clinton, IN

Lowry, Rick, RN
Trauma Program Coordinator

Chair - Indiana Trauma Network, Clarian
Methodist Hospital Level | Trauma Center

Madden, Tom, MD
Emergency Medicine

Bloomington Hospital
Indiana ACEP

Madsen, Joan, RN
Trauma Care Coordinator

Memorial Hospital South Bend
South Bend, IN

Maikranz, Monica
Trauma Services

St. Mary’s Medical Center Level Il Trauma
Center, Evansuville, IN

A

McCormack, Lawrence, Associate
Director, Gov Relations

Indiana State Medical Association
Indianapolis, IN

McCoy, Shawn, Vice President -
Operations

Deaconess Hospital Level Il Trauma Cent
Evansuville, IN

er

McGee, Michael A., MD
Emergency Medicine Department

The Methodist Hospitals, Inc.
Gary, IN

McNichols, Autumn, M.A.
Safe Kids Indiana State Coordinat

IUSOM, Automotive Safety Program
oindianapolis, IN

Meyer, Vickie, RN, MSN
Trauma Coordinator

Lutheran Hospital of Indiana
Fort Wayne, IN

Miller, Patricia
Indiana State Senator

Third Floor Statehouse
Indianapolis, IN

Millikan, William, MD
Trauma Medical Director

St. Mary’s Medical Center Level 1l Traumé
Center, Evansville, IN

i

Mitton, Jayne, Executive Director
Surgical and Trauma Services

Memorial Hospital of South Bend
South Bend, IN

Monroe, Judith, MD

ISDH State Health Commissioner

Montelauro, Nick, EMT-P
Paremedic Instructor

Trans-Care EMS Education
Terre Haute, IN

Mullis, Brian, MD

Wishard Hospital Level | Trauma Center

Chief of Orthopedic Trauma

Indianapolis, IN

10



Name/Title

Affiliation

Parsons, Ron
EMS Coordinator

Daviess Community Hospital
Washington, IN

Patel, Kayur V. MD, FACP
Chief Medical Officer

Terre Haute Regional Hospital
Terre Haute, IN

Perkins, Susan, RN

ISDH Trauma System/Injury Priéeen
Manager

Pettit, Tracie, RN

ISDH Trauma Registry Manager

Pitcock, Nancy, RN
CNO

St. John’s Health System
Anderson, IN

Poole, Debbie, RN
Executive Director, ICU

St. Mary’s Medical Center Level 1l Trauma
Center, Evansuville, IN

A

Ray, Nena, RN
Think First Program Coordinator

Clarian Health @ Methodist Hosp.
Indianapolis, IN

Reed, Donald N. Jr., MD, FACS
Trauma Medical Director

Lutheran Hospital of Indiana
Fort Wayne, IN

Reiss, Gene
Trauma Registrar

Riley Hospital for Children, Level | Traumg
Center, Indianapolis, IN

Robertson, Loren

ISDH Assistant Health Commissioner

Scherer, L.R. “Tres”, MD
Trauma Medical Director

Riley Hospital for Children, Level | Traumg
Center, Chair — IN ACS-COT & EMS-C

Shufflebarger, Charles, MD
Emergency Medicine Director

Clarian Methodist Level | Trauma Center,
Indianapolis, IN

Spence, Robert

Vermillion County Sheriff

Stein, Chuck, EMT-P
Trauma Registrar

Wishard Memorial Hospital Level | Traum
Center, Indianapolis, IN

Stevenson, Doug
Coord., Clinical Education

PHI Helicopter
Indianapolis, IN

Stidham, Dana RHC and
Emergency Preparedness Coord.

Indiana Rural Health Association
Terre Haute, IN

St. John, Wendy, RN
Assistant Trauma Nurse Coord.

Wishard Hospital Level | Trauma Center
Indianapolis, IN

Stone, Cynthia, Dr. PH, MPH,
RN, C

School of Public Health, Indiana Universit
Indianapolis, IN

Strong, Danny, EMT-P

Care Ambulance
Indianapolis, IN

Stuffle, Vicki, RN
Director, ED

Memorial Hospital
Jasper, IN

Thomas, Scott, MD, FACS
Trauma Medical Director

Memorial Leighton Level Il Trauma Cente
South Bend, IN

Turpen, Lee, CCEMT-P
Commission Member/COJ Manag

Indiana EMS CommissioAlmerican
eM edicalResponse, Evansville, IN

Vanoven, Julie, RN
Emergency Services Director

Terre Haute Regional Hospital
Terre Haute, IN

Vassy, Matt, MD, Interim Trauma

Deaconess Hospital Level Il Trauma Cent

Medical Director

er

Evansville, IN
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Name/Title Affiliation

Vaughn, Tabitha, RN Wishard Hospital Level | Trauma Center
Manager, ED Indianapolis, IN

Wasilewski, Kathi, RN Saint John’s Hospital

ER Director Anderson, IN

Welsh, David, MD
President Elect 08

Indiana State Medical Association
Batesville, IN

Wible, Gregory D.
Academic Counselor

IU School of Nursing
Indianapolis, IN

Wiggins, Sue, RN
at large member

Fremont, IN

Wyss, Thomas
Indiana State Senator

Third Floor Statehouse
Indianapolis, IN

Yates, Ann, RN, MSN, MBA
Dir. of Pt Care & Clinical Services

St. Vincent Mercy Hospital (CAH)
Elwood, IN
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Section 1: Assessment

Injury Epidemiology

Between 2002 and 2005, 14,316 people in Indiand lokeause of injuries. Of these,
9,219 were unintentional, 4,400 were intentionat] 696 were undetermined (Figure 3).
The majority of unintentional injuries were duentotor vehicle crashes followed by
poisoning (Figure 4). Thirty-five percent of thetor vehicle traffic incidents were
occupant fatalities, 9.4 percent involved motorisgs| 7.6 percent were pedestrian
fatalities, and 0.3 percent involved pedal cyclistf the intentional deaths, 1,432 were
from homicide, 40 (1%) were from legal interventiand 2,928 were from suicide
(Figure 5). Over half (56.9%) of the suicide dsadlecurred by firearms and 67.7% of
homicides occurred by firearms.

When comparing genders, male injury rates werednighan female rates. Figure 6
shows injury rates for males and compares the di8tates, the Midwest, and Indiana.
Indiana’s suicide death rate for males was highan both the United States and the
Midwest rates. Figure 7 shows injury rates for &as and the comparison between the
United States, Midwest, and Indiana. Indiana fesalad the highest rate for all injuries
and homicide as compared to both the US and Midvagss.

Based on national data, males are at increasetbriskotor vehicle crashes, falls,
drowning, and homicides. Men over the age of Grydave the highest suicide rate.
They may be less likely to ask for help puttingnthat an increased risk for depression, a
risk factor in suicide. Women are often physicaltysexually assaulted by an intimate
partner and are also often hospitalized for suieitiempts. Among older women (aged
65 years and older), there is an increased riséllig and sustaining a hip fracture, with
osteoporosis being a major contributor to this typmjury.

The census population of Indiana is almost equialiiributed by gender, with females
accounting for 50.7 percent (based on Indiana 2@@8us population at
www.census.gov Males though have higher injury death rates fieanales for all age
groups (Figure 8). During 2002-2005, males acaedifiir 68 percent of all injury deaths
and were 2.4 times as likely as females to belyatglred.

The leading cause of unintentional injury deathdoth genders during 2002-2005 was
motor vehicle traffic crashes. The motor vehictdfic crashes accounted for 44.7 % of
the deaths in males and 35.1% of the deaths inlésm®ther leading causes of
unintentional injury deaths in males included poiag (13.3%) and falls (10%). As for
females, who accounted for 32% of all injury deatitker leading causes of
unintentional injury deaths include falls (14.9%djsoning (12.2%) and suffocation
(8.7%).

Suicide was the"7leading cause of death for males during 2002-2@0&arms
accounted for 61.6% of all suicides followed byfsaétion (22.2%) and poisoning
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(11.8%). Homicide was the ¥3eading cause of death for males and firearms weee
in 74.2% of the intentional injury deaths. Suicidas the 18 leading cause of death for
females during 2002-2005. Poisoning accounted1d2% of all intentional injury
deaths followed by firearms (25.8%) and suffoca{ibé.8%).

The distribution of the leading causes of injuriated deaths varied by age groups.
Injury rates of death were highest among the 7%-ged older age groups (125.8 per
100,000 among persons 75 to 84 years and 330.400e€000 among persons 85 years
and older. See Figure 8. Following these agepgotates were high among persons
aged 20 to 24 years (75.1 per 100,000). The lovatss of injury death were among
persons aged 5 to 9 (7.0 per 100,000). Males, 8gedhad the highest rate of injury
death (451.4 per 100,000) and females, aged 8%Hheasecond highest rate of injury
(281.1 per 100,000).

Figure 1: Injury Death Rates, United States congp&rdndiana, 2002-2005
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Source: CDC, WISQARS
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Figure 2: Injury Death Rates, Midwest comparechttidna, 2002-2005
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Figure 3: Injuries by Intent, Indiana, 2002-2005

4.9%

O Unintentional
B Intentional
0O Undeternined

Source: CDC, WISQARS

16



Figure 4: Top Causes of Unintentional Injury, Imtia2002-2005
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Figure 5: Intentional Injury by Type, Indiana, 262205
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Figure 6: Injury Death Rates, United States, Midveesl Indiana Comparison,

Males, 2002-2005
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Figure 7: Injury Death Rates, United States, Midveesl Indiana Comparison,

Females, 2002-2005
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Figure 8: Injury Death Rates in Indiana by Gendet Age, 2002-2005
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1. Describe the epidemiology of injury in your regiand unique features of:

a.

Children -Elementary school age children (aged 5 to 9 yeardjrom 2002 to
2005, the leading cause of death for elementarg@daye children was
unintentional injuries with 102 deaths. Elementstliool age childrereceived
more fatal injuries from motor vehicle traffic-réta incidents (48%) than from
any other cause. Fall-related injuries within #g® group accounted for
approximately a third (29%) of hospitalizations this injury mechanism is not
among the top five leading causes of death. Drogvand fire-related injuries
accounted for 27 percent of all unintentional igjdeaths in this age group.
Homicide was the forth leading cause of death Wtldeaths during this time
frame. Firearms accounted for approximately 25%efhomicides.

Adolescents faged 10 to 19 years)The “pre-teen “and adolescent age groups
demonstrate an expanded list of injury preventimmcerns to consider. From
2002 to 2005, the leading cause of death for adetdgs was unintentional

injuries with 739 deaths. In Indiana, motor vedithffic incidents were by far
the leading cause of injury and death among childred teens (aged 10 to 19
years). Among them, 76 percent of unintentiongirindeaths and 42 percent of
all hospital admissions resulted from traffic cresh While driving a car becomes
a common “rite of passage” for 16-year-olds in &mdi, their driving skills only
improve with experience in operating a motor vehidmpulsive, risk-taking
behavior continues with this age group which mayude experimentation with
or involvement in alcohol and substance abuse. |&/flls are the second leading
cause for unintentional injury hospital admissionhis age group, poisoning
(5.5%) and drowning (3.5%) are the next leadingseawf unintentional injury
deaths. Suicide and suicide attempts are alsortamtacauses of injuries. The
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second leading cause of death for adolescentswi@deswith 159 deaths, and
the third leading cause of death was homicide W&h deaths.

The youth risk behavior survey is also a tool ttedaine information about
injuries relating to violence and suicide for stotdein grades 9-12. According to
the youth risk behavior survey from 2007, the petage of students in grades 9-
12 who carried a gun during the past thirty days %% compared to 5.8%
during 2005 (statistically significant). Over 9.5%students indicated they had
been threatened or injured with a weapon suchgas aknife, or club on school
property one or more times during the past 12 nsowthich is higher and
statistically significant than 8.8% in 2005. Sdeiattempts and planning
attempts went down during 2007 compared to 2005xaerd statistically
significant. Over eleven percent (11.7%) of studéocompared to 14.8% in
2005) made a plan about how they would attempidiicOver 7% of students
actually attempted suicide one or more times corthay 9.6% of students in
2005. There were 2.9% of the students who indicttat they had made a
suicide attempt that resulted in an injury, poisgnor overdose and had to be
treated by a doctor or nurse (compared to 3.5%ndg005).

Elderly people {aged 65 years and older):Both physical and cognitive changes
play a role in older Americansusceptibility to motor vehicle-related injuries,
falls, and suicide. As Americans age, their bdresome more fragile, they
experience problems with vision, their reflexesdme slower and some are
cognitively impaired by mental iliness and/or deggien. Although Americans
are living healthier and longer lives, facing tleality of poor vision, limited
mobility, the loss of loved ones, and/or the depglent of chronic illnesses can
be devastating. Feelings of isolation and adjgsina less active lifestyle
increase the risk of suicide. The rates of deathtd injury for the elderly
population are between two and four times highan tll other age groups. The
elderly aged 75-84 has almost a two-fold highex cdtdeath compared to the
next highest aged group of 20 to 24 year olds (p&r1100,000 versus 125.8 per
100,000) and the 85+ year olds have over a fodriaher death rate (330.42 per
100,000) compared to the 20-24 year olds. In malifalls, motor vehicle traffic
incidents, and poisoning continue to be the leadaugses of unintentional injury
hospitalizations for elderly citizens. Among thige group, falls accounted for an
overwhelmingly 85 percent of all unintentional injunospitalizations. From
2002 to 2005, unintentional injuries were tiel@ading cause of death in the
elderly with 3,124 deaths. Almost 30% of the deatfere due to falls, and 20.3%
were due to motor vehicle crashes. Suicide wagd®ideading cause of injury
death in elderly people and approximately 80% efdbaths occurred with a
firearm.

. Other special populations:

Infants (less than one year of age} From 2002 to 2005, 161 infants died due to
unintentional injuries, the sixth leading causeleth for this age group. The
majority (84.5%) were due to suffocation. Of thifecation deaths, 48.5% of
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the deaths were due to accidental suffocation atladgulation in bed. The rate
of injury death for black infants during 2002-2008s 165.7 per 100,000 which
is over three times higher compared to white irdg68.17 per 100,000). The
primary cause of hospital admissions for infants vedls and accounted for 36 %
of all hospitalizations.

Adults (20-64 years of age) YUnintentional injuries were the third leading cause
of death among adults from 2002 to 2005. Of t823 deaths, over half (51%)
were due to motor vehicle crashes and nearly ondH¢22%) were the result of
poisoning. Falls are also of concern, emerginthesixth leading cause of
unintentional death beginning at aged 35 years, liseoming the 3leading

cause at aged 45 years. Unintentional falls a® thie 2° leading cause of
hospital admissions for persons aged 20 to 44 yeBeginning at age 45, falls
are the primary reason for hospitalization, randgmg 41% of unintentional
injury related hospitalizations for persons agedai54 years to 85% for persons
aged 55 to 64 years. Suicide was the fourth lepdause of death with 2,367
deaths, and homicide was the ninth leading caudeath with 1,096 for the four-
year time period. Suicide by firearm and homidigdirearm, among the leading
contributors for intentional injuries for persorged 20 to 64 years, accounted for
54 percent of all intentional injury suicide deatim&l 74% of all intentional injury
homicide deaths in this age group. Homicide asuse of death predominated in
the 20 to 34 year-old age groups. Suicide by sation and poisoning are also of
concern in the 20 to 64 year age groupings, comgri42 percent of intentional
injury deaths among them, and suicide by poisorsrige primary reason for
hospital admission (93%). Although most adultsexgerienced motor vehicle
drivers, the role of unsafe driving practices,eglto wear a seat belt, or driving
while intoxicated continue to be contributing fastto the toll of death and
injuries related to motor vehicle crashes.

Since falls are the primary cause of hospital adimisfor unintentional injuries
for 45 to 64 year olds, the behavioral risk facorveillance survey (BRFSS,
2006 survey) asks questions about recent fallsfahd fall caused an injury.
Among 45-54 year olds, 14.9% indicated that thayfaden 1-4 times within the
past three months and of those who had fallen938&&d the fall caused an
injury. Among 55-64 year olds, 15.6% answered thay fallen 1-4 times within
the past three months and of those who had faleri% indicated that the fall
caused an injury.

Note: At the trauma center level, there are défifees in the way that the age
groups are defined and data is collected. For pigrbeaconess Hospital in
Evansville (ACS Level 1) defines children <15 ysaf age as pediatric patients.
Those >15 years of age are considered adults. They diyrém not break down
ages for Adolescents or Elders. Because they allérams verified trauma center
they do include falls from a standing position rieiqyg hospitalization. They do,
however, have the capability to filter data for age group needed.
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2. Describe the databases that are used to forenti@tinjury epidemiology profile (for
example, population-based and clinicalhree primary data sources were utilized to
compile fatal and nonfatal injury data for IndiaN#eb-based Injury Statistics Query and
Reporting System (WISQARS), Fatality Analysis Rejmgr System (FARS), and Indiana
Hospital Discharge Data. Other resources suchea¥dlth Risk Behavior Surveillance
System (YRBSS), the Behavior Risk Factor Survedé@aBystem (BRFSS), and the
Indiana Criminal Justice Institute have also besgduo collect data.

At the hospital level, there are three differemjisgy software types in use by the seven
trauma centers in Indiana: Riley Hospital, Wishidbpital and Clarian Methodist
Hospital (all ACS Level I) use Digital Innovation®ollector database. Deaconess
Hospital and Memorial Hospital in South Bend (b&tS Level II) use Digital
Innovation’s NTRACS database. St. Mary’s Medicah€r in Evansville and Parkview
Hospital (both ACS Level II) in Fort Wayne use @tal Data Management’'s Trauma
Base.

3. Have system epidemiology profile results (foample, mortality rates, distribution of
mechanism, or intent) been compared with benchweltes? If so, please provide
comparisons and origins of the benchmarkss. Indiana’s death rate for all injuries
was 57.1 per 100,000 from 2002 to 2005 which wghkédri than the United States’ rate of
56.34 per 100,000 (Figure 1). Indiana’s suicide k@gal intervention rates were also
higher than the United States rates. Indianaitgyngleath rate in comparison to other
states ranks 28for all intents, 33rd for unintentional injurieand 28" for intentional
injuries. Indiana’s death rate for all injuriessaaso higher than the Midwest rate (53.9
per 100,000) (Figure 2) and had tHeMghest age-adjusted rate for all injuries.
Indiana’s unintentional, homicide, legal intervemnti and suicide death rates were also
higher than the Midwest rates. When comparing betwother Midwest states, Indiana
had the ¥ highest unintentional death rate aﬁ‘ﬂltﬂghest rate for violence-related injury
deaths.

At the hospital level, the trauma centers submid @anually to the National Trauma
Data Bank, which allows for benchmarking againshparable hospitals (size and
trauma level) nationally. The NTDB makes thesertpavailable on a yearly basis, and
the trauma centers can review these results taetisat they address areas for
improvement and recognize areas of excellenceexample of 2007 NTDB data for one
trauma center (Memorial Hospital, South Bend) ieWwe
Patient Characteristics:
Age distribution of patients injured in MVCs and finearm/piercing instruments
peaks from 36-55 years (73.3% male) and a secaakdfpem 17-25 years (72.7%
male).
Age distribution for fall-related incidents peakstihe >65 year age group
(68.6% female). A second peak occurs frorb3§ears (63.5% male).
In comparison, the age distribution of patient8liFfDB peaks from 16-24 years,
representing patients injured in motor vehicleficaklated incidents and by
firearm. There is a second peak between ages 3Beldding motor vehicle
traffic related injuries. A third smaller peak ocelbetween ages 72-85, consisting
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of motor vehicle traffic related injuries and fall$p to age 70, males
predominate, but after age 70, most patients anali
Mechanism:
Falls account for 47.3% of cases entered intorthena registry and 39.7% of the
deaths; falls were associated with the second sargenber of both hospital days
and ICU days; average hospital LOS is 5 days attlOS 3.4 days. In the
comparative NTDB data, falls account for 27.2% ades, 22% mortality and are
associated with the second largest number of radsgtd ICU days.
MVC related injuries account for 32% of trauma stgi entries; these injuries
account for 34.5% of mortality; MVCs were respotesifor the largest number of
hospital days (average 7) and ICU days (averagelé.4omparison, MVCs
account for 41.3% of cases in the 2006 NTDB, 44mbéftality and are
associated with the largest number of hospitall@uidays.
Penetrating injuries (firearm or piercing instruntgraccount for 8.2% registry
cases and 12% mortality. Average hospital days®@a8d ICU days 3.4. In the
NTDB data, firearm injuries represent 5.6%, peauad 19 years and account
for 22% mortality.
Other mechanisms such as struck, machinery, bdsaudt or abuse represent the final
12.5% of registry cases and 13.8% mortality. INNA®B data, injuries resulting from
being struck by/against represent 6.4% of injuries.

4. Describe how emerging injury control patterreg @xample, from trend or surveillance
data) were identified and acted dBuicide is one of the main injuries that have been
identified and acted on in Indiana. In 2001, isp@nse to the national call to action and
the magnitude of the problem in Indiana, the Indi&uicide Prevention Coalition (ISPC)
was formed. ISPC is actively working to have aljions of the state as well as a variety
of stakeholders including health, mental healtlwcation, policy makers, coroner’s
office, the faith community, survivors of suicidauth, elderly, people of diverse racial,
ethnic, and gender backgrounds, and others repessen the Coalition.

The mission of ISPC is to coordinate, facilitatéyiae, and provide resources to Indiana
communities for activities that reduce deaths dusuicide, the occurrence of suicidal
behaviors, and the effects of suicide on Indiatiaems. ISPC’s on-going activities
include coordinating information sharing via bi-ntioly Coalition meetings, a listserv,
and a statewide email list; facilitating the growftiocal suicide prevention councils in
counties and regions across Indiana; raising aveareof the prevalence of suicide, the
devastating impact it has on families, and it'svergability; helping communities and
organizations find and implement suicide preven#ad intervention training; providing
resources to organizations and community membgegdeng suicide facts, trends,
events, and evidence-based programs. The Coaditsonaids schools in responding to
suicidal students by both distributing a Youth &led°revention School-Based Guide to
help schools plan prevention, intervention, and pasrvention efforts, and updating and
distributing the Indiana Department of Educatiddtadent Suicide manual used by
Guidance Counselors and Social Workers. Past aieivhclude conducting telephone
surveys to determine Hoosiers’ knowledge and avem®nf suicide and suicide
prevention to help refine Indiana’s suicide prei@mprograms and surveying Indiana
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schools and youth-serving organizations’ effortgarding suicide prevention,
intervention, and post intervention programs andises.

In addition to the statewide coalition, Indiana k#&s/en local suicide prevention councils
working in communities across the state to pregertide. The local/regional councils
and coalitions around Indiana have developed ipaese to local needs (Allen County
St. Joseph County, Dubois County, and Elkhart Gguntvia efforts by ISPC to bring
together interested stakeholders to discuss suireleention efforts in their community
(Vigo County, Southwestern Indiana, and Northwestediana). The local/regional
councils are engaged in different activities sukvarking with funeral directors to
distributing awareness materials (Vigo County)]diog survivor resources (St. Joseph
County), researching barriers to screening withspigns (Allen County), and training
school staff in QPR (Question, Persuade, and Refesjicide prevention program,
(Dubois County).

ISPC has a state suicide prevention plan that/legabnal councils can use as a blue-
print to shape their community plan. ISPC is avdédan an advisory capacity for the
regional and county-level suicide prevention colsnm offer resources and technical
assistance in developing, implementing and evalgatieir own suicide prevention
strategies and plans. The Coalition also helpsdionate statewide efforts and resources,
establish suicide prevention and intervention sgias, and document and monitor the
implementation of the statewide plan for suicidevention.

Efforts by the Indiana Criminal Justice Institutecooperation with the Indiana State
Police, the state CODES Board of Directors, thdfitr®ecords Coordinating

Committee and others have led to changes in Indiahgd restraint and adult seatbelt
laws. Prior to these efforts, occupants of passetrgcks were not required by law to
wear a seatbelt. IC 9-19-10-2 (effective Jul2007) states that each front seat occupant
of a passenger motor vehicle equipped with safelig lnust be properly fastened when
the vehicle is in forward motion. Indiana state [005) now also requires children less
than 8 years old to ride in a federally approvedseat or booster seat that is appropriate
for the child's height and weight; it also requitlest the car seat or booster seat be
installed and used according to the manufacturestsuctions. Children ages 8 to 16
must ride in a seat belt. Below is a press reldaseribing the results of the change in
the seatbelt law:

FOR IMMEDIATE RELEASE
July 28, 2008
Indiana Seat Belt Usage Rate Climbs to Over 90 Peznt
Surveys show that Hoosiers are buckling up in rdecarmbers

Indianapolis, IN. —Indiana Criminal Justice Inst&{lCJI) Executive Director, Neil
Moore today announced that Indiana’s overall obesgseat belt usage rate has reachg
record high of 91.2 percent. This surpasses th& 2&ébrd of 88.4 percent by more tha
two points, according to surveys conducted duriveg2008 “Click It or Ticket” statewid
enforcement mobilization.
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“These numbers are extremely impressive and sppetiietlevel of importance Hoosiers
are putting on their safety,” said Executive DioecMoore. “This data is a strong
indicator of the remarkable strides that we areraking to save lives on Indiana’s
roadways,” Moore continued.

The highest rate of observed seat belt usage, thaned5 percent, was among female
drivers and passengers. In slightly fewer numbaede drivers and passengers were
buckled up at a rate of about 88 percent. Therealg@msan increase in seat belt usage
rates among pickup trucks with numbers jumping dits since 2007 to more than 79
percent in 2008.

“The single most effective way a person can predeith or injury in a vehicle collision
is the use of a seat belt,” said Ryan Klitzsch) [Gaffic Safety division director. “Our
goal is to sustain awareness of this message singporting state and local law
enforcement agencies in their year-round efforisriorce Indiana’s seat belt law.”

Indiana traffic fatalities are also down approxieta25 percent (121) in comparison tg
this time last year. Data derived from the 2007dnd Occupant Protection Fact sheet
published by ICJI indicates that 54 percent ofitiagviduals killed in car crashes in 2006
(where restraint usage was known) were unrestrained

Nearly 80 percent of individuals killed in pickupitks, also in 2006 (where restraint

usage was known) were unrestrained. The Traffietgafivision of ICJI estimates that
269 lives could have potentially been saved if ¢hkifed would have worn seat belts.
The National Highway Traffic Safety AdministratiNHTSA) has determined that seat
belts are more than 50 percent effective in pramgrd fatality when a crash occurs.

“Motorists should remember that wearing a seatibalbt only their best defense against
death or injury in a crash — it's the law,” saidliBma State Police Superintendent, Paul
Whitesell. “We are striving for 100 percent conaplce, and until that goal is met, there
is still work to be done,” Whitesell added.

In 2007, Governor Mitch Daniels closed the loophnléndiana’s previous seat belt law
by enacting legislation that requires all occuparfitsvery passenger motor vehicle,
including pickup trucks, and those vehicles plaieduch, to buckle up regardless of
where they are seated in the vehicle. During tf@82Click It or Ticket” mobilization,
law enforcement officers cited more than 23,000ansts for failure to comply with
Indiana’s current seat belt law.

The Indiana Criminal Justice Institute (ICJI) sesvas the state's planning agency for

criminal justice, juvenile justice, traffic safegnd victim services. ICJI develops long-
range strategies for the effective administratiémnaliana’s criminal and juvenile justice
systems and administers federal and state fundarty out these strategies.

U
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At the trauma center level at Riley Hospital inilmthpolis (Central Indiana), based on
injury data from the Riley hospital system (thatlides all patients less than 18 years of
age treated in ED or as an in-patient), zip codés thre highest injury rates per
mechanism were benchmarked against national essnfBARS, WISQARS, NEISS).
Two zip codes which have much higher age-adjustenalyi rates than the national
average for children less than 18 were targetedthfense interventions at the community
level. The data was taken to the neighborhoodssttategic plan was initiated that
focused on environmental, behavioral, and polignges. Community partnerships
were formed with the City agencies, School systdnited Way, and other agencies that
worked in the area. The focus is on home-basexdi@s and pedestrian/bicycle injuries,
as well as improving the daycares/preschools iméighborhood . In the fall of 2006, an
analysis of the fatal injury data at the state mational level (WISQARS to Healthy
Families; Indiana Child Fatality Review Team; theiina Injury Prevention Advisory
Council) was completed. Each year, Indiana isafribe topfive states for fatal injury
deaths due to unintentional suffocation for infan#s workgroup has been convened to
examine this issue. A proposal to examine deatttificate data (with IRB approval) is
currently waiting approval from ISDH.

Also at the trauma center level, Deaconess Hogpitavansville (Southwestern Indiana)
measures trends as well, and when trends showceease in injuries as a result of
certain MOls (e.g., bicycle, ATV, MVC, etc.), thealima Registrar notifies the Injury
Prevention Coordinator and injury prevention cosirgeseminars are initiated. Their
Outreach and Injury Prevention Coordinator haslthagmmunity courses in ATV and
bicycle safety. Two of their community awarenesséadion programs include Alive and
Think First. These are nationally recognized praggaThe Alive program is for teens
discussing the dangers of driving under the infageaf drugs and alcohol. Think First is
a head and spinal cord injury prevention progracoaraging youth to “think first”

about safety.

Memorial Hospital in South Bend (Northern Indiaa#go uses trends in registry data and
shares them with internal groups such as the TraComamittee. Memorial also
participates in the Indiana Partnership to PreVviolent Injury and Death (IPPVID), a
statewide firearm injury and death surveillancdaeys by submitting abstracted data on
firearm injuries from their center.

Wishard Hospital in Indianapolis initiated a seelt Isafety campaign based on statistics
that showed that 60% of people in Indiana who the2D05 following a motor vehicle
crash were not restrained (DOT). Wishard Trauntai&es provided a target audience
with seat belt safety education through a variétyonrces to ensure broad-spectrum
awareness. These methods included e-mail buljgiosers and presentations at staff
meetings. The researchers also passed out kaysdioaserve as a long-term reminder of
the need to wear safety belts. Finally, they e@at display to illustrate, using life-size
silhouettes, the number of unrestrained people d#an car crashes.

Parkview Hospital in Fort Wayne used their trauegistry data to identify key injury
patterns with teen drivers and have presenteditissto the child death review team and
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the local coroner to assist with implementatiom ¢éen “Drive Alive” program to
reduce teen driving automobile crashes.

5. Describe how ongoing and routine injury suragitie is completed and how results are
shared with constituent groupgn actual injury prevention program does notrently
exist at the Indiana State Department of Healtk.aAesult, there is only a partial injury
surveillance system that utilizes data from a g databases (see page 21, #2). One
part-time epidemiologist helps to collect, identiiyd disperse data when requested by
media, constituents in Indiana, etc. Examplegpbrts that have been written include:
annual reports on firework injuries, periodic regarn suicide in Indiana, a report on the
medical impact of motor vehicle crashes for thadnd Department of Transportation,
and a major report on injuries in Indiana. Thewiorks injury surveillance system is
mandated by law and physicians are required to teimp fireworks injury report and
send it to the department of health. An annuabmeis completed and disseminated to
the public through the ISDH website and press selga Other data reports are placed on
the ISDH website so that they can be shared witisttoent groups. At the institutional
level, each trauma center prepares annual reportstheir trauma registry data that are
disseminated to the public.

Indicators As a Tool for System Assessment

1. Has a multidisciplinary stakeholder group p@pated in the scoring and consensus
process associated with the BIS tooYzs, this was completed in 2006 by a workgroup
of Task Force members representing the ISDH, ttimira Hospital Association,
Wishard and Riley Hospitals in Indianapolis, DeagsmHospital in Evansville and
Memorial Hospital in South Bend. (Results in taltow).

Indicator ISDH - | IHA - Deacon- | SB
# JB SG Wishard | Riley ess Mem. Avg Median
101.1 0 1 2 3 1 1 1.33 1
101.2 1 1 0 1 1 1 0.83 1
101.3 3 3 1 1 1 1 1.67 1
1014 1 1 2 3 3 1 1.83 15
1015 1 1 0 5 0 1 1.33 1
101.6 1 1 0 1 1 1 0.83 1
101.7 2 2 0 1 1 1 1.17 1
102.1 1 1 1 2 2 1 1.33 1
102.2 1 1 2 1 1 2 1.33 1
102.3 1 1 3 1 1 1 1.33 1
102.4 1 1 1 1 1 1 1.00 1
102.5 1 1 2 2 1 1 1.33 1
103.1 1 1 0 2 1 1 1.00 1
103.2 1 1 1 1 2 1 1.17 1
103.3 1 1 1 1 1 1 1.00 1
103.4 2 2 3 1 1 1 1.67 15
104.1 1 1 2 2 4 4 2.33 2
104.2 1 1 0 1 5 1 1.50 1
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302.3 1 1 4 4 1 0 1.83 1
302.4 1 1 4 0 1 1 1.33 1
302.5 1 1 3 2 1 1 1.50 1
302.6 2 2 2 1 1 1 1.50 15
302.7 2 2 4 3 1 4 2.67 2.5
302.8 2 2 3 0 1 2 1.67 2
302.9 2 2 1 0 1 2 1.33 15
302.1 2 2 0 3 1 1 1.50 15
303.1 1 1 0 1 1 1 0.83 1
303.2 1 1 1 1 1 1 1.00 1
303.3 3 3 3 3 1 1 2.33 3
303.4 1 1 1 2 1 1 1.17 1
303.5 2 2 0 1 1 1 1.17 1
304.1 3 3 2 1 1 1 1.83 15
304.2 1 1 2 1 1 1 1.17 1
305.1 1 1 2 2 1 1 1.33 1
305.2 4 4 3 2 1 2 2.67 2.5
305.3 1 1 0 0 1 1 0.67 1
306.1 1 1 0 2 1 2 1.17 1
306.2 1 1 0 1 1 2 1.00 1
306.3 1 1 0 1 1 3 1.17 1
307.1 3 3 0 1 1 4 2.00 2
307.2 1 1 2 1 1 1 1.17 1
308.1 1 1 0 1 1 1 0.83 1
308.2 1 1 0 1 1 1 0.83 1
309.1 1 1 0 1 1 1 0.83 1
309.2 1 1 2 1 1 1 1.17 1
309.3 2 0 0 1 1 1 0.83 1
309.4 0 1 0 1 1 1 0.67 1
310.1 0 0 4 4 1 2 1.83 15
310.2 0 0 1 1 1 5 1.33 1
310.3 1 1 5 1 1 2 1.83 1
310.4 1 1 0 1 1 1 0.83 1
310.5 1 1 5 1 1 1 1.67 1
310.6 1 1 5 1 1 1 1.67 1
310.7 1 1 4 2 1 1 1.67 1
310.8 1 1 0 0 1 1 0.67 1
310.9 2 2 5 1 1 1 2.00 15
310.1 1 1 5 5 1 1 2.33 1
310.11 1 1 1 0 1 1 0.83 1
310.12 1 1 0 5 1 1 1.50 1
310.13 1 1 5 1 1 1 1.67 1
311.1 2 2 0 1 1 1 1.17 1
311.2 1 1 0 1 1 1 0.83 1
311.3 1 1 0 2 1 1 1.00 1
311.4 1 1 0 1 1 1 0.83 1
311.5 1 1 0 0 1 1 0.67 1
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311.6 | 1| 1| 0] 2| 1| o] o083] 1]

2. If the process has been completed, how werérnttimgs used?They were used to
guide the first draft of administrative rules fbetdesignation of hospitals as trauma
centers (See Appendix 3t is also our intent to use the BIS tool to hegvelop a

system plan after recommendations are received fheACS System Consultation.

3. Is there a date (year/month) set for a reassgamsing the BIS tool to mark progress

toward agreed-on goals or benchmarké® specific date has been specified for re-
assessment with the BIS tool.
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Section 2: Policy Development

Statutory Authority and Administrative Rules

1. Describe how the current statutes and regulsidiow the state or region to:

a.

develop, plan, and implement the trauma systeépaplic Law 155, 2006 (Wyss,
Broden) provides for the “development, implemewtatiand oversight for a
statewide comprehensive trauma care system to mireyaries, save lives, and
improve the care and outcome of individuals injurediana.”

monitor and enforce rules;Fhe state department may adopt rules under IC 4-
22-2 concerning the development and implementatd’ state trauma registry
and “standards and procedures for trauma care tigggnation of hospitals.”
(No rules are in place at this time.)

designate the lead agency;he Indiana State Department of Health is desighate
as the lead agency by Public Law 155, 2006.

collect and protect confidential data, and@he legislation below provides for the
creation of the state trauma registry and the adowif rules, but no rules are in
place yet.

protect confidentiality of the quality improvemeaarbcess.There is no legislation
regarding the quality improvement process.

P.L.155-2006
[S.284. Approved March 24, 2006.]
AN ACT to amend the Indiana Code concerning health.
Be it enacted by the General Assembly of the $fdtaliana:
SECTION 1. IC 16-18-2-354.5 IS ADDED TO THE INDIANA
CODE AS ANEW SECTION TO READ AS FOLLOWS
[EFFECTIVE JULY 1, 2006]Sec. 354.5. "Trauma care", for
purposes of IC 16-19-3-28, means the assessmenagtiosis,
transportation, treatment, or rehabilitation by a health care
provider of an acute bodily injury that requires immediate
intervention to prevent the loss of life or a serios impairment of
a body function or part.

SECTION 2. IC 16-19-3-28 IS ADDED TO THE INDIANA (UQE
AS ANEW SECTION TO READ AS FOLLOWS [EFFECTIVE JULY
1, 2006]:Sec. 28. (a) The state department is the lead aggrfor the

development, implementation, and oversight of a stawide
comprehensive trauma care system to prevent injurig save lives,
and improve the care and outcome of individuals injred in
Indiana.
(b) The state department may adopt rules under IC £2-2
concerning the development and implementation of & following:
(1) A state trauma registry.
(2) Standards and procedures for trauma care level
designation of hospitals.
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2. Describe the process by which trauma systentipsland procedures are developed or
updated to manage the system includifigere are not yet any trauma system policies
and procedures in place. The Trauma Task Force®@ySevelopment Subcommittee
has been charged with the development of the iteatosv.

the adoption of standards of care,

designation or verification of trauma centers,

direct patient flow on the basis of designation,

data collection, and

e. system evaluation.

apop

3. Within the context of statutes and regulatie@satibe how injury prevention, EMS,
public health, the needs of special populationd,emergency management are
integrated or coordinated within the trauma systéimere is no statute or regulation that
integrates injury prevention, EMS, public healtie heeds of special populations, or
emergency management into the trauma system. Howe ISDH Trauma System
Advisory Task Force includes representation frohofaihese groups and continually
makes the effort to see that all groups are consitdie trauma system planning. Also,
the contractual trauma system manager and traugiirygemanager are housed within
the Office of Primary Care/State Office of Ruralattk at ISDH and are very involved
with rural trauma system issues.

System Leadership

1. How does the lead agency bring constituencyggaogether to review and monitor
the trauma system throughout each phase of catg?esent the Indiana code has not
been developed to address the reviewing and margtof the trauma system through
each phase of care, but there are the ISDH Trawsi@i8 Advisory Task Force
subcommittees that will be able to address thesessin the future when appropriate
legislation/code are in place.

2. Describe the composition, responsibilities, aativities of the multidisciplinary
trauma system advisory committee(s) and the worietegionship(s) with the trauma
lead agency and the EMS lead agency, if they diereint. The ISDH Trauma System
Advisory Task Force is made up of a wide spectritnanma stakeholders from around
Indiana (see Task Force membership list, pages@igh 11 of this document). The
Trauma Task Force also has several subcommittesditess specific issues:
Legislation and Funding, Systems Development anohfdaance, Information
Management, Education, Injury Prevention (adde@®8)Q/Protocol Development for
Care. The Trauma Program and EMS Division are ¢éwus different state agencies,
with trauma at the Department of Health and EM$withe Department of Homeland
Security. The EMS Division historically did notyeaan interest in being the lead agency
for trauma system development but was very suppodi the legislation designating the
ISDH as the lead agency. They have continuedstingort through membership on the
Trauma Task Force and by including Task Force mesnbehe EMS trauma protocol
development workgroup, which will be described iataer section of this document.
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a. ldentify pediatric representatives on the multighBoary trauma system advisory
committee and any pediatric advisory groups thavige input into trauma
system development.

Aaland, Mary, MD, FACS Parkview Hospital Level Il Adult and

Trauma Medical Director Pediatric Trauma Center

Bensard, Denis, MD - Chief of | Peyton Manning Children’s Hospital gt

Surgery St. Vincent, Indianapolis, IN

Braun, Cheri, RN, Trauma Parkview Hospital Level Il Adult and

Program Nurse Pediatric Trauma Center

Daniels, Dawn, DNS, RN, Riley Trauma Services

PHCNS-BC, Clinical Nurse Injury Free Coalition for Kids of

Specialist Indianapolis

Graves, Charlene, MD (retired) Founding memberjgigadian
Indianapolis, IN

Gray, Lisa, RN St. Mary’'s Medical Center Level Il

Pediatric Trauma Coordinator | Trauma Center, Evansville, IN

Gutwein, Tom, MD FACEM, Parkview Hospital Level Il Adult and

Emergency Medical Director Pediatric Trauma Center

Hollister, Lisa, RN, Trauma Parkview Hospital Level Il Adult and

Program Manager Pediatric Trauma Center

Howard, Matthew S., RN, MSN | Riley Hospital for Children, Level |

Emergency Dept. Mgr Trauma Center, Indianapolis, IN

McNichols, Autumn, M.A. IUSOM, Automotive Safety Program

Safe Kids Indiana State Indianapolis, IN 46202

Coordinator

Reiss, Gene Riley Hospital for Children, Level |

Trauma Registrar Trauma Center, Indianapolis, IN

Scherer, L.R. “Tres”, MD Riley Hospital for Children, Level |

Trauma Medical Director Trauma Center, Chair — IN ACS-COT
& EMS-C

Shufflebarger, Charles, MD Clarian Methodist Level | Trauma

Emergency Medicine Director | Center, Indianapolis, IN

b. Describe the process of involving experts in, ativbaates for, special
populations and how they help drive regional trawystem policy.There is no
regional (or state) trauma system policy to datkramprocesses have been
developed at this time. Membership of the Tradmask Force includes
pediatric, rural (hospital and EMS level) and poshital representation. When
we reach the point of policy development, we walyron the knowledge and
expertise of the representatives from each sppojallation to guide with system
changes and improvements. The Indiana Child Fatakview Panel has the
ability to review deaths of all children (under yiéars of age) which occur in the
state, but has only been able to concentrate dth @buse and neglect deaths due
to a lack of resources. By sharing information esxdewing data, panel members
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review the circumstances surrounding the deathsaakdfor patterns or trends to
identify possible prevention strategies.

c. Describe how the multidisciplinary advisory commdttis involved in trauma
system performance evaluation (for example, rewaésystem performance
reports). The state trauma registry was launched in May 6f72@nd is currently
in the implementation phase. As registry develampmpeogresses, trauma system
performance measures will be developed. This posebeing developed by the
Trauma Task Force, the Indiana Trauma Networkstat trauma manager, and
the newly-hired state trauma registry managerrépgration for a trauma system
development retreat that was conducted in 2007 mgthesentation from 17 Task
Force members, the state trauma system managewexViother state’s
performance improvement measures and prepared g@t@inary working
documents that will be used to further refine perfance improvement measures
(see Appendix 4).

3. Provide examples of how the lead agency andniaagystem leadership (for example,
trauma centers, trauma medical director, nursedioator, trauma administrator, and
other stakeholders) inform and educate policy ngladected officials, community
groups, and others about the trauma system, ésgttrs, and its improvement
opportunities.There is active state legislative representatiotheriTask Force, and Task
Force members have been invited to participatearings and health care professional
days during legislative sessions. One exampthisfis the summer study commission
of Rep. Charlie Brown (2008) which had 6 traumapitaés and IHA testify on the
importance of trauma hospitals and systems. AIDD8, the Education subcommittee
of the Task Force launched the Trauma Times net@slgee Appendix 7) to inform
health professionals and legislators around the sfaout trauma system development,
injury prevention and EMS efforts. This newsletgesent out electronically to many
listserves statewide. St. Mary’s Medical CenteEvansville produced a video on CD
entitled “When Minutes Matter: Region 10 LevelTHauma” that has been distributed
around the state. Each of the trauma centers legvenal outreach programs that build
relationships with local policy makers, electedaé#iils, and community groups.
Deaconess Hospital in Evansville, through theireath efforts to local policy makers
was able to play an integral role in the repeahefUniform Accident and Sickness
Policy Provision Law (UPPL) law in Indiana. The Alwl Exclusion Law was embedded
in the model (UPPL) in 1947. This law allows inssrto deny coverage to individuals
injured as a result of being under the influencalobhol or narcotics and was adopted by
most states in the 1950’s. Since approximatelpei@ent of trauma center patients have
positive blood alcohol levels, this can result ugé debt for patients and huge losses for
hospitals for uncompensated caf@eaconess Hospital trauma staff also conduct the
Rural Trauma Team Development Course throughouth®aou Indiana.The state trauma
manager and the retired trauma medical directoe lgaxen presentations of the trauma
system and trauma registry to multiple groups tghawt the state. Trauma leaders from
Indiana trauma centers have reached out to theimamities, giving presentations
throughout their districts on the Trauma System lamal it benefits the entire state.
Members of the Trauma Task Force take trauma irdtian to the groups they represent,
and trauma system information is also distribubedughout the state in electronic
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newsletter form. The state medical associationdmstabuted information about the
trauma system via their electronic newsletter amgperted the initial trauma system
legislation along with the state ENA. State ENAmbers also promote trauma system
efforts around the state by conducting TNCC and ENBurses throughout the state,
devoting time to trauma system development effartsach of their state council
meetings, lobbying for trauma system/injury prei@mntegislation (graduated driver’s
license, others), ENCARE injury prevention effatsund the state, etc.

4. Describe the process to build or expand effedti@uma leadership within the trauma
system (for example, succession planning, leadergiirses, and workshops), including
the lead agency and trauma centeékkhough there is no formal process of trauma
leadership at the state level, the Trauma TaskeFamd the efforts at the state level are
maintained largely by the leadership and inputaafheof the trauma centers in the state
and coordinated by the state trauma manager. ghrthe communication facilitated by
the Trauma Task Force, trauma centers are now ic@diray their trauma conferences so
that there are no conflicting dates. Each of therha centers have active regional
system development efforts in place. The Indiareaia Network, comprised of trauma
coordinators and registrars from around the staé®ts regularly to discuss their
local/regional issues, consider solutions that wayply to both their regions and
throughout the state, and also devote time at seeating to discuss trauma system
development issues to assist the state trauma raaimelger efforts.

5. Describe the process by which lead agency wiaiitd identify changes in system
performance.No process in place yet.

6. Describe how the multidisciplinary advisory coittae is involved in trauma system
performance evaluatiorNo process in place yet.

Coalition Building and Community Support

1. What is the status of the trauma system’s c¢oal{for example, What is the status of
recruiting members and building a coalition? Is¢balition a strong and active
coalition? Does the coalition need new energy? Whmt currently involved but should
be a part of your coalition?)Phe Trauma Task Force has been growing over the pas
two years, and meeting attendance has grown froavarage of 30 — 35 members per
meeting to an average of 45 in attendance this y&ae email distribution list continues
to grow as well, with more people around the staf@essing an interest in trauma
system development. The energy level of the gistygh. Although the group has
rural membership, there are pockets of the statteate not well represented on the Task
Force, and there needs to be representation freraghcultural community.
Representation from a minority group or coalitistate Medicaid and the mental health
community would be beneficial as the state movesdad with trauma system
development. Active participation from more inssgrérealth and auto) would be
beneficial as well. The membership of the TaslkcEancludes ED nurses from both
rural and urban hospitals, trauma and other suydeld physicians, pre-hospital
providers (ground and air medical), non traumaeembspital representatives (physician,
nurse, paramedic/EMT, administrators, etc.) frorthhoban and rural hospitals, state
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legislators, the state hospital association, thteshedical association, the EMS
commission, the 1U School of Nursing, IN Farm Buréasurance, Hoosier AAA Motor
Club, the state ENA, the state ACEP, the state G state Rural Health Association,
the Indiana Trauma Network, trauma medical direcgod trauma program managers
from each of the seven trauma centers — thisflipadicipants is continuing to grow.
The efforts of the seven trauma centers indiviguatid collaboratively cannot be
overstated. Through outreach to their communéras$ districts, they have helped to
encourage other hospitals to become interestddsptocess and have provided their
knowledge and experience to the Task Force. Iitiaddthe Indiana Trauma Network
has made trauma system development efforts a fyremmd have collaborated with the
state trauma manager on many projects, includiaglévelopment of the trauma registry
data dictionary, providing information for repods requested and in contributing input
into this document. The state ENA has made trawanang for all ED nurses and rural
nurses in particular one of their top prioriti€ehey assist the state trauma manager on
many levels, particularly by spreading the wordhteir colleagues about the
development of the trauma system in Indiana. Tmributions of each member of the
Trauma Task Force have kept this initiative aliesplte extremely limited resources
available at the state lead agency level.

a. What is the role of the coalition members (constits and stakeholders) in
promoting trauma system developmeBtth member of the Task Force is taking
a leadership role in promoting trauma system deweént efforts in their
respective communities and around the state; witthasi tremendous volunteer
grassroots effort in Indiana, there would be nauiita Task Force or lead agency
legislation. Examples of a just few of these @fanclude the following:

- St. Mary’s developed a DVD entitled “When Minutesitér: Region 10
Trauma”, utilizing the story of a pediatric patiemd her unidirectional
flow through St. Mary’s Trauma Center, exemplifyithg need for sate
trauma systems. This DVD was sent to all hospitaladiana as well as
hospitals throughout the Evansville tri-state argdnas also been shown
to various organizations and communities such edntiana Rural Health
Association Conference, PALS courses, and the iptescof Trauma
classes. Itis also available to view on St. Mamykebsite.

Merry Addison, an ED nurse and ENA member fromddidlle, IN, has
reached out to contact more people and organizatlean could be
recounted here and has been a true champion fivdbess. She initiated
the rural TNCC training effort by the Indiana ENAthva grant from the
Christopher Reeve Paralysis Foundation in 2005 (cantinuing through
a partnership with the State Office of Rural Healtldl an additional grant
from the Foundation). Merry’s efforts were featine a 2005 episode of
“Communities Helping Communities” on PBS, hostedlbgy O’'Bannon.
She continually champions trauma education anceaakr and has
contacted many individuals and organizations tla&erultimately become
involved in trauma system development efforts
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Non trauma center hospitals, such as Terre HaugeoR& Hospital and
The Methodist Hospitals in Gary/Merrillville havedun conducting
annual trauma and emergency conferences

In 2008, The Methodist Hospitals created a traurdaosdesigned to
educate policy makers and others around the dbatat ¢he violence
occurring in their area and the need for a trauemder there

Each of the trauma centers (surgeons, trauma cwiads, registrars and
others) have conducted many outreach efforts im doenmunities and
around the state and have also reached out toinagi@ms and hospitals
not involved in the trauma system efforts to infdiram and recruit their
support. As a result of their efforts, the Trauhaak Force has grown
progressively over the past two years with actiterest and support from
the membership

State Senator Tom Wyss has been the central legestzhampion for the
Trauma Task Force (co-author of Public Law 155-2@I6A 249-2008)
and co-chairs the legislative subcommittee of thskTForce.
Deaconess Hospital staff have been conducting Ruaaima Team
Development Courses throughout Southern Indiarae2007.

b. What is the method and frequency for communicautitg coalition members?
There are regular email communications to Taské-orembers, and the group
meets quarterly.

2. Describe how the trauma system leadership mz@lsilcommunity partners to improve
the trauma system through effective communicatimh@llaboration.Through the

efforts of the Task Forcérauma system and Task Force leaders continualphasize

the importance of outreach and collaborating wéttneers and stakeholders, through the
guarterly meetings, providing information to themieership and to their respective
regions, professional organizations, etc. It iepted by Task Force members that
development of a trauma system is a collaboratfifeegte Trauma verified hospitals
provide education on injury prevention throughdgit communities. They make use of
local newspapers, churches, schools, health & other opportunities within their
community to be a resource and to provide education

a. How has the community been approached to identjtyy control concerns?
At the state level, this hasn’'t been addressedatilie institutional level, each
trauma center uses their registry data to idenifgds and present this data to
relevant community leaders or groups. As an exanipdrkview Hospital (Level
I) in Fort Wayne uses the trauma registry to idgrikey injury patterns with teen
drivers and presents this data to the child deatlew team and the local coroner
to assist with implementation of a teen “Drive Adivprogram to reduce teen
driving automobile crashes. They have also hapeogehed local news channels
to create awareness of several injury patternshidgnag been identified. Another
example from Wishard Hospital (Level I) in Indiaodip: After review of their
trauma registry data, which revealed a 38% pemnegratiauma rate in 2007, they
implemented the Educating Kids about Gun Violenug Gun Safety/Trigger
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Lock distribution programs in Indianapolis areaaul, health fairs, and gun
auctions.

b. What key problems has the community identified?
At the state level, this hasn’t been addressedh Bathe trauma centers
identifies key problems as described in the examab®ve in question “a”.

c. How do stakeholders bring system challenges ocigeities to the attention of
the lead agencyThrough the Indiana Trauma Task Force and locasletgrs.

Lead Agency and Human Resources Within the Lead Age  ncy

1. Describe the number, position titles, and pdaagof full-time equivalency of all
personnel within the lead agency or contract parsbwho have roles or responsibilities
to the trauma programrlhere is one full-time contractual trauma systenmaggr, and as
of September, 2008, one full-time contractual trausygistry manager. A full-time state
position for a trauma registry manager was crebtedvas not able to be filled due to
current state hiring freezes.

2. Identify other personnel resources that supgpertrauma program activities of the
lead agency (for example, epidemiology support father units within the health
department, public health interns)here is one part-time contractual injury-prevemtio
epidemiologist (total of 0.3 FTE) who also asswsith trauma data requests, and one
public health intern from August, 2008 through Jayu2009.

3. Describe the adequacy of personnel resourcéialalesto the lead agency to sustain
trauma program assessment, policy developmentasswttance activities.

a. ldentify impediments or barriers that hinder systigmelopment.Lack of
funding, state freeze on hiring, lack of state tmayprogram positions, no trauma
or EMS medical director, lack of e-coding in hoapdischarge data, incomplete
outpatient data in the hospital discharge databthsee impediments to the
process.

Trauma System Plan

1. Describe the process for the development osi@viof the trauma system plamhere
is no trauma system plan in place yet.

a. Include the role of advisory and stakeholder granghke process.

2. Is there ongoing assessment of trauma resoantkasset allocation within the
system?There is no formal assessment process, but weegiarbing to identify the
trauma resources through Task Force member feedivatlnjury prevention resources
through an injury prevention survey (October, 2008} has been sent by electronic link
to all emergency departments in the state; it lssl@een sent to the Injury Prevention
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Advisory Council members, Trauma Task Force memls¢ase ENA, and Indiana
Trauma Network members, all of whom are distribgitio their contact lists.

3. Describe the process used to determine traustarsystandards and trauma system
policies. There are no trauma system standards and policigace at this time, but we
are reviewing other state systems for comparisdh indiana needs for future standard
and policy development efforts.

a. How are they reviewed and evaluated?

b. What standards and policies exist for special patps, including rural and
frontier regions?

c. How are specialized needs addressed, includingshapmnal cord injury,
traumatic brain injury, and reimplantation?

System Integration

1. What is the trauma system’s collaboration amelgration with EMS, public health,
and emergency management and programs such as:

a. prevention programs Fhere is an ISDH Injury Prevention Advisory Courtbiht
has been sporadically meeting over the last fewsye&@his group is going to be
linked with the Trauma Task Force, through the toldiof an Injury Prevention
Subcommittee to the Task Force. The hope is b@ainjury prevention group
will benefit from the energy and momentum that Tlask Force is experiencing.

ISDH Injury Prevention Advisory Council:

Addison, Meredith, RN, MSN Terre Haute Regional Hospital
State and Local ENA
Benjamin, Suilon, RN Indiana ENA, ENCARE
St. Vincent Frankfort Hospital
Berry, Stephanie, Manager, Clarian Health

Community Health Promotions & | Indianapolis, IN
Community Relations

Blakesley, Alice, RN Memorial Hospital

IP Coordinator/Safe Kids Co-Chain South Bend

Chadd, Tammy ISDH State Office of Rural Health
Cole, Barbara Indiana Poison Center

Daniels, Dawn, DNS, RN, PHCNS: Riley Trauma Services, Injury Free
BC, Clinical Nurse Specialist Coalition for Kids of Indianapolis
Duwve, Joan, MD ISDH

Field, William, Ed.D. Purdue University, Breaking New
Professor Ground Resource Center

Fox, Julia Indiana Dept. of Homeland Security

Emergency Management Trainer | Indianapolis, IN
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Ganser, Judith, MD

ISDH

Grover, Spencer, FACHE
Vice President

Indiana Hospital Association
Indianapolis, IN 46282

Hackworth, Jodi, MPH

ISDH Injury Prevention Program
Epidemiologist

Hendrickson, Kevin, RN
Outreach Trauma Coordinator

Deaconess Hospital Level Il Trauma
Center, Evansuville, IN

Hollister, Lisa
Trauma Program Manager

Parkview Hospital Level Il Adult and
Pediatric Trauma Center, Fort Wayne

Howard, Matthew S., RN, MSN
Emergency Dept. Mgr

Riley Hospital for Children, Level |
Trauma Center, Indianapolis, IN

Hudson, Kira
Injury Prevention Program
Coordinator

Clarian Health Promotions and
Community Relations

Lefler, Stephanie, RN
Director of Trauma Services

St. Mary’s Medical Center Level Il
Trauma Center, Evansville, IN

Martin, Joanne

IU School of Nursing

McNichols, Autumn, M.A.
Safe Kids Indiana State Coordinat

IUSOM, Automotive Safety Program
pindianapolis, IN 46202

Montelauro, Nick, EMT-P

Trans-Care EMS Education
Terre Haute, IN 47802

Mowry, Jim

Indiana Poison Center

Myers, Donna
Maternal Child Health

Indiana State Dept. of Health
Indianapolis, IN 46204

O’Neil, Joe, MD

Indiana AAP

Perkins, Susan, RN

ISDH Trauma System/Injury Preéeen
Manager

Plank, Angela Indiana Partnership to Prevent Violent
Executive Director Injury and Death, Indianapolis

Raley, Mary St. Mary’s Medical Center
IP/Outreach Coordinator Evansuville

Ray, Nena Clarian Health

Think First Program Coordinator

Scherer, L.R. “Tres”, MD
Trauma Medical Director

Riley Hospital for Children, Level |

EMS-C

Trauma Center, Chair — IN ACS-COT §

St. John, Wendy, RN
Assistant Trauma Nurse Coord.

Indianapolis, IN

Wishard Hospital Level | Trauma Cente

T

Stroup, Karen, PhD.
Director

Community Education and Child
Advocacy, Riley Hospital for Children

Sullivan-Wright, Dawn, RN
Clinical Educator, Emergency Dep

Community Hospital South
l.Indianapolis, IN

Walton, Serifatu,
Injury Prevention Coordinator,

Marion County Health Department,
Safe Kids Indianapolis

Coalition Coordinator
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. mental health None to date.

. social services Fhere is some collaboration with social servicesuggh thr
ISDH’s collaboration with the Indiana TBI Grant Adery Council/Workgroup.

. law enforcement ¥he ISDH is a part of the Indiana Traffic Records
Coordinating Committee and the CODES Board of Daecand receives funding
for the trauma registry and registry manager thinoilng NHTSA 408 grant
submitted by the TRCC. The TRCC is headed byrdeha Criminal Justice
Institute and has representation from the IndiaateS olice, EMS, Coroners’
Association, and many other agencies, institutenms organizations.

. child protective services Fhe Indiana Child Fatality Review Team(CFRT) has a
broad organizational base, including several memfstem the state child
protective services agency. The former medicalktirefor injury
prevention/trauma system at the ISDH.(Dharlene Graves) served as the ISDH
representative on the Indiana CFRT since its ingeph 2004. Dr. Joan Duwve

is the current ISDH representative on CFRT.

public safety (such as, fire, lifeguard, mountaasaue, and ski patrol)EMS and
Fire are both within the same division at the Indi®epartment of Homeland
Security, so there is collaboration there that béllexpanded as the process
moves forward. There is no mountain rescue opakbl in Indiana.

. The Indiana Spinal Cord and Brain Injury Reseanghd=was created by the 2007
Indiana General Assembly. At this time a Boardthe Fund was created and
appointed by the Governor, Indiana University, Riertniversity, Brain Injury
Association, National Spinal Cord Injury Associatiand Rehabilitation Hospital
of Indiana. The Fund is to be used for the follogvpurposes:

(1) Establish and maintain a state medical surveillaeggstry for traumatic
spinal cord and brain injuries,

(2) Fulfilling the duties of the board,

(3) Funding research related to treatment and curpinékcord and brain
injuries, including acute management, medical cacapbns,
rehabilitative techniques, and neuronal recové&tgsearch must be
conducted in compliance with all state and fedienab.

Financing

1. How does the lead agency track and analyzenaltérauma system financeghe

ISDH utilizes external financing to support theutraa program as no dedicated/line item
financing is provided for the trauma and traumasteg programs. External funding is
received from the Rural Hospital Flexibility Progragrant through HRSA and the
Indiana Traffic Records Strategic Plan, which isrsgored by the National Highway and
Traffic Safety Administration 408 grant program.

41



a. How does the advisory committee participate infth@ncial review process?
N/A

b. How frequently are trauma system financial reppuislished?N/A

c. Which financial data are reported (lead agency,dwdalth facility data, or both)?
N/A

2. What is the lead agency’s budget for the traapstem?N/A

3. What is the source of funding available to supfiee development, operations, and
management of the trauma system (for example, gefugrds, dedicated fundsyhere

are no general or dedicated funds to support therta systemThe trauma system
manager is paid through Rural Health Flex funds\jously paid through hospital
preparedness funds), and the trauma registry marggaid through the NHTSA 408
grant (as part of the Indiana Traffic Records 8get Plan). TheRural Health Flex grant
is also the funding source for the contractualiparof this ACS consultation. The
remainder of the expenses for the consultatiobanmey funded by the generous
donations from each of the seven trauma centemsebhgs a donation from Indiana Farm
Bureau Insurance.

4. What financial incentives and disincentives etasncourage trauma center
participation in the trauma systerN@ne.

a. Specifically include arrangements for uncompensatetlunder-compensated
care. There are no arrangements for uncompensated amu-oachpensated
trauma care in Indiana currently. Based on amodertved from other states and
not knowing the actual numbers for Indiana, itgsreated that somewhere in the
range of $20-$30 million per year would be needaeleip cover uncompensated
trauma care in Indiana.
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Section 3: Assurance

Prevention and Outreach

1. List organizations dedicated to injury preventwithin the region and the issues they
address (for example, MADD, SADD, SafeKids Worldeidhjury Free Coalition for
Kids, American Trauma Society, university-basedryjcontrol programs)There are
numerous organizations active in Indiana, many lednw work together through
collaboration with the state’s seven trauma cerdgatsalso through collaboration with
organizations/programs such as Safe Kids, locdthhdapartments, local fire
departments, local law enforcement, schools, Inoattrauma center hospitals, etc.
There are also legislative initiatives targetethpiry prevention that are currently being
pursued: The AAA Hoosier Motor Club and the Indiddraduated Drivers’ License
Coalition are pursuing GDL legislation with theiolate goal of reducing teen driver
motor vehicle crashes. The Indiana Coalition tdiRe Underage drinking is also
pursuing legislation that they hope would helpgduce underage drinking.

There has not been state-level networking/coorainadf these groups in the past,
but the Injury Prevention Advisory Council is begimg work on creation of a statewide
injury prevention network. An online survey oftstaide injury prevention efforts was
conducted in October, 2008, and will be combineithwther known activities and
organizations to serve as the baseline for creatidhis statewide network. A summary
of the survey results is in Appendix 13. The igjprevention efforts that are known to
be occurring in Indiana include the following:

Indiana Poison Control Center— Multiple poisoning prevention activities

Think First — The ThinkFirst For Kids program represents déabalrative effort

of educators, the ThinkFirst National Injury Pretien Foundation, the National
Highway Traffic Safety Administration (NHTSA), themerican Academy of
Pediatrics, the Peace Education Foundation an@gsiminals from the fields of
psychology and psychiatry. The goal of the progsio increase knowledge and
awareness among children in grades 1-3 of the sarskrisk factors of brain and
spinal cord injury, injury prevention measures, #meluse of safety habits.
Project Outreach Prevent (POP) Program(The Methodist Hospitals - Gary,
Merrillville) — Three pilot programs on teenage lleawareness and violence
prevention were presented to junior high and higiosl students over the course
of 3 months. Presentations included pertinentagernealth issues with an
emphasis upon school violence, gang violence, $@ssault, and violence
prevention, with an emphasis on conflict resolutidimese interactive
presentations included discussion by a local hateidietective and linking of
students interested in medicine, nursing, and lafiereement with mentors. In
the future, there are plans to create questiorsairerder to obtain objective
feedback about the project. Discussions are uraewith Gary High School
ROTC about doing a joint venture and creating dérioe Prevention Day at a
host school for each Gary High School.
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Emergency Nurses Association — ENCARE (Emergency Kaes Cancel
Alcohol Related Events- Choices for Living Program}- The Choices for
Living program is a dynamic presentation desigmednmpower teenagers with
skills to make informed decisions and engage ifting@dehaviors related to safer
driving. The program discusses such topics asragéeedrinking, binge drinking,
drinking and driving, and safety belt use througkspntation of national facts
and other teenagers’ personal stories. This pnogsgresented to local middle
school and high school students.

Educating Kids about Gun Violence (EKG)— EKG is a youth gun-violence
education and prevention program. EKG works to@méyouth gun violence by
educating students about the legal, medical, amatienal consequences of youth
gun possession and related gun violence, as wetl@suraging young people to
consider options and choices available to thenitumtsons involving guns.

ASK Day - ASK is a national public health initiative thavides something real
parents can do to keep their children safe. Basati@astonishing fact that over
40% of homes with children have a gun, many of Wiaie kept unlocked or
loaded, the ASK campaign encourages parents to iRfi€re are guns in the
homes where their children play.

Safe Kids - Car Seat Clinics Safe Kids Worldwide is the first and only
international nonprofit organization dedicated Bote preventing unintentional
childhood injury. Multiple hospitals around thatst participate in this program.
Nurses in the Classroonis a project that target§’3jrade classrooms in high
injury areas. Nurses adopt classrooms for 6 waaksprovide injury prevention
education and skills training on the injuries magvalent in their neighborhoods.
Each nurse receives a two hour training sessidrirtbiides training on the
curriculum as well as teaching techniques.

Indiana Partnership to Prevent Violent Injury and Death — The mission of the
Partnership is to prevent and reduce the frequeheiplent injuries and deaths
throughout the state of Indiana. The Partnershgpstatewide multi-disciplinary
effort to address violent injury and death in @pplations and from a public
health perspective. The aim of the Partnership fadilitate development of a
coordinated, unified strategy, and to decreaseentahjuries and deaths through
the use of data collection, research, educationamdeform. The Partnership
facilitates collaboration and information sharimgang various groups including
health care, law enforcement, legal, human seryp@E&gymaking, and secular
and faith based community organizations.

Injury Free Coalition for Kids - The Injury Free Coalition for Kids of
Indianapolis is a partnership of institutions, gowveent agencies, organizations,
and community members who are dedicated to prevgchildhood injury in
Indiana communities.

Center of Hope- The Center of Hope provides crisis interventimedical
treatment, and forensic evidence collection to@edtims of sexual assault and
domestic violence to patients at several Indiahgajoea hospitals (Wishard was
the founding hospital). The Center of Hope alszhes out to members of the
community and professionals within the health ckne,enforcement, academic,
and legal community to present information and weses about sexual assault
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and domestic violence through health fairs andilest Sexual Assault Nurse
Examiner programs for ED nurses around the state &also been launched as a
result of this Center’s activities.

Indiana Farm Bureau Insurance — distribution of motor vehicle safety materials
such as the Insurance Institute for Highway SaseBVD entitled
“Understanding Car Crashes — It's Basic Physicsigteed for classroom
instruction

AAA Hoosier Motor Club — Many motor vehicle safety efforts, including
current graduated driver’s license legislative gfo

Indiana 4-H and Indiana FFA — Animal and Household Safety

Local Government (Mayors and City Engineers) — Pedestrian Safety

Fire DepartmentsAmbulance Services — Fire Prevention, Underagaking,
Motor Vehicle Safety

MADD - Drinking and Driving

SADD - Impaired Driving and Underage Drinking and Dilgpge
Schools(Private, Public, and Secondary) - Underage DnigkEeatbelt Usage,
Bullying, Suicide Prevention

Youth First: Mission is to reduce substance abuse by provigiagarch proven
prevention and early intervention our outreachvtess;

Southwestern Indiana Regional Perinatal Advisory Bard: Provides
education to decrease infant death due to suffmcaind asphyxiation.

Indiana Rural Safety and Health Council—It was to promote safer and
healthier living for Indiana’s farm and rural fames that the Council was
established over 55 years ago as a volunteer, abnprganization.
(www.farmsafety.ory

Breaking New Ground Outreach Program— Since its inception in 1979, the
Breaking New Ground Resource Center in Purdue'sib@ent of Agricultural &
Biological Engineering has become internationadigagnized as the primary
source for information and resources on rehakitatechnology for persons
working in agriculture. (www.breakingnewground.ipfo

The Rural Caregivers Website(www.ruralcare.infd - Ruralcare.info is
designed to help bridge the information gap antgstsscreating a web support
community for rural caregivers.

Indiana Suicide Prevention Coalition — see pages 2.
www.preventinjury.org —An effort organized by the Indiana University Schoo
of Medicine Automotive Safety Program that is atparship with the Indiana
Safe Kids Coalition, NHTSA, Kohl’s, the Governo€®uncil on Impaired and
Dangerous Driving (Indiana Criminal Justice Inggju

Vermillion County Community Foundation Injury Preve ntion Acorn Fund
Prevent Child Abuse Indianaprovides families and others information, refesral
and support for dealing. Call 800-244-5373. To repbild abuse, call 800-800-
5556.

Family Violence Institute provides education about all aspects of family
violence to health professionals, legal profesdmrecial workers, teachers and
lay people. Log on to www.medicine.iu.edu/fvi
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Law Enforcement (State Police, Sheriff's Departments, Local Police
Departments) — “Click It or Ticket” campaign, undge drinking prevention and
control efforts, etc.

Riley Safety Store -Operated by the Community Education and Child Adwegc
Department in partnership with The Cheer Guild,Slaéety Store, originating at
Riley Hospital, is the first in the nation to offemw cost safety products and
injury prevention education for families of all tdvien, including children with
disabilities. The store has expanded to sevecatilons throughout the state.
Parkview Safety Storesince 2004, has been providing bicycle safetpkep at
a discounted rate and a car seat fitting station.

Indiana’s Trauma Centers — Many Injury Prevention Projects, including:

ETOH Screening, Brief Intervention and Referral to Treatment — The
injury prevention coordinator/trauma coordinatdrghe seven trauma
centers screen admitted trauma and orthopedicpsitidf a patient
screens positive an intervention is done and raféortreatment is made,
if necessary.

Community Education and Child Advocacyprovides information
through Riley Children’s Hospital about injury pestion, safety products
and other resources that can help you keep youtyfamd your children
safe. Call 888-365-2022

St. Mary’s Drive Rite: A teenage driving program sponsored by Purdue
University

Memorial Trauma Services and HealthWorks! Kids’ Museum have
worked together to bring multiple injury preventiprograms to area
youth. The programs include American Trauma So@étyrauma Roo”,
“Trauma Nurses Talk Tough”, “Think First” and “Cra€ranium Camp”.
In 2007, more than 38,000 youth and adults pa#dtegb in the programs
Deaconess- The ALIVE program_has been specifically designed to
address some of the serious issues that are dyrfacihg the teenage
population. Alcohol, drugs, speeding and bad judgraee concerns the
ALIVE program targets in a multimedia, interactieemat.

Wishard Burn Prevention Efforts — Displays with Smokey’s Safety
House- Identifies hazards in the home, Media/Pubdicvice
Announcement Prevention Efforts (radio, newspateégyision spots on
fireworks safety, etc.)

Gun Safety/ Trigger lock distribution — Wishard Trauma Services has
distributed over 2,500 trigger locks through vastealth fairs and gun
auctions. A gun safety poster was developed astdllited as well.
Parkview Trauma Center and the Car Control Clinic® program -
Teens together with their parents are requiredtémd both the classroom
lectures of 2 1/2 hours about vehicle dynamicstandan dynamics, and
one 4-hour session of hands-on, in-car instrudthicaccident avoidance
and defensive driving maneuvers. Lectures arelsommnted by video
and illustrations. A few of the other programseodfd by Parkview:
“Helmets All the Pros Wear Theni poster distributionDon’t Drink

and Drive, Don’t Text and Drive.
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Clarian Methodist Think First Program — Nena Ray is the Indiana
Think First coordinator and inventor of Mikey, thleaken baby simulator.
TheThink First — Never Shake a Baby coursédentifies injuries that
occur from shaking, featuring “Mikey,” the doll Wit clear skull to show
brain damage. The course also presents solutiorsntrol behavior.
Presentation availabterough distance learning. Program video is also
offered in Spanish.

Programs/Activities from October, 2008 Injury Prevention Survey:

8 responses did not indicate activities but mayehagponded for
networking purposes.

AAA Hoosier Motor Club — multiple IP programs in the Central Indiana
area

Child Protection Team at Peyton Manning Children’sHospital — child
abuse, rape/sexual assault education & trainingtf@elndiana)

Central Indiana Think First Program — multiple IP activities
Hendricks Regional Hospital —hospital based task force focusing on
falls, fire/burns, TBI in Hendricks County

Safe Patient Handling —training on use of lift equipment (Indiana &
Kentucky)

Ball Memorial Hospital — car seats and impaired driving programs for
high school students

Hendricks Regional Immediate Care— multiple IP activities for
Hendricks County

Clarian Health/Methodist Hospital — multiple IP activities in Central
Indiana

Major Hospital (Shelbyville) — focus on motor vehicle and rape/sexual
assault (Shelby County)

Whiteland Volunteer Fire Dept. — multiple IP activities in Whiteland
(Johnson County)

St. Vincent Hospital -multiple IP activities in Central Indiana

Lutheran Hospital Trauma Services —-multiple IP activities in Northeast
Indiana

Community Health Network South Campus —multiple IP activities in
Southern Marion County, Northern Johnson CountyModhern Morgan
County

State Council of ENA “Choices” Program —anti drinking and driving
program (statewide)

State Council of ENA ENCARE —multiple IP programs around the state
and IP instructor training for ED nurses statewide

Community Hospital East —motor vehicle programs for Lawrence &
Perry Townships in Marion County

LaPorte Regional Health System falls and rape/sexual assault
programs in Northwestern Indiana and Southwestaahilgan

Decatur County Memorial Hospital- multiple IP activities in Decatur
County and site of a Riley Safety Store
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Union Hospital —no organized IP program but participate in SafesKid
and programs through local police and fire depantsévigo County)
Kosciusko Community Hospital —Safe Child, fire safety CASA, DARE
Sullivan County Community Hospital —drinking and driving and safe
sitter programs

Monroe Hospital —multiple IP activities in Bloomington, Monroe Cdyn
and South Central Indiana

West Central Community Hospital — back safety for employees, falls
(West Central Indiana)

Memorial Hospital Trauma Services— multiple IP activities in St.
Joseph, Elkhart and LaPorte Counties

Parkview LaGrange Hospital Emergency Dept— Amish health fair
incorporating farm/tool-related IP activities (LaBge County)

DeKalb Memorial Hospital — multiple IP activities in DeKalb County
Blackford Community Hospital — employee ergonomics training and
Safety Town

Injury Free Coalition for Kids of Indianapolis/Rile y Trauma Services
Injury Prevention Program — multiple IP activities serving Central
Indiana and consulting statewide

The Methodist Hospitals Southlake Campus Emergenciept. —
multiple IP activities in Merrillville, IN

Kasey the Fire & Life Safety Dog- fire/burns, motor vehicle,
environmental/weather programs throughout Indiarththe Eastern half
of the U.S.

IDHS EMS Data Registry Program— assisting multiple EMS IP
programs throughout the State of Indiana

Allen County Safe Kids (Lutheran Children’s Hospital) — multiple IP
activities in Allen County

Porter Hospital — multiple IP activities in Porter County

St. Mary’s Medical Center Trauma Services -multiple IP activities
serving the tri-state area of Indiana, lllinois,k&cky

Maternal Child Special Health Care Services (ISDH}- IP activities
focusing on suicide prevention and motor vehidigeughout the state
Deaconess Regional Trauma Center multiple IP activities in
Evansville and District 10

Marion County Safe Kids/Marion County Health Dept Injury
Prevention Program— multiple IP activities in Marion County

The People’s Burn Foundation- Fire/burn prevention awareness,
education, training throughout the state and natide

St. Francis Hospital Indianapolis— motor vehicle/automotive safety,
rape/sexual assault and other education in Ind@isaf Greenwood
IU/Wishard Level | Trauma Center — multiple IP activities in Marion
County

Pike Township Fire Dept — multiple IP activities in Pike Township
(Indianapolis)
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- Ruth Lilly Health Education Center — multiple IP activities in Central
Indiana

- TransCare Ambulance —no formal IP program but conduct sporadic IP
activities sponsored by local fire depts. in VigadC8ay counties

- ENA St. Vincent Frankfort Chapter ENCARE program — multiple IP
activities in Frankfort and Clinton County

- Automotive Safety Program at Riley —-bike/pedestrian and motor
vehicle safety state-wide and nationally

- Safe Kids Indiana —multiple IP activities state-wide

2. Describe how the trauma lead agency has fundéd@ordinated system-wide injury
prevention or outreach activitiegrom 2002-2005, ISDH had grant funding to develop
injury prevention infrastructure through the CDCr€tnjury Surveillance program;
unfortunately the application submitted for congdudunding was approved but not
funded. Although there is no dedicated fundinthest time, in 2007 some short-term
internal funding became available and was usedrtd 20 injury prevention and trauma
education projects around the state. Each ofdfierstrauma centers received a grant
award, as well as the Indiana ENA, five non traweter hospitals (including two
CAHSs), and an EMS education organization. Paiditip who benefited from these
programs included nurses, pre-hospital personhétiren, teenagers and the elderly.

a. Which injuries (including pediatric injuries) hatseen identified and prioritized
for intervention strategiesThe draft of the Injury Prevention state plan regegi
for the CDC grant application in 2005 focused me fiypes of injuries: motor
vehicle crashes, falls, poisoning, residentiakfia@d suicide (see Appendix 15).
At the institutional level, each of the trauma esatanalyze their trauma registry
data to target areas of need for injury prevergictivities and each have
customized their injury prevention programs to nteetneeds of their
communities.

b. Identify any dedicated lead agency or other agetefy member (full- or part-
time) responsible for injury prevention outreacld anordination for the trauma
system.There is no dedicated lead agency person resperfsibinjury
prevention outreach and coordination for the traggsiem. Most of this
responsibility falls on the state trauma managéh assistance from the part-
time injury prevention epidemiologist.

c. What is the source of fundingPhere is no state funding for injury prevention.

3. Explain the evaluation process for injury prev@mnprojects that are conducted by the
lead agency, trauma facilities, or other commurtigsed organizations here are not

any injury prevention projects conducted by thellagency, since there is no funding for
an injury prevention program. Methods used bytthema centers include pre and post
tests, program evaluations, community surveyso¥ellip phone calls, observation of
participant behavior, review of registry for chaage trends, interactive programming, to
name a few. The lack of statewide injury morbidita and the lack of e-code use by
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many hospitals within the state hampers effortdeti@rmine long-term outcomes of
injury prevention efforts within the state.

a. ldentify any gaps in injury prevention efforts feopulation groups in the state.
Because there is no statewide surveillance systehma state health department
injury prevention system, it is difficult to quafytigaps. Anecdotally, there appear to
be significant gaps within the rural and Hisparooenunities. The elderly
population has been identified by more than on@ftrauma centers as a group that
needs more focus on prevention efforts (falls,) etc.

Emergency Medical Services

EMS Summary

The provision of emergency medical services is #enaf vital concern affecting the
public health, safety, and welfare of the peopléndfana. The EMS Branch of the
Indiana Department of Homeland Security regulatesgpects and certifies services and
facilities engaged in providing emergency medieal/ges in Indiana. The standards and
requirements for furnishing emergency medical sewito the citizens of Indiana are set
by the Indiana Emergency Medical Services Commisgiwder 836 IAC with authority
from IC 16-31. This eleven-member commission isaapted by the Governor, which
includes two physicians, a registered nurse, apesentation from hospitals, EMTSs,
paramedics, and provider agencies, as well asubkcp

Indiana EMS Commission:

\ Member | From | City

| Chair - Gary Miller | Private Ambulance Services  iamhpolis

| Open | Public Representative |

| Melanie "Jane" Cragin Hospital Ambulance Service| Williamspart

| Charles Valentine | Municipal Fire Services |  IndiarlEpo

| G.LeeTurpen | Paramedics | Evansville

| Myron Mackey | Emergency Medical TechniciansBicknell

| Dr. Michael Olinger | Trauma Physicians |  Indianapglis
| Ed Gordon | Volunteer Fire Departments  Lawrenceburg
| Sue Dunham | Emergency Nurses | Indianapolis
| Terri Hamilton | Volunteer EMS | Knightstown
Dr. William Rutherford ~ Emergency Physicians | Carmel

The EMS Operations Director supervises five EM3iiRisManagers who are assigned a
specific geographic service area for providing EdtSrdination within the ten
Department of Homeland Security Districts. The EDBiStrict Manager’s review
applications for initial and renewal certificatiamgnduct inspections, perform audits and
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offer technical assistance for Basic Life SuppAdyanced Life Support and Air
Ambulance Providers, EMS Training Institutions &upervising Hospitals, local and
state officials and the general public. The EM&righ is involved in emergency
preparedness at the District level and respondstergency events statewide to assist
the local EMS providers. As part of emergency oese, the EMS Operations staff will
coordinate and assist the Medical Response Tréilesss, located in each of the ten
Districts on mass casualty events. Indiana hasadber Portable Mortuary Unit that is
now under the responsibility of the EMS Branch.

The EMS Operations Director also investigates aWsEelated complaints and assists
in the preparation of any sanctions issued ag&nt$ certified persons.

Unfortunately, the requirements for EMS providairimg varies greatly from state to
state. The requirements for state of Indiana amedat@d by the Indiana Department of
Homeland Security.

Table 1.0 : Certification Requirements of EMS Providers in Indiana

Certification Skills Included Hours of Training | Certification Requirements Recertification
National Standard 1445 minimum - Successful completion of Semi-annual
Cumiculum DOT includes 8 hours Commission-approved Basic | participation in
EMT-Basic EMT-Based of ED observation | EMT training course, plus and reporting of
program, 1994 & 8 hours state practical skills and 40 hours of
edition, plus state- ambulance wiritten examinations for continuing
approved |V initial certification education (34
maintenance, hours lecture
aspirin, geriatric, didactic and s kills
SIDS, WMD, and evaluation} plus 6
Hazmal medules hours audit
Basic EMT skills 85 hours EMT certification plus Semi-annual
plus state- successful completion of accumulation of
developed modules: state-approved fraining 10 hours of
EMT Basic-Advanced | | initiation and curriculum and state continuing
automatic or practical skills and written education in ALS
manual defibrillation examinations. and 12 hours of
medical director
approved audit
and review, plus
basic
requirements
Those in the DOT's | 350-400 hours Pass 1999 EMT- Recertily every 24
EMT-Intermediate Intermediate National months; 72 hours
EMT-Intermediate 1999 National Registry exam continuing
Standard education credits,
Curriculurm. including skills
and audit and
review
Basic EMT skills 980-1500 hours Current EMT certification Recertify every 24
plus DOT EMT- plus successiul completion months; 72 hours
EMT-Paramedic Paramedic training of commission-approved continuing
program. paramedic fraining program | education credits,
and National Registry including skills
Paramedic examination for and audit and
initial certification. review

Areas that are rural, such as much of Indiana, Bpeeial considerations in terms
of EMS care. A wide disparity in the delivery dfi5 care between rural and urban
areas does exist. One major contributing facttinashigh number of volunteers that are
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used to operate and maintain these systems oflodet, in many rural communities,
the emergency care role is a second job for thenmtapf EMS providers. Due to the
large volume of volunteers that provide EMS carthistate of Indiana, it is vital that
researchers examine the difference, if any, irdtel of care provided between
volunteers and paid EMS personnel.

SEA 249 was passed in 2008 (effective July, 200i8)ng the EMS commission
the authority and mandate to adopt rules concettniage and transportation protocols
for the transportation of trauma patients constsaéth the field triage decision scheme
of the American College of Surgeons Committee cauiira (Table 2).
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Table 2: FIELD TRIAGE DECISION SCHEME

| Measure vital signs and level of consciousness

Glasgow Coma Scale <14 or
Step One Systolic blood pressure <90 or
Respiratory rate <10 or >29 (<20 in infant < gear)
Take to a trauma center. Steps 1 and 2 attemgemmify the most seriously injured patients. Assess anatomy of
Thesepatients would béransported preferentially to the highest levetafe within the trauma injury
system.

All penetrating injuries to head, neck, torso, arttemities proximal to elbow and knee
Flail chest

Step Two . Two or more proximal long-bone fractures

Crush, degloved or mangled extremity

Amputation proximal to wrist and ankle

Pelvic fractures

Open or depressed skull fracture

Paralysis
Take to a trauma center. Steps 1 and 2 attenigémtify the most seriously injured patients. Assess mechanism of injury
These patients would keansported preferentially to the highest levetafe within the trauma _and evidence of high-energy
system. impact
I
Falls

o) Adults: > 20 ft. (one story is equal to 10 ft.)

o Children: > 10 ft. or 2-3 times the height of theld
High-risk auto crash
Step Three o Intrusion: > 12 in. occupant site; > 18 in. ang si

o Ejection (partial or complete) from automobile

o) Death in same passenger compartment

o Vebhicle telemetry data consistent with high riskrgéiry
Auto v. pedestrian/ bicyclist thrown, run overvath significant (>20 mph) impact
Motorcycle crash > 20 mph

Transport to closest appropriate trauma centerhyliepending on the trauma Assess specjal patlient or
system, need not be the highest level trauma center system considerations
Age

o) Older Adults: Risk of injury death increases aige 55
o Children: Should be triaged preferentially to pedc-capable trauma
Step Four centers
- Anticoagulation and bleeding disorders

Burns

o) Without other trauma mechanism: Triage to buriifgc

o With trauma mechanism: Triage to trauma center
Time sensitive extremity injury
End-stage renal disease requiring dialysis
Pregnancy > 20 weeks

FAAC v idar i aana

Contact medical control and consider transporntaorha center or a specific resource hospita'. | Transport according to protoco|

WHEN IN DOUBT, TRANSPORT TO A TRAUMA CENTE!

This field triage decision scheme, originally deyedd by the American College of Surgeons Commdéte&rauma, was
revised by an expert panel representing emergemecloal services, emergency medicine, trauma surgedypublic health.
The panel was convened by the Centers for Diseasgd and Prevention (CDC) with support from NatbHighway
Traffic Safety Administration (NHTSA). Its contenare those of the expert panel and do not nedgssgresent the official
views of CDC and NHTSA.
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A workgroup was created by the EMS commissiontaedndiana Department of
Homeland Security to review the issues surroundéilts trauma protocol development,
particularly the issues relevant to Indiana, andeteelop the protocols and rules for their
use that would then go through the State’s rulenptgation process before becoming
effective. The workgroup's first meeting was hetdJuly 22nd at St. Vincent's in
Indianapolis. Immediately from the beginning, éclme clear that the consensus of the
group was that we needed to create a system fauihe of the state...a system that is
best for the patient and works for 92 countieskeMbarvey, DHS, spoke of a very
optimistic timeline for the process, noting thawviuld take at least 18 months (and
probably longer) for the workgroup to come up vihikir recommendations for the
commission, for the commission to decide upon thées, and for the rules to go
through the promulgation process. There will alsed to be a fiscal impact study done
as part of this process that shows how it can braffect hospitals, providers, and the
rest of the state financially.

Discussion was made about the American Collegaigjedns Field Decision
Scheme and how the statute has been worded taeilult was the general consensus
of the group that using the ACS scheme might crealeght degree of over triage, but
that it would be a good starting point and pointedérence as the group develops and
creates what's effective for Indiana.

Several pieces of information (maps, etc.) werpldiged for the attendees of the
meeting. It was decided that more data needed tgathered prior to the next meeting,
such as the injuries and runs per county, etwa#t also decided that some (EMS)
providers may have, either through protocol or@dprocedure, rules that dictate an
inability to transport out of their county or outtbeir area, and the district managers are
polling their providers to determine what, if arfytloose exist.

In an update to the workgroup discussions, the EM&mission asked for a
definition from State legal counsel, as to whetparamedic or EMT can legally define
a transport destination against the wishes of #tiept. The answer from state legal
counsel was that an EMS caregiver does not havethiority under statute or
regulation. This could potentially be an obstdoléhe development of the protocols and
insight from other states that have dealt with isgsie would be beneficial to the
workgroup as it moves forward.

In 2007, the Purdue University Department of Healtl Kinesiology and (George
Avery, Ph.D., MPA Assistant Professor of Public fe®epartment of Health and
Kinesiology) conducted an Indiana Emergency Meds=lices Needs Assessment
Conducted in cooperation with the Indiana Statec®fbf Rural Health by mail survey of
2360 EMS personnel and 716 EMS organizations iratradl Responses were received
from 1054 individuals and 324 organizations, reftex44.7% and 45.3% response rates,
respectively. Major findings of the survey were:
Evidence exists of a shortage of EMS personneidiaha due to high
vacancy rates. This is particularly acute in vobd@ntorganizations,
which report the greatest difficulty in recruitiegS personnel.
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Paid EMS personnel work on average significantlyentban a standard
40 hour week, and high percentages of EMS pers@utka second job.
Because excessive working hours have been linkexhtguality
healthcare, this may indicate potential problenmts whe quality of EMS
care.

Differences in training needs and training receivedreas related to
cardiac care indicate potential disparities indbality of care for heart
attacks between rural and urban areas.

Contrary to the Indiana requirements for recediiian, it appears that a
significant proportion of Indiana EMS personnel anganizations are
not using audits as a tool for ensuring quality dadeloping skills.

A wide variety of training needs have been ideatifiWhile some clinical
skill areas (basic and advanced life support) aeglad, many of these
areas are in important non-clinical areas, suckuasmobile extrication,
foreign languages, safety, and incident management.

The training environment, both in terms of initedd continuing training,
is so varied that it cannot realistically be coesadl a “system.”

In the abstract, EMS personnel prefer “hands-opétiyaining, but when
presented with specific scenarios they indicatesatgr affinity for
locally-delivered mechanisms such as classroomsesuat a local
school or computer-based training. This probaétlects the tradeoff
between time and utility, and is consistent witkdings that time is the
largest barrier to continuing education and thénluigrcentage EMS
personnel who hold second jobs.

Self-assessment of preparedness levels by EMSpebkeveals that the
EMS system in rural areas is likely to be less are@ and capable than
in urban areas. Volunteer organizations rate tleéras as less capable
than paid organizations, although this is largedyneflected in self-
assessments by volunteer EMS personnel.

Results of the Purdue 2007 needs assessment, tBealma protocol workgroup, this
trauma system consultation, along with much additianformation are being used to
develop a Rural Trauma-EMS Plan for the State diaima.

1. Provide information on the last assessment oSEiMcluding assessor and date.
Unknown.

a. Describe the EMS system, including the number amdpetencies (that is, ALS
or BLS) of ground transporting agencies, non-trantspg agencies, and air
medical resources.
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EMS PROVIDER CERTIFICATION REPORT
Provider Level
Rescue Squad Organization (non-EMS certification) 7

Basic Life Support Non-Transport Organization 477
Ambulance Service Provider 129
EMT Basic Advanced Organization 39
EMT Basic Advanced Organization Non-Transport 12
EMT Intermediate Organization (ALS) 10
EMT Intermediate Organization Non-Transport (ALS) 1
Paramedic Organization (ALS) 182
Paramedic Organization Non-Transport (ALS) 12
Rotorcraft Air Ambulance (ALS) 21
Fixed Wing Air Ambulance 1
Total 891

b. How are these resources allocated throughout thierréo serve the population?
The provision or authorization of emergency medseat/ices is a requirement of
the governing body of a city, town, township, ounty according to Indiana
statute (IC 16-31). Each political subdivision dies what level of care they
choose to fund and to provide.

c. Describe the availability of enhanced 911 and wsglE-911 access in your
region. Enhanced 911 is available throughout the stateeM&s E-911, including
Phase Il, is available throughout a majority of skete, largely dependent upon
the wireless carrier and areas of coverage (SeeAppendix 6).

d. ldentify any specialty pediatric transporting ages@nd aeromedical resources.
Several specialty transport units exist (Riley &Btncis in Indianapolis);
however they are born from the need of a specrbgam/facility, and the
respective program bears that cost.

e. Describe the availability of pediatric equipmentadihground transporting units.
Indiana Administrative Code 836 IAC 1-3-5 denotss tequired emergency care
basic life support equipment for ground ambulanceke State of Indiana,
including pediatric equipment. 836 IAC 2-2-3 dersoaelditional required
emergency care equipment for advanced life sup&ee Appendix 12 for EMS
code and legislation.)

2. Describe the procedures for online and off —texdical direction, including
procedures for the pediatric populaticd@urrently no statewide protocols exist. Protocols
may function on a “regional” basis if several paefis in the same region have the same
medical director and utilize the same protocolee-Irospital emergency care (EMS) is
highly protocol driven and specific protocols maydnline or off-line, dependent upon
the decision of the organization’s medical director

a. Describe how EMS and trauma medical direction aretsight are coordinated
and integratedThere is no statewide or regional medical directionversight.

3. Describe the pre-hospital workforce competeniciésauma:
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a.

Initial training and certification/licensure regeiments

Indiana utilizes National Standard CurriculumsFinst Responder, EMT-Basic,
EMT-Intermediate, and EMT-Paramedic. All Nationgu&lard Curricula are
available for download at the NHTSA EMS Nationar@tard Curricula website:
http://tinyurl.com/US-DOT-NSC

Continuing education and recertification/re-licergsrequirements

First Responder

(c) To renew a certification, a first responderls&iabmit a report of continuing
education every two (2) years that meets or excégedsinimum requirement to
take and report twenty (20) hours of continuingaadiwn according to the
following:

(1) Participate in a minimum of sixteen (16) hoaf&ny combination of lectures,
critiques, skills proficiency examination, or auditd review that reviews subject
matter presented in the Indiana first respondetiadum.

(2) Participate in a minimum of four (4) hours igfibrillation and airway
management as presented in the Indiana first relgpaurriculum.

EMT-Basic

(d) To renew a certification, a certified emergenugdical technician shall
submit a report of continuing education every t@pyears that meets or exceeds
the minimum requirement to take and report forty) (dours of continuing
education according to the following:

(1) Participate in a minimum of thirty-four (34) tns of any combination of
lectures, critiques, skills proficiency examinagpoontinuing education courses,
or teaching sessions that review subject matteygmted in the Indiana basic
emergency medical technician curriculum.

(2) Participate in a minimum of six (6) hours ofigwand review.

(3) Participate in any update course as requiretth&gommission.

(4) Successfully complete proficiency evaluatioatttests the skills presented in
the Indiana basic emergency medical techniciaricziam.

EMT-Basic Advanced

Sec. 3.5. To renew a certification, a certified sgeacy medical technician-basic
advanced shall submit a report of continuing edanatvery two (2) years that
meets or exceeds the minimum requirements to tateeport fifty-six (56)

hours of continuing education according to theoiwlhg:

(1) Participate in a minimum of thirty-four (34) tns of any combination of
lecture, critiques, skills proficiency examinati@montinuing education course, or
teaching sessions that review subject matter ptegden the Indiana basic
emergency medical technician curriculum.

(2) Participate in a minimum of ten (10) hours oy @ombination of lecture,
critiques, skills proficiency examination, or teaghsessions that review subject
matter presented in the Indiana emergency medichhician-basic advanced
curriculum.

(3) Patrticipate in a minimum of twelve (12) houfsaadit and review.

(4) Participate in any update course as prescihigegtie commission.
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(5) Successfully complete a proficiency evaluatioat tests the skills presented
in the Indiana basic emergency medical techniciarnaulum and the Indiana
emergency medical technician-basic advanced cluricu

EMT-Intermediate

(b) An applicant shall report a minimum of sevetwy (72) hours of continuing
education consisting of the following:

(1) Section la, completion of an emergency medeethnician-intermediate
refresher course based on federal DOT-approvedtalum consisting of a
minimum of thirty-six (36) hours, which refresheutse may be completed
through a supervising hospital-approved contin@dgcation course consisting
of the following:

(A) Twelve (12) hours in airway, breathing, anddialogy.

(B) Six (6) hours in medical emergencies.

(C) Five (5) hours in trauma.

(D) Twelve (12) hours in obstetrics and pediatrics.

(E) One (1) hour in operations.

(2) Section Ib, attach a current copy of advan@diac life support certification.
The certification expiration date shall be concatneith the emergency medical
technician-intermediate certification expiratiortela

(3) Section Ic, attach a current copy of cardiopariary resuscitation for the
professional rescuer certification. The certifioatexpiration date shall be
concurrent with the emergency medical technicidarmediate certification
expiration date.

(4) Section I, participate in a minimum of twel{Z&2) hours audit and review.
(5) Section Ill, participate in twenty-four (24) irs of additional emergency
medical services-related continuing education. Addal hours may include
participation in any update course as requirechbycommission.

(6) Section IV, skill maintenance (with no spedifieour requirement). All skills
shall be directly observed by the emergency mediealice medical director or
emergency medical service educational staff ostimervising hospital, either at
an inservice or in an actual clinical setting. Tserved skills include, but are
not limited to, the following:

(A) Patient assessment and management; medicadianda.

(B) Ventilatory management skills/knowledge.

(C) Cardiac arrest management.

(D) Bandaging and splinting.

(E) Medication administration, intravenous therapyavenous bolus, and
intraosseous therapy.

(F) Spinal immobilization; seated and lying patgent

(G) Obstetrics and gynecological scenarios.

(H) Communications documentation.

EMT-Paramedic

(b) An applicant shall report a minimum of sevetw (72) hours of continuing
education consisting of the following:
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(1) Section IA, forty-eight (48) hours of contingieducation through a formal
paramedic refresher course as approved by the cesionior forty eight (48)
hours of supervising hospital-approved continuidgaation that includes the
following:
(A) Sixteen (16) hours in airway, breathing, anddgzogy.
(B) Eight (8) hours in medical emergencies.
(C) Six (6) hours in trauma.
(D) Sixteen (16) hours in obstetrics and pediatrics
(E) Two (2) hours in operations.
(2) Section IB, attach a current copy of cardiopuhary resuscitation
certification for the professional rescuer. Thdi@ieation expiration date shall be
concurrent with the paramedic certification expoatdate.
(3) Section IC, attach a current copy of advan@diac life support certification.
The certification expiration date shall be concotmith the paramedic
certification expiration date.
(4) Section I, twenty-four (24) additional hoursesnergency medical services
related continuing education; twelve (12) of theears shall be obtained from
audit and review. The participation in any cours@pproved by the commission
may be included in this section.
(5) Section Ill, skill maintenance (with no speedihour requirement). All skills
shall be directly observed by the emergency mediealice medical director or
emergency medical service educational staff ostipervising hospital either at
an inservice or in an actual clinical setting. Ohbserved skills include, but are
not limited to, the following:
(A) Patient medical assessment and management.
(B) Trauma assessment and management.
(C) Ventilatory management.
(D) Cardiac arrest management.
(E) Bandaging and splinting.
(F) Medication administration, intravenous therapjravenous bolus, and
intraosseous therapy.
(G) Spinal immobilization.
(H) Obstetrics and gynecological scenarios.

() Communication and documentation.

c. Pediatric trauma training requirements for reciedtfon
There are no pediatric specific requirements.

Definitive Care Facilities

1. Describe the extent to which all acute cardifees participate in the trauma system.
The participation of the trauma centers in the firau’ask Force and other groups is one
of the driving forces of Indiana’s trauma systermalepment. The seven trauma centers
have been active in the process of trauma systeelamment from the beginning.
Currently, there are 28 different hospitals repnése on the Trauma Task Force, with an
additional 13 hospitals that are participating bigraitting data to the trauma registry.
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This represents 32 percent of the acute care labstith emergency departments) in
the state participating in some way (41/129).

a. Describe the availability and roles of specialtptegs within the system
(pediatric, burn, TBI, SCI) Fhere are two pediatric hospitals in the state of
Indiana, Riley Hospital for Children and Peyton Mary Children’s Hospital at
St. Vincent, both in Indianapolis. Riley Hospitsllso an ACS verified, Level |
pediatric trauma center and pediatric burn cemterdrican Burn Association).
There are two other burn centers in the state, &vésHospital (also a Level |
trauma center) in Indianapolis, and St. Joseph ithisp Fort Wayne. The
Rehabilitation Hospital of Indiana in IndianapaBghe largest rehabilitation
facility in the state for TBI and SCI patients. |d3i Hospital at Methodist (Level
), St. Vincent Pediatric Rehabilitation hospitabdaSt. Mary’s Medical Center
(verified Level Il trauma center) all have pediatrehabilitation beds. Other
hospitals with rehabilitation beds for TBI and/aZISre Ball Memorial Hospital
in Muncie, Columbus Regional Hospital in ColumbDayiess Community
Hospital in Washington, Deaconess Hospital in Evilesalso a Level Il trauma
center), Fayette Memorial Hospital in Connersviiéhson General Hospital in
Princeton (CAH), HealthSouth Deaconess Rehabomaltiospital in Evansuville,
Hook Rehabilitation Center in Indianapolis, How&egional Health System in
Kokomo, Indiana University Acute Rehabilitation @anat Wishard in
Indianapolis, Jasper County Hospital in Rensselemorial Hospital in South
Bend (also a Level Il trauma center), Methodist pitads Rehabilitation Center in
Merrillville, Parkview Hospital in Fort Wayne (alsoLevel Il adult and pediatric
trauma center), Rehabilitation Center at St. Catlbdfospital in East Chicago,
Rehabilitation Hospital of Fort Wayne, Reid Hospéad Health Care Services in
Richmond, Roudebush VA Medical Center in Indianagp@outhern Indiana
Rehabilitation Hospital in New Albany, St. Joseptgk®nal Medical Center —
IRF in South Bend, St. Mary Medical Center in Haplinion Hospital Medical
Rehabilitation in Terre Haute, Wabash Valley Haspit West Lafayette and
Whitewater Valley Rehabilitation in Connersville.

2. Describe the roles of the non-designated a@refacilities in the trauma system.
There are several non-designated hospitals whesl gart of the Trauma Task Force,
and they are assisting with trauma system develapeféorts. In addition, there are
several other hospitals that have voluntarily belgunse the state trauma registtyis
the intent of the Task Force to include all hodpita the trauma system, and the Task
Force will encourage non-designated hospitals tsicker participation as a designated
center when the designation process is in place.

a. Address their representation on the regional tracomamittee. We have
representation from several non-trauma hospitalth(large and small facilities)
on the Trauma Task Force.

b. Do they submit registry and/or financial dat&@me are starting to submit
registry data: 15 CAHSs participated in a traungastey pilot project entering
severely injured patients transferred to a higbeell of care into the registry, and
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most are continuing to use the registry. One &t non trauma center hospital
(Elkhart General) is currently entering data irite tegistry. The hospitals that
participated are listed below:
- West Central Community Hospital in Clinton (Vernah County)

St. Mary’s Warrick Hospital in Boonville (Warrickatinty)

Blackford Community Hospital in Hartford City (Bleiord County)

Dunn Memorial Hospital in Bedford (Lawrence County)

St. Vincent Mercy Hospital in Elwood (Madison Coyint

White County Memorial Hospital in Monticello

Tipton Hospital in Tipton (Tipton County)

Woodlawn Hospital in Rochester (Fulton County)

Gibson General Hospital in Princeton (Gibson Colunty

Washington County Memorial Hospital in Salem (Wagiton County)

Community Hospital of Bremen (Marshall County)

Bedford Regional Medical Center (Lawrence County)

Rush Memorial Hospital in Rushville (Rush County)

Bloomington Hospital of Orange County in Paoli

Jay County Hospital in Portland

c. What is their degree of engagement in the systede-werformance improvement
process?There is no system-wide Pl process yet.

3. Describe the process for verification and design. Briefly outline the extent of
authority granted to the lead agency to receivédiedmpns and to verify, designate, and
de-designate regional trauma centérhis process is not in place yet. Current Trauma
Task Force plans are that Level | and Level Iltnawcenters would be verified by the
American College of Surgeons’ (ACS) Committee oaufna (COT) with subsequent
designation from the State of Indiana. Level fidd_evel IV trauma centers would be
designated by the State of Indiana (see Appendix 3)

4. Describe your standards for trauma center atifin (including pediatric standards)
and the extent to which they are aligned with matictandardsThis process is not in
place yet. Current Trauma Task Force plans ateLthael | and Level Il trauma centers
would be verified by the American College of Sung€dACS) Committee on Trauma
(COT) with subsequent designation from the Statedifina. Level lll and Level IV
trauma centers would be designated by the Stdted@na (see Appendix 1). In June of
2007, 17 members of the Trauma Task Force caméhg®er a full-day retreat to
discuss the designation process for Level Il ahthdspitals, which resulted in the draft
rules seen in Appendix 3, which have not yet gbmeugh the promulgation process.
Notes from that meeting follow:

Notes From June 23, 2007 Trauma System Planning Re#t

. Trauma Task Force Members in Attendance:

Charlene Graves, MD — ISDH (Trauma Medical Diregt8usan Perkins, RN — ISDH

(Trauma System Manager); Joan Marciniak — ISDHu(nPrevention Epi); John
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Braeckel — ISDH (Hospital Preparedness); Spencevésr— IHHA; Tom Madden, MD -
Indiana ACEP, Bloomington Hospital; Chris Hartm#D Indiana ACEP, St. Francis
Hospital; Tres Scherer, MD — Indiana ACS-COT and¥EWM, Riley Hospital; Matt
Howard, RN — Riley Hospital; Sharon Hubrich — VPPRQ&/iess Community Hospital;
Tim Hayward, MD — Wishard Hospital; Brian Mullis, - Wishard Hospital; Gerardo
Gomez, MD — Wishard Hospital; Rick Lowry, RN — Mettst Hospital; Merry Addison
MSN — Terre Haute Regional Hospital, IN ENA; LaAgdison, RN — West Central
Community Hospital (CAH), IN ENA; Andrew Bowman, MSEMT-P — Witham
Hospital

[I. Tom Madden reviewed the goals of a traumaesystelated to designation of hospi
levels of care. In previous discussions, the TraGystem Advisory Task Force agree
that the system should be voluntary - once ther@ithave been developed, hospitals
select what level of care fits best and amaigordingly for that status. The goals of a
trauma system facility designation process include:

A) to facilitate the rapid identification, evaluai and treatment of the trauma victim,
B) to promote cooperation among treating facilia@sl efficient transportation of the
trauma victim to the appropriate treating facility,

C) to collect data concerning trauma victims analyae it to improve performance,
D) to use this data to save lives and improve tadth of the population of Indiana.

Hospital designation should be inclusive and afligieated hospitals will beequired to
submit data to the state trauma registry. Theitedsgpesignation process should be ke
as simple and flexible as possible and needs &Umédated in Administrative Rules

which are now beginning to be developed in draftnf¢a brief discussion was held late

in the retreat).

Because it has already been agreed to utilize @8-80T verification process for Lev
| and Il hospitals, the retreat was designed togam what is needed for Level Ill and
IV hospitals to be designated, as in other stétesugh a state government agency, in
this case ISDH.

Comments included the need to create incentiveldspitals to become Level Il care
facilities, because extra costs to the hospitdllvélinvolved.

Tom Madden and Tres Scherer then led the growudra comprehensive review an
discussion of the Level Il and Level IV hospitasignation criteria, with the final
consensus being the criteria listed in Table 1welo

Table 1: TRAUMA CENTER DESIGNATION CRITERIA COMPAR ISON: ACS

& Indiana Criteria. (X =Required; D = Desirable). Comments are highlighted in yellow; items
highlighted in red are from after the retreat.

[al

can

pt

T

Indiana: Proposed
ACS Criteria
INSTITUTIONAL ORGANIZATION LEVEL Il LEVEL IV LEVEL Il LEVEL IV
Trauma Program —Definition needed. Core is surgeon, EM doc, X X

ED nurse. EM doc and surgeon can be co-directors — facility
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decides. Level IV does not require a surgeon.

Trauma Service — Have to have the correct type of physicians to
care for the pt in the hospital (i.e. ortho trauma admission must
have ortho surgeon available, etc.). Create policies if needed.
Trauma Team (ED physician, nurse, RT, surgeon on call for
level 111)

Trauma Coordinator/trauma program manager — usually an ED
nurse.

Trauma Program Medical Director (Can be ED physician, but
surgeon must be involved on committee)

Trauma Multidisciplinary Committee/PIPS Program — must meet
at least twice per year

Trauma Registrar (Can be trauma coordinator)

HOSPITAL SECTIONS (Determined by hospital by-laws & federal
regulations, so does not need to be included in the criteria)

Anesthesia
Emergency Medicine

a. Emergency Medicine liaison
General Surgery
Orthopedic Surgery

a. Orthopedic trauma liaison
Radiology

CLINICAL CAPABILITIES — must have emergent care capabilities
(on call & available 24-7)
Anesthesia — includes CRNAs under physician (anesthesia or
surgeon) supervision

Delete Hospitalist
Emergency Medicine - 24-7 staffing of ED on-site IF receive
ambulances

General Surgery
Orthopedic Surgery
Radiology

CLINICAL QUALIFICATIONS
Board Certification/Eligible (VOTED to use ACS-COT wording)
Anesthesia — not required, so DELETED
Hospitalist —- DELETED
Emergency Department Medical Director
Emergency Medicine
a. ATLS completion at least once
General Surgery
a. ATLS completion at least once

b. Multidiciplinary Committee Attendance >50%
Orthopedic Surgery — should require a time limit for
certification (exclude fellowship from time limit)

Radiology
Non-board certified/Eligible
Emergency Physicians
a. ATLS Certification (must maintain current)

b. Multidiciplinary Committee Attendance >50%
Emergency Department Nurses — TNCC required for at least
one

FACILITY RESOURCES
Clinical Laboratory Service
PACU
Critical Care Unit
Emergency Department 24 hr. physician staffing

X X
X X
X X
X X
X X
X X
X X
X X
X X

X
X X
X X
X X
X X
X X
X D

X
X X
X X
X X

X
X X

X
X X
X X
X X
X X
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Pharmacy 24 hr. pharmacist staffing
Physical Therapy & Occupational Therapy X
Radiology Services
Sonography
Radiology technician 24 hr.
Computed Tomography
CT technician 24 hr.
Respiratory Care Services
Social Services

x

XX XXX [ X
X |IX [ X [X|X|X|TO

Surgery Suite on call 24 hr.

1. Regional organization of the trauma system — RAREg{onal Advisory Councils)
should be considered at some point.

2. Redesignation process for hospitals will needesitvey team for Level Ill, but
Level IV initial designation and redesignation nimeypossible to accomplish through
processes already in place for ISDH hospital sugveylicensure.

3. ldeally, Level I and Il hospitals would sponsorfkaut to proposed Level Il or IV
hospitals to assist them with accomplishing statghation.

4. Transport, transfer and care protocols are needddhvihe trauma system but are
not included in the current Indiana legislation ASEB4 of 2006).

5. Discussion was held as to the site survey proaagsvao should be involved, but no
final consensus was achieved.

6. The recent development of free-standing emergeapgrtiments (geographically
separate from hospitals) creates issues that eédlrio be identified and discussed

of
?

[1l. Administrative Rules Discussion:

1. Afirst rough draft of administrative rules for tnma center designation was compiled
by Charlene Graves from information gathered fraheopstates. This document was
reviewed and briefly discussed. Spencer GroverJahe Braeckel will work on
revisions to the language/content of this

2. Under Levels of Care, the need for transfer langudagl’'s & II's for receiving
patients from IlI's & IV’s was discussed. Resowoeed to be in place to facilitate
communication from physician to physician for ees&ansfer to higher level of
care. It was noted that Level | & Il facilities@hld always agree to receive trauma
patients from Level 11l & IV facilities. Referenagas made to the language in
Chapter 4, p. 27 of the ACS green book.

3. There should be a transfer plan in place to fatdithe process — tells when a patient
needs to be transferred.

4. There was discussion regarding the terminologhénltevels of Care, Il & IV
sections: transfer agreement®uld be changed to transfer plassd treatment
protocolsshould be changed to treatment guidelines
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5. Throughout the day, the term “system hospital” westioned several times. This
was in reference to hospitals that do not choogeofthe other designations or tha
do not qualify for any of the other designatio®isan Perkins is going to research
the terminology that other states use for theseitais.

IV. Trauma Registry Update

Susan Perkins provided an update on the statiedhtliana Trauma Registry. She a
handed out a copy of Ohio’s Trauma Registry Rugearaexample that Indiana can us
to start developing rules for the trauma registry.

V. Performance Improvement (PI) Indicators

Susan Perkins handed out copies of:

- Pl information from the ACS-COT Trauma Performainprovement Reference
Manual,
Chapter 16 of the ACS green book (Performance lwgment and Patient Safety),
Quality improvement filters from Washington Statad
Performance Indicators and Outcome Measures frostralia.

Tres Scherer handed out Indiana EMSC Performanpeolrement Measures for 2006.
The group was asked to review these documentsthéeetreatind_provide feedback t
Susan either by email or by participating in thelBtussion at the upcoming August 3
Task Force meetingSusan will compile a brief document on proposed®@icators for
Indiana to present at the next Task Force meeting.

VI. Strategic Planning

Many strategic planning issues were covered inegatiscussion during the retreat.
Issues and comments from the discussion of 12sssteeprovided below.

Strategic Planning for Indiana Trauma System Develpment — From June 23, 2007
Retreat (Comments from discussion at the Retreat @& bulleted and in italicy

The following is a list of some issues that seemtipent to our strategic planning effort

1. Should there be a State Trauma Care Commissiomeated and appointed by the
Governor? Currently the ISDH Trauma System Advisory Task Edgsca voluntary
group of interested parties that has been meeiog 2004. With more than 50
members and broad representation, it providesoagfiorum for dialogue. About 35
members attend each quarterly meeting. The grosipvbeked well to provide the input
needed to ISDH and continues to examine a numhengdrtant issueslhere are pros
and cons to consider when comparing the currensagvgroup to a state commission
which would be a more official entity.

[
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Commission is needed eventually, although the Faste currently accomplishes
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the functions needed for the initial developmenheftrauma system.

A summer Study Commission (in 2008) might be usetueating further legislation
that may be needed. A status report and dataedl&d the trauma system would
need to be provided.

Should this commission be a governmental entity mot-for-profit type of non-
governmental entity?

2. Should there be more efforts at regionalizatiomn the development of the state
trauma system? Some states utilize a regional basis for theimrasystem (Texas,
Michigan, others). Are there good reasons to cargiegionalization for Indiana,
assuming the regions would be aligned with theB#&I&/Public Health Preparedness
Districts already in existenceRre there drawbacks to regionalization?

Further efforts at regionalization are desirablednhance communication betweer
all stakeholders and to deal with local issues.CRARegional Advisory Councils)
provide this function in some states.

3. How can the critically needed financing for trama system infrastructure and

for compensation to hospitals for non-reimbursed ca to trauma patients be
accomplished? Spencer Grover of IHHA surveyed a number of stadetetermine the
sources for funding their trauma systems. Whigdtare a number of possibilities to |
considered, it is likely that something similaratdéee on motor vehicle registrations,
automobile purchases, or alcoholic beverages shmtbnsidered since motor vehiclg
crashes and violence related to alcohol are lang&ibutors to the burden of trauma.
How can advocacy for such funding be accomplished?

At a previous Task Force meeting, Dr. Hanni sugggeste should begin working of
this issue, and indicated his willingness to beaydressing it with local legislators.

4. Selecting performance improvement indicators ah processes is important in the
early stages of the state trauma registry and theauma system hospital designation
process. What are the optimal methods to incorpota performance and outcome
measures into the system? What should be the robé sentinel events?

Susan Perkins is researching and collecting perforoe improvement indicators,
which will be disseminated and presented for disicunsat future Task Force
meetings. Aommittee or Workgroup may be needed to providelfeedback.

5. What are the special issues affecting trauma camproviders, including orthopedic
surgery, neurosurgery, anesthesiology and rehabiltion medicine?

On-call coverage is a growing issue for the surggzbspecialties.

6. How do we incorporate trauma care consideratiosfor special populations, e.g.,
pediatrics, patients with burns, geriatrics, etc. mto the trauma system?

1l
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These issues will need further exploration as therha system is developed

7. Delivery of trauma care in the rural areas of he state is problematic for a
number of reasons. How can we improve that situatin?

Improved EMS capabilities and funding need to l@@ered. The use of
telemedicine as well as thinking in regional temaher than counties are also
important factors. Expanded education relatedrémina issues has begun and
needs to continue.

8. How can coordination best be maintained betweehe governing agencies and
organizations for pre-hospital care, hospitals withvarying levels of ability to
provide trauma care, rehabilitation services, andnjury prevention?

The Task Force provides a valuable forum for infation sharing and coordination|.
ENA representation on the Indiana EMS Commissiomavioe helpful. More work
needs to be done on standards and guidelinesitayer transfer and care of trauma
patients.

9. How can coordination and collaboration be mairdined between governing
agencies and organizations involved in preparednessd disaster planning? What
is the role of the trauma system and trauma centens this collaboration?

Much coordination and collaboration is already bgiachieved through federal
funding to support preparedness/bioterrorism. Matintion to the function and
role of state trauma systems and trauma centdoseé®ming evident in the federal
hospital preparedness objectives.

10. What is the role of new technologies, such tdemedicine, in the trauma care
system?

Improving care through telemedicine is of partiaulaportance for small rural
hospitals, many of which are critical access hadpithat receive federal funding
through FLEX grants administered by the Indianaic@fbf Rural Health at ISDH.

11. Should trauma registry data for smaller hospitls (Level 1V) be somewhat
different than that for larger hospitals?

Issue not discussed due to lack of time.
12. Statewide protocols for transport and care ofrauma patients are a necessary
element of a state trauma system, but were not inalled as a responsibility in PL

155 of 2006. How can protocol development and golon be achieved?

It appears that the initial legislation may needo®amended at some point in the
future, but much preparatory work on disseminatmfgrmation and educating EM$

U
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and hospital providers can be done in the interim.

a. Describe any waivers or program flexibility granfed centers not meeting
verification requirementsN/A at the state level.

b. Describe the process and frequency of use for digpalation of trauma centers.
N/A at the state level.

5. Outline how the geographic distribution and nemtif designated acute care facilities
is aligned with patient care needBhere are no designated facilities in Indiana W#fith
the locations of the seven ACS-verified level | dhnlauma centers in Northeastern,
Central and Southwestern Indiana, there are twasavkthe state that could potentially
benefit from the addition of trauma centers: Naektern and Southeastern Indiana.

a. Describe the process by which additional traumaersrare brought into the
system.Additional trauma facilities can be brought inte thystem through
verification and designation when Indiana has ruigdace to do that.
Generation of interest in the trauma system isgpastomplished by the efforts
of the Trauma Task Force membership.

Examples of how the trauma centers are promotagra system involvement

follow:

St. Mary’s trauma staff have visited seven of thgtifizt 10 hospitals to
encourage their involvement in the state traumgesysind have offered
support in the verification process if the hosgital their district wish to
pursue verification. They provided each hospitihwa copy of Resources
for Optimal Care of the Injured Patient, Indianadma Network minutes,
Trauma Task Force minutes, and the Indiana Sateasgystem DVD.
Three facilities have expressed interest in becgraibevel Il or IV
center. St. Mary’s staff maintain contact withrtheia e-mails and letters
offering support and opportunities for them to sandsing representatives
to St. Mary’s to observe their processes. The ynRnevention/Outreach
Coordinator travels to speak to various groupsh siscpre-hospital
providers and critical access hospital staff, altbettrauma system
through invitation and various conferences. Thayehseveral trauma
lectures for anyone to view through the St. Mawy&bsite. They have a 1-
800 trauma transfer line in their Emergency Departin

Parkview Trauma Center’s trauma outreach coordirtas taken on s
leadership role serving the regional twenty cousfgrral area in
Northeastern Indiana and Northwestern Ohio to pi®education on
trauma system and trauma system development. &and has done
many outreach presentations as well. Parkviewlssoa Trauma
Prevention Coordinator and Trauma Strategist. yHawe a “one call
does it all” 1-800-727-6911 flight response number.

The other trauma centers reach out to the hosgitedgroviders in their
districts as well and have had staff from surrongdiospitals attend a
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variety of courses such as Principles of Traumd,$ACLS, TNCC,
ENPC, ATLS, and PHTLS. Deaconess Hospital consnaeonduct
RTTD courses throughout District 10.

b. Describe the system response to the voluntary vatkal of designation by acute
care facilities.N/A at the state level.

c. Describe the mechanism for tracking and monitopatient volume and flow
between centers and how this influences the oveoalliguration of designated
facilities. N/A at the state level.

6. Describe your system for assessing the ademfabg workforce resources available
within participating centersiN/A at the state level.

a. Address nursing and subspecialty needs (traumarwrgl surgery, intensivists,
neurosurgeons, orthopedic surgeons, anesthetstgtpc surgeons, and others,
as required).N/A at the state level.

b. What human resource deficiencies have been idettifind what corrective
actions have been takeMPA at the state level.

7. Describe the educational standards and crediagtfar emergency physicians and
nursing staff, general surgeons, specialty surgesngscritical care nurses caring for
trauma patients in designated facilitid¢/A at the state level.

a. What regional educational multidisciplinary confeczes are provided to care
providers? Who is responsible for organizing thegnts?N/A at the state
level.

Hospitals hosting annual trauma conferences:
Clarian Health (Methodist and Riley —Level I)
Wishard — Level |
Parkview — Level Il
Memorial (South Bend) — Level Il
Deaconess — Level
St. Mary’s (Level Il) is planning a Pediatric Tnaa Symposium in 2009.
The Methodist Hospitals (Gary)
Terre Haute Regional Hospital

System Coordination and Patient Flow

1. Describe the source of pre-hospital traumaria@tocols, and specify whether they
are consistent with national guidelings/A at the state level yet — there is now
legislation for the creation of these (based onAGS triage scheme — see EMS section),
and a workgroup has been established.
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An example of local pre-hospital trauma triage pcots follows:
For response in the city of Fort Wayne, the pravisiare established by the city
ordinance. Allen County has been divided betwaentospitals, one a verified
trauma center (Parkview) and one that is currgmilguing Level Il verification
(Lutheran). For ambulance transports, the protctar the patient to be taken to the
closest hospital between Parkview and Lutheranitadsp For flight response, all
flights are to be transported to the verified traurenter per the protocol agreed upon
by the medical directors of the providers.

The authority for the Fort Wayne EMS program istlgh a city ordinance that
establishes an EMS public utility model with an ERI&Gard and a medical control
process that is tied to all five of the Fort Wayrospitals. Through an agreement
with Allen County, the city EMS program also hasgdiction in the county to
provide Advanced Life Support to residents livinghe county outside the city limits
of Fort Wayne. All Allen County providers are axtoire of volunteer and paid staff
and provide BLS to the townships they serve. HAdS service has a Medical
Director and EMS Chief that provide leadership,ibadd review, QA, and medical
control of the service. The local unit of govermfyeéownship trustee, county
government and hospital administration, dependmthe specific organization,
governs counties adjacent to Allen County.

a. Describe how children and patients with sevékahd SCI are triaged from
the field to appropriate facilitiesThere are no pediatric triage protocols.

2. Within the system, what criteria are used talguhe decision to transfer patients to an
appropriate resource facility and are these cateniform across all centers?
There are no uniform criteria in place at the skavel.

3. Specify whether there are inter-facility tramsigreements to address the needs of
each of the following:Each of the trauma centers have transfer agreenmeplsce with
the other hospitals that they service, as well i#ts lospitals in other states as applicable
and with other trauma centers in the state.

a. Transfer to an appropriate resource faciliach of the trauma centers have
transfer agreements in place with the other hdspitat they service, as well as
with hospitals in other states as applicable arttl wther trauma centers in the
state.

b. TBI - Each of the trauma centers have transfer agreenmeplzce with the other
hospitals that they service, as well as with haspin other states as applicable
and with other trauma centers in the state.

c. SCI -Each of the trauma centers have transfer agreenmeplsce with the other

hospitals that they service, as well as with haspin other states as applicable
and with other trauma centers in the state.
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d. Re-implantation unknown

e. Burns —Each of the trauma centers have transfer agreenmeplace with the
other hospitals that they service, as well as Wwitbpitals in other states as
applicable and with other trauma centers in thiestadditionally, Richard M.
Fairbanks Burn Center at Wishard Memorial Hospited local agreements with
Clarian Health Partners and Deaconess HospitaBana Center transfer
agreements with University of Cincinnati, Loyolailrsity, Riley, St Joseph's,
Ohio State University.

f. Children —Each of the trauma centers have transfer agreenmeplace with the
other hospitals that they service, as well as witter trauma centers.

g. Repatriation Each of the trauma centers have transfer agreenmeplsce with
the other hospitals that they service, as well iéls @her trauma centers.

4. Describe the system-wide policies addressingribée of transport and the type and
gualifications of transport personnel used forrfiéeility transfers. This does not exist
at the system level.

5. Specify whether there is a central communicatsystem to coordinate inter-facility
transfers. Describe how this system has accesddomation regarding resource
availability within the region.This does not exist at the system level.

Rehabilitation

1. Provide data about the number of rehabilitatieds and specialty rehabilitation
services (SCI, TBI, and pediatric) available witkiie trauma system’s geographic
region. On average, how long do patients need tofarahese rehabilitation beds? Does
the average wait vary by type of rehabilitationdest? There are 21 CARF accredited
rehab providers in Indiana, five with specialty r@cktation for Bl and one
(Rehabilitation Hospital of Indiana) with SCI spadty accreditation. The total number
of inpatient acute care hospital rehabilitation©esd904 (see table below). Onset days
for SCI from eRehabData for last 180 days (as pt&rber, 2008) lists regional
(including Indiana) at 25.14 and Nation as 23.9d Bhat 22.93 Regional and 23.19 for
the Nation.

Indiana Hospitals with Rehabilitation Beds:

PROV REHAB
FACILITY NAME CITY NUM COUNTY  BEDs
Ball Memorial Hospital Muncie 150089 Delaware 23
Bloomington Hospital Bloomington 150051 Monroe 21
Clark Memorial Hospital Jeffersonville 150009 Clark 20
Columbus Regional Hospital Columbus 150501 Bartimelw 18
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Community Hospital Munster
Community Hospital East

(Hook Rehab Inpatient) Indianapolis
Daviess Community Hospital Washington
Doctor's Hospital Bremen
Elkhart General Hospital Elkhart
Fayette Regional Health System Connersville
Good Samaritan Hospital Vincennes
Hancock Regional Hospital Greenfield
Healthsouth Deaconess

Rehabilitation Hospital Evansville
Howard Regional Specialty Care LLC  Kokomo
Johnson Memorial Hospital Franklin

La Porte Hospital and Health Services  La Porte
Lafayette Home Hospital Lafayette
Marion General Hospital Marion
Memorial Hospital of South Bend Inc ~ South Bend
Morgan Hospital and Medical Center Martinsville
Parkview Hospital Fort Wayne
Rehabilitation Hospital of Fort Wayne  Fort Wayne
Rehabilitation Hospital of Indiana Indianapolis

Reid Hospital and Health Care Services Richmond
Saint Anthony Medical Center

of Crown Point Crown Point

Saint Anthony Memorial Health Center
Saint John's Health System Anderson
Southern Indiana Rehab New Albany

St Catherine Hospital East Chicago

St Joseph Hospital & Health Center Kokomo
St Mary Medical Center Hobart
St Mary's Medical Center Evansville

150125 Lake

150074 Marion
150061 Davies
153040 Marshall
150018 Elkhart
1500B4yette
150042 Knox
150037 Hancock

153025 Vandedur
153039 widd
150001 Johnson
®500La Porte
150109 Tippecanoe
150011 Grant
1590 St Joseph
038 Morgan
150021 Allen
3230 Allen

028 Marion
0480 Wayne

150126 LaPorte

Michigan Cit¢50015 LaPorte

150008 Madison
153037 Floyd
150008 Lake
150010 watd

150034 Lake
150100 Vandeghu

37

4 4
12
20
20
16
18

64
30
51
10
18
18
20

31
36
90

17

16
16
13
38
25
18
20
50
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Starke Memorial Hospital Knox 150102 Starke 1

Terre Haute Regional Hospital Terre Haute 150046g0Vi 12

The Methodist Hospitals, Inc. Gary 15002 Lake 39
Union Hospital, Inc. Terre Haute 150023 Vigo 28
Westview Hospital Indianapolis 150129 Marion 14

Pediatric: St. Mary’s hospital in Evansville hapdliatric rehabilitation beds. Typically
a bed is available in rehab within 48 hours ofréguest. Riley Hospital for Children at
Methodist Hospital has a 14 bed pediatric rehatibh unit as well as a day treatment
program and outpatient services. St. Vincent RediBehabilitation Hospital also
provides pediatric rehabilitation services.

2. Describe how existing trauma system policies@odedures appropriately address
treatment guidelines for rehabilitation in acuté ashabilitation facilities.Indiana has
no existing trauma system policies and procedures.

3. lIdentify the minimum requirements and qualificas that rehabilitation centers have
established for the physician leaders (for exampkedical director of SCI program,
medical director of TBI program, and medical dicgatf rehabilitation program).
Inpatient Rehabilitation Facility basic requirengefdr the Medical Director are set by
Medicare, requiring a licensed MD/DO with at leagine year internship and two years
of experience treating patients in need of rehilbidin. At the institutional level,
Rehabilitation Hospital of Indiana requires thatgmam medical directors (Bl and SCI)
maintain specialty certification as provided by Arman Academy of Physical Medicine
&Rehabilitation.

4. Describe how rehabilitation specialists aregraged into trauma system planning and
advisory groupsAt the trauma system level, Marc Duerden, a phyistedt Hook Rehab
is a member and active participant of the Traungk Force; the Rehabilitation Hospital
of Indiana is showing an interest in participatimayv as well. The ISDH also maintains
relationships with the rehabilitation communitydbgh it's assistance with the Indiana
Spinal Cord and Brain Injury Research Board andsthte trauma system manager’'s
participation in the TBI Grant Advisory Council/MéoGroup. Rehabilitation
representatives in addition to Dr. Duerden have béen invited to participate in this
trauma system consultation.

Disaster Preparedness

1. When was the last assessment of trauma sysegmanedness resources conducted, and
what were the significant findings of the assesdmasrthey relate to emergency
preparedness¥rauma system preparedness is not currently spaltjfiassessed. ED
readiness is assessed and the Incident Commareh8igsinstituted where applicable.
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A group of stakeholders met in 2001 and completediwana/disaster preparedness

assessment that was published by HRSA in 2002hati@nal state by state assessment

of trauma system and disaster preparedness. dims group of stakeholders had a

meeting in 2002 and performed a SWOT analysis@Bsessment, and a summary of

that assessment is below (full documentation caiolned in Appendix 5):

INDIANA TRAUMA ASSESSMENT CONFERENCE
SWOT ANALYSIS (2002)

NOTE: At the Indiana trauma assessment conference,sdigsutopics reflected various

components of a trauma system (injury preventiarergency medical services, hospit
care, special needs [burns, pediatrics, and gesgtrehabilitation, trauma registry, etc

al

)-

Participants completed a SWOT analysis sheet (athafter each topic. Responses are

listed and summarized below. Fewer than five respsmre omitted due to illegibility o
duplication of another response in the same se@toon the same participant. Editorial
interpolation is indicated by brackets (J.....]).

Participants were not asked to plimgitesponses from most to least importan
In addition, the number, diversity, and brevityre$ponses makes it impractical to wei
a particular response based on whether a particiisted it first or last. Therefore, “Toj
Choices” indicates the frequency of each respamseparticular section. Substantially
equivalent responses in a section are groupedhegtdr purposes of this summary.

Injury Prevention

Strengths

Top Choices:
Strong existing programs/agencies/committesastwork (12)

Availability of data (7)

Many committed/passionate experts with muchrimal knowledge (6)
Noble purpose with wide appeal/"feel good” (3)

Educational programs (2)

arwnE

Weaknesses

Top Choices

Data insufficient, incomplete, or uncoordinafgéd) — see also # 4
Agencies/programs uncoordinated and/or duphiediL1) — see also # 5
Inadequate funding (3)

Lack of usable E-code data (3)

Lack of statewide “system” [injury preventionttauma?] (3)

Lack of access to EMS in rural areas (2)

Misuse of care seats (2)

NouokrwhE

Opportunities

Top Choices:
1. Improve data use — update data, make it maresaible, use for teaching, etc. (11)

r

~+

(=)
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Improve education — in or through schools, itatgitrauma centers, Internet, etc. (¢
Better collaboration among injury preventiomiagjes/programs (6)
Funding opportunities — MCHB, EMS-C, privatemalations, etc. (6)
Injury prevention as part of a state traumaesyq3)

Strengthen seat belt laws and enforcemenydiad pick-up trucks (3)
Strengthen booster seat laws and enforcemgnt (3

Nookwh

Threats/Obstacles

Top Choices:

Funding needs and priorities (17)

Lack of legislative understanding and supp@yt (
Turf battles/competition/fear of competitior) (5
Lack of effective leadership/central control (4
Rural diversity/lack of infrastructure (2)

Lack of primary seat belt law for pick-up tred?)

o0hrLNE

Emergency Medical Services

Strengths

Top Choices:
Adequate/well organized EMS resources — manpang ambulances (10)

EMT training — national standards, continuidgeation, etc. (7)
Scope of aeromedical coverage (6)

Effective and cooperative SEMA/EMS commissibh (

Data collection system (5)

Dedication of EMS professionals (4)

o0hrLNE

Weaknesses
Top Choices:
1. Uneven access to and quality of EMS througktate, esp. in rural areas (23)
- 15 counties have no hospital (9)
- Some counties lack paramedics (6)
- 2 counties lack 911 (3)
2. EMT and medical director training/continuinguedtion is inadequate, inconsistent,
inaccessible, or redundant (10)
Inadequate funding (7)
. Inadequate communications systems (6)
Lack of field protocols, esp. for calling aemalical service (5)
Low pay/benefits (4)

ogkw

Opportunities

Top Choices:

1. Standard statewide protocols for dispatch (igiclg aeromedical) and field (9)
2. Strengthen EMT/EMD training (5)

3. Public education (3)
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4. Use post-Sept. 11 atmosphere to recruit voluaté)

Threats/Obstacles

Top Choices:

1. Funding needs (14)

2. Turf battles/competition>cooperation (8)
3. Insufficient recruitment and retention of paeghts and volunteers in rural areas (4

Trauma Care in Hospitals

Strengths

Top Choices:

1. Indiana already has several good trauma centsosne say they're well distributed
(5)

2. Informal statewide trauma system already exibts

3. Indiana has single medical school (3)

Weaknesses

Top Choices:

1. Cost/lack of funding (9)

2. Turf battles/competition/politics (6)

3. Trauma centers currently concentrated in adeas, esp. for pediatrics (6)
4. Staffing shortages — RN'’s, ED/trauma physiciaadiology, etc. (5)
5. No legislative mandate (3)

6. Lack of commitment — hospitals and/or physisi&3)

7. Challenges of rural areas (2)

8. Lack of data/trauma registry (2)

Opportunities

Top Choices:

1. Data/trauma registry — improve collection asd of data to document need for
trauma system (6)

2. Solve funding/reimbursement issue (5)

3. Improve injury prevention (4)

4. Use lessons/data from other states (3)

5. Legislation to establish/fund trauma system (2)

Threats/Obstacles

Top Choices:
1. Cost/lack of funding (18)

2. Competition/politics (9)
3. Staffing shortages (6)
Special Needs: Pediatrics and Geriatrics

Strengths
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Top Choices:
No clear choice, but some think Indiana is doirgpad job of addressing special needs

Weaknesses

Top Choices:

1. Lack of education (public and pre-hospitalpegliatric and geriatric needs (5)
2. Not enough pediatric surgeons and PICU's (3)

Opportunities

Improve patient outcomes Public education
Fast-growing geriatric population

Develop specific protocols for treating patientagé extremes — share with community
hospitals

Create geriatric continuing education course [petctied for whom]
Perform pediatric surgery regionally outside In@ipolis

Potential of telemedicine (technology exists)

Pediatric center use may reduce cost and LOS

Top Choices:
No clear choice

Threats/Obstacles

Top Choices:
1. Cost/lack of funding

Post-Hospital Trauma Care: Rehabilitation and Supgo

Strengths

Top Choices:
No clear choice, but some suggest adequate fasiliisources are already available

Weaknesses
Top Choices:
No clear choice, but general agreement that tleia sroverlooked and suffers a shortage
of resources.

Opportunities

Many rehab centers exist Public education

Interface between acute care and community Identify resources

Bridge data gap between surgeon and rehab "Return trauma patient to function”
support groups, e.g., Brain Injury Assn. "Avoid extenuating circumstances"
"Community resources for optimal functionality”

Top Choices:
No clear choice

Threats/Obstacles
Top Choices:
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1. Cost/lack of funding (8)
2. Lack of knowledge of how access/use systemrddn on families (2)

Trauma Registries

Strengths

Top Choices:
1. Substantial pre-hospital and hospital dischdaga already exist and are being

collected (16)
2. Technology exists to improve data collectiod analysis (4)
3. Expertise exists in Indiana to design/run trauggistry (3)

Weaknesses

Top Choices:

1. Existing databases not linked (4)

2. Lack of clear mission/authority/leadership bates agencies (3)
3. Cost/lack of funding (3)

4. No consensus on what data to collect or houstoit (2)

5. Some hospitals will resist a trauma registy (2
Opportunities

Top Choices:

1. Better linkage of existing/future databases (4)

2. QA/Al — improve quality of care and patient cunes (3)

3. Help locate and secure funding for trauma ¢&re

4. Help tailor community-specific injury preventiprograms (2)

Threats/Obstacles

Top Choices:

Cost/lack of funding (10)

Lack of legal immunity for providers of datg (6

Competition among providers (5)

Potential loss of confidentiality (2)

Concern about which state agency would adneintshuma registry (2)

arwnE

Another trauma system/injury prevention SWOT anal{&ppendix 14) was written in
January of 2008 by the trauma system manager, vasouwaware at the time that a
previous SWOT analysis had been completed. Thisment is not as comprehensive as
the 2002 assessment, but can provide some usé&fuhiation for system assessment.

2. What actions were taken to remediate or mitifaegaps identified through tabletop
or simulated responses in disaster drills amongtie care facilities participating in the
system?Since the SWOT analysis in 2002, there have bearalechanges in Indiana to
help resolve some of the issues identified. Inalimow has a primary seatbelt law that
includes passenger trucks, as well as new boasa¢tans (both described in the injury
epidemiology section of this document). All coestin Indiana now have 911 access.
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Public Law 155, 2006 gives legislative authoritythie ISDH for development of a
trauma system in Indiana, and through the diversepgof individuals represented on the
Trauma Task Force, there is now a commitment taramgthat a comprehensive trauma
system is developed. We now have a statewide @aegistry that will assist with the
development of the system and with performance avgament activities, and the
creation of the Spinal Cord and Brain Injury Reska8oard and Fund, as well as the
Indiana TBI Grant Advisory Board are generating moeeded interest in the
rehabilitation needs around the state.

The trauma system has not been addressed in fajsétoulated responses, or disaster
drills. Monthly communications checks were inauguratediatetoperable
communication systems are being established. Hte istlooking at the IPICS system
for communication utilization.

A statewide Triage tag system is being establisimetutilized by EMS and
hospitals for continuity of care. Regular evaluatal preparedness is done on a district
level with drills and exercises involving ED furantis and hospital capacity.

3. What is the trauma system plan to accommoda&d for a surge in personnel,
equipment, and supplies®&t present, each of the 10 Preparedness Distaasveloping
district plans for surge in beds, supplies andgersl. The state has established a Bed
Tracking system to comply with the HAVBED natiosgstem. Most of the 147 hospitals
will be on line with this system reporting utiliza of beds on at least a daily basis
indicating the vacant beds, the surge beds, anBEheapacity. Each of the districts is
developing a cache of needed supplies and equipetate wide hospital materials
management tracking system will be inaugurated®©22010. All of the hospitals in
the state will have access to the information aif lsgstems.

The state's Emergency System for Advance Regsitrafi Volunteer Health Personnel
(ESAR-VHP) has approximately 3500 names listed,thrdegistry became operational
at the end of September, 2008. This has allowddiadal volunteers to be added, and
the information is kept current. Of note, throubk efforts of Senators Wyss and
Miller (members of the Trauma Task Force) voluntesalth care workers in Indiana
who are deployed in a disaster now have liabilitytgction (P.L.138-2006, SEC.13).

4. How is the trauma system integrated into thie'stancident command system and the
communications centerPRuring all of the preparedness drills and actueidents, the
hospitals activate their Incident Command Systeteniapplicable. Regular
communication checks and drills are held in eacthefdistricts.

5. What strategies and mechanisms are in placesiore adequate inter-hospital
communication during an MCI? is suggested that each hospital have redundant
interoperable communication capabilities internalhyg externally, as well as with other
hospitals, EMA’s, and community entities that atiéaed during a Mass Casualty
Incident. The state is instituting a communicatipnsgram called IPICS, which is an
interoperable system that coordinates all formsoofimunication, (i.e. radio, land lines
phones, cell phones, computers, and more). The istatso setting up District talk

79



groups for each of the 10 preparedness distrietswhl allow hospital communications
free of other confusing communications traffic.

System-wide Evaluation and Quality Assurance

1. What is the membership of the committee chargédongoing monitoring and
evaluating of the trauma systenthere is no mandate in place for any ongoing
monitoring and evaluation of the trauma systeme Trauma Task Force is comprised of
members from each of the state’s seven traumarsethe ISDH, the IDHS, Indiana
ENA, Indiana ACEP, Indiana ACS-COT, EMS-C, ISMAdiana legislature, rural and
urban EMS, rural and urban non trauma center halspihsurance, medicine, nursing,
pediatrics and others.

a. To whom does it report its findingsPhe Indiana State Department Health.

b. How does it decide what parameters to monitdf@ are in the process of
looking at what other states are doing to helprdatee what parameters we
should be monitoring in Indiana.

c. What action is it empowered to take to improveitnaicare?So far, legislation
only covers the establishment of ISDH as the |lggmhay, creation of a state
trauma registry, creation of rules for the desigimaof hospitals as trauma
centers, and for the EMS Commission to establisiSEMuma transport
protocols.

2. Describe the trauma system performance impromegsféorts as they pertain to the
system for the following groups of providers in gmntext of system integration:
a. Dispatch centers Fhere is no formal Pl process in place.

b. Pre-hospital provider agencieddore and more pre-hospital providers and
agencies are becoming interested in trauma systeelapment through the EMS
trauma protocol workgroup and/or the Trauma Tagké&oTheir input is critical
as Indiana moves forward in this process.

c. Trauma centers All of the state’s seven trauma centers have reptaon on
the Trauma Task Force and are some of it's mosteantembers; several are
participating in the EMS workgroup as well.

d. Other acute care and specialty facilitieBhere are now many non-trauma center
hospitals represented on the Trauma Task Fordegding several critical access
hospitals, and the interest and participation cams to grow(see Trauma Task
Force Membership list in the introductory sectidrthis document).

e. Rehabilitation centers Fo date, only one rehabilitation facility has prbed

representation to the Trauma Task Force, but nmbeedst is being generated, in
part because of the recently created Indiana S@iaad and Brain Injury
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Research Fund and Board (200Vpre involvement of rehabilitation centers
does need to occur in the future and is being aagead.

3. List the process and patient outcome measuatsith tracked at the trauma system
level, including measures for special populatiohkere are none to date. The state
trauma registry is still in the implementation phaand there is not enough data to
analyze yet.

4. As part of your system-wide performance improgemspecify whether each of the
following is assessed on a regular basis:

a. Time from arrival to a center and ultimate discleatq a facility capable of
providing definitive care. If yes, specify the mdane to transfer Not at the
system level yet.

b. Proportion of patients with injury more severe tlagoredefined injury severity
threshold (for example, ISS >15, or other criteviadp receive definitive care at a
facility other than a Level | or Il trauma centan{ler-triage).Not at the system
level yet.

c. Proportion of patients with injury less severe thapredefined injury severity
threshold (for example, ISS <9) who are transfefrech any facility to a Level |
or Il trauma center (over-triagelNot at the system level yet.

5. Describe how your system addresses problemtedeia significant over-triage or
under-triage, both primary and secondafis is an issue that has not been assessed.

Trauma Management Information Systems

1. Which agency has oversight of the trauma MIS$2ISDH.

a. Describe the role and responsibilities of the lageincy in collecting and
maintaining the datahelSDH is responsible for collecting trauma datatfog
State of Indiana. Indiana selected ImageTrendéaiifia Bridge as the software
for the state registry. The seven trauma ceni@rs bBxisting trauma registries at
their facilities, and they are in the process gbaming their data to the state
registry electronically. The registry is still ihe implementation phase, but 16
critical access hospitals have participated inat project with the registry, and
one other non trauma center hospital is curremttgreng trauma data into the
registry as well. The newly-hired trauma registrgnager will be responsible for
encouraging additional hospitals to participatéhmregistry and for monitoring
the quality of data in the registry.

b. How are the completeness, timeliness, and qudiityeodata monitoredThe
state trauma registry is still in the implementatghase, and this has not been
monitored yet, other than the validity checks #rat done when data is uploaded,
etc.
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2. Specify which of the following data sources lamrked to the information system.
Describe the method of linkage (for example, prdisiic or deterministic).

a.

i

Motor-vehicle crash or incident datd\et yet. That is planned for the future,
after the implementation issues are resolved. (E®Network Program Grant
via P.U. CRS)

Law enforcement recordsNot yet. That is planned for the future, after the
implementation issues are resolved.

EMS or other transporting agency recordscheduled for early 2009, when the
EMS reporting system is upgraded to compliance WHEMSIS standards.

ED records -See “f ” below.

Hospital records (hospital trauma registrie§rauma centers export data from
their registries and import into the state systdrheir registry vendors are
currently completing their state export process@amaorking out the issues
detected, along with the state vendor. Four tracemaers have successfully
imported data and two more are expected soon. Lewe | trauma center has
experienced a data corruption problem with theiamna registry, so their import
will be delayed for an as yet undetermined amodititrce.

Hospital administrative discharge dat@his includes inpatient and outpatient
(ED) data. Linkage to hospital discharge dateotscarrently feasible due to the
incompleteness of records that limits the usefdrégiata (lack of mandatory e-
coding resulting in only about 44 to 55 percenteaiords e-coded, lack of
outpatient reporting by one Level | trauma center).

Rehabilitation data Fhis is planned for the future.

Coroner and medical examiner recordBhis is also planned for the future.
(CODES Network Program Grant via P.U. CRS)

Financial or payer dataFhis is included in hospital discharge data.

Dispatch -Much of this will be included in the EMS data.

3. What are the regional trauma registry inclusioteria?

Indiana Inclusion/Exclusion Criteria:
Definition:
To ensure consistent data collection across thte 8tal with the National

Trauma Data Standard, a trauma patient is definedpatient sustaining a
traumatic injury and meeting the following criteria
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At least oneof the following injury diagnostic codes definedthelnternational
Classification of Diseases, Ninth Revision, Clihigdification (ICD-9-CM):
800-959.9, 994.8 (electrocution & nonfatal effeciselectric current)

And includingone or moreof the following:

- hospital admission (24 hours or greatarji/or:

- pttransfers via EMS/law enforcement (including Ambulance) from one
hospital to another (even if later discharged ftomED)and/or:

- death resulting from the traumatic injury (indepemidof hospital admission
or transfer status)

Excluding: ICD-9-CM 905-909.9 (late effects of injury)
ICD-9-CM 910-924.9 (superficial injuries: blisterontusions, abrasions,
insect bites)
ICD-9-CM 930-939.9 (foreign bodies — ingestedh“eye, etc.)

Injuries greater thabh4 daysold

4. Which stakeholders had a role in selecting tita élements for inclusion into the
regional registry?The ISDH, the Indiana Trauma Network and a workgrotiseveral
of the hospital trauma registrars and the traunséegy manager.

a. From what source(s) were the data field definitidesved?It is based on the
National Trauma Data Standard, with a few extra gaints added from other
states data dictionaries, as well as the NEMSI|8sght

b. What pediatric data elements are captur@di®ient weight, Pediatric Trauma
Score, Child Specific Restraint.

5. What local or system-wide reports are routiggyerated and at what frequency?
There has not been enough data in the registripydgtermine routine reports.

6. Are data contributed to the National Trauma [Beiak (NTDB) or other outside
agencies? If so, please specify which agenciés state trauma registry is too new and
doesn’t yet have sufficient data to report to tHeDB or other agencies. Reporting is
planned in the future. EMS is working on contriaetween INDHS EMS and Univ of
Utah / NEMSIS.

Research

1. Describe the current procedures and procesgestigators must follow to request
access to the trauma system registiyA at this time at the state level. At the hosbit
level, each trauma center has established pokeidgprocedures for requesting data from
their registries.

2. What are the mechanisms used to ensure patiefitlentiality when regional trauma
registry data are used by investigatofd/A at this time at the state level.
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3. Provide examples of where research was condfmtede purpose of providing
evidence that the processes of care and outcomguogd patients in the system’s region
are within acceptable standardd/A at this time at the state level.

4. How has research been used to modify policyractice within the system®/A at
this time at the state level.

5. What resources (for example, personnel andlfiaca available to the lead agency to
assist in conducting system researdyA at this time at the state level. Howeveradat
from the individual trauma center trauma registridsbe transmitted to the State to
enable them to conduct research.

84



Section 4: Postconsultation Measures

Indicators of Trauma System Development Status:

ASSESSMENT

101.2There is a description of injuries within the trausystem jurisdiction including
the distribution by geographic area, high-risk dapans (pediatric, elder, distinct
cultural/ethnic, rural, and others), incidence vatence, mechanism, manner, intent,
mortality, contributing factors, determinants, mdity, injury severity (including death),
and patient distribution using any or all the fellog: vital statistics, emergency
department (ED) data, EMS data, hospital dischdage, State police data (those from
law enforcement agencies), medical examiner datana registry, and other data
sources. The description is updated at regulaniale

*Note: Injury severity should be determined throulgé consistent and system-wide
application of one of the existing injury scoringtimods, for example, Injury Severity
Score (ISS).

0 Not known

1 There is no written description of injuries wittthe trauma system jurisdiction.

2 One or more population-based data sources (aj.statistics and medical
examiner data) describe injury within the jurisdiot but clinical data sources
are not used.

3 One or more population-based data sources and owe more clinical data
sources are used to describe injury within theurisdiction.

4 Multiple population-based and clinical data sesrare used to describe injury
within the jurisdiction, and the description is &ymeatically updated at regular
intervals.

5 Multiple population-based and clinical data sesr(e.g., trauma registry, ED
data, and others) are electronically linked andliselescribe injury within the
jurisdiction.

102.2Injury surveillance is coordinated with statewidheldocal community health
surveillance.
0 Not known
1 Injury surveillance, as described in 102.1, do&soccur within the system.
2 Injury surveillance occurs in isolation from othe health risk surveillance
and is reported separately.
3 Injury surveillance occurs in isolation but isyd@ined and reported with other
health risk surveillance processes.
4 Injury surveillance occurs as part of broadelthe#&sk assessments.
5 Processes of sharing and linkage of data exiatdes EMS systems, public
health systems, and trauma systems, and theudatesed to monitor,
investigate, and diagnose community health risks

102.3Trauma data are electronically linked from a varadtsources.
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*Note: Deterministically means with such patiergndifiers as name and date of birth.
Probabilistically means computer software is usedatch likely records through such
less certain identifiers as date of incident, patiage, gender, and others.

0 Not known

1 Trauma registry data exist but are not determinisically or probabilistically
linked to other databases.

2 Trauma registry data exist and can be deterrnaalbt linked through hand-
sorting processes.

3 Trauma registry data exist and can be deternaalst linked through
computer-matching processes.

4 Trauma registry data exist and can be deterroalt and probabilistically
linked to at least one other injury database indgdEMS data systems (i.e.,
patient care records, dispatch data, and othesjjdfa systems, hospital
discharge data, and others.

5 All data stakeholders (insurance carriers, FARTs, rehabilitation, in addition
to typical trauma system resources) have beenifeiehtdata access
agreements executed, hardware and software resaecared, and the
“manpower” designated to deterministically and @tobstically link, analyze,
and report a variety of data sources in a timelpmea.

POLICY DEVELOPMENT

201.4The lead agency has adopted clearly defined traaystam standards (e.qg., facility
standards, triage and transfer guidelines, andatdiiaction standards) and has sufficient

legal authority to ensure and enforce compliance.

0 Not known

1 The lead agency does not have sufficient legaltharity and has not
adopted or defined trauma system performance and aating standards,
nor is there sufficient legal authority to do so.

2 Sufficient authority exists to define and addpnsglards for trauma system
performance and operations, but the lead agencgdtaget completed this
process.

3 There is sufficient legal authority to adopt amghlement operation and
performance standards including enforcement. [praitess procedures have
been developed.

4 The authority exists to fully develop all opeoatal guidelines and standards;
the stakeholders are reviewing draft policies amdgdures; and adoption by
the lead agency, including implementation and exfimrent, is pending.

5 The authority exists; operational policies anoicpdures and trauma
system performance standards are in place; andl@omog is being actively
monitored.

203.1The lead agency, in concert with a trauma-spenifittidisciplinary, multi-agency
advisory committee, has adopted a trauma system pla
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0 Not known

1 There is no trauma system plan, and one is naogress.

2 There is no trauma system plan, although some gups have begun meeting
to discuss the development of a trauma systentap.

3 A trauma system plan was developed and adopt#aedgad agency. The plan,
however, has not been endorsed by trauma stilerbo

4 A trauma system plan has been adopted, develspleadnulti-agency
groups, and endorsed by those agencies.

5 A comprehensive trauma system plan has beenapmaladopted in
conjunction with trauma stakeholders, and inclutiesntegration of other
systems (e.g., EMS, public health, and emergeneygredness).

203.4The trauma system plan clearly describes the sydesign (including the
components necessary to have an integrated angsiveltrauma system) and is used to
guide system implementation and management. Fanjgbea the plan includes references
to regulatory standards and documents, and inclonsods of data collection and
analysis.

0 Not known

1 There is no trauma system plan.

2 The trauma system plan does not address or ia@gthe trauma system
components (prehospital, communication, transgortaacute care,
rehabilitation, and others), nor is it inclusivealithazards preparedness, EMS,
or public health integration.

3 The trauma system plan provides general infoonatbout all the components
including all-hazards preparedness, EMS , and piigalth integration;
however, it is difficult to determine who is resgdrie and accountable for
system performance and implementation.

4 The trauma system plan addresses every compohantell-organized and
functioning trauma system including all-hazardsppredness and public health
integration. Specific information on each componsirovided, and trauma
system design is inclusive of providing for spexgoals and objectives for
system performance.

5 The trauma system plan is used to guide systggtementation and
management. Stakeholders and policy leaders anédamith the plan and its
components and use the plan to monitor system @ssgnd to measure results.

204.2Financial resources exist that support the plannmglementation, and ongoing
management of the administrative and clinical camponents of the trauma system.

0 Not known

1 There is no funding to support the trauma systerplanning,
implementation, or ongoing management and operatiafor either trauma
system administration or trauma clinical care.

2 Some funding for trauma care within the thirdtpaeimbursement structure
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has been identified, but ongoing support for adstiation and clinical care
outside the third-party reimbursement structuneoisavailable.

3 There is current funding for the developmenthef trauma system within the
lead agency organization consistent with the trasyséem plan, but costs to
supportclinical care support services have not been ifledt{transportation,
communication, uncompensated care, standby fedxthers). No ongoing
commitment of funding has been secured.

4 There is funding available for both administratand clinical components
of the trauma system plan. A mechanism to assestsramnong various
providers has begun. Implementation costs and aggaipport costs of the
lead agency have been addressed within the plan.

5 A stable (consistent) source of reliable fundimgthe development,
operations, and management of the trauma pro@stamcal care and lead
agency administration) has been identified aroking used to support trauma
planning, implementation, maintenance, and amggprogram enhancements.

204.3Designated funding for trauma system infrastructugport (lead agency) is
legislatively appropriated*Note: Although nomenclature concerning designated,
appropriated, and general funds varies betweersgliations, the intent of this indicator

is to demonstrate long-term, stable funding foutra system development, management,
evaluation, and improvement.

0 Not known

1 There is no designated funding to support the tnama system
infrastructure.

2 One-time funding has been designated for trawsigis infrastructure support,
and appropriations have been made to the leadcgdudget.
3 Limited funds for trauma system development Hzeen identified, but the
funds have not been appropriated for traumaesystfrastructure support.
4 Consistent, though limited, infrastructure furgdhras been designated and
appropriated to the lead agency budget.

5 The legislature has identified, designated, gp@priated sufficient
infrastructure funding for the lead agency consistath the trauma system
plan and priorities for funding administration amgkrations.

208.1The trauma system and the public health system éstablished linkages
including programs with an emphasis on populatiasell public health surveillance, and
evaluation, for acute and chronic traumatic injang injury prevention.

0 Not known

1 There is no evidence that demonstrates progratades, a working
relationship, or the sharing of data between puidialth and the trauma system.
Population-based public health surveillance, areduation, for acute or chronic
traumatic injury and injury prevention has not bedgegrated with the trauma
system.

2 There is little population-based public health sweillance shared with the
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trauma system, and program linkages are rare. Routie public health
status reports are available for review by the trama system lead agency
and constituents.

3 The trauma system and the public health systesa begun sharing public
health surveillance data for acute and chronioniac injury. Program
linkages are in the discussion stage.

4 The trauma system has begun to link with theiputgdalth system, and the
process of sharing public health surveillance datvolving. Routine dialogue
IS occurring between programs.

5 The trauma system and the public health systermgegrated. Routine
reporting, program participation, and system plamesfully vested. Operational
integration is routine, and measurable progreseatemonstrated.
(Demonstrated integration and linkage could inclsdeh activities as rapid
response to and notification of incidents, integgladata systems,
communication cross-operability, and regular epidérgy report generation.)

ASSURANCE

301.1The lead trauma authority ensures that each mehadsgital of the trauma system
collects and uses patient data as well as proddier to assess system performance and
to improve quality of care. Assessment data arérely submitted to the lead trauma
authority.

0 Not known

1 There is no system-wide management information da collection system
that the trauma centers and other community hospites regularly
contribute to or use to evaluate the systemThe Indiana Trauma Registry is
still in it's implementation phase. When fully étional, the registry will be
used to assess system performance.

2 There is a trauma registry system in place irtridn@ma centers, but it is
used by neither all facilities within the systenr tite lead trauma authority to
assess system performance.

3 The trauma management information system contafiosnation from all
facilities within a geographic area.

4 The trauma management information system is higéde trauma centers to
assess provider and system performance issues.

5 Hospital trauma registry data are routinely sutedito the lead trauma
authority, are aggregated, and are used to aeatverall system performance.

302.1There is well-defined trauma system medical ovétdigtegrating the specialty
needs of the trauma system with the medical ovier$og the overall EMS system.
*Note: The EMS System medical director and thertraunedical director may, in fact,
be the same person.

0 Not known
1 There is no medical oversight for EMS providerthin trauma system.
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2 EMS medical oversight for all levels of prehospd#l providers caring for the
trauma patient is provided, but such oversight is povided outside of the
purview of the trauma system. There is no state-wide oversight (oversight is
at the local level only). Also, there is no trauor state EMS medical director
in Indiana at this time.

3 The EMS and trauma medical directors have intedrpre-hospital medical
oversight for pre-hospital personnel caringtfauma patients.

4 Medical oversight is routinely given to EMS proeis caring for trauma
patients. The trauma system has integrated mealeasight for pre-hospital
providers and routinely evaluates the effectiverdédmth on-line and off-line
medical oversight.

5 The EMS and trauma system fully integrate thetrapgo-date medical
oversight and regularly evaluate program effectssn System providers are
included in the development of medical oversigHicpes.

302.6There are mandatory system-wide pre-hospital treageria to ensure that trauma
patients are transported to an appropriate fadbiyed on their injuries. These triage
criteria are regularly evaluated and updated toenacceptable and system-defined rates
of sensitivity and specificity for appropriatelyeidtifying the major trauma patient.

0 Not known

1 There are no mandatory universal triage criteriato ensure trauma patients
are transported to the most appropriate hospital. Legislation was passed in
2008 directing the EMS Commission to develop pipital trauma triage
protocols for Indiana. A workgroup has been esshidd and is working to
develop these protocols.

2 There are differing triage criteria guidelinesdi®y different providers.
Appropriateness of triage criteria and subsequansportation are not
evaluated for sensitivity or specificity.

3 Universal triage criteria are in the processeanhg linked to the management
information system for future evaluation.

4 The triage criteria are used by all pre-hosptalviders. There is system-wide
evaluation of the effectiveness of the triage taolslentifying trauma patients
and in ensuring that they are transported to tipecgypiate facility.

5 System participants routinely evaluate the triagferia for effectiveness. There
is linkage with the trauma system, and sensitiaitg specificity (over- and
under-triage rates) of the tools used are regutapyrted through the trauma
lead authority. Updates to the triage criteriaraggle as necessary to improve
system performance.

303.1The trauma system plan has clearly defined thes el responsibilities of all
acute care facilities treating trauma and of feesithat provide care to specialty
populations (e.g., burn, pediatric, spinal cordiipj and others).

0 Not known
1 There is no trauma system plan that outlines rokeand responsibilities of all
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acute care facilities treating trauma and of faciliies that provide care to
special populations.

2 There is a trauma system plan, but it does nditesd the roles and
responsibilities of licensed acute care andigfigcare facilities.

3 The trauma system plan addresses the roles spdngbilities of licensed
acute care facilities or specialty care fa@stibut not both.

4 The trauma system plan addresses the roles spdngbilities of licensed
acute care facilities and specialty care faesit

5 The trauma system plan clearly defines the rahesresponsibilities of all acute
care facilities treating trauma within the systemgdiction. Specialty care
services are addressed within the plan, and apptegoolicies and procedures
are implemented and tracked.

307.1The trauma system engages in regular evaluatiai bfensed acute care facilities
that provide trauma care to trauma patients angjoia®d trauma hospitals. Such
evaluation involves independent external reviews.

0 Not known

1 There is no ongoing mechanism for the trauma syt to assess or evaluate
the quality of trauma care delivered by all licensd acute care facilities that
provide trauma care to trauma patients and designad trauma hospitals.

2 There is a mechanism for the trauma system tluaeatrauma care services in
designated trauma hospitals through internal pevdmice improvement
processes.

3 There is a mechanism to evaluate trauma care&ssracross the entire trauma
care system through performance improvementgsses.

4 Review of trauma care quality is both internat@ugh routine monitoring and
evaluation) and external (through independent vedering re-designation or
re-verification of trauma centers).

5 Quiality of trauma care is ensured through batérimal and external methods.
Internal review is regular, and participation isiine for trauma stakeholders.
External independent review teams provide furtissueance of quality trauma
care within all licensed acute care and traumdifi@si treating trauma patients.

308.1The lead agency has incorporated, within the trasiysgem plan and the trauma
center standards, requirements for rehabilitateomises including interfacility transfer of
trauma patients to rehabilitation centers.

0 Not known

1 There are no written standards or plans for thentegration of
rehabilitation services with the trauma system owith trauma centers.

2 The trauma system plan has incorporated thefushabilitation services, but
the use of those facilities for trauma patidras not been fully realized.

3 The trauma system plan has incorporated requivestier rehabilitation
services. The trauma centers routinely use thebriaéion expertise although
written agreements do not exist.
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4 The trauma system plan incorporates rehabilitaggrvices throughout the
continuum of care. Trauma centers have activellded rehabilitation
services and their programs in trauma patient pgimes.

5 There is evidence to show a well-integrated @ogof rehabilitation is
available for all trauma patients. Rehabilitationgrams are included in the
trauma system plan, and the trauma centers woselglavith rehabilitation
centers and services to ensure quality outcomesdoma patients.

311.4Laws, rules, and regulations are routinely reviewed revised to continually
strengthen and improve the trauma system.

0 Not known

1 There is no process for examining laws, rules, @egulations.

2 Laws, rules, and regulations are reviewed angedwnly in response to a
“crisis” (e.g., malpractice insurance costs).

3 Laws, rules, and regulations are reviewed angedwon a periodic schedule
(e.q., every 5 years).

4 Laws, rules, and regulations are reviewed by egpersonnel on a continuous
basis and are revised as needed.

5 Laws, rules, and regulations are reviewed asgfdhe performance
Improvement process involving representatives lafyatem components and
are revised as they negatively impact system pedace.
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Appendix 1: State Agency Organizational Charts
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INDIANA DEPARTMENT OF HOMELAND SECURITY Updated 4/6/05
Office of the Executive Director
EXECUTIVE DIRECTOR
Joe Wainscott
AGENCY SUPPORT EXECUTIVE ASST
SERVICES Schmalfeldt
Thompson
= Fiscal/Compliance
= Human Resources
= Legal Services
I | |
DIVISION OF DIVISION OF DIVISION OF DIVISION OF
PLANNING TRAINING EMERGENCY RESPONSE FIRE SAFETY
Hutchens Thatcher Roberts Greeson
INFORMATION TECH OUTREACH & PUBLIC OPERATIONS & RESPONSE FIRE EMERGENCY CODE ENFORCE-

= Data Management
= IT Support

STRATEGIC PLANNING
& ASSESSMENT

= Grants Management
= Local Support
= Planning

INFORMATION
= Education & Outreach
= Public Information

= Webmaster

INDIANA HOMELAND
SECURITY INSTITUTE

= Certification
= Exercise

= Fire Academy
= Training

SERVICES
= Fire Investigations

= HAZMAT, WMD &
Counter-Terrorism

= EOC Operations

= Communications &
Dispatch

RECOVERY & MITIGATION
= Individual Assistance
= Mitigation
= Public Assistance

EMERGENCY
MEDICAL SERVICES

= Operations

= Complaint
Investigations

Executive Staff (as of 10/08)

SPECIAL FIRE
SERVICES

MENT & PLAN
REVIEW

= Building Code
Enforcement

= Fire Code
Enforcement

= Plan Review

MECHANICAL CODE
ENFORCEMENT
= Boiler & Pressure
Vessels
= Elevators &
Amusements

Executive Director - Joe Wainscott

Chief of Staff - Mike Garvey

Director of Emergency Response & Recovery - Arvapé&land

Director of Fire & Building Safety - Jim Greesoftate Fire Marshal

Director of the Indiana Intelligence Fusion Cent&tonte McKee

Director of Planning & Assessment - Jason Hutchens

Director of Preparedness & Training - Brad Thatcher

Director of Support and Services - George Thompson
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INDIANA DEPARTMENT OF HOMELAND SECURITY
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Updated 4/7/05
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INDIANA STATE DEPARTMENT OF HEALTH

Emergency Rule
LSA Document #07-  (E)

DIGEST

Temporarily adds rules to establish a state trauma registry for the
collection of information regarding the delivery of emergency medical services in
the state and the frequency at which the services are provided for purposes of IC
16-19-3-28. Authority: I1C 4-22-2-37.1; IC 16-19-3-28. Effective October 10,
2007.

SECTION 1. The definitions in this document apply throughout t his
document.

SECTION 2. “Glasgow coma scale” or “GCS” means a numeric ratin g used
to assess the severity of neurologic injury.

SECTION 3. “Health care facility” has the meaning set forth in IC 16-18-2-
161.

SECTION 4. “Injury severity score” or “ISS” means a mathematic al
measure assessing the cumulative effect of injury s everity.

SECTION 5. “Major Trauma Outcome Study” or “MTOS” is a nation ally
based research project conducted between 1982 and 1 987, that created and
validated the TRISS methodology.

SECTION 6. “Patient medical record” means written, electronic, or printed
information possessed or maintained by a provider ¢ oncerning any
diagnosis, treatment, or prognosis of the patient, including such
information possessed or maintained on microfiche, microfilm, or in a
digital format. The term includes mental healthrec  ords and alcohol and
drug abuse records and information that describes s ervices provided to a
patient and a provider's charges for services provi ded to a patient.

SECTION 7. “Provider” has the meaning set forth in IC 16-18-2-  295.
SECTION 8. “Risk adjustment” means methodologies applied to a data set
in order to identify and control patient variables that are present which may

influence patient outcome.

SECTION 9. “State department” refers to the state department o f health.
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SECTION 10. “State health commissioner” means the state health
commissioner of the state department of health.

SECTION 11. “Trauma registry” means an injury incidence reporti ng
system for the collection of information regarding the delivery of hospital
trauma services and the frequency at which the serv  ices are provided.

SECTION 12. “TRISS” means a methodology which combines the
following variables in order to determine a probabi lity of survival:

1. Physiologic (systolic blood pressure, respirator y rate, GCS

score).

2. Anatomic (injury severity score).

3. Age (55 years or older, or younger than 55 years ).

4. Trauma type (blunt or penetrating injury).
SECTION 13. The state department shall establish and use the tr auma

registry to collect and analyze data that is necess  ary to evaluate the
delivery of adult and pediatric trauma care within the state.

SECTION 14. Data collected by the state department for the trau  ma
registry shall include but not be limited to data o f such a nature as to allow
the state department to identify and evaluate the f  ollowing:

1. Incidence, type, severity, and outcome of trauma injuries.
2. Criteria used to establish and/or refine triage guidelines.
3. Geographic patterns of injury, including but not limited to

areas or regions of the state where improvements ar e needed
in the delivery of trauma care.

4, Other factors to consider in recommending, desig ning, or
implementing an integrated statewide trauma care de  livery
system, including but not limited to public educati on on

trauma and injury prevention, access to trauma care :
prehospital care availability, and cost of trauma c are.

SECTION 15. Data and information submitted to and maintained by
the trauma registry shall be in such a format that:
1. Protects the identity of specific patients to wh om medical care
has been rendered.
2. Identifies specific health care facilities by a code or similar
designation other than name.
3. Avoids or minimizes duplication of entry.
SECTION 16. The following entities shall submit data and inform ation
to the trauma registry:
1. Health care facilities.
2. State and other public agencies designated by th e state

department that possess information regarding traum a care.
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SECTION 17. Trauma injuries for purposes of this document inclu de
the following injuries as identified in the Interna tional Classification of
Diseases, Ninth Revision, Clinical Modification, 20 07 (ICD-9-CM):
ICD-9-CM Codes Name

800-829 Fractures

830-839 Dislocation

840-848 Sprains and strains of joints and adjacent muscles
850-854 Intracranial injury, excluding those with s kull fracture
860-869 Internal injury of thorax, abdomen, and pel vis

870-897 Open wounds

900-904 Injury to blood vessels

925-929 Crushing injury

940-949 Burns

950-957 Injury to nerves and spinal cord

958-959 Certain traumatic complications and unspeci  fied injuries
994.8 Electrocution and nonfatal effects of elect  ric current
SECTION 18. The entities required to submit data and informatio n to

the trauma registry under section 16 of this docume nt shall provide
information regarding injured patients in the follo wing categories that are
applicable to its operations:
1. trauma patients that have at least one trauma in  jury as set out
in section 17 of this document; and
2. have injuries that are less than fourteen (14) d  ays old; and
3. include one (1) or more of the following:

a. Hospital admission of twenty-four (24) hours or more.

b. Patient transferred via emergency medical servic  es or law
enforcement (including air ambulance) from one hosp ital to
another (even if later discharged from the emergenc vy
department).

c. Death resulting from the traumatic injury (indep endent of
hospital admission or transfer status).

SECTION 19. Data to be submitted to the trauma registry include s the
following:
1. Demographic and patient information, including, but not
limited to patient’s:
First and last name.
Home zip code.
Home country.
Home state.
Home county.
Home city.
Alternate home residence.
Social security number.

S@rooo0op
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l.
i
K.
I

Date of birth.

Age and age units.
Race and ethnicity.
Gender.

2. Injury information, including, but not limited t

oS 3TATTS@Toao T

3. Pre- hospltal information, including, but not lim

~Poo0 o

g.
4. Emergency department information, including, but

Trauma registry ID.

Injury incident date.

Injury incident time.
Work-related.

Patient’s occupational industry.
Patient’s occupation.
Primary e-code.

Location e-code.

Incident location zip code.
Incident state.

Incident county.

Incident city.

. Protective devices.

Child specific restraint.
Airbag deployment.

EMS dispatch date and time.

EMS unit arrival on scene date and time.
EMS unit scene departure date and time.

Transport mode.
Other transport mode.

initial field recorded data, including, but not

I. systolic blood pressure;
ii. pulse rate;
iii. respiratory rate;
iv. oxygen saturation;
v. GCS-eye,;
vi. GCS-verbal,
vii. GCS-motor;
viii. GCS-total; and
ix. assessment qualifiers.
Inter-facility transfer.

ited to:

limited to:

not limited to:

a. Emergency department/hospital arrival date andt  ime.
Initial emergency department / hospital data, in  cluding, but

b.

not limited to:

I. systolic blood pressure;
I. pulse rate;

iii. temperature;

iv. respiratory rate;

V. respiratory assistance;
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Vi. oxygen saturation;

vii. supplemental oxygen;

viii. GCS-eye;

ix. GCS-verbal,

X. GCS-motor;

xi. GCS-total; and

xii. GCS assessment qualifiers.
Alcohol use indicator.
Alcohol intervention.
Drug use indicator.

Emergency department death.

ST@~oao

5. Hospltal procedure information, including, but n
a. Procedures.
b. Procedure start date.
c. Procedure start time.
6. Diagnoses information, including, but not limite
a. Co-morbid conditions.
b. Injury diagnoses.
7. Outcome information, including, but not limited
Total ICU length of stay.
Total ventilator days.

Autopsy.

Organ donation.

Self-feeding score.

Locomotion score.

Expression score.

i. Calculated independence score.

TTQ@ a0 T

Emergency department discharge disposition.

Emergency department discharge date and time.
ot limited to:

d to:

to:

Hospital discharge date, time, and disposition.

8. Financial information, including, but not limite d to

a. Primary method of payment.
b. Billed hospital charges.
9. Quality assurance information, including, but no
hospital complications.

t limited to

10. State EMS registry data, including, but not lim ited to:

Mass casualty incident.

Pregnancy.

Estimated body weight.

Law enforcement / crash report number.
Incident location type.

Vehicular injury indicators.

Seat row location of patient in vehicle.
Position of patient in the seat of the vehicle.
Height of fall.

T TQ@Tmoo0Ty

Area of the vehicle impacted by the collision.
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Barriers to patient care.

Pre-hospital revised trauma score.
. Pediatric trauma score.

Pre-hospital procedure(s).

Procedure successful.

Procedure complication.

Intent of the injury.

EMS procedures.

TLeT oS3 TX

SECTION 20. In accordance with IC 5-14-3-4(a)(9), all patient m edical
records and charts created by a provider and submit ted to the state
department for inclusion in the trauma registry are excepted from public

disclosure requirements unless written consent is p rovided pursuant to IC
16-39.

SECTION 21. The information required to be provided to the trau ma
registry under this document shall be reported on a t least a quarterly basis
and shall be submitted to the trauma registry not | ater than thirty (30)

calendar days after March thirty-first, June thirti eth, September thirtieth,
and December thirty-first of each year. The state  department may develop

policies for granting extensions to the submission deadlines.
SECTION 22. The information required to be provided to the trau ma
registry under this document shall be submitted by direct data entry or by

electronic data transfer using an xml format and da  ta scheme that is based
on the National Trauma Data Standard Data Dictionar y Version 1.1.1 (May
2007).

SECTION 23. In identifying the information to be provided to th e
trauma registry under this document, the state depa  rtment shall take into
consideration the financial and other burdens that these requirements will
place on the entities that are required to report.

SECTION 24. Any entity that fails to submit data and informatio nto
the state trauma registry will be ineligible for de signation by the state
department as a trauma center and may be ineligible for other programs,
including but not limited to, grants and other stat e-sponsored sources of
funding related to trauma care.

SECTION 25. Risk adjustment of the trauma registry data shall b e by
the primary methodology of TRISS. Other methodolog ies may be evaluated
and used by the state department as the need arises

SECTION 26. The coefficients used to calculate TRISS shall bet hose

derived from MTOS. The state department may evalua te the possibility of
creating Indiana specific coefficients, based upon the trauma registry data
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set, to utilize with the TRISS methodology, and whe  n appropriate, these
equations may be utilized. The state department ma  y evaluate other
appropriate data sets for use in developing specifi c coefficients.

SECTION 27. The state department shall utilize a variety of ac  ceptable
techniques for providing statistical analysis of ri sk-adjusted data.
SECTION 28. The state department shall utilize a variety of

methodologies to risk adjust by sex, age, or other factors, in order to
analyze state trauma registry data for specific age groupings, including
pediatric and geriatric age groupings.

SECTION 29. Mortality shall be an outcome that is risk adjusted . The
state department may evaluate the feasibility of i sk adjusting other
outcomes and select and evaluate such outcomes.

SECTION 30. The state department may contract with individuals or
organizations with specific expertise in risk adjus tment and statistical
analysis of medical data in order to perform risk a djustment of trauma
registry data.

SECTION 31. Sections 1 — 31 of this document take effect Octobe r 10,
2007.
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410 IAC STATEWIDE TRAUMA SYSTEM RULES
AUTHORITY. Public Law enacted by the Indiana legislaiture provides

authority to the Indiana State Department of Hetttevelop and maintain a statewide
trauma system, including the authority to adopt Adstrative Rules.

DEFINITIONS. The following definitions apply in this Article, less otherwise
specified:

(1) "Categorization" means a process for deterrgitire level of a hospital's trauma care
capability and commitment which allows any hospithich meets criteria to receive trauma
patients.

(2) "Communications Coverage Area" means a geograpgion representing a primary radio
service area for emergency medical communicatMen primary service areas substantially
overlap they will be considered as one coverage. are

(3) “Department” means the Indiana State DepartroeHealth. "

(4) "Designation" means a competitive processdentifying the level of a hospital's trauma care
capability and commitment which selects a limiteenier of hospitals which meet criteria to
receive trauma patients.

(5) "District Trauma Advisory Board" (DTAB) means advisory group appointed by the
Department for each established trauma districtpoesent providers of trauma care and
members of the public.

(6) "Emergency Medical Condition" means a medocaddition that manifests itself by
symptoms of sufficient severity that a prudent Engon possessing an average knowledge of
health and medicine would reasonably expect thilatréato receive immediate medical attention
would place the health of a person, or a fetuthencase of a pregnant woman, in serious
jeopardy.

(7) "Emergency Medical Services Agency" (EMS Agenmgans an ambulance service or other
agency which provides pre-hospital emergency médara.
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(8) "Emergency Medical Technician" (EMT) has theamiag set forth in 410
IAC

(9) "First Responder" has the meaning set forélid IAV

(10) "Glasgow Coma Scale" (GCS) means an intemalliprecognized scoring system for the
assessment of head injury severity and degreeméco

(11) "Hospital" has the meaning set forth in 41CIA6-18-2-179 (a).

(12) "Hospital Catchment Area" means a geogra@gmn representing a primary service area
for hospitals. When primary service areas substiyntoverlap they shall be considered as one
catchment area.

(13) "Injury Severity Score" (ISS) means a methardguantifying the degree of anatomic injury.
As described in Baker, S.P., O'Neill B., HaddenJW. et al: The Injury Severity Score, Journal
of Trauma, 1974, 14: 187-196.

(14) "Level | Trauma Hospital* means a hospital ethis categorized bye the American College
of Surgeons Committee on Trauma and designateddebpeépartment as having met the hospital
resource standards for a Level | hospital. Leveldpitals manage severely injured patients,
provide trauma related medical education and cdnesearch in trauma care.

(15) "Level Il Trauma Hospital" means a hospitekegarized by the American College of
Surgeons Committee on Trauma and designated dyapartment as having met the hospital
resource standards for a Level Il hospital. Lel/@bkspitals manage the severely injured patient.

(16) "Level lll Trauma Hospital" means a hospitategorized and designated by the Department
as having met the hospital resource standardslfewel 11l hospital.. Level Il hospitals provide
resuscitation, stabilization, and assessment aselierely injured patient and provide either
treatment or transfer the patient to a higher léneelma system hospital..

(17) "Level IV Trauma Hospital" means a hospitakgarized and designated by the Department
as having met the hospital resource standardslferel IV hospital, as described in Exhibit 4.
Level IV hospitals provide resuscitation and siabtion of the severely injured patient prior to
transferring the patient to a higher level traulystesm hospital.

(18) "Managed Health Care System" means a busergssprise, e.g., health maintenance
organization, which contracts with organizatiomslividuals, or government programs to provide
for the delivery of a agreed upon set of medicakderral services for a enrolled group of
individuals and families in a defined geographstuict at a fixed periodic rate paid per enrolled
individual or family.

(19) "Medical Control" means physician respongipifor the operation and evaluation of pre-
hospital emergency medical care performed by emesgeare providers.

(20) "Off-Line Medical Control" means the directiprovided by a physician to pre-hospital

emergency medical care providers through commubitaisuch as written protocols, standing
orders, education and quality improvement reviews.
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(21) "On-Line Medical Control" means the directimmovided by a physician to pre-hospital
emergency medical care providers through radieptedne, or other real time communication.

(22) "Indiana Trauma Registry" means the data ctia and analysis system operated by the
Department.

(23) "Response Time" means the length of time betvtbe notification of a provider and the
arrival of that provider's emergency medical sexviait(s) at the incident scene.

(24) "Stabilization" means that, within reasonabledical probability, no material deterioration
of a emergency medical condition is likely to occur

(25) "State Trauma Advisory Board" (STAB) meanslgisory group appointed by the
Department to represent providers of trauma care.

(26) "Trauma Patient” means a person who at ang mmaets criteria for inclusion in the Oregon
Trauma System, as described in Exhibit 2 of thekesr

(27) "Trauma System Hospital" means a hospitalgateed or designated by the Department to
receive and provide services to trauma patients.

(28) "Trauma System Plan" means a document whisbriees the policies, procedures and
protocols for a comprehensive system of preverdimhmanagement of traumatic injuries.

(29) "Triage Criteria" means the parameters esthbdl to identify trauma patients for treatment
in accordance with the trauma system plan. Thes®iarare set forth in

410 IAC TRAUMA HOSPITAL LEVELS OF CARE & REQ UIREMENTS.

Sec. 1. (a) The levels of care adopted by the timeat are the American College of
Surgeons Trauma Center Levels |, II, Ill, and IV.

(1) Level I Trauma Center: The Level | facility ig@source trauma center that is
a tertiary care facility central to the traumaecaystem. Ultimately, all patients
who require the resources of the Level | centeukhhave access to it. This
facility must have the capability of providing teaship and total care for every
aspect of injury, from prevention through rehdatlon. In its central role, the

Level | center must have adequate depth of resswuand personnel. In addition
to acute care responsibilities, Level | traumateehave the major responsibility
of providing leadership in education, researchd aystem planning. This

responsibility extends to all hospitals caring fgured patients in their districts.

Research and prevention programs are essentiaéf@l | trauma centers.

(2) Level Il Trauma CentefThe Level Il trauma center is a hospital that asso

expected to provide initial definitive trauma caregardless of the severity of
injury. Depending on geographic location, patiemiume, personnel, and
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resources, however, the Level Il trauma center matybe able to provide the
same comprehensive care as a Level | trauma cefteerefore, patients with
more complex injuries may have to be transfercea tLevel | center. Level Il

trauma centers may be the most prevalent fadilitg community, managing the
majority of trauma patients. In some areas wilaekevel | center does not exist,
the Level Il center should take on the respongibifbr education and system
leadership.

(3) Level 1l Trauma CenterThe Level Ill trauma center serves communities
that do not have immediate access to a Levelll institution. Level 11l trauma
centers can provide prompt assessment, resusnit&mergency operations, and
stabilization and also arrange for possible tangd a facility that can provide
definitive trauma care. General surgeons areimedjun a Level Il facility.
Planning for care of injured patients in these pitats requires transfer
agreements and standardized treatment guidelines.

(4) Level IV Trauma FacilityLevel IV trauma facilities provide advance trauma
life support before patient transfer in remoteaar@here no higher level of care
is available. Because of geographic isolationydwer, the Level IV trauma

facility is the de facto primary care provider.s At Level Ill trauma centers,

treatment guidelines for resuscitation, transfardglines, data reporting, and
participation in system performance improvemeatessential.

(b) Each trauma center shall:
(1), submit trauma care patient data electrorydalithe state trauma registry on
all (closed?) patient files at least quarterlytfoe purpose of allowing ISDH to
analyze causes and medical consequences of saaansa while promoting
the continuum of care that provides timely andrappate delivery of
emergency medical treatment for people with atrat@matic injury.

(2) submit trauma care patient data that inclubdegpayor source for patient care
on discharge with financial data classified as :

(A) self pay,

(B) commercial insurance,

(C) Medicare,

(D) Medicaid, or

(E)workers compensation.

(3) submit trauma care patient data no later 8tadays after each quarter.

(4) maintain documentation to show that timelysmission of data has been
submitted to the state trauma registry on a qugi@sis.

(c) Failure to timely submit trauma care patiertda the state trauma registry for three
consecutive quarters shall result in disciplinaryaam deemed appropriate, including, but
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not limited to, citation of civil monetary penaki@nd/or loss of trauma designation
status.

10 IAC TRAUMA HOSPITAL DESIGNATON

Sec.2. (a) To be eligible to obtain designatior,libspital shall,
(1) For Level I and Level Il trauma centers
(A). Comply with one of the following:

(). Hold a current license to operate as a halsp
issued by the Department under I.C. 16-21-2.or

(i).Be an administrative unit of the U.S. gowerent under federal
law, and

(B) Have current documentation issued by the AcaerCollege of
Surgeons (ACS) stating that the hospital me& DS standards for a
Level | or Level Il trauma center.

(2) For Level lll and Level IV trauma centers

(A). Comply with one of the following:

(). Hold a current license to operate as a talspssued by the
Department under I.C. 16-21-2 or

(i).Be an administrative unit of the U.S. gowerent under
federal law, and

(B). Have current documentation issued by thedbtepent stating that the
hospital meets Indiana standards for a LevadrilLlevel IV trauma center.

(b) Tobe eligible to retain designation, the hospital mus
(1). Maintain a current license; and
(2). Comply with the trauma center responsib#its listed below:

(A).The trauma center meets the state standaydfsdesignation is based
on ACS verification, meets the ACS standards;

(B).The trauma center must submit data relaigti¢ trauma services

provided at the trauma center to the Indiana Mie&Register as required
by the Department; and
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(C).The hospital and the trauma center staff dgmth all applicable
federal and state laws relating to confidentyadit information.

(c) To be eligible to apply for provisional desigion a hospital shall comply with one of
the following

(1). Hold a current license issued by the Departmader 1.C. 16-21-2; or
(2).Be an administrative unit of the U.S. governimender federal law,

(d).The hospital may apply for one 18-month pramisil designation as a Level Il or
Level IV trauma center if:

(1). When the hospital applies for provisionaligeation, the hospital has
not produced at least 12 consecutive months af iddéted to trauma
services provided at the hospital; and

(2).The hospital cannot comply with

(e). The hospital applying for provisional desigoatshall submit to the Department an
application including:

(2). An application form that contains the infotioa and items listed in STATE
FORM # , and

(2). An attestation that:
(A). The hospital has the resources and capaiilnecessary to meet the
state standards for the Level of designation Bbagd will meet the state
standards for the Level of designation soughinduthe term of the
provisional designation; and
(B).During the term of the provisional designatithe hospital will:
(). Ensure that the trauma center meets the standards;

(ii). Apply for state designation for the trauenter.

410 IAC SURVEY REQUIREMENTS FOR DESIGNTION AS A
LEVEL Ill OR LEVEL IV TRAUMA CENTER

Sec. 3.(a) Upon receipt of a request from the Habpidicating they have met ht criteria
for designation as a Level Il or Level IV traumenter, the Department shall arrange for
completion of an announced on-site survey of tr@theare institution trauma center
that includes:
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(1). Reviewing equipment and the physical plant;
(2). Interviewing personnel; and

(3). Reviewing: medical records, patient disckasgmmaries, patient care logs,
personnel rosters and schedules; and performanmevement-related
documents other than peer review documents pgedainder XXXX, and other
documents relevant to the provision of traumaisesvas at Level Il or Level IV
trauma center that are not privileged under fdderatate law.

(4). The surveyor/team shall conduct an exit canfee to report the
findings to the hospital upon completion of ansite-survey.

(b). Within 30 days after completing an on-sitevey, the Department shall send to the
hospital a written report of the Department’s fimgh, including a list of any deficiencies
identified during the on-site survey and a reqémsa written corrective action plan.

(c). Within 10 days after receiving a request favrdaten corrective action plan, the
hospital shall submit to the Department a writterrective action plan for each

identified deficiency, which provides a descriptmirhow the deficiency will be
corrected, and a date of correction for the deficye

(d). The Department shall accept a written corvecéiction plan if it describes how each
identified deficiency will be corrected, and incksda date for correcting each deficiency
as soon as practicable based up the actions negessa

410 IAC DENIAL OR REVOCATION OF DESIGNATION

Sec 4.(a)The Department may deny or revoke desmgnéthe hospital:

(1). Has provided false or misleading informatiorthe Department

(2). Is not eligible for designation under Sectib(a) or, if applicable, Section 2
(b)

(3). Fails to submit to the Department all of thi@rmation requested in a written
request for additional information.

(4). Fails to submit a written corrective actidarpas requested and required
under Section 3 (c)

(5). Fails to comply with a written corrective iact plan accepted by the
Department under Section 3 (d).
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(6). Fails to allow the Department or it's desgs to enter the premises of the
owner’s health care institution, to interview pmrsel, or to review documents
that are not documents privileged under federatate law; or

(7). Fails to comply with any applicable provisionSection 1 or Section 3
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Appendix 4: Preliminary Performance Improvement
Guidelines
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Regional and state trauma quality improvement filtes for
Indiana (taken from Washington State)

EMS

1.

2.

Mean and median response times by level of se(ALS vs. BLS),
geographic area type (rural, urban, suburban, eted region

Mean and median scene times by level of serviceS(#&. BLS), geographic
area type (rural, urban, suburban, etc.), and negio

Mean and median transport times by level of ser(AdeS vs. BLS),
geographic area type (rural, urban, suburban, eted region

Mean and median time from dispatch to hospitaldwel of service (ALS vs.
BLS), geographic area type (rural, urban, suburbtm), and region

Field intubations requiring reintubation in ED

Patients transported by ALS without field intubatibut requiring intubation
on arrival in ED

Transfers

arwnE

Delayed transfers (transfer after initial admis¥ion
Transfer to same or lower level of designation
Minor injury transfers

Transfers by payer status

Transfers by transport mode (air vs. ground)

Emergency department Length of Stay

[ —

2.
3.
4.

Length of stay by injury severity

Length of stay for hypotensive patients

Length of stay for patients transferred out to haptcute care facility
Length of stay for patients sent from ED to op&gtioom

Trauma team activation
1. Overall (all patients)

Ok wWN

Major trauma patients
Pediatric trauma patients
Geriatric trauma patients
Patients sent from ED to OR
Hypotensive trauma patients

Pediatric trauma

1.

2.

% of pediatric trauma patients receiving definitoae at a designated
pediatric trauma service

% of pediatric ICU trauma patients receiving defu@ care at a designated
pediatric trauma service (% of pediatric ICU stagsurring at pediatric
centers)

Pediatric trauma deaths by location of death

Pediatric trauma deaths by mechanism/external cause

Pediatric deaths occurring at non-pediatric trageraices
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6. Protective device use for pediatric trauma — tremas time, variation by
region and hospital

Pediatric spleen management — splenectomies vsepative management
Pediatric splenectomies at non-pediatric traumaces

Pediatric traumatic brain injuries - % receivingecat a level 1 or 2 trauma
service

© N

Outcomes

1. Case fatality for trauma patients

2. Case fatality for major trauma patients

3. TRISS analysis for deaths (unexpected survivorexpected deaths)

4. Case fatality by mechanism and protective devices

5. % of trauma deaths occurring out of hospital (deetttificate data)

6. Deaths by intent

7. Hospital variation in mortality rates

8. Length of stay comparison by hospital and ISS

9. % of major trauma discharged to rehabilitationskslled nursing facility

10. Differences in outcomes based on functional inddpeoe measure at
discharge

11.% of trauma deaths receiving autopsy

12.Charges and reimbursement by ISS and mechanismtmparson across
levels and regions

We also plan to use the American College of Surgkfiters and the JCAHO filters as
appropriate and plan to look at ad hoc clinicaléssthat arise as a result of our
designation surveys or systems analyses.

Indiana Trauma System Performance Improvement (fromUtah)

The goals of Indiana’s Trauma System are to:

- promote optimal care of trauma patients by matgkhe injured patient’s needs to
existing resources so that appropriate, cost @ffiettauma care is achieved,;

- alleviate unnecessary death and disability fraama and emergency iliness;

- inform health care providers about trauma systapabilities;

- encourage the efficient and effective continwfrpatient care, including prevention,
pre-hospital care, hospital care, and rehabiNiatiare;

- andminimize the overall cost of trauma care.

The goals of the Department of Health, the Trauysie®n Advisory Task Force and the
Trauma Performance Improvement Team (not develgpBdare to develop, implement,
and conduct trauma care system evaluation, quesggssment, and performance
improvement. The trauma committees will assisii8i2H in establishing standards for
the collection of data, evaluation of the resuftd 0 recommend refinements in the
established standards.
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As trauma care systems have developed over the,yehas become evident that
ongoing assessment, evaluation, and re-evaluatithre@are of trauma patients and of a
trauma system is essential to the nurturing anldliogi of improvement initiatives
focused on optimal patient care. The on-going assest, evaluation, and reevaluation
of trauma care and of the trauma system must be dithin a well-defined performance
improvement process.

A trauma system performance improvement (PI) pmcessists of two major
components: Thaternal component within each hospital or EMS provider ageand
theexternal (system) component. Trauma centers, resource atspitd EMS providers
are responsible to conduct internal Pl. With thgistance of this guide and the TPIT,
ISDH will conduct statewide external PI.

Quality of care can be evaluated on the basisro€stre, process, and outcomes.
Resources are characteristic of structure; comgsradrihe encounter between
practitioner and patient are characteristics otess; and the patient’s health status is
characteristic of outcome. Hospital and agefaternal) Pl evaluatestructureby
monitoring availability of resources, equipmentcounication, policies, procedures,
and organization. Hospital and agency Pl evalyatesessdy monitoring personnel
availability, timeliness of treatment, procedurasherence to protocols, appropriateness
of care, and practitioner performance comparechtestablished norm. Hospital Pl
evaluateutcomeby monitoring patient response to treatment, corafitbns, morbidity,
mortality, disability and effects of rehabilitatio rauma care facility Pl programs are of
paramount importance and cannot be under recogmeebhdiana’s trauma system
continues to evolve, trauma care facilities acthesstate are developing and/or
evaluating their respective internal Pl programsifauma care.

The focus ofnternal Pl is on individual practitioners and individualiesats. The focus
of external Pl is on system components and overall systemteféaess. Both programs
look at structure (resources), process (care deliyeand results (outcome), but differ in
how this is accomplished. The key to success inRdrprogram is to base improvement
initiatives on information that comes from validdareliable data. Indiana’s trauma
system has set the stage for trauma care facilgibulance service programs, and the
Department of Health to do just that. It is essetihat system performance
improvement be pursued to facilitate evolutionradidna’s trauma system and to
evaluate the overall effectiveness of the systeyste®n(external) Pl evaluatestructure
by monitoring hospital availability, ambulance seevprogram availability, and overall
resource availability. System Pl evalugbescessy monitoring patient triage and
transfer, trauma system standards (local protamod$ate guidelines), transport times,
appropriateness of the receiving facility, appraggmess of inter-facility transfer, over-
triage and under-triage, and how the componenitiseofrauma system interact with each
other. System PI evaluateatcomeby monitoring morbidity, mortality, disability, artay
monitoring the overall effectiveness of the system.

The purpose of the Trauma Performance ImprovemeainTis to assist the Department
of Health in developing, implementing, and condugtirauma care system evaluation,
performance assessment, and performance improvement
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Components of the trauma system:

Prevention
a. Public Information & Education/Prevention - to hietign public awareness of
injury as a preventable public health problemhoiv to access the EMS system,
and emphasize prevention as the key to reduce #&tuimjuries.

Acute Care

b. Access/Communication Centers - the process by whelpublic places a call for
help and how emergency medical services are meldilizhis also includes
communication between facilities (e.g., consultatetween physicians by
means of phone, ICN, telemedicine.)

c. Pre-hospital Care - the evaluation, treatment,apptopriate field management of
the injured patient at the scene by pre-hospitad peoviders.

d. Triage, Transport, and Transfer - the process highwbatients are assessed for
time critical injuries; the determination of the st@ppropriate transportation
resources; and the determination of the most apiatefacility capable of
meeting the needs of the injured patient.

e. Definitive Care - a network of trauma care fa@itithat provide a full spectrum
of care for injured patients.

Rehabilitation
f. Rehabilitative Care — a network of facilities tpabvide care and reconditioning
necessary to bring the patient back to maximaltfanal capacity in society.

Hospitals will report information (data) to the Tiraa Registry at the Indiana State
Department of Health. The trauma registry datagsgmts information regarding the
most critically injured patients. Pre-hospital, pital discharge and eventually
rehabilitation data will be linked to the traumgisgry. ISDH will develop a state report
generated from the Trauma Registry. Specializedrtgpvill be created based on the
audit filters and performance indicators creatednayTPIT. The Team will analyze the
reports to identify strengths or areas needing anwgment regarding the treatment,
triage, transport and transfer of the most crilyciajured patients. Areas needing
improvement will undergo further analysis, whichymmaquire additional information
from the Trauma Registry or other available souafedata. Problem solving methods
will be initiated and recommendations for improvemnmay be provided to ISDH by the
TPIT. A process to follow-up (re-evaluate) will bstablished for the recommendations
made to ISDH by the TPIT.

Recommended Hospital System Indicators

1. Presence of trauma surgeon in ED upon arrivdkesignated trauma patient (<5
minutes of patient arrival) and/or
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la. The Trauma Surgeon response time is not dodechen

2. “Recognized trauma patient” arrived at ED witBihours after injury occurrence.
2a. And/or the injury times are not documented.

3. “Recognized Trauma Patient” with GCS < 8 hadnilefe airway control prior to
leaving ED and/or
3a. The definitive airway status for patient wit€& < 8 is not documented.

4. “Recognized Trauma Patient” with ISS > = 9 hadoular access established
prior to leaving ED and/or
4a. The vascular status established for patieit M > 9 is not documented.

5. Probability of survival (Ps) was calculated areeognized trauma patient — STR by
hospital and/or
5a. The Ps is not calculated on designated trawatanp.

6. Trauma patients that were autopsied — StatenTadregistry or by hospital.

7. Safety equipment was documented for recognizeshta patients involved in
motor vehicle, motorcycle, and bicycle collisions.
7a. The safety equipment was not used or was rooindented.

8. Blood alcohol content was measured in recognizaana patients age 16+ involved in
motor vehicle, motorcycle, and bicycle collisionsropenetrating trauma.
8a. Blood alcohol content positive.

9. Drug screen was performed in recognized trauatianqis age 16+ involved in motor
vehicle, motorcycle, and bicycle collisions or Engtrating trauma.
9a. Drug screen positive.

Descriptive Report Content

Survival Rates
1. Total number and rate of deaths caused by igaryear by state and county.
A. By Age & Gender
1) 0 - 17 years
2) 18- 44
3) 45 - 64
4) 65 & over
B. Total number of injuries, urban and ruraldbgte and by county for:
1) Work
2) Home
3) Farm
4) Roadway
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Types of Injury
1. Total Number of Deaths per year by state ancoomty.
A. Motor Vehicle Collision
B. Motor Cycle Collision
C. Pedestrian
D. Penetrating Injury
1. Intentional
2. Unintentional
E. Other

Charges

1. Total charges by Level | and Il trauma centensygar for care of the trauma
patient.

. Total charges by Level | and Il trauma centensygar by cause.

. Total charges by Level | and Il trauma centensygar by region.

. Total charges by Level | and Il trauma centensygar by severity.

. Total charges by Level | and Il trauma centensyear by 3rd party payer.

. Total charges by Level | and Il trauma centensygar for patients transferred in.

. Total charges by Level | and Il trauma centensygar for patients transferred
from the scene to the trauma center.

~NOoO o WN

Prevention

1. If death with MVC, was safety belt worn/airbdmysstate and by county.

2. If death with MCC, was safety helmet worn bytestand by county.

3. If death on a farm — were farm safety precastiaken by state and by county.

4. Total number of injury deaths that were substaimuse related per year by state
and by county.

5. If MVC caused death, was a car safety seateatll{age group specific).

Transportation
1. Mode of transportation to initial to initial @&l per year by state and by county.
A. Private Vehicle
B. Ground Ambulance
C. Air Ambulance
2. Utilization of transport for the dead per yegrsitate and by county.
A. Ground Ambulance
B. Funeral Home

Autopsies
1. Total number of deaths caused by injury, ausapper year by state, by and
county.

Indiana Trauma System Audit Filters
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Trauma patients who die in-hospital between 4 andfhours after the time of

injury, stratified by hospital level. (Time from injury to hospital discharge used since
time of death is not collected.)

List hospital, elapsed time, ED admission time, agese code, transport mode, and ISS
for each patient meeting criterion.

Trauma patients with more than one inter-hospital tansfer prior to definitive care.
(Definitive care is defined as the final dischahgspital.)

List hospitals sending and accepting the transfiee&ch patient meeting criterion.
Ground transport trauma patients with an ED RTS les than or equal to 5.5 and
scene transport times (scene departure to ED arrivpgreater than 20 minutes.

List (and sort by) hospital, transport mode, EM8rayy, scene to hospital transport time,
injury county, cause code, ISS, and outcome foh @atient meeting these criteria.

Revised Trauma Score

The Ravised Trauma Scom is a physiological scoring system, with high inte ~rater reliability and
demonstrated accuracy in predicting death. it is scored from the first set of data obtained on tha patisnt,

and consists of Glasgow Coma Scale, Systolic Blood Pressure and Respiratory Rate.
13-15 >89 10-28 4
9-12 76-89 =24 3
53 50-75 B9 2
45 1-49 I-5 1
3 0 a 0

RATS = 0.9368 GCS + 0.73256 SBP + 0.2908 AR

Values for the RTS are in the range 0 to 7.840&. RIS is heavily weighted towards
the Glasgow Coma Scale to compensate for major ingay without multi-system

injury or major physiological changes. A threshofdRTS < 4 has been proposed to
identify those patients who should be treatedtirmama center, although this value may
be somewhat low.

Trauma patients with EMS scene times (EMS scene awual to EMS scene
departure) greater than 20 minutes.

List EMS agency, transport mode, scene time, speseedures (air, CPR, fluids),
trauma type, injury zip code (injury county), I1Sfd outcome for patients meeting
criterion.

Transferred trauma patients with an ISS greater than 15 and transfer time (ED
admit to definitive hospital admit) greater than 6hours for rural place of injury or 4
hours for urban place of injury.

List ED hospital, definitive hospital, urban or aliplace of injury, transfer time, cause
code, ISS, and outcome for patients meeting caiteri
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Trauma patients with an ISS greater than 15 and ERime (ED admit to ED
discharge) greater than 2 hours.

List hospital, patient transfer? (yes or no), causde, and ED time for patients meeting
criteria.

Trauma patients who die with a probability of survival (TRISS) > 50%. TRISS
score for trauma patients using physiologic measusecollected at the first
presenting hospital.)

List hospital, age, cause code, transport mode,d88ome, LOS, and TRISS for
patients meeting criteria.

Trauma patients who live with a probability of survival (TRISS) < 50%. (TRISS
score for trauma patients using physiologic measusecollected at the first
presenting hospital.)

List hospital, age, cause code, transport mode,d88ome, LOS, and TRISS for
patients meeting criteria.

TRISS determines the probability of survival (Ps) of a patient from the 1SS and RTS

[ 'h
using the following formula: Ps=1/(1+e ")

Where 'b' is calculated from:

b = b + b1{RTS) + b2(158) + b3{Ageindex)

The coefficients b0 - b3 are derived from multigression analysis of the Major
Trauma Outcome Study (MTOS) database. Age Ind@xfishe patient is below 54 years
of age or 1 if 55 years and over. b0 to b3 arefments which are different for blunt and
penetrating trauma. If the patient is less thartli& plunt coefficients are used regardless
of mechanism.

- Penetrating
o Jomm
o
O T

The TRISS calculator determines the probabilitgudfvival from the ISS, RTS and
patient's age. ISS and RTS scores can be inputtiegpéndently or calculated from their
base parameters.
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Trauma patients with an ISS greater than 15 who are&lischarged from non-trauma
centers.

List hospital, age, cause code, transport mode,d8t8ome, discharge disposition, and
time to discharge for each patient meeting criteria

Trauma patients transported by EMS without an assoated ambulance report in
the medical record.
List percentage of missing run reports by transpmwtle and EMS agency.

Trauma patients less than 13 years old (children) o either had an ED GCS less
than or equal to 8, intubation, or ISS greater thanl5 and not transferred to a
regional pediatric trauma center.

List hospital, age, ED GCS, ISS, cause code, L@& timnsport mode for each patient
meeting criteria.
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Appendix 5: 2002 SWOT Analysis and Survey
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INDIANA TRAUMA ASSESSMENT CONFERENCE
SWOT ANALYSIS (2002)

NOTE: At the Indiana trauma assessment conference,sdiggutopics reflected various
components of a trauma system (injury preventiarergency medical services, hospital
care, special needs [burns, pediatrics, and gesgtrehabilitation, trauma registry, etc.).
Participants completed a SWOT analysis sheet {athafter each topic. Responses are
listed and summarized below. Fewer than five respsmare omitted due to illegibility or
duplication of another response in the same se@tion the same participant. Editorial
interpolation is indicated by brackets (J.....]).

Participants were not asked to plizgitesponses from most to least important.
In addition, the number, diversity, and brevitye$ponses makes it impractical to weight
a particular response based on whether a particiisted it first or last. Therefore, “Top
Choices” indicates the frequency of each respamseparticular section. Substantially
equivalent responses in a section are groupedhelgtdr purposes of this summary.

Injury Prevention

Strengths

Reduced ETOH level enforced Increased use ahtrdhild car seats
Community willingness to evaluate trauma systenceph Strong EMS in urban areas
High OSHA compliance rate Good “push” for deelt use
Strong base of agencies & personnel (exceptygd trucks)
Excellent, nationally recognized resources in India

Good existing “framework” on which to build Smathte — easy access to resources
Existing statewide safety council on which to build Availability of data

Coalition of injury prevention agencies Recogmitof issues and challenges
“Feel good” nature facilitates public and legislatsupport People are more focused
Available funding Desire to save lives

Indiana comparable to other states Availabditglata
Knowledgeable experts can reproduce, locals catemgnt Methods of injury prevention
Causes of “incidences” Knowledgeable profassi®
Availability of data Education

Caring participants Desire to improve injurgyention
Availability of data Strong farm injury prevéwor program
Goods programs available Availability of data

Lots of interested organizations Avalilabilitiydata

Existing injury prevention programs Passionateoaates
Availability of data Existing injury preventiqgerograms
Working relationship between hospitals and EMS Cditbes in place

Improved cooperation with BMV Improved educatmoperation
Committed advocates Some excellent programaire
Many diverse organizations working on injury pretiem Available resources

Lots of technical expertise Many interestedipart
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Grants available Committed professionals

Top Choices:

1. Strong existing programs/agencies/committessimvork (12)

2. Availability of data (7)

3. Many committed/passionate experts with muchri®al knowledge (6)

4. Noble purpose with wide appeal/"feel good” (3)

5. Educational programs (2)

Weaknesses

Misuse of infant/child car seats Lack of statbsirauma registry
Many older cars not engineered to prevent injuries Limited data

Injury prevention education for new parents EMSikability in rural areas
Lack of clear data on injury/death causes Lackiofling

Lack of fire safety education for 0-4 year olds &athdgun safety for 14-19 year olds
Little dialogue among hospitals due to politics

Lack of state support (lip service>tangible comneitrt)

Competition>cooperation among agencies

Programs often driven by funding rather than needtata

Too little data (fatalities vs. injuries)

Lack of standardized definitions, age ranges, etc. Lack of mandates

Must rely on comparability to other states OSHA

Lack of morbidity data Knowledge of grants artlder funding
Public education Lack of political will

Data collection insufficient and incomplete No taehdata repository

Placing too many burdens on schools Perceptattitts not my problem”
Lack of integrated approach Data collection

Lack of established system [registry? trauma?] cklaf funding

Uncoordinated, duplicative services Lack of Ee«ddta

Lack data system with global accessibility

Lack of interaction between trauma centers and dRuFd&rm injury programs
Resources and funding not marketed across state

Some agencies/programs not aware of each othéoigsef

Lack of “organized” approach by agencies Lackaxfrdination (no “hub”)
Lack of coordination among agencies/programs lidk-code data

Lack of “bridge funding” to ensure projects conegnu Lack of data

Lack of data on adults and geriatric populations Legislative bottlenecks

Lack of fire/EMS involvement in community Lack obordinated data analysis
“How to collect data” Access to EMS in rurakas

Small numbers, but huge costs/long-term impacts t 1885 not required in all vehicles
Lack of coordination among agencies/programs ldadollaboration
Misuse/non-use of infant/child car seats Misusefant/child car seats

Lack of “centralization” Duplication of servise

Data collection and reporting Lack of specifijury data

Lack of “Indiana plan” [injury prevention or traurja
Lack of medical system support for E-coding

Top Choices
1. Data insufficient, incomplete, or uncoordinaftd) — see also # 4

2. Agencies/programs uncoordinated and/or duphediil) — see also # 5
3. Inadequate funding (3)
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4. Lack of usable E-code data (3)

5. Lack of statewide “system” [injury preventiontcauma?] (3)

6. Lack of access to EMS in rural areas (2)

7. Misuse of care seats (2)

Opportunities

Develop E-links among prevention agencies Update d

Strengthen booster seat laws and enforcement Bniktrong volunteer base and ethic
Implement state trauma system Mandate E-codenudsespital data
Strengthen open container law and enforcement Maweailable

New safety initiatives based on available data udate, educate, educate
Broaden and strengthen Safe Kids Coalition Graogress by coming together
Educate new parents at/through hospitals Regimtalorking

Educational outreach by trauma centers Bettecatohn [no specifics]
Better use of existing data from other states &jomoney, money

More population-based comparisons with other states school of medicine
Strengthen laws (seatbelts, helmets, pick-up thucks Public acceptance and support

Broaden collaboration among prevention agencies c&chn
(encourage “win-win” relationships) Enginegr
Build on Hoosier Safety Council Enforcement
Annual statewide Safety Conference to provide msifmal education for local educators
Multiple schools of education Use E-codes inpitass
Develop childhood injury prevention collaborative  Solicit MCHB funding
Internet Solicit private foundation funding
EMS-C grants Federal grants

Better integrate prevention and medical care

Discussion of importance of injury prevention tatettrauma system

Build on existing injury prevention network as sabunittee of state trauma system
Use data for teaching opportunities

Make resources (equipment, slides, helmets, etailable to all parts of state

Trauma center outreach (educational role) Educatio

Many good ideas/concepts Injury prevention progim schools
Make info and data more accessible Increase &dnca

Strengthen booster seat laws and enforcement b8kdaw for pick-up trucks
Improve/expand data collection Stronger sedtlaels and enforcement

Better use strengths of concerned citizens/groups
Strengthen booster seat laws and enforcement

Top Choices:
Improve data use — update data, make it maresaible, use for teaching, etc. (11)

Improve education — in or through schools, ltalggtrauma centers, Internet, etc. (9)
Better collaboration among injury preventioeagjes/programs (6)

Funding opportunities — MCHB, EMS-C, privateadations, etc. (6)

Injury prevention as part of a state traumaesyq3)

Strengthen seat belt laws and enforcementjdina) pick-up trucks (3)

Strengthen booster seat laws and enforcemgnt (3

NogopwdhE

Threats/Obstacles

Lack of funding Funding needs

Resistance to pick-up truck seat belt law Turfleat(self-interest>big picture)
Lack of legislative understanding/support Legistatibuy-in”
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Hospital politics

Lack of commitment to giving complete and accutedema data [no persons/parties specified]
Need for funding Lack of consensus re datsectthn
Lack of support from hospital administrators Lad¢Kunding

Lack of legislative mandate for injury preventidndy

Shortage of hospital resources (FTE's, etc.)

Lack of legal immunity for providers who give data

Providers fear giving data will harm them in coniipet environment

Attempt by state to control injury prevention attes (too complex & volunteer driven for
central control)

Competition among special interests/agencies tadis visible/lead player

Many rural counties lack infrastructure for effeetinjury prevention programs

Changing culture, e.g., language barrier due tevgrg Hispanic population

Bureaucracy Funding priorities
Data collection costly for state-specific data thas marginal value
Lack of funding Speed limits too high

Injury prevention leaders can't articulate a sggte  Lack of injury prevention education
No coherent policy from gov't. [level not speciffed No way to apply stats to a strategy

Lack of strong leadership No single statewidie&o
Personnel shortage Many rural communities
Lack of funding Lack of funding

Lack of legislative understanding/support
Need funding for one agency/organization to asskeagership of childhood injury prevention
activities

Barriers to E-code use, including funding needs ndiug needs
Administering state funds for injury prevention ndiing needs
No primary seat belt law for pick-up trucks Fumglneeds
Turf battles Funding needs
Funding needs Legislative “self interest”
Need to broaden data and emphasize “cost of siirviva
Cost of educational programs Duplication of effo
Funding — amounts & sources Attitude
Top Choices:
1. Funding needs and priorities (17)
2. Lack of legislative understanding and supp@rt (
3. Turf battles/competition/fear of competitior) (5
4. Lack of effective leadership/central contrgl (4
5. Rural diversity/lack of infrastructure (2)
6. Lack of primary seat belt law for pick-up trsd?)
Emergency Medical Services
Strengths
Good base/foundation Aeromedical coverage
Dedicated personnel Cooperative state agereyfg
Strong SEMA/EMS commission Statewide collectidata
Moving to nationally-recognized EMT-I with standgidOT) curriculum
Many committed people Some willing resources
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Good relationship between EMS and hospitals StEM& training programs

Mandatory continuing education for EMT’s Talented! interested providers
Strong EMS organizations and personnel Numeromggers

Cooperation among EMS professionals Multi-le\agiec

Some excellent programs to model best practices pefQaw”

EMS community well-structured Many training fétogs

Adequate resources Aeromedical coverage
Medical direction Aeromedical coverage
Manpower Aeromedical coverage

E-911 covers 90% of population Numerous prowder

Indianapolis system well organized — can serve @defhfor others
Statewide data collection

Electronic data filing — NHTSA elements Aeromedicaverage

Aggressive pre-hospital guideline EMS profesdi®rary committed
Maps/data supporting need to improve care Mangatomtinuing education
IHERN Adequate number of ambulances
Aeromedical coverage SEMA strong & effective

Multiple levels of EMT care available in most cast Strong state EMS commission
Good development of ALS Strong volunteer base

Excellent EMS access in most areas of state EMarpedic/ambulance training
Clear evidence of continuing improvement througtV®Eactions

Strong EMS network Data collection (but it neaalysis)

Use of national standards in EMT training

Top Choices:
1. Adequate/well organized EMS resources — manpawe ambulances (10)

2. EMT training — national standards, continuidgeation, etc. (7)

3. Scope of aeromedical coverage (6)

4. Effective and cooperative SEMA/EMS commissibh (

5. Data collection system (5)

6. Dedication of EMS professionals (4)

Weaknesses

Unequal quality of EMS throughout state Too maels of EMS

Many counties lack hospital and paramedics EMS professionals underpaid
Lack of uniform standards for 911, EMS trainingatocols, etc.

Variety of aeromedical organizations/structures EMS not under Dept. of Health
Unclear how EMS would be involved in trauma system

Many counties lack hospital and paramedics Not enough paramedics

Need more hospital supervision (medical direction) 2 counties lack 911
No standard protocols or training for decision &l aeromedical service

Not enough BTLS/PHTLS courses available EMT levetiundant
Too many levels of providers and inconsistencyairec Access to service
No regulation of aeromedical protocols and actgiti Lack of volunteers

Legislature not educated on lack of 911 Lackuoiding

Lack of consistency in educator [?] certification Advanced and intermediate
Low pay Lack of data to document worth
Poor “inter-communication” abilities Training toleinly spread

Rigid mind set in educators Rigid mind set iei@ions

Lack of funding 15 counties with no hospital
Not enough educators in professional positions Some counties lack hospital
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Too many “BLS non-hospital” counties Some cowtiaek paramedic care
Low pay reduces professionalism (creates “McDonaldstality”)

Statewide common communications system [lack of?]

Medical directors not required to have EMS backgbu

Lack of uniform in-service education for EMS prosid

Some counties lack hospital and paramedics Latlaoma centers

Lack of facilities (kind not specified), staff, @hresources

Variation in providers (public/private) and fundimysome areas (esp. southern tip of Indiana)

No state protocol for aeromedical service No stadided EMS protocols
Variability of funding sources EMS continuinguedtion

No Level lll trauma center in some areas Certiicavs. license

Lack of paramedic services Lack of public edwrat

No data on funding Volunteer retention

MD’s, RN'’s, other hospital staff not educated abcare different levels of EMT’s provide
Decreased response time of volunteer EMS crewsuvgivability of sudden cardiac arrest

Not paid according to duties performed Home rule

Public education from EMS commission on injury @netion and EMS personnel

911 (holes, slow response, etc. not specified) te@ide communications

No evaluation and follow-up of aeromedical service 15 counties with no hospital
Lack of statewide radio system for ambulances uhties without 911

Lack of specific criteria for ambulance medicakdiors

Maintaining skills for rare medical conditions dkeof funding

Lack of first responder coordination Inaccesgipif training

Lack of insurance and benefits for EMS personnel o hany levels of training
Lack of funding for data collection and analysis killSevels vary throughout state
Communications system (“not ambulance”) Inadequatemunications systems
Ambulance funding varies by service Lack of EMS$ome rural areas

No state protocol for fixed wing certification

Top Choices:
1. Uneven access to and quality of EMS througbktait, esp. in rural areas (23)

- 15 counties have no hospital (9)
- Some counties lack paramedics (6)
- 2 counties lack 911 (3)
2. EMT and medical director training/continuinguedtion is inadequate, inconsistent,
inaccessible, or redundant (10)
3. Inadequate funding (7)
4. Inadequate communications systems (6)
5. Lack of field protocols, esp. for calling aemmxiical service (5)
6. Low pay/benefits (4)

Opportunities

Public education on EMS availability Lobby to impe EMS funding
Improve cooperation of EMS and fire depts. Caridnd support NAEMT?
Use people already in place to build system 9tesxin all counties
Training on when to call aeromedical service @redsion for future of EMS

Increased education/training through trauma systemChange levels of EMT's
Develop more paramedic resources in south Indian&ut EMS under Dept. of Health
Trauma guidelines to standardize care across state Legislature mandate 911
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Increase trauma-related education for EMS personAeromedical protocols

Legislation to support EMS initiatives, includingedical directors manage aeromedical programs
Paramedic service in all counties Improve trauma outcomes as a &hol

State assistance [funding?] with communications Be flexible to change

Faculty [facility?] for BTLS/PHTLS education New technology

Collect and use data to show need for trauma systBxvelop statewide protocols

Establish another intermediate level of care (EMSBiverse funding

Many people interested [public support, interedEMS after Sept. 117?]

Independent state agency [EMS, trauma?] Develop statewide protocols
Recruitment and retention of EMS providers Project future needs of EMS providers
Improve trauma care training More degree programs increasgs pa
Public education Mandated EMD training arettification
Public education Enhance EMS personnéhiing
Enhanced 911 Correlate EMS dispatcldglines
Uniform aeromedical protocols Bring all together, including fidepts.
Develop field triage protocols for rural areas High interest in EMS since Sept. 11

Develop protocols for calling aeromedical service Dispatch/medical control

Use Bush'’s call for voluntarism to recruit EMS voleers

Build on excellent base (26,000 EMS personnel) Electronic reporting of ambulance run data
Expand/unify communications system (EMS, polices)fi

Revise 16-18 months required for paramedic training

Standardize care protocols across state, esp.tpedpovide more flexibility)

No medical direction over ambulance dispatch

Top Choices:
1. Standard statewide protocols for dispatch iticlg aeromedical) and field (9)

2. Strengthen EMT/EMD training (5)
3. Public education (3)
4. Use post-Sept. 11 atmosphere to recruit vohuate?)

Threats/Obstacles

Inadequate required continuing education for RN’s Big vs. small hospitals
Unequal urban/rural resource distribution Lackurfding

Lack of legislative authority to create statewigtstem Too many levels of EMS
Unclear who would regulate trauma system Lackinfling

Turf battle between BTLS and PHTLS Lack of funad

Need for local input/sharing of information Intated health care systems
Physicians’ unwillingness to follow standard praitsc Lack of funding

Physicians’ unwillingness to promote trauma edocati Regionalism

Politics (appointments to trauma commission, caiggtion of trauma centers, etc.)

Turf battles, including aeromedical Rural areas

Can medical directors be non-biased in trauma pitimge?  Federal payer mix

More education needed [about trauma systems?] mitat “local” mentality
No force of personality to hold people accountable Cost/funding needs
Employment (hospitals, fire depts.) No hospitadome counties
Inconsistency in provision of EMS Lack of fundi

Low EMT clinical experience if establish statewjat®tocols  Volunteer retention

Low EMT clinical experience for some medical coiutis Funding needs

“Most RN treatment of EMS staff” Rural parameditention
Territoriality of local/state agencies Lackfohding

Rural counties without hospital or paramedics K.aicfunding
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Refusal of Martinsville or Morgan Co. to fund EMS Cost control

Getting agencies to work together Home rule matyreflect needs
Too many levels of EMT training Us vs. them madity

Funding for EMS, esp. ambulance services Runameadic retention

Top Choices:

1. Funding needs (14)
2. Turf battles/competition>cooperation (8)
3. Insufficient recruitment and retention of paeatics and volunteers in rural areas (4)

Trauma Care in Hospitals

Strengths

One medical school Informal system [alreadpts4]

ACS verified Level | trauma centers Trauma isnfairsable

EMS/hospitals desire to deliver optimal trauma care ED physicians available in urban areas
Hospitals can be verified by ACS without gov't. Research

Skilled personnel desire to improve trauma care oddotentions

“Legislative” [?] Public education

One medical school Aeromedical transport

Surgeon availability Trauma centers have beitiécomes
Trauma centers are “community resource” Indiangksvpretty well

One medical school Informal system alreadytexis

Trauma centers are “centers of excellence” “Cahensive trauma care”
Standardization of care across Indiana Informaalrha system already exists
Trauma centers in most major Indiana cities Indihas good Level | trauma centers
Leading trauma centers — U and Methodist ACS fdtae on Trauma is available
Grants [trauma centers better able to get themdiaha better able to get grants if have trauma
system?]

Trauma centers have teaching role [medical or ynpuevention/community outreach?]
“Talented, highly skilled individuals” [applies taspitals generally or specifically to trauma
centers?]

Trauma centers are centers for education, local sdmmunity resource

Trauma center designation/verification developsigark and cooperation at all levels
Some hospitals already have in place many compsnent

Trauma center status confers community prestigeaafma center

Level | and Il trauma centers already fairly waditdbuted in Indiana

Some (not all) hospitals can meet ACS verificagtandards

Need for trauma center already realized in northsouth Indiana [does this mean need is
apparent but unmet, or need is already met?]

Top Choices:
1. Indiana already has several good trauma centepme say they're well distributed (5)

2. Informal statewide trauma system already exists
3. Indiana has single medical school (3)

Weaknesses
Lack of physicians, esp. trauma Weak trauma icaneral areas
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Stable resources No legislative mandate

Not enough level Il and IIl trauma centers Ndesteauma standards
Pediatric trauma resources only in Indianapolis rsdishortage

Trauma surgeon availability [times or locations?]  Few transfer agreements
M.D. structure Poor data

Staffing shortage Lack of funding
"Legislative" [lack of legislative support or mandd] Hospital shortage

Lack of funding "Difficulty of rural health irolvement"”
Small volume of "true" (severe) trauma patients o l&gislative mandate
Local control of hospitals Cost

"Questionable commitment to a system" Medicaitiosl

Academic vs. community medical staff (politics) ckeaof funding

"Heavy regulations" [currently or with trauma sys Outside QA costly

Lack of commitment Expensive care for the few
No "buy in" from community-based surgeons Duplmabf services

Only 2 level | trauma centers — both in Indianapoli Poor feedback to EMS providers
Not effectively communicating role of trauma cester Only 2 level Il pediatric trauma centers

Staffing shortages — nurses, radiology, other Booa concerns>patient concerns
Turf battle — hospitals and physicians 2200 Rbbaveies

Heavy demands on verified trauma center (time/$) ackLof funding

Trauma centers expensive and resource intensive statiewide trauma registry
Competition Large part of state is rural

"Surgeon commitment” [lack of? hard to get?]

Resources insufficient and unequally allocated

Need better networking with trauma centers, esgiapécs

EMT's misunderstand what degree of injury requir@sma center care

Top Choices:

1. Cost/lack of funding (9)

2. Turf battles/competition/politics (6)

3. Trauma centers currently concentrated in adie@s, esp. for pediatrics (6)

4. Staffing shortages — RN'’s, ED/trauma physiciaadiology, etc. (5)

5. No legislative mandate (3)

6. Lack of commitment — hospitals and/or physisié3)

7. Challenges of rural areas (2)

8. Lack of data/trauma registry (2)

Opportunities

Work on education and injury prevention Lessomsried from other states
Let market work on providers Implementation taits trauma system
Statewide analysis of TRACS data “Raising” ERsesr

Standardize EMS protocols for hospital bypass Graomey

Grants for trauma education of MD's/RN'S/EMT'’s Kedialogue going

Improve trauma patient outcomes Research grants

Public education Public education

Learn from other states Share rural vs. urhdoomes data
Many potential level Il and Il trauma centers oyge injury prevention

Funding from tobacco trust fund “Do what is begh what we have”
Develop community education and resources “Cr@stgre- collecting data”
Improve care through QA/QI Simplify data coliect process
Develop coordinated injury prevention program iskgion for trauma care
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How to get physicians committed to participate

Use ACS for assistance

Collectively address reimbursement solutions (eadjng)
“Stats of statewide trauma vs. locations of trawessters”
Strengthen relations between EMT’s and hospitadqrarel
Educate pre-hospital personnel about trauma césystem
Use data from other states that show trauma sylséerefits

ulgjprevention education
Develop state traumatreg

Identify hospitals and resources for various lewéldesignation/verification to build trauma

system

Legislation to develop/fund trauma system (referrbypass, triage, transfer agreements)

Develop rural pilot programs

Is collecting data in Indiana necessary in lightlafa from other states?
Use current focus on disaster planning to advaracerta system

Top Choices:

1. Data/trauma registry — improve collection asd of data to document need for trauma system

(6)

2. Solve funding/reimbursement issue (5)

3. Improve injury prevention (4)

4. Use lessons/data from other states (3)

5. Legislation to establish/fund trauma system (2)

Threats/Obstacles

Competing hospitals threatened by trauma centers

Time needed to apply for designation/verification

Resistance of administration [of hospital or staie’t.?]

Inclusive system

Funding

MD shortage

Variable public funding

Competition between hospitals

Turf battle between pre-hospital/hospital staff
Lack of patient transfer agreements

Punitive

Shortage of radiologists

Funding

Turf fights (not wanting to transfer patients)
Threat of regulation

Fiscal crisis [hospitals, state, or Medicaid/Meds®)
Decrease in Medicaid/Medicare reimbursement
Commitment of people, administration, resources
Funding

Competition between hospitals

Budget cuts [hospitals, state, or Medicaid/Medihre

Hospitals compete — unwilling to share data
Lack of incentives for state trauma system

oneml
Lack of surgeon involvement
Funding
Lack of interest
Funding
Funding
Patient acuity
Competition
Ectnomic peers”
High péepacost
Nurse shortage
Shortage of anesthegsts
Expensive — no reimbursement
uniging
Cost for some hospitals
Lack of care in rural areas
Ghb4ireparedness”
st@oalysis
State/local politics
Funding
Staffing [cost or shortage?]

Will increase competition, resulting in closuredafspitals or trauma center service?]
Staff shortage (RN’s, lab techs, etc.) — need stigpport for recruitment and retention

Top Choices:
1. Cost/lack of funding (18)
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2. Competition/politics (9)
3. Staffing shortages (6)

Special Needs: Pediatrics and Geriatrics

Strengths
Recent push for better pediatric care in EMS EMiS-€&xcellent educational resource

Recognizing special need of pediatric/geriatricgras Established pediatric trauma center
Established burn centers work well with other htapi

Riley provides excellent guidance to others Gpediatric transport system in place
Improve education re age-specific patient constaera EMS-C

Established pediatric-focused courses (PALS, ENC)

Tiered response help identify the trauma patient horter ED stay for injured patient
Improved functional outcome Long-term benefits

Top Choices:

No clear choice, but some think Indiana is doirggpad job of addressing special needs
Weaknesses

Special needs unknown to public Education

Not enough public education Not enough pre-hakpducation
Lack of practitioners with expertise Few ped@surgeons

Lack of special geriatric training course like PALS Quality of life

"All PICU's not able to care for all pediatric "Rlisetting in Indiana"

Public education re geriatrics patients, e.g.,ipdhactures”
Fewer in number, but requires different sub-speegl

Top Choices:
1. Lack of education (public and pre-hospitalpegliatric and geriatric needs (5)

2. Not enough pediatric surgeons and PICU's (3)

Opportunities
Improve patient outcomes Fast-growing gerigidpulation
Pediatric center use may reduce cost and LOS idPedilication

Develop specific protocols for treating patientaigé extremes — share with community hospitals
Create geriatric continuing education course [petgied for whom]

Perform pediatric surgery regionally outside Indipolis

Potential of telemedicine (technology exists)

Top Choices:
No clear choice

Threats/Obstacles

Family's desire to have patient close to home Lack of funding

Cost of specialized people and equipment ifféi@nt considerations for peds/geriatric"
Lack of funding (smaller volume of pediatric cadag, still need facilities, equipment, etc.)

Top Choices:
1. Cost/lack of funding
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Post-Hospital Trauma Care: Rehabilitation and Suppo

Strengths

Rehab recognized as important part of trauma care Facilities are available
Variety of rehab services available Many advarnnoeare
Rehab personnel Nursing home

Day care Traditional living setting
Possible to improve functional outcomes Focusomality of life"

Start planning for discharge at admission
“Identify need to standardize data collection aodtimue data through rehab”

Top Choices:

No clear choice, but some suggest adequate fasiliisources are already available
Weaknesses

Patient outcomes often not measured past ER Unknowublic

Lack of outpatient services, esp. in rural areas Lack of knowledge about resources

Lack of data re traumatic brain injury [Indiana-sifie data or medical understanding of TBI?]

Lack of information Lack of long-term facilise
Cognitive changes due to TBI falls thru cracks ck.af public education
Poor networking among agencies (region-to-region)Not enough rehab in hospital
Lack of Medicaid/Medicare reimbursement in Indian&ublic education

"Have NH and HHA with little awareness” Often overlooked

Little data Lack of resoesc

Funding available in other states, but not Indiana Coordination of benefits

Difficult maze to get thru Lack of long-term fadiis

Top Choices:

No clear choice, but general agreement that tleia &sroverlooked and suffers a shortage of
resources

Opportunities

Many rehab centers exist Public education

"Return trauma patient to function” "Avoid extenuating circumstarices

"Community resources for optimal functionality" Identify resources

Bridge data gap between surgeon and rehab
Interface between acute care and community sugpoups, e.g., Brain Injury Assn.

Top Choices:

No clear choice

Threats/Obstacles

Cost of long-term care Cost/time to families
Reimbursement varies among payer sources Very time/resource/money consuming
Medicaid crisis Very costly

Paperwork nightmare Medicaid not pay for rehabndiana
Resources Lack of data

Who to contact? "What facilities requivary"
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"Family doesn't know what to do or get help” Patient sent out of state
Non-acceptance of families [family doesn't circuarstes or facilities don't accept families?]
Funding for long/short-term care

Top Choices:
1. Cost/lack of funding (8)

2. Lack of knowledge of how access/use systemrddn on families (2)

Trauma Registries

Strengths
Hospital assn. prior experience with data collectio

Availability of ambulance run and hospital discradata

Some level | and Il trauma centers have traumatmgygi

Databases available Electronic capacitystx

Have input from hospitals and pre-hospital provéder Expertise exists to design a system
Existing, tested data collection hardware/software

Some data already being collected EMS data itaddla

Already many databases in Indiana Existing data collection
Widespread interest to access data Databases available
Technology available Funding available

"Lots of players" “Many sites”

"Lots of trauma" Already collect data

Existing pre-hospital data base Existing ho$plischarge data
Multiple agencies are collecting data Dedicatecspnnel

Improved care results from data use Research

Plenty of other systems to pattern after Datbectibn underway
Customize injury prevention Ability to increadseowledge
Can make data available to all on website "Indakeady done or need to do?]

"Data based systems available" [data is availableaaware/software is available?]
Level | and Il trauma centers already collectintada Hospital discharge data is available

Top Choices:
1. Substantial pre-hospital and hospital dischdaga already exist and are being collected (16)

2. Technology exists to improve data collectiod analysis (4)
3. Expertise exists in Indiana to design/run trausgistry (3)

Weaknesses

Provider hesitancy to share data due to cost abdity

“Multi-faceted” data collection No linkage

Past negative experience with record keeping 'iBUjrom threatened parties
Lack clear understanding of what data needed Nage

Need legislation, including confidentiality protimet ~ Cost of implementation

No IT person at state level to coordinate system tateQlatabases not yet linked
Many small hospitals don't want to collect/remitada "Cleanliness" of data

Patient personal info Lack of links

Variability in collection Available software haniversal
“The pipeline of data widens over many agencies” atddgoes in and never comes out”
No clear mission by state agencies “How interdeg”
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Weak state gov't. system (home rule) Collect dai# little feedback
Sharing of data by DOT Lack of consensus oa datelopment
Expertise available at hospitals to manage dath wel “Help desk functions”

EMS unable to get post-discharge data outcomes d&tast

Implementation of statewide data base Cost/ladkraling

“Need to have all vendors view all trauma softwapportunities”

No legislation protecting registry data confidelitya

Variability in collection by different individualand institutions “Sharing of data — optional E-
coding?”

Hospital assn. and Health Dept. resist data cadlecequired for effective trauma registry

No state agency willing to "own" and manage trawdla (should be Health Dept. or
SEMA/EMS-C)

Top Choices:

1. Existing databases not linked (4)

2. Lack of clear mission/authority/leadership btes agencies (3)

3. Cost/lack of funding (3)

4. No consensus on what data to collect or houstoit (2)

5. Some hospitals will resist a trauma registjy (2

Opportunities

Help tailor area-specific injury prevention progsam Technology

Develop ED database (the “missing link”) Software

Develop database to be used annuflhinjury prevention Existing data bases
Develop statewide trauma data tracking system istiByg data bases
Link hospital and pre-hospital data Identifytlobarges?
Use data for community-specific injury prevention Locate funding sources
“CODGS/CDC/GTC” programs and grants are available  Identify trends, needs, training
Linkage of EMS and hospital data Research

“What can we do to lower cost?”

“Collection offers valid data for policy developrién

Analyze potential linkage of databases

Selection of standard statewide data base

Opportunity to follow patient from pre-hospital thdischarge or death

“Establish registry between EMS-hospital as pegposis and outcome of patient”
Trend and improve patient care, transport timesS L@utcomes, etc.

“Process associated with trauma registry”

Use university depts. or students to devise ITyaisl

Begin trauma registry by linking current databaaesiulances run reports and hospital
discharges)

Top Choices:
1. Better linkage of existing/future databases (4)

2. QA/Al —improve quality of care and patient camnes (3)
3. Help locate and secure funding for trauma (2re
4. Help tailor community-specific injury preventiprograms (2)

Threats/Obstacles

Lack of legal immunity for providers giving data ad¢k of funding
Lack of funding “HIPPA on patient info”
“Fear from exposure to weakness” Lack of funding
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Lack of leadership to collect, analyze, report da
Cost
Cost of data collection

Delay in collection/analysis/use of data reducdseva

Cost/source of funding (who will pay?)
Lack of legal immunity if give data
Serious hole in EMS peer review process
Turf battles

Legal immunity issues

“Legal” [legal immunity issue?]

Decreased revenue for hospitals that aren't tracenger
Standardization of data elements and collectiorhout

Competitive complications [among providers?]
Who will be responsible for administering data?
Cost/lack of funding

Linkage of data in light of consistency and impy

Time commitment
HIPPA
Technology
Loss of confidentiality
Time commmént
Lack of fundjn
Staffieeded
Who is lead agency?
Ownership of data
Cost of collecti@malysis
Confidentiality problems
Variability in patient names
Latkunding
Howink data
Legal issues [legal immunity?]
Potential legal liability

ta

rit

Hospitals concerned that data will be used as ‘ftegaod”
Not enough hospitals [currently?] collecting data@ét accurate statewide picture

Top Choices:
Cost/lack of funding (10)

Competition among providers (5)
Potential loss of confidentiality (2)
Concern about which state agency would ad

arwpdpE

Lack of legal immunity for providers of datg (6

neintshuma registry (2)

Participants

Name

Affiliation

Dr. Mary Aaland, Trauma Services

Parkview Hospital — Fort Wayne

Meredith J. Addison, RN, MSN, CEN

Rural EmergeneyeC— Hillsdale

Leon Bell, EMS Educator

Wishard Hospital — Indiaoiép

Jill Beehn, RN, Trauma Nurse Coordinator|

Deacohtxpital - Evansville

Shawn McCoy

Deaconess Hospital - Evansville

Joie Harris Bertram, President

Indiana ENA (ValsralN)

Ronald Besel, Auto Transportation Center

Purduevéisity — W. Lafayette

Scott Bjerke, MD, Trauma Services

Methodist Hodpitindianapolis

M. Tracy Boatright

Office of the State Fire Mardh{&hdpls)

Rod Bosley, EMT-P

Union Hospital — Terre Haute

Robert Bryant, Dir. Of Communications

Emergencydaish Communications,
Fulton County

Mel Carraway

Indiana State Police

Jim Christopher, Safety Director

St. Francis Mebd@anter — Beech
Grove

Dan Chubb, EMT-P

Brownsburg Fire Territory

Lori Cox

St. Joseph Regional Medical Center —
South Bend

Bill Field, Ed.D., Ag and Bio Engineering

Purdueilkrsity — W. Lafayette
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Stephen Garrison, NREMT-P/PI

Memorial Hospital -uthaBend

Michael Garvey, EMS

State Emergency Management é&ygen

Charlene Graves, MD

Indiana State Dept. of Health

Spencer Grover

Indiana Health and Hospital Assioriat

Kevin Hammeran

Riley Hospital — Indianapolis

Cathy Harris, RN, Trauma Director

Parkview Hospi#adtort Wayne

Guy Haskell, EMS Education

Indiana EMS Academy

Jan Howard, RN, MSN, Trauma Clinical
Nurse Specialist/Case Manager

Memorial Hospital — South Bend

Wendy Hums, RN, Trauma Coordinator

Memorial Hospit&outh Bend

Teri Joy, RN, Trauma Coordinator

Wishard Hospitaheianapolis

John P. Karolzak

Rural Metro Ambulance — Indianepol

E. Nicholas Kestner, MD

Indiana ACEP

Mark Laker, MS, Senior Health Consultant

ISDH, Lddaison Office

Lynn Lingafelter, RN, ED Manager

Deaconess HospitBvansville

Rick Lowry, RN, Trauma Program Manage

r  Methodisspital — Indianapolis

Dr. N. Clay Mann

Jeff Mathews, Injury Prevention

Automotive Safetindianapolis

Jerry McCory, Injury Prevention

Governor’s Couraril Impaired and
Dangerous Driving

Dr. Phil Merk Regenstrief — Indianapolis
Mary Kay Mitchell, RN Riley Hospital — Indianapolis
Mark Nelson EMS Division/SEMA

Donna Gore Olsen

Indiana Parent Information Network

Keely Paston, RN, Trauma Coordinator

St. JosephoRagMedical Center —
South Bend

Shannon Phillips, MD, Associate Director PediaR&sidency/AAP
Thomas Reed, Epidemiologist ISDH

Gary Robison, NFIRS Program Manager SEMA

John Robison, Executive Director Hoosier Safetyrioiu
Michael Russell, MD, EMS Medical Directorindiana ACEP

Donald Schoolcraft ?

Bill Schuck Columbus, OH

Michael Jon Seaver, RN, EMS Commission = ENA — Menlié

Deb Smith ?

Thomas Sonderman, ER Medical Director Columbus étediHospital
Carol Sublett ?

Scott Thomas, MD, Trauma & ED Director

Memorial iddal — South Bend

Roger Tormoehlen, Ag & Bio Engineering

Purdue Ursity — West Lafayette

G. Lee Turpen Il, CCEMT-P

AMR East Group ClinicalElucational
Services Cor. - Evansville

Bernice Ulrich, Quality and Data

Indiana Health &fabspital Association

Representative Peggy Welch

Indiana House of Repiasees

Bob Zahnke, Director Trans Center

Purdue Universityest Lafayette
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Adapted from Bazzoli ot al, (992

Survey of State/Local Efforts
To Coordinate Trauma Care Delivery

Instructions

The purpose of this survey is 1o identify the varisty of progrums and sctivities that have
been developed to coordinate the delivery of trauma care. Our discussions with
state/local emergency medical service directors and our review of available information
suggest that substantial variability exists across the country. A comprehensive data
collection effort is needed, however, to precisely delineate these differences.

This survey is intended to be completed by the lead agency in states with a stalewide
system of trauma care. In states with regional systems of raama care, one survey should
be completed each regional lead agency. hmmmwmﬁm
care, the survey should be filled out by the State EMS Office.

Throughout the survey, we use centain abbrevistions and erminclogy commonly
assocised with emergency medical services and trauma care delivery. These terms are
defined below for your information:

'.'.'_é.'.:'.
. g- -

mﬂummnwnum

*  Hospital Designation/Accreditation: A formal process for identifying hospitals
that meet trauma center standards and for awthorizing these hospitals 10 provide
trauma care.

+  Venfication: A process for substantiating the qualifications and credentials of
hospital or pre-hospital providers of trauma care.

s Promptly Available: Physician or stafl are on-call outside the hospital, but ean be
assembled within a short time (5 — 20 minutes) after a trauma patient arrives ol the

hospital,

»  Immediately Available: Physician and/or staflf are cither on call or in-house, and
can be sssembled prior 1o arvival of imuma paticnt at the hospital (allows for §
minute prenotification),

If you have any questions aboul items in this survey that require clarification, please call
Dy, Clay Mann, (801) 585.9161. Completed surveys should be December 31, 2008,

142



SURVEY OF STATE/LOCAL EFFORTS
TO COORDINATE TRAUMA CARE DELIVERY

1. Organizational Background Information:
a) MName and comtact information of statewide or regicnal survey respondent:

Name of statewide or regional trauma system:  Fone

Contact: Michael Garvey

Title: Deputy Director, State Emergency Management Agency
Phone number: 317-232-3983

Fax number: 317-233-0497

Email address: mgarvey@scaa, state, in,ug

b) Name and contact information of medical director for your organization (if your
organization has no medical director, check here; X )

Name:
Phone number:

Fax number:

Email address:

) Please list the counties (or county metropolitan areas for states in New England)
in which your organization is actively involved in the coordination of trauma care
delivery. If your organization serves the entire state, simply report this on the first
line below.

PLEASE NOTE: In the sections of the survey that follow, we will refer 1o the area
described below as your “service area”™,

State of Indiana
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2. Legal Authorities for Trauma Coordination A ctivities

I this section, you will report the specific fegal autherities that your organization and
others have 1o develop acti vities that coordinate the delivery of truma care for your
service area. Such legal authority is typically established through statutes. law. municipal
ordinances, executive orders, administrative code, regulations, or related legal actions
that specify the responsibilities of public and private organizations.

Faor this section, please identify whether your organization has the legal authoriry 10
conduct each of the specific activities below. I an organization other than yours has
legal authorily for an setivity, pleass provide the name of this organization in the space
provided, FLEASE NOTE: We are intcrested in authorities that currenily exisi through
hﬂm:wﬂhq&dﬁcnﬁvﬁﬂmmmﬁywm

your Emwﬁumlﬂvz
arganization legal authority bul another organization
Tave legal awthority? | does, piease identify the name of this
organization.

Yes | Mo | Uncertun

standards or criteria X
) Venify that hospitals meet
trauma center eriterit X
'e) Formally desij
hospital trauma centers X

144



Actvity Yes | No | Uncenin

m) Establish trauma patient iage

| m) i Transport-
protocols that allow the by-pass
of hospitals without trmuma x
o) Require Jormal Tntcr-hespitl
transfer X
2 medical control
procedures and protocols x
) Establish a trauma X
T asmumnce
X
?‘%ﬁm g
education/outreach programs
1) [Establish trauma prevention %
PROErRmS
u) Evalunte traurna system
operations and effectivencss X

1. ldentifiestion of Hospital Trauma Centers

a) Dhocs your orgamization of seme other erganization designate, verify, mocredit, and/or

Yo, activity in place _ Yes aativity under development
X _Na Uncertain

£ YES complete the rest of this section; OTHERWISE skip 1o SECTION &.

b) Please repon the year in which trouma centers were {or will be) first identified in thas

way.
Year: (Check bere B unceriain; )

¢) Did an swsessment of community trauma care needs and available health resowrces

__ Yes, activity took place _ Yes, activity under development
No ___ Uneenain
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INYES:
1y Was (or will) the need assessment (be) usad to determine the number and
perhaps types of trauma centers necded within your serviee anea”
_ Yes, mssessment was used this way
— Yes, assesament will be used this way
Mo, (if assessment was/will be wsed in some other way, please specify )

___ Unceriain
2) Were (or will) the number of trauma centers identified for your servies area
(be) limited based on the results of the need assessment?

. Yes ___Ne ___ Uncenain

d} Which of the following sources were Lised #s & basis for the trauma center standands
in your service area?
_ ACS hospital resource guidelines without modification

_ Other sources {please specify):

___ Uncertain

&) Asa pre-requisite 1o identification as a trauma center, must @ hospital obiain ACS
verification bassd on ACS trauma center standands?

_ Yes, activity in place  Yes, activity under development
__Ha ___ Uncertain

I} Was a request for proposal or request for application used to identify hospials
interested in being ideruified as trauma conters?

___ Yes, activity in place __ Yes, activity under development
Upcertain

IF NO: What process was used to identify hospital trauma centers?
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£) Is an on-site hospital visit required to determmine a hospital’s initial compliance with
trauma center stondards?

__ Yes, activity in place __ Yes, activity under developavent
Mo Uneeniain

IF NO: Whit process, if any, is used to substantiale a hospisal’s compliance with
travma center standards?

by Do hospiial trauma centers within your service area have formal contraets that specify
their obligations and regponsibilities as trauma centers?

. Yes, activity in place _ Yes, activity under development
N Uncertzin

IFNO: Whal types of arrangements, if any, are made with hospital trauma
centers?

i) 'What is the duration of a hospital’s designation, verification, accreditation, or
categorization as a trauma center?
Initinl designation: ___ vears (Please cheek if no limit on duration; )
Re-designation:  _ years (Please check il no limit on duration: __ )

1) Doces the periodic re-verification of a hospital s confinued compliance with trauma
center standards take place?

__ Yes, activity in place ___ Yes, activity under de velopment
No — Uncertain

IF YES: (1) How often do {or will) these periodic re-verifications occur?
{e.g., every 6 months; annually)

(2) Is (or will) an on-site hospital visit (be) required for re-cerification?

Yes No Unceriain
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k) Can a hospital idemified as a travema center have its designation, venification,
accreditation, or categonization revoked or suspended?

__ Yes, activity in place ___ Yes. activity under development
No . __ Uncertain

IF YES: Can the loss of trauma center identification occur:

___Only at end of specified designation, verification or accreditation period
" Only afier periadic re-verification of qualifications

___Alany point when serious concem is raised about center

___ Other (please specify:)

___Uneertain

1) Please answer the following questions en specialty refermal centers that may be
present in your service area: :
Are the following types of specialty referral  1f checked: were hospital standards specific

Centers present within your service arca 1o these specialty referral centers
{check all that apply): developed?

Check Type of Center Yes [ Nao Under Unecertain
Development
Pediatric trauma centers

Bum centers

Newrolrauma centers

Trauma rehabilitation centers

Other (please specify below)

m) Please report major changes in trauma center designation, verification, acereditation,
amd/or categorization that are planned for your service area over the next five years:

4. Pre-Hospital Care Personmel

a} Which of the following categories of pre-hospital personnel are present within your
service area (check all that apply):
X First Responders
"X EMT Basic
"X EMT Intermediate
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_ X BTN i ddddd (Paramedic)
_ X Acromedical Personnel

___EMT-D = A1l B¥T's have defib training
_ K EMD - Yoluntary

MICN

Ohtber

Does your organization or some If checked: please idlentify the type of raining

other organization provide program that is used:
standardized waining 1o the
following calegories or pre-
hospital personme] (check all that
sy DoT DoT
‘National National
Standard Swadard
Curriculam | Curriculum
Check Unmodified | Modi fied Other | Uncertain
Fc&ﬁnnﬂn X
Basic X
EMT Intermediate X
BRI/ d AT
(Paramedic) X
Aeromedical
EMI-D.
EMD
MICH
Other

what of the
cf Apptmmudy { percent mﬁwmuﬂumﬂy

Categary ¥ of population in your service area that 13 currently

mumﬂmmm
(List by percentage)

| First Responders 5%

EMT Basic 100

EMT Intermcdiate 0%

| ENIT ABG#deed (Paramedicy | o

Aergmedical Personnel

EMT-D B/A

EMD 0%

MICN NLA

Other
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d) Please provide the following information on licensure/centification of pre-hospital
personnel in your service area:

Which of the Tollowing caegonics of | 1T checked: in what year were licemsure/
pre-hospital personnel are currently | cenification programs first implemented
licensed/eenified within your service | {record “2" if uncertain)
Check | area (check all that apply):

First Responders 1978

D T .

1 4 1976

X %M(Pm— 1977
Acromedical Personnel N/
EMT-D N/A
EMD
MICN N/A
Other

¢) Please report miajor changes in pre-hospital that are planned for your service area over
the next five years:

Indians will implement intermediate level training/certification

for FMT's in 2002 (in Indiana, advanced level trmining/

certification is comparable to national itersediate level)

5. Emergency Transportation

a} mwmmmwﬁdmminmmmmm
specify:

Yes | No | Uncertain

b) Do standards for sir ambulance vehicles operating within your service area exist that
specify:

No | Uncertain

€) mmmwﬁummdsﬁmd@uﬂw franchised within your
service anea? .

¥ Yes, activity in place

Ne

150



d} Are smbulance service agensics required v have designated disparch censers?

A Yes, scrivity in place  Yes, activity under developmeni
— . No . Uncerinin

&) Can licensure, cerfification, and/or franchiss agresments with ambulance service
agencies be revoked or suspeaded?

X Yes, sctivity in place — Yes, activity under developmen
No Unceriain

{) Flease identify the approximate percent of the resident population in your service arca
that is eurrently covered by different clatses of ambulance services:

Ground Ambulance Classes | Fercent of population in service arca that is currently |
covered by smbulance class {List by percentape)

| Basic Lile Support 1008

Advaneed Life Suppon [

| Critical Core Support 253

Giber (please speciiy)

Air Ambulance Classes Pereent of popullation in service area thal is currcatly
covered by ambulince class (List by perecntage)

1007 dn 100 mile sadiuve |
Fived Wing oz
Onher {please specily)

£) Please repon major changes in emergency wansportation standards of mgrecments that
anc planncd for yous service area over the next five years:

Hope

. Medical Control and Direction
a) Were physicians sotive participants in the initial development of

Yes | No Uncerinin
W il usama system design X

X
System and patient evahsation | X

10
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B} s on=line medical control available in your service anca”
X Yes_activity in place _ Yes, activity under development
—No ___ Uncenain
IFYES: Awm.mmmofhmﬂwlhmm-im
HO0 45

area currently have accest to on-line medical direction: 10U |
&b mmwmmmhhmudwﬂ
trauma patients in the fiedd exist for pre-hospital personmc?

X Yes. activity in place ___ Yes, activity under developnyem
___Na Uncertain

d) Plcase report major changes in on-Jine asd off-Jine medical control activitias that are
planned for your service area over the next five vears:
Home

7. Communications

a) Community sccess o 9-1-1 service:
13 [59=)-1 available in your service area®

X Yes, nctivity in place _ Yes, activity under development

Mo _ Uncertain

2} lsenhanced 9-1-1 (which identifies phone number of caller) available in your
service area’

_ X Yes, petivity in place ___ Yes, activity under deve lopmeni

___No __ Uncemain

3) Ifyesto eitber of the above twa questions, approximalely what pereent of the
population in your service ares currently bas ascess 1o these services:

Bagie 9-1-1 95 %
Enhanced 9-1-1 _B5 %

b) Is emergency call screcning and priosity dispatch for ambulance services available in
your service anca?

X Ves, activity in place — Yea, activity under development
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IF YES, approximately what percent of the population in your service arca curremly is
covered by this service: 60 %

¢} Please answer the following questions about ambulance and hospual commumication
capability:

Is direct two-way communication If checked, approximately what percentage of
capability currently available: (check | the population in vour service aren is curremly
all that apply) covered by this service:
Check

X Berwieen di and ambulances 100%

¥ | Between different ambulances 751

¥ | Between ambulances and hospitals 1007

¥ | Between dilterent hospitals 858

d) Please report major changes in emergency communication activitics that are planned
for your service area over the next five years?
State developing 8 statevide, interoperable (pelice, fire, FMS, etc.)
800 whz redio system, Pilot sitos op-ling, but no statewide implomentation
deadline.

8. Patient Categorization and Triage Procedures

a) Afe trauma patient catcgorization or triage procedures for assessment of trauma
patient condition in the field used within your service area?

___Yes, setivity in place ___Yes, activity under development
_X No Uncertain

If VES, complete the rest of this section; OTHERWISE skip to SECTION 9.

b) Please report the year in which these trauma patient categorization or trisge protocels
weere (or will be) implemented:

Year: Check here if uncertain:

e

&) Which of the following swere used s a basis for treauma patient calegorization or
triage procedures in your service area (check all that apply):
___ ACS Guidelines without modification
___ ACS Guidelines with modification
___ Oither Sources (Please specify):

___ Specific procedures are under development

Uneertain
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d) Please answer the following questions about patient categorization of triage
procedures:

Does trauma patient calegorization or 1f checked: Does speeific written policy
triage conducted in the field by pre-hospital exist on patient riage decision for this
personnel include assessment of {check all item?

that apply): .

Check | Assessment Yes [ No Under Uncertain
Development

Physiological signs (il checked, identily
Which of the following measures are
used):

Glasgow coma scale

—__ Trauma score of revised trauma
score

CRMS score

___ Other (specify):

Anatomie injury

Mechanism of injury

Presence of co-morbid condition

Farient age (1.¢., PTS)

Other (please speaily below)

b—

e} Doesa standardized program for teaching the application ol trauma patient
categorization and triage procedures exist?
_ Yes, activity in place ___Yes, activity under development
___No __ Uncerain

If YES, Does (or will) all pre-hospital personnel in your service area receive standardized

training?

Yes Mo ___Uncertain

f) Approximately how often does on-line medical control panticipate with pre-hospital
personnel in making the decision about hospital destination for trauma patients
{please check the category that you believe is most appropriate; approximate
percentage ranges are provided for definition purposes):

_ Always (100%)
Frequently (50— 99%)
Oceasionally (25 —49%)
Rarely (1 - 24%)
Never ©2%)
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g) Which of the following staternents best describe the Uransportation practice i

)

CECuES i your serviee ane when ficld assessment identifics a trauma patient with
severe injuries that threaten less of life or limb (check only one)

Fre-hospital providers transport paticat direcily o wauma center, by passing any
nearer haspital that does not have a wnums center unless extenuating
circurnstances are present {¢.g.. inability to maintain an airway or cxcessive
transport lime 16 trasma cenlér

o, Pre-hospital providers are not requived to take patient 1o trauma center; they
typically take patieat (o mearest available hospital

— Other trinspon practice (please specify):

___ Transpon policy under development
Uncertain

hmd#wﬂmﬂmmmmm
categorization or irisge procedures take place?

— Yes, setivity in place o Yes, activity under developrent
Mo Uneenain

m—— —_—

IF YES: Please specify how these assessmentz are (will be) conducted (e.g. what
agencies‘commitiess are involved, what data i eollectad and evaluated)?

Flease report major changes mlﬂmpﬁmmgmhmmmﬂun@:m
that arc planned for your service area over the next five years:

. Inter-hospits] Tramsfer Arrangements

Do written protocols exist for inter-hospital transfor of teauma patients within your
service area?

Yes, activity in place — Yes, setivity undet development
X No — Uncertain
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IF YES: Complete the rest of this section; OTHERWISE skip te SECTION 10,
b) Please report the year that these protocols or guidelines were (or will be)
implemented:

Year: ___ Check here if uncentain:

©) Within your service area, do written transfer agreements exist between hospitals wath
or without trauma centers?

__ Yes, activity in place — Yes, sctivity under development

d) Which of the following resources were used a3 a basis for the development of inter-
hospital transfer guidelines for trauma patients (check all that apply):

___ ACS Guidelines without modification
___ ACS Guideline with modification
___ Other Sources (Please specify)

Guidelines under development

___ Uncertain

€) [Does written policy exists that identifics the specific types of trauma patients that
should be transferred from hospitals without a trauma center to those with such

cenlers?

. Yes, activity in place ___ Yes, activity under development
__HNo _ Uncenain

If YES:

1) Do (or will) emergency room personnel in non-trauma center hospitals
Receive standardized training on the application of trauma paient transfer

eriseria?
_Yes __No __ Uncenain
2) Do (or will) asscssments of emergency room compliance with trauma
patient transfer criteria 1ake place?
— Yes __No . Uncentain

f) Please report major changes in trawma patient inter-hospital transfer procedures that
are planned for your service arca over the next five years:

i5
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10, Procedures for Ongoing Evaluation
& lsatrauma registry present for your service g ?
_ Yes, activity in place ___ Yes, activity under developrent
X Mo __ Uncentain

IFYES:
1} Please identify wheiher submassaon of wauma registey dana is {or will be)

mandatery for the Fellovang groups of hospitals

2) s (or will) a pre-cstablished standard format (be) required for tranma
registry data?  _ Yes __HNo ___ Uncentain

3) Are {or will) treuma regisiry data (be) compuicrized?
— Y —_HNe ___ Uncerigin

4) Can {or will) system-wide trauma registry data be linked with the following
types of data (check all that apply):
___ Fatal sccident reparis ___ Ambulance run reports

___ Paollice reposts
___ Uniform state or local patient discharge databases

— Onher (Please specify):

b) Do you have a designated trouma advisory commitice that cvaluates the performance

of traurns care delivery within your service anca?
_ Yes, activity in place _ Yes, activity under development
No ___ Uncerain

I YES:
Does {or will) the comimittee sseess system performance based on (check all that apply):
—_ Review of pre-hospital care
___ Hospital medical reports, including suiopsy data or trauma patients
__ Reposts on all trauma deaths within the service area. including review

of the preventability of these deaths.
__ Uncenain
— Other (please specify)

) Please report major changes in evaluation seivities tha are planned for your service
area over the next five years:
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Indiana’s
Trauma

Centers

(ACS verified)
July 2008
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EMS . EMS Non- Supervising  Training

District Population Providers Ambulances Tran:.; port Hospitals Institutes
Vehicles

1 808,758 78 240 10 8 9
2 644,471 84 193 7 10 10
2) 710,820 97 108 3 15 16
4 352,474 g 88 4 6 6

TOTALS 6,345,289 1,1775

District District District District District
Manager 1 Manager2 Manager3 Manager4 Manager5
Tom Nowacki Don Watson  Robin Stump  Becky Blagrave Jason Smith

L] [
n.

State of Indiana EMS Districts

2008
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COUNTIES INCLUDED IN EACH DISTRICT

District Manager 1 District Manager 2 District Manager 3 District Manager 4 District Manager 5
Tom Nowacki Don Watson Robin Stump Becky Blagrave Jason Smith
IN DHS IN DHS IN DHS

Jasper Allen Benton Clay Bartholomew
L ake Adams Carroll Greene Brown
LaPorte Dekqlb Cg_iss Owen Jackson
Newton Huntington (3||mon. Parke Lawrence
Porter Ls_uGrange Fountain Putnam Monroe

Miami |\-‘]ontgomer§,r Sullivan Orange

Noble Tippeoanoe Vermillion Washmgton

Steuben Warren Vigo

Wabash White

Wells

Whitley

IN DHS IN DHS
¢ GO .0 RO

Elkhart Blackford Boone Crawford Clark
Fulton Delaware Hamilion Daviess Dearbomn
Kosciusko Fayette :anzqci Dubois Decatur
Marshall Grant EnaTiers Gibson Floyd
Pulaski Henry ‘é?hnson Knox Franklin
Starke Howard anon Martin Harrison
St. Joseph Jay Ps"'lﬁer?ban Perry Jefferson

Madison y Pike Jennings

Randolph Posey Ohio

Rush Spencer Ripley

Tipton Vanderburgh Scott

Union Warrick Switzerland

Wayne
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INDIANA

2007
Air Medical RWonly | RW/FW | FWoenly | Total Services
Services Services Services (Row Sum)
Services Headquartered in State § 0 0 [}
Out-of-State Services with RW or FW Bases m State 1 0 0 1
State Size
Population (Y2000) 6.080.485
Geographic Area (Square Miles) 36.420
Number of Bases & Aircraft Operating in State
Type Bases in State Aircraft in State
Rotor Wing (RW) 16 17
Fixed Wing (FW) 0 1]
Total** RW & FW 16 17

**If a single air medical service has a base with both RW and F'W awcraft types. the base 15 included
RW base inventory AND in FW base inventory. but included only once 1n Total RW & FW base inventory

L

Rotor Wing Services (May also have Fixed Wing )

Provider Service Name Base Name / Site City Zip Type # Aircraft
ID# (IN) Location | RW | FW
INOO1 LifeFlight (Indiana) St. Marv's Medical Center Evansville 47750 | Hospital 1
IN0O2 LifeLine (Indiana) Howard Regional Health System Kokomo 46902 | Hospatal 1
o0z Terre Haute International Airport- Terre Haute 47803 | Awrport ane
Hulman Field
NO02 Columbus Regional Hospital Columbus 47201 | Hospital 1
INO02 Methodist Hospital Indianapolis 46206 | Hospital 1
NO03 Parkview Samaritan Rochester Airport / Fulton County Rochester 46975 | Aurport 1
Aarport
INOD3 Parkview Hospital Fort Wayne 46805 | Hospital 1
INOD4 Lutheran Air Lutheran Hospital Fort Wayne 46804 | Hospital 1
IN0OS PHI Air Medical (Dove Flight) | Dove 1 (Lafayette) Lafavette 47906 | Aurport 1
INODODS Dove 3 (Anderson) Anderson 46017 | Aurport 1
INCOS Dove 4 (Danville) Danville 46122 | Hospital 1
INOOS Dove 2 (North Vernon) North Vernon | 47265 | Hospatal 1
INDOG Memorial Medflight South Bend Regional Amrport South Bend 46628 | Aurport 1
MO001 Air-Evac EMS (Lifeteam) Brazil (AE39) Brazil 47834 | Helipad 1
MO001 Paoli (AE17) Paol: 47454 | Hospital 1
MO001 Evansville (AE46) Evansville 47710 | Hospital 1
**0One 1s a SPARE.
Fixed Wing Only Services
Provider FW Service Name Ajrport Name ‘ City Zip ‘ #FW
ID# an)

NONE
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Indiana 911 County System
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Hospital Referral Regions

Munster

Gary

South Bend
Fort Wayne
Lafayette
Urbana, IL
Indianapolis
Muncie

Terre Haute
Evansville
Owensboro, KY
Louisville, KY

Cincinnati, OH

Critical Access Hospital

171



CedarFalls Oehiein

Pél .r-@— | 1.7
amun ) Alhta Oﬂ\lmwu Falrram M: | ? I

onmouth ,Ch licotne
" K il

f Marsnfisld - .
innfiald Tirantain -

R—
e
a Cedar Falls. Oelwein
£ o4
st "~ Wateriao {203 A

@"“50 m|

minmn Alt:ua om‘gm Faifad R by

@m«noo mi. Mm;m

Fort

Kirksville |
Ja. 4
s
)
=3 Macon |
) bl e
N L
il Mober!
| Moy
= |
“Marshall
R4 .
Pt S Goamia
TR AT 7
- Sedalia .
Pl =
= [Caifarma™ oS
¥l ‘Missouri
£

172



srton Albia meia L o 40N

(3:-100 mi. -

ot

Wadison

173



Appendix 7: Trauma Times Newsletter

174



TRAUMA TIMES

“The heartbeat of Indiana” T

Volume 1: Issue 1 |

INDIANA TRAUMA SYSTEM FACTS

Injury is the leading cause of death from 1 year to 34 years of age. More than 95,000 Hoosiers are hospitalized
and more than 5,000 die from injuries each year.

Trauma refers to people who have sustained moderate to severe injuries, requiring rapid evaluation and
transport to hospitals with trauma centers that are best equipped to provide the comprehensive care needed. All
hospital emergency departments are not trauma centers, as many believe. A trauma system is an organized.
coordinated effort in a geographic area that delivers the full range of care to all injured patients. Indiana is one
of only two states with no laws or regulations providing legal authority for state oversight of trauma care, a
necessary element of a trauma system.

States with trauma systems have a review process to designate hospitals according to the level of care that can
be provided to injured patients — ranging from emergency department evaluation and stabilization in smaller
hospitals to the most comprehensive levels of care provided in hospitals verified by the American College of
Surgeons Committee on Trauma (ACS-COT). Indiana has seven hospitals with Level I or Level II trauma
centers (comprehensive care), as verified through a strenuous review process by the American College of
Surgeons Committee on Trauma: Evansville — Deaconess and St. Mary’s hospitals: Fort Wayne — Parkview
Hospital; Indianapolis -Methodist Hospital, Riley Hospital for Children and Wishard Memorial Hospital; and
South Bend — Memorial Hospital.

Indiana trauma system development is being accomplished by the Indiana State Department of Health Trauma
System Advisory Task Force, organized in May 2004, by Charlene Graves. MD. The Task Force has broad
representation from numerous organizations and individuals interested in developing a statewide trauma care
system. Issues being considered by the Task Foree include: leadership and authority for a statewide trauma
system, policies, legislation and financing needed for such a system, system design, based on data and needs
assessments, education of policy-makers, health professionals and the public, information management and
quality of care indicators, collaboration, and resources to support a statewide system.

Task Force conclusions thus far:

® The goal of a statewide trauma system is preventing injuries and coordinating care of injured
patients to accomplish decreased death and disabilities due to trauma.

e It is desirable for all Indiana hospitals to eventually be part of a statewide trauma system,
based on the level of care each hospital is able to provide.

*  System participation by hospitals would be voluntary.

e Collaboration between emergency medical services, hospitals, rehabilitation facilities and
public health is needed.

* A statewide trauma registry is necessary because it provides a proven mechanism to examine
trauma patient care data on a confidential basis.

¢  Widespread education is needed to inform numerous constituencies (legislators,
hospitals, and the public) about a statewide trauma system.

Trauma 1s an important public health and health care delivery issue because of its major impact on the lives
and health of Hoosiers.
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TRAUMA SYSTEM DEVELOPMENT

Indiana is in the process of establishing a
voluntary, statewide system of trauma care. A
trauma system is a pre-planned. comprehensive., 3
and coordinated statewide and local injury : [——r
=

response network that includes all medical
facilities with the capability to eare for the injured. Y

There are four primary components of the
trauma system: trauma hospital designation
criteria: trauma registry: EMS/pre-hospital
triage and transport guidelines: and inter-
facility (hospital to hospital) transfer
guidelines.

Trauma-specific statewide multidisciplinary,

multi-ageney advisory committee meetings

are important for planning, implementing.

and evaluating the state trauma care system. With support from resolutions by both the ISMA and

To that end, the 50-member ISDH Trauma the Emergency Nurses Association in 20035,

System Advisory Task Force, with legislation was enacted in 2006 (Public Law 155)

representation from numerous stakeholders designating the Indiana State Department of Health

interested in trauma system development. has as the lead state agency for trauma system

been meeting on a quarterly basis since May development. The Task Force is currently working on

of 2004. criteria for designation of Indiana hospitals for
various levels of trauma care. which will eventually
become administrative rules that define Indiana’s
trauma care systeni.

TRAUMA REGISTRY

The trauma registry (www .indianatrauma.org) is the foundation component that supports the others, providing the
ability to monitor the system for efficiency and effectiveness. including loeal level use for improved patient care and
outcomes. The Indiana Trauma Registry was implemented in 2007, with initial participation by the seven hospitals in
Indiana that are verified as Level I or Level II trauma centers by the American College of Surgeons Committee on
Trauma (ACS-COT). The hospitals involved are: Deaconess and St. Mary’s hospitals in Evansville: Parkview
Hospital in Fort Wayne: Methodist Hospital, Riley Hospital for Children. and Wishard Memorial Hospital in
Indianapolis: and Memorial Hospital in South Bend.

Several other Indiana hospitals have volunteered to participate in the initial phase of the registry. In 2008, there will
be 20 rural hospitals voluntarily participating in a pilot project on utilization of the registry. The vendor that was
chosen for the registry is Image Trend from Minneapolis. Image Trend has conducted tests to ensure the
compatibility of the program with the data from the Firchouse reporting software that is being used by EMS and
paramedics: linkage with the Firchouse system will oceur when firechouse upgrades are completed 1n 2008.
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Appendix 8: Hospital Preparedness
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Model of an Emergency Prepared Hospital

Indiana State Department of Health (ISDH) has agtbphd modified a model
emergency prepared hospital from the Center foed&ie Control and Prevention
(Bioterrorism Readiness Plan: Template for Heal@€acilities) to assist individual
hospitals in achieving the minimum levels of readm established by the Hospital
Preparedness Program (HPP) within the Assistanegey for Preparedness and
Response (ASPR).

ISDH provides ASPR funds to all willing hospitats Emergency preparedness efforts.
To better assist individual hospitals in becomietidr prepared and more coordinated, a
guide was developed to assist in achieving this. gohis is to act as a guide in
developing hospital emergency preparedness efftmtividual hospitals will need to
evaluate and modify this model based on resoumg<sapabilities. However, all
participating hospitals must have written proceduog each highlighted component.
Highlighted components are ASPR Grant Level-Onep @wd Overarching Sub-
Capabilities. All other components are encouragetinot required.

The ISDH Area Hospital Coordinators can providestgace in emergency preparedness
efforts. A model emergency prepared hospital, wiaéy develop, will have the
following components, but not limited to:

Basic Hospital Emergency Preparedness Components

1. Safety/Emergency Preparedness Committee

o0 The hospital has a committee to oversee the devedopand
implementation of a hospital emergency operatidas (EOP).

o The committee will be composed of numerous hospitgbloyees of
various management levels and from various depatsnbut should have
at least the chief medical officer, an executiveauistrator, infection
control and a safety officer.

o The committee should be chaired by an executivaradtrator to ensure
upper management has knowledge and supports ersgrgesparedness
efforts.

o0 The committee will ensure emergency preparedndgsgmare addressed
and implemented in the hospital’s EOP.

o The committee will also ensure the hospital mektk7aNational Incident
Management System (NIMS) elements.

0 The hospital's Chief Executive Officer will identibne official
Bioterrorism (BT) Coordinator, preferably a safefficer or risk
manager, to organize and mange the emergency poapess efforts as
well as represent the facility at the district leve

2. Emergency Operations Plan (EOP)
The hospital will designate the BT Coordinator &rbsponsible for
developing, maintaining and implementing the h@djsitEOP.
The hospital has an EOP, which addresses “all Hazand coordinates
efforts with the local community and district EOP.
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The hospital has a multi-disciplinary Emergencyé8aCommittee, which
meets regularly to ensure the EOP is being maiatiin

a. Surge Bedthe hospital will develop evaluation, discharge and
transfer procedures in the event of an emergency.
The hospital has a procedure to rapidly dischédrgasfer
and create additional surge beds in the event of an
emergency, natural or unnatural.
All hospitals will determine surge beds based @an th
following calculation:

1) Number of current staffed beds + other beds you
could staff in a disaster — average daily census +
beds made available from discharged/transfer =
potentially available staffed surge bed capacity.

The hospital will meet the minimum surge bed Ideelthe
community by using the following calculation:

1) County population + 2,000 = minimum surge bed
level

2) 3) If a county has multiple hospitals, the follogin
calculation is to be used:

3) County population + 2,000 =?? + Number of
hospitals = surge bed level per hospital.

The hospital will participate in the State providsztl and
inventory tracking system (EWA Phoenix).

b. Hospital Incident Command System (HICS):the hospital will
maintain a list of hospital incident commanders eopies of IS —
100, 200, 700 and 800 certificates.

The hospital has a process to implement the Hdspita
Incident Command System (see HICS Guidebook) and to
coordinate their HICS with that of other emergency
response organizations (local and district — wide).

The hospital has provided appropriate staff (ileie€
Executive Officer, Chief Fiscal Officer, and Chief
Operations Officer) with training (1S-100, 1S-208-700,
IS-800) regarding the individual’s role and the hitas
role in the county and district EOP.

The hospital has adopted the top 8 positions oHIGS
and has Job Action Sheets for these 8 positions.

The hospital has identified a Hospital Incident Goamder
(HIC) and a Hospital Command Center (HCC).

The hospital incident command team will be educatedl
trained in all NIMS classes and in the district state
hospital EOP. Developing and maintaining ICS witail
Indiana hospitals will maintain NIMS compliance and
ensure a more effective and efficient hospital oesp to
an emergency.
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The hospital will provide an overview of its emengg
operations plan in new employee orientation.

c. Alert Message System
The hospital has identified a communication moas will
receive “Alert” messages from the Indiana State
Department of Health (i.e. IHAN).
The hospital has identified the person, who will be
responsible for distributing this “Alert” messagethe
appropriate staff through a hospital emergencytoad.

d. Surveillance
The staff of the hospital has been trained to ifient
“unusual occurrences.” Staff knows how and to whom
report “unusual occurrences.

e. Infection Control
The hospital has implemented a plan for day-to-day
infection control measures. An infection contrtarpfor
isolation of patients with communicable diseasebam
infection control plan, ready for implementatioar, f
outbreak situations.
The hospital has a procedure for the isolation sifirge in
the number of patients with communicable diseases.
The hospital has at least one negative isolatiomro

f. Communications:the hospital has a policy for conducting

monthly internal and external communication tests.

The hospital has a communication plan with reduhdan
internal and external interoperable communicatigstens.
If landlines and cell phones are inoperable, hatpvill
have back-up communication capabilities.
The hospital has a communications plan with redonhda
communication capabilities with all the hospitaighe
district.
The hospitals (100%) will have interoperable
communication capabilities by August 8, 2008. All
hospitals (100%) will also have individual and didtwide
800 MHz radio communication capabilities and will
conduct monthly internal and external tests.

g. Security
The hospital has a security management plan, based
current hazards vulnerability analysis, which imgs a
designated security officer (or a person designtted
assume this role).
Staff assigned to security responsibilities haue Action
Sheets and have received the appropriate trainicgrty
out these responsibilities.
The hospital has a plan to “lockdown” the facil#yd to
allow only authorized persons to enter.
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A hospital security plan must address how to secure
pharmaceuticals and other medical supplies.

h. Supplies and Equipment

The hospital has sufficient supplies to functiontsrown
for no less than 96 hours.

The hospital has signed a Mutual Aid Agreement \hth
Indiana Hospital Association to allow for the sharbf
supplies and personnel.

The hospital has agreements with its vendors taiobt
supplies in a disaster scenario or has identifierative
resources of supplies if the current vendor cadebver
supplies as requested in a disaster scenario.

Personal Protective Equipment:the hospital will develop a

written policy on increasing, maintaining and dispieg PPE to

staff.

The hospital will have no less than a 96 hour spuppPPE
for staff (one changer per hour per HCW, baseduoges
bed calculations and treating communicable dis¢ases
The hospital will use surge bed numbers to detegmin
staffing needs by using the following formula:

Surge beds + 4 = total healthcare providers nerd@$dhrs
The hospital has a sufficient supply of “surgicalsks” for
patients, when necessary and a plan to accessoaddlit
PPE (local or district) as hospital supplies aneleted.

Mental Health

The hospital has a plan to treat and refer pat@mdstheir
family members, who may display behavioral health
symptoms, resulting from a disaster.

The hospital has a plan to treat and refer stdffy may
display behavioral health symptoms, resulting flam
disaster.

Business Continuity

The hospital has a business continuity of operatpan
(COOP) that takes into consideration, but nottkahito:
Staffing; Finances; Back-up of essential businBask-up
of essential Medical; Records; Emergency Power

Training

The hospital provides immediate training in disaste
preparedness to all essential staff and then te@aining
hospital staff over time.

Training must include NIMS, the hospital EOP anel th
district EOP. Training essential staff should baducted,
at minimum, once per year.

. Exercises

The hospital exercises its EOP at least twice par gnd
participates in a district exercise at least oraeypar.
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The hospital has a protocol in place to modifyEGP in
light of recommendations made in an After-ActiorpBes
(AAR) from exercises or actual occurrences.
The hospital exercise (functional or tabletop) wekt the
ICS structure of the hospital.

n. Collaboration
The hospital’'s EOP will coordinate with that of icsal
health department, emergency management ageney, oth
local hospitals and the district EOP.
The hospital BT Coordinator will oversee commuraityd
district coordination efforts and report to the pitel’s
Safety/Emergency Committee.
The hospital’s Safety/Emergency Committee will upda
the hospital’'s EOP on an annual basis and incorpora
guidance from the BT Coordinator. Local collabamatis
extremely important for maintaining a working hdapi
emergency operations plan, but also in building mamity
relations.

0. Decontamination: the hospital will develop a written policy on

decontamination.
Hospitals with an emergency department (ED) muegé ha
decontamination capability, a Level C (minimum)gumaral
protection capability and a hospital decontamimapolicy.
The hospital with an ED must have the capacity to
decontaminate 1 person per 2,000 of populationimvith
three hours for both ambulatory and non-ambulatory
patients. The formula to calculate minimum leviel o
readiness is:
1) County population + 2,000 =?? Total number of
decons within three hours.

p. District Coordination
The hospital BT Coordinator will attend and pagate in
district level hospital preparedness planning.
The hospital will comply with the district hospitaDP and
participate in a hospital incident command struefior the
district. District coordination will be conductélarough
the hospital’s BT Coordinator.

g. Disaster Surge Evacuation Planthe hospital will develop a

written policy on evacuating the hospital durindisaster.

The hospital will develop, implement and maintain a
hospital surge disaster evacuation plan.
The hospitals will develop a standard operatioas pbr
the partial or full evacuation of the hospital.

r. Needs of Special Population
The hospital, through the current hospital vulngitstb
analysis and community outreach, will assess tkeiap
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needs population within the hospital’s communitg an
develop an emergency procedure to treat during an
emergency, natural or man made.
s. Fatality Management Plan:the hospital will develop a written
policy on storing and transferring fatalities.
The hospital will work with the local coroner towddop a
fatality management plan in the event of a massaisor
pandemic influenza.
The hospital will share plans with neighboring hiap
and local leaders.
t. Pandemic Influenza Plan:the hospital will update a plan that
addresses alternate care site(s).
The hospital will develop a pandemic influenza phath
local alternate care sites.
The hospital will utilize the triage tags and stiagel
tracking system.
The hospital plan will be coordinated with localengency
management agencies and will not supersede angypoli
released by the state.
The hospital plan will incorporate the State triabecklist;
alternate site location(s); patient level of came medical
supplies needed.
u. Pharmaceutical Cachesthe hospital will develop a written staff
prophylaxis plan.
The hospital should maintain or have access to
pharmaceutical caches sufficient to cover hospital
personnel, hospital based emergency first resperadet
family members associated with the hospital foR&n@ur
time period.
The hospital will also develop an anti-nerve agarttdote
cache based on hospital size to support the sitatlg
located district CHEMPACKS caches.
Hospital Pharmacy Director will develop and maintai
hospital CHEMPACK policy that is coordinated witiet
district and State CHEMPACK policy.
v. Re-Ordering SNS
The Indiana State Department of Health (ISDH), Fubl
Health Preparedness and Emergency Response Division
requires Local Health Departments (LHDs) and Hedpit
to follow the steps outlined in this document tquest re-
order SNS material. This procedure along with tit@ched
documents will clarify the SNS re-order process and
diminish response time.
The hospitals re-order process moves from the tadsjoi
the LHD and from the LHD to ISDH.Steps for hospitals
to request a SNS re-order:
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Step 1: The hospital needs to re-order. The hospital
completes the hospital re-order form.

Step 2: The hospital writes a statement on their
letterhead. This statement should be signed by an
authorized hospital representative and should Isatytheir
hospital requires additional resources in ordemaintain
their ability to treat symptomatic patients dirgcéiffected
by the event.

Step 3: The hospital then faxes the re-order form
and the signed statement to the contact/fax nufobdineir
appropriate LHD.

Step 4. When the LHD receives these
documents, the LHD staff adds a LHD fax cover slaeet
faxes the re-order form and the statement on ettt
from the hospital with the LHD cover sheet to oriethe
following numbers at ISDH: 317-234-2814, 317-2323
or 317-234-3724.

w. NIMS Compliant
The hospital Safety/Emergency Committee will reveavd
comply with all current and future NIMS elements.
The hospital will develop documentation to show
compliance has been met by the hospital for all 17
elements.
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Appendix 9: 2005 Child Injury Fatalities
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Appendix 11: Sample Data Request Policy and Formf rom
Memorial Hospital
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Policy for data use and request form:

Memorial
Hospital & Health
System

Effective Date

POLICY / PROCEDURE DOCUMENT AUGUST 2007

TITLE:

TRAUMA GUIDELINE: Trauma Registry

Document of
(Entity)

Hospital

POLICY:

Memorial Hospital, Trauma Services, maintains a registry of trauma patients using
Digital Innovations, Inc. (NTRACS) software. Trauma Registry data is password
protected and access is limited to the Trauma Medical Director, Trauma Program

Director

, Trauma Clinical Nurse Specialist, Trauma Registrar and Trauma Resource

Nurse. The Trauma Registry data may be used for the following:

To facilitate the recording and analysis of injury-related data.
To facilitate the process of performance improvement.

For trending and optimizing care and resources through comparative
analysis and benchmarking.

To support public health and legislative initiatives related to the
implementation and participation in a local, regional, state or national
registry (National Trauma Data Bank).

The Trauma Registry data is maintained in a confidential manner and only
aggregate data will be reported to outside agencies.

PURPOSE:

To identify the purpose, responsibility and process for using trauma registry data.

PROCEDURE:

1. Reports will be requested using the Request for Trauma Registry Data Form  (Appendix) and
reported in a timely manner.

A. Requests for a report will require 72 hours notification

B. Requests will be generated within one week of approval

C. Allrequests will be logged to include.

6.

o > w N RE

Date of request

Requestor name

Requestor affiliation
Description of data requested
Intended use

Intended audience

2. The following information will be filed in the Trauma Services Department:

A. Trauma Registry Log of Data Requests

B. Completed and approved request, including signature of requestor and a copy
of data sent to requestor.

C. Completed unapproved requests
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Memorial
Trauma Services
REQUEST FOR TRAUMA REGISTRY DATA

NAME (Please Print): DATE
TITLE: PH: BEEPER#:
DEPT: LTERNATE PHONE:

PURPOSE FOR
DATA:

COLLABORATION WITH OTHER (In-Hospital) DEPT.:§ YES § NO

INFORMATION REQUESTED: (Please be as specificossiple)

SIGNATURE OF REQUESTOR:

REQUEST APPROVED:
TRAUMA MEDICAL DIRECTOR

REQUEST NOT APPROVED:
TRAUMA MEDICAL DIRECTOR

Date

VARIABLES
SELECTED:
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TITLE 836 INDIANA EMERGENCY MEDICAL SERVICES COMMIS SION
ARTICLE 1. EMERGENCY MEDICAL SERVICES

Rule 1. Definitions and General Requirements

836 IAC 1-1-1 Definitions

Authority: IC 16-31-2-7

Affected: IC 10-14-3-12; IC 16-18; IC 16-21-2; 16-B1-2-9; IC 16-31-3; IC 25-22.5-1-1.1; IC 25-231; IC 35-
41-1-26.5

Sec. 1. The following definitions apply throughahis title unless the context clearly denotes ot

(1) "14 CFR 135 and 14 CFR 119" means air carnigtts reference to F.A.R. 135 and 119, and holdirngi@ent
F.A.A. air carrier certificate, with approved ambulance operations-helicopter or air ambulanceasjmm-airplane
operations specifications.

(2) "Advanced life support", for purposes of IC 36; means the following:

(A) Care given:

(i) at the scene of an:

(AA) accident;

(BB) act of terrorism (as defined in IC 35-41-18)6.f the governor has declared a disaster emeggender IC
10-14-3-12 in response to the act of terrorism; or

(CQ) iliness;

(i) during transport; or

(iii) at a hospital; by a paramedic, emergency ro@&diechnician-intermediate, and that is more adedrihan the
care usually provided by an emergency medicalnie@m or an emergency medical technician-basi@aded.
(B) The term may include any of the following:

(i) Defibrillation.

(i) Endotracheal intubation.

(iii) Parenteral injection of appropriate medicato

(iv) Electrocardiogram interpretation.

(v) Emergency management of trauma and iliness.

(3) "Advanced life support fixed-wing ambulancevsee provider organization" means a service pravttat
utilizes fixedwing aircraft to provide airport targort transports where the patients involved regai stretcher or
cot and are being transported to or from a deficdtiee medical setting.

(4) "Advanced life support nontransport vehicle"amg a motor vehicle other than an ambulance, ownézhsed
by a certified emergency medical service providgaaization, that provides advanced life suppottdmes not
supply patient transport from the scene of the geray. The term does not include an employer-ovamed
employer-operated vehicle used for first aid pugsosithin or upon the employer's premises.

(5) "Advanced life support rotorcraft ambulancevgss provider organization” means a service pravitat utilizes
rotorcraft aircraft to respond directly to the searfi a medical emergency either as an initial fiesponder or as a
secondary responder and are utilized to airlitiaally ill or injured patients directly to or bet&n definitive care
facilities or to a point of transfer with anotheora appropriate form of transportation.

(6) "Agency" means the state emergency managergency emergency medical services division.

(7) "Air-medical director" means a physician with @anlimited license to practice medicine in Indiama who has
an active role in the delivery of emergency caige licensed physician shall be ultimately respdaditr patient
care during each transport. The air-medical dimeistoesponsible for directly overseeing and assutiat
appropriate aircraft, air-medical personnel, andigment are provided for each patient transporiethb air
ambulances within the air-medical services as agthe performance of air-medical personnel.

(8) "Air-medical personnel' means a person wheeigified by the commission as a paramedic or isgistered
nurse or physician.

(9) "Ambulance" means any conveyance on land,@eay that is used, or is intended to be usedtHferpurpose of
responding to emergency life-threatening situatemd providing transportation of an emergency pétie

(10) "Ambulance service provider organization" meany person certified by the commission who eegag or
seeks to furnish, operate, conduct, maintain, dibegmor otherwise engage in services for the partation and
care of emergency patients as a part of a regalanse of doing business, either paid or voluntary.

(11) "Auto-injector" means a spring-loaded needilé syringe that:

(A) contains a single dose of medication; and
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(B) automatically releases and injects the medicati

(12) "Basic life support" means the following:

(A) Assessment of emergency patients.

(B) Administration of oxygen.

(C) Use of mechanical breathing devices.

(D) Application of antishock trousers.

(E) Performance of cardiopulmonary resuscitation.

(F) Application of dressings and bandage materials.

(G) Application of splinting and immobilization diees.

(H) Use of lifting and moving devices to ensuressafnsport.

(I) Use of an automatic or a semiautomatic defiolr if the defibrillator is used in accordancehiraining
procedures established by the commission.

(J) Administration by an emergency medical tectamiar emergency medical technician-basic advanted o
epinephrine through an auto-injector.

(K) For an emergency medical technician-basic adednthe following:

(i) Electrocardiogram interpretation.

(i) Manual external defibrillation.

(iii) Intravenous fluid therapy.

(L) Other procedures authorized by the commissimriyding procedures contained in the revised nafio
emergency medical technician-basic training cuhiicuguide.

(M) Except as provided by:

(i) clause (J) and the training and certificatistendards established under IC 16-31-2-9(4);

(ii) clause (K)(iii); and

(iii) the training standards established under 68231-2-9(5); the term does not include invasive icedctare
techniques or advanced life support.

(13) "Basic life support nontransport provider arigation" means an organization, certified by tbenmission,
that provides first response patient care at arrganey that includes defibrillation but does ngbly patient
transport from the scene of the emergency.

(14) "Certificate" or "certification" means authmation in written form issued by the commissiomtperson to
furnish, operate, conduct, maintain, advertis@tberwise engage in providing emergency medicaices as a
part of a regular course of doing business, ejplaét or voluntary.

(15) "Commission" means the Indiana emergency naédervices commission.

(16) "Director" means the director of the state igaacy management agency.

(17) "Emergency ambulance services" means thepoataion of emergency patients by ambulance aad th
administration of basic life support to emergenatignts before or during such transportation.

(18) "Emergency management of trauma and illness=ins the following:

(A) For a paramedic, those procedures for whiclhpimamedic has been specifically trained and:

(i) that are a part of the curriculum prescribedhsy commission; or

(ii) are a part of the continuing education programd approved by the supervising hospital and #narpedic
provider organization's medical director.

(B) For an emergency medical technician-intermegiéitose procedures for which the emergency medical
technician intermediate has been specifically &din

(i) in the Indiana basic emergency medical teclam@nd Indiana emergency medical technician-intdiabe
curriculums; and

(ii) that have been approved by the administragive medical staff of the supervising hospital,éhgergency
medical technician-intermediate provider organaatinedical director, and the commission as beinbimthe
scope and responsibility of the emergency medemdinician-intermediate.

(19) "Emergency medical services" means the prowisi emergency ambulance services or other setvice
including extrication and rescue services, utilimederving an individual's need for immediate nsaticare in
order to prevent loss of life or aggravation of gibjogical or psychological illness or injury.

(20) "Emergency medical services driver' meansdividual who has a certificate of completion af@anmission-
approved driver training course.

(21) "Emergency medical services provider orgaiorpdtmeans any person certified by the commissibo w
engages in or seeks to furnish, operate, condwihtain, advertise, or otherwise engage in senficethe care of
emergency patients as part of a regular courseiafjbusiness, either paid or voluntary.

(22) "Emergency medical services vehicle" meanddtewing:
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(A) An ambulance.

(B) An emergency medical service nontransport uehic

(23) "Emergency medical technician” means an indial who is certified under this article to proviosic life
support at the scene of an accident or an illnessigng transport.

(24) "Emergency medical technician-basic advanceeiéns an individual who is certified under IC 16t81
provide basic life support at the scene of an aetidr an iliness or during transport and has loeetified to
perform manual or automated defibrillation, rhythmerpretation, and intravenous line placement.

(25) "Emergency medical technician-basic advancesiger organization" means an ambulance servioeiger or
other provider organization certified by the consiog to provide basic life support services adnémedd by
emergency medical technicians-basic advanced anbden certified to perform manual or automated
defibrillation, rhythm interpretation, and intra\ars line placement in conjunction with a supengdospital.
(26) "Emergency medical technician-intermediate’ansean individual who can perform at least onéb(it)not all
of the procedures of a paramedic and who:

(A) has completed a prescribed course in advanfeedupport;

(B) has been certified by the commission;

(C) is associated with a single supervising hoktad

(D) is affiliated with a provider organization.

(27) "Emergency medical technician-intermediatevjater organization" means an ambulance serviceigeov
organization or other provider organization ceztifby the commission to provide advanced life supgervices
administered by emergency medical technician-ingeliates in conjunction with a supervising hospital.

(28) "Emergency patient” means an individual whadstely ill, injured, or otherwise incapacitatachelpless and
who requires emergency care. The term includesdimidual who requires transportation on a littecot or is
transported in a vehicle certified as an ambulamzter IC 16-31-3.

(29) "Extrication service" means any actions tha¢dtangle and fredsic., free] from entrapment.

(30) "F.A.A." means the Federal Aviation Adminisioa.

(31) "F.A.R." means the federal aviation regulagioncluding, but not limited to, 14 CFR.

(32) "First responder" means an individual who is:

(A) certified under IC 16-31 and who meets the cassion's standards for first responder certifiaatiand

(B) the first individual to respond to an incideatjuiring emergency medical services.

(33) "Fixed-wing ambulance" means a propeller bajplane.

(34) "Flight physiology" means the physiologicakss of flight encountered during air medical opiers to
include, but not be limited to:

(A) temperature;

(B) pressure;

(C) stresses of barometric pressure changes;

(D) hypoxia;

(E) thermal and humidity changes;

(F) gravitational forces;

(G) noise;

(H) vibration;

(1) fatigue; and

(J) volume and mass of gases.

(35) "Medical director" means a physician with arimited license to practice medicine in Indiana avho has an
active role in the delivery of emergency care.

(36) "Nontransporting emergency medical servicdsole" or "emergency medical service nontranspetticie”
means a motor vehicle, other than an ambulancd,fos@mergency medical services. The term doegsatde an
employer-owned or employer-operated vehicle usefirki aid purposes within or upon the employgrismises.
(37) "Paramedic" means an individual who:

(A) is:

(i) affiliated with a certified paramedic providerganization;

(i) employed by a sponsoring hospital approvedhgycommission; or

(iii) employed by a supervising hospital with a traet for inservice education with a sponsoringitas
approved by the commission;

(B) has completed a prescribed course in advarifeesupport; and

(C) has been certified by the commission.
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(38) "Paramedic provider organization" means anwdarite service provider organization or other pievi
organization certified by the commission to provatl/anced life support services administered bgrpadics or
physicians with an unlimited license to practicedinme in Indiana in conjunction with supervisingspitals.
(39) "Person" means any:

(A) natural person or persons;

(B) partnership;

(C) corporation;

(D) association;

(E) joint stock association; or

(F) governmental entity other than an agency drumnsentality of the United States. "Agency or instentality of
the United States" does not include a person adpgrahder a contract with the government of thet&thStates.
(40) "Physician" means an individual who currerhib}ds a valid unlimited license to practice medicin Indiana
under IC 25-22.5-1-1.1.

(41) "Program director" means a person employed bgrtified training institution to coordinate thmergency
medical services training programs.

(42) "Provider organization" means an ambulanceiceior other emergency care organization certifigdhe
commission to provide emergency medical services.

(43) "Provider organization operating area" me&esgeographic area in which an emergency medichhieian-
basic advanced, affiliated with a specific emergemedical technician-basic advanced provider omgin, is
able to maintain two-way voice communication witle provider organization's supervising hospitals.

(44) "Registered nurse" means a person licensedru@d25-23-1-1.1.

(45) "Rescue services" means the provision of Hdsisupport except it does not include the follogu

(A) Administration of oxygen.

(B) Use of mechanical breathing devices.

(C) Application of antishock trousers.

(D) Application of splinting devices.

(E) Use of an automatic or a semiautomatic deféiar.

(F) Electrocardiogram interpretation.

(G) Manual external defibrillation.

(H) Intravenous fluid therapy.

() Invasive medical care techniques.

(46) "Rescue squad organization" means an orgamiztitat holds a voluntary certification to provietrication,
rescue, or emergency medical services.

(47) "Supervising hospital" means a hospital lieehander IC 16-21-2 or under the licensing lawarafther state
that has been certified by the commission to supemwaramedics, emergency medical techniciansraeéiate,
emergency medical technician-basic advanced, amddar organizations in providing emergency meddzak.
(48) "Training institution" means an institutionrtifed by the commission to administer emergen@dival
services training programglndiana Emergency Medical Services Commission;rgerey Medical Services
Preliminary; filed Jun 5, 1975, 11:57 a.m.: RulexlaRegs. 1976, p. 84; filed Nov 3, 1980, 3:55 p31R 2191;
filed Dec 13, 1985, 9:13 a.m.: 9 IR 1035; filed A8 1986, 1:00p.m.: 10 IR 23; filed May 15, 1998;25 a.m.: 21
IR 3865; filed Jun 30, 2000, 4:18 p.m.: 23 IR 27filed Feb 20, 2003, 8:00 a.m.: 26 IR 2333; filathd 1, 2004,
1:30 p.m.: 27 IR 3507)

836 IAC 1-1-2 Enforcement

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113+.5; IC 16-31-3-16; IC 16-31-3-17

Affected: IC 16-31

Sec. 2. Enforcement actions will be taken in acancg with IC 16-31(Indiana Emergency Medical Services
Commission; 836 IAC 1-1-2; filed Feb 20, 2003, 8a0.: 26 IR 2335; filed Jun 11, 2004, 1:30 p.n7.:IR 3510)

836 IAC 1-1-3 Request for waiver

Authority: IC 16-31-2-7

Affected: IC 16-31-2-11; IC 16-31-3-5

Sec. 3. (a) The commission shall waive any ruleafperson who provides emergency ambulance seaiice,
emergency medical technician, an emergency mettichhician-basic advanced, an emergency medidahigan-
intermediate, a paramedic, or an ambulance wheratipg from a location in an adjoining state by ttaat with an
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Indiana unit of government to provide emergency alantice or medical services to patients who areguialp or
treated in Indiana. To receive such a waiver, gliggnt shall submit the following:

(1) An application that shall include the followingformation:

(A) Organizational structure, including name, addreand phone number for the owner, chief execufifieer,
chief operations officer, training officer, and nead director.

(B) A description of the service area.

(C) Hours of operation.

(D) Proof of insurance coverage in amounts as ipddn 836 IAC 1-3-6.

(E) Other information as required by the commission

(2) A copy of the contract with the Indiana unitgaivernment. This contract shall describe the eerarg medical
services that are to be provided.

(3) A list of the rule or rules for which the apgait is requesting a waiver.

(b) The commission may waive any rule, includingilag establishing a fee, for a person who subnaitsf
demonstrating that:

(1) compliance with the rule will impose an und@dship on the person; and

(2) either:

(A) noncompliance with the rule; or

(B) compliance with an alternative requirement appd by the commission; will not jeopardize thelgyaf
patient care. However, the commission may not gvaivule that sets forth educational requirementa person
regulated under this article.

(c) A waiver granted under subsection (b)(2)(Bjasditioned upon compliance with the alternativguieement
approved under subsection (b).

(d) A waiver granted under subsection (a) or suiim@¢b) expires on the earlier of the following:

(1) The date established by the commission whemvtieer is granted.

(2) Two (2) years after the date the commissiomtgrthe waiver.

(e) The commission may renew a waiver if the persakes the same demonstration required for thénatig
waiver.

(f) The commission may grant an applicant a wafk@m all or part of the continuing education reguaient for a
renewal period if the applicant was not able tdilfuhe requirement due to a hardship that resuftem any of the
following:

(1) Service in the armed forces of the United Staltgring a substantial part of the renewal period.

(2) An incapacitating illness or injury.

(3) Other circumstances determined by the commisgimdiana Emergency Medical Services Commission; 836
IAC 1-1-3; filed Feb 20, 2003, 8:00 a.m.: 26 IR 838led Jun 11, 2004, 1:30 p.m.: 27 IR 3511)

836 IAC 1-1-4 Exemptions

Authority: IC 16-31-2-7

Affected: IC 4-21.5; IC 16-31-3-3

Sec. 4. (a) Under IC 16-31-3-3, a certificate isneguired for a person who provides emergency damice service,
advanced life support, an emergency medical te@mian ambulance, or a nontransporting emergeeciaal
services vehicle when doing any of the following:

(1) Providing assistance to persons certified tiviole emergency ambulance service or to emergeiecical
technicians.

(2) Operating from a location or headquarters detsndiana to provide emergency ambulance sertwicpatients
who are picked up outside Indiana for transpontatiolocations within Indiana. This includes thaura of that
patient to the patient's original state of oridithe return trip occurs within twenty-four (24)urs of the transport
to Indiana.

(3) Providing emergency medical services duringagomcatastrophe or disaster with which persorangoulance
services are insufficient or unable to cope.

(b) An agency or instrumentality of the United 8taand any paramedic, emergency medical techniemergency
medical technician-basic advanced, or ambulanc#seadigency or instrumentality are not requireddaertified or
to conform to the standards prescribed under IG1:8- An agency or instrumentality of the Unitedt8$ does not
include a person operating under a contract wighgthvernment of the United Stat@sdiana Emergency Medical
Services Commission; 836 IAC 1-1-4; filed Jun 04 1:30 p.m.: 27 IR 3512)

836 IAC 1-1-5 Reports and records
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Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t.5; IC 16-31-3-20

Affected: IC 4-21.5; IC 16-31-3

Sec. 5. (a) All emergency medical service provistganizations shall comply with this section.

(b) All emergency medical service provider orgati@as shall participate in the emergency medicalise system
review by collecting and reporting data elementse €lements shall be submitted to the agency biifteenth of

the following month by electronic format or submitton disk in the format and manner specified Iy th
commission. The data elements prescribed by thergssion are as follows:

(1) Provider organization number.
(2) Date of incident.

(3) Time call received.

(4) Incident number.

(5) Service type.

(6) Time of dispatch.

(7) Location type.

(8) Patient name.

(9) Response number.

(10) Patient care record number.
(11) Patient zip code.

(12) Gender.

(13) Race.

(14) Time unit responding.

(15) Time of arrival at scene.
(16) Time unit left scene.

(17) Time available for service.
(18) Lights and siren to scene.

(19) Lights and siren used from scene.

(20) Level of care provided.

(21) Provider impression.

(22) Mode of injury.

(23) Incident/patient disposition.
(24) Vehicle type.

(25) Destination/transferred to.
(26) Destination determination.
(27) Time of arrival at destination.
(28) Incident location.

(29) Date of birth.

(30) Medical history.

(31) Signs and symptoms.

(32) Injury description.

(33) Safety equipment.

(34) Suspected drug/alcohol use.
(35) Pulse rate.

(36) Respiratory rate.

(37) Respiratory effort.

(38) Systolic blood pressure.
(39) Skin perfusion.

(40) Glascow eye opening.

(41) Glascow verbal component.
(42) Glascow motor component.
(43) Airway treatment.

(44) Stabilization treatment.

(45) Miscellaneous treatment.
(46) Medication name.

(47) Research code.

(48) Crew member one number.
(49) Crew member two number.
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Basic life support nontransport provider organiadi that are paid or volunteer fire departmentsrinader fire
prevention or fire protection services to a paditisubdivision are not required to submit data uikis rule.
(c) Each emergency medical services provider orgdioin shall retain all records required by thie faic] title for
a minimum of three (3) years, except for the follogwecords that shall be retained for a minimursefen (7)
years:

(1) Audit and review records.

(2) Run reports.

(3) Training records.

(4) Maintenance records.

(d) An emergency medical service provider orgaiorathat has any certified vehicles involved in araffic
accident investigated by a law enforcement agehalf eeport that accident to the agency within {&®) working
days on a form provided by the agency.

(e) Each provider organization, except basic lifpmort nontransport provider organization, shalintan accurate
records concerning the assessment, treatmengrspiortation of each emergency patient, includingnareport
form in an electronic or written format as presedlby the commission as follows:

(1) A run report form shall include, at a minimutine following:

(A) Name.

(B) Identification number.

(C) Age.

(D) Sex.

(E) Date of birth.

(F) Race.

(G) Address, including zip code.

(H) Location of incident.

(1) Chief complaint.

(J) History, including the following:

(i) Current medical condition and medications.

(ii) Past pertinent medical conditions and allesgie

(K) Physical examination section.

(L) Treatment given section.

(M) Vital signs, including the following:

(i) Blood pressure.

(ii) Pulse.

(i) Respirations.

(iv) Level of consciousness.

(v) Skin temperature and color.

(vi) Pupillary reactions.

(vii) Ability to move.

(viii) Presence or absence of breath sounds.

(ix) The time of observation and a notation of ¢uality for each vital sign.

(N) Responsible guardian.

(O) Hospital destination.

(P) Radio contact via UHF or VHF.

(Q) Name of patient attendants, including emergemedical service certification numbers and sigresur
(R) Vehicle certification number.

(S) Safety equipment used by patient.

(T) Date of service.

(U) Service delivery times, including the following

(i) Time of receipt of call.

(ii) Time dispatched.

(i) Time arrived on scene.

(iv) Time of departure from scene.

(v) Time arrived at hospital.

(vi) Time departed from hospital.

(vii) Time vehicle available for next response.

(viii) Time vehicle returned to station.
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(2) The run report form shall be designed in a neano provide space for narrative notation of addal medical
information.

(3) A copy of the completed run report form shalgrovided to the receiving facility when the patiis delivered
unless it is not feasible; however, the form shelprovided to the receiving facility fisic] not later than twenty-
four (24) hours after the patient is delivered.

(4) When a patient has signed a statement forakbigreatment or transportation services, or ptitht signed
statement shall be maintained as part of the renmentation.

(f) Each basic life support nontransport providegamization shall maintain, in a manner prescribgthe
commission, accurate records, including a run riefoom, concerning the assessment and treatmesaaf
emergency patient as follows:

(1) A run report form shall be required by all lwaléie support nontransport provider organizatiansiuding, at a
minimum, the following:

(A) Name.

(B) Identification number.

(C) Age.

(D) Sex.

(E) Race.

(F) Physician of the patient.

(G) Date of birth.

(H) Address, including zip code.

(I) Location of incident.

(J) Chief complaint.

(K) History, including the following:

(i) Current medical condition and medications.

(ii) Past pertinent medical conditions and allesgie

(L) Physical examination section.

(M) Treatment given section.

(N) Vital signs, including the following:

(i) Pulse.

(i) Blood pressure.

(i) Respirations.

(iv) Level of consciousness.

(v) Skin temperature and color.

(vi) Pupillary reactions.

(vii) Ability to move.

(viil) Presence or absence of breath sounds.

(ix) The time of observation and a notation of ¢juality for each vital sign.

(O) Responsible guardian.

(P) Name of patient attendants, including emergeneglical services certification numbers and sigmstu

(Q) Vehicle emergency medical services certifiaatimmber.

(R) Responding service delivery times, including tbllowing:

(i) Time of receipt of call.

(ii) Time dispatched.

(iii) Time arrived on scene.

(iv) Time of patient released to transporting emsery medical services.

(v) Time vehicle available for next response.

(S) Date of service.

(T) Safety equipment used by patient.

(2) The report form shall provide space for navmatiescription of the situation and the care reediéry the
nontransport unit.

(3) A signed statement for refusal of treatmerntransportation services, or both, shall be maiethias part of the
run documentation(Indiana Emergency Medical Services Commission;18851-1-5; filed Jun 11, 2004, 1:30
p.m.: 27 IR 3512; filed Jul 31, 2007, 10:01 a.n0020829-IR-836060011FRA)

836 IAC 1-1-6 Audit and review
Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113}k.5; IC 16-31-3-20
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Affected: IC 4-21.5; IC 16-31-3

Sec. 6. Each emergency medical service provideanizgtion shall conduct audit and review at leasirtgrly to
assess, monitor, and evaluate the quality of patieme as follows:

(1) The audit shall evaluate patient care and persiperformance.

(2) The results of the audit shall be reviewed \litlh emergency medical service personnel.

(3) Documentation for the audit and review shatliide the following:

(A) The criteria used to select audited runs.

(B) Problem identification and resolution.

(C) Date of review.

(D) Attendance at the review.

(E) A summary of the discussion at the review.

(4) The audit and review shall be conducted uniedirection of one (1) of the following:

(A) The emergency medical services provider orgaion medical director.

(B) An emergency department committee that is suped by a medical director. An emergency mediealise
provider organization representative shall serva aember on the committee.

(C) A committee established by the emergency médaraice provider organization and under the dioacof the
medical director or medical director designee. ealical director designee must:

(i) be a physician with an unlimited license togtiee medicine in Indiana;

(ii) have an active role in the delivery of emerggoare; and

(i) have been designated in writing by the meHdieector as the medical director designee.

(5) A method of identifying needs to staff develagrmprograms, basic training, in-service, and daiton.

(6) The audit shall include all levels of care Ioyezgency medical service personnghdiana Emergency Medical
Services Commission; 836 IAC 1-1-6; filed Jun 104£ 1:30 p.m.: 27 IR 3514; filed Jul 31, 2007,dDa.m.:
20070829-1R-836060011FRA)

836 IAC 1-1-7 Training

Authority: IC 16-31-2-7

Affected: IC 4-21.5; IC 16-31-3

Sec. 7. (a) Each emergency medical service proaidgmnization shall designate one (1) person as the
organization's training officer to assume respadliilfor inservice training. This person shall bertified as one (1)
of the following:

(1) First responder (only for the basic life sugpwntransport provider organization).

(2) An emergency medical technician.

(3) An emergency medical technician-basic advanced.

(4) An emergency medical technician-intermediate.

(5) A paramedic.

(6) A registered nurse.

(7) A certified physician assistant.

(8) A licensed physician who is actively involvedthe delivery of emergency medical services whit t
organization.

(b) The provider organization and training offictall be responsible for the following:

(1) Providing and maintaining records of inservigéning offered by the provider organization.

(2) Maintaining the following inservice trainingsston information:

(A) Summary of the program content.

(B) The name of the instructor.

(C) The names of those attending.

(D) The date, time, and location of the inserviadning sessions.

(3) Signing individual training records or repaisverify actual time in attendance at trainingssmss.
(Indiana Emergency Medical Services Commission;|18861-1-7; filed Jun 11, 2004, 1:30 p.m.; 27 IRL3%

836 IAC 1-1-8 Operating procedures

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 4-21.5; IC 16-31-3

Sec. 8. (a) All emergency medical service provimtganizations shall comply with this section.
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(b) Emergency medical service provider organizagipnemises shall be maintained, suitable to timelect of the
provider organizations service, with provision &mlequate storage of emergency medical servicelestaad
equipment.

(c) Each emergency medical service provider orgaioz shall provide a written periodic maintenapoegram to
assure that:

(1) all emergency medical service vehicles, inalgdtquipment, are maintained in good working coouliat all
times; and

(2) equipment, medication, and supplies have no¢eded the manufacturer's specified expiration date

(d) All emergency medical service provider orgati@as:

(1) premises;

(2) records;

(3) garaging facilities; and

(4) emergency medical service vehicles; shall bdenavailable for inspection by the agency at amgtiluring
operating hours.

(e) An emergency medical service provider orgaionashall not act in a reckless or negligent marseeas to
endanger the health or safety of emergency pat@nteembers of the general public while in the seuwf business
as an emergency medical service provider orgapizati

() Each emergency medical service provider orgations shall notify the agency within thirty (30yd of the
present and past specific location of any emergemegical service vehicles if the location of theeegency
medical service vehicles is changed from that $igekin the provider organization's application &nergency
medical service provider organizations certificatar certification renewal.

(g) An emergency medical service provider orgaidrashall not engage in the provision of advandedsupport
unless the:

(1) emergency medical service provider organizaigarertified under 836 IAC 2; and

(2) vehicle meets the requirements of 836 IAC 2.

(h) Each emergency medical services provider orgdioin shall conduct audit and review under sedio this
rule.

(i) An emergency medical service provider organ@amay operate a nontransport emergency medicates
vehicle in accordance with 836 IAC 1-11-4.

()) The following reporting requirements are apgabte to all emergency medical service provider oigions:
(1) For an individual certified by the commissiardaemployed (either paid or volunteer) by an emeegenedical
service provider organization, the provider orgatian shall notify the agency within thirty (30)ydaof any of the
following:

(A) An action taken by the provider organizatiortloe provider organization's medical director to:

(i) restrict, suspend, or revoke the individualigh@rization to perform emergency medical serviceshe
provider organization; or

(ii) suspend or terminate the individual's employiner affiliation with the provider organization.

(B) The individual is no longer:

(i) employed;

(ii) affiliated; with the provider organization b&r voluntarily or involuntarily.

(2) The notification required under this subsecsball include the following:

(A) Name of individual.

(B) Certification number.

(C) Date action was taken.

(D) Description of the action taken, including:

(i) the length of the action if the action was temary; and

(ii) any conditions and terms associated with tttéoa.

(E) Reason action was taken.

(k) Each emergency medical service provider orgaium shall ensure that sanitation proceduresrae#féct at all
times. The following sanitation standards applpitemergency medical services vehicles:

(1) The interior of ambulances and the equipmettiiwithe vehicle shall be clean and maintainedoimdgworking
order at all times. Smoking shall be prohibitedwaingre in the interior of the vehicle.

(2) Freshly laundered linen or disposable lineradldte used on litters and pillows, and linen shallchanged after
each patient is transported.

(3) Clean linen storage shall be provided.

(4) Closed compartments shall be provided withetbhicle for medical supplies.
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(5) Closed containers shall be provided for sodepplies.

(6) Blankets shall be kept clean and stored inezlasompartments.

(7) Implements inserted into the patient's noseauth shall be single-service, wrapped, and prgmstored and
handled. Multiuse items shall be kept clean aadlstwhen indicated and properly stored.

(8) When a vehicle has been utilized to transpgatéent known to have a communicable diseaseftersd
exposure to hazardous material or biohazard mattr&avehicle and equipment shall be properlyrsea and all
contact surfaces washed properly. All hazardoushésithzard materials shall be disposed of propdthdiana
Emergency Medical Services Commission; 836 IAC81flled Jun 11, 2004, 1:30 p.m.: 27 IR 3515; filad 31,
2007, 10:01 a.m.: 20070829-IR-836060011FRA)

Rule 2. Certification of Ambulance Service Providers

836 IAC 1-2-1 General certification provisions

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 4-21.5; IC 16-31-3; IC 16-41-10

Sec. 1. (a) A person shall not:

(1) furnish;

(2) operate;

(3) maintain;

(4) advertise; or

(5) otherwise engage in providing; emergency amimdaervices unless the person is certified bgdmemission
as an ambulance service provider organization.

(b) Each ambulance, while transporting a patigrdl|l e staffed by not fewer than two (2) persamg (1) of
whom shall be:

(1) a certified emergency medical technician; and

(2) in the patient compartment.

(c) An emergency patient shall only be transpoiteal certified ambulance.

(d) Each ambulance service provider organizatiail siotify the agency in writing as follows:

(1) Within thirty (30) days of any changes in atgnis in the application required in section 2(athef rule.
(2) Immediately of change in medical director, udihg medical director approval form and protocols.
(e) Each ambulance service provider organizatiatl flave a medical director or medical directorigiese as
described in 836 IAC 1-1-6(4)(C). The duties arnsponsibilities of the medical director are as falo

(1) Provide liaison between the:

(A) local medical community; and

(B) emergency medical service provider organization

(2) Assure compliance with defibrillation trainistandards and curriculum established by the conioniss
(3) Monitor and evaluate the day-to-day medicalrapiens of the ambulance service provider orgaitinat
(4) Assist in the continuing education programshefambulance service provider organization.

(5) Provide technical assistance concerning thieetgl of automated defibrillation and other medisslues.
(6) Provide individual consultation to the emergenedical personnel affiliated with the ambulanes/ike
provider organization.

(7) Participate in the audit and review of caseat¥d by the emergency medical personnel of theaiambe service
provider organization.

(8) Assure compliance with approved medical statslastablished by the commission performed by ithigudance
service provider organization.

(9) Establish protocols for:

(A) automatic defibrillation;

(B) airway management;

(C) patient-assisted medications; and

(D) emergency medical technician-administered nattios;

as approved by the commission.

(10) Provide liaison between the:

(A) emergency medical service provider organization

(B) emergency medical service personnel; and

(C) hospital; in regards to communicable diseastnig under IC 16-41-10.
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(Indiana Emergency Medical Services Commission;rgerey Medical Services Rule I, A; filed Jun 5,3,971:57
a.m.: Rules and Regs. 1976, p. 84; filed Dec 1371Rules and Regs. 1978, p. 244; filed Dec 1571Rules and
Regs. 1978, p. 245; filed Nov 3, 1980, 3:55 p.niR 2192; errata, 4 IR 531; filed Oct 13, 1981,0®a.m.: 4 IR
2419; filed Dec 2, 1983, 2:43 p.m.: 7 IR 352; eaal IR 1254; filed Dec 13, 1985, 9:13 a.m.: 9 [1B4; filed Aug
18, 1986, 1:00 p.m.: 10 IR 24; filed May 15, 1998.25 a.m.: 21 IR 3866; filed Jun 30, 2000, 4:1&p 23 IR
2719; filed Apr 4, 2002, 9:15 a.m.: 25 IR 2506edilFeb 20, 2003, 8:00 a.m.: 26 IR 2337; filed Jun2004, 1:30
p.m.: 27 IR 3516; filed Jul 31, 2007, 10:01 a.n0020829-IR-836060011FRA)

836 IAC 1-2-2 Application for certification; renewal

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3143k.5; IC 16-31-3-20

Affected: IC 16-31-3-8

Sec. 2. (a) Application for ambulance service pileviorganization certification shall be made omfeias provided
by the agency, and the applicant shall comply #ithfollowing requirements:

(1) Applicants shall complete the required formd anbmit the forms to the agency not less thary $6@) days
prior to the requested effective date of the desté.

(2) Each ambulance and its equipment shall be raadiable for inspection by the agency.

(3) The premises on which:

(A) ambulances are parked or garaged; and

(B) ambulance supplies are stored; shall be openglbusiness hours to the agency for inspection.

(4) Each application shall include the followinddrmation:

(A) A description of the service area.

(B) Hours of operation.

(C) Number and location of ambulances.

(D) Organizational structure, including name, addr@and phone number for the:

(i) owner;

(ii) chief executive officer;

(iii) chief operations officer;

(iv) training officer; and

(v) medical director.

(E) Current Federal Communications Commission Beeor letter of authorization.

(F) Location of ambulance service provider orgatiires records.

(G) Proof of insurance coverage for ambulancesramdransport vehicles as required by 836 IAC 1-3-6.

(H) Staffing pattern of personnel.

(I) Base of operations.

(J) Roster of all affiliated personnel, signed hg tedical director and chief executive officecluaing
certification numbers.

(K) Copy of protocols and standing orders establisand signed by the medical director.

(L) Other information as required by the commission

(b) Upon approval, a certificate shall be issuedhgycommission.

(c) The certificate:

(1) expires on the date appearing in the expiradite section of the certificate; and

(2) shall be prominently displayed at the placéudiness.

(d) Application for ambulance service provider argation certification renewal shall be made nesléhan sixty
(60) days prior to the expiration date of the catieertificate to assure continuity of certificaticApplication for
renewal shall be made on forms as provided by ge@@y.(Indiana Emergency Medical Services Commission;
Emergency Medical Services Rule 1,B; filed Jun®&5l 11:57 a.m.: Rules and Regs. 1976, p. 86; fleg 10,
1977, 10:52 a.m.: Rules and Regs. 1978, p. 21&] filec 15, 1977: Rules and Regs. 1978, p. 248 Kiav 3,
1980, 3:55 p.m.: 3 IR 2193; filed Oct 13, 1981,0a.m.: 4 IR 2420; filed Dec 13, 1985, 9:13 a.:lR 1037;
filed Aug 18, 1986, 1:00 p.m.: 10 IR 25; filed Mgy, 1998, 10:25 a.m.: 21 IR 3867; filed Jun 30,0018 p.m.:
23 IR 2720; filed Feb 20, 2003, 8:00 a.m.: 26 IB&Jiled Jun 11, 2004, 1:30 p.m.; 27 IR 3517;dil&ul 31, 2007,
10:01 a.m.: 20070829-IR-836060011FRA)

836 IAC 1-2-3 Ambulance service provider organizatin operating procedures

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3143}.5; IC 16-31-3-20

Affected: IC 16-31-3-2; IC 34-6-2-49

Sec. 3. (a) Each ambulance service provider orgtaiz shall maintain accurate records under 836 1AC5.
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(b) An ambulance service provider organizationlshatl operate a land ambulance on any public wdgpdmna
unless the ambulance is in full compliance withahgbulance certification requirements establishetiset forth in
this article, except an ambulance service providganization may operate, for a period not to edcaety (60)
consecutive days, a noncertified ambulance if thecartified ambulance is used to replace a cattdimbulance
that has been taken out of service providing teviang:

(1) The replacement ambulance shall meet all ggatibn requirements.

(2) The ambulance service provider organizatiorl sledify the agency in writing within seventy-tw@2) hours of
the time the replacement ambulance is placed iricgerThe written notice shall identify the followg:

(A) The replacement date.

(B) The certification number of the replaced amhaota

(C) The:

(i) vehicle identification number; and

(i) make and type; of the replacement ambulance.

Upon receipt of the notification, a temporary dardite shall be issued effective the date the feedtambulance
was replaced. Temporary certification shall noteextsixty (60) days from the date that the replasgrmmbulance
is placed in service, and, upon return to servidd® certified ambulance, the use of the replacgmehicle shall
cease.

(c) Each ambulance service provider organizatiatl sto the following:

(1) Provide and maintain a communication systerhrieets or exceeds the requirements set forth6n &3 1-4.
(2) Within seven (7) calendar days of the datertfisel ambulance is permanently withdrawn fromvees, return
to the agency the certificate and window stickeuésl for the ambulance.

(d) No ambulance service provider organization mpgrate any noncertified vehicle that displayshtgublic any
word, phrase, or marking that implies in any marthat the vehicle is an ambulance.

(e) Each ambulance service provider organizatiati simsure thafsic] do the following:

(1) Follow sanitation procedures listed in 836 1AQ-8.

(2) Conduct audit and review under 836 IAC 1-1-6.

(f) An ambulance service provider organization végproval from the provider organization's meddietctor may
transport

a patient with the following:

(1) PCA pump with any medication or fluid infusittgough a peripheral IV.

(2) Medication infusing through a peripheral IVaamtinuous subcutaneous catheter via a closededbsystem.
(3) A central catheter that is clamped off.

(4) A patient with a:

(A) feeding tube that is clamped off;

(B) Holter monitor; or

(C) peripheral IV infusing vitamins.

(5) IV fluids infusing through a peripheral IV vigavity or an infusing system that allows the téckam to change
the rate of infusion are limited to D5W, Lactateiddrs, sodium chloride (nine-tenths percent (0.8%4gss),
potassium chloride (twenty (20) milliequivalent piggr or less for emergency medical technicianstyf(40)
milliequivalent per liter or less for emergency riwaditechnicians-basic advanced). At no time wittjgy-back or
secondary intravenous line or blood products hesparted. (Indiana Emergency Medical Services Commission;
Emergency Medical Services Rule |, C; filed Juh%y5, 11:57 a.m.: Rules and Regs. 1976, p. 8&] May 10,
1977, 10:52 a.m.: Rules and Regs. 1978, p. 218 filec 15, 1977: Rules and Regs. 1978, p. 248 fav 3,
1980, 3:55 p.m.: 3 IR 2194; errata, 4 IR 531; filbdc 2, 1983, 2:43 p.m.: 7 IR 353; errata, 7 IR 426rrata, 7 IR
1551; filed Dec 13, 1985, 9:13 a.m.: 9 IR 103&dilAug 18, 1986, 1:00 p.m.: 10 IR 26; filed Oct 1988, 11:05
a.m.: 12 IR 354; filed May 15, 1998, 10:25 a.m.:IR13868; filed Jun 30, 2000, 4:18 p.m.: 23 IR 27déd Feb
20, 2003, 8:00 a.m.: 26 IR 2339; filed Jun 11, 20080 p.m.: 27 IR 3517; filed Jul 31, 2007, 1041Mn.:
20070829-1R-836060011FRA)

836 IAC 1-2-4 Penalties (Repealed)
Sec. 4(Repealed by Indiana Emergency Medical Servicesniission; filed Feb 20, 2003, 8:00 a.m.: 26 IR 2372)

836 IAC 1-2-5 Interfacility transfers and response

Authority: IC 16-31-2-7
Affected: IC 16-18-2-7; IC 16-28-2-161; IC 16-31
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Sec. 5. (a) A basic life support ambulance serpio®ider organization may transport an emergentigpawho
would normally require transport by an advancesl difipport ambulance service provider organizafitmei
following conditions are met:

(1) The emergency patient is being transported oo (1) health care facility to another healthedacility.

Health care facility has the meaning set forthGnl6-28-2-161.

(2) The transferring physician has issued writiepraval of the interfacility transfer by the bakfe support
ambulance service provider organization.

(3) The ambulance is equipped with the medical beppnd equipment determined by the transferrimgsizian to
be necessary to maintain the patient's medicalitondind to manage patient complications that brayeasonably
anticipated to occur en route to the patient'sicigson.

(4) The patient compartment of the ambulance ifestdy at least one (1) employee of the trangfgrhiealth care
facility who the transferring physician has detaered has the training and skills necessary to maititg patient's
medical condition and to manage patient compliceatihat may be reasonably anticipated to occuoete 1to the
patient's destination.

(b) A basic life support ambulance service proviolganization may transport an emergency patiemt wbuld
normally require transport by an advanced life suppmbulance service provider organization iffileowing
conditions are met:

(1) The emergency patient is being transported fiteerscene of a medical emergency to a healthfaeitey.

(2) An advanced life support provider organizatiatso responded to the scene, and advanced lifosupeatment
has been initiated by a paramedic or emergencyaaktichnician-intermediate and a paramedic or gamey
medical technician intermediate is present in thept compartment of the transporting ambulance.

(3) The medical director of the basic life suppartbulance service provider organization has estadudi a protocol.
(c) The vehicle staffing required in subsectionigah addition to the staffing required as deteraai by the level of
certification by the commission for the ambulanees&e provider organization that transports thigepés. (Indiana
Emergency Medical Services Commission; 836 IAC5]f2ed Jun 11, 2004, 1:30 p.m.: 27 IR 3520)

Rule 3. Standards and Certification Requirements for Ambulances

836 IAC 1-3-1 General certification provisions

Authority: IC 16-31-2-7

Affected: IC 16-31-3

Sec. 1. (a) This rule is applicable to all emergemedical service vehicles eligible for certifiaati

(b) All emergency medical service vehicles shalirbill compliance and meet minimum specificati@msl
certification requirements set forth in this rutebte certified(Indiana Emergency Medical Services Commission;
Emergency Medical Services Rule Il, A; filed Jua%/5, 11:57 a.m.: Rules and Regs. 1976, p. 84 filec 15,
1977: Rules and Regs. 1978, p. 245; filed Nov 8019:55 p.m.: 3 IR 2196; errata, 4 IR 531; filedt@3, 1981,
10:05 a.m.: 4 IR 2421; filed Dec 2, 1983, 2:43 p.mIR 354; filed Dec 13, 1985, 9:13 a.m.: 9 IR 10#lled May
15, 1998, 10:25 a.m.: 21 IR 3872; filed Jun 30,20018 p.m.: 23 IR 2724; filed Jun 11, 2004, 1@8B6h.: 27 IR
3520)

836 IAC 1-3-2 Application for certification

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3143k.5; IC 16-31-3-20

Affected: IC 16-31-3-2; IC 16-31-3-8

Sec. 2. (a) Application for emergency medical serviehicle certification shall be made by the erarcy medical
service provider organization on such forms asidex)/by the agency and shall comply with the follayv
requirements:

(1) Applicants shall complete the required formd anbmit the forms to the agency with the followinfprmation:
(A) Name and address of the emergency medicalcepriovider organization.

(B) Vehicle information, including make, model, yeand vehicle identification number.

(C) Color scheme of emergency medical service Vehic

(2) Each emergency medical service vehicle for wigiertification is requested shall be made avaslétl
inspection by the agency with its equipment asiredwby this article or 836 IAC 2 prior to approvat
certification.

(b) If the emergency medical service vehicle isbto comply with all applicable requirements irstarticle, a
certificate shall be issued to the emergency méd@aice provider organization for the vehicle eTdertificate:
(1) expires on the date appearing in the expiradate section of the certificate; and
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(2) shall be prominently displayed within the patieompartment of the ambulance or driver compantroéthe
emergency medical service nontransport vehi@iediana Emergency Medical Services Commission;rgerey
Medical Services Rule Il, B; filed Jun 5, 1975,5[71la.m.: Rules and Regs. 1976, p. 88; filed Na\080, 3:55
p.m.: 3 IR 2196; filed Dec 2, 1983, 2:43 p.m.: 73BY4; errata, 7 IR 1254; filed Dec 13, 1985, 9:1%a 9 IR 1042;
filed May 15, 1998, 10:25 a.m.: 21 IR 3872; filachB0, 2000, 4:18 p.m.: 23 IR 2725; filed Jun 1002, 1:30
p.m.: 27 IR 3520; filed Jul 31, 2007, 10:01 a.n0020829-IR-836060011FRA)

836 IAC 1-3-3 Land ambulance specifications

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 16-31-3

Sec. 3. (a) All land ambulances shall meet or extle following minimum performance characteristics

(1) Vehicle brakes shall be of the heavy-duty poassist type.

(2) Parking brake shall hold vehicle when engaged.

(3) The vehicle engine shall be a six (6) or e{@tcylinder internal combustion, liquid cooled ergthat meets
ambulance chassis manufacturer's standard horseplspéacement requirements.

(4) The fully loaded vehicle shall be capable stiatained speed of at least sixty-five (65) mikesshpur over dry,
level, or hard-surfaced roads.

(5) The vehicle transmission shall have a minimdnhcee (3) forward gears and one (1) reverse gaanmatic
transmission is required.

(6) The steering system shall be:

(A) the manufacturer's recommended design; ar{dibe

(B) power assisted.

(7) Shock absorbers shall be of the heavy-dutyblboaction type.

(8) Tires shall meet the manufacturer's standandthe gross vehicle weight of the vehicle. Retridad shall not
be used on ambulances. No tire shall:

(A) display exposed tire cord; or

(B) have tread depth less than two thirty-seco2¢32() on back tires and four thirty-seconds (4(32¥ront tires
spaced equally around the tire, with no visibleedéd.

(b) All land ambulances shall meet or exceed thievidng minimum physical characteristics:

(1) The overall width of the vehicle shall be a miom of seventy-five (75) inches and shall not extainety-six
(96) inches, excluding mirrors, lights, and trim.

(2) The overall vehicle exterior height shall bmaximum of one hundred ten (110) inches, measuredrh height
from the ground to a point that is level with the bf the vehicle, including emergency warning desi but
excluding two-way radio antenna.

(3) The vehicle shall have a wheelbase of one lathtiwenty-three (123) inches, minimum. See sulme¢a)(1)
for minimum inside length of patient compartment.

(c) All land ambulances shall meet or exceed thleviang minimum specifications for electrical systs:

(1) Wiring shall be made up into harnesses, prgsizied, and coded. These shall be reasonably siblzefor
checking and maintenance. In any area where wiwioigld be exposed to the elements, it shall be preteby a
weatherproof harness or loom. This loom shall Istaiied so as to eliminate the possible entranaeatér that
could cause damage through freezebursting. Winmipom or otherwise, shall not be accepted the area of
wheel wash abrasion. Wiring shall be protected hybder grommet or plastic bezel at any point wliteneay pass
through, or over, the edge of any metal panel sries hole or edge of the metal is hemmed or fldngéring
connectors and terminals shall be the manufacsure¢ommended standard. Horizontal wiring shaligported
by insulated clips located and spaced to minimége €omplete wiring diagrams for standard and fidional
equipment shall be supplied for each vehicle. Amboé body and accessory electrical equipment bbalerved
by circuits separate and distinct from vehicle sfmsircuits.

(2) The electrical generating system shall corafist one hundred five (105) ampere alternator mimm

(3) Two (2) batteries shall be provided, each witheventy (70) amp hour rating.

(4) Lighting shall be designed and located so tioeglare is reflected from surrounding areas taditieer's eyes or
line of vision, from instrument panel, switch pare other areas that may require illumination wltiie vehicle is
in motion.

(5) Mlumination shall:

(A) be adequate throughout the compartment; and

(B) provide an intensity of light at the level bietpatient for:

(i) adequate observation of vital signs, such &s tdor and pupillary reflex; and fésic]
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(ii) care in transit; and

(C) be automatically activated when opening théepatcompartment doors in addition to being comtibby a
switch panel in the patient compartment locatetti@head of the patient.

Reduced light level may be provided by rheostatrobof the compartment lighting or by a secondaeysof low
intensity lights.

(6) The ignition system shall be suppressed togmemnterference with radio transmission and réogiv

(7) The vehicle shall have floodlights that illurate a half-circle as wide as the vehicle to a psi(6) feet behind
the vehicle on its center line. The floodlight $ied body-mounted and activated when rear doorspeeed.

(8) All circuits shall be protected by automatiocciit breakers of proper capacity.

(9) Each ambulance for which certification is resfee shall have an audible backup warning deviatish
activated when the ambulance is shifted into reazers

(d) All land ambulances shall meet the followingqugements for external identification:

(1) Warning lights of red or red and white, at thscretion of the owner, and shall conform wake] to Indiana
state law. Rear facing amber lights may be usdidights on the vehicle shall be in working cornidlit.

(2) The word "AMBULANCE" shall be displayed on th&terior of the vehicle, on front, back, or at tearse (1)
side of the vehicle in letters not less than tt{Byenches in height and a color contrasting materi

(3) Each fully certified ambulance shall displag flour (4) numbers of the commission-assigned aantwe!
certification number. The four (4) numbers, in s=age, shall be placed on each side of the ambutamtee right
and left front fenders and on the rear portiorhefiehicle. Each number shall be in block lettertsdless than three
(3) inches in height. This number shall be dispthiyecolor contrasting, reflective material. Themhers shall be
placed on the vehicle within seven (7) days ofrdeipt of the ambulance certificate. The numbkadl be
removed or permanently covered by the ambulansécegprovider organization when the ambulance is
permanently removed from service by the ambularcéce provider organization.

(4) A commission certified vehicle sticker shalldisplayed on all certified vehicles.

(e) All land ambulance bodies shall meet or exdbedollowing minimum specifications:

(1) The length of the patient compartment shalhlminimum of one hundred eleven (111) inches andige a
minimum of twenty-five (25) inches clear spacehat head of the litter, and a minimum of ten (1@his shall be
provided from the end of the litter's mattress® tear loading doors.

(2) An aisle free of obstruction the full lengthtb& stretcher shall be provided.

(3) The inside height of the patient compartmeifldte a minimum of sixty (60) inches measured fflmoceiling
in the center of the patient compartment.

(4) One (1) seat shall be provided within the pat@mpartment for the technician, the dimensidnstoch shall
be at the discretion of the owner.

(5) If a bulkhead or partition is provided betweka driver and patient compartments, a means ckvai signal
communication between the driver compartment aag#tient compartment shall be provided.

(f) All land ambulances shall meet or exceed thi®fang minimum standards of construction:

(1) The body structure shall be of prime commergiallity metal or other material with strengthesdt equivalent
to all-steel. Wood shall not be used for strudtfreaning. The exterior of the body shall be firsshsmooth with
symmetrically rounded corners and edges, excepuforails, and embody provisions for door and wind
specified in this subsection. The ambulance body asit shall be of sufficient strength to suppb#g entire weight
of the fully loaded vehicle on its top or side Vfesturned, without:

(A) crushing;

(B) separation of joints; or

(C) permanently deforming:

(i) roof bow or reinforcements;

(i) body posts;

(iii) doors;

(iv) strainers;

(v) stringers;

(vi) floor;

(vii) inner linings;

(viii) outer panels;

(ix) rub rails; and

(x) other reinforcements.
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(2) The vehicle shall have a loading door or dawrshe right side and at the rear of the vehickaratient
compartment doors shall incorporate a tensionngpor plunger type holding device to prevent therdrom
closing unintentionally from wind or vibration.

(3) The floor:

(A) shall be:

(i) at the lowest level permitted by clearancest an

(ii) flat and unencumbered in the access and woel;sand

(B) may be:

(i) metal properly reinforced to eliminate oil camg and insulated against outside heat and coldi; an

(i) marine plywood provided the plywood is suffiait in thickness to rigidly take the loads impospdn it. A
combination of plywood over metal shall be accelat@ibovided the surfaces between are coated witeryaof
adhesive. There shall be no voids or pocketsarflttor to side wall areas where water or moistize become
trapped to cause rusting or unsanitary conditions.

(4) The floor covering shall be:

(A) seamless;

(B) one (1) piece;

(C) skid-resistant; and

(D) extend the full length and width of the compaent.

Linoleum vinyl or urethane quartz poured not lésmtone-sixteenth (1/16) of an inch in thicknessnamently
applied is required. Covering joints at the siddisyavhere side panels and covering meet, shatkladed.

(g) All windows shall be intact. The vehicle shiadive windshield wipers that are in working condiitio

(h) Dual, firmly secured, vibrationless, rear-viewrrors, one (1) mounted on the left side of thkieke and one (1)
mounted on the right side, shall be included.

(i) In addition to any other requirements specifiethis section, the patient compartment shalltrttee following
minimum requirements:

(1) Crash-stable fasteners shall be provided tarsditers to the floor or side walls. Where agsinpatient may be
centered in the area on the wheeled litter, additiattachments shall be provided.

(2) If the litter is floor supported on its own qqut wheels, a means shall be provided to secumepibsition under
all conditions. These restraints shall permit quitiachment and detachment for quick transfer tépa

(3) Appropriate passenger restraints shall be liestén all seating facilities for drivers, passeng and attendant.
()) All land ambulances shall meet or exceed thiefdng minimum communication standards:

(1) Two-way radio communication equipment shallfoom to the requirements set forth in this article.

(2) Type and number of sirens shall:

(A) be at the discretion of the ambulance servicaiger organization; and

(B) conform to Indiana law.

(k) Al ambulances shall meet or exceed the follaywninimum requirements for environmental equipment

(1) Separate heating units shall be provided ferditiver and patient compartments. The driver catnpent shall
provide for window defrosting.

(2) An adequate air-conditioning system shall evjoted for cooling both driver and patient compaetin

(3) An adequate heating system shall be providefidating both driver and patient compartment. jdéent
compartment shall be heavily insulated to minimieaduction of heat, cold, or external noise entgtire vehicle
interior. (Indiana Emergency Medical Services Commission;rgerey Medical Services Rule II,C; filed Jun 5,
1975, 11:57 a.m.: Rules and Regs. 1976, p. 8&] fday 10, 1977, 10:52 a.m.: Rules and Regs. 19731 filed
May 10, 1977, 10:52 a.m.: Rules and Regs. 197319 filed Nov 3, 1980, 3:55 p.m.: 3 IR 2197; eaat IR 531;
filed Oct 13, 1981, 10:05 a.m.: 4 IR 2421; filedd¥3, 1985, 9:13 a.m.: 9 IR 1042; filed Aug 18,49B00 p.m.:
10 IR 29; filed May 15, 1998, 10:25 a.m.: 21 IR 38ffled Jun 30, 2000, 4:18 p.m.: 23 IR 2725; filheh 11, 2004,
1:30 p.m.: 27 IR 3521, filed Jul 31, 2007, 10:0ina.20070829-IR-836060011FRA)

836 IAC 1-3-4 Land ambulance rescue equipment

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 16-31-3

Sec. 4. Land ambulances shall carry the followisgeanbled and readily accessible minimum rescueswguit:
(1) Equipment for safeguarding personnel includes:

(A) one (1) fire extinguisher with an Underwritéraboratory rating of not less than 4A; 4-B; C; or

(B) two (2) fire extinguishers with individual Underiters Laboratory ratings of not less than 2A:4¢B
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that shall have a current inspection date withanl#st twelve (12) months and be mounted so tlegt dine readily
accessible.

(2) Equipment for release from entrapment or canfiant, including the following:

(A) One (1) hammer, four (4) pound minimum.

(B) One (1) wrecking bar, twenty-four (24) inch doimation tool minimum.

(C) One (1) self-contained portable light sour@@diana Emergency Medical Services Commission;rgerey
Medical Services Rule I, D; filed Jun 5, 1975,971a.m.: Rules and Regs. 1976, p. 93; filed Nd880, 3:55
p.m.: 3 IR 2200; filed Dec 2, 1983, 2:43 p.m.: 73%5; errata, 7 IR 1254; filed Dec 13, 1985, 9:1%a 9 IR 1045;
filed May 15, 1998, 10:25 a.m.: 21 IR 3875; filachB0, 2000, 4:18 p.m.: 23 IR 2727; readopted fiiex) 30,
2006, 9:17 a.m.: 20061213-IR-836060486RFA; filed31y 2007, 10:01 a.m.: 20070829-IR-836060011FRA)

836 IAC 1-3-5 Emergency care equipment

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t.5; IC 16-31-3-20

Affected: IC 16-31-3

Sec. 5. Each and every land ambulance will havéalfmving minimum emergency care equipment, ans th
equipment shall be assembled and readily accessible

(1) Respiratory and resuscitation equipment asl

(A) Portable suction apparatus, capable of a minimmcuum of three hundred (300) millimeters mercury
equipped with two (2) each of the following:

(i) wide-bore tubings;

(ii) rigid catheters;

(iii) soft pharyngeal suction tips in child sizeida

(iv) soft pharyngeal suction tips in adult size.

(B) Onboard suction, capable of a minimum vacuurnthode hundred (300) millimeters mercury, equippéti
widebore tubing and both rigid and soft pharyngestion tips.

(C) Bag-mask ventilation units, hand operated, @)aunit in each of the following sizes, each egeip with clear
face masks and oxygen reservoirs with oxygen tubing

(i) Adult.

(i) Child.

(i) Infant.

(iv) Neonatal (mask only).

(D) Oropharyngeal airways, two (2) each of aduitld; and infant.

(E) One (1) pocket mask with one-way valve.

(F) Portable oxygen equipment of at least threadleoh(300) liters capacity (D size cylinder) with:

(i) yoke;

(i) medical regulator;

(iii) pressure gauge; and

(iv) nondependent flowmeter.

(G) Onboard oxygen equipment of at least threeghod (3,000) liters capacity (M size cylinder) with
(i) yoke;

(i) medical regulator;

(iii) pressure gauge; and

(iv) nondependent flowmeter.

(H) Oxygen delivery devices shall include the faling:

(i) High concentration devices, two (2) each, adthild, and infant.

(ii) Low concentration devices, two (2) each, adult

(I) Nasopharyngeal airways, two (2) each of théofeing with water soluble lubricant:

(i) Small (20-24 french).

(i) Medium (26-30 french).

(iii) Large (31 french or greater).

(J) Bulb syringe individually packaged in additimnobstetrics Kkit.

(K) Nonvisualized airway minimum of two (2) with tea soluble lubricant.

(L) Semiautomatic or automated external defibilfeind a minimum of two (2) sets of pads.

(2) Wound care supplies as follows:

(A) Multiple trauma dressings, two (2) approximgtttn (10) inches by thirty-six (36) inches.

(B) Fifty (50) sterile gauze pads, three (3) inchgshree (3) inches or larger.
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(C) Bandages, four (4) soft roller self-adheringetytwo (2) inches by four (4) yards minimum.

(D) Airtight dressings, four (4), for open chestunals.

(E) Adhesive tape, two (2) rolls.

(F) Burn sheets, two (2), sterile.

(G) Triangular bandages, four (4).

(H) Bandage shears, one (1) pair.

(3) Patient stabilization equipment as follows:

(A) Traction splint, lower extremity, limb-supportsadded ankle hitch, and traction strap, or edeintaone (1)
assembly in adult size.

(B) Upper and lower extremity splinting devicespt{2) each.

(C) One (1) splint device intended for the unit-iotmiization of head-neck and torso. These itemd sidude the
splint itself and all required accessories to pievdecure immobilization.

(D) One (1) long backboard with accessories to idgecure spinal immobilization.

(E) Rigid extrication collar, two (2) each capabfehe following sizes:

(i) Pediatric.

(i) Small.

(i) Medium.

(iv) Large.

(F) One (1) ambulance litter with side rails, heamt elevating capacity, mattress pad, and a miniwifutiree (3)
adjustable restraints to secure the chest, hipkaad areas.

(4) Medications if approved by medical directordaolely for use by individuals with a certificatias an
emergency medical technician or higher, are asvdl

(A) Baby aspirin, eighty-one (81) milligrams each.

(B) Activated charcoal.

(C) Instant glucose.

(D) Epinephrine auto-injector or auto-injectors.

(5) Personal protection/universal precautions egaipt, minimum of two (2) each, including the folliowy:

(A) Gowns.

(B) Face masks and shields.

(C) Gloves.

(D) Biohazard bags.

(E) Antimicrobial hand cleaner.

(6) Miscellaneous items as follows:

(A) Obstetrical kit, sterile, one (1).

(B) Clean linens consisting of the following:

(i) Pillow.

(ii) Pillow case.

(iii) Sheets and blankets.

(C) Blood pressure manometer, one (1) each inath@ing cuff sizes:

(i) Large adult.

(i) Adult.

(iii) Pediatric.

(D) Stethoscopes, one (1) each in the followingsiz

(i) Adult.

(ii) Pediatric.

(E) Sharps collector, one (1) being a minimum e&$e(7) inches in height.

(F) A current copy of the basic life support prattsc

(Indiana Emergency Medical Services Commission;rgerey Medical Services Rule I, E; filed Jun 57849
11:57 a.m.: Rules and Regs. 1976, p. 93; filed M&y1977, 10:52 a.m.: Rules and Regs. 1978, p. fil&f;Nov 3,
1980, 3:55 p.m.: 3 IR 2200; filed Dec 2, 1983, 2p4d.: 7 IR 355; errata, 7 IR 1254, filed Dec 1385, 9:13 a.m.:
9 IR 1045; filed Aug 18, 1986, 1:00 p.m.: 10 IR 8l&d May 15, 1998, 10:25 a.m.: 21 IR 3875; fillth 30, 2000,
4:18 p.m.: 23 IR 2727; filed Apr 4, 2002, 9:15 a.8% IR 2507; filed Feb 20, 2003, 8:00 a.m.: 262B42; filed
Jun 11, 2004, 1:30 p.m.: 27 IR 3523; filed Jul 2007, 10:01 a.m.: 20070829-IR-836060011FRA)

836 IAC 1-3-6 Insurance
Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113}.5; IC 16-31-3-20
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Affected: IC 16-31-3; IC 16-31-3-17; IC 34-13-3

Sec. 6. (a) This section is applicable to the feifm emergency medical service vehicles:

(1) Ambulance.

(2) Emergency medical technician-basic advancedraonsport vehicles.

(3) Advanced life support nontransport vehicles.

(b) All emergency medical service vehicles to whicis section is applicable must be:

(1) insured in accordance with the requirementsainad in this section; or

(2) owned by a governmental entity covered unde34€13-3.

(c) If insurance is required for an emergency meddiervices vehicle under subsection (b), a cestifon for a
vehicle will not be issued until the applicant Isadmitted a certificate of insurance demonstrattirag the applicant
has liability insurance:

(1) in effect with an insurer that is authorizedadte insurance in Indiana; and

(2) that provides a combined single limit of atdeane million dollars ($1,000,000) for the injuoydeath of any
number of persons in any one (1) occurrence.

(d) If an insurance policy required under this mect

(1) is canceled during the policy's term;

(2) lapses for any reason; or

(3) has the policy's coverage fall below the regghiamount; the person to whom the certificatiortlieremergency
medical services vehicle was issued shall immelgiaigtify the agency and must also immediately aeplthe
policy with another policy that complies with tlgection so that the vehicle is never operated wittiee insurance
required under this section.

(e) If the insurance policy for an emergency medieavices vehicle that is required to be insunadau this section
is canceled, lapses for any reason, or has theypotiverage fall below the required amount, theafsbe
emergency medical services vehicle:

(1) must immediately cease; and

(2) shall not resume until approval to resume #s lias been obtained in writing from the agency.

(Indiana Emergency Medical Services Commission;18851-3-6; filed Feb 20, 2003, 8:00 a.m.: 26 IR433filed
Jun 11, 2004, 1:30 p.m.: 27 IR 3524; filed Jul 2007, 10:01 a.m.: 20070829-IR-836060011FRA)

Rule 4. Communications System Requirements

836 IAC 1-4-1 Provider dispatch requirements

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t.5; IC 16-31-3-20

Affected: IC 16-31-3-2

Sec. 1. All emergency medical service provider pizgtions dispatch centers shall be:

(1) capable of two-way communications with ass@dgirovider vehicles;

(2) used exclusively for dispatch and tactical camivations; and

(3) apart from any involved in the Indiana HospEahergency Radio NetworkIndiana Emergency Medical
Services Commission; Emergency Medical Services IRUA; filed Jun 5, 1975, 11:57 a.m.: Rules dRelgs. 1976,
p. 94; filed Nov 3, 1980, 3:55 p.m.: 3 IR 2201edilOct 13, 1981, 10:05 a.m.: 4 IR 2424; filed De& 283, 2:43
p.m.: 7 IR 356; filed Dec 13, 1985, 9:13 a.m.: 91B46; filed May 15, 1998, 10:25 a.m.: 21 IR 38filéd Jun 11,
2004, 1:30 p.m.: 27 IR 3525; filed Jul 31, 2007;00a.m.: 20070829-IR-836060011FRA)

836 IAC 1-4-2 Emergency medical services vehicled®s equipment

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t.5; IC 16-31-3-20

Affected: IC 16-31-3-2

Sec. 2. (a) All communication used in emergencyioadervice vehicles for the purpose of dispatctactical
communications shall demonstrate and maintain biigyeto provide a voice communications linkagetiwihe
emergency medical service provider organizatioisgadch center within the area that the emergeredical
service provider organization normally serves appoises to serve.

(b) Communication equipment used in emergency naégdiervices vehicles shall be appropriately licdrtseough
the Federal Communications Commission, when aggkca he maximum power of the transmitter shalhbe
more than the minimum required for technical operatcommensurate with the:

(1) size of the area to be served; and

(2) local conditions that affect radio transmissémd reception.

(c) All emergency medical services vehicles shalequipped with two (2) channels or talk-groupfodews:
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(1) One (1) channel or talk-group shall be usetharily for dispatch and tactical communications.

(2) One (1) channel or talk-group shall be 155.8#z and have the proper tone equipment to operath®
Indiana Hospital Emergency Radio Network (IHERN)ess the provider organization vehicles and all the
destination hospitals within the operational arethe provider organization have a system thattisroperable with
the Indiana statewide wireless public safety vaicd data communications systefindiana Emergency Medical
Services Commission; Emergency Medical Services IRuB; filed Jun 5, 1975, 11:57 a.m.: Rules dRelgs. 1976,
p. 94; filed Nov 3, 1980, 3:55 p.m.: 3 IR 220%edilDec 2, 1983, 2:43 p.m.: 7 IR 356; errata, 7 B®4; filed Dec
13, 1985, 9:13 a.m.: 9 IR 1046; filed May 15, 199@.25 a.m.: 21 IR 3877; filed Jun 11, 2004, 1:3tp 27 IR
3525; filed Jul 31, 2007, 10:01 a.m.: 20070829-1B6860011FRA)

Rule 5. Certification of Emergency Medical Technicians (Repealéd
(Repealed by Indiana Emergency Medical Servicesn@iesion; filed Jun 30, 2000, 4:18 p.m.: 23 IR 2759)

Rule 6. Requirements and Standards for Emergency Medical Technigialraining

836 IAC 1-6-1 General requirements for training insitutions; staff (Repealed)
Sec. 1(Repealed by Indiana Emergency Medical Servicesmission; filed May 15, 1998, 10:25 a.m.: 21 IR
3930)

836 IAC 1-6-2 Primary instructor; medical director (Repealed)
Sec. 2(Repealed by Indiana Emergency Medical Servicesmission; filed May 15, 1998, 10:25 a.m.: 21 IR
3930)

836 IAC 1-6-3 Training institution report requirements (Repealed)
Sec. 3(Repealed by Indiana Emergency Medical Servicesniission; filed Nov 3, 1980, 3:55 pm: 3 IR 2250)

836 IAC 1-6-4 Student qualifications for basic traning (Repealed)
Sec. 4(Repealed by Indiana Emergency Medical Servicesmission; filed Nov 3, 1980, 3:55 pm: 3 IR 2250)

836 IAC 1-6-5 Requirements for basic emergency maaiil technician training (Repealed)
Sec. 5(Repealed by Indiana Emergency Medical Servicesmission; filed Nov 3, 1980, 3:55 pm: 3 IR 2250)

836 IAC 1-6-6 Basic training standards; in-servicéraining standards (Repealed)

Sec. 6(Repealed by Indiana Emergency Medical Servicesnlission; filed Jul 29, 1987, 2:25 pm: 10 IR 2722, e
Jul 1, 1987 [IC 4-22-2-36 suspends the effectiveioés: rule document for 30 days after filing wiltle secretary of
state. LSA Document #87-172(F) was filed Jul 28,7119

Rule 6.1. Emergency Medical Services Training Institution (Repéded)
(Repealed by Indiana Emergency Medical Servicesn@iesion; filed Jun 30, 2000, 4:18 p.m.: 23 IR 2759)

Rule 7. Standards and Certification Requirements for Air Ambubnce Service Providers and Air
Ambulances (Repealed)
(Repealed by Indiana Emergency Medical Servicesniiesion; filed Oct 11, 1988, 11:05 a.m.: 12 IR 381)

Rule 8. Waivers; Exceptions
836 IAC 1-8-1 Request for waiver (Repealed)
Sec. 1(Repealed by Indiana Emergency Medical Servicesniission; filed Feb 20, 2003, 8:00 a.m.: 26 IR 2372)

Rule 9. Emergency Medical Services Primary Instructor Certification(Repealed)
(Repealed by Indiana Emergency Medical Servicesn@iesion; filed Jun 30, 2000, 4:18 p.m.: 23 IR 2759)

Rule 10. First Responders (Repealed)
(Repealed by Indiana Emergency Medical Servicesnlission; filed Jun 30, 2000, 4:18 p.m.: 23 IR 2759)

Rule 11. Emergency Medical Services Nontransport Providers
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836 IAC 1-11-1 General certification provisions

Authority: IC 16-31-2-7

Affected: IC 4-33; IC 10-11-8-2; IC 16-21; IC 1653C 22-12-1-12

Sec. 1. (a) The following organizations are reqglieobtain certification as a basic life suppammansport
provider organization prior to providing first respse emergency patient care that includes deéiigh:

(1) Fire department as defined in IC 22-12-1-12.

(2) Any provider organization required to be cétifunder IC 16-31.

(b) The following organizations not included undabsection (a) are not required to obtain certificaas a basic
life support nontransport provider organizatioropto providing first response emergency patieng ¢that includes
defibrillation; however, the organizations may aptal obtain certification in accordance with theysions of this
rule:

(1) A law enforcement agency as defined in IC 168124

(2) A riverboat on which lawful gambling is authwed under IC 4-33.

(3) A hospital licensed under IC 16-21.

(4) Other organizations approved by the commiss{tmdiana Emergency Medical Services Commission; 1885
1-11-1; filed May 15, 1998, 10:25 a.m.: 21 IR 388I&d Jun 30, 2000, 4:18 p.m.: 23 IR 2728; filegr 4, 2002,
9:15 a.m.: 25 IR 2508; filed Feb 20, 2003, 8:00 a26 IR 2343; filed Jun 11, 2004, 1:30 p.m.: 273526)

836 IAC 1-11-2 Application for certification; renewal

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 16-31-3-2; IC 16-31-3-8

Sec. 2. (a) Application for basic life support mamsport provider organization certification shedl made on forms
as provided by the agency, and the applicant sbatiply with the following requirements:

(1) Applicants shall complete the required formd anbmit the forms to the agency not less thary $6@) days
prior to the requested effective date of the desté.

(2) Each vehicle with emergency medical servicaspngent required by section 4 of this rule shalhtede
available for inspection by the agency.

(3) The premises on which emergency medical sendcgransport vehicles are stored shall be opeinglur
operating hours to the agency for inspection.

(4) Each application shall include the followinddrmation:

(A) A description of the service area.

(B) Hours of operation.

(C) Number and location of emergency medical sesviehicles.

(D) Organizational structure, including names, addes, and telephone numbers of the:

(i) owner;

(ii) chief executive officer;

(iii) chief operations officer;

(iv) training officer; and

(v) medical director.

(E) Current Federal Communications Commission Beeor letter of authorization.

(F) Location of emergency medical services nongartprovider organization's records.

(G) Proof of insurance coverage for vehicles ifuieed by 836 IAC 1-3-6.

(H) Medical director approval form provided by thgency.

(I) Personnel roster form provided by the agency.

(J) A copy of the agreement with an ambulance serprovider organization as required by subseggdn

(K) Other information as required by the commission

(b) Upon approval, a certificate shall be issuedh®ycommission.

(c) The certificate:

(1) expires on the date appearing in the expiradime section of the certificate unless earlieoked or suspended
by the commission; and

(2) shall be prominently displayed at the placéusdiness.

(d) Application for emergency medical services mamgport provider organization certification renéslzall be
made not less than sixty (60) days prior to tharatipn date of the current certificate to asswmtinuity of
certification. Application for renewal shall:

(1) be made on forms as provided by the agency; and
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(2) indicate compliance with the requirements eehffor original certification.

(e) Basic life support nontransport provider orgations shall have and maintain in place an agreebeween the
nontransport provider organization and an ambulaecece provider organization certified under I&31. The
agreement shall:

(1) ensure that the nontransporting provider ogtion can be assured that patients treated shalhbsported in a
timely and safe manner; and

(2) not preclude another ambulance service provddganization, if available, from transporting thegients.

(f) Each basic life support nontransport providegamization shall notify the agency within thir30) days of any
change in the operation as outlined in the apptina{indiana Emergency Medical Services Commission; 885
1-11-2; filed May 15, 1998, 10:25 a.m.: 21 IR 388l&d Apr 4, 2002, 9:15 a.m.: 25 IR 2509; filedd=20, 2003,
8:00 a.m.: 26 IR 2344; filed Jun 11, 2004, 1:30 p 27 IR 3526; filed Jul 31, 2007, 10:01 a.m.: 20829-IR-
836060011FRA)

836 IAC 1-11-3 Emergency medical services nontransg provider organization operating procedures
Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 16-41-10

Sec. 3. Each basic life support nontransport pesvidiganization shall do the following:

(1) Provide and maintain a communication systerhrieets or exceeds the requirements set forth6n &3 1-4.
The basic life support nontransporting vehiclesrarerequired to be equipped with the Indiana HasEimergency
Radio Network frequency (155.340 MHZ) as specifie@36 IAC 1-4-2(c)(2).

(2) Follow the rigid sanitation procedures listadBB6 IAC 1-1-8.

(3) Conduct quarterly audit and review under 83€ Ix1-6.

(4) Secure a medical director. The duties and mesipdities of the medical director are as follows:

(A) Provide liaison between the local medical comiuand the emergency medical services provider
organization.

(B) Assure compliance with defibrillation trainistandards and curriculum established by the conmniss

(C) Monitor and evaluate the day-to-day medicalrapiens of the emergency medical service provider
organization.

(D) Assist in the continuing education programshef emergency medical service provider organization

(E) Provide technical assistance concerning thigetgl of automated defibrillation and other medisalues.

(F) Provide individual consultation to the emergemedical personnel affiliated with the emergenadinal
services provider organization.

(G) Participate in the audit and review of caseatrd by the emergency medical defibrillation pensb of the
emergency medical service provider organization.

(H) Assure compliance with approved medical stagsl@stablished by the commission performed by tbeiger
organization.

(I) Establish protocols for automatic defibrillaticairvay management, and medication administra®approved
by the commission.

(J) Provide liaison between the:

(i) emergency medical service provider organization

(i) emergency medical service personnel; and

(iii) hospital;

in regards to communicable disease testing undé6t&1-10.

(5) Maintain accurate records under 836 IAC 1-1-5.

(6) Employ at least one (1) certified individuaitred in the use of the automated defibrillatorly@rained
personnel shall use an automated defibrillator.

(7) Comply with rule 1 of this chaptgsic].

(Indiana Emergency Medical Services Commission;I18861-11-3; filed May 15, 1998, 10:25 a.m.; 213888;
filed Jun 30, 2000, 4:18 p.m.: 23 IR 2729; filedr Ap2002, 9:15 a.m.: 25 IR 2510; filed Jun 11, 200:30 p.m.:
27 IR 3527; filed Jul 31, 2007, 10:01 a.m.: 2007@3R-836060011FRA)

836 IAC 1-11-4 Basic life support nontransport proider organization emergency care equipment

Authority: IC 16-31-2-7
Affected: IC 16-31-3-2
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Sec. 4. Every basic life support nontransport mtevprganization shall have one (1) set of thefeihg assembled
and readily accessible emergency care equipmemtviny vehicle utilized as an emergency medicaliser
nontransport vehicle:

(1) Respiratory and resuscitation equipment as\l

(A) Portable suction apparatus, capable of a minimmacuum of three hundred (300) millimeters mercury
equipped with wide-bore tubing and both rigid anft pharyngeal suction tips.

(B) Bag-mask ventilation units, hand operated, @)aunit in each of the following sizes, each egeip with clear
face masks and oxygen reservoirs with oxygen tubing

(i) Adult.

(i) Child.

(iii) Infant.

(iv) Neonatal (mask only).

(C) Portable oxygen equipment of at least threalheoh (300) liters capacity (D size cylinder) withkg, medical
regulator, pressure gauge, and nondependent flavn@xygen delivery devices shall include high eorication
devices, one (1) each of the following:

(i) Adult.

(i) Child.

(i) Infant.

(D) Oropharyngeal airways, two (2) each of aduitld; and infant.

(E) One (1) pocket mask with one-way valve.

(F) Nasopharyngeal airways, two (2) each of thio¥ahg:

(i) Small (20-24 french).

(i) Medium (26-30 french).

(iii) Large (31 french or greater).

(G) Semiautomatic or automated external defibol@nd a minimum of two (2) sets of pads.

(2) Wound care supplies as follows:

(A) Ten (10) sterile gauze pads, three (3) inchethkee (3) inches or larger.

(B) Bandages, two (2) soft roller self-adheringayfwo (2) inches by four (4) yards minimum.

(C) Adhesive tape, two (2) rolls.

(D) Bandage shears, one (1) pair.

(3) Miscellaneous items as follows:

(A) Water soluble lubricant for airway insertion.

(B) Stethoscope, one (1).

(C) Blood pressure manometer, one (1) adult size.

(D) Diagnostic penlight or portable flashlight, ofig.

(E) Disposable gloves, two (2) pairs.

(F) A current copy of the basic life support prattsc

(4) Medications, if approved by medical directardaolely for use by individuals with a certifigatias an
emergency medical technician or higher, are aevidl

(A) Baby aspirin, eighty-one (81) milligrams each.

(B) Activated charcoal.

(C) Instant glucose.

(D) Epinephrine auto-injector or auto-injectofdndiana Emergency Medical Services Commission;|8851-11-
4; filed May 15, 1998, 10:25 a.m.: 21 IR 3890;diléun 30, 2000, 4:18 p.m.: 23 IR 2731, filed Feb 2103, 8:00
a.m.: 26 IR 2345; filed Jun 11, 2004, 1:30 p.m.iIR73529)

836 IAC 1-11-5 Penalties (Repealed)
Sec. 5(Repealed by Indiana Emergency Medical Servicesrisesion; filed Feb 20, 2003, 8:00 a.m.: 26 IR 2372)

Rule 12. Emergency Medical Technician-Basic Advanced Provider Oagizations; Requirements;
Standards

836 IAC 1-12-1 Emergency medical technician-basiadg&anced provider organizations; general requiremerg
Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 16-31-3; IC 16-41-10

Sec. 1. (a) A person shall not:
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(2) furnish;

(2) operate;

(3) maintain;

(4) advertise; or

(5) otherwise engage in providing;

emergency medical services as an emergency méeataiician-basic advanced provider organizatioessithe
person is certified by the commission as an emesgeredical technician-basic advanced provider degdion.
(b) An emergency medical technician-basic advamredider organization certification provides authoto
perform skills set forth and approved by the consimis for which certification is granted. The mediidmector may
limit the skills according to local protocols.

(c) If an emergency medical technician-basic adedmrovider organization also provides transpantadif
emergency patients, the emergency medical tecimim@aic advanced provider organization shall b&fiest as an
ambulance service provider organization under &35 1-2.

(d) The chief executive officer of an emergency ioaidechnician-basic advanced provider organiresioall
certify that the provider organization has an agret, or interdepartmental memo if hospital bageth one (1) or
more supervising hospitals for the following seedc

(1) Continuing education.

(2) Audit and review.

(3) Medical control and direction.

(4) Provision to allow the emergency medical tectami-basic advanced affiliated with the supervisergency
medical technician-basic advanced provider orgaioizao function within the appropriate hospitapdetment in
order to obtain continuing practice in their claickills. The agreement or interdepartmental mshail include a
detailed description of how such services shapfowided to the emergency medical technician-bagianced
provider organization. In those cases where mae tme (1) hospital enters into an agreement,akss® enter
into an agreement, with an emergency medical te@mbasic advanced provider organization as arsigieg
hospital, the interhospital agreement shall cledéfne the specific duties and responsibilitieeath hospital to
ensure medical and administrative accountabilitgystem operation.

(e) All ambulances used by the emergency medicahieian-basic advanced provider organization dill
certified under 836 IAC 1-3.

(f) All nontransport vehicles used for the provisiof emergency medical technician-basic advancedcss shall
meet all of the following requirements:

(1) Each nontransport vehicle shall carry the folltg assembled and readily accessible minimum eescu
equipment;

(A) Equipment for safeguarding personnel, includimg (1) fire extinguisher with an Underwriters badtory
rating of not less than a five (5) pound rating2év.4-B; C, that shall have a current inspectiotedand be mounted
so that it is readily accessible.

(B) Equipment for release from entrapment or canfient, including the following:

(i) One (1) hammer, four (4) pound, fifteen (153hrhandle (hammer weight and length are minimums).

(i) One (1) wrecking bar, twenty-four (24) inchrabination tool minimum.

(iii) One (1) self-contained portable light source.

(2) Each nontransport vehicle shall wrap, propsttye, and handle all the single-service implemerssrted into
the patient's nose or mouth. Multiuse items afgetéiept clean and sterile when indicated and phppgtred. The
vehicle shall carry the following assembled andlilgaaccessible minimum equipment:

(A) Respiratory and resuscitation equipment ao¥edl:

(i) Portable suction apparatus, capable of a minimracuum of three hundred (300) millimeters mergcury
equipped with two (2) each of the following:

(AA) wide-bore tubings;

(BB) rigid catheters;

(CC) soft pharyngeal suction tips in child sizeglan

(DD) soft pharyngeal suction tips in adult size.

(i) Bag-mask ventilation units, hand operated, heunit in each of the following sizes, each @gpaid with clear
face masks and oxygen reservoirs with oxygen tubing

(AA) Adult.

(BB) Child.

(CC) Infant.

(DD) Neonatal (mask only).
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(iii) Oropharyngeal airways, two (2) each of adahijld, and infant.

(iv) One (1) pocket mask with one-way valve.

(v) Portable oxygen equipment of at least threedhech (300) liters capacity (D size cylinder) with:
(AA) yoke;

(BB) medical regulator;

(CC) pressure gauge; and

(DD) nondependent flowmeter.

(vi) Oxygen delivery devices shall include the doling:

(AA) High concentration devices, two (2) each, adchild, and infant.

(BB) Low concentration devices, two (2) each, adult

(vii) Nasopharyngeal airways, two (2) each of thikofving with water soluble lubricant:

(AA) Small (20-24 french).

(BB) Medium (26-30 french).

(CC) Large (31 french or greater).

(viii) Bulb syringe individually packaged in additi to obstetrics kit.

(iX) Nonvisualized airway minimum of two (2) withater soluble lubricant.

(x) Portable defibrillator equipped with defibrifian pads or paddles appropriate for defibrillation
(B) Wound care supplies as follows:

(i) Airtight dressings, four (4), for open chestuwals.

(ii) Assorted bandaging supplies for the care dff &ssue injuries.

(C) Patient stabilization equipment as follows:

(i) Upper and lower extremity splinting devicespt(2) each.

(ii) Rigid extrication collar, two (2) each capalsiethe following sizes:

(AA) Pediatric.

(BB) Small.

(CC) Medium.

(DD) Large.

(D) Personal protection/universal precautions emeipt, minimum of one (1) each, including the follogt
(i) Gowns.

(i) Face masks and shields.

(iii) Gloves.

(iv) Biohazard bags.

(v) Antimicrobial hand cleaner.

(E) Miscellaneous items as follows:

(i) Obstetrical kit, sterile, one (1).

(ii) Blood pressure manometer, one (1) each irfdhewing cuff sizes:

(AA) Large adult.

(BB) Adult.

(CC) Pediatric.

(iii) Stethoscopes, one (1) each in the followiiges:

(AA) Adult.

(BB) Pediatric.

(iv) Sharps collector, one (1) being a minimum @fen (7) inches in height.

(v) Intravenous fluids and administration supphggproved by the medical director.

(vi) Medication as approved by the medical direditoited to the following:

(AA) Baby aspirin, eighty-one (81) milligrams each.

(BB) Activated charcoal.

(CQ) Instant glucose.

(DD) Epinephrine auto-injector or auto-injectors.

(3) A current copy of protocols shall be maintaimedboard the nontransport vehicle at all times.
(4) A copy of the medication list, including qudis and concentrations approved by the medicattiir.
(9) An emergency medical technician-basic advampredider organization shall have a medical direcitre duties
and responsibilities of the medical director aréofisws:

(1) Provide liaison between the local medical comityuand the emergency medical service provideaoization.
(2) Assure that appropriate intravenous solutioppsies, and equipment are available to the emesgeredical
technician basic advanced provider organization.

243



(3) Monitor and evaluate the day-to-day medicalrapiens of the provider organization.

(4) Assist the supervising hospital in the coortoraof in-service training programs.

(5) Assure continued competence of emergency miggicihanician-basic advanced affiliated with, or éoyed by,
the emergency medical technician-basic advancedd®oorganization.

(6) Participate in the quarterly audit and revidwases treated by emergency medical techniciaie-bdganced of
the provider organization.

(7) Establish protocols for emergency medical téghn-basic advanced.

(8) Establish and publish a list of intravenousdifuand administration supplies, including minimguoantities to be
carried on the vehicle.

(9) Provide liaison between the:

(A) emergency medical service provider organization

(B) emergency medical service personnel; and

(C) hospital; in regards to communicable diseastnig under IC 16-41-10.

(10) Provide individual consultation to the emermgemedical personnel affiliated with the ambulaseevice
provider organization.

(h) Each emergency medical technician-basic advhpoavider organization shall notify the agencyiriting
within thirty (30) days of any changes in the opieraas outlined in the application for which céctition was
granted.

(i) When services administered by an emergency ecaétichnician-basic advanced at the scene of cideatt or
illness are continued en route to an emergenclitig@s a minimum, the patient compartment of@ingbulance
shall be staffed by not fewer than one (1) perswitifed as:

(1) an emergency medical technician-basic advanced;

(2) an emergency medical technician-intermediate; o

(3) a paramedic.

() Provide for a periodic maintenance programgsuse that:

(1) all emergency medical service vehicles, inalgdequipment, are maintained in good working coowliat all
times; and

(2) equipment, medication, and supplies have no¢eded the manufacturer's specified expiration date

(k) Each emergency medical technician-basic adwhpeevider organization shall show proof of inswran
coverage as required by 836 IAC 1-3-6.

(I) The emergency medical technician-basic advampecedider organization shall maintain a communimagi
system established under 836 IAC 1-4.

(m) Each nontransport vehicle used for the purpdgeoviding emergency medical technician-basicaambed
services when dispatched for the purpose of anganey medical run shall be staffed, as a minimunra bertified
emergency medical technician basic advanflediana Emergency Medical Services Commission;|8851-12-1;
filed Jun 11, 2004, 1:30 p.m.: 27 IR 3530; filed 31, 2007, 10:01 a.m.: 20070829-IR-836060011FRA)

836 IAC 1-12-2 Application for provisional certification

Authority: IC 16-31-2-7

Affected: IC 4-21.5; IC 16-31-3-8; IC 16-31-3-20

Sec. 2. (a) An applicant may apply for and obtaowvisional certification as an emergency medicehtécian-basic
advanced provider organization for the purposerefipspital training of emergency medical technidiasic
advanced students when in the presence of a poeaggtroved by the commission in accordance withgéction.
(b) A provisional certification may only be issueda certified ambulance service provider orgarizrat

(c) The applicant shall submit a fully completegblégation for provisional certification on formsquided by the
agency.

(d) The provisional certification may only be isduater the applicant has demonstrated to thefaetiisn of the
director that the ambulance to be used for suchingis certified and meets the requirements i dnticle.

(e) The provisional certification expires no latiean the earlier of the following dates:

(1) Sixty (60) days after the completion date & #mergency medical technician-basic advanced e@arsipletion
as identified on the approved course application.

(2) Six (6) months from the starting date of therse contained on the approved course application.

(f) The issuance of an emergency medical techniba@sic advanced provider organization certificatioralidates
any provisional certification(lndiana Emergency Medical Services Commission;|8851-12-2; filed Jun 11,
2004, 1:30 p.m.: 27 IR 3532)
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836 IAC 1-12-3 Application for certification

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t.5; IC 16-31-3-20

Affected: IC 16-31-3-8; IC 16-31-3-20

Sec. 3. (a) Application for certification as an egency medical technician-basic advanced providgamization
shall be made on forms provided by the agency hall imclude the following:

(1) Each application shall include the followinddrmation:

(A) A description of the service area.

(B) Hours of operation.

(C) Number and location of ambulances and nont@msghicles.

(D) Organizational structure, including name, addr@and phone number for the:

(i) owner;

(ii) chief executive officer;

(iii) chief operations officer;

(iv) training officer; and

(v) medical director.

(E) Current Federal Communications Commission Beeor letter of authorization.

(F) Location of provider organization's records.

(G) Proof of insurance coverage for ambulancesramdransport vehicles as required by 836 IAC 1-3-6.

(H) Staffing pattern of personnel.

(I) Base of operations.

(J) Roster of all affiliated personnel, sighed hg tnedical director and the chief executive officecluding
certification numbers.

(K) Other information as required by the commission

(2) Plans and methodologies to ensure that theetlgpersonnel are provided with supervised contgaiducation
to maintain proficiency. Continuing education islanthe direct supervision of the emergency medéainician-
basic advanced provider organization medical direct medical director designee as described inl8861-1-
6(4)(C).

(3) A listing of intravenous fluids and administoat sets, including quantities to be carried onrdaach vehicle as
approved by the medical director.

(b) Emergency medical technician-basic advancedigheo organizations that do not also provide trantgiion of
emergency patients shall submit a copy of a cugregement between the nontransporting emergendicate
technician-basic advanced provider organizationaodrtified ambulance service provider organizatithe
agreement shall:

(1) provide that the nontransporting emergency nadechnician-basic advanced provider organizaagsures
that patients treated shall be transported in aljirand safe manner; The agreement gkl

(2) not preclude another ambulance service provadgainization, if available, from transporting thegients.

(c) Upon approval, an emergency medical technib@sie advanced provider organization shall be sue
certification.

(d) The certificate:

(1) expires on the date appearing in the expiradite section of the certificate; and

(2) shall be prominently displayed at the placéudiness.

(e) Application for emergency medical techniciasibaadvanced provider organization certificationenwal shall
be made not less than sixty (60) days prior teettggration date of the current certification. Amaliion for renewal
will:

(1) be made on forms provided by the agency; and

(2) show evidence of compliance with the requiretmas set forth for original certification.

(Indiana Emergency Medical Services Commission;I18861-12-3; filed Jun 11, 2004, 1:30 p.m.: 27 I1833;
filed Jul 31, 2007, 10:01 a.m.: 20070829-IR-8360BIIERA)

836 IAC 1-12-4 Emergency medical technician-basiadg&anced provider organization; operating procedures
Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 16-31-3

Sec. 4. (a) Each emergency medical technician-laalsianced provider organization shall do the foifamw

(1) Comply with the emergency medical service pleviorganization operating procedures of 836 IAGa.-

(2) Establish daily equipment checklist proceduoesnsure the following:

(A) Mechanical and electronic equipment is in progegerating condition.
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(B) Emergency response vehicles are maintainedsafe@operating condition at all times.

(C) Intravenous fluids and administration setsaas&ilable and functional.

(D) Equipment, medication, fluid, and supplies dd eéxceed the manufacturer's specified expiratate.d

(b) A copy of the protocols and list of intravendlusds and administration supplies shall be maired by the
emergency medical technician-basic advanced providmnization. Any changes to the protocols ] or list
of intravenous fluids or administration suppliealsbe provided in writing to the agency withinrtiyi (30) days.
(c) The following requirements apply to the usegbipment and supplies by emergency medical teigmitasic
advanced:

(1) Emergency medical technician-basic advanceg@igibited from having in their possession, ormtained on
board emergency response vehicles, any equipmesipplies that have not been approved by the emeyge
medical technician basic advanced provider orgdioizanedical director.

(2) Accountability for:

(A) distribution;

(B) storage;

(C) ownership; and

(D) security;

of equipment and supplies shall be in accordante tive requirements established by the issuingrphey and
medical director.

(d) Each emergency medical technician-basic advhpoavider organization shall do the following:

(1) Follow sanitation procedures established in B85 1-1-8.

(2) Ensure that all ambulances used for the pronisf emergency medical technician-basic advanoathin the
rescue equipment required in 836 IAC 1-3-4, thergewcy care equipment required in 836 IAC 1-3-%] tie
communication equipment required in 836 IAC 1-4r2addition, the emergency medical services vebiaked for
the provision of emergency medical technician-badicanced shall also carry the following items:

(A) One (1) portable ECG monitor/defibrillator wittefibrillation pads or paddles, which may be teéltillator
listed in 836 IAC 1-3-5(1)(L).

(B) Intravenous fluids and administration supphssapproved by the medical director.

(C) A current copy of emergency medical technidiasic advanced protocols shall be maintained ordbtba
emergency medical services vehicle at all times.

(D) A copy of the list of intravenous fluids andmaidistration sets, including quantities as approlvedhe medical
director.

(e) An emergency medical technician-basic advapcedider organization and any affiliated emergemsdical
technician basic advanced possessing approvattf@venous line placement from the medical direatay
transport and treat a patient or patients fromatheare facility as follows if:

(1) The only procedure that has been previoustiabed for the patient is an intravenous line ne$ administering
prepackaged solutions of dextrose or electroljytas¢ontain one (1) or more of the following addis and no
others:

(A) Vitamins.

(B) Sodium chloride, excluding saline solutiongitess of nine-tenths percent (0.9%) concentration.

(C) Potassium chloride (forty (40) milliequivalguer liter maximum).

(D) Cortisone.

(E) Antibiotics.

(2) The ambulance contains sufficient quantitiethefintravenous supplies and solutions receivethéyatient in
order to:

(A) maintain the patient's established medicalrirgation; and tdsic]

(B) manage patient complications that may be reasigranticipated to occur en route to the patietg'stination.
(H An emergency medical technician-basic advamedider organization shall not do the following:

(1) Operate an ambulance or other emergency meskcake vehicle unless it is in full compliancdtwihis article.
(2) Transport any emergency patient in any velagigept a certified ambulance.

(Indiana Emergency Medical Services Commission;18851-12-4; filed Jun 11, 2004, 1:30 p.m.: 27 1533;
filed Jul 31, 2007, 10:01 a.m.: 20070829-1R-8360BIIERA)

ARTICLE 2. ADVANCED LIFE SUPPORT

Rule 1. Definitions
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836 IAC 2-1-1 Definitions

Authority: IC 16-31-2-7

Affected: IC 16-31-3

Sec. 1. The definitions in 836 IAC 1-1-1 apply tigbout this article(indiana Emergency Medical Services
Commission; Advanced Life Support Preliminary;dil@ec 15, 1977: Rules and Regs. 1978, p. 248; filed 3,
1980, 3:55 p.m.: 3 IR 2214; filed Oct 13, 1981,0Ma.m.: 4 IR 2433; errata, 5 IR 400; filed Dec 1885, 9:13
a.m.: 9 IR 1061; filed May 15, 1998, 10:25 a.m.:IR13891; filed Jun 30, 2000, 4:18 p.m.: 23 IR 2/d2d Feb
20, 2003, 8:00 a.m.: 26 IR 2345; filed Jun 11, 20D&0 p.m.: 27

IR 3534)

Rule 2. Requirements and Standards for Paramedic Organizations

836 IAC 2-2-1 General requirements for paramedic povider organizations

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 16-31-3; IC 16-41-10

Sec. 1. (a) A person shall not:

(1) furnish;

(2) operate;

(3) maintain;

(4) advertise; or

(5) otherwise engage in providing;

emergency medical services as a paramedic progidanization unless the person is certified byciiamission
as a paramedic provider organization.

(b) If the paramedic provider organization alsoviles transportation of emergency patients, tharmpadic
provider organization shall be certified as an alahece service provider organization in accordanitk the
requirements specified in 836 IAC 1. The paramediatransport provider organizations shall meet the
requirements specified in 836 IAC 1-1-5 through 836 1-1-8.

(c) The paramedic provider organization shall eashe following:

(1) Ambulances used are certified and meet theirements specified in 836 IAC 1-3.

(2) All nontransport emergency medical servicesaleh used for the provision of advanced life suppeeet all of
the requirements in 836 IAC 2-14.

(d) The chief executive officer of each paramedimvpler organization shall certify that the provideganization
has an agreement, or interdepartmental memo ifitabgmsed, with one (1) or more supervising hadpithat agree
[sic] agrees to provide the following services:

(1) Continuing education.

(2) Audit and review.

(3) Medical control and direction.

(4) Provision to allow the paramedics affiliatediwthe supervised paramedic provider organizatidiaction
within the appropriate hospital department in ottdenbtain continuing practice, remediation, andticwing
education in their clinical skills.

The agreement or interdepartmental memo shall decludetailed description of how such serviced bkal
provided to the paramedic provider organizatiorthivzse cases where more than one (1) hospitalseénteran
agreement, or seeks to enter into an agreemehtavwitiramedic provider organization as a supexyisospital, the
interhospital agreement shall clearly define thectfit duties and responsibilities of each hospitadnsure medical
and administrative accountability of system operati

(e) The paramedic provider organization shall heweedical director provided by the paramedic prewid
organization or jointly with the supervising hospitThe medical director is responsible for prorglcompetent
medical direction as established by the medicatrobnommittee. Upon establishment of a medicaltcdpolicy,
the paramedic provider organization medical dineatwl the chief executive officer have the dutenact the
policy within the paramedic provider organizatiardaccordingly enforce the policy. The duties and
responsibilities of the medical director includat kre not limited to, the following:

(1) Provide liaison with physicians and the meda@hmunity.

(2) Assure that the:

(A) drugs;

(B) medications;

(C) supplies; and
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(D) equipment;

are available to the paramedic provider organinatio

(3) Monitor and evaluate day-to-day medical operatiof paramedic provider organizations.

(4) Assist the supervising hospital in the provisamd coordination of continuing education.

(5) Provide individual consultation to paramedics.

(6) Participate in at least quarterly audit andeevof cases treated by paramedics of the proadganization.
(7) Attest to the competency of paramedics affilibtvith the paramedic provider organization to genf skills
required of a paramedic under 836 IAC 4-9-5.

(8) Establish protocols for basic and advancedslifieport in cooperation with the medical contraheaittee of the
supervising hospital.

(9) Establish and publish a list of medications)uding minimum quantities and dosages to be chwiethe
emergency medical services vehicle.

(10) Provide liaison between the:

(A) emergency medical service provider organizattbe[sic]

(B) emergency medical service personnel; anddicg

(C) hospital,

in regards to communicable disease testing undé6t&1-10.

(f) The paramedic provider organization shall maimta communications system that shall be availataty-four
(24) hours a day between the paramedic provideanizgtion and the emergency department, or equit;adé the
supervising hospital using UHF (ultrahigh frequenaiycellular voice communications. The communimagi
system shall be licensed by the Federal CommunitatCommission.

(g) Each paramedic provider organization shalltgofollowing:

(1) Maintain an adequate number of trained perdcammd emergency response vehicles to provide cotis,
twenty-four (24) hour advanced life support sersice

(2) Notify the commission in writing within thirt§80) days of assigning any individual to perforra thuties and
responsibilities required of a paramedic. Thisfiwtion shall be signed by the provider organmatnd medical
director of the provider organization.

(h) A paramedic ambulance service provider orgaimzanust be able to provide a paramedic leveloasp. For
the purpose of this subsection, "paramedic respamssists of the following:

(1) A paramedic.

(2) An emergency medical technician or higher.

(3) An ambulance in compliance with the requirerseritsection 3(e) of this rule.

(4) During transport of the patient, the followiage the minimum staffing requirements:

(A) If paramedic level advanced life support treatintechniques have been initiated or are needed:

(i) the ambulance must be staffed by at least arpadic and an emergency medical technician; and

(ii) a paramedic shall be in the patient compartmen

(B) If an emergency medical technician-intermediatel advanced life support treatment techniqua&tbeen
initiated or are needed:

(i) the ambulance must be staffed by at least aeargemcy medical technician-intermediate and an gemay
medical technician; and

(i) an emergency medical technician-intermedidi@ide in the patient compartment.

(C) If advanced life support treatment techniquagehnot been initiated and are not needed:

(i) the ambulance must be staffed by at least agrgemcy medical technician; and

(i) an emergency medical technician shall be aghtient compartment.

(i) For a paramedic provider organization, wheradwanced life support nontransport vehicle is digdped for a
paramedic response, it shall, at a minimum, bdestdfy a paramedic.

(i) The paramedic provider organization shall de fibllowing:

(1) Notify the agency in writing within thirty (3@ays of any changes in the operation as statdwiapplication.
(2) With medical director and chief executive offi@pproval, allow a student or graduate of anamaiapproved
paramedic course to perform advanced life suppuituthe direction of a preceptor. This personl &fehctively
pursuing certification as an Indiana certified paedic. This provision shall be limited from one {&gar from date
of course completion as indicated on course report.

(3) Show proof of insurance coverage as require83gyIAC 1-3-6. (Indiana Emergency Medical Services
Commission; Advanced Life Support Rule I, A; flad 21, 1977, 11:30 a.m.: Rules and Regs. 1973)@.filed
Dec 15, 1977: Rules and Regs. 1978, p. 250; filed 3y 1980, 3:55 p.m.: 3 IR 2216; filed Oct 13, 1980:05
a.m.: 4 IR 2434; errata, 5 IR 400; filed Dec 2, 392:43 p.m.: 7 IR 364; errata, 7 IR 1254; filed ©&3, 1985,
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9:13 a.m.: 9 IR 1062; filed Aug 18, 1986, 1:00 p.1. IR 41; filed Oct 11, 1988, 11:05 a.m.: 12 1883filed May
15, 1998, 10:25 a.m.: 21 IR 3892; filed Jun 30,0018 p.m.: 23 IR 2733; filed Apr 4, 2002, 9:1Ha 25 IR
2512; filed Feb 20, 2003, 8:00 a.m.: 26 IR 2348a@, 26 IR 2624; filed Jun 11, 2004, 1:30 p.m.:IR73535; filed
Jul 31, 2007, 10:01 a.m.: 20070829-IR-836060011FRA)

836 IAC 2-2-2 Application for certification; renewal

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 16-31-3

Sec. 2. (a) Application for certification as a paedlic provider organization shall be made on fopnawided by the
agency and shall comply with the following:

(1) Applicants shall complete the required formd anbmit the forms to the agency not less thary $6@) days
prior to the requested effective date of the deste.

(2) Each application shall include a narrative swamnof plans for providing advanced life suppornvies,
including the following:

(A) Defined primary area of response, includingglii@n of advanced life support response vehicles.

(B) A roster of all affiliated personnel, signed g medical director and the chief executive effiéncluding
certification numbers.

(C) The staffing pattern of personnel.

(D) Base of operations.

(E) Organizational structure, including name, addrand phone numbers for the:

(i) owner;

(ii) chief executive officer;

(iii) chief operations officer;

(iv) training officer; and

(v) medical director.

(F) Location of paramedic provider organizationsorels.

(G) Proof of insurance coverage for emergency natdiervice vehicles if required by 836 IAC 1-3-6.

(H) Plans and methodologies to ensure that theddapersonnel are provided with supervised comineducation
to maintain proficiency. Continuing education islanthe direct supervision of the paramedic pravidganization
medical director with the cooperation of the supsng hospital.

() A listing of medications and special onboarf@ Bupport equipment to be carried on board eabltieeas
approved by the medical director.

(J) All scheduled medications shall be stored linciked container within a locked compartment. Matlans
storage shall be approved in writing by medicagctior or issuing pharmacy.

(K) Letter of approval from the supervising hosp#t@ting:

(i) acceptance of the paramedics;

(ii) compatibility of the UHF communications withé paramedic provider organization's vehicles; and

(iii) agreement to fulfill the responsibilities tife supervising hospital.

(L) Copy of agreement or interdpartmerfsct, interdepartmentallnemo as required in section 1(d) of this rule.
(M) Other information as required by the agency.

(b) Paramedic provider organizations that do I8 provide transportation of emergency patientdl submit and
maintain a copy of a current agreement betweendhé&ansporting paramedic provider organization amd
ambulance service provider organization certifiadar IC 16-31. The agreement shall:

(1) ensure that the nontransporting paramedic gesvdrganization can be assured that patientsetiesdtall be
transported in a timely and safe manner; and

(2) not preclude another ambulance service provadgainization, if available, from transporting theients.

(c) Upon approval, a paramedic provider organizaesiball be issued certification for the provisidradvanced life
support.

(d) The certificate:

(1) expires on the date appearing in the expiradite section of the certificate; and

(2) shall be prominently displayed at the placéudiness.

(e) Application for paramedic provider organizatiertification renewal should be made not less #izty (60)
days prior to the expiration date of the curremtifieation. Application for renewal shall:

(1) be made on forms provided by the agency; aat [ic]

(2) show evidence of compliance with the requiretsi@s set forth for original certificatiorfindiana Emergency
Medical Services Commission; Advanced Life Suppole I, B; filed Jan 21, 1977, 11:30 a.m.: Ruled &®egs.
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1978, p. 202; filed Nov 3, 1980, 3:55 p.m.: 3 IR&2errata, 4 IR 531; filed Oct 13, 1981, 10:05 a.hIR 2436;
filed Dec 2, 1983, 2:43 p.m.: 7 IR 366; errata,R 1254; filed Dec 13, 1985, 9:13 a.m.: 9 IR 106iépgfMay 15,
1998, 10:25 a.m.: 21 IR 3895; filed Jun 30, 200Q840.m.: 23 IR 2735; filed Jun 11, 2004, 1:30 p.27. IR 3537;
filed Jul 31, 2007, 10:01 a.m.: 20070829-IR-8360BIIERA)

836 IAC 2-2-3 Paramedic provider organization operting procedures

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 16-31-3

Sec. 3. (a) Each paramedic ambulance service mowigianization shall comply with the ambulanceiser
provider organization operating procedures of 886 L-2-3. The paramedic nontransport provider oizgion
shall comply with the operating procedures liste@36 IAC 1-1-8.

(b) Each paramedic provider organization shallldista daily equipment checklist procedures to emshe
following:

(1) Electronic and mechanical equipment are in eragperating condition.

(2) Emergency response vehicles are maintainegafeaoperating condition at all times.

(3) All required medications and intravenous fluégggroved by the medical director of the parampdiwider
organization and the supervising hospital are ardball nontransport emergency medical servicegieshand
ambulances when used for the provision of advafifeedupport and available to the paramedic.

(4) Equipment, medication, fluid, and supplies haweexceeded the manufacturer's specified expiratate.

(c) A copy of the medication list and protocolsrsd by the medical director shall be maintainedhieyparamedic
provider organization and the supervising hosgitakrgency department. Any changes to the medicalistrshall
be forwarded to the agency within thirty (30) days.

(d) All medications and advanced life support sigsphre to be supplied by order of the medicalctire
Accountability for:

(1) distribution;

(2) storage;

(3) ownership; and

(4) security;

of medications is subject to applicable requirermastdetermined by the medical director, pharmaeast the
United States Department of Justice Drug Enforceérdministration.

(e) The paramedic provider organization shall emsiiat all ambulances used for the provision obaded life
support contain the emergency care equipment redjuir836 IAC 1-3-5, the rescue equipment requinegB6 1AC
1-3-4, and communication equipment required in B8®6 1-4-2. The advanced life support emergency ceddi
services vehicles shall also carry the followingipment:

(1) Portable defibrillator with self-contained cea monitor and ECG strip writer and equipped wddfibrillation
pads or paddles appropriate for both adult andapeciidefibrillation. This may be the defibrillatbsted in 836 IAC
1-3-5(1)(L).

(2) Endotracheal intubation devices, includingftiewing:

(A) Laryngoscope with extra batteries and bulbs.

(B) Laryngoscope blades (adult and pediatric, atirased straight).

(C) Disposable endotracheal tubes, a minimum of(®yeach, sterile packaged, in sizes 3, 4,5, 8, @nd 9
millimeters inside diameter.

(3) Intravenous fluids, medication, and administrasupplies approved by the medical director.

(4) A current copy of advanced life support proleahall be maintained on board the emergency raksé@vices
vehicle at all times.

(5) A copy of the medication list, including qudies and concentrations approved by the medicattbr.

() The paramedic provider organization shall de fbllowing:

(1) Ensure that all nontransport emergency medgiealices vehicles used for the provision of advdrite support
meet all of the requirements in 836 IAC 2-14.

(2) Follow the rigid sanitation procedures listadBB6 IAC 1-1-8.

(9) All scheduled medications shall be stored iocked container within a locked compartment. Matans
storage shall be approved in writing by medica¢dlior or issuing pharmacy.

(h) A paramedic provider organization shall nottlde operatingsic, following]:

(1) Operate an ambulance or other emergency meskcake vehicle unless it is in full compliancetwihis article.
(2) Transport any emergency patient or patientivewe advanced life support in any vehicle excapaabulance
certified under IC 16-31.
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(i) Provisions for temporary vehicle certificatiane addressed in 836 IAC 1-2-3 and 836 IAC 2-14:2(e

()) Paramedics are prohibited from having in thmissession, or maintained on board emergency respahicles,
any advanced life support equipment or suppliestthae not been approved by the paramedic provider
organization medical director.

(k) A paramedic provider organization is considei@te providing specialty care transport whenlével of
service or procedures required:

(1) exceed the procedures identified in the Indiga@medic curriculum;

(2) are those in which the paramedic has receidditianal medical director approved training; and

(3) have been approved by the organization medicattor. (Indiana Emergency Medical Services Commission;
Advanced Life Support Rule I, C; filed Jan 21, 1971730 a.m.: Rules and Regs. 1978, p. 204; filed 3, 1980,
3:55 p.m.: 3 IR 2219; filed Oct 13, 1981, 10:05 a4nIR 2437; errata, 5 IR 400; filed Dec 2, 192343 p.m.: 7 IR
367; errata, 7 IR 1254; filed Dec 13, 1985, 9:181a.9 IR 1065; filed Aug 18, 1986, 1:00 p.m.: 104®R filed Oct
11, 1988, 11:05 a.m.: 12 IR 360; filed May 15, 1988:25 a.m.: 21 IR 3896; filed Jun 30, 2000, 4pl8.: 23 IR
2736; filed Jun 11, 2004, 1:30 p.m.: 27 IR 353kdiJul 31, 2007, 10:01 a.m.: 20070829-IR-83606FIRA)

836 IAC 2-2-4 Application for provisional certification

Authority: IC 16-31-2-7

Affected: IC 4-21.5; IC 16-31-3-8; IC 16-31-3-20

Sec. 4. (a) An applicant may apply for and obtabwsional certification as a paramedic providegaization for
the purpose of prehospital training of paramedideshts when in the presence of a preceptor appioyée
commission in accordance with this section.

(b) A provisional certification may only be issueda certified ambulance service provider orgarizrat

(c) The applicant shall submit a fully completeglégation for provisional certification on formsquided by the
agency.

(d) The provisional certification may only be isduater the applicant has demonstrated to thefaetiisn of the
director that the ambulance to be used for suchingis certified and meets the requirements i dnticle.

(e) The provisional certification may only be isdukthe ambulance service provider organizatios &ad shall
maintain an adequate number of paramedic studenatseptors, and ambulances to provide continuoastfour
(24) hour advanced life support service.

(f) The provisional certification expires no lathan the earlier of the following dates:

(1) Sixty (60) days after the completion date & paramedic course completion as identified orafiproved
course application.

(2) Twenty-four (24) months from the starting daté¢he course contained on the approved coursecagiph.

(g) The issuance of a paramedic provider orgamimatertification invalidates any provisional cedittion.
(Indiana Emergency Medical Services Commission;18862-2-4; filed Jun 11, 2004, 1:30 p.m.; 27 IRIB%

Rule 3. Requirements and Standards for Emergency Paramedic Traing (Repealed)
(Repealed by Indiana Emergency Medical Servicesniission; filed May 15, 1998, 10:25 a.m.: 21 IR 3930

Rule 3.1. Paramedic Training (Repealed)
(Repealed by Indiana Emergency Medical Servicesn@iesion; filed Jun 30, 2000, 4:18 p.m.: 23 IR 2759)

Rule 4. Requirements and Standards for Supervising Hospital(Repealed)
(Repealed by Indiana Emergency Medical Servicesniission; filed May 15, 1998, 10:25 a.m.: 21 IR 3930

Rule 4.1. Supervising Hospitals

836 IAC 2-4.1-1 Certification as a supervising hostal; renewal

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 16-31-3-14

Sec. 1. (a) All hospitals supervising, or seekmgupervise, an emergency medical services prowvidgmization at
the following levels shall be certified by the coimsion:

(1) Paramedic.

(2) Emergency medical technician-intermediate.

(3) Emergency medical technician-basic advanced.
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(b) Application for certification shall be submittéo the commission not less than sixty (60) dajar ppo the date
for which approval is requested and made on formasiged by the agency. The application shall ineltite
following:

(1) A description of the communication system,tised per FCC rules and regulation, that is avalabénty-four
(24) hours a day, and any other means of commuaitatvith emergency medical service provider orgatidns
certified emergency medical technician-basic adgdnemergency medical technician-intermediate aoamedic
vehicles with a copy of the current FCC licensadcited.

(2) A description of procedures to supervise vicg@ommunication the procedures performed by:

(A) emergency medical technician-basic advanced,;

(B) emergency medical technician-intermediate; or

(C) paramedic; personnel.

(3) A list of hospital staff positions approvedgioe orders for on-line medical control.

(4) A description of the procedures for audit aediew of cases transported by:

(A) emergency medical technician-basic advanced;

(B) emergency medical technician-intermediate; or

(C) paramedic; provider organizations, including thembership of the medical control committee.

(5) A written approval from the administrative amédical staff to supervise the procedures perforimette:

(A) emergency medical technician-basic advanced,;

(B) emergency medical technician-intermediate; or

(C) paramedic; personnel.

(6) Certification by the chief executive officemtithe hospital has contractual agreements, adiepartmental
memos if hospital based, with emergency medicirietan-basic advanced, emergency medical techmicia
intermediate, or paramedic provider organizatiohsngby the administrative and medical staff haveed)to
provide the following:

(A) Continuing education.

(B) Audit and review.

(C) Medical control and direction.

(D) Liaison and direction for supply of:

(i) medications;

(i) fluids; and

(i) other medical items.

(E) Procedures to allow emergency medical techmibisic advanced, emergency medical techniciamradiate,
or paramedic personnel to function within the appiate hospital department to maintain continuidgaation for
the:

(i) emergency medical technician-basic advanced;

(i) emergency medical technician-intermediate; or

(iii) paramedic;

personnel skills as defined in 836 IAC 4, includangst of hospital departments involved and sugery
personnel.

(c) Commission certification as a supervising htzsic] the date appearing in the expiration date sectidheo
certificate.

(d) Application for the renewal shall be made omfs provided by the agency. The application shatiutnent
compliance with this rulglndiana Emergency Medical Services Commission;|3852-4.1-1; filed May 15, 1998,
10:25 a.m.: 21 IR 3898; filed Jun 11, 2004, 1:3p.27 IR 3540; filed Jul 31, 2007, 10:01 a.m.: 20829-IR-
836060011FRA)

836 IAC 2-4.1-2 General requirements

Authority: IC 16-31-2-7

Affected: IC 16-31-3

Sec. 2. Hospitals seeking commission certificasiball meet the following minimum requirements:

(1) Have an emergency department open and stajfacpbysician twenty-four (24) hours a day.

(2) The hospital's administration shall have apptba written agreement, or interdepartmental mémpmiider
organization is hospital-based, with one (1) orenemergency medical services provider organizatiasusfurnish
advanced life support or emergency medical technibiasic advanced services. The agreement or
interdepartmental memo shall include a detailedrijgtion whereby the hospital agrees to provideftiewing
services to the certified emergency medical sempiogider organization:
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(A) Continuing education to include the following:

(i) Frequency of training.

(ii) Length of training.

(i) Attendance policies.

(iv) Policy on acceptance of training obtained @éf supervising hospital.

(B) Audit and review to include items listed in siNdsion (5).

(C) Medical control and direction to include thddaing:

(i) Procedure to assure medical control availabkgldimes.

(i) How hospital personnel are trained on provideganization protocols.

(D) Provision and supervision of arrangements dflatv the emergency medical services clinical pensd
affiliated with the supervised emergency medicalise provider organization to function within appriate
hospital departments in order to obtain contingdgcation and remediation in their clinical skills.

(3) Provide and maintain a voice communicationeysbetween the emergency medical service provider
organization response personnel and the hosgtaksgency department. The communication systerhisbhlde
the following:

(A) A system capable to provide UHF (ultrahigh fnegcy) communications.

(B) A system capable to communicate on the frequend55.340 MHz to operate on the Indiana Hospital
Emergency Radio Network.

The communications system shall be licensed by#tral Communications Commission. If the methodldF
communication is wireless, the hospital shall maima dedicated telephone number with answeringtpdn the
emergency department directly accessible to emeygéepartment personnel.

(4) The hospital shall provide a physician or pbigsi designate who is at all times immediately laéé to
supervise the medical procedures performed byriegency medical service provider organizationtsaal
personnel via the voice communication system.

(5) The hospital shall establish a process foatdit and review of medical procedure performedhayclinical
personnel of the emergency medical service provadganization. Audit and review shall be conduaetkbast
quarterly. Requirements for audit and review ar@obsws:

(A) The audit shall ensure an appropriate levalarfipliance with medical protocols and appropriateel of skill in
the performance of medical techniques by thoseopeis.

(B) The results of the audit shall be reviewed wfith emergency medical service personnel.

(C) Documentation for the audit shall include thédwing:

(i) The criteria used to select audited runs.

(ii) Problem identification and resolution.

(iii) Date of review.

(iv) Attendance at the review.

(v) A summary of the discussion at the review.

(D) The audit and review shall be conducted bymieelical control committee as defined in subdivigi@n

(6) The supervising hospital shall review and apprihe inservice of the certified paramedics afdd with the
emergency medical services provider organization.

(7) Send annually during the last quarter of eatar@ar year a roster of clinical personnel whate advanced
life support affiliation is with the supervising $mital and personnel affiliated with the emergemadical service
provider organizations supervised by the hospital.

(8) The supervising hospital shall report in wigtiany changes, including affiliated clinical penseh within thirty
(30) days.

(9) The supervising hospital shall establish a weddiontrol committee for audit and review of medlisrocedures
perform by the advanced life support personnelestdblish policies for medical direction and cohtfde
membership of the medical control committee shmalluide the following:

(A) Medical director of provider organization.

(B) One (1) or more emergency department superyisersonnel.

(C) One (1) or more provider organization supemyjigzersonnel.

(D) EMS educator.

(E) One (1) or more advanced life support personfappropriate level from provider organization.

(Indiana Emergency Medical Services Commission;18852-4.1-2; filed May 15, 1998, 10:25 a.m.: 213899;
filed Jun 30, 2000, 4:18 p.m.: 23 IR 2737; filedr Ap2002, 9:15 a.m.: 25 IR 2514; filed Jun 11, 200:30 p.m.:
27 IR 3541)
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Rule 5. Requirements and Standards for Sponsoring Hospita{RRepealed)
(Repealed by Indiana Emergency Medical Servicesniission; filed May 15, 1998, 10:25 a.m.: 21 IR 3930

Rule 6. Certification of Emergency Paramedics

836 IAC 2-6-1 General certification (Repealed)
Sec. 1(Repealed by Indiana Emergency Medical Servicesnlission; filed Jun 30, 2000, 4:18 p.m.: 23 IR 2759)

836 IAC 2-6-2 Application for certification; renewal (Repealed)
Sec. 2(Repealed by Indiana Emergency Medical Servicesniission; filed Jun 30, 2000, 4:18 p.m.: 23 IR 2759)

836 IAC 2-6-3 Continuing education requirements (Regealed)

Sec. 3(Repealed by Indiana Emergency Medical Servicesmission; filed Jun 30, 2000, 4:18 p.m.: 23 IR 2759)
836 IAC 2-6-4 Continuing education reporting requirements (Repealed)

Sec. 4(Repealed by Indiana Emergency Medical Servicesmission; filed May 15, 1998, 10:25 a.m.: 21 IR
3930)

836 IAC 2-6-5 Paramedic certification based upon m@procity (Repealed)
Sec. 5(Repealed by Indiana Emergency Medical Servicesniission; filed Jun 30, 2000, 4:18 p.m.: 23 IR 2759)

Rule 7. Requirements and Standards for Provider Organization§Repealed)
(Repealed by Indiana Emergency Medical Servicesn@ission; filed May 15, 1998, 10:25 a.m.: 21 IR 3930

Rule 7.1. Advanced EMT Provider Organizations; RequirementsStandards (Repealed)
(Repealed by Indiana Emergency Medical Servicesn@ission; filed Jun 11, 2004, 1:30 p.m.: 27 IR 3579)

Rule 7.2. Requirements and Standards for Emergency Medical Tecluian-Intermediate Provider
Organizations

836 IAC 2-7.2-1 General requirements for emergencyedical technician-intermediate provider organizatons
Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3143+.5; IC 16-31-3-20

Affected: IC 4-21.5; IC 16-31-3; IC 16-41-10

Sec. 1. (a) A person shall not:

(1) furnish;

(2) operate;

(3) maintain;

(4) advertise; or

(5) otherwise engage in providing;

emergency medical services as an emergency meedatalician-intermediate provider organization uslide
person is certified as an emergency medical te@miatermediate provider organization.

(b) If the emergency medical technician-intermeslj@tovider organization also provides transpontatib
emergency patients, the emergency medical tecimintarmediate provider organization shall be fiedias an
ambulance service provider organization in accardamith the requirements specified in 836 IAC lemiC 16-
31. The emergency medical technician-intermediatdgransport provider organizations shall meet dggirements
specified in 836 IAC 1-1-4 through 836 IAC 1-1-8.

(c) The emergency medical technician-intermediab&iger organization shall ensure the following:

(1) Ambulances used are certified and meet theirements specified in 836 IAC 1-3.

(2) All nontransport emergency medical servicesaleh used for the provision of advanced life suppeeet all of
the requirements in 836 IAC 2-14.

(d) The chief executive officer of each emergen@&dival technician-intermediate provider organizagball
certify that the provider organization has an agret, or interdepartmental memo if hospital baseth one (1) or
more supervising hospitals for the following seedc

(1) Continuing education.

(2) Audit and review.

(3) Medical control and direction.
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(4) Provisions to allow the emergency medical téghn-intermediates affiliated with the supervisedergency
medical technician-intermediate provider organaato function within the appropriate hospital deément in
order to obtain continuing practice in their cliaiskills.

The agreement or interdepartmental memo shall dechudetailed description of how such serviced bkal
provided to the emergency medical technician-inegliate provider organization. In those cases whene than
one (1) hospital enters into an agreement, or Seedster into an agreement, with an emergency caédi
technician-intermediate provider organization asi@ervising hospital, the interhospital agreembatl €learly
define the specific duties and responsibilitiee@th hospital to ensure medical and administratbe®untability of
system operation.

(e) The emergency medical technician-intermediet@igder organization shall have a medical diregiavided by
the emergency medical technician-intermediate plenvbrganization or jointly with the supervisingspdal. The
medical director is responsible for providing comemt medical direction as established by the médiwatrol
committee. Upon establishment of a medical comqtadicy, the medical director and chief executiviéoaf of the
emergency medical technician-intermediate providganization have the duty to enact the policy inithe
emergency medical technician-intermediate proviganization and accordingly enforce the policye Thities
and responsibilities of the medical director ingubut are not limited to, the following:

(1) Provide liaison with physicians and the meda@ahmunity.

(2) Assure that the:

(A) drugs;

(B) medications;

(C) supplies; and

(D) equipment;

are available to the emergency medical techniaiéerinediate provider organization.

(3) Monitor and evaluate day-to-day medical operatiof emergency medical technician-intermediateiger
organizations.

(4) Assist in the provision and coordination of ttoning education.

(5) Provide individual consultation to emergencydinal technician-intermediates.

(6) Participate in at least quarterly audit andeevof cases treated by emergency medical techmiotermediates
of the supervising hospital.

(7) Attest to the competency of emergency medectnician-intermediates affiliated with the emeemedical
technician intermediate provider organization tdfgren skills required of an emergency medical teciam-
intermediate under 836 IAC 4-7.1.

(8) Establish protocols for basic life support aayanced life support.

(9) Establish and publish a list of medications)uding minimum quantities and dosages to be chwiethe
vehicle.

(10) Provide liaison between the:

(A) emergency medical service provider organization

(B) emergency medical service personnel; and

(C) hospital,

in regards to communicable disease testing undé6t&1-10.

(f) The emergency medical technician-intermediatevioler organization shall do the following:

(1) Maintain a communications system that shakbalable twenty-four (24) hours a day betweengimergency
medical technician-intermediate provider organ@atind the emergency department, or equivalenheof
supervising hospital using UHF (ultrahigh frequenagnd cellular voice communications. The commumnbcest
system shall be licensed by the Federal CommunitatCommission.

(2) Maintain an adequate number of trained perdaammd emergency response vehicles to provide cootis,
twenty-four (24) hour advanced life support sersice

(3) Notify the commission in writing within thirt§80) days of assigning any individual to perforra thuties and
responsibilities required of an advanced emergemegiical technician-intermediate. This notificatshall be
signed by the provider organization and medicaaor of the provider organization.

(9) An emergency medical technician-intermediat&alance service provider organization must be abfgovide
an emergency medical technician-intermediate Ieagonse. For the purpose of this subsection, 'ganey
medical technician intermediate response"” coneistise following:

(1) An emergency medical technician-intermediate.

(2) An emergency medical technician or higher.

(3) An ambulance in compliance with the requirersaaftsection 3(d)(2) of this rule.
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(4) During transport of the patient, the followiage the minimum staffing requirements:

(A) If emergency medical technician-intermediatecleadvanced life support treatment techniques baes
initiated or are needed:

(i) the ambulance must be staffed by at least aargemcy medical technician-intermediate and an gemay
medical technician; and

(i) an emergency medical technician-intermedidi@ide in the patient compartment.

(B) If advanced life support treatment techniquagehnot been initiated and are not needed:

(i) the ambulance must be staffed by at least agrgemcy medical technician; and

(i) an emergency medical technician shall be &nghtient compartment.

(h) For an emergency medical technician-intermedisbvider organization, when an advanced life supp
nontransport vehicle is dispatched emergency metichnician-intermediate response, it shall, atimimum, be
staffed by an emergency medical technician-interaied

(i) The emergency medical technician-intermediatevidler organization shall do the following:

(1) Notify the agency in writing within thirty (3@ays of any change in the operation as statdueimpplication.
(2) With medical director and chief executive offi@pproval, allow a graduate or student of anamaiapproved
emergency medical technician-intermediate courgetiorm advanced life support under the directiba
preceptor. This person shall be actively pursuigjification as an Indiana certified emergency roaldiechnician-
intermediate. This provision shall be limited frame (1) year from date of course completion ascateéd on
course report.

() All ambulances and nontransport vehicles usgthb emergency medical technician-intermediateigdey
organization shall meet the insurance requirememter 836 IAC 1-3-6(Indiana Emergency Medical Services
Commission; 836 IAC 2-7.2-1; filed Feb 20, 200®®8a.m.: 26 IR 2353; filed Jun 11, 2004, 1:30 p.27.:IR 3542;
filed Jul 31, 2007, 10:01 a.m.: 20070829-IR-8360BIERA)

836 IAC 2-7.2-2 Application for certification; renewal

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 16-31-3 Sec. 2. (a) Application forrtifcation as an emergency medical techniciansimeediate
provider organization shall be made on forms pregily the agency and shall include, but not bedidio, the
following:

(1) An applicant shall complete and submit the nesgliforms to the agency at least sixty (60) dafote the
requested effective date of the certificate.

(2) Each application shall include a narrative swamynof plans for providing advanced life supporvazes,
including the following:

(A) Defined primary area of response, includingalii@n of advanced life support response vehicles.

(B) A listing of all emergency medical techniciamtérmediates, including certification numbers, ¢cdffiliated by
the emergency medical technician-intermediate plenvorganization.

(C) The staffing pattern of personnel.

(D) Base of operations.

(E) Organizational structure, including name, addrand phone numbers for the:

(i) owner;

(ii) chief executive officer;

(iii) chief operations officer;

(iv) training officer; and

(v) medical director.

(F) Location of emergency medical technician-intedmte provider organizations records.

(G) Proof of insurance coverage for emergency nagiervice vehicles as required by 836 IAC 1-3-6.

(H) Plans and methodologies to ensure that theedapersonnel are provided with supervised comtgneducation
to maintain proficiency. Continuing education islenthe direct supervision of the emergency medéainician
intermediate provider organization medical direetith the cooperation of the supervising hospital.

() A listing of medications and special onboarf@ Bupport equipment to be carried on board eabltieeas
approved by the medical director.

(J) All scheduled medications shall be stored lioc&ed container within a locked compartment. Matians
storage shall be approved in writing by medicatdlior or issuing pharmacy.

(K) Letter of approval from the supervising hosp#ating acceptance of the:

(i) emergency medical technician-intermediates;
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(ii) compatibility of the UHF communications withé emergency medical technician-intermediate pevid
organization's vehicles; and

(iii) agreement to fulfill the responsibilities tife supervising hospital.

(L) Certification required in section 1(d) of thigle.

(M) Other information as required by the agency.

(b) Emergency medical technician-intermediate gtevibrganizations that do not also provide trartsgion of
emergency patients shall submit and maintain a obpycurrent written agreement between the nosprarting
emergency medical technician intermediate provistganization and an ambulance service providernizgéon
certified under IC 16-31. The agreement shall:

(1) ensure that the nontransporting emergency rakttichnician-intermediate provider organization ba assured
that patients treated shall be transported in alfimnd safe manner; and

(2) not preclude another ambulance service provadgainization, if available, from transporting theients.

(c) Upon approval, an emergency medical technigitermediate provider organization shall be issceification
for the provisions of advanced life support ceztfion.

(d) The certificate:

(1) expires on the date appearing in the expiradite section of the certificate; and

(2) shall be prominently displayed at the placéudiness.

(e) An application for an emergency medical teclamiéntermediate provider organization certificati@newal
shall be made at least sixty (60) days before xipgr&tion date of the current certification. Apglton for renewal
shall:

(1) be made on forms provided by the agency; and

(2) show evidence of compliance with the requiretm@s set forth for original certification.

(Indiana Emergency Medical Services Commission;|18862-7.2-2; filed Feb 20, 2003, 8:00 a.m.: 262855;
filed Jun 11, 2004, 1:30 p.m.: 27 IR 3544; filed 31, 2007, 10:01 a.m.: 20070829-IR-836060011FRA)

836 IAC 2-7.2-3 Emergency medical technician-interediate provider organization operating procedures
Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 16-31-3

Sec. 3. (a) Each emergency medical technicianrirgdiate provider organization shall do the follogrin

(1) Comply with the ambulance service provider atiag procedures of 836 IAC 1-2-3. The emergencglioag
technician intermediate provider organization nansport provider organization shall comply with tpeerating
procedures listed in 836 IAC 1-1-8.

(2) Establish daily equipment checklist proceducesnsure the following:

(A) Electronic and mechanical equipment are in pragperating condition.

(B) Emergency response vehicles are maintainedsafe@operating condition at all times.

(C) All required medications and intravenous flusggroved by the medical director of the emergamedlical
technician-intermediate provider organization dmlgupervising hospital are on board all nontrarigroergency
medical services vehicles and ambulances whenfosdlde provision of advanced life support and klade to the
emergency medical technician-intermediate.

(D) Equipment, medication, fluid, and supplies have exceeded the manufacturer's specified expiratate.
(b) A copy of the medication list and protocolslsba maintained by the emergency medical technicia
intermediate provider organization and the supergibospital emergency department. Any changelsdo t
medications list shall be forwarded to the agenitgiwthirty (30) days.

(c) All medications and advanced life support siggpare to be supplied by order of the medicalctiine
Accountability for:

(1) distribution;

(2) storage;

(3) ownership; and

(4) security;

of medications is subject to applicable requirermastdetermined by the medical director, pharmeast the
United States Department of Justice Drug Enforceérdministration.

(d) The emergency medical technician-intermediat@ider organization shall ensure the following:

(1) That stocking and administration of supplied aredications are limited to the Indiana emergeneylical
technician intermediate curriculum. Proceduresqreréd by the emergency medical technician-interatedire
also limited to the Indiana emergency medical taghn-intermediate curriculum.
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(2) That all ambulances used for the provisiond¥aaced life support contain the emergency cargetgnt
required in 836 IAC 1-3-5, the rescue equipmentiiregl in 836 IAC 1-3-4, and communication equipmeafuired
in 836 IAC 1-4-2. The advanced life support emeoyemedical services vehicles shall also carry tieving
equipment:

(A) Portable defibrillator with self-contained céd monitor and ECG strip writer and equipped wiéfibrillation
pads or paddles appropriate for both adult andgpecidefibrillation. This may be the defibrillatbsted in 836 IAC
1-3-5(1)(L).

(B) Endotracheal intubation devices, including thidowing:

(i) Laryngoscope with extra batteries and bulbs.

(ii) Laryngoscope blades (adult and pediatric, edrand straight).

(iii) Disposable endotracheal tubes, a minimurmvad {2) each, sterile packaged, in sizes 3, 4, 3, 8, and 9
millimeters inside diameter.

(C) Crystallite intravenous fluids and administatisupplies approved by the medical director.

(D) Medications limited to, if approved by the mealdidirector, the following:

(i) Acetylsalicylic acid (aspirin).

(i) Adenosine.

(i) Atropine sulfate.

(iv) Bronchodilator (beta 2 agonists):

(AA) suggested commonly administered medications:

(aa) albuterol;

(bb) ipratropium;

(cc) isoetharine;

(dd) metaproterenol;

(ee) salmeterol;

(ff) terbutaline; and

(gg) triamcinolone; and

(BB) commonly administered adjunctive medicatiomgtonchodilator therapy:

(aa) dexamethasone; and

(bb) methylprednisolone.

(v) Dextrose.

(vi) Diazepam.

(vii) Epinephrine (1:1,000).

(viil) Epinephrine (1:10,000).

(ix) Vasopressin.

(x) Furosemide.

(xi) Lidocaine hydrochloride, two percent (2%).

(xii) Amiodarone hydrochloride.

(xiii) Morphine sulfate.

(xiv) Naloxone.

(xv) Nitroglycerin.

(E) A current copy of advanced life support protschall be maintained on board the emergency raks@vices
vehicle at all times.

(F) A copy of the medication list, including qudigs and concentrations approved by the medicatttir.

(e) The emergency medical technician-intermediet@iger organization shall do the following:

(1) Ensure that all nontransport emergency medgiealices vehicles used for the provision of advdriée support
meet all of the requirements in 836 IAC 2-14.

(2) Follow the rigid sanitation procedures listadBB6 IAC 1-1-8.

(f) All scheduled medications shall be stored Ingked container within a locked compartment. Matians
storage shall be approved in writing by medicagctior or issuing pharmacy.

(g) An emergency medical technician-intermediatevjater organization shall not do the following:

(1) Operate an ambulance or other emergency meskcake vehicle unless it is in full compliancetwihis article.
(2) Transport any emergency patient or patientivewe advanced life support in any vehicle excapaabulance
certified under IC 16-31.

(h) Emergency medical technician-intermediategaoéibited from having in their possession, or rteiimed on
board emergency response vehicles, any advaneesliifport equipment or supplies that have not bpproved
by the emergency medical technician-intermediateigder organization medical directgimdiana Emergency
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Medical Services Commission; 836 IAC 2-7.2-3; fifat 20, 2003, 8:00 a.m.: 26 IR 2356; filed Jun2d04, 1:30
p.m.: 27 IR 3545; filed Jul 31, 2007, 10:01 a.n0020829-IR-836060011FRA)

836 IAC 2-7.2-4 Application for provisional certification

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 4-21.5; IC 16-31-3-8; IC 16-31-3-20

Sec. 4. (a) An applicant may apply for and obtawwvisional certification as an emergency medicehtécian-
intermediate provider organization for the purpobprehospital training of emergency medical tectami-
intermediate students when in the presence of@pter approved by the commission in accordande this
section.

(b) A provisional certification may only be issueda certified ambulance service provider orgarozrat

(c) The applicant shall submit a fully completeglégation for provisional certification on formsquided by the
agency.

(d) The provisional certification may only be isdue

(1) after the applicant has demonstrated to thisfaation of the director that the ambulance taubed for such
training is certified and meets the requirementthisf article; and

(2) if the ambulance service provider organizatias and shall maintain an adequate number of emeyrgeedical
technician-intermediate students, preceptors, amgbances to provide continuous twenty-four (24yrhedvanced
life support service.

(e) The provisional certification expires not latiean the earlier of the following dates:

(1) Sixty (60) days after the completion date @& #mergency medical technician-intermediate cotmgepletion as
identified on the approved course application.

(2) Twenty-four (24) months from the starting date¢he course contained on the approved coursecagiph.

() The issuance of an emergency medical techniicisermediate provider organization certificatiowalidates any
provisional certification(Indiana Emergency Medical Services Commission;|8862-7.2-4; filed Jun 11, 2004,
1:30 p.m.: 27 IR 3547; filed Jul 31, 2007, 10:0fna.20070829-IR-836060011FRA)

Rule 8. Requirements and Standards for Supervising Hospital(Repealed)
(Repealed by Indiana Emergency Medical Servicesn@ission; filed May 15, 1998, 10:25 a.m.: 21 IR 3930

Rule 8.1. Supervising Hospitals; Requirements, Standardfépealed)
(Repealed by Indiana Emergency Medical Servicesn@lesion; filed May 15, 1998, 10:25 a.m.: 21 IR 3930

Rule 8.2. Advanced Emergency Medical Technician Training (Repeal¥
(Repealed by Indiana Emergency Medical Servicesniission; filed Jun 30, 2000, 4:18 p.m.: 23 IR 2759)

Rule 9. Certification of Advanced Emergency Medical Technicians (&ealed)
(Repealed by Indiana Emergency Medical Servicesn@iesion; filed May 15, 1998, 10:25 a.m.: 21 IR 3930

Rule 9.1. Advanced Emergency Medical Technicians; CertificatiorRepealed)
(Repealed by Indiana Emergency Medical Servicesniission; filed Jun 30, 2000, 4:18 p.m.: 23 IR 2759)

Rule 10. Standards and Certification Requirements for Advaned Life Support Air Ambulance Service
Providers and Advanced Life Support Air Ambulances (Repealed)
(Repealed by Indiana Emergency Medical Servicesniission; filed Oct 11, 1988, 11:05 a.m.: 12 IR 381)

Rule 11. Inter-Facility Transfers and Response; Exemptions

836 IAC 2-11-1 Exemptions from the certification rguirements of IC 16-31 when transporting an advana

life support patient (Repealed)

Sec. 1(Repealed by Indiana Emergency Medical Servicesnlission; filed Jun 11, 2004, 1:30 p.m.: 27 IR 3579)

Rule 12. Waiver of Certification

836 IAC 2-12-1 Request for waiver (Repealed)
Sec. 1(Repealed by Indiana Emergency Medical Servicesrisesion; filed Feb 20, 2003, 8:00 a.m.: 26 IR 2372)
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Rule 13. Penalties and Fines

836 IAC 2-13-1 Penalties (Repealed)
Sec. 1(Repealed by Indiana Emergency Medical Servicesniission; filed Feb 20, 2003, 8:00 a.m.: 26 IR 2372)

Rule 14. Advanced Life Support Nontransport Vehicles; Standas and Certification

836 IAC 2-14-1 General certification provisions

Authority: IC 16-31-2-7

Affected: IC 16-31-3

Sec. 1. (a) This rule is applicable to all advanidfedsupport nontransport vehicles eligible fortdeation.

(b) All advanced life support nontransport vehideall be in full compliance with the minimum sgdextions and
certification requirements established in this rdlediana Emergency Medical Services Commission;|8852-
14-1; filed Jun 30, 2000, 4:18 p.m.: 23 IR 274&diJun 11, 2004, 1:30 p.m.: 27 IR 3547)

836 IAC 2-14-2 Application for certification

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3143+5; IC 16-31-3-20

Affected: IC 16-31-3-2; IC 16-31-3-8

Sec. 2. (a) Application for advanced life suppamtnansport vehicle certification shall be madeh®yprovider
organization on such forms as provided by the agand shall comply with the following requirements:

(1) An applicant shall complete and submit the nesgliforms to the agency with the following infortican:

(A) Name and address of provider organization.

(B) Vehicle information including:

(i) make;

(ii) model;

(i) year; and

(iv) vehicle identification number.

(2) Each advanced life support nontransport veli@ievhich certification is requested shall be madailable for
inspection by the agency with its equipment asireqwby this article or 836 IAC 1 prior to approvat
certification.

(b) Upon approval, a certificate shall be issuethadvanced life support nontransport vehicleviglier
organization for each advanced life support nosjart vehicle.

(c) The certificate:

(1) expires on the date appearing in the expiradite section of the certificate; and

(2) shall be prominently displayed within the adsah life support nontransport vehicle driver conmipent.
(d) Except as provided in subsection (e), a pravidiganization shall not operate an advanced lifgert
nontransport vehicle on any public way in Indiaithé advanced life support nontransport vehicle:

(1) is not in full compliance with the advancec Ifupport nontransport vehicle certification reguients
established in this article; and

(2) does not have a certificate issued under IG1L.6-

(e) A provider organization may operate, for aamot to exceed sixty (60) consecutive days, aaified
advanced life support nontransport vehicle if tbagertified advanced life support nontransport elehis used to
replace a certified advanced life support nontrartsgehicle that has been taken out of serviceigiog the
following:

(1) The replacement advanced life support nontramisgehicle shall meet all certification requirertgen

(2) The provider organization shall notify the aggim writing within seventy-two (72) hours of tliene the
replacement advanced life support nontransporiciels placed in service. The written notice sidghtify the
following:

(A) The replacement date.

(B) The certification number of the replaced adwhlife support nontransport vehicle.

(C) The:

(i) vehicle identification number; and

(i) make and type;

of the replacement advanced life support nontransgdicle.
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Upon receipt of the notification, a temporary dardite shall be issued effective the date the fieditadvanced life
support nontransport vehicle was replaced. Tempaetification shall not exceed sixty (60) daysnfrthe date
that the replacement ambulance is placed in searide upon return to service of the certified arahag, the use of
the replacement vehicle shall ceag@diana Emergency Medical Services Commission;188652-14-2; filed Jun
30, 2000, 4:18 p.m.: 23 IR 2742; filed Jun 11, 20080 p.m.: 27 IR 3547; filed Jul 31, 2007, 10&Mn.:
20070829-1R-836060011FRA)

836 IAC 2-14-3 Advanced life support nontransport ghicle specifications

Authority: IC 16-31-2-7

Affected: IC 16-31-3

Sec. 3. (a) All advanced life support nontranspetticles shall meet or exceed the following minimpenformance
characteristics:

(1) The vehicle engine shall be an internal combunstiquid-cooled engine that meets advanceddlifeport
nontransport vehicle chassis manufacturer's stdrtaansepower/displacement requirements.

(2) The fully loaded vehicle shall be capable sfiatained speed of at least sixty-five (65) mileshpur over dry,
level, or hard-surfaced roads.

(3) The steering system shall be the manufactuectsmmended design and be power assisted.

(4) Tires shall meet the manufacturer's standand#hé gross vehicle weight of the vehicle. No sihall display
exposed tire cord or have tread depth less tharnHhinty-secondsz(s2) on back tires and four thirty-secondsz on
front tires spaced equally around the tire and witvisible defects. Retread tires shall not bel useadvanced life
support nontransport vehicles.

(b) All advanced life support nontransport vehideall meet or exceed the following minimum speaitions for
electrical systems:

(1) The electrical generating system shall corafist one hundred five (105) ampere alternator mimm

(2) Lighting shall be designed and located so tioaglare is reflected from surrounding areas taditieer's eyes or
line of vision, from instrument panel, switch paral other areas that may require illumination witile vehicle is
in motion.

(3) Each advanced life support nontransport velsbbdl have an audible backup warning device thattivated
when the advanced life support nontransport veliscéhifted into reverse.

(c) All advanced life support nontransport vehicdeall meet the following requirements for exteridehtification:
(1) Warning lights of red or red and white, at thigcretion of the owner, and shall conform withiamh law. All
lights on vehicle shall be in working condition.

(2) Each advanced life support nontransport vetsbll display the four (4) numbers of the comnaissassigned
advanced life support nontransport vehicle cegtfan number. The four (4) numbers, in sequenca| bk placed
on each side of the advanced life support nont@msghicle on the right and left front fenders amdthe rear
portion of the vehicle. Each number shall be ircklztters not less than three (3) inches in heighése numbers
shall be displayed in color contrasting, reflectimaterial. The numbers shall be placed on the lehiithin seven
(7) days of the receipt of the advanced life suppor

nontransport vehicle certificate. The numbers dbaltemoved or permanently covered by the providganization
when the advanced life support nontransport velisgeermanently removed from service by the pravide
organization.

(3) A commission-certified vehicle sticker shall displayed on all certified advanced life suppamtnansport
vehicles.

(d) All windows shall be intact. The vehicle shiadive windshield wipers in working condition.

(e) Dual, firmly secured, vibrationless rear-viewnars, one (1) mounted on the left side of theisiehand one (1)
mounted on the right side, shall be included.

(f) The driver compartment, at a minimum, shallggiipped with appropriate passenger restraintsatieainstalled
in all seating facilities for the driver and thespanger.

(9) All advanced life support nontransport vehideall meet or exceed the following minimum comneation
standards:

(1) All radios used in emergency medical servicglsiales for the purpose of dispatch or tactical camications
shall demonstrate and maintain the ability to pilevé voice communications linkage, during transimissvith the
emergency medical service provider organizatioss®eiated base station within the area the emeygerdical
service provider organization normally serves appoises to serve.

(2) Radio equipment used in emergency medical seswehicles shall be appropriately licensed thnahg
Federal Communications Commission. The maximum poivthe transmitter shall be no more than the mum
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required for technical operation commensurate thithsize of the area to be served and local camditihat affect
radio transmission and reception.

(3) All emergency medical services vehicles shalefuipped with two-way radios that shall have @ehannel
or talkgroup used primarily for dispatch and taaiticommunications.

(4) All nontransport vehicles shall maintain a coomiecation system that shall be available twenty-{@4) hours a
day between the paramedic provider organizationtb@@mergency department, or equivalent, of tpersising
hospital using UHF (ultrahigh frequency) voice coamitcations. The communications system shall ba§ied by
the Federal Communications Commission.

(5) Type and number of sirens shall be at the digam of the advanced life support nontransporiclelprovider
organization and shall conform to Indiana law.

(h) All advanced life support nontransport vehideall provide an adequate system for heating andow
defrosting of the driver compartment.

(i) Each provider organization shall ensure thgidrsanitation procedures are in effect at all imghe following
sanitation standards apply to all vehicles usedHempurpose of providing advanced life supportises:

(1) The equipment within the vehicle shall be claad maintained in good working order at all times.

(2) Compartments shall be provided within the vighfor medical supplies and equipment storage.

(3) All scheduled medications shall be stored iocked container within a locked compartment. Matians
storage shall be approved in writing by medicatclior or issuing pharmacylndiana Emergency Medical Services
Commission; 836 IAC 2-14-3; filed Jun 30, 2000,84plm.: 23 IR 2743; filed Jun 11, 2004, 1:30 p.27.:IR 3548)

836 IAC 2-14-4 Advanced life support nontransport ghicle rescue equipment

Authority: IC 16-31-2-7

Affected: IC 16-31-3

Sec. 4. Advanced life support nontransport vehished! carry the following assembled and readilyessible
minimum rescue equipment:

(1) Equipment for safeguarding personnel, including (1) fire extinguisher with an Underwriters baditory
rating of not less than a five (5) pound rating2é:4-B; C; that shall have a current inspectiotedand be mounted
so that they are readily accessible.

(2) Equipment for release from entrapment or canfiant, including the following:

(A) One (1) hammer, four (4) pound, fifteen (15hrhandle (hammer weight and length are minimums).
(B) One (1) wrecking bar, twenty-four (24) inch doimation tool minimum.

(C) One (1) self-contained portable light source.

(Indiana Emergency Medical Services Commission;18862-14-4; filed Jun 30, 2000, 4:18 p.m.: 23 IRiZ;
readopted filed Nov 30, 2006, 9:17 a.m.: 20061 2R3BB6060486RFA)

836 IAC 2-14-5 Advanced life support nontransport ehicle emergency care equipment

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t.5; IC 16-31-3-20

Affected: IC 16-31-3

Sec. 5. Each advanced life support nontranspoitheshall wrap, properly store, and handle allghmgle-service
implements to be inserted into the patient's nosaauth. Multiuse items are to be kept clean ardlstwhen
indicated and properly stored.

The vehicle shall carry the following assembled szatlily accessible minimum equipment:

(1) Respiratory and resuscitation equipment as\l

(A) Portable suction apparatus, capable of a minimacuum of three hundred (300) millimeters mergcury
equipped with two (2) each of the following:

(i) wide-bore tubings;

(i) rigid catheters;

(iii) soft pharyngeal suction tips in child sizeida

(iv) soft pharyngeal suction tips in adult size.

(B) Endotracheal intubation devices, including tbidowing:

(i) Laryngoscope with extra batteries and bulbs.

(i) Laryngoscope blades (adult and pediatric, edrand straight).

(iii) Disposable endotracheal tubes, a minimumvad {2) each, sterile packaged, in sizes 3, 4, 3, 8, and 9
millimeters inside diameter.

(C) Bag-mask ventilation units, hand operated, @)eainit in each of the following sizes, each egeip with clear
face masks and oxygen reservoirs with oxygen tubing
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(i) Adult.

(ii) Child.

(i) Infant.

(iv) Neonatal (mask only).

(D) Oropharyngeal airways, two (2) each of aduitld; and infant.

(E) One (1) pocket mask with one-way valve.

(F) Portable oxygen equipment of at least threedleoh(300) liters capacity (D size cylinder) with:
(i) yoke;

(i) medical regulator;

(iii) pressure gauge; and

(iv) nondependent flowmeter.

(G) Oxygen delivery devices shall include the faling:

(i) High concentration devices, two (2) each, adthild, and infant.

(ii) Low concentration devices, two (2) each, adult

(H) Nasopharyngeal airways, two (2) each of thiofaihg with water soluble lubricant:

(i) Small (20-24 french).

(ii) Medium (26-30 french).

(iii) Large (31 french or greater).

(I) Bulb syringe individually packaged in addititmobstetrics kit.

(J) Nonvisualized airway minimum of two (2) with tea soluble lubricant.

(K) Portable defibrillator with self-contained céd monitor and ECG strip writer and equipped wiéfibrillation
pads or paddles appropriate for adult and pedidéfibrillation.

(2) Wound care supplies as follows:

(A) Airtight dressings, four (4), for open chestuwals.

(B) Assorted bandaging supplies for the care dftssgue injuries.

(3) Patient stabilization equipment as follows:

(A) Upper and lower extremity splinting devicespt{2) each.

(B) Rigid extrication collar, two (2) each capablehe following sizes:

(i) Pediatric.

(i) Small.

(i) Medium.

(iv) Large.

(4) Personal protection/universal precautions egeipt, minimum of one (1) each, including the follog:
(A) Gowns.

(B) Face masks and shields.

(C) Gloves.

(D) Biohazard bags.

(E) Antimicrobial hand cleaner.

(5) Miscellaneous items as follows:

(A) Obstetrical kit, sterile, one (1).

(B) Blood pressure manometer, one (1) each indheviing cuff sizes:

ADVANCED LIFE SUPPORT

Indiana Administrative Code Page 19

(i) Large adult.

(i) Adult.

(iii) Pediatric.

(C) Stethoscopes, one (1) each in the followingssiz

(i) Adult.

(ii) Pediatric.

(D) Sharps collector, one (1) being a minimum aofese(7) inches in height.

(E) Intravenous fluids and administration suppéggroved by the medical director.

(6) A current copy of advanced life support protschall be maintained on board the advanced Uifgesrt
nontransport vehicle at all times.

(7) A copy of the medication list, including qudi@s and concentrations approved by the medicattiir.
(8) Medications if approved by medical directordaolely for use by individuals with a certificatias an
emergency medical technician or higher, are asvdl
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(A) Baby aspirin, eighty-one (81) milligrams each.

(B) Activated charcoal.

(C) Instant glucose.

(D) Epinephrine auto-injector or auto-injectors.

(9) Intermediate services shall also carry medicatias approved by the medical director not to eckdlee items
listed in 836 IAC 2-7.2-3(d)(2)(D)(Indiana Emergency Medical Services Commission;18852-14-5; filed Jun
30, 2000, 4:18 p.m.: 23 IR 2744; filed Feb 20, 20880 a.m.: 26 IR 2357; filed Jun 11, 2004, 1:3Mp 27 IR
3549; filed Jul 31, 2007, 10:01 a.m.: 20070829-1B6860011FRA)

ARTICLE 3. AIR AMBULANCES
Rule 1. Definitions

836 IAC 3-1-1 Definitions

Authority: IC 16-31-2-7

Affected: IC 16-31-3-20

Sec. 1. The definitions in 836 IAC 1-1-1 apply tigbout this article(Indiana Emergency Medical Services
Commission; 836 IAC 3-1-1; filed Oct 11, 1988, BlaOm.: 12 IR 366; filed May 15, 1998, 10:25 a.B1.:IR 3917,
filed Apr 4, 2002, 9:08 a.m.: 25 IR 2490; filed JLth, 2004, 1:30 p.m.: 27 IR 3550)

Rule 2. Advanced Life Support Rotorcraft Ambulance Service Proder

836 IAC 3-2-1 Air ambulances; general requirements

Authority: IC 16-31-2-7; IC 16-31-3-20

Affected: IC 16-31

Sec. 1. (a) Any organization providing, or seekingrovide, rotorcraft ambulance services utiliziotprcraft
aircraft is required to be certified as an advarifedsupport rotorcraft ambulance service provideganization by
the commission. The advanced life support rotot@adbulance service provider organization shaltdxified in
accordance with this article under IC 16-31 as appate.

(b) The provider organization of rotorcraft ambwarservices shall ensure that the aircraft usedmjunction with
the provision of advanced life support serviceststiee guidelines as specified in this article ui@el6-31 and is
certified by the commission. Each rotorcraft ambakaservice provider organization shall meet gilliapble parts
of F.A.A. regulation and shall hold a valid 14 CEBS air carrier certificate or shall have a corttgith the holder
of a 14 CFR 135 air carrier certificate to provadgation services under their certificate. Eitherstnalso have
current F.A.A. approved air ambulance operatiorsdigations.

(c) Advanced life support rotorcraft ambulance gmrprovider organizations will have an agreemeitit wne (1)
or more supervising hospitals for the following\iees:

(1) Continuing education.

(2) Audit and review.

(3) Medical control and direction.

(4) Provide liaison and direction for supply of neadions, fluids, and other items utilized by threyader
organization.

(5) Safety and survival programs and education.

The agreement shall include a detailed descriffdrow such services will be provided to the adeahlife
support rotorcraft ambulance service provider ogion. In those cases where more than one (Ditabenters
into an agreement, or seeks to enter into an agneemith an advanced life support rotorcraft arabak service
provider organization as a supervising hospitaingrhospital agreement will be provided to thenatission that
clearly defines the specific duties and resporitidnl of each hospital to ensure medical, safetg, administrative
accountability of system operation. An agreemenbisrequired when the hospital and the providerthe same
organization.

(d) The advanced life support rotorcraft ambulaseevice provider organization will have an air-noadidirector
provided by the advanced life support rotorcrafbalance service provider organization, or jointighathe
supervising hospital, who has knowledge of airgpamt problems and flight physiology. The air-medlidirector is
responsible for providing competent medical dimttand overall supervision of the medical aspetcthe
advanced life support rotorcraft ambulance serpic&ider organization. The duties and responsiediof the air-
medical director include, but are not limited twoe following:
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(1) Assuming all medical control and authority oaey and all patients treated and transported dydtorcraft
ambulance service.

(2) Providing liaison with physicians.

(3) Assuring that the drugs, medications, supplesl equipment are available to the advanceduii@art
rotorcraft ambulance service provider organization.

(4) Monitoring and evaluating overall medical opinas.

(5) Assisting in the coordination and provisiorcohtinuing education.

(6) Providing information concerning the operatadrthe advanced life support rotorcraft ambularereise
provider organization to the commission.

(7) Providing individual consultation to the air-dieal personnel.

(8) Participating on the medical control committée¢he supervising hospital in at least quartetlgiaand review
of cases treated by air-medical personnel.

(9) Attesting to the competency of air-medical parsl affiliated with the advanced life supportorataft
ambulance service provider organization.

(10) Designating an individual or individuals tesess in the performance of these duties.

(e) Each rotorcraft ambulance service provider wizgion will designate one (1) person to assumspassibility
for inservice training. This person shall be cestifas a paramedic, a registered nurse, or a &dapisysician and
actively provide patient care during air ambulatreasport.

(f) A rotorcraft ambulance service provider orgati@n shall not engage in conduct or practicesmetrtal to the
health and safety of emergency patients or to mesrifehe general public while in the course ofibess or
service as a rotorcraft ambulance service proadganization.

(g) The advanced life support rotorcraft ambulaseevice provider organization shall have an areaidn to
provide safety education and coordinate rotor@afbulance service with emergency medical serviessue, law
enforcement, mutual aid backup systems, and cedisjpatch when available.

(h) Each advanced life support rotorcraft ambules@weice provider organization shall do the follogi

(1) Maintain an adequate number of trained perdaamme aircraft to provide continuous twenty-fousd)hour
advanced life support services.

(2) Notify the agency in writing within thirty (3@)ays of a paramedic's affiliation or terminatidremployment, or
for any reason that has prohibited a certifiedvittlial from performing the procedures required phaamedic
under 836 IAC 2.

(i) Each rotorcraft ambulance service provider aigation shall designate one (1) person to asshme t
responsibilities for establishment of a safety cott@® consisting of the following:

(1) Pilot or pilots.

(2) Air-medical personnel.

(3) Aircraft maintenance technician or technicians.

(4) Communications personnel.

The safety committee shall meet at least quartertiymay be concurrent and in conjunction with thdithAeview
committee. (Indiana Emergency Medical Services Commission;|8853-2-1; filed Oct 11, 1988, 11:05 a.m.: 12
IR 367; filed May 15, 1998, 10:25 a.m.: 21 IR 39fil&d Apr 4, 2002, 9:08 a.m.: 25 IR 2491; filechJid, 2004,
1:30 p.m.: 27 IR 3551)

836 IAC 3-2-2 Certification; application

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3143}.5; IC 16-31-3-20

Affected: IC 16-31

Sec. 2. (a) Application for certification as an adeed life support rotorcraft ambulance serviceviper
organization will be made on forms provided by éigency and include, but not be limited to, theof@ihg:

(1) A narrative summary of plans for providing nat@ft ambulance services, including the following:

(A) The staffing pattern of air-medical personnedi ilots.

(B) Defined area of primary and secondary respanskan areawide coordination plan.

(C) Base of operations, a description of the visligtt rules weather minimums for both cross-cquad local
flight, and the definition of the "local flying aa® quoted from the approved F.A.A. Part 135 opersti
specifications.

(D) Aircraft types and identification numbers.

(E) A listing of all personnel and their qualificats by category who will regularly serve as pilatsl air-medical
personnel on the aircraft.

(F) A copy of the patient care transport recorfeautilized on each transport.
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(2) Plans and methodologies to ensure that theetigpersonnel are provided with continuing eduoatiative to
their level of training. Continuing education on @ansportation problems and flight physiologylsha provided
on an annual basis.

Continuing education will be approved by the adeahlife support rotorcraft ambulance service prewid
organization airmedical director with the coopematof the supervising hospital.

(3) A listing of all onboard life support and mealicommunications equipment available, includidigteof drugs
and medications to be carried on each aircraft.

(4) When appropriate, a copy of the contract betwtbe advanced life support rotorcraft ambulanceice
provider organization and the supervising hospitdiospitals.

(5) A copy of all treatment protocols and standinders (if applicable) under which all nonphysicersonnel
operate.

(6) Each rotorcraft ambulance service provider oizgtion shall show proof of insurance coverageegsiired by
836 IAC 1-3-6.

(7) The insurance coverage specified in subdivig®rshall be for each and every aircraft ownedperated, or
both, by or for the rotorcraft ambulance serviceviter organization.

(b) Upon approval, an advanced life support rotftambulance service provider organization willidgsued
certification for the provision of advanced lifepport services as required in 836 IAC 2 and thislar

(c) The certificate issued under this article:

(1) expires on the date appearing in the expiradite section of the certificate; and

(2) shall be prominently displayed at the placéudiness.

(d) Application for certification renewal shall:

(1) be made at least sixty (60) days before thératkpn date of the current certificate;

(2) be made on such forms provided by the agemay; a

(3) show evidence of compliance with this articdesat forth for original certification(Indiana Emergency Medical
Services Commission; 836 IAC 3-2-2; filed Oct 1988, 11:05 a.m.: 12 IR 368; filed May 15, 1998,2Ba.m.: 21
IR 3919; filed Apr 4, 2002, 9:08 a.m.: 25 IR 248&d Jun 11, 2004, 1:30 p.m.: 27 IR 3552; filed 31, 2007,
10:01 a.m.: 20070829-IR-836060011FRA)

836 IAC 3-2-3 Minimum specifications

Authority: IC 16-31-2-7; IC 16-31-3-20

Affected: IC 16-31

Sec. 3. (a) The rotorcraft ambulance performanegadteristics are inherent in the type of aircsafected by the
rotorcraft ambulance service provider organizatime aircraft and its equipment and operationsl leain
compliance with prevailing F.A.R. for the type dfcaaft in question and flying conditions under eiithe aircraft
will be operated as specified in the 14 CFR 13%airier certificate of the air ambulance servioavjer
organization.

(b) The aircraft shall be capable of carrying aimiiim of one (1) patient on a litter in a horizonakition located
S0 as not to obstruct the pilot's vision or integfevith the performance of any member of the fligtgw or required
air-medical personnel.

(c) There shall exist a means of securing eaddr kthd attached patient securely to either the fldeck), walls
(bulkhead), seats, or specific litter rack, or anynbination thereof, that shall comply with an gteele method
using either approved data from the aircraft mactufar or data approved by the F.A.A. If data apptbby the
F.A.A. is required, a field approval or suppleméngpe certificate (STC) shall be obtained.

(d) There shall be demonstrable unobstructed & igace at the head and thorax areas of the space of a
litter or litters to allow for performance of advaad life support cardiac care.

(e) Both the head and thorax of a secured patfeit se accessible by a minimum of two (2) air-nsedipersonnel
at one (1) time.

() The patient compartment shall have lightingikkde for patient observation (a minimum of fo(40) foot-
candles at the level of the patient is recommendsagdting shall be such as to not interfere wiib pilots vision
and will be focused, shielded, diffused, or coloitkomination.

(g) The patient compartment shall have fresh aitilaion for the comfort of all persons on board.

(h) The patient compartment shall have temperatgalation to assure the comfort of all personboard.

(i) The aircraft shall have one (1) door demondyrédrge enough for ease of patient litter loadamgl unloading in
the supine position.

()) The electrical system of the aircraft shalldapable of supporting all of the ancillary equiptneithout the
threat of overload or systems failure.
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(k) Other specialized equipment may be requirecbtaduct certain operations. The installation of #guipment
shall comply with an acceptable method using eidipgaroved data from the aircraft manufacturer ¢a daproved
by the F.A.A. If data approved by the F.A.A. isuegqd, a field approval or supplemental type ciedile (STC)
shall be obtained.

() The aircraft shall have a searchlight rateé asinimum of four hundred thousand (400,000) cgraller or
greater, manipulated by the pilot with a minimumvament of ninety (90) degrees vertical and one reohdighty
(180) degrees horizontal with the capability afiiflinating the proposed landing site.

(m) The aircraft shall have air to ground commutizacapability to allow the pilot to communicatéthvall of the
following ground personnel:

(1) Law enforcement.

(2) Fire/rescue.

(3) Ambulances.

(4) Hospital or hospitals.

(n) The aircraft shall be equipped with adequatéeptrestraint or restraints to preclude intenfeewith the crew
or aircraft flight controls.

(o) The aircraft shall have an intercommunicatisystem (Indiana Emergency Medical Services Commission; 836
IAC 3-2-3; filed Oct 11, 1988, 11:05 a.m.: 12 IR936led May 15, 1998, 10:25 a.m.: 21 IR 3920;dilapr 4, 2002,
9:08 a.m.: 25 IR 2493; filed Jun 11, 2004, 1:30 p27 IR 3553)

836 IAC 3-2-4 Operating procedures; flight and medial

Authority: IC 16-31-2-7; IC 16-31-3-20

Affected: IC 4-21.5-1

Sec. 4. (a) Each provider organization shall mairagcurate records concerning the emergency caxéded to
each patient within the state as well as the falouw

(1) All advanced life support rotorcraft ambularsegvice provider organizations shall utilize a @aticare transport
record.

(2) All advanced life support rotorcraft ambularsegvice provider organizations shall maintain aatirecords
under 836 IAC 1-1-5.

(b) Premises will be maintained, suitable to theduwt of a rotorcraft ambulance service, with psan for
adequate storage or maintenance, or both, of matib@mbulances and the on-board equipment.

(c) Each rotorcraft ambulance service provider pizgtion shall have a periodic maintenance prograrautlined
for each specific aircraft certified by the comnassin compliance with F.A.A. guidelines and maratéaer's
service recommendations (MSR) as a minimum to aghat each rotorcraft ambulance, including equiptrie
maintained in good, safe working condition and tigitl sanitation conditions and procedures arefiect at all
times.

(d) All rotorcraft ambulance service provider orgation premises, records, hangars, padding, tweadacilities,
and rotorcraft ambulances will be made availabtérfepection by the agency at any time during radyl
scheduled business hours.

(e) A determination of noncompliance with F.A.R.ymasult in immediate suspension of commissionifaeation
as a rotorcraft ambulance service provider orgdioiza

(f) Each rotorcraft ambulance service provider aigation shall make available to the commissionifigspection at
place of operation during regular business houysnaanual of operations required under F.A.R.

(g) Commission certification as a rotorcraft amimgka service provider organization may be terminafszh the
date specified in the notice.

(h) Each rotorcraft ambulance service provider oizgtion shall establish equipment checklist proced to ensure
the following:

(1) Electronic and mechanical equipment are in eragperating condition.

(2) Rotorcraft ambulances shall be maintained fa sperating conditions at all times.

(3) Emergency patient care equipment requireddtorcraft ambulance certification is maintainedrimimum
quantities either directly on board the rotorceaftbulance or available at the time of patient {parts

(i) Each rotorcraft ambulance service provider aigation shall ensure that rigid sanitation cormdfis and
procedures are in effect at all times. The follogvanitation standards apply to all rotorcraft alabces:

(1) The interior and the equipment within the aiftare clean and maintained in good working oadexll times.
(2) Freshly laundered linens are used on all fittand pillows and linens shall be changed afteh patient is
transported.
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(3) When the aircraft has been utilized to transpgratient known to have a communicable diseaseaitcraft
shall be cleansed and all contact surfaces befeésed.

() A rotorcraft ambulance service provider orgaian shall not operate a rotorcraft ambulancendidna if the
aircraft does not meet the certification requiretaeri this article and does not have a certificsgeed under this
article; however, a rotorcraft ambulance serviga/joter organization may operate, for a period naxceed one
hundred eighty (180) consecutive days, a noncedtifotorcraft ambulance if the noncertified rotaftambulance
is used to replace a certified rotorcraft ambulaheg has been temporarily taken out of serviceidiog the
following:

(1) The replacement rotorcraft ambulance meetseatification requirements of this article.

(2) The rotorcraft ambulance service provider oizgion shall notify the agency, in writing, withg@venty-two
(72) hours of the time the replacement rotorcsafilaced in service. The written notice shall idfgrihe following:
(A) The replacement date.

(B) The certification number of the replaced rotaftambulance.

(C) The aircraft identification number of the regganent rotorcraft.

(D) The make and type of the replacement rotorenaibulance.

Upon receipt of the notification, a temporary dardite shall be issued effective the date the fiedtrotorcraft
ambulance was replaced. Temporary certificatiohwit exceed one hundred eighty (180) days frondtte that
the replacement rotorcraft ambulance is place@imice, and, upon return to service of the cedifietorcraft
ambulance, the use of the replacement rotorcrdfutgance shall cease. If the replaced rotorcraftudanze is not
returned to service within the one hundred eigh80j day period,

use of the replacement rotorcraft ambulance skake unless certification is approved in accordarnitethis
article.(Indiana Emergency Medical Services Commission;|8853-2-4; filed Oct 11, 1988, 11:05 a.m.: 12 IR
370; filed May 15, 1998, 10:25 a.m.: 21 IR 392@&diApr 4, 2002, 9:08 a.m.: 25 IR 2494; filed Feéh 2003, 8:00
a.m.: 26 IR 2358; filed Jun 11, 2004, 1:30 p.m.:IR73554)

836 IAC 3-2-5 Staffing

Authority: IC 16-31-2-7; IC 16-31-3-20

Affected: IC 4-21.5-1

Sec. 5. (a) Each certified rotorcraft ambulancelennansporting an emergency patient, will befstiby no fewer
than three (3) people that have completed air-na¢dicented training as prescribed by the air-maidiirector.
Staffing will include the following requirements:

(1) The first person shall be a properly certiffgidt who shall complete an orientation programeravg flight and
airmedical operations as prescribed by the air-cadiirector.

(2) The second person shall be currently certifiedistered, or licensed in Indiana as:

(A) a paramedic;

(B) a registered nurse; or

(C) a physician;

within the state the air-ambulance is stationed@etating.

(3) The third person shall be any appropriate perebrequired to properly care for the medical seaftthe patient
at the discretion of the air-medical director. Hiremedical personnel on board the aircraft shaltrhined in air
transport problems and flight physiology.

(b) The advanced life support rotorcraft ambulaseevice provider organization shall notify the ageim writing
within thirty (30) days of any change in the advehtife support services provided.

(c) Upon suspension, revocation, or terminatioa oértificate, the provision of advanced life suppervices shall
cease.(Indiana Emergency Medical Services Commission;|8853-2-5; filed Oct 11, 1988, 11:05 a.m.: 12 IR
372; filed May 15, 1998, 10:25 a.m.: 21 IR 392&diApr 4, 2002, 9:08 a.m.: 25 IR 2496; filed Feéh 2003, 8:00
a.m.: 26 IR 2360; filed Jun 11, 2004, 1:30 p.m.:IR73555)

836 IAC 3-2-6 Equipment list

Authority: IC 16-31-2-7; IC 16-31-3-20

Affected: IC 16-31-3-20

Sec. 6. (a) The advanced life support rotorcratb@ance service provider organization shall enshaiethe
following basic life support and advanced life sofiequipment is carried on board each rotorcratb@ance at
the time of dispatch:

(1) Portable suction apparatus, capable of a mimimacuum of three hundred (300) millimeters of ruey¢c
equipped with wide-bore tubing and other rigid aoét pharyngeal suction tips.
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(2) Oropharyngeal airways (adult, child, and infaizes).

(3) Nasopharyngeal airways (small, 20-24 frenchglioma, 26-30 french; large, 30 french or greater).

(4) Bag mask ventilation units, hand operated, (@)enit in each of the following sizes, each egeig with clear
face masks and oxygen reservoirs with oxygen tubing

(A) Adult.

(B) Child.

(C) Infant (mask only).

(D) Neonatal (mask only).

(5) Portable oxygen equipment of at least threalreoh (300) liters capacity (D size cylinder) withkg, medical
regulator, pressure gauge, and nondependent flaavmet

(6) Oxygen delivery devices shall include the foliog:

(A) High concentration devices, two (2) each, imlgcchild, and infant sizes.

(B) Low concentration devices, two (2) in adultesiz

(7) Blood pressure manometer, one (1) each inalb@ing cuff sizes:

(A) Large adult.

(B) Adult.

(C) Child.

(8) Stethoscope in adult size.

(9) Wound care supplies to include the following:

(A) Sterile gauze pads four (4) inches by fourifghes.

(B) Airtight dressing.

(C) Adhesive tape, two (2) rolls.

(D) Bandage shears.

(10) Rigid extrication collars, two (2) each capabf the following sizes:

(A) Pediatric.

(B) Small.

(C) Medium.

(D) Large.

(11) Portable defibrillator with self-contained dic monitor and ECG strip writer and equipped widfibrillation
pads or paddles, appropriate for both adult andapréadefibrillation, that will not interfere witkthe aircraft's
electrical and radio system.

(12) Endotracheal intubation devices, includingftiilowing equipment:

(A) Laryngoscopes with spare batteries and bulbs.

(B) Laryngoscope blades (adult and pediatric, atirared straight).

(C) Disposable endotracheal tubes, a minimum of(By@ach, sterile packaged, in sizes 3, 4, 5, 8, @nd 9
millimeters inside diameter.

(13) Medications, intravenous fluids, administratiets, syringes, and needles will be specifiethbyir-medical
director identifying types and quantities.

(b) Additional equipment and supplies approvedhgysupervising hospital shall be identified by thircraft
ambulance service provider organization's air-madioector and reported in writing to the agenayihitial
certification and recertification.

(c) All drugs shall be supplied by the supervidimgpital, or by written arrangement with a supéngdospital, on
an even exchange basis. Lost, stolen, or misusegs dhall only be replaced on order of the advaliifeedupport
rotorcraft ambulance service provider organizatsrmedical director. All medications and advantfsupport
equipment are to be supplied by order of the médicector. Accountability for distribution, storagownership,
and security of medications is subject to applieabl

requirements as determined by the medical direpttarmacist, and the United States Departmentgfc&uDrug
Enforcement Administratior{indiana Emergency Medical Services Commission;|3853-2-6; filed Oct 11,
1988, 11:05 a.m.: 12 IR 373; filed May 15, 1998280a.m.: 21 IR 3923; filed Apr 4, 2002, 9:08 a.26:IR 2497,
filed Jun 11, 2004, 1:30 p.m.: 27 IR 3555)

836 IAC 3-2-7 Communications systems requirements

Authority: IC 16-31-2-7; IC 16-31-3-20

Affected: IC 16-31-3-20

Sec. 7. (a) Each rotorcraft ambulance shall haveaimunications equipment required under 14 CFRfdBthe
type of aircraft and service provided. In additithe rotorcraft ambulance shall have radio comnatioos
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equipment that allows it to communicate directlyhaindiana hospitals utilizing either the Indianadgital
Emergency Radio Network (IHERN) system or the tiigh frequency medical communications channels fmed
advanced life support.

(b) Transmitters are to operate with an output pave to exceed ten (10) watts as applicable to R@€s and
regulations.

(c) The rotorcraft ambulance service provider oizgtion shall maintain a dispatch and tactical camitations
system with the capability to provide a coordinateite communications linkage within the flying aref the
rotorcraft ambulance service provider organizatidms channel or these channels will be used exalysfor
dispatch and tactical communications and shallgaetdrom any involved in the IHERN.

(d) Authorization or authorizations for the useaofy frequencies necessary for the required comratioits
linkages with ground personnel identified in sect&{m) of this rule shall be part of the areawiderdinated plan
identified in section 2(a)(1)(B) of this rul@ndiana Emergency Medical Services Commission;I8863-2-7; filed
Oct 11, 1988, 11:05 a.m.: 12 IR 373; filed May 1998, 10:25 a.m.: 21 IR 3923; filed Apr 4, 200)®a.m.: 25
IR 2498; filed Jun 11, 2004, 1:30 p.m.: 27 IR 3556)

836 IAC 3-2-8 Penalties (Repealed)
Sec. 8(Repealed by Indiana Emergency Medical Servicesniission; filed Feb 20, 2003, 8:00 a.m.: 26 IR 2372)

Rule 3. Fixed-Wing Air Ambulance Service Provider Organization

836 IAC 3-3-1 Air ambulances; general requirements

Authority: IC 16-31-2-7; IC 16-31-3-20

Affected: IC 16-31-3-20

Sec. 1. (a) Any organization based in Indiana mhog, or seeking to provide, fixed-wing air ambuarservices
utilizing fixed-wing aircraft is required to be tiéied as an advanced life support fixed-wing aitaulance service
provider organization by the commission. The adedride support fixed-wing air ambulance servicevider
organization shall be certified in accordance \hils article under IC 16-31 as appropriate.

(b) The provider organization of fixed-wing air anfdnce services shall ensure that the aircraft irsednjunction
with the provision of advanced life support sergiceeets the guidelines as specified in this artioer IC 16-31
and is certified by the commission. Each fixed-waigambulance service provider organization simelét all
applicable parts of F.A.A. regulation and shallchalvalid 14 CFR 135 air carrier certificate orlshave a contract
with the holder of a 14 CFR 135 air carrier cectifie to provide aviation services under their fieatie. Either must
also have current F.A.A. approved air ambulanceaimns specifications.

(c) Advanced life support fixed-wing air ambularssvice provider organizations will have an agresméth one
(1) or more supervising hospitals for the followsgyvices:

(1) Continuing education.

(2) Audit and review.

(3) Medical control and direction.

(4) Provide liaison and direction for supply of riwadions, fluids, and other items utilized by thepder
organization.

(5) Safety and survival programs and education.

The agreement will include a detailed descriptibhaw such services will be provided to the advande support
fixed-wing air ambulance service provider organ@atin those cases where more than one (1) hogpitars into
an agreement, or seeks to enter into an agreemigimian advanced life support fixed-wing air amingde service
provider organization as a supervising hospitainterhospital agreement will be provided to therecy that
clearly defines the specific duties and responiisl of each hospital to ensure medical, safetg, administrative
accountability of system operation. An agreemenbisrequired when the hospital and the providerthe same
organization.

(d) The advanced life support fixed-wing air amimgka service provider organization will have anraédical
director provided by the advanced life supportdixeing air ambulance service provider organizatamjpintly
with the supervising hospital, who has knowledgaiptransport problems and flight physiology. Taiemedical
director is responsible for providing competent ioalddirection and overall supervision of the matliaspects of
the advanced life support fixed-wing air ambulasesrice provider organization. The duties and resiidlities of
the air-medical director include, but are not lexlitto, the following:

(1) Assume all medical control and authority ovey and all patients treated and transported byitled-wing air
ambulance service.
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(2) Providing liaison with physicians.

(3) Assuring that the drugs, medications, supphes, equipment are available to the advanceduifpart fixed-
wing air ambulance service provider organization.

(4) Monitoring and evaluating overall operations.

(5) Assisting in the coordination and provisiorcohtinuing education.

(6) Providing information concerning the operatairthe advanced life support fixed-wing air ambelkauservice
provider organization to the agency.

(7) Providing individual consultation to the air-dieal personnel.

(8) Participating on the assessment committeee$tipervising hospital in at least quarterly aadd review of
cases treated by air-medical personnel.

(9) Attesting to the competency of air crewmemtadfiiated with the advanced life support fixed-wiair
ambulance service provider organization.

(10) Designating an individual or individuals tesess in the performance of these duties.

(e) Each fixed-wing air ambulance service providiganization shall designate one (1) person tomassu
responsibility for inservice training. This perssimall be certified as a paramedic, a registeresenuar a licensed
physician and actively provide patient care dugdirgransport.

(f) A fixed-wing air ambulance service provider anization shall not engage in conduct or practitegemental to
the health and safety of emergency patients orambers of the general public while in the coursbusfiness or
service as a fixed-wing air ambulance service gheworganization.

(g) Each advanced life support fixed-wing air analmgle service provider organization shall maintaima@equate
number of trained personnel and aircraft to prowideanced life support services as advertised pacified in the
fixed-wing air ambulance service provider organaas application for certification or certificaticenewal.

(h) Each fixed-wing air ambulance service provideganization shall designate one (1) person torasghe
responsibilities for establishment of a safety cotta® consisting of the following:

(1) Pilot or pilots.

(2) Air-medical personnel.

(3) Aircraft maintenance technician or technicians.

(4) Communications personnel.

The safety committee shall meet at least quargartymay be concurrent and in conjunction with theitareview
committee. (Indiana Emergency Medical Services Commission;|8853-3-1; filed Oct 11, 1988, 11:05 a.m.: 12
IR 374; filed May 15, 1998, 10:25 a.m.: 21 IR 398Kkd Apr 4, 2002, 9:08 a.m.: 25 IR 2498; filechJli, 2004,
1:30 p.m.: 27 IR 3556)

836 IAC 3-3-2 Certification; application

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 16-31

Sec. 2. (a) Application for certification as an adeed life support fixed-wing air ambulance sergoavider
organization will be made on forms provided by éigency and include, but not be limited to, theof@ihg:

(1) A narrative summary of plans for providing fikging air ambulance services, including the follogy

(A) The staffing pattern of air-medical personnedi gilots.

(B) Base of operations.

(C) Aircraft types and identification numbers.

(D) A listing of all personnel and their qualifioas by category who will regularly serve as pilatgl air-medical
personnel on the aircraft.

(E) A description of the weather minimums for botbss-country and local flights.

(F) A copy of the patient care transport recorfeautilized on each transport.

(2) Plans and methodologies to ensure that theetigbersonnel are provided with continuing educatiative to
their level of training. Continuing education on @ansportation problems and flight physiologylshea provided
on an annual basis. Continuing education will pgraved by the advanced life support fixed-wingaambulance
service provider organization air-medical direatdth the cooperation of the supervising hospital.

(3) A listing of all onboard life support and mealicommunications equipment available, includidigteof drugs
and medications to be carried on each aircraft.

(4) When appropriate, a copy of the contract betwhe advanced life support fixed-wing air ambukgervice
provider organization and the supervising hospitdiospitals.

(5) A copy of all treatment protocols and standinders (if applicable) under which all nonphysicpersonnel will
operate.
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(6) Each fixed-wing ambulance service provider aigation shall show proof of insurance coverageegsired by
836 IAC 1-3-6.

(7) The insurance coverage specified in subdivig®rshall be for each and every aircraft ownedperated, or
both, by or for the fixed-wing air ambulance seevrovider organization.

(b) Upon approval, an advanced life support fixadgaair ambulance service provider organizatior bl issued
certification for the provision of advanced lifepport services as required in 836 IAC 2 and thislar

(c) The certificate issued under this article:

(1) expires on the date appearing in the expiradite section of the certificate; and

(2) shall be prominently displayed at the placéusdiness.

(d) Application for certification renewal shall:

(1) be made not less than sixty (60) days pridhéoexpiration date of the current certificate;

(2) be made on such forms provided by the agemay; a

(3) show evidence of compliance with this articdesat forth for original certification(Indiana Emergency Medical
Services Commission; 836 IAC 3-3-2; filed Oct 1988, 11:05 a.m.: 12 IR 375; filed May 15, 1998,2Ba.m.: 21
IR 3925; filed Apr 4, 2002, 9:08 a.m.: 25 IR 24%f:d Jun 11, 2004, 1:30 p.m.: 27 IR 3558; filed 31, 2007,
10:01 a.m.: 20070829-IR-836060011FRA)

836 IAC 3-3-3 Minimum specifications

Authority: IC 16-31-2-7; IC 16-31-3-20

Affected: IC 16-31-3-20

Sec. 3. (a) The fixed-wing ambulance performan@eadteristics are inherent in the type of aircsafected by the
fixed-wing air ambulance service provider organ@atThe aircraft and its equipment and operatahral be in
compliance with prevailing F.A.R. for the type dfcaaft in question and flying conditions under eiithe aircraft
will be operated as specified in the 14 CFR 13%airier certificate of the fixed-wing air ambulanservice
provider organization.

(b) The aircraft shall be capable of carrying aimiimim of one (1) patient on a litter in a horizonakition located
S0 as nhot to obstruct the pilot's vision or integfevith the performance of any member of the fligtgw or required
air-medical personnel.

(c) There shall exist a means of securing eaddr kthd attached patient securely to either the fldeck), walls
(bulkhead), seats, or specific litter rack, or anynbination thereof, that shall comply with an gteele method
using either approved data from the aircraft mactufar or data approved by the F.A.A. If data apptbby the
F.A.A. is required, a field approval or suppleméngpe certificate (STC) shall be obtained.

(d) There shall be demonstrable unobstructed & igace at the head and thorax areas of the spfface of a
litter or litters to allow for performance of advaad life support cardiac care.

(e) Both the head and thorax of the secured padleadt be accessible by a minimum of two (2) aidoel
personnel at one (1) time.

() The patient compartment shall have lightingikkde for patient observation (a minimum of fo(40) foot-
candles at the level of the patient is recommendsagdting shall be such as to not interfere wtik pilot's vision
and will be focused, shielded, diffused, or coloitkomination.

(g) The patient compartment shall have fresh aitilaion for the comfort of all persons on board.

(h) The patient compartment shall have temperatgalation to assure the comfort of all personboard.

(i) The aircraft shall have one (1) door demondyrédrge enough for ease of litter patient loadamgl unloading in
the supine position.

() The electrical system of the aircraft shalldapable of supporting all of the ancillary equiptnithout the
threat of overload or systems failure.

(k) Other specialized equipment may be requirecbtaduct certain operations. The installation of #guipment
shall comply with an acceptable method using eidipgaroved data from the aircraft manufacturer ¢a daproved
by the F.A.A. If data approved by the F.A.A. isuegqd, a field approval or supplemental type ciedile (STC)
shall be obtained.

() The aircraft shall be equipped with adequatieparestraints to preclude interference with¢hew or aircraft
flight controls.

(m) The aircraft shall have an intercommunicatisystem (Indiana Emergency Medical Services Commission; 836
IAC 3-3-3; filed Oct 11, 1988, 11:05 a.m.: 12 IR63filed May 15, 1998, 10:25 a.m.: 21 IR 3926;dilapr 4, 2002,
9:08 a.m.: 25 IR 2500; filed Jun 11, 2004, 1:30 p27 IR 3558)

836 IAC 3-3-4 Operating procedures; flight and medial
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Authority: IC 16-31-2-7; IC 16-31-3-20

Affected: IC 4-21.5-1

Sec. 4. (a) Each provider organization shall mairagcurate records concerning the emergency caxéded to
each patient within the state as well as the fdlaw

(1) All advanced life support fixed-wing ambularservice provider organizations shall utilize a giaticare
transport record.

(2) All advanced life support fixed-wing ambularg®vider organizations shall maintain accurate r@sander
836 IAC 1-1-5.

(b) Premises shall be maintained, suitable to dmelact of a fixed-wing air ambulance service, vgthvision for
adequate storage or maintenance, or both, of fimed-ambulances and the on-board equipment.

(c) Each fixed-wing air ambulance service provideganization shall have a periodic maintenancenarogs
outlined for each specific aircraft certified bytbommission in compliance with F.A.A. and manufeet's service
recommendations (MSR) guidelines as a minimum sarasthat each fixed-wing ambulance, including pongnt,
is maintained in good, safe working condition.

(d) All fixed-wing air ambulance service provideganization premises, records, and fixed-wing ambcgs shall
be made available for inspection by the agencyatime during regularly scheduled business hours.

(e) A determination of noncompliance with F.A.R.ymasult in immediate suspension of commissionifaeation
as a fixedwing air ambulance service provider oizgion.

(f) Each fixed-wing air ambulance service provideganization shall make available to the commis§ion
inspection at place of operation during regulariess hours any manual of operations required uRdeR.

(g) Commission certification as a fixed-wing airlautance service provider organization may be teateith upon
the date specified in the notice.

(h) Each fixed-wing air ambulance service provideganization shall establish equipment checklistpdures to
ensure the following:

(1) Electronic and mechanical equipment are in eragperating condition.

(2) Fixed-wing ambulances shall be maintained fe sperating conditions at all times.

(3) Emergency patient care equipment requiredixedfwing ambulance certification is maintainedrimimum
guantities either directly on board the fixed-wengbulance or available at the time of patient {parnts

(i) Each fixed-wing air ambulance service provideganization shall ensure that rigid sanitationditions and
procedures are in effect at all times. The follogvdanitation standards apply to all fixed-wing atabaes:

(1) The interior and the equipment within the aiftare clean and maintained in good working oadexll times.
(2) Freshly laundered linens are used on all fittand pillows and linens shall be changed afteh patient is
transported.

(3) When an aircraft has been utilized to transpgratient known to have a communicable diseasagithraft shall
be cleansed and all contact surfaces be washedwoadin and water and disinfected.

(i) A fixed-wing air ambulance service provider anjgzation shall not operate a fixed-wing ambulancadiana if
the fixedwing ambulance does not meet the certiioarequirements of this article and does not hecertificate
issued under this article; however, a fixed-wingamnbulance service provider organization may dpefar a
period not to exceed one hundred eighty (180) aarise days, a temporary replacement fixed-wing alantce if
the temporary replacement fixed-wing ambulanceseduto replace a certified fixed-wing ambulanceé kaes been
temporarily taken out of service providing the doling:

(1) The replacement fixed-wing ambulance shall radlatertification requirements of this article.

(2) The fixed-wing air ambulance service providegamization shall notify the agency, in writing thin seventy-
two (72) hours of the time the replacement fixeagnvambulance is placed in service. The writtenceoshall
identify the following:

(A) The replacement date.

(B) The certification number of the replaced fixedig ambulance.

(C) The aircraft identification number of the reg@anent fixed-wing ambulance.

(D) The make and type of the replacement fixed-vantpulance.

Upon receipt of the notification, a temporary dardite shall be issued effective the date the fiedtrotorcraft
ambulance was replaced. Temporary certificatiohwait exceed one hundred eighty (180) days frondtte that
the replacement fixed-wing ambulance is placeimise, and, upon return to service of the cedifized-wing
ambulance, the use of the replacement fixedwinguamnice shall cease. If the replaced fixed-wing dane is not
returned to service within the one hundred eigh80] day period, use of the replacement fixed-veindulance
shall cease unless certification is approved iatance with this article(indiana Emergency Medical Services
Commission; 836 IAC 3-3-4; filed Oct 11, 1988, BlaOm.: 12 IR 376; filed May 15, 1998, 10:25 a.B1.:IR 3926;
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filed Apr 4, 2002, 9:08 a.m.: 25 IR 2501; filed Fah, 2003, 8:00 a.m.: 26 IR 2360; filed Jun 11,4200:30 p.m.:
27 IR 3559)

836 IAC 3-3-5 Staffing

Authority: IC 16-31-2-7; IC 16-31-3-20

Affected: IC 4-21.5-1; IC 16-31-3-14

Sec. 5. (a) Each certified fixed-wing ambulancelgviviansporting an emergency patient shall beesidffy no less
than three (3) people and include the followinguisgments:

(1) The first person shall be a properly certiffgidt who shall complete an orientation programeravg flight and
airmedical operations as prescribed by the air-cadiirector.

(2) The second person shall be an Indiana cerffegdmedic or registered nurse or a physician.

(3) The third person shall be any appropriate persbto properly care for the medical needs ofphient as
required on board the fixed-wing aircraft in theigat compartment.

(4) All medical personnel on board the aircraft traestrained in air transport problems and prirespf flight
physiology.

(b) The advanced life support fixed-wing air amimaka service provider organization shall notify #uyency in
writing within thirty (30) days of any change irethdvanced life support services provided.

(c) Upon suspension, revocation, or terminatioa oértificate, the provision of advanced life suppervices shall
cease.(Indiana Emergency Medical Services Commission;|3853-3-5; filed Oct 11, 1988, 11:05 a.m.: 12 IR
378; filed May 15, 1998, 10:25 a.m.: 21 IR 392&diApr 4, 2002, 9:08 a.m.: 25 IR 2503; filed Feh 2003, 8:00
a.m.: 26 IR 2362; filed Jun 11, 2004, 1:30 p.m.lIR73560)

836 IAC 3-3-6 Equipment list

Authority: IC 16-31-2-7; IC 16-31-3-20

Affected: IC 16-31-3-20

Sec. 6. (a) The advanced life support fixed-wirrgaaibulance service provider organization shaluenhat the
following basic life support and advanced life sofiequipment is available on board each aircradtia
appropriate for the age and medical condition efgihtient to be transported at the time of trartspor

(1) Portable or fixed suction apparatus, capabke minimum vacuum of three hundred (300) millimstef
mercury, equipped with wide-bore tubing and otligidrand soft pharyngeal suction tips.

(2) Oropharyngeal airways (adult, child, and infsizes).

(3) Nasopharyngeal airways (small, 20-24 frenchdioma, 26-30 french; large, 30 french or greater).
(4) Bag mask ventilation units, hand operated, (@)enit in each of the following sizes, each egeig with clear
face masks and oxygen reservoirs with oxygen tubing

(A) Adult.

(B) Child.

(C) Infant (mask only).

(D) Neonatal (mask only).

(5) Portable oxygen equipment of at least threalreoh (300) liters capacity (D size cylinder) withkg, medical
regulator, pressure gauge, and nondependent flaavmet

(6) Oxygen delivery device shall include the follog:

(A) High concentration devices, two (2) each, imlacchild, and infant sizes.

(B) Low concentration devices, two (2) in adultesiz

(7) Blood pressure manometer, one (1) each inah@ing cuff sizes:

(A) Large adult.

(B) Adult.

(C) Child.

(8) Stethoscope in adult size.

(9) Wound care supplies to include the following:

(A) Sterile gauze pads four (4) inches by fourifghes.

(B) Airtight dressing.

(C) Bandage shears.

(D) Adhesive tape, two (2) rolls.

(10) Rigid extrication collars, two (2) each capabf the following sizes:

(A) Pediatric.

(B) Small.
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(C) Medium.

(D) Large.

(11) Portable defibrillator with self-contained dec monitor and ECG strip writer and equipped wligibrillation
pads or paddles, appropriate for both adult andapéadefibrillation, that will not interfere witkthe aircraft's
electrical and radio system.

(12) Endotracheal intubation devices, includingftiilowing equipment:

(A) Laryngoscopes with spare batteries and bulbs.

(B) Laryngoscope blades (adult and pediatric, atirased straight).

(C) Disposable endotracheal tubes, a minimum of(yeach, sterile packaged, in sizes 3, 4, 5, 8, @nd 9
millimeters inside diameter.

(13) Medications, intravenous fluids, administratiets, syringes, and needles will be specifiethbyir-medical
director identifying types and quantities.

(b) Additional equipment and supplies approvedhgysupervising hospital shall be identified byfiked-wing air
ambulance service provider organization air-mediiactor and reported in writing to the agencyifotial
certification and recertification.

(c) All drugs shall be supplied by the supervidimgpital, or by written arrangement with a supéngospital, on
an even exchange basis. Lost, stolen, or misusegs dhall only be replaced on order of the advalifeedupport
fixed-wing air ambulance service provider organ@amedical director. All medications and advantifsdsupport
equipment are to be supplied by order of the médicector. Accountability for distribution, storagownership,
and security of medications is subject to applieabl

requirements as determined by the medical direpttarmacist, and the United States DepartmentsifcéuDrug
Enforcement Administratior{indiana Emergency Medical Services Commission;|8853-3-6; filed Oct 11,
1988, 11:05 a.m.: 12 IR 379; filed May 15, 1998280a.m.: 21 IR 3929; filed Apr 4, 2002, 9:08 a.26: IR 2503,;
filed Jun 11, 2004, 1:30 p.m.: 27 IR 3561)

836 IAC 3-3-7 Communications systems requirements

Authority: IC 16-31-2-7; IC 16-31-3-20

Affected: IC 16-31-3-20

Sec. 7. (a) Each fixed-wing ambulance shall havecsthmunications equipment required under 14 CFRfbBthe
type of aircraft and service provided. In additithe fixed-wing ambulance shall have radio commatns
equipment that allows it to communicate directlyhalindiana hospitals utilizing either the Indianadfital
Emergency Radio Network (IHERN) system, the ultghhirequency medical communications channels used f
advanced life support, or air-to-ground radio thkapwe.

(b) Transmitters are to operate with an output paved to exceed ten (10) watts as applicable to R@€s and
regulations.

(c) The fixed-wing air ambulance service providegamization shall maintain a dispatch and tactical
communications system with the capability to prevadvoice communications linkage with the fixed-gvair
ambulance service provider organization's basmstakhis channel will be used exclusively for disgh and
tactical communications and shall be apart fromiamglved in the IHERN.

(d) In addition to subsection (a), each multiendired-wing air ambulance shall be equipped withiaimum of
two (2) VHF aircraft band transceivers and twoi@ependently functioning audio panels allowingheesquired
pilot to communicate with ground resources sepbratediana Emergency Medical Services Commission; 836
IAC 3-3-7; filed Oct 11, 1988, 11:05 a.m.: 12 IR038led May 15, 1998, 10:25 a.m.: 21 IR 3929;dilapr 4, 2002,
9:08 a.m.: 25 IR 2504; filed Jun 11, 2004, 1:30 p 27 IR 3561)

836 IAC 3-3-8 Penalties (Repealed)
Sec. 8(Repealed by Indiana Emergency Medical Servicesnission; filed Feb 20, 2003, 8:00 a.m.: 26 IR 2372)

Rule 4. Waivers

836 IAC 3-4-1 Exception (Repealed)
Sec. 1(Repealed by Indiana Emergency Medical Servicesniission; filed Feb 20, 2003, 8:00 a.m.: 26 IR 2372)

Rule 5. Registry for Out-of-State Advanced Life Support FixeeWWing Ambulance Service Provider
Organization
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836 IAC 3-5-1 Certificate of registry

Authority: IC 16-31-2-7; IC 16-31-3-20

Affected: IC 16-31-3-20

Sec. 1. (a) Application for certificate of regisay a fixed-wing ambulance service provider orgation shall be
made on forms provided by the agency and includeate not limited to, a narrative summary of pléors
providing fixed-wing ambulance services, includthg following:

(1) The staffing pattern of personnel.

(2) Base of operations and a level of care to be&ided.

(3) The training and experience of the applicarthatransportation and care of patients.

(4) A description and general location of eachrafitdo be used as an air ambulance, includingrtake, model,
year of manufacture, insignia, name or monogranotloer distinguishing characteristics.

(5) Types and quantity of medical equipment on doar

(6) Proof of current valid certification or licenssued by another state.

(7) Other information as requested by the commissio

(b) Upon approval by the commission, the fixed-wamgbulance service provider organization shalldggstered
by the commission.

(c) Each fixed-wing ambulance shall comply withagiplicable F.A.A. and F.A.R. requirements pertajnio
operating as a commercial air transport service.

(d) Certificate of registry is required for all ahced life support fixed-wing ambulance servicevjgher
organizations based outside of Indiana and tratiggqgpatients originating in Indiana to a locatimumside of
Indiana.(Indiana Emergency Medical Services Commission;|8853-5-1; filed Oct 11, 1988, 11:05 a.m.: 12 IR
380; filed May 15, 1998, 10:25 a.m.: 21 IR 393@&diApr 4, 2002, 9:08 a.m.: 25 IR 2505; filed Jun 2004, 1:30
p.m.: 27 IR 3562)

Rule 6. Medicolegal Responsibilities

836 IAC 3-6-1 Medicolegal responsibilities betweemedical facilities (Repealed)
Sec. 1(Repealed by Indiana Emergency Medical Servicesniesion; filed Apr 4, 2002, 9:08 a.m.: 25 IR 2505)

ARTICLE 4. TRAINING AND CERTIFICATION
Rule 1. Definitions

836 IAC 4-1-1 Definitions

Authority: IC 16-31-2-7

Affected: IC 16-31

Sec. 1. The definitions in 836 IAC 1-1-1 apply tigbout this article(Indiana Emergency Medical Services
Commission; 836 IAC 4-1-1; filed Jun 30, 2000, 4pl®.: 23 IR 2745; filed Feb 20, 2003, 8:00 a.nG.:IR 2362;
filed Jun 11, 2004, 1:30 p.m.: 27 IR 3562)

Rule 2. Emergency Medical Services Training Institution

836 IAC 4-2-1 General requirements for training insitutions; staff

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3143}.5; IC 16-31-3-20

Affected: IC 4-21.5; IC 16-21; IC 16-31-3-2; IC 2@-62-3; IC 20-12-71-8; IC 20-18-2-7

Sec. 1. (a) All institutions administering or seekio administer emergency medical services trgipiograms
shall:

(1) be certified by the commission prior to prowiglisuch training; and

(2) comply with this section.

Any multiple campus institution administering oeking to administer such programs shall have @iiing
institution certified by the commission on a campyscampus basis.

(b) Each Indiana emergency medical services trgimistitution of emergency medical technician peogs shall
be:

(1) a postsecondary institution as defined in 1€12671-8[IC 20-12 was repealed by P.L.2-2007, SECTION 390,
effective July 1, 2007,.]
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(2) a private technical, vocational, or trade sdtasodefined in IC 20-12-62{8C 20-12 was repealed by P.L.2-
2007, SECTION 390, effective July 1, 2007. SeellC721-15.}

(3) a high school as defined in IC 20-18-2-7;

(4) a provider organization as defined in IC 16-81;

(5) an appropriately accredited hospital licensedeu IC 16-21; that has adequate resources andadiedh to
educational endeavors. Educational institutiondl Sleeappropriately accredited by a regional acitiregl
association for higher education or have statenfioee that assures comparable educational standards

(c) Such an institution shall submit an applicatiorthe agency at least ninety (90) days prioh&date for which
certification is requested in a manner prescribethb agency. The application shall include théfeing:

(1) The name and address of the training institutio

(2) The name of the institution official.

(3) Agreement or agreements of affiliation witmatial and internship facilities.

(4) Type of emergency medical service courses octedu

(5) Medical director approval form listing affiled instructor or instructors.

(6) In-course standards and criteria by which tistructor is to determine successful completiothefdidactic and
clinical portions of the course to include the daling:

(A) Attendance requirements and absentee policies.

(B) Testing procedures.

(C) Number and scope of in-course tests.

(D) Didactic pass/fail grade average and criteria.

(E) Provision for makeup test and classes.

(F) Minimal age for enrollment.

(G) Paolicies for provider organization reasonatlecamnmodations under the Americans with Disabilies.

(H) Description of the screening and evaluatiorcpes for acceptance into any certified traininggpaion.

(7) Other information as required by the agency.

(d) Certification as an emergency medical servicaging institution is valid for a period of tw@) years from the
date of certification.

(e) Certified emergency medical services trainimgjiiutions shall be certified according to thditsion's intent
and ability to teach various levels of emergencylice services curricula as follows:

(1) A basic life support training institution isfdeed as an institution that presents one (1) orenud the following
training courses:

(A) Basic emergency medical technician.

(B) Emergency medical technician-basic advanced.

(C) Emergency medical first responder training sesr

(2) An advanced life support training institutiandefined as an institution that presents one(f)are of the
following training courses and may include onedfdnore of the basic life support training courksted under
subdivision (1):

(A) Emergency medical technician-intermediate.

(B) Paramedic.

(f) A certified training institution shall submihaapplication for recertification to the agencyeatst sixty (60) days
prior to the date of certification expiration. Tapplication for recertification shall indicate collapce with the
requirements currently in effect at the time of éipplication for renewal.

(9) Certified advanced life support training instibns conducting paramedic training programs oaftar July 1,
2008, shall show written proof of national accratiin of the progran{indiana Emergency Medical Services
Commission; 836 IAC 4-2-1; filed Jun 30, 2000, 4p1®&.: 23 IR 2747; filed Feb 20, 2003, 8:00 a.nG.:IR 2364;
filed Jun 11, 2004, 1:30 p.m.: 27 IR 3564; filed 31, 2007, 10:01 a.m.: 20070829-IR-836060011FRA)

836 IAC 4-2-2 Institutional responsibilities

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t.5; IC 16-31-3-20

Affected: IC 16-31-3

Sec. 2. A certified training institution seekingrmmission approval for administering emergency nmeddiervices
training courses shall meet the following minimusgquirements:

(1) Designate one (1) person as a training ingtitudfficial responsible for:

(A) administering all of the activities of the ergency medical services training institution; and

(B) communicating with the agency.

(2) Submit to an inspection of training facilitiasd equipment.
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(3) Provide a list of educational staff to meeffstg-student ratio requirements established inraped curricula.
(4) Have the necessary clinical facilities, orlatfions with clinical facilities, to conduct thequired clinical phases
of emergency medical service training programs.

(5) Under conditions where didactic and clinicalning are to be conducted by separate institutioregram
responsibility will rest with the institution tha certified by the commission. In cases where @or more
certified training institutions are cooperatinglie presentation of an emergency medical servia@sng program,
both institutions will be held jointly responsitftar the training programs.

(6) Provide classroom space to effectively preffmmtarious requirements in the curricula.

(7) The curriculum requirements for all certifiedibing programs shall be approved by the commissimurse
applications will be made in a manner prescribethieyagency. The agency or commission may disappsov
course application when it has been determinecthieatraining institution or primary instructor Hasen found in
noncompliance with rules and regulations.

(8) Have the training equipment and training aidsl(ding the emergency care equipment) requirethby
curriculum of the courses that the training insiita offers. The training institution shall have aslequate amount
of the training equipment to be utilized by studetot meet any equipment-to-student ratios prestiiyethe
curriculum being presented.

(9) Make available a minimum of twelve (12) howsger a two (2) year period, of continuing educaiion
educational principles and techniques for eachsddffiliated primary instructors. A training instiion may offer
this continuing education or advise its faculty nbemns of such continuing education at other sitég. ffaining
institution official may accept educational progsoonducted at other facilities.

(10) Evaluate each course and retain a recordeoéthaluation.

(11) Evaluate each affiliated instructor at least ¢1) time a calendar year and retain a recotdeoévaluation.
(12) Provide educational personnel for each apmtoraning course, consisting of the following:

(A) A medical director.

(B) A program director for the following levels:

(i) For an emergency medical technician-basic adedrtourse, the program director shall be:

(AA) a physician;

(BB) a registered nurse;

(CC) an emergency medical technician-basic advanced

(DD) an emergency medical technician-intermediate;

(EE) a paramedic.

(i) For an emergency medical technician-intermed@ourse, the program director shall be:

(AA) an emergency medical technician-intermediate;

(BB) a paramedic;

(CC) a physician; or

(DD) a registered nurse.

(i) For a paramedic course, the program direstwll be:

(AA) a paramedic;

(BB) a physician; or

(CC) a registered nurse.

(C) A primary instructor.

(D) Instructional staff.

(13) Be responsible for in-course standards andr@iby which it determines a student's successiuipletion of
the didactic and clinical portions of the courskeTriteria include, but are not limited to, thédwing:

(A) Attendance requirements and absentee policies.

(B) In-course testing procedures.

(C) Number and scope of in-course tests.

(D) Didactic pass/fail grade average and criteria.

(E) Provision for makeup classes and tests.

(F) Minimum age for enroliment.

(G) Policies for providing reasonable accommodatinder the Americans with Disabilities Act.

(14) Be responsible for the screening and evalnatidgeria for admission into any certified traigiprogram.
(15) Assure a certified primary instructor, affiéd with the training institution, is present ircka@mergency
medical technician class session unless a spetigiiy instructor in:

(A) hazardous materials;

(B) terrorism;
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(C) emergency vehicle operation; or

(D) extrication; is presenting the specific sessiotheir specialty.

(16) Have a retention schedule of seven (7) yeaaralf training and course recorddndiana Emergency Medical
Services Commission; 836 IAC 4-2-2; filed Jun 3M® 4:18 p.m.: 23 IR 2748; filed Feb 20, 2003,80m.: 26
IR 2365; filed Jun 11, 2004, 1:30 p.m.: 27 IR 356ed Jul 31, 2007, 10:01 a.m.: 20070829-IR-836MBIFRA)

836 IAC 4-2-3 Educational staff qualifications and-esponsibilities

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 16-31-3

Sec. 3. (a) Minimum personnel qualifications fag thaining institution's education staff shall lsef@lows:

(1) A medical director.

(2) A program director who shall:

(A) have appropriate education and experience sacgs$o teach in the assigned areas at the diseretithe
medical director;

(B) be thoroughly and appropriately knowledgealiewt all subject matter;

(C) be able to demonstrate all skills assigne@aah or evaluate;

(D) be a certified primary instructor; and

(E) hold a clinical certification or license at $¢@qual to that of the curriculum of the courswirich the individual
acts as the program director.

(3) The primary instructor shall be certified by ttommission.

(4) Instructional staff members will be selecteahfrvarious specialties and have appropriate educatid
experience necessary to teach in the assignedarédesdiscretion of the training institution afil. The individual
must be:

(A) thoroughly and appropriately knowledgeable dtadusubject matter; and

(B) able to demonstrate all skills that the indiadlis assigned to teach or evaluate.

Instructional staff members involved in the skilisting of students shall be persons who holdréceli certification
or license at least equal to that of the curricubfrthe course in which the individual acts asringional staff.

(b) Education staff responsibilities are as follows

(1) The medical director is responsible for thédwing:

(A) Providing competent medical direction in thendact of the training program by providing necegdiaison
with physicians to obtain adequate instructor sewi

(B) Assuring accurate and thorough presentatidh@medical content of the course curriculum.

(C) Attesting on forms provided by the agency ® tbmpetency of the course graduates to perforrméuical
skills required by the certification for which teudent has been trained.

(2) The program director for any advanced life sarppourse is responsible for the following:

(A) Developing teaching plans.

(B) Assuring that the course of instruction meetsielished standards of the commission and traimistifution.
(C) Providing liaisons with physicians and othee@plists to obtain adequate instructor servicestfe course.

(D) Monitoring and evaluating classroom activitiZg;luding clinical and practice sessions.

(E) Assuring that the required equipment and malteriecessary for teaching the course being ofi@redvailable
at each class session.

(F) Coordinating and evaluating all:

(i) didactic;

(i) clinical;

(iii) practical; and

(iv) field/internship; activities associated wittetcourse.

(G) Acting as the liaison between the studentsthagrogram staff.

(H) Maintaining student class records concerning:

(i) attendance;

(ii) performance; and

(iii) grades.

() Fulfilling other course requirements as destgdeby the medical director and the training ingitin official.

(3) Instructional staff and primary instructors aesponsible to teach and to test students duelegted lessons or
class sessions as assigned by the program di@ctoedical director. The instructional staff is kexded and held
accountable prescribed by the medical directorthadraining institution official.
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(Indiana Emergency Medical Services Commission;18864-2-3; filed Jun 30, 2000, 4:18 p.m.: 23 IR497filed
Jun 11, 2004, 1:30 p.m.: 27 IR 3566; filed Jul 3007, 10:01 a.m.: 20070829-IR-836060011FRA)

836 IAC 4-2-4 Institution reporting requirements

Authority: IC 16-31-2-7

Affected: IC 16-31-3

Sec. 4. (a) Each training institution shall subamy changes within thirty (30) days to the agemhey includes the
following information:

(1) Name, address, and telephone number of th@rgpinstitution official.

(2) List of affiliated educational staff, includingame, certification level, and certification numbe

(3) Changes in the training institutions standaald criteria.

(b) Each training institution will provide a finegport on each course to the agency within fiftlés) days
following the completion of the course. These répaiill be submitted in a manner prescribed byagency.

(c) Each training institution official will completother forms as required by the agency for puipo$eourse,
student, or training institution evaluation. Thetitution will cooperate with and assist the ageimcgollecting
statistics and evaluating performance and costser@lto emergency medical services train{frgdiana Emergency
Medical Services Commission; 836 IAC 4-2-4; filed 30, 2000, 4:18 p.m.: 23 IR 2750; filed Jun 10042 1:30
p.m.: 27 IR 3567)

836 IAC 4-2-5 Penalties (Repealed)
Sec. 5(Repealed by Indiana Emergency Medical Servicesniission; filed Feb 20, 2003, 8:00 a.m.: 26 IR 2372)

Rule 3. First Responders

836 IAC 4-3-1 Training standards

Authority: IC 16-31-2-7

Affected: IC 16-18-2-131; IC 16-31-2-8

Sec. 1. The minimum requirements for first resporidening shall be the following:

(1) The curriculum of the first responder traintmurse shall be the Indiana emergency medicalréisgionder
training curriculum, which is based on the curneational standard curriculum for first respondessamended and
approved by the commission.

(2) Each first responder training course shall d@rdinated by a primary instructor, and each cthsdl be
conducted by approved faculty members who shatidrtified at a minimum as emergency medical tegang; or
appropriate nurses and physicians.

(3) To successfully complete the Indiana emergenegtical first responder training course for origicertification
or for certification renewal, a student shall pdmscommission-authorized practical and writtenneixations.
(Indiana Emergency Medical Services Commission;18854-3-1; filed Jun 30, 2000, 4:18 p.m.: 23 IBAY
readopted filed Nov 30, 2006, 9:17 a.m.: 20061 R3BB6060486RFA)

836 IAC 4-3-2 Certification standards

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3143}.5; IC 16-31-3-20

Affected: IC 16-31-2-8; IC 16-31-3

Sec. 2. (a) Applicants for original certificatiog a first responder shall meet the following regunents:

(1) Be a minimum of fourteen (14) years of age.

(2) Have successfully completed the following:

(A) A commission-approved first responder course.

(B) State written and practical skills examinati@ssapproved by the commission.

(b) Certification as a first responder shall badrébr a period of two (2) years.

(c) To renew a certification, a first responderlkstabmit a report of continuing education everyt(?) years that
meets or exceeds the minimum requirement to taéeeport twenty (20) hours of continuing educataeording
to the following:

(1) Participate in a minimum of sixteen (16) hoofsny combination of lectures, critiques, skiltsficiency
examination, or audit and review that reviews scioeatter presented in the Indiana first respoedericulum.
(2) Participate in a minimum of four (4) hours igfithrillation and airway management as presentetarindiana
first responder curriculum.

(d) An individual who fails to comply with the cantiing education requirements described in thislart
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(1) forfeits all rights and privileges of a centifi first responder; and

(2) shall cease from providing the services autteatiby a first responder certification as of thieedd expiration of
the current certificate.

(e) An individual wanting to reacquire a certifiicat shall:

(1) complete a first responder recertificationniag) course as approved by the commission; and

(2) successfully complete the state written andtpral skills examinations as set forth and appdovg the
commission. If the individual fails either certidition examination, the person must retake an madiiast
responder training course.

(f) First responders shall:

(1) not perform procedures for which the first msger has not been specifically trained:

(A) in the Indiana first responder curriculum; and

(B) that have not been approved by the commissdmeang within the scope and responsibility of fitst
responder;

(2) not act negligently, recklessly, or in such @anmer that endangers the health or safety of emeygmatients or
the members of the general public;

(3) comply with the state and federal laws govegrilre confidentiality of patient medical informatio

(4) not delegate to a less qualified individual akifl that requires a first responder; and

(5) comply with the protocols established by the:

(A) commission;

(B) provider organization; and

(C) provider organization's medical director.

(Indiana Emergency Medical Services Commission;18864-3-2; filed Jun 30, 2000, 4:18 p.m.: 23 IRB27filed
Feb 20, 2003, 8:00 a.m.: 26 IR 2366; filed Jun2d04, 1:30 p.m.: 27 IR 3567; filed Jul 31, 2007;010a.m.:
20070829-1R-836060011FRA)

836 IAC 4-3-3 Certification based upon reciprocity

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3143}.5; IC 16-31-3-20

Affected: IC 16-31-3-8; IC 16-31-3-10

Sec. 3. (a) To obtain certification based uponpredity, an individual shall be a minimum of fowete(14) years of
age and meet one (1) of the following requirements:

(1) Be a person who:

(A) possesses a valid certificate or license assaresponder from another state;

(B) while serving in the military of the United $ta, successfully completed a course of trainirdysindy
equivalent to the material contained in the Indifirsd responder training course;

(C) holds a valid unlimited license to practice meatk in Indiana; or

(D) successfully completed a course of training studly equivalent to the material contained inltitBana first
responder training course and successfully complbe written and practical skills certificationragxinations
prescribed by the commission.

(2) Be a person who:

(A) holds a current first responder registratiosuisd by the National Registry; and

(B) has completed a course equivalent to Indiamaeygd curriculum.

(b) Any nonresident of Indiana who possesses #icaté or license as a first responder that isdvial another
state, upon affiliation with an Indiana certifiecbpider organization, may apply to the agency énporary
certification as a first responder.

Upon receipt of a valid application and verificatiof valid status by the agency, the agency mayeissmporary
certification, which shall be valid for:

(1) the duration of the applicant's current cardife or license; or

(2) a period not to exceed six (6) months fromdhte that the reciprocity request is approved byatency;
whichever period of time is shorter. A person reicgj temporary certification may apply for full ¢dication using
the procedure

required in subsection (g)ndiana Emergency Medical Services Commission;18854-3-3; filed Jun 30, 2000,
4:18 p.m.: 23 IR 2751; filed Jun 11, 2004, 1:30 p 27 IR 3568; filed Jul 31, 2007, 10:01 a.m.; 20829-IR-
836060011FRA)

Rule 4. Certification of Emergency Medical Technicians
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836 IAC 4-4-1 General certification provisions

Authority: IC 16-31-2-7

Affected: IC 16-31-3

Sec. 1. (a) Applicants for original certificatiog an emergency medical technician shall meet tfhaafimg
requirements:

(1) Be a minimum of eighteen (18) years of age.

(2) Successfully complete the Indiana basic emergeredical technician training course as approvyethé
commission and administered by a certified trainimggitution.

(3) Pass the emergency medical technician writtehpaiactical skills examinations as set forth appraved by the
commission.

(b) The applicant shall apply for certification fumms provided by the agency postmarked within @)eyear of the
date that the course was concluded as shown arothee report.

(c) The minimum requirement for basic emergencyioadechnicians training shall be as follows:

(1) The current version of the Indiana basic emeegeanedical technician training course as amendedagproved
by the commission.

(2) Each Indiana basic emergency medical technimiamse shall be supervised by a program direchar i&/
affiliated with the course sponsoring training ington as described in this article.

(d) No course shall be approved as equivalentlisextiion (c) unless the course meets the traitargiards in
effect on the date an equivalency determinatiordsiested.

(e) Emergency medical technicians shall comply whthfollowing:

(1) An emergency medical technician shall not penfprocedures for which the emergency medical tietdm has
not been specifically trained:

(A) in the Indiana basic emergency medical teclamaurriculum; and

(B) that have not been approved by the commissidmeing within the scope and responsibility of¢ngergency
medical technician.

(2) An emergency medical technician shall not agfligently, recklessly, or in such a manner thataggers the
health or safety of emergency patients or the mesniiethe general public.

(3) An emergency medical technician shall complihwie state and federal laws governing the confiebty of
patient medical information.

(4) An emergency medical technician shall not deledgo a less qualified individual any skill thatiuires an
emergency medical technician.

(5) An emergency medical technician shall complihwine protocols established by the commissionptbeider
organization, and the provider organization's madi@ector. (Indiana Emergency Medical Services Commission;
836 IAC 4-4-1; filed Jun 30, 2000, 4:18 p.m.: 232F52; filed Feb 20, 2003, 8:00 a.m.: 26 IR 236lgdf Jun 11,
2004, 1:30 p.m.: 27 IR 3568)

836 IAC 4-4-2 Application for original certification or certification renewal

Authority: IC 16-31-2-7

Affected: IC 16-31

Sec. 2. (a) Application for emergency medical técin certification shall be made on forms providgtthe
agency. Applicants shall complete the requiredhiand submit the forms to the agency. The appicahall
include the following:

(1) Name and address of applicant.

(2) Criminal history declarations of applicant.

(3) Name of training institution where training wammpleted.

(4) Other information required by agency.

(b) All applicants for original certification shalrovide evidence of compliance with the requiretador
certification.

(c) Certification as an emergency medical technisiaall be valid for a period of two (2) years.

(d) To renew a certification, a certified emergenmgdical technician shall submit a report of cauitiig education
every two (2) years that meets or exceeds the roimimequirement to take and report forty (40) haifrsontinuing
education according to the following:

(1) Participate in a minimum of thirty-four (34) tms of any combination of lectures, critiques, Iskilroficiency
examinations, continuing education courses, otiegcsessions that review subject matter presenttie Indiana
basic emergency medical technician curriculum.

(2) Participate in a minimum of six (6) hours ofléwand review.
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(3) Participate in any update course as requireth®gommission.

(4) Successfully complete proficiency evaluatioatttests the skills presented in the Indiana bexsiergency
medical technician curriculum.

(e) Notwithstanding any other provisions of thisce, a person also certified as an emergency caétichnician-
basic advanced, emergency medical technician-irgéiaite, or paramedic under IC 16-31 may substihge
required continuing education credits for thoseudsection (d).

(f) An individual who fails to comply with the cdnting education requirements described in thiglarshall not
exercise any of the rights and privileges of anrgerecy medical technician and shall cease fromighoy the
services authorized by an emergency medical te@mazrtification as of the date of expiration loé tturrent
certificate.

(9) An individual wanting to reacquire a certifirat shall:

(1) complete an emergency medical technician rigication training course as approved by the consinis, and
(2) successfully complete the state written andtpmal skills examinations as set forth and appdovg the
commission. If the individual fails either certifition examination, the person must retake an madigsic
emergency medical technician training coufsediana Emergency Medical Services Commission;|18864-4-2;
filed Jun 30, 2000, 4:18 p.m.: 23 IR 2752; filech i1, 2004, 1:30 p.m.: 27 IR 3569)

836 IAC 4-4-3 Certification based upon reciprocity

Authority: IC 16-31-2-7

Affected: IC 16-31-3-8; IC 16-31-3-10

Sec. 3. (a) To obtain certification based uponpmadity, an individual shall be a minimum of eigee(18) years of
age and meet one (1) of the following requirements:

(1) Be a person who:

(A) possesses a valid certificate or license asnaergency medical technician from another statet; an

(B) successfully completes the written and prats&dls certification examinations as prescribgcthe
commission.

(2) Be a person who:

(A) while serving in the military of the United $&, successfully completed a course of trainirdysindy
equivalent to the material contained in the Indibasic emergency medical technician training cquasd

(B) successfully completes the written and pratsg&dls certification examinations prescribed b ttommission.
(3) Be a person who:

(A) holds a valid unlimited license to practice no#ae in Indiana; and

(B) successfully completes the written and prats&dls certification examinations prescribed b ttommission.
(4) Be a person who:

(A) successfully completed a course of training stutly equivalent to the material contained inltitiana basic
emergency medical technician training course; and

(B) successfully completes the written and prats&dls certification examinations prescribed b ttommission.
(5) Be a person who:

(A) holds a current emergency medical techniciggsteation from the National Registry; and

(B) has completed a course equivalent to the Iredapproved curriculum.

(b) Any nonresident of Indiana who possesses #icaté or license as an emergency medical tecanithiat is
valid in another state, or a valid registratioruexs by the National Registry, upon affiliation wih Indiana
certified provider organization may apply to theagy for temporary certification as an emergencyioa
technician. Upon receipt of a valid application aedification of valid status by the agency, themay may issue
temporary certification, which shall be valid ftwetduration of the

applicant's current certificate or license or fgregiod not to exceed six (6) months from the dad¢ the reciprocity
request is approved by the agency, whichever p@rfididhe is shorter. A person receiving temporagytification
may apply for full certification using the proceduequired in section 1 of this rulgéndiana Emergency Medical
Services Commission; 836 IAC 4-4-3; filed Jun 3M® 4:18 p.m.: 23 IR 2753; filed Jun 11, 2004,018m.; 27
IR 3570)

Rule 5. Emergency Medical Services Primary Instructor Certification
836 IAC 4-5-1 Student qualifications to enter trairng

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3143k.5; IC 16-31-3-20
Affected: IC 16-31-3-14
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Sec. 1. An applicant for Indiana primary instruditaining shall meet the following requirements:

(1) Have been certified, registered, or licensedrasmergency medical technician for a period ¢oless than one
(1) year.

(2) Have at least one (1) year of experience irdelavery of emergency medical care in the prehtaspetting.

(3) Submit a letter of intent to affiliate fromlatst one (1) Indiana certified training institutio

(Indiana Emergency Medical Services Commission;18854-5-1; filed Jun 30, 2000, 4:18 p.m.: 23 |27
readopted filed Nov 30, 2006, 9:17 a.m.: 20061 R3BB6060486RFA; filed Jul 31, 2007, 10:01 a.m.: ZIRP9-
IR-836060011FRA)

836 IAC 4-5-2 Certification and recertification; general

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 16-31-3-14

Sec. 2. (a) Application for certification will beade on forms and according to procedures preschpédke agency.
In order to be certified as an emergency medigaices primary instructor, the applicant shall meee (1) of the
following requirements:

(1) Successfully complete a commission-approvethirmlemergency medical services primary instrucéoning
course and complete all of the following:

(A) Successfully complete the primary instructoitten examination.

(B) Successfully complete the primary instructairtmg program.

(C) Be currently certified as an Indiana emergemeyglical technician.

(D) Successfully pass the Indiana basic emergeredical services written and practical skills exaatiions within
one (1) year prior to applying for certification@aprimary instructor.

(2) Successfully complete a training course eqgeivialo the material contained in the Indiana emergenedical
service primary instructor course and completefalhe following:

(A) Successfully complete the primary instructoitten examination.

(B) Successfully complete the primary instructairting program.

(C) Be currently certified as an Indiana emergemeyglical technician.

(D) Successfully pass the Indiana basic emergeredical services written and practical skills exaations within
one (1) year prior to applying for certificationaprimary instructor.

(b) Certification as an emergency medical servip@sary instructor is valid for two (2) years.

(c) In order to retain certification as a primangtructor, a person shall meet the following regmients:

(1) Retain affiliation with at least one (1) Ind&aoertified training institution.

(2) Conduct a minimum of eighty (80) hours of edigaal sessions based upon the emergency medivitese
curricula, which in content are either less thaequal to the primary instructor's level of clidicartification.

(3) Complete a minimum of twelve (12) hours of d¢ouing education that specifically addresses tipéctof
educational philosophy and techniques, offeredppraved by the affiliating training institution.

(4) Be evaluated by the training institution inaed to instructional skills and compliance withstixig standards of
the training institution and the commission at {eage per course.

(5) Every two (2) years present, to the agencydende of compliance with this subsection duringgéeod of
certification as prescribed by the commission.

(6) Maintain the prerequisite certification desedkn subsection (a)(1)(C).

(d) The minimum requirements for emergency medieabices primary instructor training is the curreatsion of
the Indiana primary instructor course, based upercturrent national standard curriculum as amendéddapproved
by the commission.

(e) A primary instructor shall comply with the folling:

(1) All state and federal laws governing the coaffitiality of student information.

(2) The material taught by the primary instructoalsnot conflict with the curriculum approved betcommission.
(3) Not negligently, recklessly, or willfully endger the health or safety of emergency patientsuntents.

(4) All course standards as established by thaitrgiinstitution course policies and procedures.

(f) Individuals who have failed to comply with tikentinuing education requirements shall not exeraisy of the
rights and privileges of a primary instructor.

(9) An individual wanting to reacquire a primargiructor certification shall do the following:

(1) Meet all prerequisites of an Indiana emergemeyical services primary instructor training course

(2) Successfully complete the primary instructoitten examination.

(3) Successfully complete the primary instructaergification evaluation.
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(4) Successfully pass the Indiana basic emergermdiaal services written and practical skills exaaions within
one (1) year prior to applying for certification@a@rimary instructor(Indiana Emergency Medical Services
Commission; 836 IAC 4-5-2; filed Jun 30, 2000, 4p1®.: 23 IR 2754; filed Feb 20, 2003, 8:00 a.nG.:IR 2367;
filed Jun 11, 2004, 1:30 p.m.: 27 IR 3570; filed 3w, 2007, 10:01 a.m.: 20070829-IR-836060011FRA)

Rule 6. Advanced Emergency Medical Technician Training

836 IAC 4-6-1 Advanced emergency medical techniciaraining (Repealed)Sec. 1(Repealed by Indiana
Emergency Medical Services Commission; filed Jur@@4, 1:30 p.m.: 27 IR 3579)

Rule 6.1. Advanced Emergency Medical Technician Intermediate Traing

836 IAC 4-6.1-1 Advanced emergency medical techrégi intermediate training

Authority: IC 16-31-2-7

Affected: IC 16-31-3-20

Sec. 1. (a) All institutions administering or sewkito administer training programs for advancedrgercy medical
technician intermediates who engage in the prowisfoadvanced life support services are requirdattoertified
by the commission.

(b) An institution certified by the commission toreluct training programs for advanced emergencyicakd
technician intermediates must:

(1) be a training institution certified under 8381 4-2; and

(2) operate according to the procedures descrin&86 IAC 4-2.

(c) The minimum curriculum requirements for advaheenergency medical technician intermediate tragisimall
be the Indiana advanced emergency medical teclnitiarmediate training curriculum based upon theant
national standard curriculum as amended and apgroy¢he commission.

(d) The program director shall be a physician,gistered nurse, a paramedic, or an advanced enuyrgeedical
technician intermediate responsible for the dutfe836 IAC 4-2.(Indiana Emergency Medical Services
Commission; 836 IAC 4-6.1-1; filed Feb 20, 200®®Ba.m.: 26 IR 2368)

Rule 7. Emergency Medical Technicians-Basic Advanced; Certificatio

836 IAC 4-7-1 Student qualification to enter trainng

Authority: IC 16-31-2-7

Affected: IC 16-31-3-14

Sec. 1. (a) An applicant for Indiana emergency eedechnician-basic advanced training shall holalad
certificate as an emergency medical technician.

(b) Individuals who have successfully completedratiana basic emergency medical technician courseeo
accepted for basic reciprocity and have takenrbeha basic written and practical certificatiomenxnations may
hold a provisional spot in the emergency medicainécian-basic advanced courfi@adiana Emergency Medical
Services Commission; 836 IAC 4-7-1; filed Jun 3M® 4:18 p.m.: 23 IR 2755; filed Jun 11, 2004,018m.; 27
IR 3571)

836 IAC 4-7-2 Certification provisions; general

Authority: IC 16-31-2-7

Affected: IC 4-21.5; IC 16-31-3-14

Sec. 2. (a) An applicant for certification as areegency medical technician-basic advanced shalt thee
following requirements:

(1) Be an Indiana certified emergency medical tégan.

(2) Be affiliated with a certified emergency medighnician-basic advanced provider organizatioa o
supervising hospital.

(3) Successfully complete the Indiana emergencyicaktkchnician-basic advanced training coursepasaved by
the commission and administered by a certifiedhingj institution.

(4) Pass the emergency medical technician-basiarambd written and practical skills examinationsyggroved by
the commission.

(b) The applicant shall apply for certification fuirms provided by the agency postmarked within @)eyear of the
date that the course was concluded as shown arothee report.
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(c) The applicant shall submit verification of affiliated provider organizations and supervisirogpitals.

(d) Certification exemptions identified under 83871 1-1-4 shall apply to the certification of emengg medical
technician basic advanced.

(e) Emergency medical technicians-basic advancegrmahibited from having in their possession, omtagned on
board emergency response vehicles, any equipmesipplies that have not been approved by the emeyge
medical technician-basic advanced provider orgaioizanedical director.

(f) Emergency medical technicians-basic advancatl samply with the following:

(1) An emergency medical technician-basic advarsted not perform a procedure for which the emecgen
medical technician-basic advanced has not beeiifispdlg trained:

(A) in the Indiana emergency medical techniciaridaed the Indiana emergency medical techniciancbhas
advanced curriculums; or

(B) that have not been approved by the commisssdmeing within the scope and responsibility of¢ngergency
medical technician-basic advanced.

(2) An emergency medical technician-basic advarstedl not act negligently, recklessly, or in suamanner that
endangers the health or safety of emergency pat@rthe members of the general public.

(3) An emergency medical technician-basic advasted comply with the state and federal laws gowerthe
confidentiality of patient medical information.

(4) An emergency medical technician-basic advasted not delegate to a less qualified individua} akill that
requires an emergency medical technician-basicramsa

(5) An emergency medical technician-basic advarsted comply with the protocols established by the
commission, the provider organization, and the jglevorganization's medical directofindiana Emergency
Medical Services Commission; 836 IAC 4-7-2; filed 30, 2000, 4:18 p.m.: 23 IR 2755; filed Feb 2002, 8:00
a.m.: 26 IR 2368; filed Jun 11, 2004, 1:30 p.m.iIR73571)

836 IAC 4-7-3 Application for certification

Authority: IC 16-31-2-7

Affected: IC 16-31-3-8; IC 16-31-3-20

Sec. 3. (a) Application for certification as an egemncy medical technician-basic advanced shall dgenon forms
provided by the agency and shall submit the folorthé agency.

(b) All applicants for original certification shaglrovide evidence of compliance with the requiretador
certification.

(c) Certification as an emergency medical technidiasic advanced shall be valid for two (2) years.

(d) Emergency medical technicians-basic advance@uathorized to perform manual or automated ddfibion,
rhythm interpretation, and intravenous line placem&hese procedures may only be performed whérattl
with a certified emergency medical technician-basiganced provider organization and while operatinder
written protocols or the direct supervision of ggihian of the supervising hospital or an individaathorized in
writing by the medical staff to act in the behdlfaophysician of the approved supervising hospiahergency
medical technicians-basic advanced are prohibitaa performing any advanced life support proceduher than
manual or automated defibrillation, rhythm intetat®n, and intravenous line placement as presgritnéhe
Indiana emergency medical technician-basic advanocatse, with or without physician direction, fohiah
certification by the commission has not been gidnte

(e) Individuals who have failed to comply with tbentinuing education requirements shall not exeraisy of the
rights and privileges of an emergency medical tesian-basic advanced or administer advanced lifgpett to any
emergency patient.

(H An individual wanting to reacquire a certifiga shall complete an emergency medical technibiasie
advanced recertification training course and swgfalg complete the state written and practicallskéxaminations
as set forth and approved by the commission. Ifrilvidual fails the certification examinationbgtperson shall
retake an entire emergency medical technician-tzkianced training course.

(g) Emergency medical technicians-basic advandéiddgdo satisfy the requirements of subsectiors{fall satisfy
the requirements for certification renewal by fllilig the requirements for original certificatios autlined in this
article.(Indiana Emergency Medical Services Commission;|88654-7-3; filed Jun 30, 2000, 4:18 p.m.: 23 IR
2756; filed Jun 11, 2004, 1:30 p.m.: 27 IR 3572)

836 IAC 4-7-3.5 Continuing education requirements

Authority: IC 16-31-2-7
Affected: IC 16-31-3
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Sec. 3.5. To renew a certification, a certified sgeacy medical technician-basic advanced shall #udoneport of
continuing education every two (2) years that meetsxceeds the minimum requirements to take apalrtdifty-
six (56) hours of continuing education accordingh® following:

(1) Participate in a minimum of thirty-four (34) lns of any combination of lecture, critiques, skproficiency
examination, continuing education course, or teagkessions that review subject matter presenttdkiindiana
basic emergency medical technician curriculum.

(2) Patrticipate in a minimum of ten (10) hours ny@ombination of lecture, critiques, skills pradéincy
examination, or teaching sessions that review stibj@atter presented in the Indiana emergency mieticlhnician-
basic advanced curriculum.

(3) Patrticipate in a minimum of twelve (12) houfsaadit and review.

(4) Participate in any update course as presciiyatie commission.

(5) Successfully complete a proficiency evaluatiwat tests the skills presented in the Indianacbasiergency
medical technician curriculum and the Indiana emraaecg medical technician-basic advanced curriculiindiana
Emergency Medical Services Commission; 836 IAC3457filed Apr 4, 2002, 9:15 a.m.: 25 IR 2517; dildéun 11,
2004, 1:30 p.m.: 27 IR 3573)

836 IAC 4-7-4 Emergency medical technician-basic adnced certification based upon reciprocity

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 16-31-3-2; IC 16-31-3-20

Sec. 4. (a) To obtain emergency medical technib@sie advanced certification based upon reciprpaity
individual shall meet the following requirements:

(1) Be affiliated with an Indiana certified emerggmmedical technician-basic advanced provider aggdion or
supervising hospital.

(2) Possess a valid certificate or license as agrgemcy medical technician-basic advanced fromremaitate or
successfully complete a course of training andysagiivalent to the material contained in the Indi@mergency
medical technician-basic advanced training course.

(3) Successfully pass the Indiana emergency metfichhician-basic advanced written and practicitlssk
examinations as set forth and approved by the cssiam.

(b) Application for certification shall be postmarkor delivered to the agency office within six g@nths after the
request for reciprocity.

(c) Any nonresident of Indiana who possesses #icaté or license as an emergency medical technibasic
advanced, or intermediate that is valid in anogitete, or a valid registration with National Registipon affiliation
with an Indiana certified emergency medical tectameasic advanced provider organization may afipthe
agency for temporary certification as an emerganedical technician-basic advanced. Upon receipt\alid
application and verification of valid status by tgency, the

agency may issue temporary certification that dhaialid for:

(2) the duration of the applicant's current cardife or license; or

(2) a period not to exceed six (6) months fromdhte that the reciprocity request is approved bydihector;
whichever period of time is shorter. A person reicegj temporary certification may apply for full ¢ication using
section 1 of this rulglndiana Emergency Medical Services Commission;18854-7-4; filed Jun 30, 2000, 4:18
p.m.: 23 IR 2756; filed Jun 11, 2004, 1:30 p.m.1IR73573; filed Jul 31, 2007, 10:01 a.m.: 200708R9-
836060011FRA)

Rule 7.1. Emergency Medical Technician-Intermediate; Certification

836 IAC 4-7.1-1 Student qualifications to enter traning

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3143+5; IC 16-31-3-20

Affected: IC 16-31-3-2

Sec. 1. (a) An applicant for Indiana emergency gedechnician-intermediate training shall meetftilowing
requirements:

(1) Hold a valid certificate as an emergency mddeehnician.

(2) Be at a minimum of eighteen (18) years of age.

(3) Have a high school diploma or general educalipfoma.

(b) Individuals who have successfully completedratiana basic emergency medical technician courseeo
accepted for basic reciprocity and have takenrnbdeha basic written and practical certificatiomexnations may
hold a provisional spot in the emergency medicainécian-intermediate cours@gndiana Emergency Medical
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Services Commission; 836 IAC 4-7.1-1; filed FebZm3, 8:00 a.m.: 26 IR 2369; filed Jun 11, 200801p.m.; 27
IR 3573; filed Jul 31, 2007, 10:01 a.m.: 20070889-|
836060011FRA)

836 IAC 4-7.1-2 Registered nurses; qualification tenter training

Authority: IC 16-31-2-7

Affected: IC 16-31-3-2

Sec. 2. (a) A registered nurse may challenge trergancy medical technician-intermediate course ibhshe
meets the following requirements:

(1) Be a registered nurse in Indiana.

(2) Be an Indiana certified emergency medical tegan.

(3) Be able to document one (1) year of experiém@a emergency department or as a flight nurske avitair
ambulance service.

(4) Hold an advanced cardiac life support certifara

(5) Hold either an American Heart Association oré&iman Red Cross health care provider card or atpriv.
(6) Be able to meet prerequisites required by tremission, the emergency medical technician-intdiate
curriculum, and the local training institution cear

(b) For successful completion of the emergency na&dechnician-intermediate training course, asteged nurse
must meet all of the requirements set forth bytthming institution for all students or meet themgquisites as
described in subsection (a) and the following:

(1) May earn credit by written examination for midiual modules of the emergency medical technician-
intermediate course.

(2) Test out of a module to be completed priohtheginning of that module by completing:

(A) the written examination with a passing score] a

(B) the practical skills examination with a passsogre.

Failure of any module exam will require the studentparticipate in the entire module.

(3) Successfully complete the emergency medicéinie@an-intermediate program comprehensive final
examination.

(4) Demonstrate skill proficiency by completing #mmergency medical technician-intermediate leviilsskith
course proficiency.

(5) May earn credit of clinical hours by reviewtbé student's past experience in the clinical areas

(6) Complete all field internship and required htaglinical hours.

(7) Pass the emergency medical technician-interabedvritten and practical skills examinations asraped by the
commission.

(8) Meet general certification requirements in met8 of this rule.(Indiana Emergency Medical Services
Commission; 836 IAC 4-7.1-2; filed Feb 20, 200®®8a.m.: 26 IR 2369; filed Jun 11, 2004, 1:30 p.27.:IR 3574)

836 IAC 4-7.1-2.5 Inactive status for an Indiana aéified emergency medical technician-intermediate
Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t5; IC 16-31-3-20

Affected: IC 16-31-3-2

Sec. 2.5. (a) An emergency medical technician-inéeliate requesting inactive emergency medical ieizm
intermediate status shall be:

(1) currently certified in Indiana as an emergen®dical technician-intermediate; and

(2) an individual who has previously recertifiedeasemergency medical technician-intermediate diiaima at least
one (1) time.

The individual's certification must be in good steay with the commission at the time inactive statuapplied for
and granted. Applicants for inactive status dohaote to be affiliated with an emergency medicathitécian-
intermediate provider organization at the timeittaetive status is applied for or granted. Applisaequesting
inactive status shall submit a request in writioghte commission.

(b) If an emergency medical technician-intermediadats to keep an active emergency medical tedmici
certification, the emergency medical techniciarfintediate shall meet the requirements set for@8tIAC 4-4.
(c) An emergency medical technician-intermediaténactive status shall collect and report contiguaducation
requirements listed in section 5(b)(1) throughifig) of this rule, during the inactive period, &hé continuing
education hours shall be reported to the commigsitmn to the expiration date of the certificate.

(d) An emergency medical technician-intermediatd\ah inactive status wishing to return to actitzus must
meet the following requirements:

288



(1) Comply with subsection (b) during inactive gtat

(2) Submit a fully completed application for advaddife support.

(e) Upon completion of the requirements listeduhsection (d), the emergency medical techniciatification
shall become activgindiana Emergency Medical Services Commission;18854-7.1-2.5; filed Jul 31, 2007,
10:01 a.m.: 20070829-IR-836060011FRA)

836 IAC 4-7.1-3 General certification

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3143}.5; IC 16-31-3-20

Affected: IC 4-21.5; IC 16-31-3-14

Sec. 3. (a) An applicant for certification as areegency medical technician-intermediate shall ntezfollowing
requirements:

(1) Be a certified emergency medical technician.

(2) Be affiliated with a certified emergency medighnician-intermediate provider organizatiora®upervising
hospital.

(3) Successfully complete the Indiana emergencyicaktbchnician-intermediate training course asrapgd by
the commission and administered by an Indianafgttiraining institution.

(4) Pass the emergency medical technician-interaediritten and practical skills examinations asraped by the
commission.

(b) The applicant shall do the following:

(1) Apply for certification on forms provided byalagency postmarked within one (1) year of the dageiccessful
completion of the required certification examinato

(2) Submit verification of all affiliated providerganizations and supervising hospitals.

(c) Certification exemptions identified under 836C1 1-1-4 apply to the certification of emergencydical
technician intermediates.

(d) Emergency medical technician-intermediategpaodibited from having in their possession, or rteimed on
board emergency response vehicles, any advaneesliifport equipment or supplies that have not Bpproved in
writing by the emergency medical technician-intetdiiage provider organization medical director.

(e) Emergency medical technician-intermediatesl:shal

(1) not perform a procedure for which the emerganeglical technician-intermediate has not been fpalty
trained:

(A) in the Indiana emergency medical techniciaridard the Indiana emergency medical techniciagrinediate
curriculums; or

(B) that have not been approved by the commissidmeing within the scope and responsibility of¢ngergency
medical technician-intermediate;

(2) not act negligently, recklessly, or in such anmer that endangers the health or safety of emeygmatients or
the members of the general public;

(3) comply with the state and federal laws govegrilre confidentiality of patient medical informatio

(4) not delegate to a less qualified individual skl that requires an emergency medical techniciiermediate;
and

(5) comply with the protocols established by the:

(A) commission;

(B) provider organization; and

(C) provider organization's medical directglmdiana Emergency Medical Services Commission;18854-7.1-3;
filed Feb 20, 2003, 8:00 a.m.: 26 IR 2370; filech dil, 2004, 1:30 p.m.: 27 IR 3574; filed Jul 3102010:01 a.m.:
20070829-1R-836060011FRA)

836 IAC 4-7.1-4 Application for certification; renewal

Authority: IC 16-31-2-7

Affected: IC 16-31-3

Sec. 4. (a) Application for certification as an egency medical technician-intermediate shall be eraa forms
provided by the agency. An applicant shall compik&erequired forms and shall submit the formsdgency.
(b) All applicants for original certification shaglrovide evidence of compliance with the requiretador
certification.

(c) Certification as an emergency medical technididermediate shall be valid for two (2) years.

(d) Individuals who have failed to comply with tbentinuing education requirements shall not exeraisy of the
rights and privileges nor administer advanceddifpport services to emergency patients.
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(e) An individual wanting to reacquire a certificat shall complete an emergency medical technioitermediate
recertification training course and successful cletign of state written and practical skills exaations as set
forth and approved by the commission. If the indiirl fails the certification examinations, the pershall retake
an entire emergency medical technician-intermedratreing course(Indiana Emergency Medical Services
Commission; 836 IAC 4-7.1-4; filed Feb 20, 200®®a.m.: 26 IR 2370; filed Jun 11, 2004, 1:30 p.27.IR 3575)

836 IAC 4-7.1-5 Continuing education requirements

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3143}.5; IC 16-31-3-20

Affected: IC 16-31-3-8; IC 16-31-3-20

Sec. 5. (a) To renew a certification, a certifieaseegency medical technician-intermediate shall stbamreport of
continuing education every two (2) years that meetsxceeds the minimum requirements in subse¢tipn

(b) An applicant shall report a minimum of sevetwy (72) hours of continuing education consistifighe
following:

(1) Section la, completion of an emergency medietnician-intermediate refresher course base@gaerél DOT-
approved curriculum consisting of a minimum of tisix (36) hours, which refresher course may hageted
through a supervising hospital-approved contingdgcation course consisting of the following:

(A) Twelve (12) hours in airway, breathing, anddialogy.

(B) Six (6) hours in medical emergencies.

(C) Five (5) hours in trauma.

(D) Twelve (12) hours in obstetrics and pediatrics.

(E) One (1) hour in operations.

(2) Section Ib, attach a current copy of advanaadiac life support certification. The certificati@xpiration date
shall be concurrent with the emergency medicalrteidin-intermediate certification expiration date.

(3) Section Ic, attach a current copy of cardiomnary resuscitation for the professional rescugifioation. The
certification expiration date shall be concurreithwhe emergency medical technician-intermediatgiftcation
expiration date.

(4) Section Il, participate in a minimum of twel{&2) hours audit and review.

(5) Section lll, participate in twenty-four (24) ins of additional emergency medical services-rdlatmtinuing
education. Additional hours may include participatin any update course as required by the cononiss

(6) Section 1V, skill maintenance (with no spedifieour requirement). All skills shall be directlgserved by the
emergency medical service medical director or eerarg medical service educational staff of the suipirg
hospital, either at an inservice or in an actualicl setting. The observed skills include, bug aot limited to, the
following:

(A) Patient assessment and management; medicdtanda.

(B) Ventilatory management skills’/knowledge.

(C) Cardiac arrest management.

(D) Bandaging and splinting.

(E) Medication administration, intravenous therapyravenous bolus, and intraosseous therapy.

(F) Spinal immobilization; seated and lying patent

(G) Obstetrics and gynecological scenarios.

(H) Communications documentatiofindiana Emergency Medical Services Commission;18854-7.1-5; filed
Feb 20, 2003, 8:00 a.m.: 26 IR 2371; filed Jun24d04, 1:30 p.m.: 27 IR 3575; filed Jul 31, 2007:010a.m.:
20070829-IR-836060011FRA)

836 IAC 4-7.1-6 Emergency medical technician-interediate certification based upon reciprocity

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t.5; IC 16-31-3-20

Affected: IC 16-31-3

Sec. 6. (a) To obtain emergency medical technizitermediate certification based upon reciproaty,applicant
shall be affiliated with a certified emergency nwaditechnician-intermediate provider organizatiod ae a person
who, at the time of applying for reciprocity, meetee (1) of the following requirements:

(1) Possesses a valid certificate or license avargency medical technician-intermediate from laeostate and
who successfully passes the emergency medicalitéghrintermediate practical and written certifioat
examinations as set forth and approved by the cssiami. Application for certification shall be posirked or
delivered to the agency office within six (6) mantfter the request for reciprocity.
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(2) Has successfully completed a course of traiaimg) study equivalent to the material containetthénindiana
emergency medical technician-intermediate traimiogrse and successfully completes the written aadtipal
skills certification examinations prescribed by tmmmission.

(3) Possesses a valid National Registry intermediattification based on the emergency medicahie@n-
intermediate curriculum approved by the commission.

(b) Notwithstanding subsection (a), any nonresidémhdiana who possesses a certificate or licaissan
emergency medical technician-intermediate thaal&\in another state may apply to the directortémnporary
certification as an emergency medical technicidarmediate. Upon receipt of a valid application aadfication
of valid status by the agency, the agency may isswuporary certification that shall be valid for:

(1) the duration of the applicant's current cardife or license; or

(2) a period not to exceed six (6) months fromdhte that the reciprocity request is approved byatency;
whichever period of time is shorter. A person reicgj temporary certification may apply for full ¢ication using
the procedure required in section 1 of this r(llediana Emergency Medical Services Commission;|8854-7.1-
6; filed Feb 20, 2003, 8:00 a.m.: 26 IR 2371, filath 11, 2004, 1:30 p.m.: 27 IR 3576; filed Jul 2007, 10:01
a.m.: 20070829-1R-836060011FRA)

Rule 8. Paramedic Training

836 IAC 4-8-1 Paramedic training (Repealed)
Sec. 1(Repealed by Indiana Emergency Medical Servicesmission; filed Jun 11, 2004, 1:30 p.m.: 27 IR 3579)

Rule 9. Emergency Paramedics; Certification

836 IAC 4-9-1 Student qualifications to enter traifng

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3143}.5; IC 16-31-3-20

Affected: IC 16-31-3-2

Sec. 1. (a) An applicant for Indiana paramediairay shall meet the following requirements:

(1) Hold a valid certificate as an emergency mddehnician.

(2) Be at a minimum of eighteen (18) years of age.

(3) Have a high school diploma or general educalipfoma.

(b) Individuals who have successfully completedratiana basic emergency medical technician courseeo
accepted for basic reciprocity and have takenrhdéha basic written and practical skills certifioca examinations
may hold a provisional spot in a paramedic couiseiana Emergency Medical Services Commission;|8854-
9-1; filed Jun 30, 2000, 4:18 p.m.: 23 IR 2757dilJun 11, 2004, 1:30 p.m.: 27 IR 3576; filed JLJ 3007, 10:01
a.m.: 20070829-IR-836060011FRA)

836 IAC 4-9-2 Registered nurses; qualification torger training

Authority: IC 16-31-2-7

Affected: IC 16-31-3-2

Sec. 2. (a) A registered nurse can challenge trenpadic course if they meet the following:

(1) Be a registered nurse in Indiana.

(2) Be an Indiana certified emergency medical tegan.

(3) Be able to document one (1) year of experiém@a emergency department or as a flight nurske avitair
ambulance service.

(4) Hold an advanced cardiac life support certifara

(5) Hold either an American Heart Association or é&inan Red Cross Health care provider card or adgiv.
(6) Be able to meet prerequisites required by tremission, the emergency medical technician paramed
curriculum, and the local training institution cear

(b) For successful completion of the paramedimingi course, a registered nurse must meet alleoféhuirements
set forth by the training institution for all stude or meet the prerequisites as described in stibega) and the
following:

(1) May earn credit by written examination for inidiual modules of the paramedic course.

(2) Test out of a module to be completed prioht heginning of that module by completing:

(A) the written examination with a passing score] a

(B) the practical skills examination with a passsogre.

Failure of any module exam will require the studentparticipate in the entire module.
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(3) Successfully complete the paramedic programpeehensive final examination.

(4) Demonstrate skill proficiency by completing theramedic level skills with course proficiency.

(5) May earn credit of clinical hours by reviewtbé student's past experience in the clinical areas

(6) Complete all field internship and required htaglinical hours.

(7) Pass the paramedic written and practical s&itlsminations as approved by the commission.

(8) Meet general certification requirements in get8 of this rule.(Indiana Emergency Medical Services
Commission; 836 IAC 4-9-2; filed Jun 30, 2000, 4pl®.: 23 IR 2757; filed Jun 11, 2004, 1:30 p.n7.:IR 3576)

836 IAC 4-9-2.5 Inactive status for an Indiana ceified paramedic

Authority: IC 16-31-2-7

Affected: IC 16-31-3

Sec. 2.5. (a) A paramedic requesting inactive padatrstatus shall be currently certified in Indi@ssa paramedic
and be an individual who has previously recertifisca paramedic in Indiana at least one (1) tirhe.ifdividual's
certification must be in good standing with the ooission at the time inactive status is granted.liéppts for
inactive status do not have to be affiliated witha@amedic provider organization. Applicants wagimactive
status shall submit a request in writing to the gossion.

(b) If a paramedic wants to keep an active emengeredical technician certification, the paramedialsmeet the
requirements set forth in 836 IAC 4<ic., 836 IAC 4-4]

(c) Paramedics on inactive status must collecfdhewing continuing education hours during thedtige period,
and the continuing education hours must be repaddide commission prior to the expiration dat¢hef certificate:
(1) Collect and report continuing education requieats listed in section 5(b)(1) through (5)(b)(8jhis rule.

(2) Collect and report twelve (12) additional coning education hours.

(d) Paramedics with an inactive status wishingetann to active status must meet the following negments:

(1) Comply with subsection (b) during inactive gtat

(2) Be affiliated with an Indiana certified pararmegdrovider organization or an Indiana certifiedgqraedic
supervising hospital by submitting a signed apfilicafor advanced life support.

(3) Submit in writing a verified statement attegtio the applicant's competency in skills listedéction 5(b)(5) of
this rule signed by the paramedic provider medidactor.

Upon completion of these requirements, the emesganetical technician certification will become &eti(Indiana
Emergency Medical Services Commission; 836 IAC2459filed Apr 4, 2002, 9:15 a.m.: 25 IR 2517; reated
filed Jul 29, 2008, 8:50 a.m.: 20080820-IR-83608IREA)

836 IAC 4-9-3 General certification

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3143k5; IC 16-31-3-20

Affected: IC 4-21.5; IC 16-31-3-14

Sec. 3. (a) An applicant for certification as agmaedic shall meet the following requirements:

(1) Be a certified emergency medical technician.

(2) Be affiliated with a certified paramedic progicorganization or a supervising hospital.

(3) Successfully complete the Indiana paramedinitrg course as approved by the commission andridtared
by an Indiana certified training institution.

(4) Pass the paramedic written and practical s&itlsminations as approved by the commission.

(b) The applicant shall do the following:

(1) Apply for certification on forms provided byalagency postmarked within one (1) year of the dageiccessful
completion of the required certification examinaso

(2) Submit verification of all affiliated providerganizations and supervising hospitals.

(c) Certification exemptions identified under 836C1 1-1-4 apply to the certification of paramedics.

(d) Paramedics are prohibited from having in tipeissession, or maintained on board emergency respahicles,
any advanced life support equipment or suppliestthge not been approved in writing by the parampdvider
organization medical director.

(e) Paramedics shall:

(1) not perform a procedure for which the emergenegical technician paramedic has not been spatltyfic
trained:

(A) in the Indiana emergency medical techniciaridand the Indiana emergency medical techniciaarmadic
curriculums; or

(B) that have not been approved by the commissidmeing within the scope and responsibility of¢ngergency
medical technician paramedic;
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(2) not act negligently, recklessly, or in such anmer that endangers the health or safety of emeygmatients or
the members of the general public;

(3) comply with the state and federal laws govegrilre confidentiality of patient medical informatio

(4) not delegate to a less qualified individual akijl that requires a paramedic; and

(5) comply with the protocols established by the:

(A) commission;

(B) provider organization; and

(C) provider organization's medical director.

(Indiana Emergency Medical Services Commissio®; IBE 4-9-3; filed Jun 30, 2000, 4:18 p.m.: 23 IRZ; filed
Feb 20, 2003, 8:00 a.m.: 26 IR 2372; filed Jun2d04, 1:30 p.m.: 27 IR 3577; filed Jul 31, 2007;010a.m.:
20070829-1R-836060011FRA)

836 IAC 4-9-4 Application for certification; renewal

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3143+.5; IC 16-31-3-20

Affected: IC 16-31-3

Sec. 4. (a) Application for certification as a paealic shall be made on forms provided by the agefyapplicant
shall:

(1) complete the required forms; and

(2) submit the forms to the agency.

(b) All applicants for original certification shaglrovide evidence of compliance with the requiretador
certification.

(c) Certification as a paramedic shall be validtfeo (2) years.

(d) Individuals who have failed to comply with tbentinuing education requirements shall not exeraisy of the
rights and privileges nor administer advanceddifpport services to emergency patients.

(e) An individual wanting to reacquire a certifiicat shall complete a paramedic recertificationnirag course and
successful completion of state written and prattkéls examinations as set forth and approvedhgycommission.
If the individual fails the certification examinatis, the person shall retake an entire parameaditnig course.
(Indiana Emergency Medical Services Commission;18854-9-4; filed Jun 30, 2000, 4:18 p.m.: 23 IB&7filed
Jun 11, 2004, 1:30 p.m.: 27 IR 3577; filed Jul 2007,

10:01 a.m.: 20070829-IR-836060011FRA)

836 IAC 4-9-5 Continuing education requirements

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3113t.5; IC 16-31-3-20

Affected: IC 16-31-3-8; IC 16-31-3-20

Sec. 5. (a) To renew a certification, a certifieadgmedic shall submit a report of continuing edocagvery two (2)
years that meets or exceeds the minimum requirenieisubsection (b).

(b) An applicant shall report a minimum of sevetwy (72) hours of continuing education consistifighe
following:

(1) Section IA, forty-eight (48) hours of contingieducation through a formal paramedic refresharseoas
approved by the commission or forty-eight (48) lsooir supervising hospital-approved continuing etiooahat
includes the following:

(A) Sixteen (16) hours in airway, breathing, antdazogy.

(B) Eight (8) hours in medical emergencies.

(C) Six (6) hours in trauma.

(D) Sixteen (16) hours in obstetrics and pediatrics

(E) Two (2) hours in operations.

(2) Section IB, attach a current copy of cardiopahiary resuscitation certification for the professibrescuer. The
certification expiration date shall be concurreithwhe paramedic certification expiration date.

(3) Section IC, attach a current copy of advan@diac life support certification. The certificatiexpiration date
shall be concurrent with the paramedic certificagxpiration date.

(4) Section Il, twenty-four (24) additional hoursemmergency medical services related continuingation; twelve
(12) of these hours shall be obtained from auditr@view. The participation in any course as apgdovy the
commission may be included in this section.

(5) Section llI, skill maintenance (with no speedihour requirement). All skills shall be direatlyserved by the
emergency medical service medical director or eevarg medical service educational staff of the suipirg
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hospital either at an inservice or in an actualicéil setting. The observed skills include, butroelimited to, the
following:

(A) Patient medical assessment and management.

(B) Trauma assessment and management.

(C) Ventilatory management.

(D) Cardiac arrest management.

(E) Bandaging and splinting.

(F) Medication administration, intravenous therapyravenous bolus, and intraosseous therapy.

(G) Spinal immobilization.

(H) Obstetrics and gynecological scenarios.

() Communication and documentatiofindiana Emergency Medical Services Commission;|8854-9-5; filed
Jun 30, 2000, 4:18 p.m.: 23 IR 2758; filed Jun2d04, 1:30 p.m.: 27 IR 3578; filed Jul 31, 2007;00a.m.:
20070829-1R-836060011FRA)

836 IAC 4-9-6 Paramedic certification based upon m@procity

Authority: IC 16-31-2-7; IC 16-31-3-14; IC 16-3143}.5; IC 16-31-3-20

Affected: IC 16-31-3

Sec. 6. (a) To obtain paramedic certification bagsah reciprocity, an applicant shall be affiliatgith a certified
paramedic provider organization and be a person aththe time of applying for reciprocity, meeteda) of the
following requirements:

(1) Possesses a valid certificate or license asanpedic from another state and who successfuiggsathe
paramedic practical and written certification exaations as set forth and approved by the commisgipplication
for certification shall be postmarked or delivetedhe agency office within six (6) months aftee tiequest for
reciprocity.

(2) Has successfully completed a course of traiaimgj study equivalent to the material containetthénindiana
paramedic training course and successfully compldie written and practical skills certificationaginations
prescribed by the commission.

(3) Possesses a valid National Registry paramegitdication.

(b) Notwithstanding subsection (a), any nonresidémbdiana who possesses a certificate of licexssa paramedic
that is valid in another state, upon residing alraiiana address, may apply to the agency for teanpaertification
as a paramedic. Upon receipt of a valid applicagiod verification of valid status by the agency, #yency may
issue temporary certification that shall be vatid f

(1) the duration of the applicant's current cardife or license; or

(2) a period not to exceed six (6) months fromdhte that the reciprocity request is approved bydihector;
whichever period of time is shorter. A person reicgj temporary certification may apply for full ¢ication using
the procedure required in section 1 of this r(llediana Emergency Medical Services Commission;18854-9-6;
filed Jun 30, 2000, 4:18 p.m.: 23 IR 2759; filech JuL, 2004, 1:30 p.m.: 27 IR 3578; filed Jul 3102010:01 a.m.:
20070829-1R-836060011FRA)

Rule 10. Penalties

836 IAC 4-10-1 Penalties (Repeale®ec. 1(Repealed by Indiana Emergency Medical Servicesmission; filed
Feb 20, 2003, 8:00 a.m.: 26 IR 2372)

ARTICLE 18. GENERAL PROVISIONS AND DEFINITIONS
IC 16-18-1 Chapter 1. General Provisions

IC 16-18-1-1 Application of definitions
Sec. 1. Except as otherwise provided, the defimdtio this article apply throughout this title.
As added by P.L.2-1993, SEC.1.

IC 16-18-1-2 References to federal statutes or ref@tions

Sec. 2. Except as otherwise provided in this titlegference to a federal statute or regulatighigtitle is a
reference to the statute or regulation as in effaclanuary 1, 1993.

As added by P.L.2-1993, SEC.1.
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IC 16-18-1-3

References to federal statutes or regulations releig to the National Voter Registration Act

Sec. 3. Except as otherwise provided in this titlegference in this title to a federal statuteegulation relating to
the federal National Voter Registration Act of 1992 U.S.C. 1973ggq) is a reference to the statutegulation as

in effect January 1, 2008s added by P.L.122-2000, SEC.16. Amended by P2083, SEC.33 and P.L.230-2005,
SEC.70.

IC 16-18-2 Chapter 2. Definitions

IC 16-18-2-5 Adult
Sec. 5. "Adult" means an individual who is at lezsighteen (18) years of agés added by P.L.2-1993, SEC.1.

IC 16-18-2-7 Advanced life support

Sec. 7. (a) "Advanced life support", for purposER016-31, means care that is given:

(1) at the scene of:

(A) an accident;

(B) an act of terrorism (as defined in IC 35-414.5), if the governor has declared a disaster eemergunder I1C
10-14-3-12 in response to the act of terrorism; or

(C) aniliness;

(2) during transport; or

(3) at a hospital; by a paramedic or an emergeredical technician-intermediate and that is moreaaded than
the care usually provided by an emergency medécdirtician or an emergency medical technician-tedbi@anced.
(b) The term may include any of the following:

(1) Defibrillation.

(2) Endotracheal intubation.

(3) Parenteral injections of appropriate medication

(4) Electrocardiogram interpretation.

(5) Emergency management of trauma and illnéssadded by P.L.2-1993, SEC.1. Amended by P.L.Q68;2
SEC.1; P.L.17-2002, SEC.1; P.L.2-2003, SEC.43;205-2003, SEC.8.

IC 16-18-2-9 Advisory commission
Sec. 9. "Advisory commission”, for purposes of 411-35, has the meaning set forth in IC 16-41-35-2
As added by P.L.2-1993, SEC.1.

IC 16-18-2-9.3 Advisory council
Sec. 9.3. "Advisory council”, for purposes of IG486-39.4, refers to the lead-safe housing advisogncil
established by IC 16-41-39.4-&s added by P.L.102-2008, SEC.1.

IC 16-18-2-10 Agency

Sec. 10. (a) "Agency", for purposes of IC 16-2B&s the meaning set forth in IC 16-23.5-1-2.

(b) "Agency", for purposes of IC 16-40-5, has theaming set forth in IC 16-40-5-1.

(c) "Agency", for purposes of IC 16-41-37, has tieaning set forth in IC 16-41-37-1.

As added by P.L.2-1993, SEC.1. Amended by P.L.203;5EC.9; P.L.101-2006, SEC.23; P.L.2-2007, SE;.1
P.L.101-2007, SEC.1.

IC 16-18-2-13 Ambulance

Sec. 13. "Ambulance", for purposes of IC 16-31, mse@conveyance on:

(1) land;

(2) sea; or

(3) air;

that is used or is intended to be used for theqgeewf responding to emergency life-threateningasitns and
providing emergency transportation serviées added by P.L.2-1993, SEC.1.

IC 16-18-2-20 Appropriate facility
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Sec. 20. "Appropriate facility", for purposes of 16-36-3, has the meaning set forth in IC 16-36-34 added by
P.L.2-1993, SEC.1.

IC 16-18-2-22 Approved postsecondary educational stitution
Sec. 22. "Approved postsecondary educational iniit" has the meaning set forth in IC 21-7-13-6fe) added by
P.L.2-1993, SEC.1. Amended by P.L.2-2007, SEC.179.

IC 16-18-2-23 Approved laboratory
Sec. 23. "Approved laboratory”, for purposes oflB541-6 and IC 16-41-15, has the meaning set fart@ 16-41-
15-1. As added by P.L.2-1993, SEC.1. Amended by P.L.@33;35EC.3.

IC 16-18-2-26 Assembly
Sec. 26. "Assembly", for purposes of IC 16-41-235 the meaning set forth in IC 16-41-22-2.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-26.5 Association
Sec. 26.5. "Association”, for purposes of IC 16539; has the meaning set forth in IC 16-39-5-3f&)added by
P.L.231-1999, SEC.10.

IC 16-18-2-27 ASTM
Sec. 27. "ASTM" refers to the American Society Tasting and Materials.
As added by P.L.2-1993, SEC.1. Amended by P.L.993;5EC.1.

IC 16-18-2-28.5 Attendant care services

Sec. 28.5. (a) "Attendant care services", for psggoof IC 16-27-1 and IC 16-27-4, means services:

(2) that could be performed by an impaired indiabior whom the services are provided if the indual were not
impaired; and

(2) that enable the impaired individual:

(A) to live in the individual's home and communigther than in an institution; and

(B) to carry out functions of daily living, self4e and mobility.

(b) The term includes the following:

(1) Assistance in getting in and out of beds, wtiegirs, and motor vehicles.

(2) Assistance with routine bodily functions, inding:

(A) bathing and personal hygiene;

(B) using the toilet;

(C) dressing and grooming; and

(D) feeding, including preparation and cleanup.

(3) The provision of assistance:

(A) through providing reminders or cues to take iwatibn, the opening of preset medication containand
providing assistance in the handling or ingestiigancontrolled substance medications, including @sops, herbs,
supplements, and over-the-counter medications; and

(B) to an individual who is unable to accomplisk thsk due to an impairment and who is:

(i) competent and has directed the services; or

(ii) incompetent and has the services directed byrapetent individual who may consent to healtte ¢ar the
impaired individual. As added by P.L.255-2001, SEC.12. Amended by R42@05, SEC.3.

IC 16-18-2-29 Attending physician

Sec. 29. "Attending physician" means the licend®gsigzian who has the primary responsibility for treatment
and care of the patient. For purposes of IC 16-3Béterm includes a physician licensed in anostete. As
added by P.L.2-1993, SEC.1. Amended by P.L.148;5190.1.

IC 16-18-2-30 Authority

Sec. 30. "Authority" refers to the following:

(1) For purposes of IC 16-22-6, the authority cedainder IC 16-22-6-2.
(2) For purposes of IC 16-22-7, the authority cedainder IC 16-22-7-5.
(3) For purposes of IC 16-22:
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(A) the authority created under IC 16-22-6-2; or
(B) the county building authority provided for i€ 36-9-13. As added by P.L.2-1993, SEC.1.

IC 16-18-2-30.5 Auto-injector

Sec. 30.5. "Auto-injector” means a spring loadeetfeand syringe:

(1) containing a single dose of medication; and

(2) that automatically releases and injects theicagion. As added by P.L.17-2002, SEC.2.

IC 16-18-2-32 Autopsy
Sec. 32. "Autopsy", for purposes of IC 16-36-2, tiessmeaning set forth in IC 16-36-2-1.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-33.5 Basic life support

Sec. 33.5. (a) "Basic life support”, for purposeE016-31, means the following:

(1) Assessment of emergency patients.

(2) Administration of oxygen.

(3) Use of mechanical breathing devices.

(4) Application of anti-shock trousers.

(5) Performance of cardiopulmonary resuscitation.

(6) Application of dressings and bandage materials.

(7) Application of splinting and immobilization diees.

(8) Use of lifting and moving devices to ensureesafnsport.

(9) Administration by an emergency medical tectariadr emergency medical technician-basic advanted o
epinephrine through an auto-injector.

(10) For an emergency medical technician-basic rcha, the following:

(A) Electrocardiogram interpretation.

(B) Manual external defibrillation.

(C) Intravenous fluid therapy.

(11) Other procedures authorized by the Indianargemey medical services commission, including pdoices
contained in the revised national emergency medcdinician basic training curriculum guide.

(b) Except as provided by:

(1) subsection (a)(9) and the training and ceetfan standards established under IC 16-31-2-923)subsection
(2)(10)(C); and (3) the training standards esthblisunder IC 16-31-2-9(4); the term does not ineludasive
medical care techniques or advanced life suppbstadded by P.L.186-1995, SEC.1. Amended by PA0QZ;
SEC.3; P.L.93-2002, SEC.1; P.L.205-2003, SEC.10;7R8-2006, SEC.1.

IC 16-18-2-36 Biologicals
Sec. 36. "Biologicals", for purposes of IC 16-41-h8s the meaning set forth in IC 16-41-19-1.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-37.5 Board

Sec. 37.5. (a) "Board", for purposes of IC 16-22d85 the meaning set forth in IC 16-22-8-2.1.
(b) "Board", for purposes of IC 16-41-42.2, hastieaning set forth in IC 16-41-42.2-1.

As added by P.L.184-2005, SEC.4. Amended by PA2@34, SEC.44; P.L.3-2008, SEC.103.

IC 16-18-2-37.7 Board of commissioners
Sec. 37.7. "Board of commissioners", for purpogd€d. 6-23.5, has the meaning set forth in IC 1662B-3.As
added by P.L.2-2007, SEC.180.

IC 16-18-2-37.8 Board of trustees
Sec. 37.8. "Board of trustees"”, for purposes of623.5, has the meaning set forth in IC 16-23%-As added by
P.L.2-2007, SEC.181.

IC 16-18-2-41 Building

Sec. 41. (a) "Building", for purposes of IC 16-2®laxcept as provided in subsection (b), meanslditg, or an
addition, for hospital purposes, and includes tteeifa site is acquired, the equipment, heataglities, sewage
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disposal facilities, landscaping, walks, drivegkpey facilities and other structures, facilitie@purtenances,
materials, and supplies that may be necessarntterehat building suitable for use and occupaoncyhbspital
purposes.

(b) "Building", for purposes of IC 16-22-2, has timeaning set forth in subsection (a) and inclugtethe discretion
of the governing board, clinics and offices for picians. As added by P.L.2-1993, SEC.1.

IC 16-18-2-48.5 Cardiopulmonary resuscitation or CR
Sec. 48.5. "Cardiopulmonary resuscitation" or "CPRBt purposes of IC 16-36-5, has the meaningasth in IC
16-36-5-1. As added by P.L.148-1999, SEC.2.

IC 16-18-2-49 Carrier

Sec. 49. "Carrier", for purposes of IC 16-41, meapgrson who has:

(1) tuberculosis in a communicable stage; or

(2) another dangerous communicable disedseadded by P.L.2-1993, SEC.1.

IC 16-18-2-50 Case
Sec. 50. "Case", for purposes of IC 16-42-11-18,tha meaning set forth in IC 16-42-11-10(a).
As added by P.L.2-1993, SEC.1.

IC 16-18-2-51 Center

Sec. 51. (a) "Center", for purposes of IC 16-19Hd3 the meaning set forth in IC 16-19-10-1.

(b) "Center", for purposes of IC 16-33-3, has tteamng set forth in IC 16-33-3-1As added by P.L.2-1993,
SEC.1.

IC 16-18-2-52 Certificate or certification

Sec. 52. "Certificate" or "certification", for purpes of IC 16-31, means authorization in writtenimféssued by the
Indiana emergency medical services commissionp®@rson to furnish, operate, conduct, maintain, dibeg or
otherwise engage in providing emergency medicalices as a part of a regular course of doing bssinether
paid or voluntary.

As added by P.L.2-1993, SEC.1.

IC 16-18-2-52.5 Charity care; financially indigent;medically indigent

Sec. 52.5. (a) "Charity care", for purposes of 8221-6 and IC 16-21-9, means the unreimbursedtoastospital
of providing, funding, or otherwise financially qugrting health care services:

(1) to a person classified by the hospital as fonally indigent or medically indigent on an inpatier outpatient
basis; and

(2) to financially indigent patients through ottmemprofit or public outpatient clinics, hospitads,health care
organizations.

(b) As used in this section, "financially indigemtieans an uninsured or underinsured person wharépsed for
care with no obligation or a discounted obligatiorpay for the services rendered based on the tasdinancial
criteria and procedure used to determine if a paigeeligible for charity care. The criteria and@edure must
include income levels and means testing indexedgdederal poverty guidelines. A hospital may deiae that a
person is financially or medically indigent undee thospital's eligibility system after health caeevices are
provided.

(c) As used in this section, "medically indigentéams a person whose medical or hospital bills pigment by
third party payors exceed a specified percentadleeopatient's annual gross income as determinaddardance
with the hospital's eligibility system, and whdiisancially unable to pay the remaining bils added by P.L.94-
1994, SEC.1.

IC 16-18-2-53 Checklist
Sec. 53. "Checklist", for purposes of IC 16-20-8s the meaning set forth in IC 16-20-8-1.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-54.5 Childhood hazards

Sec. 54.5. "Childhood hazards", for purposes af®1-40, has the meaning set forth in IC 16-41t4)As added
by P.L.101-1999, SEC.1.
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IC 16-18-2-55 Children
Sec. 55. "Children", for purposes of IC 16-35-2 tiee meaning set forth in IC 16-35-2-1.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-55.5 Chronic disease
Sec. 55.5. "Chronic disease", for purposes of 1384, has the meaning set forth in IC 16-38-&4 added by
P.L.212-2003, SEC.2.

IC 16-18-2-56 City health department
Sec. 56. "City health department”, for purposelCof6-20-4, has the meaning set forth in IC 16-20-As added
by P.L.2-1993, SEC.1.

IC 16-18-2-56.2 Clearance examination

Sec. 56.2. "Clearance examination"”, for purposd€ df6-41-39.4, means an activity conducted byearence
examiner who is licensed under IC 13-17-14 to distalproper completion of interim controls (as defil in 24
CFR 35.110).As added by P.L.102-2008, SEC.2.

IC 16-18-2-56.3 Client
Sec. 56.3. "Client", for purposes of IC 16-27-4s tize meaning set forth in IC 16-27-4-1.
As added by P.L.212-2005, SEC.4.

IC 16-18-2-62 Commission

Sec. 62. (a) "Commission", for purposes of IC 166]18efers to the commission for special institnsio

(b) "Commission", for purposes of IC 16-31, refershe Indiana emergency medical services comnmissio
(c) "Commission", for purposes of IC 16-46-11.1s llze meaning set forth in IC 16-46-11.1-1.

As added by P.L.2-1993, SEC.1. Amended by P.L.64;3EC.1.

IC 16-18-2-64 Communicable disease
Sec. 64. "Communicable disease", for purposes di@1, has the meaning prescribed by the statartteent
under IC 16-41-2As added by P.L.2-1993, SEC.1.

IC 16-18-2-64.4 Community

Sec. 64.4. "Community", for purposes of IC 16-2ar8 IC 16-21-9, means the primary geographic area
encompassing at least the entire county in whiehtbspital is located and patient categories fackwthe hospital
provides health care serviceAs added by P.L.94-1994, SEC.2.

IC 16-18-2-65 Community health services
Sec. 65. "Community health services", for purpadfd€ 16-46-1, has the meaning set forth in IC $6143.As
added by P.L.2-1993, SEC.1.

IC 16-18-2-66
Community or migrant health center Sec. 66. "Community or migrant health center",garposes of IC 16-46-5,
has the meaning set forth in IC 16-46-5A%.added by P.L.2-1993, SEC.1.

IC 16-18-2-66.5 Competent witness
Sec. 66.5. "Competent witness", for purposes df636-5, has the meaning set forth in IC 16-36-B2added by
P.L.148-1999, SEC.3.

IC 16-18-2-67 Comprehensive care bed
Sec. 67. "Comprehensive care bed", for purposés &6-29-2, has the meaning set forth in IC 16-2B-As added
by P.L.2-1993, SEC.1. Amended by P.L.97-2004, SEC.6

IC 16-18-2-67.5 Comprehensive plan

Sec. 67.5. "Comprehensive plan", for purposes df6€23.5, has the meaning set forth in IC 16-235%-As added
by P.L.2-2007, SEC.182.
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IC 16-18-2-68 Confirmatory test
Sec. 68. "Confirmatory test", for purposes of IG41I612 and IC 16-41-14, has the meaning set fortiCi16-41-
12-4.As added by P.L.2-1993, SEC.1.

IC 16-18-2-69 Consent

Sec. 69. "Consent", for purposes of IC 16-34, meawstten agreement to submit to an abortion:

(1) after the consenting party has had a full exgii@n of the abortion procedure to be performeduiding
disclosures and information required by IC 16-34-P-and

(2) as evidenced by the signature of the conseptanty on a consent form prescribed by the stgpadment of
health.As added by P.L.2-1993, SEC.1. Amended by P.L.983; BEC.1.

IC 16-18-2-69.2 Consumer product

Sec. 69.2. "Consumer product", for purposes of6&1-39.4, means an item or a component of anftiteis
produced or distributed for:

(1) sale to a consumer for use; or

(2) the personal use, consumption, or enjoymeatafnsumerAs added by P.L.102-2008, SEC.3.

IC 16-18-2-69.4 Contractual allowances
Sec. 69.4. "Contractual allowances", for purpogd€d 6-21-6, has the meaning set forth in IC 16620.1.As
added by P.L.94-1994, SEC.4.

IC 16-18-2-69.5 Contributions

Sec. 69.5. "Contributions", for purposes of IC II6&and IC 16-21-9, means the dollar value of cisfations and
the fair market value at the time of donation okind donations to the hospital from individualsganizations, or
other entities. The term does not include the vafiee donation designated or otherwise restriciethb donor for
purposes other than charity carks added by P.L.94-1994, SEC.5.

IC 16-18-2-74 Contaminated sharp
Sec. 74. "Contaminated sharp”, for purposes ofd@1-16, has the meaning set forth in IC 16-41-182added
by P.L.2-1993, SEC.1.

IC 16-18-2-75 Contaminated with filth

Sec. 75. "Contaminated with filth", for purposed©f16-42-1 through IC 16-42-4, applies to a fodiig, device,
or cosmetic not securely protected from dust, dinj as far as necessary by all reasonable meansafl foreign
or injurious contaminationsAs added by P.L.2-1993, SEC.1.

IC 16-18-2-76 Contracting county
Sec. 76. "Contracting county", for purposes of B224-2, has the meaning set forth in IC 16-24-Aadded by
P.L.2-1993, SEC.1.

IC 16-18-2-77 Contributing county
Sec. 77. "Contributing county"”, for purposes ofll&22-6, has the meaning set forth in IC 16-22-6A%7added by
P.L.2-1993, SEC.1.

IC 16-18-2-78 Controlled premises
Sec. 78. "Controlled premises”, for purposes 018z42-20-2, has the meaning set forth in IC 16-82¢).As
added by P.L.2-1993, SEC.1.

IC 16-18-2-79 Controlled substance
Sec. 79. "Controlled substance"”, for purposes df6el2-21, has the meaning set forth in IC 16-422As added
by P.L.2-1993, SEC.1.

IC 16-18-2-80 Corporation

Sec. 80. "Corporation", for purposes of IC 16-226316-42-5, and IC 16-42-5.2, means the healthrersgpital
corporation created under IC 16-228s added by P.L.2-1993, SEC.1. Amended by P.L.Q66;5EC.2.
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IC 16-18-2-84 Council

Sec. 84. "Council" refers to the following:

(1) For purposes of IC 16-21, the hospital council.

(2) For purposes of IC 16-25 and IC 16-27, the hbeedth care services and hospice services council.
(3) For purposes of IC 16-28 and IC 16-29, thedndihealth facilities council.

(4) For purposes of IC 16-46-6, the interagenctestauncil on black and minority health.

As added by P.L.2-1993, SEC.1. Amended by P.L.02;BEC.1.

IC 16-18-2-85 Counterfeit drug

Sec. 85. "Counterfeit drug”, for purposes of IC464 through IC 16-42-4, means a drug:

(1) that, without authorization:

(A) bears;

(B) is labeled with; or

(C) is in a container that bears;

the trademark, trade name, or other identifyingknanprint, or device, or any likeness of a drugnuacturer,
processor, packer, or distributor other than theqreor persons who in fact manufactured, procegsexked, or
distributed the drug; and

(2) that falsely purports or is represented:

(A) to be the product of; or

(B) to have been packed or distributed by; the rotlheg manufacturer, processor, packer, or distoibdhs added
by P.L.2-1993, SEC.1.

IC 16-18-2-86 County
Sec. 86. "County", for the purposes of IC 16-22ansa county that owns and operates a county hbggstadded
by P.L.2-1993, SEC.1.

IC 16-18-2-86.5 County council
Sec. 86.5. "County council", for purposes of IC2%5, has the meaning set forth in IC 16-23.5-As5added by
P.L.2-2007, SEC.183.

IC 16-18-2-87 County health fund
Sec. 87. "County health fund", for purposes of B2456-1, has the meaning set forth in IC 16-46-Agladded by
P.L.2-1993, SEC.1.

IC 16-18-2-88 County of residence of the child
Sec. 88. "County of residence of the child", forgmses of IC 16-33-4, has the meaning set fortlCih6-33-4-2.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-89 Customer
Sec. 89. "Customer”, for purposes of IC 16-42-2& the meaning set forth in IC 16-42-22-3.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-91 Dangerous communicable disease

Sec. 91. "Dangerous communicable disease", forgza@gpof IC 16-41, means a communicable diseasésthat
classified by the state department as dangerousr u@dL6-41-2-1.

As added by P.L.2-1993, SEC.1.

IC 16-18-2-91.3 Data aggregation
Sec. 91.3. "Data aggregation" has the meaningsitt ifh IC 16-39-5-3(b).As added by P.L.44-2002, SEC.1.

IC 16-18-2-92 Dead body
Sec. 92. "Dead body", for purposes of IC 16-37&3 the meaning set forth in IC 16-37-3-1.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-92.4 Declarant
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Sec. 92.4. "Declarant", for purposes of IC 16-36ds the meaning set forth in IC 16-36-5-3.
As added by P.L.148-1999, SEC.4.

IC 16-18-2-92.6 Department

Sec. 92.6. (a) "Department", for purposes of IC3163.5, has the meaning set forth in IC 16-31-8.5-1
(b) "Department”, for purposes of IC 16-47-1, Has meaning set forth in IC 16-47-1-1.

As added by P.L.50-2004, SEC.2. Amended by P.12006; SEC.24.

IC 16-18-2-93 Designated health official

Sec. 93. "Designated health official", for purpos&fC 16-41, means:

(1) the state health commissioner;

(2) an assistant state health commissioner; or

(3) a person designated by the state health cornomessor assistant state health commissioner téeiment IC 16-
41 in a specific situatiors added by P.L.2-1993, SEC.1.

IC 16-18-2-94 Device

Sec. 94. "Device", for purposes of IC 16-42-1 tiylowC 16-42-4 except for IC 16-42-1-7, IC 16-424(D), IC 16-
42-2-3(7), IC 16-42-3-4(3), and IC 16-42-4-3(3),ane instruments, apparatus, and contrivances dimguheir
components, parts, and accessories, intended:

(1) for use in the diagnosis, cure, mitigationatreent, or prevention of disease in man or othenails; or

(2) to affect the structure or any function of thedly of man or other animal#&s added by P.L.2-1993, SEC.1.

IC 16-18-2-95 Directed donation
Sec. 95. "Directed donation", for purposes of IG41612, has the meaning set forth in IC 16-41-12added by
P.L.2-1993, SEC.1.

IC 16-18-2-96 Director

Sec. 96. (a) "Director", for purposes of IC 16-13-fefers to the director of the office of womeméslth
established by IC 16-19-13.

(b) "Director", for purposes of IC 16-27, means ithdividual acting under the authority of and aseid the
responsibility by the state health commissioneéntplement IC 16-27.

(c) "Director", for purposes of IC 16-28, IC 16-28d IC 16-30, means the individual acting underatthority of
and assigned the responsibility by the state healtihmissioner to implement IC 16-28, IC 16-29, &d.6-30.
(d) "Director", for purposes of IC 16-31, refersthe executive director of the department of hometlsecurity
established by IC 10-19-2-1.

(e) "Director", for purposes of IC 16-35-2, reftmshe director of the program for children witkesfal health care
needsAs added by P.L.2-1993, SEC.1. Amended by P.L.89; BEC.1;

P.L.2-2003, SEC.44; P.L.12-2004, SEC.2; P.L.22-2@¥C.18.

IC 16-18-2-97 Division

Sec. 97. "Division" means the following:

(1) For purposes of IC 16-21-8, the meaning sehforIC 16-21-8-0.1.

(2) For purposes of IC 16-22-8, the meaning sehfor IC 16-22-8-3.

(3) For purposes of IC 16-27, a group of individuahder the supervision of the director within skete department
assigned the responsibility of implementing IC 16-2

(4) For purposes of IC 16-28, a group of individuahder the supervision of the director within skete department
assigned the responsibility of implementing IC B5-2

(5) For purposes of IC 16-41-40, the division ahily resources established by IC 12-13-1-1.

As added by P.L.2-1993, SEC.1. Amended by P.L.88; BEC.1; P.L.12-2004, SEC.3; P.L.90-2005, SEC.1;
P.L.41-2007, SEC.3; P.L.3-2008, SEC.104.

IC 16-18-2-98
Division director and director of a division Sec. 98. "Division director" and "director of a idien", for purposes
of IC 16-22-8, has the meaning set forth in IC 26824.As added by P.L.2-1993, SEC.1.

IC 16-18-2-99 DNA test
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Sec. 99. "DNA test", for purposes of IC 16-37-2-ifis the meaning set forth in IC 16-37-2-10{e) added by
P.L.2-1993, SEC.1.

IC 16-18-2-99.3 DNR
Sec. 99.3. "DNR", for purposes of IC 16-36-5, Hasmeaning set forth in IC 16-36-5-4.
As added by P.L.148-1999, SEC.5.

IC 16-18-2-99.5 Donations

Sec. 99.5. "Donations", for purposes of IC 16-24nfl IC 16-21-9, means the unreimbursed costs efiging cash
and in kind services and gifts, including faciljeequipment, personnel, and programs, to othgumdéihor public
outpatient clinics, hospitals, or health care oizgions.

As added by P.L.94-1994, SEC.6.

IC 16-18-2-101 Drug

Sec. 101. (a) "Drug", for purposes of IC 16-42+btigh IC 16-42-4, means the following:

(1) Articles recognized in the official United StatPharmacopoeia, official Homeopathic Pharmacepafehe
United States, or official National Formulary, aryssupplement to any of them.

(2) Articles intended for use in the diagnosisecumitigation, treatment, or prevention of diseiasean or other
animals.

(3) Articles other than food intended to affect #sieicture or any function of the body of man drestanimals.
(4) Articles intended for use as a component ofamtigle specified in subdivision (1), (2), or (3).

The term does not include devices or their comptsgrarts, or accessories.

(b) "Drug", for purposes of IC 16-42-19, has theamag set forth in IC 16-42-19-2.

As added by P.L.2-1993, SEC.1.

IC 16-18-2-102 Drug order
Sec. 102. "Drug order", for purposes of IC 16-4241&s the meaning set forth in IC 16-42-19-3.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-103 Drug sample
Sec. 103. "Drug sample", for purposes of IC 16-42¥as the meaning set forth in IC 16-42-2 A2 added by
P.L.2-1993, SEC.1.

IC 16-18-2-104 Dwelling

Sec. 104. "Dwelling" includes any part of any binfglor the building's premises used as a placesiflence or
habitation or for sleeping by a person.

As added by P.L.2-1993, SEC.1.

IC 16-18-2-104.5 Education related costs
Sec. 104.5. "Education related costs", for purpa$é€ 16-21-6, has the meaning set forth in 1C2166-0.2.As
added by P.L.94-1994, SEC.7.

IC 16-18-2-105 Effective treatment
Sec. 105. "Effective treatment”, for purposes 0flB241-16, has the meaning set forth in IC 16-4131As added
by P.L.2-1993, SEC.1.

IC 16-18-2-106 Electronic products
Sec. 106. "Electronic products", for purposes olBz41-35, has the meaning set forth in IC 16-4534s added
by P.L.2-1993, SEC.1.

IC 16-18-2-106.3 Electronic signature

Sec. 106.3. For purposes of IC 16-42-3 and IC 1@22'electronic signature" means an electronimdpsymbol,
Or process:

(1) attached to or logically associated with arce@mically transmitted prescription or order; and

(2) executed or adopted by a person; with the trttesign the electronically transmitted prescdptor orderAs
added by P.L.204-2005, SEC.1.
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IC 16-18-2-106.4 Electronically transmitted and eletronic transmission

Sec. 106.4. For purposes of IC 16-42-3, IC 16-42ab@ IC 16-42-22, "electronically transmitted™electronic
transmission” means the transmission of a presenifh electronic form. The term does not includmsmission of
a prescription by facsimileAs added by P.L.204-2005, SEC.2.

IC 16-18-2-106.5 Eligible medical condition
Sec. 106.5. "Eligible medical condition" means adition for which an individual is eligible for @stance under
IC 16-35-2.As added by P.L.79-1999, SEC.1.

IC 16-18-2-107 Emergency ambulance services

Sec. 107. "Emergency ambulance services", for papof IC 16-31, means the transportation of enmersge
patients by ambulance and the administration oithdis support to emergency patients before oirduthe
transportationAs added by P.L.2-1993, SEC.1. Amended by P.L.285;5EC.2.

IC 16-18-2-109.1 Emergency medical dispatch agency
Sec. 109.1. "Emergency medical dispatch agency'pudgposes of IC 16-31-3.5, has the meaning sét forlC 16-
35-3.5-1.As added by P.L.205-2003, SEC.11.

IC 16-18-2-109.3 Emergency medical dispatcher
Sec. 109.3. "Emergency medical dispatcher”, foppses of IC 16-31-3.5, has the meaning set fortl ih6-35-
3.5-1.As added by P.L.205-2003, SEC.12.

IC 16-18-2-109.5 Emergency medical dispatching
Sec. 109.5. "Emergency medical dispatching”, fappses of IC 16-31-3.5, has the meaning set forti16-35-
3.5-1.As added by P.L.205-2003, SEC.13.

IC 16-18-2-110 Emergency medical services

Sec. 110. "Emergency medical services", for purpagéC 16-31, means the provision of emergencydarice
services or other services, including extricatiad eescue services, utilized in serving an indigittuneed for
immediate medical care in order to prevent lodf@br aggravation of physiological or psycholagjidiness or
injury. As added by P.L.2-1993, SEC.1.

IC 16-18-2-111 Emergency medical service facility

Sec. 111. "Emergency medical service facility", parposes of IC 16-31 and IC 16-41, means thoslktifes that
are licensed and operated under IC 16-21-2 andatkatdquipped, prepared, and staffed to providaaakechre for
emergency patientsAs added by P.L.2-1993, SEC.1.

IC 16-18-2-112 Emergency medical technician

Sec. 112. "Emergency medical technician”, for pagsoof IC 16-31, means an individual who is ceiifinder this
article to provide basic life support at the scehan accident, illness, or

during transportAs added by P.L.2-1993, SEC.1. Amended by P.L.2856;5EC.3.

IC 16-18-2-112.5 Emergency medical technician-basacvanced

Sec. 112.5. "Emergency medical technician-basiaackd", for purposes of IC 16-31, means an indadigtho is
certified under IC 16-31 to provide basic life sagmat the scene of an accident or iliness or dutiansportAs
added by P.L.205-2003, SEC.14.

IC 16-18-2-112.7 Emergency medical technician-interediate

Sec. 112.7. "Emergency medical technician-interatedj for purposes of IC 16-31, means an individuab can
perform at least one (1) of but not all the procedwf a paramedic and who:

(1) has completed a prescribed course in advaiifeesiipport;

(2) has been certified by the Indiana emergencyicakdervices commission;

(3) is associated with a single supervising hospitad

(4) is affiliated with a provider organizatioAs added by P.L.205-2003, SEC.15.
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IC 16-18-2-113 Emergency patient

Sec. 113. (a) "Emergency patient", for purposd€df6-31, means an individual who:

(1) is acutely ill, injured, incapacitated, or Hels; and

(2) requires emergency medical services.

(b) The term includes an individual who:

(1) requires transportation on a litter or cot; or

(2) is transported in a vehicle certified as an alahce under IC 16-31-3As added by P.L.2-1993, SEC.1.

IC 16-18-2-114 Employer
Sec. 114. "Employer", for purposes of IC 16-414ids the meaning set forth in IC 16-41-11-1.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-117 Established name
Sec. 117. "Established name", for purposes of K428, has the meaning set forth in IC 16-42-22added by
P.L.2-1993, SEC.1.

IC 16-18-2-119 Executive
Sec. 119. "Executive" has the meaning set forli€iB6-1-2-5.As added by P.L.2-1993, SEC.1.

IC 16-18-2-120 Executive board

Sec. 120. (a) "Executive board", except as provideslibsection (b), refers to the executive bodrth® state
department of health.

(b) "Executive board", for purposes of IC 16-2h&s the meaning set forth in IC 16-23.5-1-7.

As added by P.L.2-1993, SEC.1. Amended by P.L.2;EKC.184.

IC 16-18-2-121 Executive director

Sec. 121. "Executive director", for purposes oflE22, means the chief administrative officer, lest, or other
individual appointed under IC 16-22-3-8.

As added by P.L.2-1993, SEC.1.

IC 16-18-2-121.5 Extended length of stay

Sec. 121.5. "Extended length of stay" means alteofgstay in an acute care hospital inpatient izt exceeds one
(1) standard deviation of the hospital wide avelagegth of stay.

As added by P.L.162-1999, SEC.1.

IC 16-18-2-122 Facility
Sec. 122. "Facility", for purposes of IC 16-41-has the meaning set forth in IC 16-41-11-2.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-124 Federal act

Sec. 124. "Federal act", for purposes of IC 16-4Br@ugh IC 16-42-4, refers to the Federal Foodigpand
Cosmetic Act (21 U.S.C. 301 et seq.; 52 Stat. 14€eq.) and amendments to that statuseadded by P.L.2-1993,
SEC.1.

IC 16-18-2-131

First responder

Sec. 131. "First responder”, for purposes of IC316means an

individual who is:

(2) certified under IC 16-31 and who meets thedndiemergency medical services commission's st dtar first
responder certification; and

(2) the first individual to respond to an incideatjuiring emergency medical services.

As added by P.L.2-1993, SEC.1. Amended by P.L.2985:5EC.4.

IC 16-18-2-132

Fiscal body
Sec. 132. "Fiscal body", except as provided in satisn (b), has the meaning set forth in IC 36-4.-2-
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As added by P.L.2-1993, SEC.1. Amended by P.L.02;BEC.1.

IC 16-18-2-139.5

Forensic medical exam

Sec. 139.5. "Forensic medical exam", for purpo$é€ d6-21-8, means the following:

(1) Appropriate procedures for acquiring eviderie® tay be used in a criminal proceeding agaipstrson
charged with a sex crime.

(2) Suturing and care of wounds that stem dirdetlgn the sex crime, including anesthesia and pitesdr
medication. As added by P.L.121-2006, SEC.21.

IC 16-18-2-145 General hospital
Sec. 145. "General hospital”, for the purposesCoi6-22-9, has the meaning set forth in IC 16-22-9-
As added by P.L.2-1993, SEC.1.

IC 16-18-2-146 General hospital services
Sec. 146. "General hospital services", for purpa$d¢€ 16-22-9 has the meaning set forth in IC 26923.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-147 General license
Sec. 147. "General license", for purposes of IG11&5, has the meaning set forth in IC 16-41-35-6.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-148 Generically equivalent drug product
Sec. 148. "Generically equivalent drug productt,daorposes of IC 16-42-22, has the meaning sét fartC 16-42-
22-4.As added by P.L.2-1993, SEC.1.

IC 16-18-2-148.5 Gift
Sec. 148.5. "Gift", for purposes of IC 16-23.5, Hasmeaning set forth in IC 16-23.5-1-8.
As added by P.L.2-2007, SEC.185.

IC 16-18-2-149 Governing board
Sec. 149. "Governing board" means the board ofdess governing board, board of directors, or otioety
responsible for governing a hospitak added by P.L.2-1993, SEC.1.

IC 16-18-2-150 Governing body

Sec. 150. (a) "Governing body", for purposes 0lBz22-7, has the meaning set forth in IC 16-22-7-2.
(b) "Governing body", for purposes of IC 16-27-thas the meaning set forth in IC 16-27-0.5-0.5.

(c) "Governing body", for purposes of IC 16-41-Bas the meaning set forth in IC 16-41-22-3.

As added by P.L.2-1993, SEC.1. Amended by P.L.@62;ZEC.1.

IC 16-18-2-150.4 Government sponsored indigent hehlcare
Sec. 150.4. "Government sponsored indigent heald'cfor purposes of IC 16-21-9, has the meanatdosth in
IC 16-21-9-2 As added by P.L.94-1994, SEC.8.

IC 16-18-2-151 Governmental unit
Sec. 151. "Governmental unit", for purposes of 8228 and IC 16-29, means an agency, a bureau, or a
commission.As added by P.L.2-1993, SEC.1.

IC 16-18-2-153.5 Nurse aide
Sec. 153.5. "Nurse aide", for purposes of IC 16t38has the meaning set forth in IC 16-28-13-1.
As added by P.L.152-1995, SEC.15.

IC 16-18-2-154 Gross patient revenue

Sec. 154. "Gross patient revenue”, for purposé€ d6-21-6, has the meaning set forth in IC 16-21L-6
As added by P.L.2-1993, SEC.1.
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IC 16-18-2-155 Guest
Sec. 155. "Guest", for purposes of IC 16-41-31,thasneaning set forth in IC 16-41-31-2.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-156 Guest room
Sec. 156. "Guest room", for purposes of IC 16-4 1Kk the meaning set forth in IC 16-41-31-3.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-159.1 Health benefit plan
Sec. 159.1. "Health benefit plan", for purposeB016-47-1, has the meaning set forth in IC 16-47-1
As added by P.L.50-2004, SEC.3.

IC 16-18-2-160 Health care
Sec. 160. "Health care", for purposes of IC 16-36dk the meaning set forth in IC 16-36-1-1.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-160.5 Health care entity
Sec. 160.5. "Health care entity", for purposes®i6-41-42.1, has the meaning set forth in IC 18t21-1. As
added by P.L.193-2007, SEC.1. Amended by P.L.3;318.107.

IC 16-18-2-161 Health care facility

Sec. 161. (a) "Health care facility" includes:

(1) hospitals licensed under IC 16-21-2, privatetakhealth institutions licensed under IC 12-2%] &uberculosis
hospitals established under IC 16-11-1 (beforecpeal);

(2) health facilities licensed under IC 16-28; &Byrehabilitation facilities and kidney diseaseatiment centers.
(b) "Health care facility", for purposes of IC 18-23, has the meaning set forth in IC 16-28-13-0.5.

(c) "Health care facility", for purposes of IC 16-8, has the meaning set forth in IC 16-40-5-2.

As added by P.L.2-1993, SEC.1. Amended by P.L.998; 5EC.1; P.L.101-2007, SEC.2.

IC 16-18-2-161.5 Health care interpreter
Sec. 161.5. "Health care interpreter"”, for purpafd€ 16-46-11.1, has the meaning set forth il6z46-11.1-2.
As added by P.L.61-2004, SEC.2.

IC 16-18-2-162 Health care professional

Sec. 162. (a) "Health care professional”, for pagsoof IC 16-27-1 and IC 16-27-4, has the mearenfpsth in IC
16-27-1-1.

(b) "Health care professional”, for purposes ofl&27-2, has the meaning set forth in IC 16-27-2-1.

As added by P.L.2-1993, SEC.1. Amended by P.L.202;5EC.5.

IC 16-18-2-163 Health care provider

Sec. 163. (a) "Health care provider", for purpaselC 16-21 and IC 16-41, means any of the follayvin

(1) An individual, a partnership, a corporatiorprafessional corporation, a facility, or an indibn licensed or
legally authorized by this state to provide healihe or professional services as a licensed playsiei psychiatric
hospital, a hospital, a health facility, an ememyeambulance service (IC

16-31-3), a dentist, a registered or licensed alaturse, a midwife, an optometrist, a pharmaeigtodiatrist, a
chiropractor, a physical therapist, a respirat@me@ractitioner, an occupational therapist, a lpshgist, a
paramedic, an emergency medical technician, anganmey medical technician-basic advanced, an emeygen
medical technician-intermediate, or a person whanisfficer, employee, or agent of the individymrtnership,
corporation, professional corporation, facility,ipstitution acting in the course and scope ofteeson's
employment.

(2) A college, university, or junior college thabpides health care to a student, a faculty mendrean employee,
and the governing board or a person who is aneffiemployee, or agent of the college, universityjunior
college acting in the course and scope of the p&ysmmployment.

(3) A blood bank, community mental health centemmunity mental retardation center, community Heednter,
or migrant health center.

(4) A home health agency (as defined in IC 16-22)%1-
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(5) A health maintenance organization (as defimelCi27-13-1-19).

(6) A health care organization whose members, Slodters, or partners are health care providersnsutadivision
(1).

(7) A corporation, partnership, or professionalpmwation not otherwise qualified under this subsecthat:

(A) provides health care as one (1) of the corpona, partnership's, or professional corporatifumstions;

(B) is organized or registered under state law; and

(C) is determined to be eligible for coverage agalth care provider under IC 34-18 for the corpionés,
partnership's, or professional corporation's hezdtie function. Coverage for a health care provigelified under
this subdivision is limited to the health care pdev's health care functions and does not extemdh®r causes of
action.

(b) "Health care provider", for purposes of IC 1%-Bas the meaning set forth in subsection (a).éVew for
purposes of IC 16-35, the term also includes athédatility (as defined in section 167 of this ctex.

(c) "Health care provider", for purposes of IC 1% means an individual licensed or authorizedhig/ state to
provide health care or professional services as:

(1) a licensed physician;

(2) a registered nurse;

(3) a licensed practical nurse;

(4) an advanced practice nurse;

(5) a licensed nurse midwife;

(6) a paramedic;

(7) an emergency medical technician;

(8) an emergency medical technician-basic advanced;

(9) an emergency medical technician-intermediate; o

(10) a first responder, as defined under IC 16-1182.

The term includes an individual who is an emplogeagent of a health care provider acting in there® and scope
of the individual's employment.

(d) "Health care provider", for purposes of IC 1&4}, means any of the following:

(1) An individual, a partnership, a corporatiorprafessional corporation, a facility, or an indibnn licensed or
authorized by the state to provide health carerafiegsional services as a licensed physician, ehielyic hospital,
a hospital, a health facility, an emergency amiedagervice (IC 16-31-3), an ambulatory outpatiengisal center,
a dentist, an optometrist, a pharmacist, a podtatichiropractor, a psychologist, or a person istam officer,
employee, or agent of the individual, partnersbgrporation, professional corporation, facility,iostitution acting
in the course and scope of the person's employment.

(2) A blood bank, laboratory, community mental tlealenter, community mental retardation center, oomity
health center, or migrant health center.

(3) A home health agency (as defined in IC 16-2)%1-

(4) A health maintenance organization (as defimelCi27-13-1-19).

(5) A health care organization whose members, Slodters, or partners are health care providersnsutadivision
(1).

(6) A corporation, partnership, or professionalpayation not otherwise specified in this subsectiat:

(A) provides health care as one (1) of the corpona, partnership's, or professional corporatifumstions;

(B) is organized or registered under state law; and

(C) is determined to be eligible for coverage agalth care provider under IC 34-18 for the corpionés,
partnership's, or professional corporation's hezdtie function.

(7) A person that is designated to maintain thengx of a person described in subdivisions (1)ugho(6).

(e) "Health care provider", for purposes of IC %4 has the meaning set forth in 47 CFR 54.601(a).

As added by P.L.2-1993, SEC.1. Amended by P.L.926;BEC.7; P.L.188-1995, SEC.1; P.L.1-1998, SEC.116
P.L.148-1999, SEC.6; P.L.205-2003, SEC.17; P.L@852 SEC.1; P.L.108-2007, SEC.2.

IC 16-18-2-163.3 Health care quality indicator data
Sec. 163.3. "Health care quality indicator datal',furposes of IC 16-40-4, has the meaning sdt fartC 16-40-4-
1. As added by P.L.95-2005, SEC.2.

IC 16-18-2-163.5 Health care translator

Sec. 163.5. "Health care translator", for purpafd€ 16-46-11.1, has the meaning set forth in 8246-11.1-3.As
added by P.L.61-2004, SEC.3.
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IC 16-18-2-164.6 Health coverage provider
Sec. 164.6. "Health coverage provider", for purpasedC 16-40-4, has the meaning set forth in 1A064-2. As
added by P.L.95-2005, SEC.3.

IC 16-18-2-165 Health data
Sec. 165. "Health data", for purposes of IC 16-09fhs the meaning set forth in IC 16-19-10-2.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-166 Health directive

Sec. 166. "Health directive", for purposes of 1G4l means:

(1) a written statement; or

(2) in an emergency, an oral statement followed myritten statement within seventy-two (72) hours;
to a carrier issued by a designated health offigmaer IC 16-41.As added by P.L.2-1993, SEC.1.

IC 16-18-2-167 Health facility

Sec. 167. (a) "Health facility" means a buildingstucture, an institution, or other place for theeption,
accommodation, board, care, or treatment exterii#yond a continuous twenty-four (24) hour period iveek of
more than four (4) individuals who need or desirehsservices because of physical or mental illniefismity, or
impairment.

(b) The term does not include the premises usethéreception, accommodation, board, care, otrreat in a
household or family, for compensation, of a pensated by blood to the head of the

household or family (or to the spouse of the hdatimhousehold or family) within the degree of sanguinity of
first cousins.

(c) The term does not include any of the following:

(1) Hotels, motels, or mobile homes when used ek.su

(2) Hospitals or mental hospitals, except for ghett of a hospital that provides long term careises and
functions as a health facility, in which case thatt of the hospital is licensed under IC 16-2b#,in all other
respects is subject to IC 16-28.

(3) Hospices that furnish inpatient care and arenied under IC 16-25-3.

(4) Institutions operated by the federal government

(5) Foster family homes or day care centers.

(6) Schools for individuals who are deaf or blind.

(7) Day schools for individuals with mental retaida.

(8) Day care centers.

(9) Children's homes and child placement agencies.

(10) Offices of practitioners of the healing arts.

(11) Any institution in which health care servigasl private duty nursing services are providedithbsted and
certified by the Commission for Accreditation ofr@ian Science Nursing Organizations/Facilities,. |

(12) Industrial clinics providing only emergency aieal services or first aid for employees.

(13) A residential facility (as defined in IC 1227165).

(14) Maternity homes.

(15) Offices of Christian Science practitionefss added by P.L.2-1993, SEC.1. Amended by P.L.83;BEC.62;
P.L.111-1996, SEC.2; P.L.58-2000, SEC.1; P.L.9972@EC.153.

IC 16-18-2-168 Health records

Sec. 168. (a) "Health records", for purposes 01639, means written, electronic, or printed infatibn possessed
or maintained by a provider concerning any diagsadstatment, or prognosis of the patient, inclgdinch
information possessed or maintained on microfichierofilm, or in a digital format. The term inclusienental
health records and alcohol and drug abuse records.

(b) For purposes of IC 16-39-5-3(e), the term idelsiinformation that describes services provideal patient and a
provider's charges for services provided to a patie

(c) The term does not include information concegremergency ambulance services described in IC1183-B1(d).
As added by P.L.2-1993, SEC.1. Amended by P.L.983;BEC.11; P.L.127-2001, SEC.1; P.L.44-2002, 3EC.
P.L.255-2003, SEC.45.
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IC 16-18-2-179 Hospital

Sec. 179. (a) "Hospital", except as provided inssghions (b) through (g), means a hospital thitémnsed under IC
16-21-2.

(b) "Hospital", for purposes of IC 16-21, meandrastitution, a place, a building, or an agency thaitls out to the
general public that it is operated for hospitalgmses and that it provides care, accommodatioaititss, and
equipment, in connection with the services of agatigin, to individuals who may need medical or g#aigservices.
The term does not include the following:

(1) Freestanding health facilities.

(2) Hospitals or institutions specifically intendeddiagnose, care, and treat the following:

(A) Individuals with a mental illness (as definedlC 12-7-2-117.6).

(B) Individuals with developmental disabilities @sfined in IC 12-7-2-61).

(3) Offices of physicians where patients are ngtitarly kept as bed patients.

(4) Convalescent homes, boarding homes, or homabdaged.

(c) "Hospital", for purposes of IC 16-22-8, has theaning set forth in IC 16-22-8-5.

(d) "Hospital", for purposes of IC 16-23.5, has theaning set forth in IC 16-23.5-1-9.

(e) "Hospital" or "tuberculosis hospital”, for pages of IC 16-24, means an institution or a facfbtr the treatment
of individuals with tuberculosis.

(f) "Hospital", for purposes of IC 16-34, meansaspital (as defined in subsection (b)) that:

(2) is required to be licensed under IC 16-21-2; or

(2) is operated by an agency of the United States.

(9) "Hospital", for purposes of IC 16-41-12, has theaning set forth in IC 16-41-12-8s added by P.L.2-1993,
SEC.1. Amended by P.L.144-1996, SEC.1;P.L.162-1%96,3; P.L.2-2007, SEC.186; P.L.99-2007, SEC.154.

IC 16-18-2-180 Hospital based health facility

Sec. 180. "Hospital based health facility", for poases of IC 16-21 and IC 16-28, means that paathafspital that
provides long term care services and functionstzesith facility. As added by P.L.2-1993, SEC.1. Amended by
P.L.152-1995, SEC.16.

IC 16-18-2-181 Hospital fund or hospital funds

Sec. 181. "Hospital fund" or "hospital funds" meamsney,
securities, real or personal property or interesiiected or received
by or paid over, transferred, or conveyed to thepital or the county
for hospital purposes or hospital buildings.

As added by P.L.2-1993, SEC.1.

IC 16-18-2-182 Hospital purposes

Sec. 182. "Hospital purposes" means providing iepabr
outpatient diagnostic and treatment facilities aediices generally
recognized as hospital services to the public, uttdedirection and
supervision of the patient's attending physicianluding, at the
discretion of the governing board, the following:

(1) Extended care facilities.

(2) The provision of services to other health cartities.

(3) Other health care services and facilities,udiig the

provision of acute care in hospital inpatient ubhitpatients

with extended lengths of stay.

As added by P.L.2-1993, SEC.1. Amended by P.L.9892; 5EC.4.

IC 16-18-2-188.1 Indiana University hospitals
Sec. 188.1. "Indiana University hospitals", for pages of IC 16-23.5, has the meaning set fortlCihg-23.5-1-10.
As added by P.L.2-2007, SEC.187.

IC 16-18-2-189 Infectious waste

Sec. 189. "Infectious waste", for purposes of IG41616, has the meaning set forth in IC 16-41-16-4.
As added by P.L.2-1993, SEC.1.
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IC 16-18-2-190 Informed consent
Sec. 190. "Informed consent”, for purposes of 14165, has the meaning set forth in IC 16-41-6-2.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-191.5 Interdisciplinary team
Sec. 191.5. "Interdisciplinary team", for purposé$C 16-25, has the meaning set forth in IC 16125-7.
As added by P.L.256-1999, SEC.8.

IC 16-18-2-193 Invasive medical care
Sec. 193. "Invasive medical care", for purposelCaf6-31, does not include the administration abavisualized
airway. As added by P.L.2-1993, SEC.1.

IC 16-18-2-194 Investigational or new drug
Sec. 194. "Investigational or new drug", for pugmsf IC 16-42-19, has the meaning set forth in6e12-19-4.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-194.5 Isolation

Sec. 194.5. "Isolation", for purposes of IC 16-4Iv@ans the physical separation, including confietnor
restriction, of an individual or a group of indivdls from the general public if the individual aogp is infected
with a dangerous communicable disease (as desdril€d16-18-2-91 and 410 IAC 1-2.3-47), in ordemptrevent
or limit the transmission of the disease to an fadted individual. As added by P.L.138-2006, SEC.1.

IC 16-18-2-199 Legend drug

Sec. 199. "Legend drug", for purposes of IC 16M&ans a drug that is:

(1) subject to 21 U.S.C. 353(b)(1); or

(2) listed in the Prescription Drug Product List as

(A) published in United States Department of Healild Human Services Approved Drug Products with
Therapeutic Equivalence Evaluations, Tenth Edit{@890); and

(B) revised in United State Department of Healtd bluman Services, Approved Drug Products with Theusic
Equivalence Evaluations, Cumulative SupplementéoTtenth Edition, Number 10 (1990)\s added by P.L.2-
1993, SEC.1.

IC 16-18-2-200 Legislative body
Sec. 200. "Legislative body" has the meaning sghfo IC 36-1-2-9.As added by P.L.2-1993, SEC.1.

IC 16-18-2-202 Licensed physician
Sec. 202. "Licensed physician" means an indiviswt® holds an unlimited license to practice mediégmmdiana
under IC 25-22.5As added by P.L.2-1993, SEC.1.

IC 16-18-2-203 Life prolonging procedure
Sec. 203. "Life prolonging procedure”, for purpoeé#C 16-36-4, has the meaning set forth in 1C3854-1.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-204 Life prolonging procedures will ddarant
Sec. 204. "Life prolonging procedures will decldtafor purposes of IC 16-36-4, has the meanindgath in IC
16-36-4-2. As added by P.L.2-1993, SEC.1.

IC 16-18-2-205 Live birth or birth

Sec. 205. "Live birth" or "birth", for purposes|@f 16-37, means the birth of a child who shows enak of life
after the child is entirely outside of the moth&s added by P.L.2-1993, SEC.1.

IC 16-18-2-208 Living will declarant

Sec. 208. "Living will declarant", for purposesl@f16-36-4, has the meaning set forth in IC 16-3&-4

As added by P.L.2-1993, SEC.1.

IC 16-18-2-209 Local board
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Sec. 209. "Local board", for purposes of IC 16-Z]{2as the meaning set forth in IC 16-41-27-3.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-210 Local board of health

Sec. 210. (a) "Local board of health", for purposelC 16-22-8, means a local board of health refto in IC 16-
20.

(b) "Local board of health", for purposes of IC 46-1, has the meaning set forth in IC 16-46-1-7.

As added by P.L.2-1993, SEC.1.

IC 16-18-2-211 Local health department

Sec. 211. "Local health department" means a depattorganized by a county or city executive withoard, a
health officer, and an operational staff to providalth services to a county, city, or multiple myuunit.

As added by P.L.2-1993, SEC.1.

IC 16-18-2-212 Local health officer
Sec. 212. "Local health officer", for purposes©f16-22 and IC 16-37, means a local health offasereferred to in
IC 16-20. As added by P.L.2-1993, SEC.1.

IC 16-18-2-223.5 Medical emergency

Sec. 223.5. "Medical emergency"”, for purposes 0f6c34, means a condition that, on the basis oattemding
physician's good faith clinical judgment, complesathe medical condition of a pregnant woman sbittha
necessitates the immediate termination of her @negyto avert her death or for which a delay waukhte
serious risk of substantial and irreversible impent of a major bodily functionAs added by P.L.187-1995,
SEC.2.

IC 16-18-2-223.6 Medical director
Sec. 223.6. "Medical director”, for purposes ofli&>31-3.5, has the meaning set forth in IC 16-3543.
As added by P.L.205-2003, SEC.18.

IC 16-18-2-223.7 Medically contraindicated
Sec. 223.7. "Medically contraindicated", for purpe®f IC 16-28-14, has the meaning set forth in6c28-14-1.
As added by P.L.97-1999, SEC.1.

IC 16-18-2-225 Member of the armed forces

Sec. 225. "Member of the armed forces", for purpagdC 16-33-4, has the meaning set forth in 1E3864-4.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-225.8 Mental health provider

Sec. 225.8. "Mental health provider", for purpostkC 16-36-1.5, has the meaning set forth in 1C3661.5-2.
As added by P.L.145-1996, SEC.1. Amended by P2034; SEC.6.

IC 16-18-2-226 Mental health records

Sec. 226. "Mental health records", for purposelCaf6-39, means recorded or unrecorded informat@rcerning
the diagnosis, treatment, or prognosis of a pates#iving mental health services or developmatisalbility
training. The term does not include alcohol andydibuse recordsAs added by P.L.2-1993, SEC.1. Amended by
P.L.4-1997, SEC.2.

IC 16-18-2-227 Migratory temporary increase in poplation
Sec. 227. "Migratory temporary increase in popatati for purposes of IC 16-46-1, has the meanindosth in IC
16-46-1-8. As added by P.L.2-1993, SEC.1.

IC 16-18-2-235 Minor
Sec. 235. "Minor", for purposes of IC 16-36, meansndividual who is less than eighteen (18) yediage.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-236 Minority
Sec. 236. "Minority", for purposes of IC 16-46-@&stthe meaning set forth in IC 16-46-6-2.
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As added by P.L.2-1993, SEC.1.

IC 16-18-2-245 Net operating revenue
Sec. 245. "Net operating revenue"”, for purposd€df6-22-7, has the meaning set forth in IC 16-22-7
As added by P.L.2-1993, SEC.1.

IC 16-18-2-246 Net patient revenue
Sec. 246. "Net patient revenue”, for purposes df6€21-6, has the meaning set forth in IC 16-21-6-2
As added by P.L.2-1993, SEC.1.

IC 16-18-2-247 Net revenues

Sec. 247. "Net revenues", for purposes of IC 1&2@eans the revenues of the hospital remainirey pfovisions
for reasonable expenses of operation, repair, ceplants, and maintenance of the hospital.

As added by P.L.2-1993, SEC.1.

IC 16-18-2-248 New
Sec. 248. "New", for purposes of IC 16-41-32, esrheaning set forth in IC 16-41-32-8.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-249 New drug

Sec. 249. "New drug", for purposes of IC 16-42+btigh IC 16-42-4, means:

(1) any drug whose composition is such that thg dsunot generally recognized among experts, whajaalified
by scientific training and experience to evaluht safety of drugs, as safe for use under the tonsdiprescribed,
recommended, or suggested in the labeling of thg;dr (2) any drug whose composition is such thatdrug, as a
result of investigations to determine the safetyufge under such conditions, has become so reamjrbhzt which
has not, otherwise than in investigations, beed ts@ material extent or for a material time unslerh conditions.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-250 Noncompliant behavior
Sec. 250. "Noncompliant behavior”, for purposeK016-41, means behavior of a carrier that is natdampliance
with a health directive As added by P.L.2-1993, SEC.1.

IC 16-18-2-251 Nonprofit hospital
Sec. 251. "Nonprofit hospital", for purposes ofll&21-9, has the meaning set forth in IC 16-21-9-3.
As added by P.L.2-1993, SEC.1. Amended by P.L.94;BEC.9; P.L.144-1996, SEC.2.

IC 16-18-2-252 Nonprofit hospital corporation

Sec. 252. "Nonprofit hospital corporation" meart®gporation that:

(1) is organized and doing business under IC 23-17;

(2) is authorized by the corporation's charterrtd does own and operate a hospital;

(3) is licensed under IC 16-21; and

(4) operates the hospital as a charitable or bdeevimstitution making the hospital's servicesikade to persons
unable to pay to the extent of the hospital's famarability to do so.As added by P.L.2-1993, SEC.1.

IC 16-18-2-253.5 Nontransporting emergency medicakrvices vehicle
Sec. 253.5. "Nontransporting emergency medicalieeswehicle", for purposes of IC 16-31-3, hasrtteaning set
forth in IC 16-31-3-0.5.As added by P.L.186-1995, SEC.5.

IC 16-18-2-254 Oath
Sec. 254. "Oath" includes affirmatiods added by P.L.2-1993, SEC.1.

IC 16-18-2-254.5 Office
Sec. 254.5. "Office", for purposes of IC 16-19-fefers to the office of women's health establishedC 16-19-13.
As added by P.L.52-1999, SEC.2.

IC 16-18-2-256 Official compendium
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Sec. 256. "Official compendium®, for purposes ofll&42-1 through IC 16-42-4, means the official tddiStates
Pharmacopoeia, official Homeopathic PharmacopdietiheoUnited States, official National Formulary,any
supplement to any of the publicationss added by P.L.2-1993, SEC.1.

IC 16-18-2-264 Operator
Sec. 264. "Operator”, for purposes of IC 16-41&is the meaning set forth in IC 16-41-31-4.
As added by P.L.2-1993, SEC.1. Amended by P.L.998; 5EC.4; P.L.104-2003, SEC.2.

IC 16-18-2-264.5 Other unlicensed employee
Sec. 264.5. "Other unlicensed employee", for puepad IC 16-28-13, has the meaning set forth in6c28-13-2.
As added by P.L.152-1995, SEC.17.

IC 16-18-2-264.7 Out of hospital
Sec. 264.7. "Out of hospital”, for purposes of E236-5, has the meaning set forth in IC 16-36-5-5.
As added by P.L.148-1999, SEC.7.

IC 16-18-2-264.8 Out of hospital DNR declarationrad order
Sec. 264.8. "Out of hospital DNR declaration ardkot, for purposes of IC 16-36-5, has the meangidasth in IC
16-36-5-6. As added by P.L.148-1999, SEC.8.

IC 16-18-2-264.9 Out of hospital DNR identificatia device
Sec. 264.9. "Out of hospital DNR identification @/, for purposes of IC 16-36-5, has the meanatdarth in IC
16-36-5-7. As added by P.L.148-1999, SEC.9.

IC 16-18-2-266 Paramedic

Sec. 266. "Paramedic”, for purposes of IC 16-31amsean individual who:

Q) is:

(A) affiliated with a certified paramedic organiiat;

(B) employed by a sponsoring hospital approvecdhleycommission; or

(C) employed by a supervising hospital with a cacitfor inservice education with a sponsoring ha$pipproved
by the commission;

(2) has completed a prescribed course in advaiifeesiipport;

and

(3) has been certified by the Indiana emergencyicaédervices commissiorAs added by P.L.2-1993, SEC.1.

IC 16-18-2-266.5 Parent personal services
Sec. 266.5. "Parent personal services agencypuigroses of IC 16-27-4, has the meaning set fart i16-27-4-
2. As added by P.L.212-2005, SEC.6.

IC 16-18-2-267 Parental consent

Sec. 267. "Parental consent”, for purposes of IB4.6means the written consent of the parent allggardian of
an unemancipated pregnant woman less than eigfit8ggears of age to the performance of an abodiothe
minor pregnant womanAs added by P.L.2-1993, SEC.1.

IC 16-18-2-267.5 Partial birth abortion

Sec. 267.5. "Partial birth abortion" means an abtoinh which the person performing the abortiontiadly
vaginally delivers a living fetus before killingeHetus and completing the deliveris added by P.L.145-1997,
SEC.1.

IC 16-18-2-268 Partnership responsibility
Sec. 268. "Partnership responsibility", for puroetlIC 16-46-1, has the meaning set forth in |G4661-9.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-271 Pathological waste

Sec. 271. "Pathological waste", for purposes of641-16, has the meaning set forth in IC 16-415516-
As added by P.L.2-1993, SEC.1.

314



IC 16-18-2-272 Patient

Sec. 272. (a) "Patient", for purposes of IC 16-2Tds the meaning set forth in IC 16-27-1-6.

(b) "Patient”, for the purposes of IC 16-28 andl&z29, means an individual who has been acceptéssured
care by a health facility.

(c) "Patient", for purposes of IC 16-36-1.5, has theaning set forth in IC 16-36-1.5-3.

(d) "Patient”, for purposes of IC 16-39, meansratividual who has received health care servicas fagorovider
for the examination, treatment, diagnosis, or pnéea of a physical or mental condition.

As added by P.L.2-1993, SEC.1. Amended by P.L.986:5EC.2.

IC 16-18-2-274 Person

Sec. 274. (a) "Person" means, except as providsdhigsections (b), (c), and (d), an individual renfia partnership,
an association, a fiduciary, an executor or adrmatisr, a governmental entity, or a corporation.

(b) "Person", for purposes of IC 16-25, has themmgpset forth in IC 16-25-1.1-8.

(c) "Person"”, for purposes of IC 16-31, means dividual, a partnership, a corporation, an assigiat joint
stock association, or a governmental entity othantan agency or instrumentality of the Unitede&tat

(d) "Person", for purposes of IC 16-42-10, hasmisaning set forth in IC 16-42-10-3.

As added by P.L.2-1993, SEC.1. Amended by P.L.998:5EC.9.

IC 16-18-2-275 Person at risk

Sec. 275. (a) "Person at risk”, for purposes of6c41-7-4, has the meaning set forth in IC 16-24(&)-

(b) "Person at risk", for purposes of IC 16-41-@ IC 16-41-7-3, has the meaning set forth in6e1-7-1(c).
As added by P.L.2-1993, SEC.1.

IC 16-18-2-276 Person in attendance at birth
Sec. 276. "Person in attendance at birth", for psep of IC 16-37-2, has the meaning set forth i68€37-2-1.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-277 Person in charge of interment
Sec. 277. "Person in charge of interment", for pags of IC 16-37-3, has the meaning set forth inGc37-3-2.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-277.5 Person with a disability

Sec. 277.5. "Person with a disability", for purposéIC 16-32, IC 16-33, and IC 16-40-1, meansmatividual who,
by reason of physical, mental, or emotional deéedhfirmity (whether congenital or acquired by alamnt, injury,
or disease) is or may subsequently be totally digly prevented from achieving the fullest attate physical,
social, economic, mental, and vocational partiégrain the normal process of living.

As added by P.L.23-1993, SEC.58.

IC 16-18-2-277.6 Personal representative
Sec. 277.6. "Personal representative", for purposés 16-27-4, has the meaning set forth in 1C2I/64-3.
As added by P.L.212-2005, SEC.7.

IC 16-18-2-277.7 Personal services
Sec. 277.7. "Personal services", for purposes dfa7-2 and IC 16-27-4, has the meaning set fart@ 16-27-4-
4. As added by P.L.212-2005, SEC.8.

IC 16-18-2-277.8 Personal services agency

Sec. 277.8. "Personal services agency", for pugosEC 16-27-4, has the meaning set forth in I2I64-5.
As added by P.L.212-2005, SEC.9.

IC 16-18-2-281 Pharmacist

Sec. 281. "Pharmacist" means a person licenseaivbiol practice pharmacy in Indiana.

As added by P.L.2-1993, SEC.1.

IC 16-18-2-282 Physician
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Sec. 282. (a) "Physician", except as provided bseation (b), means a licensed physician (as d&fimeection
202 of this chapter).

(b) "Physician”, for purposes of IC 16-41-12, Haes teaning set forth in IC 16-41-12-&s added by P.L.2-1993,
SEC.1.

IC 16-18-2-287.7 Post-organ transplant program
Sec. 287.7. "Post-organ transplant program"”, fopgses of IC 16-41-19.5, has the meaning set fort@ 16-41-
19.5-1. As added by P.L.27-1999, SEC.1.

IC 16-18-2-288 Practitioner

Sec. 288. (a) "Practitioner”, for purposes of IGAB619, has the meaning set forth in IC 16-42-19-5.
(b) "Practitioner", for purposes of IC 16-41-14sliae meaning set forth in IC 16-41-14-4.

(c) "Practitioner”, for purposes of IC 16-42-21shlihe meaning set forth in IC 16-42-21-3.

(d) "Practitioner", for purposes of IC 16-42-22sliae meaning set forth in IC 16-42-22-4.5.

As added by P.L.2-1993, SEC.1.

IC 16-18-2-289 Precursor
Sec. 289. "Precursor”, for purposes of IC 16-42hE3, the meaning set forth in IC 16-42-19-6.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-290 Pregnant woman

Sec. 290. "Pregnant woman", for purposes of IC @,6a2ans an individual of any age who:

(1) has been a resident of Indiana continuoushafdeast sixty (60) days before her pregnancy;

(2) has verified her pregnancy and intends to daerypregnancy to term or has given birth to adckihd
(3) is in need of assistance and temporary resalefis added by P.L.2-1993, SEC.1.

IC 16-18-2-292 Prescription
Sec. 292. "Prescription”, for purposes of IC 16142-has the meaning set forth in IC 16-42-19-7.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-292.5 Primary caregiver
Sec. 292.5. "Primary caregiver", for purposes of68z39-4-2, has the meaning set forth in IC 16-35&).
As added by P.L.189-1995, SEC.1.

IC 16-18-2-292.7 Primary prevention

Sec. 292.7. "Primary prevention”, for purposes®flb-41-39.4, means the removal or remediatiotydtieg the
use of interim controls, of lead hazards before l@aisoning of an individual occurs.

As added by P.L.102-2008, SEC.8.

IC 16-18-2-293.5 Probable gestational age of thetfis

Sec. 293.5. "Probable gestational age of the fetospurposes of IC 16-34, means what, in the joelgt of the
attending physician, will with reasonable probapibie the gestational age of the fetus at the &mabortion is
planned to be performedis added by P.L.187-1995, SEC.3.

IC 16-18-2-295 Provider

Sec. 295. (a) "Provider", for purposes of IC 168 has the meaning set forth in IC 16-21-8-0.5.

(b) "Provider", for purposes of IC 16-38-5, IC 18-@&xcept for IC 16-39-7) and IC 16-41-1 throughli&41-9 and
IC 16-41-37, means any of the following:

(1) An individual (other than an individual whoas employee or a contractor of a hospital, a tg¢ilir an agency
described in subdivision (2) or (3)) who is licetiseegistered, or certified as a health care psidesl, including
the following:

(A) A physician.

(B) A psychotherapist.

(C) A dentist.

(D) A registered nurse.

(E) A licensed practical nurse.
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(F) An optometrist.

(G) A podiatrist.

(H) A chiropractor.

(I) A physical therapist.

(J) A psychologist.

(K) An audiologist.

(L) A speech-language pathologist.

(M) A dietitian.

(N) An occupational therapist.

(O) A respiratory therapist.

(P) A pharmacist.

(Q) A sexual assault nurse examiner.

(2) A hospital or facility licensed under IC 16-21er IC 12-25 or described in IC 12-24-1 or IC 12-2

(3) A health facility licensed under IC 16-28-2.

(4) A home health agency licensed under IC 16-27-1.

(5) An employer of a certified emergency medicahtgcian, a certified emergency medical technidiasic
advanced, a certified emergency medical technicisarmediate, or a certified paramedic.

(6) The state department or a local health depantiorean employee, agent, designee, or contrattiiecstate
department or local health department.

(c) "Provider", for purposes of IC 16-39-7-1, hlas tmeaning set forth in IC 16-39-7-1(a)s added by P.L.2-1993,
SEC.1. Amended by P.L.188-1995, SEC.2; P.L.20-1918.1; P.L.231-1999, SEC.12; P.L.256-1999, SEC.10;
P.L.205-2003, SEC.19; P.L.90-2005, SEC.2; P.L.4072GEC.4.

IC 16-18-2-296 Provider organization

Sec. 296. "Provider organization", for purposef016-31, means an ambulance service providertmarot
emergency care organization certified by the Ingliamergency medical services commission to prostidergency
medical servicesAs added by P.L.2-1993, SEC.1. Amended by P.L.286; BEC.6.

IC 16-18-2-296.3 Psychiatric advance directive
Sec. 296.3. "Psychiatric advance directive", faippses of IC 16-36-1.5 and IC 16-36-1.7, has thanimg set
forth in IC 16-36-1.7-1.As added by P.L.16-2004, SEC.1.

IC 16-18-2-297 Public accommodation

Sec. 297. "Public accommodation”, for purposesCoi 6-32-3-2, has the meaning set forth in IC 1&3%a).
As added by P.L.2-1993, SEC.1.

IC 16-18-2-298 Public building

Sec. 298. "Public building", for purposes of IC48-37, has the meaning set forth in IC 16-41-37-2.

As added by P.L.2-1993, SEC.1.

IC 16-18-2-298.5 Public health authority

Sec. 298.5. "Public health authority”, for purposéiC 16-22-8 and IC 16-41-9, means:

(1) the state health commissioner of the state rtimpeat;

(2) a deputy or an assistant state health commissippointed by the state health commissioneanagent
expressly authorized by the state health commissjon

(3) the local health officer; or

(4) a health and hospital corporation establishedbu|C 16-22-8-6 As added by P.L.138-2006, SEC.2.

IC 16-18-2-301 Publish, published, or cause to Ipeiblished

Sec. 301. "Publish" or "published" or "cause tghblished", for purposes of IC 16-22, means pubbiceof notice
in a newspaper or newspapers in accordance wift3cl, unless otherwise specifieds added by P.L.2-1993,
SEC.1.

IC 16-18-2-302 Qualified patient

Sec. 302. "Qualified patient”, for purposes of &36-4, has the meaning set forth in IC 16-36-4-4.
As added by P.L.2-1993, SEC.1.
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IC 16-18-2-302.3 Qualified person
Sec. 302.3. "Qualified person”, for purposes oflBz36-5, has the meaning set forth in IC 16-36-5-8.
As added by P.L.148-1999, SEC.10.

IC 16-18-2-302.6 Quarantine

Sec. 302.6. "Quarantine", for purposes of IC 184ireans the physical separation, including confiwt or
restriction of movement, of an individual or a gpoaf individuals who have been exposed to a dangero
communicable disease (as described in IC 16-18-2A81410 IAC 1-2.3-47), during the disease's pesfod
communicability, in order to prevent or limit th@msmission of the disease to an uninfected indalid

As added by P.L.138-2006, SEC.3.

IC 16-18-2-303 Radiation
Sec. 303. "Radiation", for purposes of IC 16-41+%&s the meaning set forth in IC 16-41-35-8.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-304 Radiation machine
Sec. 304. "Radiation machine", for purposes of 81-35, has the meaning set forth in IC 16-41-35-9
As added by P.L.2-1993, SEC.1.

IC 16-18-2-306 Radioactive material
Sec. 306. "Radioactive material", for purposes®16-41-35, has the meaning set forth in IC 16-811G.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-306.5 Radon gas
Sec. 306.5. "Radon gas", for purposes of IC 16-8,1h8s the meaning set forth in IC 16-41-38-1.
As added by P.L.1-1996, SEC.72.

IC 16-18-2-308 Real property
Sec. 308. "Real property" or "land" means improwednimproved real estate or land and all of tk&ufies,
buildings, and improvements upon the real propertyand. As added by P.L.2-1993, SEC.1.

IC 16-18-2-311 Record
Sec. 311. "Record", for purposes of IC 16-21, meahsalth, medical, or business record, includeaprds
generated or stored electronicalkxs added by P.L.2-1993, SEC.1.

IC 16-18-2-312 Recording officer
Sec. 312. "Recording officer" has the meaning@ehfin IC 16-22-7-4.As added by P.L.2-1993, SEC.1.

IC 16-18-2-313 Reduction in license
Sec. 313. "Reduction in license", for purpose<®b16-28 and IC 16-29, means the reduction of thabmar of
licensed beds of a health faciliths added by P.L.2-1993, SEC.1.

IC 16-18-2-315.8 Remediation

Sec. 315.8. "Remediation" means actions that dotesti

(1) abatement (as defined in IC 13-11-2-0.5); or

(2) interim control (as defined in 24 CFR 35.11d@f)a lead hazardAs added by P.L.102-2008, SEC.9.

IC 16-18-2-316 Renovate
Sec. 316. "Renovate", for purposes of IC 16-41kH2®,the meaning set forth in IC 16-41-32-9.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-317 Representative

Sec. 317. (a) "Representative", for purposes df@€36-1, has the meaning set forth in IC 16-36-1-2.
(b) "Representative", for purposes of IC 16-36#5 the meaning set forth in IC 16-36-5-9.

As added by P.L.2-1993, SEC.1. Amended by P.L.988;5EC.11.
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IC 16-18-2-318 Responsible head
Sec. 318. "Responsible head", for purposes of K81162, has the meaning set forth in IC 16-41-12-20
As added by P.L.2-1993, SEC.1.

IC 16-18-2-324 Screening test
Sec. 324. "Screening test", for purposes of IC 18-2, has the meaning set forth in IC 16-41-12-8.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-325 Secondhand
Sec. 325. "Secondhand", for purposes of IC 16-41k88 the meaning set forth in IC 16-41-32-10.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-326 Secure area
Sec. 326. "Secure area", for purposes of IC 1661xds the meaning set forth in IC 16-41-16-6.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-328 Serious and present danger to thealth of others
Sec. 328. "Serious and present danger to the hefadttiners”, for purposes of IC 16-41-7 and IC 169 has the
meaning set forth in IC 16-41-7-As added by P.L.2-1993, SEC.1.

IC 16-18-2-328.1 Services
Sec. 328.1. "Services", for purposes of IC 16-2fia3, the meaning set forth in IC 16-27-2-2.2.
As added by P.L.178-1993, SEC.1.

IC 16-18-2-328.5 Shaken baby syndrome
Sec. 328.5. "Shaken baby syndrome", for purposésS @6-41-40, has the meaning set forth in IC 164912.
As added by P.L.51-1998, SEC.2.

IC 16-18-2-331 Shortage area
Sec. 331. "Shortage area", for purposes of IC 16;4@s the meaning set forth in IC 16-46-5-6.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-331.8 Small employer
Sec. 331.8. "Small employer", for purposes of IG46613 has the meaning set forth in IC 16-3.1-&..2-
As added by P.L.218-2007, SEC.43.

IC 16-18-2-336 Specific license
Sec. 336. "Specific license", for purposes of IG41635, has the meaning set forth in IC 16-41-35-13
As added by P.L.2-1993, SEC.1.

IC 16-18-2-337 Sponsoring or supervising hospital

Sec. 337. "Sponsoring" or "supervising hospitait,durposes of IC 16-31, means a hospital:

(1) that is licensed under IC 16-21-2 or underlitensing law of another state; and

(2) that has been certified by the emergency meda&ices commission to sponsor or supervise pad#s,
emergency medical technicians-intermediate, andigeo organizations in providing advanced life sogtp
As added by P.L.2-1993, SEC.1. Amended by P.L.203;5EC.20.

IC 16-18-2-338.5 State authority
Sec. 338.5. "State authority", for purposes of 8222, means the Indiana finance authority estaddidby I1C 4-4-
11-4. As added by P.L.43-1993, SEC.12. Amended by PA2062, SEC.36.

IC 16-18-2-339 State department

Sec. 339. (a) "State department" refers to the stapartment of health.

(b) For purposes of IC 16-42-1 through IC 16-42h4, term means the Indiana state board of aninadirhehen
impounding or disposing of adulterated or misbrahgeoducts under IC 15-17-5 and IC 15-18-1.

As added by P.L.2-1993, SEC.1. Amended by P.L.988; 5EC.66; P.L.2-2008, SEC.37.
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IC 16-18-2-340 State health commissioner or comnsisner

Sec. 340. (a) "State health commissioner" or "cassioner”, except as otherwise provided, meanst#te kealth
commissioner of the state department of health.

(b) For purposes of IC 16-21, IC 16-28, and IC 96tke term includes a deputy or an assistant b&sikth
commissioner appointed by the state health comamissj or an agent expressly authorized by the beséth
commissioner.

(c) For purposes of IC 16-42-1 through IC 16-42hé,term means the state veterinarian when impograti
disposing of adulterated or misbranded producteut@ 15-17-5 and IC 15-18-As added by P.L.2-1993, SEC.1.
Amended by P.L.179-1993, SEC.1; P.L.137-1996, SE®.6.144-1996, SEC.5; P.L.2-2008, SEC.38.

IC 16-18-2-341 Stillbirth
Sec. 341. "stillbirth", for purposes of IC 16-37eams a birth after twenty (20) weeks of gestatia is not a live
birth. As added by P.L.2-1993, SEC.1.

IC 16-18-2-342 Storage facility
Sec. 342. "Storage facility", for purposes of IGAB12, has the meaning set forth in IC 16-41-12-9.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-342.4 Subsidized health services

Sec. 342.4. (a) "Subsidized health services", fmppses of IC 16-21-6 and IC 16-21-9, means ses\titat:

(1) are provided by a hospital, in response to canity needs, for which the reimbursement is leas tine
hospital's cost for providing the services; and

(2) must be subsidized by other hospital or noripsofporting entity revenue sources.

(b) Subsidized health services may include:

(1) emergency and trauma care;

(2) neonatal intensive care;

(3) free standing community clinics; and

(4) collaborative efforts with local governmentpivate agencies in preventive medicine, such asunization
programs.

(c) As used in this section, "nonprofit supportergity" means a nonprofit entity that is createdhs/hospital or
the hospital's parent entity to further the chatégurposes of the hospital and that is ownedaotrolled by the
hospital or the hospital's parent entitys added by P.L.94-1994, SEC.10.

IC 16-18-2-343 Substitute
Sec. 343. "Substitute”, for purposes of IC 16-42#2# the meaning set forth in IC 16-42-22-5.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-344 Superintendent
Sec. 344. "Superintendent”, for purposes of IC &&3has the meaning set forth in IC 12-7-2-188(3).
As added by P.L.2-1993, SEC.1.

IC 16-18-2-346 Surgeon
Sec. 346. "Surgeon”, for purposes of IC 16-41-83, the meaning set forth in IC 16-41-12-10.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-346.5 Task force
Sec. 346.5. "Task force", for purposes of IC 16441 has the meaning set forth in IC 16-41-41-1.
As added by P.L.69-2004, SEC.1.

IC 16-18-2-351 Terminal condition
Sec. 351. "Terminal condition”, for purposes ofll&36-4, has the meaning set forth in IC 16-36-4-5.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-351.5 Terminal iliness
Sec. 351.5. "Terminal illness", for purposes ofl&:25, has the meaning set forth in IC 16-25-1.1-9.
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As added by P.L.256-1999, SEC.11.

IC 16-18-2-353.5 Training or educational purposes
Sec. 353.5. "Training or educational purposes"pfmposes of IC 16-39-7.1, has the meaning sdt fortC 16-39-
7.1-1.5. As added by P.L.179-2003, SEC.1.

IC 16-18-2-354.5 Trauma care

Sec. 354.5. "Trauma care", for purposes of IC 188-P8, means the assessment, diagnosis, transportat
treatment, or rehabilitation by a health care peviof an acute bodily injury that requires immésliatervention to
prevent the loss of life or a serious impairmerd dody function or partAs added by P.L.155-2006, SEC.1.

IC 16-18-2-355 Trimester

Sec. 355. "Trimester", for purposes of IC 16-34anseany one (1) of three (3) equal periods of tineormal
gestation period of a pregnant woman derived bidatig the period of gestation into three (3) ecaits of three
(3) months each and to be designated as therfiredter, second trimester, and the third trimester
respectively.As added by P.L.2-1993, SEC.1.

IC 16-18-2-356 Truck
Sec. 356. "Truck", for purposes of IC 16-42-18, tiessmeaning set forth in IC 16-42-18-2.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-357 Tuberculosis
Sec. 357. "Tuberculosis", for purposes of IC 16i2dludes other chronic diseases unless the cookextly
requires otherwiseAs added by P.L.2-1993, SEC.1.

IC 16-18-2-358 Unfit for human habitation
Sec. 358. "Unfit for human habitation”, for purpssd IC 16-41-20, has the meaning set forth in c41-20-1.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-359 Unit
Sec. 359. "Unit", for purposes of IC 16-41-22, ttesmeaning set forth in IC 16-41-22-4.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-360 Universal precautions
Sec. 360. "Universal precautions”, for purposelCai6-41-11, has the meaning set forth in IC 161413.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-361 Unnecessary radiation
Sec. 361. "Unnecessary radiation”, for purposd€ df6-41-35, has the meaning set forth in IC 1638114.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-361.5 Unreimbursed costs; government gpsored indigent health care; nonprofit supporting
entity

Sec. 361.5. (a) "Unreimbursed costs", for purpagé€ 16-21-6 and IC 16-21-9, means the costs aitadsncurs
for providing services after subtracting paymeetsived from any source for such services, inclydie
following:

(1) Third party insurance payments.

(2) Medicare payments.

(3) Medicaid payments.

(4) Medicare education reimbursements.

(5) State reimbursements for education.

(6) Payments from drug companies to pursue research

(7) Grant funds for research.

(8) Disproportionate share payments.

(b) For purposes of this definition, costs mustakeulated by applying the aggregate cost to chaaties for all
hospital services derived from the hospital's Madiccost report to billed charges. Before Janliady®97, for
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purposes of this definition, charitable contribnsaand grants to a hospital, including transfessnfendowment or
other funds controlled by the hospital or the htadisi nonprofit supporting entities, shall not bétsacted from the
costs of providing services for purposes of detaimgi unreimbursed costs. Beginning January 1, 1887,
purposes of this definition, charitable contribnscand grants to a hospital, including transfessnfendowment or
other funds controlled by the hospital or the htadisi nonprofit supporting entities, shall not bétsacted from
the costs of providing services for purposes oédeining the unreimbursed costs of charity caregmarnment
sponsored indigent health care.

(c) As used in this section, "government sponsardijent health care" has the meaning set forliCit6-21-9-2.
(d) As used in this section, "nonprofit supportergity" means a nonprofit entity that is createdHmsy hospital or
the hospital's parent entity to further the chatégpurposes of the hospital and that is ownedaotrolled by the
hospital or the hospital's parent entitys added by P.L.94-1994, SEC.11.

IC 16-18-2-362 Utilization facility
Sec. 362. "Utilization facility", for purposes df 116-41-35, has the meaning set forth in IC 16-81t3.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-363 Vector
Sec. 363. "Vector", for purposes of IC 16-41-33 tiee meaning set forth in IC 16-41-33-2.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-365 Viability
Sec. 365. "Viability", for purposes of IC 16-34, ams the ability of a fetus to live outside the nesthwomb.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-365.5 Victim
Sec. 365.5. "Victim", for purposes of IC 16-21-8stthe meaning set forth in IC 16-21-8-0.9.
As added by P.L.90-2005, SEC.3. Amended by P.1087;5EC.5.

IC 16-18-2-366 Vital statistics

Sec. 366. "Vital statistics" includes the following

(1) Factual data concerning births, deaths, atiigtis and relevant personal, medical, and satdh.
(2) The registration, preparation, transcriptiooijection, compilation, and preservation of thatada
As added by P.L.2-1993, SEC.1.

IC 16-18-2-367 Volunteer fire department
Sec. 367. "Volunteer fire department”, for purposekC 16-31-3, has the meaning set forth in IC3163-6(a).
As added by P.L.2-1993, SEC.1. Amended by P.L.9;BFC.43.

IC 16-18-2-368 Volunteer firefighter
Sec. 368. "Volunteer firefighter”, for purposed©f16-31-3, has the meaning set forth in IC 16-33313).
As added by P.L.2-1993, SEC.1.

IC 16-18-2-370 Waste blood specimen
Sec. 370. "Waste blood specimen”, for purpose€dfa-41-17, has the meaning set forth in IC 16-41t1
As added by P.L.2-1993, SEC.1.

IC 16-18-2-371 Wastes
Sec. 371. "Wastes", for purposes of IC 16-41-16a3,the meaning set forth in rules adopted under1166-8.
As added by P.L.2-1993, SEC.1.

IC 16-18-2-379 X-ray film

Sec. 379. "X-ray film", for purposes of IC 16-3@sithe meaning set forth in IC 16-39-7-2.
As added by P.L.2-1993, SEC.1.
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IC 16-18-3 Chapter 3. Effect of Recodification bysenate Enrolled Act 24 of the 1993 Regular
Session of the General Assembly

IC 16-18-3-1 "Prior health and hospital law" defined

Sec. 1. As used in this chapter, "prior health lamsbital law" refers to the statutes that are rigggear amended in

senate enrolled act 24 of the 1993 regular sesdithre general assembly as the statutes existedebtife effective
date of the applicable or corresponding provisibsemate enrolled act 24 of the 1993 regular sessithe general
assembly.As added by P.L.2-1993, SEC.1.

IC 16-18-3-2 Purpose of act; operation and effedf prior health and hospital law

Sec. 2. The purpose of senate enrolled act 24e0f 993 regular session of the general assemhiyrecodify prior
health and hospital law in a style that is cleanaise, and easy to interpret and apply. Excefitea@xtent that:

(1) senate enrolled act 24 of the 1993 regulari@esd the general assembly is amended to reflecthanges
made in a provision of another bill that adds toeads, or repeals a provision in senate enrolle@4of the 1993
regular session of the general assembly; or

(2) the minutes of meetings of the code revisiomieission during 1992 expressly indicate a diffefgmpose;
the substantive operation and effect of the prealth and hospital law continue uninterrupted aeifate enrolled
act 24 of the 1993 regular session of the genssarably had not been enacteéés added by P.L.2-1993, SEC.1.

IC 16-18-3-3 Application

Sec. 3. Subject to section 2 of this chapter, aestél through 7 of this chapter shall be appliethéostatutory
construction of senate enrolled act 24 of the 1@@Blar session of the general assembly.

As added by P.L.2-1993, SEC.1.

IC 16-18-3-4 Preservation of rights, liabilitiespenalties, violations, proceedings, indebtednessatax levies

Sec. 4. Senate enrolled act 24 of the 1993 regeksion of the general assembly does not affect any

(2) rights or liabilities accrued;

(2) penalties incurred;

(3) violations committed;

(4) proceedings begun;

(5) bonds, notes, loans, or other forms of indefded issued, incurred, or made; or

(6) tax levies made;

before the effective date of senate enrolled acifZhe 1993 regular session of the general assefably 1, 1993).
Those rights, liabilities, penalties, offenses,geedings, bonds, notes, loans, other forms of iedieless, and tax

levies continue and shall be imposed and enforoeeuprior health and hospital law as if senateléed act 24 of
the 1993 regular session of the general assemuiybisbeen enactedis added by P.L.2-1993, SEC.1.

IC 16-18-3-5 Construction of act

Sec. 5. Senate enrolled act 24 of the 1993 regaksion of the general assembly shall be consasied
recodification of prior health and hospital lawthg literal meaning of senate enrolled act 24ef1993 regular
session of the general assembly would result ibatantive change in the prior health and hoslaita) the
difference shall be construed as a typographigalliag, or other clerical error that must be coteel by:

(1) inserting, deleting, or substituting words, puation, or other matters of style in senate demlchct 24 of the
1993 regular session of the general assembly; and

(2) using any other rule of statutory constructias;necessary or appropriate to apply senate edradit 24 of the
1993 regular session of the general assembly iaraer that does not result in a substantive chemtpe law. The
principle of statutory construction that a courtsinapply the literal meaning of an act if the Elemeaning of the
act is unambiguous does not apply to senate edratie24 of the 1993 regular session of the gemeasgmbly to
the extent that senate enrolled act 24 of the 18§Glar session of the general assembly is notautdgely
identical to the prior health and hospital la#s added by P.L.2-1993, SEC.1.

IC 16-18-3-6 References to repealed statutes

Sec. 6. Subject to section 7 of this chapter, eregice in a statute or rule to a statute thatpealed and replaced in
the same or a different form in senate enrollec?dadf the 1993 regular session of the generahalglyeshall be
treated after the effective date of the new provisis a reference to the new provision.

As added by P.L.2-1993, SEC.1.
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IC 16-18-3-7 Construction of citation referencesa include references to prior law

Sec. 7. A citation reference in senate enrolle®daif the 1993 regular session of the generahasyeto another
provision of senate enrolled act 24 of the 1993ilagsession of the general assembly shall bectlesd including a
reference to the provision of prior health and taspaw that is substantively equivalent to theysion of senate
enrolled act 24 of the 1993 regular session ofyhreeral assembly that is referred to by the citatéderence.

As added by P.L.2-1993, SEC.1.

IC 16-31 ARTICLE 31. EMERGENCY MEDICAL SERVICES
IC 16-31-1 Chapter 1. General Provisions

IC 16-31-1-1 Intent

Sec. 1. (a) The general assembly declares thatréwision of emergency medical services is a maiteital
concern affecting the public health, safety, antfaxe of the people of Indiana.

(b) It is the purpose of this article:

(1) to promote the establishment and maintenanem efffective system of emergency medical serunmd,ding
the necessary equipment, personnel, and facitiiensure that all emergency patients receive pramgp adequate
medical care throughout the range of emergencyittond encountered;

(2) that the emergency medical services commissstablished under IC 16-31-2 shall cooperate vittlero
agencies empowered to license persons engagee delivery of health care so as to coordinate tfuete of the
commission and other agencies; and

(3) to establish standards and requirements fofuttmshing of emergency medical services by pessmt licensed
or regulated by other appropriate agenciés.added by P.L.2-1993, SEC.14.

IC 16-31-1-2 Essential purpose of political subdigions
Sec. 2. The provision of emergency medical sengi@n essential purpose of the political subdivisiof the state.
As added by P.L.2-1993, SEC.14.

IC 16-31-1-3 Religious objections to medical treatent
Sec. 3. This article or a rule adopted under thisla does not authorize transporting to a ho$pitanedical
treatment of a person who objects to medical treatran religious groundsAs added by P.L.2-1993, SEC.14.

IC 16-31-2 Chapter 2. Indiana Emergency Medical Seices Commission

IC 16-31-2-1 Creation
Sec. 1. The Indiana emergency medical services ¢ssion is createdAs added by P.L.2-1993, SEC.14.

IC 16-31-2-2 Membership
Sec. 2. (a) The commission is composed of eleV&hriembers. The governor shall appoint the menfbers
four (4) year terms as follows:
(1) One (1) must be appointed from a vaenfire department that provides emergency medadice.
(2) One (1) must be appointed from a fulet municipal fire or police department that prascemergency
medical service.
(3) One (1) must be a nonprofit provideeofergency ambulance services organized on a eaubgsis other
than a volunteer fire department.
(4) One (1) must be a provider of privatgbalance services.
(5) One (1) must be a state certified p@@dim
(6) One (1) must be a licensed physician:wh
(A) has a primary interest, trainingdaxperience in emergency medical services; and
(B) is currently practicing in an emengy medical services facility.
(7) One (1) must be a chief executive effiof a hospital that provides emergency ambulaecéces.
(8) One (1) must be a registered nurse hdwsupervisory or administrative responsibilitihospital
emergency department.
(9) One (1) must be a licensed physician:wh
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(A) has a primary interest, trainingdaxperience in trauma care; and
(B) is practicing in a trauma facility.
(10) One (1) must be a state certified g@ecy medical service technician.
(11) One (1) must be an individual who:
(A) represents the public at large; and
(B) is not in any way related to prawiglemergency medical services.
(b) The chief executive officer of a hospitppainted under subsection (a)(7) may designatehanot
administrator of the hospital to serve for the €bieecutive officer on the commission.
(c) Not more than six (6) members may be fraengame political party.
As added by P.L.2-1993, SEC.14. Amended by P.12000; SEC.1.

IC 16-31-2-3 Vacancies
Sec. 3. An appointment to fill a vacancy occurrimgthe commission is for the unexpired term.
As added by P.L.2-1993, SEC.14.

IC 16-31-2-4 Compensation and expenses

Sec. 4. (a) Each member of the commission whotisirstate employee is entitled to the minimumrggher
diem provided by IC 4-10-11-2.1(b). The membeiss &ntitled to reimbursement for traveling expasnse
provided under IC 4-13-1-4 and other expenses Wygtinaurred in connection with the member's dutissprovided
in the state policies and procedures establishatiéindiana department of administration and apgady the
budget agency.

(b) Each member of the commission who is @&statployee is entitled to reimbursement for trangebxpenses
as provided under IC 4-13-1-4 and other expendeglacincurred in connection with the member'siesis
provided in the state policies and procedures &sledal by the Indiana department of administratiad approved
by the budget agencyAs added by P.L.2-1993, SEC.14.

IC 16-31-2-5 Meetings
Sec. 5. The commission may meet as often as &seary upon call of the chairman but meetings &lealield at
least four (4) times each yeaks added by P.L.2-1993, SEC.14.

IC 16-31-2-6 Seal

Sec. 6. The commission may adopt and use a kealetscription of which shall be filed at the dfiof the
secretary of state, which may be used for the atittation of the acts of the commission.
As added by P.L.2-1993, SEC.14.

IC 16-31-2-7 Emergency medical program; emergency @dical services; financial assistance
Sec. 7. The commission shall do the following:

(1) Develop and promote, in cooperatiorhwtiate, regional, and local public and privateaaigations,
agencies, and persons, a statewide program farthesion of emergency medical services that mudude the
following:

(A) Preparation of state, regional, &owhl emergency ambulance service plans.

(B) Provision of consultative servitesstate, regional, and local organizations andcheigs in developing
and implementing emergency ambulance service pnogjra

(C) Promotion of a statewide systeremiergency medical service facilities by developimigimum
standards, procedures, and guidelines in reggpérspnnel, equipment, supplies, communicationdjtfes, and
location of such centers.

(D) Promotion of programs for the tiagnof personnel providing emergency medical sewviand
programs for the education of the general publiirgt aid techniques and procedures. The traisimgl be held in
various local communities of the state and shatdreducted by agreement with publicly and privatlpported
educational institutions or hospitals licensed uni@el6-21, wherever appropriate.

(E) Promotion of coordination of emargg communications, resources, and proceduresghou Indiana
and, in cooperation with interested state, regiceradl local public and private agencies, orgarorati and persons,
the development of an effective state, regional, lanal emergency communications system.

(F) Organizing and sponsoring a stadeveimergency medical services conference to pr@adeénuing
education for persons providing emergency medigalices.

(2) Regulate, inspect, and certify servi¢asilities, and personnel engaged in providingeegency medical
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services as provided in this article.

(3) Adopt rules required to implement aprawed system of emergency medical services.

(4) Adopt rules concerning triage and tpamgation protocols for the transportation of traupatients
consistent with the field triage decision scheméefAmerican College of Surgeons Committee on ifiaau

(5) Apply for, receive, and accept gifteghests, grants-in-aid, state, federal, and lddabad other forms of
financial assistance for the support of emergenegioal services.

(6) Employ necessary administrative stéf added by P.L.2-1993, SEC.14. Amended by P.10@8;5EC.1.

IC 16-31-2-8 First responder training and certificdion; reciprocal certification for military personn el
Sec. 8. The commission may do the following:
(1) Develop training and certification stlands for first responders under this article.
(2) Require first responders to be cedifimder the standards developed under subdivigion (
(3) Develop reciprocal certification traigi standards for individuals who have received nadraining by a
branch of the United States armed forcAs.added by P.L.2-1993, SEC.14.

IC 16-31-2-9 Emergency medical personnel; standards
Sec. 9. The commission shall establish the folhgui

(1) standards for persons who provide esrarg medical services and who are not licensedgulated under
IC 16-31-3.

(2) Training standards for the administratof antidotes, vaccines, and antibiotics to prear or respond to
a terrorist or military attack.

(3) Training and certification standardstfee administration of epinephrine through an anjector by:

(A) an emergency medical technician; or
(B) an emergency medical technicianiéadvanced.

(4) Training standards to permit the usardfdote kits containing atropine and pralidoxichoride for the
treatment of exposure to nerve agents by an emeygeadical technician-basic advanced, an emergewedical
technician, or a first respondefs added by P.L.2-1993, SEC.14. Amended by P.[2066; SEC.2; P.L.17-2002,
SEC.4; P.L.93-2002, SEC.2; P.L.205-2003, SEC.211;7R-2006, SEC.2.

IC 16-31-2-10 Technical advisory committee

Sec. 10. (a) In adopting rules concerning theedudf the commission, the commission shall appoiethnical
advisory committee.

(b) Members of the technical advisory commithbell be selected by the commission subject tagpeoval of
the governor on the basis of technical expertisecampetency in the specific area of emergency caédervice
concerned.

(c) Each member of a technical advisory conggitvho is not a state employee is entitled to timnmum salary
per diem provided by IC 4-10-11-2.1(b). The menibalso entitled to reimbursement for travelingenges as
provided under IC 4-13-1-4 and other expenses Hlytnaurred in connection with the member's dutssprovided
in the state policies and procedures establishatiéindiana department of administration and apgaidy the
budget agency.

(d) Each member of a technical advisory comamiti/ho is a state employee but who is not a meofttae
general assembly is entitled to reimbursementréoreling expenses as provided under I1C 4-13-1-4ctimer
expenses actually incurred in connection with tleemiper's duties as provided in the state policiespaocedures
established by the Indiana department of admirtistraand approved by the budget agency.

As added by P.L.2-1993, SEC.14.

IC 16-31-2-11 Pre-hospital ambulance rescue and reg records

Sec. 11. (a) The commission shall develop proafaor ongoing review of all emergency ambulanceises.

(b) The commission may review any pre-hosgitabulance rescue or report record regarding angamney
patient that is utilized or compiled by an emergeambulance service employing paramedics, emergencical
technicians-intermediate, emergency medical te¢dméc or emergency medical technicians-basic addhnc
However, except as provided in subsection (d),ahlesords shall remain confidential and may be sséely for
the purpose of compiling data and statistics. T$eaf such data or statistics is subject to IC61-1-

(c) The commission may develop and overseerarpatal study projects conducted by ambulanceicery
providers in limited geographic areas of Indianiae3e study projects must be developed and condircted
accordance with rules adopted by the commissioreuii4-22-2. These study projects must be desi¢gméskt the
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efficacy of new patient care techniques and newudanize service systems.

(d) This subsection applies to emergency anmoelaervices that are provided by or under a ccinivith an
entity that is a public agency for purposes of #€453. The following information, if contained inpae-hospital
ambulance rescue or report record regarding angemey patient, is public information and must belenavailable
for inspection and copying under IC 5-14-3:

(1) The date and time of the request fobaance services.

(2) The reason for the request for assigtan

(3) The time and nature of the respondbaaequest for ambulance services.

(4) The time of arrival at the scene whéeepatient was located.

(5) The time of departure from the scenengtthe patient was located.

(6) The name of the facility, if any, to ish the patient was delivered for further treatmemd the time of
arrival at that facility. As added by P.L.2-1993, SEC.14. Amended by P.120@%; SEC.2; P.L.205-2003, SEC.22.

IC 16-31-2-12 Fee

Sec. 12. The commission may impose a reasonabl@ifehe issuance of a certification under thiaptbr. The
commission shall deposit the fee in the emergenegical services fund established by IC 16-31-8.5-3.
As added by P.L.101-2006, SEC.25.

IC 16-31-3 Chapter 3. Certification Requirements fothe Provision of Emergency Medical Services

IC 16-31-3-0.5 "Nontransporting emergency medicalexvices vehicle" defined

Sec. 0.5. (a) As used in this chapter, "nontrarisgpemergency medical services vehicle" meanstom
vehicle, other than an ambulance, used for emeygmeciical services.

(b) The term does not include an employer owsreeimployer operated vehicle used for first aidopses within
or upon the employer's premise&s added by P.L.186-1995, SEC.7.

IC 16-31-3-1 Certification required
Sec. 1. (a) Except as provided in subsectiona(lpgrson other than:
(1) a licensed physician;
(2) aregistered nurse or an individuairectinder the supervision of a licensed physiotan;
(3) a person providing health care in goitakor an ambulatory outpatient surgical centegrised under
IC 16-21;
may not furnish, operate, conduct, maintain, adseror otherwise be engaged in providing emergemegical
services, except for the use of an automated eadtdafdibrillator, as a part of the regular cour$eang business,
either paid or voluntary, unless that person haldalid certificate issued by the commission.
(b) A:
(1) licensed physician;
(2) registered nurse or an individual agtimder the supervision of a licensed physician; or
(3) person providing health care in a hiadir an ambulatory outpatient surgical centegriged under IC 16-
21; who operates a business of transporting emeygeatients by ambulance or using a nontranspogingrgency
medical services vehicle must hold a valid cemwiécissued by the commission under this article.
As added by P.L.2-1993, SEC.14. Amended by P.11986; SEC.8; P.L.74-2006, SEC.3.

IC 16-31-3-2 Standards for certifications
Sec. 2. The commission shall establish standardsersons required to be certified by the commis$d
provide emergency medical services. To be certifiggerson must meet the following minimum requiats:
(1) The personnel certified under this ¢hamust do the following:
(A) Meet the standards for educatiod taining
established by the commission by rule.
(B) Successfully complete a basic oimaervice course of education and training on snddfant death
syndrome that is certified by the commission injooation with the state health commissioner.
(C) Beginning January 1, 2009, sucedlysEtomplete a basic or an inservice course otatan and
training on autism that is certified by the comriuas
(2) Ambulances to be used must conform tighrequirements of the commission and must efiber
(A) covered by insurance issued bymgany licensed to do business in Indiana in theusrtsoand under
the terms required in rules adopted by the comomssir
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(B) owned by a governmental entity aedeunder IC 34-13-3.

(3) Emergency ambulance service shall bgiged in accordance with rules adopted by the cmsion.
However, the rules adopted under this chapter noapmhibit the dispatch of an ambulance to aied@aergency
patient because an emergency medical techniciaot isnmediately available to staff the ambulance.

(4) Ambulances must be equipped with aesystf emergency medical communications approvetthdy
commission. The emergency medical communicatioteaysnust properly integrate and coordinate appabgri
local and state emergency communications systethse@sonably available area emergency medicaltfasivith
the general public's need for emergency medicalcss.

(5) Emergency medical communications ghalprovided in accordance with rules adopted by the
commission.

(6) A nontransporting emergency medicalises vehicle must conform with the commissiontuieements.
As added by P.L.2-1993, SEC.14. Amended by P.1992;5EC.4; P.L.186-1995, SEC.9; P.L.1-1998, SEC.11
P.L.22-2005, SEC.19; P.L.71-2008, SEC.1.

IC 16-31-3-3 Exceptions to certification requiremen

Sec. 3. (a) A certificate is not required for aso@ who provides emergency ambulance servicemangency
medical technician, an emergency medical technib&sic advanced, an ambulance, a nontransportieggemcy
medical services vehicle, or advanced life supptn doing any of the following:

(1) Providing assistance to persons cedifo provide emergency ambulance service or toganey medical
technicians.

(2) Operating from a location or headquartaitside Indiana to provide emergency ambulaapégces to
patients who are picked up outside Indiana forgpantation to locations within Indiana.

(3) Providing emergency medical servicesmiua major catastrophe or disaster with whiclspes or
ambulances certified to provide emergency ambulareedces are insufficient or unable to cope.

(b) An agency or instrumentality of the Unitsthtes and any paramedic, emergency medical téahnic
intermediate, emergency medical technician-basiaackd, emergency medical technician, or firstaadpr of the
agency or instrumentality is not required to:

(1) be certified; or
(2) conform to the standards prescribeceutids chapter.
As added by P.L.2-1993, SEC.14. Amended by P.11986; SEC.10; P.L.22-2005, SEC.20.

IC 16-31-3-4 Agencies and instrumentalities of thelnited States; exception to certification requiremat

Sec. 4. An agency or instrumentality of the UniBdtes and emergency medical technicians or amtegeof
the agency or instrumentality are not requirede@értified or to conform to the standards presctibnder this
article. As added by P.L.2-1993, SEC.14.

IC 16-31-3-5 Waiver of rules; requirements; expiraion date; renewal
Sec. 5. (a) The commission shall waive any ruteafperson who provides emergency ambulance sewrice
emergency medical technician, an emergency mettichhician-basic advanced, an emergency medidahigan-
intermediate, a paramedic, or an ambulance wheratipg from a location in an adjoining state by ttaat with an
Indiana unit of government to provide emergency @aanice or medical services to patients who areguialp or
treated in Indiana.
(b) The commission may waive any rule, inclgdénrule establishing a fee, for a person who stsfacts
demonstrating that:
(1) compliance with the rule will impose amdue hardship on the person; and
(2) either:
(A) noncompliance with the rule; or
(B) compliance with an alternative regment approved by the commission;
will not jeopardize the quality of patiez@tre. However, the commission may not waive athdésets forth
educational requirements for a person regulatee@utis article.
(c) A waiver granted under subsection (b)(2)JJjonditioned upon compliance with the alterratigquirement
approved under subsection (b).
(d) The commission shall establish an expiratiate for any waiver that is granted.
(e) The commission may renew a waiver if thespe makes the same demonstration required fasrigmal
waiver. As added by P.L.2-1993, SEC.14. Amended by P.2Q08; SEC.23.
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IC 16-31-3-6 Volunteer fire departments and firefidnters; exception to certification requirement

Sec. 6. (a) As used in this section, "volunteer diepartment” has the meaning set forth in IC 32-2.

(b) As used in this section, "volunteer fir¢figr' has the meaning set forth in IC 36-8-12-2.

(c) A certificate is not required for a voluetdire department or volunteer firefighter to egpgan extrication or
rescue servicesAs added by P.L.2-1993, SEC.14. Amended by P.199;BFC.44.

IC 16-31-3-7 Withholding of certificates

Sec. 7. The commission may not withhold certifmatfrom a person providing emergency medical sewvihat
include extrication and rescue services becauspdtson is not affiliated with a hospital, law emfment agency,
or fire departmentAs added by P.L.2-1993, SEC.14.

IC 16-31-3-8 Applications for certificates
Sec. 8. An application for a certificate must bede upon the forms, provide the information, anéhbe
accordance with the procedures prescribed by themgssion. As added by P.L.2-1993, SEC.14.

IC 16-31-3-9 Duration of certificates
Sec. 9. Except as otherwise provided in this arapll certificates are valid for a period spexifby the
commission unless earlier suspended, revokedsmirtated. As added by P.L.2-1993, SEC.14.

IC 16-31-3-10 Renewal of certificates; conditions

Sec. 10. (a) Except as provided in subsectiondhlgnew a certificate issued under this chapgtenwexpiration
of the certificate for any reason, a person mustgy with any continuing education requirementd treve been
established by the commission. To renew a certdicssued under this chapter after a revocatidhetertificate, a
person must comply with all the requirements os ghapter that apply to the original certification.

(b) A renewal of an emergency medical technicaan emergency medical technician-basic advaraed,
emergency medical technician-intermediate, or arpadic certificate shall be issued to an individuab meets
the following conditions:

(1) While holding a valid certificate, ergde¢he armed forces of
the United States, including:
(A) the army;
(B) the navy;
(C) the air force;
(D) the marines; or
(E) the coast guard;
but excluding the guard and reserve compisnaf those forces.
(2) Is discharged from the armed forcethefUnited States within forty-eight (48) month&athe individual
entered the armed forces.
(3) Successfully completes, not more thiae (9) months after the individual's dischargerfrihe armed
forces of the United States, a refresher coursecapd by the commission.
(4) Applies for the certificate renewal modre than one (1) year after the individual's liisge from the
armed forces of the United States.
(5) Passes the written and practical skidaminations.

(c) A renewal of an emergency medical technicén emergency medical technician-basic advarased,
emergency medical technician-intermediate, or arpadic certificate must be issued to an individulad meets
the following conditions:

(1) While holding a valid certificate, thedividual is called to active military duty as @mber of the Indiana
national guard or a reserve component of the arforegs of the United States, including:
(A) the army;
(B) the navy;
(C) the air force;
(D) the marines; or
(E) the coast guard.
(2) The individual provides the emergenadimal services commission with a copy of the doeatfrom the
armed forces that called the individual to actiugyd
(3) The individual applies for the certifte renewal not more than one hundred twenty (€203 after the
individual leaves active dutyAs added by P.L.2-1993, SEC.14. Amended by P.12Q03; SEC.24.
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IC 16-31-3-11 Certificates nonassignable and nontresferable
Sec. 11. A certificate issued under this chapt@ot assignable or transferable.
As added by P.L.2-1993, SEC.14.

IC 16-31-3-12 Defacing, removal, and obliteration foofficial entries upon certificates prohibited
Sec. 12. An official entry made upon a certificatgy not be defaced, removed, or obliterated.
As added by P.L.2-1993, SEC.14.

IC 16-31-3-13 Repealed
(Repealed by P.L.101-2006, SEC.39.)

IC 16-31-3-13.5 Fee

Sec. 13.5. The commission may impose a reasofebler the issuance of a certification under thapter. The
commission shall deposit the fee in the emergenegical services fund established by IC 16-31-8.5-3.
As added by P.L.101-2006, SEC.26.

IC 16-31-3-14 Disciplinary sanctions; rescind cetficate; deny certification; physical or mental exanmnation;
convictions; appeals; investigation; consistency afanctions; approval to surrender certificate

Sec. 14. (a) A person holding a certificate issuedker this article must comply with the applicatiendards and
rules established under this article. A certifidaddéder is subject to disciplinary sanctions ursldvsection (b) if the
department of homeland security determines thatehificate holder:

(1) engaged in or knowingly cooperatedr&uél or material deception in order to obtain difteate, including
cheating on a certification examination;

(2) engaged in fraud or material decepitiotne course of professional services or actisjtie

(3) advertised services or goods in a falsaisleading manner;

(4) falsified or knowingly allowed anothgerson to falsify attendance records or certifisatecompletion of
continuing education courses required under thislaor rules adopted under this article;

(5) is convicted of a crime, if the acttthasulted in the conviction has a direct bearingletermining if the
certificate holder should be entrusted to providegency medical services;

(6) is convicted of violating IC 9-19-14.5;

(7) fails to comply and maintain compliarvei¢h or violates any applicable provision, stamjar other
requirement of this article or rules adopted unter article;

(8) continues to practice if the certificdiolder becomes unfit to practice due to:

(A) professional incompetence thatues the undertaking of professional activities tha certificate
holder is not qualified by training or experienoaundertake;

(B) failure to keep abreast of currprafessional theory or practice;

(C) physical or mental disability; or

(D) addiction to, abuse of, or depemgewrn alcohol or other drugs that endanger theiplbiyi impairing the
certificate holder's ability to practice safely;

(9) engages in a course of lewd or immooaiduct in connection with the delivery of serviteshe public;

(10) allows the certificate holder's nama aertificate issued under this article to beduiseconnection with a
person who renders services beyond the scope tgbéinson's training, experience, or competence;

(11) is subjected to disciplinary actioraimother state or jurisdiction on grounds simitathtose contained in
this chapter. For purposes of this subdivisiorerified copy of a record of disciplinary actionnstitutes prima
facie evidence of a disciplinary action in anotjugisdiction;

(12) assists another person in committimget that would constitute a ground for disciplinsanction under
this chapter; or

(13) allows a certificate issued by the aussion to be:

(A) used by another person; or
(B) displayed to the public when thetifieate is expired, inactive, invalid, revoked,suspended.

(b) The department of homeland security maydsan order under IC 4-21.5-3-6 to impose one (hare of the
following sanctions if the department of homelardwsity determines that a certificate holder isjscibto
disciplinary sanctions under subsection (a):

(1) Revocation of a certificate holder'stifieate for a period not to exceed seven (7) gear

(2) Suspension of a certificate holderisifieate for a period not to exceed seven (7) gear
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(3) Censure of a certificate holder.
(4) Issuance of a letter of reprimand.
(5) Assessment of a civil penalty agaihst¢ertificate holder in accordance with the foliogy

(A) The civil penalty may not exceedefihundred dollars ($500) per day per violation.

(B) If the certificate holder fails pay the civil penalty within the time specified the department of
homeland security, the department of homeland ggauay suspend the certificate holder's certigcatthout
additional proceedings.

(6) Placement of a certificate holder oolgattion status and requirement of the certificaleldr to:

(A) report regularly to the departmehhomeland security upon the matters that aré#sés of probation;

(B) limit practice to those areas primed by the department of homeland security;

(C) continue or renew professional edion approved by the department of homeland siyoumiil a
satisfactory
degree of skill has been attained in those aredsatle the basis of the probation; or

(D) perform or refrain from performimgy acts, including community restitution or seevigithout
compensation, that the department of homeland ibgcomsiders appropriate to the public interestoothe
rehabilitation or treatment of the certificate reaid

The department of homeland security mapadvaw or modify this probation if the departmentioimeland
security finds after a hearing that the deficiett@t required disciplinary action is remedied @attthanged
circumstances warrant a modification of the order.

(c) If an applicant or a certificate holder lemgiaged in or knowingly cooperated in fraud oreriat deception to
obtain a certificate, including cheating on thetiieation examination, the department of homelardurity may
rescind the certificate if it has been grantedgwbie examination or other fraudulent or deceptiegerial, and
prohibit the applicant from reapplying for the dicate for a length of time established by the alément of
homeland security.

(d) The department of homeland security mayyaemtification to an applicant who would be sulbjiec
disciplinary sanctions under subsection (b) if thetson were a certificate holder, has had dis@pji action taken
against the applicant or the applicant's certifidatpractice in another state or jurisdictionhas practiced without
a certificate in violation of the law. A certifiembpy of the record of disciplinary action is corgiie evidence of the
other jurisdiction's disciplinary action.

(e) The department of homeland security magioadcertificate holder to submit to a reasonablesizal or
mental examination if the certificate holder's gbgsor mental capacity to practice safely and cetaptly is at
issue in a disciplinary proceeding. Failure to chnwith a department of homeland security ordesubmit to a
physical or mental examination makes a certifitatigler liable to temporary suspension under sulused.

() Except as provided under subsection (d)seation (g), and section 14.5 of this chaptegréficate may not
be denied, revoked, or suspended because the appdiccertificate holder has been convicted obff@nse. The
acts from which the applicant's or certificate lolsl conviction resulted may be considered as &thven the
applicant or certificate holder should be entrusteslerve the public in a specific capacity.

(g) The department of homeland security maydsuaspend, or revoke a certificate issued undsmattticle if the
individual who holds or is applying for the cert#ite is convicted of any of the following:

(1) Possession of cocaine or a narcotig dnder IC 35-48-4-6.
(2) Possession of methamphetamine und861€8-4-6.1.
(3) Possession of a controlled substandemuC 35-48-4-7(a).
(4) Fraudulently obtaining a controlled statmce under
IC 35-48-4-7(b).
(5) Manufacture of paraphernalia as a Clagslony under IC 35-48-4-8.1(b).
(6) Dealing in paraphernalia as a Claselbrfy under IC 35-48-4-8.5(b).
(7) Possession of paraphernalia as a Cldetony under IC 35-48-4-8.3(b).
(8) Possession of marijuana, hash oil,ashish as a Class D felony under IC 35-48-4-11.
(9) Maintaining a common nuisance undeBBz48-4-13.
(10) An offense relating to registraticahéling, and prescription forms under IC 35-48-4-14
(11) Conspiracy under IC 35-41-5-2 to cotremi offense listed in subdivisions (1) through)(10
(12) Attempt under IC 35-41-5-1 to commitaffense listed in subdivisions (1) through (10).
(13) An offense in any other jurisdictionwhich the elements of the offense for which theviction was
entered are substantially similar to the elemehenaffense described by subdivisions (1) thro(idt).

(h) A decision of the department of homelantusigy under subsections (b) through (g) may besapgal to the

commission under IC 4-21.5-3-7.
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(i) The department of homeland security maygerarily suspend a certificate holder's certificaeler IC 4-
21.5-4 before a final adjudication or during th@egls process if the department of homeland sgdinds that a
certificate holder would represent a clear and igiate danger to the public's health, safety, operty if the
certificate holder were allowed to continue to picae

() On receipt of a complaint or informatiotegling that a person certified under this chaptdCol6-31-3.5 has
engaged in or is engaging in a practice that igestibo disciplinary sanctions under this chaptes,department of
homeland security must initiate an investigatioaiagt the person.

(k) The department of homeland security shatiduct a factfinding investigation as the departnoéiomeland
security considers proper in relation to the conmpla

() The department of homeland security maggeite a certificate that has been suspended thidesection if
the department of homeland security is satisfied tie applicant is able to practice with reasomakill,
competency, and safety to the public. As a cormdlitibreinstatement, the department of homelandridgeuay
impose disciplinary or corrective measures autlegriznder this chapter.

(m) The department of homeland security mayreiistate a certificate that has been revoked uhiiechapter.

(n) The department of homeland security mustdiesistent in the application of sanctions auttestiin this
chapter. Significant departures from prior decisiorvolving similar conduct must be explained ia tepartment
of homeland security's findings or
orders.

(o) A certificate holder may not surrender tleetificate holder's certificate without the wriitapproval of the
department of homeland security, and the departofdmmeland security may impose any conditiong@piate
to the surrender or reinstatement of a surrendezedicate.

(p) For purposes of this section, "certificatéder" means a person who holds:

(1) an unlimited certificate;

(2) a limited or probationary certificate;

(3) an inactive certificate.
As added by P.L.2-1993, SEC.14. Amended by P.1988; 5EC.1; P.L.205-2003, SEC.25; P.L.22-2005, 3EC.
P.L.1-2006, SEC.300; P.L.151-2006, SEC.6.

IC 16-31-3-14.5 Denial or permanent revocation ofetificate for conviction of drug offenses or crime of
violence
Sec. 14.5. The department of homeland securityissae an order under IC 4-21.5-3-6 to deny anicgmls

request for certification or permanently revokeediticate under procedures provided by sectiooflthis chapter
if the individual who holds the certificate issugader this title is convicted of any of the follow

(1) Dealing in or manufacturing cocaineaararcotic drug under IC 35-48-4-1.

(2) Dealing in methamphetamine under 1G4854-1.1.

(3) Dealing in a schedule I, Il, or Il dovlled substance under IC 35-48-4-2.

(4) Dealing in a schedule IV controlled stamce under IC 35-48-4-3.

(5) Dealing in a schedule V controlled sahse under IC 35-48-4-4.

(6) Dealing in a substance representecta tontrolled substance under IC 35-48-4-4.5.

(7) Knowingly or intentionally manufactugnadvertising, distributing, or possessing witteiri to
manufacture, advertise, or distribute a substaggeesented to be a controlled substance under-UB33564.6.

(8) Dealing in a counterfeit substance un@e35-48-4-5.

(9) Dealing in marijuana, hash oil, or iabhunder IC 35-48-4-10(b).

(10) Conspiracy under IC 35-41-5-2 to cotremi offense listed in subdivisions (1) through (9)

(11) Attempt under IC 35-41-5-1 to commitaffense listed in subdivisions (1) through (9).

(12) A crime of violence (as defined in36-50-1-2(a)).

(13) An offense in any other jurisdictionwhich the elements of the offense for which thewviction was
entered are substantially similar to the elemehtnmffense described under subdivisions (1) thho{12).
As added by P.L.65-1998, SEC.2. Amended by P.I0Q7;5EC.2; P.L.1-2002, SEC.74; P.L.205-2003, S&C.2
P.L.1-2006, SEC.301; P.L.151-2006, SEC.7.

IC 16-31-3-15 RepealedRepealed by P.L.205-2003, SEC.44.)
IC 16-31-3-16 Misrepresentation of certification; gnalty

Sec. 16. A person who is not certified under thiapter and identifies or holds out to other pesgbat the
person is:
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(1) certified under this chapter; or
(2) authorized to do any act allowed urtties chapter;
commits a Class C misdemeandys added by P.L.2-1993, SEC.14.

IC 16-31-3-17 Violation; penalty

Sec. 17. (a) The state emergency management agencissue an order to a person who has practidddwt a
certificate in violation of this article imposingcavil penalty of not more than five hundred dodlg$500) per
occurrence.

(b) A decision of the state emergency managéagancy under subsection (a) may be appealeeto th
commission under IC 4-21.5-3-As added by P.L.2-1993, SEC.14. Amended by P.[2@03; SEC.27.

IC 16-31-3-18 Advanced life support; scope
Sec. 18. This chapter does not limit the scopedeinced life supportAs added by P.L.2-1993, SEC.14.

IC 16-31-3-19 RepealedRepealed by P.L.22-2005, SEC.55.)

IC 16-31-3-20 Advanced life support services devgiment; rules
Sec. 20. The commission shall adopt rules under-B2-2 that promote the orderly development ofsaxded

life support services in Indiana. The rules mustude the following:

(1) Requirements and procedures for thefication of provider organizations, paramedicsieggency
medical technicians-intermediate, and supervisgphals.

(2) Rules governing the operation of adeahlife support services, including the medicatiand procedures
that may be administered and performed by paramestid emergency
medical technicians-intermediatds added by P.L.186-1995, SEC.12. Amended by BA2Q03, SEC.29.

IC 16-31-3-21 Persons permitted to perform advancelife support

Sec. 21. (a) Notwithstanding any other law, aiftedt paramedic or a certified emergency medicehigcian-
intermediate may perform advanced life suppormnirmergency according to the rules of the commissio

(b) Notwithstanding any other law, a person ptying a course of instruction in advanced lifport, perform
advanced life support according to the rules ofcttmission.
As added by P.L.186-1995, SEC.13. Amended by B2Q03, SEC.30.

IC 16-31-3-22 Advanced life support certification;exemptions; offenses
Sec. 22. (a) Except as provided in subsectiorth{is section does not apply to the following:
(1) A licensed physician.
(2) A registered nurse or an individuairgtunder the supervision of a licensed physician.
(3) A person providing health care in agitad or an ambulatory outpatient surgical cenieerised under
IC 16-21.

(b) A person may not furnish, operate, condunetintain, or advertise advanced life support paraof the
regular course of doing business unless the pdrslois a valid certificate or provisional certifiedssued by the
commission to provide advanced life support.

(c) A:

(1) licensed physician;

(2) registered nurse or an individual agtimder the supervision of a licensed physician; or

(3) person providing health care in a hiadmir an ambulatory outpatient surgical centegriged under IC 16-
21,
who operates a business of operating an emerganiocylance service that provides advanced life suppast hold
a valid certificate issued by the commission unter chapter.

(d) A person who violates this section comraitslass C misdemeanor. Each day of continued isolaff this
section is a separate offensks added by P.L.186-1995, SEC.14.

IC 16-31-3-23 Use of an auto-injector by a certif emergency medical technician

Sec. 23. An emergency medical technician or enmesgeedical technician-basic advanced who is éedtif
under this article may administer epinephrine tigiloan auto-injector to an individual who is expeciag
symptoms of an allergic reaction or anaphylaxis.
As added by P.L.17-2002, SEC.5. Amended by P.12Q03; SEC.31.
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IC 16-31-3.5 Chapter 3.5. Emergency Medical Dispalic

IC 16-31-3.5-1 Definitions; applicability

Sec. 1. (a) The definitions in this section aghhpughout this chapter.

(b) "Medical director" means a licensed physicivho provides emergency medical dispatch medicattion to
the emergency medical dispatch agency and worksthé local emergency medical services medicattiirgif
not the same person.

(c) "Emergency medical dispatcher" means agpewgho is trained to provide emergency medical atisp
services and who is certified under this chapter.

(d) "Emergency medical dispatching” means #eeption, evaluation, processing, and provisiodigpatch life
support, management of requests for emergency aleafisistance, and participation in ongoing evalnand
improvement of the emergency medical dispatch @m®cEhis process includes identifying the naturthefrequest,
prioritizing the severity of the request, dispatghthe necessary resources, providing medicalraidsafety
instructions to the callers, and coordinating #sponding resources as needed, but does not inchlideuting
itself.

(e) "Emergency medical dispatch agency" meaggarson that provides emergency medical dispadctair
emergency medical assistance that is certified uthile chapter.As added by P.L.205-2003, SEC.32.

IC 16-31-3.5-2 Exclusion
Sec. 2. This chapter does not apply to the folauwi
(1) A person who solely dispatches presuletiemergency medical transports.
(2) A person who provides emergency medicgdatching during a major catastrophe or disagiter which
individuals or dispatch agencies certified to pdevemergency medical dispatching are unable to.cope
As added by P.L.205-2003, SEC.32. Amended by P20@2, SEC.22.

IC 16-31-3.5-3 Certification requirement

Sec. 3. (a) After December 31, 2006, an individnay not furnish, operate, conduct, maintain, aestise
services as an emergency medical dispatcher orvdeebe engaged as an emergency medical dispatnless
that individual is certified by the commission aseamergency medical dispatcher.

(b) After December 31, 2006, a person may aotigh, operate, conduct, maintain, or advertiseices as an
emergency medical dispatcher or otherwise be engag@n emergency medical
dispatch agency unless certified by the commisaan emergency medical dispatch agency.
As added by P.L.205-2003, SEC.32. Amended by P20@2, SEC.23.

IC 16-31-3.5-4 Certification requirement for emergacy medical dispatchers; expiration; renewal
Sec. 4. (a) To be certified as an emergency medispatcher, an individual must:
(1) meet the standards for education aaiditrg established by the commission;
(2) successfully complete a written compeyeexamination approved by the commission; and
(3) pay the fee established by the commissi
(b) An emergency medical dispatcher certifieatpires on the expiration date established whanisisued,
which must be at least two (2) years after the daits issuance. To renew a certificate, an emergenedical
dispatcher must:
(1) meet the education and training renestaatdards established by the commission; and
(2) pay the fee established by the commissi
(c) An emergency medical dispatcher must folfpatocols, procedures, standards, and policiebkshed by
the commission.
(d) An emergency medical dispatcher shall kbepcommission informed of the entity or agency graploys or
supervises the dispatcher's activities as an emeygeedical dispatcher.
(e) An emergency medical dispatcher shall refgothe commission whenever an action has takacephat may
justify the revocation or suspension of a certificissued by the commission.
As added by P.L.205-2003, SEC.32. Amended by P2002, SEC.24.

IC 16-31-3.5-4.5 Temporary emergency medical dispetter certificate
Sec. 4.5. (a) A temporary emergency medical disgatcertificate may be issued by the state emeygen
management agency. To obtain a temporary ceréfieat individual must do the following:
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(1) Meet the standards established by dimengission. The commission's standards must incudeclaration
by a certified emergency medical dispatch agenayttie certified emergency medical dispatch agéncy
temporarily unable to secure a certified emergeneglical dispatcher.

(2) Pay the fee established by the commissi

(b) A temporary emergency medical dispatchetifmate is valid:

(1) for sixty (60) days after the date sfuance; and

(2) only for emergency medical dispatchirgformed for the emergency medical dispatchingnegehat
supported the temporary certification.

(c) A temporary emergency medical dispatchetifemte issued under this section may be renefeedne (1)
subsequent sixty (60) day period. To renew the treny certification, the certificate holder musbmit the same
information and fee required for the original temgg certification. As added by P.L.22-2005, SEC.25.

IC 16-31-3.5-5 Certification requirements for emergncy medical dispatch agencies; expiration; operatg
standards; requirements; report to commission

Sec. 5. (a) To be certified as an emergency medispatch agency, a person must:

(1) meet the standards established bydharission; and

(2) pay the fee established by the commissi

(b) An emergency medical dispatch agency deatié expires on the expiration date establishegihwhis issued,
which must be at least two (2) years after the daits issuance. To renew a certificate, an emergenedical
dispatch agency must:

(1) meet the renewal requirements estaddidiy the commission; and

(2) pay the fee established by the commissi

(c) The emergency medical dispatch agency tmusiperated in a safe, efficient, and effective meain
accordance with commission approved standardsrtblaide the following requirements:

(1) All personnel providing emergency mediidispatch services must be certified as emergeregical
dispatchers by the commission before functionimgyalin an online capacity.

(2) The protocols, procedures, standanmis palicies used by an emergency medical dispajehay to
dispatch emergency medical aid must comply withrégriirements established by the commission.

(3) The commission must require the emeargenedical dispatch agency to appoint a dispatatlicaé
director to provide supervision and oversight aber medical aspects of the operation of the emesgeredical
dispatch agency.

(d) The commission may require the submissigredodic reports from an emergency medical digpaigency.
The emergency medical dispatch agency must submiteports in the manner and with the frequencyired by
the commission.

(e) An emergency medical dispatch agency sbpbrt to the commission whenever an action octaismay
justify the revocation or suspension of a certificssued by the commission.

As added by P.L.205-2003, SEC.32. Amended by P20@2, SEC.26.

IC 16-31-3.5-6 Continuing education requirement; aproval

Sec. 6. (a) The commission must require emergaregical
dispatchers to participate in continuing emergenegical dispatch education and training.

(b) An emergency medical dispatcher educati@hteaining course must:

(1) meet the curriculum and standards apmatdy the commission; and
(2) be conducted by an instructor or indiwes that meet qualifications established by thamission.

(c) A person may not offer or conduct a tragnaourse that is represented as a course for emmrgeedical
dispatcher certification unless the course is apgtdoy the department of homeland security andnisteuctor or
instructors meet the qualifications establishedh@ycommission.

As added by P.L.205-2003, SEC.32. Amended by P20@2, SEC.27; P.L.1-2006, SEC.302.

IC 16-31-3.5-7 Rules

Sec. 7. The commission shall adopt rules undet-B2-2 to implement this chapteAs added by P.L.205-2003,
SEC.32.
IC 16-31-4 Repealed(Repealed by P.L.186-1995, SEC.19.)

IC 16-31-5 Chapter 5. Provision or Authorization of EmergencyMedical Services by Local Governments
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IC 16-31-5-1 Provision or authorization of emergeng medical services; procedures
Sec. 1. The governing body of a city, town, towpshr county by the governing body's action oaity
combination may do the following:
(1) Establish, operate, and maintain entrergenedical services.
(2) Levy taxes under and limited by IC 6-and expend appropriated funds of the politichdétision to pay
the costs and expenses of establishing, operatiamtaining, or contracting for emergency mediealges.
(3) Except as provided in section 2 of tfiapter, authorize, franchise, or contract for rgr@ecy medical
services. However:
(A) a county may not provide, authoriaecontract for emergency medical services withalimits of any
city without the consent of the city; and
(B) a city or town may not provide, lanttize, franchise, or contract for emergency mddieavices outside
the limits of the city or town without the approwdithe governing body of the area to be served.
(4) Apply for, receive, and accept gifteghests, grants-in-aid, state, federal, and lddabad other forms of
financial assistance for the support of emergenegioal services.
(5) Establish and provide for the collentf reasonable fees for emergency ambulance ssrthe governing
body provides under this chapter.
(6) Pay the fees or dues for individuagmup membership in any regularly organized volengmergency
medical services association on their own behatfrobehalf of the emergency medical services paelserving
that unit of governmentAs added by P.L.2-1993, SEC.14.

IC 16-31-5-2 Restrictions on provision of emergencyedical services
Sec. 2. A city, town, or county may not adopt atfirtance that restricts a person from providing i&@ecy
ambulance services in the city, town, township;aunty if;
(1) the person is authorized to provide mymecy ambulance services in any part of anothentgp and
(2) the person has been requested to pFantergency ambulance services:
(A) to the county in which the perssrauthorized to provide emergency ambulance sexvéoel those
services will originate in another county; or
(B) from the county in which the pergsrauthorized to provide emergency ambulance sesyiand those
services will terminate in another count4s added by P.L.2-1993, SEC.14.

IC 16-31-6.5 Chapter 6.5. Automatic External Defibrillators
IC 16-31-6.5-1 RepealedRepealed by P.L.205-2003, SEC.44.)

IC 16-31-6.5-2 Exemptions
Sec. 2. This chapter does not apply to the folhgi

(1) A licensed physician.

(2) A hospital, an ambulatory outpatientgscal center, an abortion clinic, or a birthingntas.

(3) A person providing health care in agitad, an ambulatory outpatient surgical centerabartion clinic, or
a birthing center licensed under IC 16-21.

(4) A person or entity certified under 16-31-3.
As added by P.L.24-1998, SEC.1. Amended by P.1005;5EC.12.

IC 16-31-6.5-3 "Defibrillator" defined
Sec. 3. As used in this chapter, "defibrillato@ans an automatic external defibrillator.
As added by P.L.24-1998, SEC.1.

IC 16-31-6.5-4 Duties of person or entity acquiringlefibrillator

Sec. 4. A person or entity acquiring a defibrdlaghall ensure that the defibrillator is maintairaend tested
according to the manufacturer's operational guidsli
As added by P.L.24-1998, SEC.1. Amended by P.1008;5EC.4.

IC 16-31-6.5-5 Notice of acquisition and locationfaefibrillator

Sec. 5. A person or entity in possession of ebddiéitor shall notify the:
(1) ambulance service provider that sethesarea where the person or entity is located; or
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(2) emergency medical services commission;
of the acquisition and location of the defibrillaté\s added by P.L.24-1998, SEC.1.

IC 16-31-6.5-6 Contact with ambulance service proger following use of defibrillator
Sec. 6. A person who uses a defibrillator is resflito contact:
(1) the ambulance service provider; or
(2) a fire department that provides ambcgaservice;
for the area as soon as practicable following #eeaf the defibrillator. As added by P.L.24-1998, SEC.1.

IC 16-31-6 Chapter 6. Immunity From Liability

IC 16-31-6-1 Emergency medical technician services

Sec. 1. (a) A certified emergency medical teclamar a certified emergency medical technicianéhadivanced
who provides emergency medical services to an eznesgpatient is not liable for an act or omissiompioviding
those services unless the act or omission coretituggligence or willful misconduct. If the emergemedical
technician or emergency medical technician-basi@aded is not liable for an act or omission, naotberson
incurs liability by reason of an agency relatiopshith the emergency medical technician or emergemnedical
technician-basic advanced.

(b) This section does not affect the liabilifya driver of an ambulance for negligent operatibthe ambulance.
As added by P.L.2-1993, SEC.14. Amended by P.12Q03; SEC.33.

IC 16-31-6-2 Use of defibrillators
Sec. 2. (a) Except for an act of negligence olfubiimisconduct, a certified first responder whe@sisn automatic
or semiautomatic defibrillator on an emergencyguataccording to the training procedures estatdighethe
commission under IC 16-31-2-9 is immune from clibility for acts or omissions when rendering thaervices.
(b) If the first responder is immune from cildbility for the first responder's act or omissj@ person who has
only an agency relationship with the first resparidelso immune from civil liability for the act @mission.
As added by P.L.2-1993, SEC.14.

IC 16-31-6-3 Advanced life support
Sec. 3. An act or omission of a paramedic or aargency medical technician-intermediate done ottechin

good faith while providing advanced life supporatpatient or trauma victim does not impose liilipon the
paramedic or emergency medical technician-interatedthe authorizing physician, the hospital, erdFficers,
members of the staff, nurses, or other employeéisedfiospital or the local governmental unit if #ttvanced life
support is provided:

(1) in connection with an emergency;

(2) in good faith; and

(3) under the written or oral directionaoficensed physician;
unless the act or omission was a result of negtigem willful misconduct.
As added by P.L.2-1993, SEC.14. Amended by P.12@08; SEC.34.

IC 16-31-6-4 Life support provided in connection wth disaster emergency

Sec. 4. (a) This section does not apply to amromission that was a result of gross negligemasiltful or
intentional misconduct.

(b) An act or omission of a paramedic, an emiecy medical technician-intermediate, an emergemegical
technician-basic advanced, an emergency medidahigan, or a person with equivalent certificatfomm another
state that is performed or made while providingaabed life support or basic life support to a pet@ trauma
victim does not impose liability upon the paramethe emergency medical technician-intermediate etihergency
medical technician-basic advanced, an emergencycald¢dchnician, the person with equivalent cegéfion from
another state, a hospital, a provider organizaicgovernmental entity, or an employee or othdf sfa hospital,
provider organization, or governmental entity & tadvanced life support or basic life support evted in good
faith:

(1) in connection with a disaster emergethegiared by the governor under IC 10-14-3-12 gpomse to an act
that the governor in good faith believes to be @rohterrorism (as defined in IC 35-41-1-26.5)dan
(2) in accordance with the rules adoptedhieyindiana emergency medical services commissidhe disaster
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emergency declaration of the governor.
As added by P.L.156-2001, SEC.3. Amended by PA02;BEC.53; P.L.205-2003, SEC.35; P.L.97-2004,.6EC

IC 16-31-7 Chapter 7. Emergency Medical Services Edation Fund

IC 16-31-7-1 Establishment of fund
Sec. 1. The emergency medical services educatimhis establishedAs added by P.L.2-1993, SEC.14.

IC 16-31-7-2 Administration of fund; use of fund
Sec. 2. The commission shall administer the fiviahey from the fund may be used to fund inserwiaaing
programs promoted by the commissigks added by P.L.2-1993, SEC.14.

IC 16-31-7-3 Approval of expenditures
Sec. 3. Expenditures from the fund must be apprdwethe budget agencys added by P.L.2-1993, SEC.14.

IC 16-31-7-4 Sources of fund
Sec. 4. The fund consists of income derived devist
(1) Generated by the state emergency miesicaices conference authorized under
IC 16-31-2-7(a)(1)(F).
(2) Generated by education programs coediugy the commission.
(3) From civil penalties imposed by the eoission.
As added by P.L.2-1993, SEC.14.

IC 16-31-7-5 Repealed (Repealed by P.L.65-1998, SEC.3.)

IC 16-31-7-6 Investment of unneeded money
Sec. 6. The treasurer of state shall invest theepin the fund not currently needed to meet tHgations of
the fund in the same manner as other public furalg e investedAs added by P.L.2-1993, SEC.14.

IC 16-31-7-7 Reversion of unused money
Sec. 7. Money in the fund at the end of a statsafiyear does not revert to the state general fund
As added by P.L.2-1993, SEC.14.

IC 16-31-8 Chapter 8. Emergency Medical Services Rtution Fund

IC 16-31-8-1 Establishment of fund; purpose
Sec. 1. The emergency medical services restitfitiod is established for the purpose of reimburgiegsons

who:

(1) are certified under IC 16-31-3; and

(2) provided emergency medical serviceadaviduals injured as a result of an accident eausy an
individual who:

(A) was operating a vehicle while intmated at the time the accident occurred; an(B) was subsequently

convicted under IC 9-30-5 of that offensés added by P.L.2-1993, SEC.14.

IC 16-31-8-2 Administration of fund
Sec. 2. The department of homeland security slgaiinister the fund. The expenses of administahiergund
shall be paid from money in the funés added by P.L.2-1993, SEC.14. Amended by P.106;ZEC.303.

IC 16-31-8-3 Reversion of unused money; transfer @xcess money

Sec. 3. Money remaining in the fund at the end state fiscal year does not revert to the statergéfund.
However, if the money in the fund at the close phaticular fiscal year exceeds ten thousand do{t0,000), the
treasurer of state shall transfer the excess frenfund into the emergency medical services edutditind
established under IC 16-31-As added by P.L.2-1993, SEC.14.

IC 16-31-8-4 Reimbursement from fund; conditions
Sec. 4. A person is entitled to reimbursement ftobenfund for emergency medical services providedeu
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section 1(2) of this chapter if the following cotidins are met:

(1) The person files with the commissiatia@m not more than one hundred eighty (180) ddtgs the entry
of a conviction under IC 9-30-5 of the individuahavcaused the accident necessitating the emergeedical
services.

(2) The court, as part of the entry of dotion, has ordered the individual to make regtitufor emergency
medical services under IC 9-30-5-17.

(3) The commission has received a cophefdarder for restitution as required under 1C 95307.

(4) The fund has been paid the restitutiniered by the court under IC 9-30-5-17.

As added by P.L.2-1993, SEC.14.

IC 16-31-8-5 Schedule of costs
Sec. 5. (a) The commission shall prepare a schaxfudosts for the following:
(1) Emergency medical services.
(2) Administering a claim made againstfiimad.
The schedule must be based on the different I@femergency response required in the types oflants caused
by operators of motor vehicles who are intoxicated.
(b) The commission shall distribute the schedalall courts in Indiana having jurisdiction owedividuals who
have been charged with an offense under IC 9-3Assadded by P.L.2-1993, SEC.14.

IC 16-31-8.5 Chapter 8.5. Emergency Medical Servisd~und

IC 16-31-8.5-1 "Department”

Sec. 1. As used in this chapter, "department'tsdfethe department of homeland security estaddidly IC 10-
19-2-1. As added by P.L.205-2003, SEC.36. Amended by P208%, SEC.65; P.L.22-2005, SEC.28; P.L.101-
2006, SEC.27.

IC 16-31-8.5-2 "Fund"
Sec. 2. As used in this chapter, "fund" referthtbemergency medical services fund establisheskbtjon 3 of
this chapter.As added by P.L.205-2003, SEC.36.

IC 16-31-8.5-3 Emergency medical services fund
Sec. 3. (a) The emergency medical services fupdtablished to defray the personal services experiser
operating expense, and capital outlay of the:
(1) commission; and
(2) employees of the department.
(b) The fund includes money collected undefl8z31-2, IC 16-31-3, and IC 16-31-34&s added by P.L.205-
2003, SEC.36. Amended by P.L.22-2005, SEC.29; #2006, SEC.28.

IC 16-31-8.5-4 Administration

Sec. 4. (a) The department shall administer thd.fu

(b) The department shall deposit money coltecateder IC 16-31-2, IC 16-31-3, and IC 16-31-3.5i& fund at
least monthly.

(c) Expenses of administering the fund shalbaiel from money in the fund.
As added by P.L.205-2003, SEC.36. Amended by P20@2, SEC.30; P.L.101-2006, SEC.29.

IC 16-31-8.5-5 Investment

Sec. 5. The treasurer of state shall invest theepin the fund that is not currently needed to tttee
obligations of the fund in the same manner as gihblic funds may be invested.
As added by P.L.205-2003, SEC.36.

IC 16-31-8.5-6 Money remains in fund
Sec. 6. Money in the fund at the end of a statsafiyear does not revert to the state general fund
As added by P.L.205-2003, SEC.36.

IC 16-31-9 Chapter 9. Emergency Choke Saving Methad
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IC 16-31-9-1 Food service establishment defined

Sec. 1. (a) As used in this chapter, "food sergatablishment" means a fixed or mobile establistiniat
serves food to the public for consumption on thenpses.

(b) The term does not include establishmentsaipd on a temporary basis by a charitable ornadihp
corporation, association, or organizatioks added by P.L.2-1993, SEC.14.

IC 16-31-9-2 Instruction placards

Sec. 2. (a) The state department shall adopt wnder IC 4-22-2 to provide for the approval ofgaleds
containing instructions in methods that may be wssddly and effectively in an emergency by laymereimove
food lodged in a person's throat. The methods tidimited to first aid procedures and must inclteEhniques
that do not require the use of instruments or devic

(b) The placards must be of a size and desigalde for posting in food service establishmemts instructions
must, to the extent practicable, be expressed msvand illustrations that are not offensive tdaesant patrons.
As added by P.L.2-1993, SEC.14.

IC 16-31-9-3 Training program guidelines

Sec. 3. The state department shall develop anlishuguidelines for training programs that may lsedion a
voluntary basis by food service establishmentsaim employees in the approved methods.
As added by P.L.2-1993, SEC.14.

IC 16-31-9-4 Civil liability

Sec. 4. (a) A person is not obligated to remossisain removing, or attempt to remove food framtaer
person's throat. A person who in good faith gratisty removes, assists in removing, or attemptsnwove food
from another person's throat in an emergency oicuat a food service establishment is not liableainy civil
damages as a result of any act or omission byetsop providing the emergency assistance unlesacthar
omission amounts to willful or wanton misconduct.

(b) The owner or operator of a food servical@&hment is not liable for any civil damages ttesult from an
act or omission by a person rendering or attemgtirgemergency assistance if there is an approeednl posted
in the food service establishment.

As added by P.L.2-1993, SEC.14.

IC16-31-10 Chapter 10. Enforcement

IC16-31-10-1 Injunctions
Sec. 1. (a) The:
(1) attorney general;
(2) prosecuting attorney; or
(3) commission;
may, in accordance with the Indiana laws goverimijgnctions, maintain an action in the name ofgtate to enjoin
a person from violating this article or the rulelpted under this article.
(b) An injunction issued under this sectionsloet relieve a person from criminal prosecutiodarrthis article
or the rules adopted under this article. An injivectemedy is in addition to any remedy providedtfe criminal
prosecution of a violation of this article or theées adopted under this articlAs added by P.L.2-1993, SEC.14.

IC 16-31-10-2 Violations

Sec. 2. (a) Except as otherwise provided, a pesdanrecklessly violates or fails to comply withstlarticle
commits a Class B misdemeanor.

(b) Each day a violation continues constit@eagparate offensés added by P.L.2-1993, SEC.14.

IC 9-13-2-6

Sec. 6. "Authorized emergency vehicle" means tHeviing: (1) The following vehicles: (A) Fire degarent
vehicles. (B) Police department vehicles. (C) Analnges. (D) Emergency vehicles operated by or fepitals or
health and hospital corporations under IC 16-22-8.

(2) Vehicles designated as emergency vehiclesdynitiana department of transportation under | 2@-1.
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(3) Motor vehicles that, subject to IC 9-21-20-& approved by the Indiana emergency medical sesvic
commission that are: (A) ambulances that are oviayggersons, firms, limited liability companies,aorporations
other than hospitals; or (B) not ambulances antdptaide emergency medical services, includingieation and
rescue services (as defined in IC 16-18-2-110).

(4) Vehicles of the department of correction tlsabject to IC 9-21-20-3, are: (A) designated bydapartment of
correction as emergency vehicles; and (B) respondian emergencyAs added by P.L.2-1991, SEC.1. Amended
by P.L.1-1992, SEC.35; P.L.2-1993, SEC.64; P.L83]1 SEC.165.

IC 9-13-2-100

Sec. 100. "Medical services vehicle" means anjhefollowing:

(1) A vehicle that is used or intended to be usgdHe purpose of responding to emergency lifeatmaing
situations and providing emergency transportatemise.

(2) A vehicle that is routinely used to transpatipnts who are not acutely ill or injured in a&tthreatening
mannerAs added by P.L.2-1991, SEC.1.

IC 9-19-5-3

Sec. 3. (a) Except as provided in subsection {f))a(vehicle may not be equipped with; and (2) mqemay not
use upon a vehicle; a siren, whistle, or bell.

(b) An authorized emergency vehicle may be equipgiéida siren, whistle, or bell that is capablesafitting sound
audible under normal conditions from a distanceaifless than five hundred (500) feet and of a gymeroved by
the department. A siren authorized under this geatiay not be used except when the vehicle is tgebia
response to an emergency call or in the immediatsuit of an actual or suspected violation of ts.IThe person
who drives a vehicle equipped with a siren undisr¢bction shall sound the siren when reasonaldgssary to
warn pedestrians and other persons who are dnxghgles of the approach of the authorized vehfgteadded by
P.L.2-1991, SEC.7. Amended by P.L.1-1991, SEC.85.

IC 9-19-14-1

Sec. 1. An authorized emergency vehicle must, ditiath to any other equipment and distinctive mags required
by this article, be equipped with a siren, exhawtsstle, or bell capable of giving an audible sigrie added by
P.L.2-1991, SEC.7.

IC 9-19-14-2

Sec. 2. Except as provided in section 5 of thigptdraan authorized emergency vehicle must, intextdio other
equipment required by this article, be equippedhsignal lamps that are capable of displaying flaghrotating, or
oscillating beams of red or red and white lighteTights must be visible to oncoming traffic onentited eighty
(180) degrees around the front of the vehidkeadded by P.L.2-1991, SEC.7.

IC 9-19-14-3

Sec. 3. An authorized emergency vehicle may beppedi with a siren, whistle, or bell capable of &mit sound
audible under normal conditions from a distanceaifless than five hundred (500) feet and of a gymeroved by
the state police department. The siren may notskd except when the vehicle is operated as follows:

(1) In response to an emergency call.

(2) In the immediate pursuit of an actual or susggeiolation of the law. In this case, the drieéthe vehicle shall
soundthe vehicle's siren when reasonably necetsargrn pedestrians and other drivers of the velsiepproach.
As added by P.L.2-1991, SEC.7.

IC 9-19-14-4
Sec. 4. The use of signal equipment describedsrctiapter imposes upon a driver of another velihgeduty to
yield right-of-way and stop as prescribed in IC9&35.As added by P.L.2-1991, SEC.7.

IC 9-19-14-5

Sec. 5. A police vehicle, when used as an authdbeneergency vehicle, must be equipped with eithéne
following:

(1) At least two (2) signal lamps capable of digplg a red beam and a blue beam that meet thenfioitp
requirements: (A) The signal lamps are mountedgts dnd as widely spaced laterally as practicabl@a@unted in
a manner that will make the lights visible to ondogrtraffic one hundred eighty (180) degrees aratnadfront of

341



the vehicle. (B) The signal lamps are capable gbldiying to the front alternately flashing red dahge lights. (C)

The signal lamp capable of displaying the red beslmcated on the driver's side of the vehicle @nedsignal lamp
capable of displaying the blue beam is locatechemtassenger's side of the vehicle.

(2) One (1) signal lamp that is capable of dispigya red beam and a blue beam in a manner thatmake the light
visible to oncoming traffic one hundred eighty (18@grees in front of the vehiclés added by P.L.2-1991, SEC.7.

IC 9-19-14-5.5

Sec. 5.5. (a) Except for a vehicle utilized in adtal procession, a vehicle that is not descrilyesklstions 2 or 5 of
this chapter may not display a red and white lamg ieed and blue lamp.

(b) A person who: (1) purchases or otherwise aeguarvehicle with equipment described by sectioms2of this
chapter; and (2) is not authorized to display aaned white or red and blue lamp upon the vehidialls
immediately remove the red and white or red ané lmp from the vehicléds added by P.L.99-1991, SEC.2.

IC 9-19-14.5-1

Sec. 1. A privately owned vehicle belonging to gified emergency medical technician, certified egeacy
medical service driver, or certified emergency mablservice first responder while traveling in time of duty in
connection with emergency medical services aotisithay display green lights, subject to the follaywestrictions
and conditions:

(1) The lights may not have a light source less fiifay (50) candlepower.

(2) All lights shall be placed on the top of theniate.

(3) Not more than two (2) green lights may be digpt on a vehicle and each light must be of trshitey or
revolving type and visible at three hundred six@§Qd) degrees.

(4) The lights must consist of a lamp with a grlers and not of an uncolored lens with a green.ddidtwever, the
revolving lights may contain multiple bulbs.

(5) The green lights may not be a part of the mghikad lamps displayed on the vehicle.

(6) For a person authorized under this chaptersiglaly a green light on the person's vehicle, #rsg@n must first
secure a written permit from the director of thetestemergency management agency to use the ligatp&rmit
must be carried by the person when the light igldised.As added by P.L.2-1993, SEC.66.

IC 9-19-14.5-2
Sec. 2. Except as provided in section 1 of thiptéraa person who displays on any public or pevabtor vehicle
at any time green lights of any size or shape camanClass C infractioms added by P.L.2-1993, SEC.66.

IC 9-19-14.5-3
Sec. 3. This chapter does not prohibit the opanaifa vehicle lawfully equipped with a green ligitm being
operated as any other vehicle when the greenibgiat illuminatedAs added by P.L.2-1993, SEC.66.

IC 9-21-1-8

Sec. 8. (a) This section applies to the persondvhes an authorized emergency vehicle when: (dpaoading to an
emergency call; (2) in the pursuit of an actuaduspected violator of the law; or (3) respondingotat not upon
returning from, a fire alarm.

(b) The person who drives an authorized emergeabicle may do the following: (1) Park or stand,
notwithstanding other provisions of this articl2) Proceed past a red or stop signal or stop bigionly after
slowing down as necessary for safe operation. x8g&d the maximum speed limits if the person wiinedrthe
vehicle does not endanger life or property. (4y&gard regulations governing direction of movenwrturning in
specified directions.

(c) This section applies to an authorized emergemrtycle only when the vehicle is using audiblevisual signals
as required by law. An authorized emergency velupkerated as a police vehicle is not required tednépped
with or display red and blue lights visible fromfiont of the vehicle.

(d) This section does not do the following: (1) iBe¢ the person who drives an authorized emergealigle from
the duty to drive with due regard for the safetwalbfpersons. (2) Protect the person who driveawdghorized
emergency vehicle from the consequences of theperseckless disregard for the safety of oth&ssadded by
P.L.2-1991, SEC.9.

IC 9-21-5-1
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Sec. 1. A person may not drive a vehicle on a hiaghat a speed greater than is reasonable and puucider the
conditions, having regard to the actual and paathtizards then existing. Speed shall be restractatecessary to
avoid colliding with a person, vehicle, or othengeyance on, near, or entering a highway in compéawith legal
requirements and with the duty of all persons ®dise careAs added by P.L.2-1991, SEC.9.

IC 9-21-5-4

Sec. 4. The driver of each vehicle shall, constsigéth section 1 of this chapter, drive at an apiate reduced
speed as follows:

(1) When approaching and crossing an intersectiogaibvay grade crossing.

(2) When approaching and going around a curve.

(3) When approaching a hill crest.

(4) When traveling upon a narrow or winding roadway

(5) When special hazard exists with respect to gteidas or other traffic or by reason of weathehighway
conditions. As added by P.L.2-1991, SEC.9.

IC 9-21-7-10

Sec. 10. This section does not apply to a veheg@ired or authorized under this title to displayed, red and
white, or red and blue light that is visible frohetfront of the vehicle. A person may not drivevmve a vehicle or
equipment upon a highway with a lamp or devicetenvehicle or equipment displaying a red, red ahideyor red
and blue light visible from directly in front ofélcenter of the vehicle or equipmefs added by P.L.2-1991,
SEC.9. Amended by P.L.99-1991, SEC.3.

IC 9-21-7-11

Sec. 11. (a) Except as provided in subsectiora(bghicle may not display flashing lights.

(b) Flashing lights may be displayed on a vehisléotlows: (1) On an authorized emergency vehi@gOn a
school bus. (3) On snow-removal equipment. (4) Aseans of indicating a right or left turn. (5) Asn@ans of
indicating the presence of a vehicular traffic hdz@quiring unusual care in approaching, overigkar passing.
As added by P.L.2-1991, SEC.9.

IC 9-21-8-19

Sec. 19. A person may not drive a vehicle ontaamfa freeway or the interstate highway system gixae
entrances and exits that are established by thicuthority in control of the highway. Whenevgesial
crossovers between the main roadways of a freewtheanterstate highway system are provided foerg@ncy
vehicles or maintenance equipment only, the freeovagiterstate highway system shall be posted pitig "U"
turns. A person who drives a vehicle, except anrgemey vehicle or maintenance equipment, may nethes
crossovers or make a "U" turn anywhere on the fegeov interstate highway systefs added by P.L.2-1991,
SEC.9.

IC 9-21-8-35

Sec. 35. (a) Upon the immediate approach of aroaattd emergency vehicle, when the person who sltive
authorized emergency vehicle is giving audible alidpy siren or displaying alternately flashing rest] and white,
or red and blue lights, a person who drives anotbhicle shall do the following unless otherwiseedied by a law
enforcement officer: (1) Yield the right-of-way.)(Bnmediately drive to a position parallel to aredctose as
possible to the right-hand edge or curb of the Wwighclear of any intersection. (3) Stop and renmaitihe position
until the authorized emergency vehicle has passed.

(b) This section does not operate to relieve thiegewho drives an authorized emergency vehicle fitee duty to
drive with due regard for the safety of all persanisg the highwayAs added by P.L.2-1991, SEC.9.

IC 9-21-12-1

Sec. 1. (a) A person who drives a vehicle thatnfégts or overtakes from any direction a schoolsbasped on a
roadway and is not stopped before reaching theadd¢hs when the arm signal device specified in 0921-5-14 is
in the device's extended position; or (2) procdsfere the arm signal device is no longer extendedimits the
offense described in section 9 of this chapter.

(b) This section is applicable only if the schookbs in substantial compliance with the markireguired by the
state school bus committee.
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(c) There is a rebuttable presumption that the owhéhe vehicle involved in the violation of théection
committed the violation. This presumption doesaqly to the owner of a vehicle involved in thelat@mn of this
section if the owner routinely engages in the bessrof renting the vehicle for periods of thirt@)8lays or lesAs
added by P.L.2-1991, SEC.9. Amended by P.L.127;5103.2.

IC 9-21-12-3

Sec. 3. On a highway divided into two (2) or mavadways by:

(1) leaving an intervening space that is unimproaed not intended for vehicular travel;

(2) a physical barrier; or

(3) a dividing section constructed to impede velaictraffic; and if the school bus is on the opp®side of the
traffic barrier, the person who drives an approaghiehicle need not stop and may proceed with duéan for the
safety of children boarding or leaving the scham.lAs added by P.L.2-1991, SEC.9.

IC 9-21-12-5

Sec. 5. (a) This section does not apply to the@falg: (1) A street railway grade crossing withibwsiness or
residence district. (2) Abandoned or unused tracks.

(b) A person who drives: (1) a motor vehicle cargypassengers for hire; (2) a school or privatetbasis carrying
passengers; or (3) a vehicle carrying explosivestsuizes or flammable liquids as a cargo or paatadrgo; shall,
before crossing at grade a track of a railroady #te vehicle not more than fifty (50) feet and less than fifteen
(15) feet from the nearest rail of the railroad.

(c) While stopped in accordance with subsectiontfi® person shall do the following: (1) Listenaigh an open
window or door. (2) Look in both directions alorggttrack for an approaching train and for signadidating the
approach of a train. (3) Not proceed until the persan proceed safely. After stopping the persaii shoss only in
a gear of the vehicle so there will be no necegsitghanging gears while traversing the crossite person who
drives the vehicle may not shift gears while cnogghe track or tracks.

(d) If a police officer or traffic control signairdcts traffic to proceed at a railroad crossihg, person who drives a
vehicle subject to this section shall proceed roatance with the instructions of the police offioe traffic control
signal.As added by P.L.2-1991, SEC.9. Amended by P.L.295;5EC.7.

IC 9-21-12-6

Sec. 6. A street car or vehicle may not be drivesr @n unprotected hose of a fire department waielhdown on a
street, private driveway, or street car track taubed at a fire or alarm of fire without the cortsgfrthe fire
department official in commanés added by P.L.2-1991, SEC.9.

IC 9-21-12-7

Sec. 7. A person who drives a vehicle that is mobfficial business may not do any of the followirig)) Follow

any fire apparatus traveling in response to adiaem at a distance closer than five hundred (59&) (2) Drive

into or park a vehicle within the block where fapparatus has stopped in answer to a fire alasnadded by P.L.2-
1991, SEC.9.

IC 9-21-12-8

Sec. 8. A person who is convicted of a violatiorseftion 5 of this chapter shall, in addition te fime and costs
that are assessed against the person, have tlom'setsving privileges suspended for a periodaflass than sixty
(60) daysAs added by P.L.2-1991, SEC.9.

IC 9-21-17-20

Sec. 20. (a) Upon the immediate approach of: (Iguhorized emergency vehicle making use of anbdaidignal
and visual signals; or (2) a police vehicle propard lawfully making use of an audible signal grypedestrian
shall yield the right-of-way to the authorized egeaicy vehicle.

(b) This section does not relieve the person wixedran authorized emergency vehicle from the tutrive with
due regard for the safety of all persons usinchtbbway or from the duty to exercise due care wicheolliding
with a pedestriams added by P.L.2-1991, SEC.9.

IC 9-21-20-1

Sec. 1. (a) The Indiana department of transportatiay designate as an authorized emergency vehigicle: (1)
other than an ambulance that is owned by a perdmr than a hospital; and (2) that is used in eameryg service.
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(b) The Indiana department of transportation magigiate and authorize other emergency vehiclesrthdeaules
the department prescribeéss added by P.L.2-1991, SEC.9.

IC 9-21-20-2

Sec. 2. The Indiana emergency medical services ¢ssion may not withhold approval of a motor vehiatean
authorized emergency vehicle because the motocheeisinot affiliated with a hospital, law enforcent agency, or
fire departmentAs added by P.L.2-1991, SEC.9.

IC 9-21-20-3
Sec. 3. The department of correction shall estalpi@icies and procedures for the designation phdenental
vehicles as authorized emergency vehiddesadded by P.L.2-1991, SEC.9.

IC 9-24-1-4

Sec. 4. Except as provided in section 7 of thigptdraan individual must: (1) have a valid Indiaperator's,
chauffeur's, or public passenger chauffeur's lieeand (2) be at least eighteen (18) years oftagdrjve a medical
services vehicle upon an Indiana highwag.added by P.L.2-1991, SEC.12.

IC 9-26-1-1

Sec. 1. The driver of a vehicle involved in an deai that results in the injury or death of a persieall do the
following:

(1) Immediately stop the vehicle at the scene efdtcident or as close to the accident as pogsillenanner that
does not obstruct traffic more than is necessary.

(2) Immediately return to and remain at the scertbeaccident until the driver does the followiiig) Gives the
driver's name and address and the registration eunflihe vehicle the driver was driving. (B) Upaguest,
exhibits the driver's license of the driver to takbowing: (i) The person struck. (ii) The driver occupant of or
person attending each vehicle involved in the aatid(C) Determines the need for and renders redden
assistance to each person injured in the accigetding the removal or the making of arrangeménitshe
removal of each injured person to a physician @pital for medical treatment.

(3) Immediately give notice of the accident by tjugckest means of communication to one (1) of tlefing: (A)
The local police department if the accident oceuithin a municipality. (B) The office of the counsperiff or the
nearest state police post if the accident occutsiadia municipality.

(4) Within ten (10) days after the accident, fordvarwritten report of the accident to the statégeadlepartmentis
added by P.L.2-1991, SEC.14.

IC 9-26-1-2

Sec. 2. The driver of a vehicle involved in an deait that does not result in injury or death okespn but that does
result in damage to a vehicle that is driven agrated by a person shall do the following:

(1) Immediately stop the vehicle at the scene efatcident or as close to the accident as possilblenanner that
does not obstruct traffic more than is necessary.

(2) Immediately return to and remain at the scdrtbeaccident until the driver does the followiiig) Gives the
driver's name and address and the registration aeunftihe vehicle the driver was driving. (B) Upaguest,
exhibits the driver's license of the driver to thever or occupant of or person attending eachalelinvolved in the
accident.

(3) If the accident results in total property damég an apparent extent of at least seven hundtedidllars
($750), forward a written report of the accidenttte state police department within ten (10) ddier éhe accident.
As added by P.L.2-1991, SEC.14.

IC 9-26-1-2.5

Sec. 2.5. Only the following must be included ia thritten report prepared under sections 1(4) gB) & this
chapter by the driver of a motor vehicle involvacan accident: (1) The name and address of therdpieparing
the report. (2) The date of the accident. (3) Thmes and addresses of the drivers of the otheclestinvolved in
the accident. (4) If, on the date of the accidantotor vehicle liability policy was in effect witiespect to the
motor vehicle driven by the driver preparing theaw, the following: (A) The policy number. (B) Timame of the
insurance company that issued the policy. (C) Tdraenand signature of an agent of the insurance aoynpvho
by signing the report verifies that the policy vimgffect with respect to the motor vehicle on dage of the
accidentAs added by P.L.106-1991, SEC.1.
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IC 9-26-1-3

Sec. 3. The driver of a vehicle that collides vathunattended vehicle shall immediately stop andrdo(1) of the
following:

(1) Locate and notify the operator or owner ofvtkéicle of the name and address of the driver avko of the
vehicle striking the unattended vehicle.

(2) Leave in a conspicuous place in the vehicleckta written notice giving the name and addreghefiriver and
the owner of the vehicle doing the striking andadesment of the circumstances of the accidestadded by P.L.2-
1991, SEC.14.

IC 9-26-1-4

Sec. 4. (a) The driver of a vehicle that causesaggnto the property of another person, other tlzanmagie to a
vehicle, shall do the following: (1) Immediatelpptthe vehicle at the scene of the accident ofcas® ¢o the
accident as possible in a manner that does notuztstaffic more than is necessary. (2) Immediateturn to and
remain at the scene of the accident until the didees the following: (A) Takes reasonable stededate and
notify the owner or person in charge of the propeftthe damage. (B) Gives the person the driveatse and
address and the registration number of the vehi€eUpon request, exhibits the driver's licenséhefdriver if the
driver is required to have a driving license to rape the vehicle.

(b) If after reasonable inquiry the driver of thehicle cannot find the owner or person in chargdefdamaged
property, the driver of the vehicle shall do thidiwing: (1) Notify either the sheriff of the coynin which the
damaged property is located or a member of the ptalice department. (2) Give the sheriff or sfikce
department the information required by this sectfmadded by P.L.2-1991, SEC.14.

IC 35-44-3-8

Sec. 8. A person who knowingly or intentionally bsts or interferes with a fireman performing tteenpting to
perform his emergency functions or duties as arféne commits obstructing a fireman, a Class A missiror As
added by Acts 1976, P.L.148, SEC.4. Amended bylB¢®% P.L.340, SEC.66.

IC 35-44-3-8.5

Sec. 8.5. (a) A person who knowingly or intentidyyabstructs or interferes with an emergency mddieason
performing or attempting to perform his emergenayctions or duties as an emergency medical persomits
obstructing an emergency medical person, a ClasssBemeanor.

(b) "Emergency medical person" means a person wlista certificate issued by the Indiana emergeneglical
services commission to provide emergency medicalcas.As added by Acts 1977, P.L.341, SEC.2.

IC 36-8-12-11

Sec. 11. (a) Members of volunteer fire companieg display blue lights on their privately owned vedbs while en
route to scenes of fires or other emergenciesdritie of duty, subject to the following conditiorf$) A light must
have a light source of at least fifty (50) candlepo (2) All lights must be placed on the top o trehicle. In
addition, lights may be placed on the front of ¥kéicle upon the bumper or at bumper level. (3)nhwe than four
(4) blue lights may be displayed on one (1) vehiated each blue light must be of the flashing eohéng type and
visible for three hundred sixty (360) degrees, pkder lights that are placed on the front of tlehicle. (4) A blue
light must consist of a lamp with a blue lens, oban uncolored lens with a blue bulb. Howevermrweotving light
may contain multiple bulbs. (5) A blue light maytte a part of the regular head lamps displayetheehicles.
(b) In order for a volunteer firefighter to displayblue light on his vehicle, he must secure atewipermit from the
chief of the volunteer fire company to use the biglet and must carry the permit at all times wliea blue light is
displayed.

(c) A person who is not a member of a volunteer éiompany may not display a blue light of any sizehape on a
motor vehicle, except a school bus used to tranghddren to or from a public or private school.

(d) A permittee of the owner of a vehicle lawfudgiuipped with a blue light may operate the vehicily if the blue
light is not illuminated.

(e) A person who violates subsection (a), (b), dc)d) commits a Class C infraction. If the viaiais a member of
a volunteer fire company, the chief of the compsingll dismiss him from membership in the company.

(f) This section does not grant a vehicle displgyitue lights the right-of-way under IC 9-21-8-35exemption
from traffic rules under IC 9-21-1-8. A driver ofvahicle displaying a blue light shall obey allffi@rules. As
added by Acts 1981, P.L.309, SEC.64. Amended b§81990, SEC.4; P.L.2-1991, SEC.108; P.L.99-1SHC 4.
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Second Regular Session 115th General Assembly [2BEBBNTING CODE.
Amendments: Whenever an existing statute (or acseof the Indiana Constitution) is being amendbd,text of
the existing provision will appear in this stylepgy additions will appear ithis style type and deletions will appear
in this style type. Additions: Whenever a newiaty provision is being enacted (or a new contitual
provision adopted), the text of the new provisiah appear inthis style type Also, the wordNEW will appear in
that style type in the introductory clause of e&EICTION that adds a new provision to the IndiandeCor the
Indiana Constitution. Conflict reconciliation: Tidr a statute itthis style typer this style typeeconciles conflicts
between statutes enacted by the 2007 Regular 8axfsibe General Assembly.

SENATE ENROLLED ACT No. 249
AN ACT to amend the Indiana Code concerning health.
Be it enacted by the General Assembly of the $fdtaliana:
SECTION 1. IC 16-31-2-7 IS AMENDED TO READ AS
FOLLOWS [EFFECTIVE JULY 1, 2008]: Sec. 7. The comsgidn shall do the following:
(1) Develop and promote, in cooperation with steggjonal, and
local public and private organizations, agencied, persons, a
statewide program for the provision of emergencyicsd
services that must include the following:
(A) Preparation of state, regional, and local eraroy ambulance service plans.
(B) Provision of consultative services to statgjoaal, and
local organizations and agencies in developing and
implementing emergency ambulance service programs.
(C) Promotion of a statewide system of emergencgicat
service facilities by developing minimum standards,
procedures, and guidelines in regard to persoegeipment,
supplies, communications, facilities, and locatidisuch centers.
(D) Promotion of programs for the training of persel
providing emergency medical services and programthe
education of the general public in first aid tecfuds and
procedures. The training shall be held in variaesl
communities of the state and shall be conductealgogement
with publicly and privately supported educatiorratitutions
or hospitals licensed under IC 16-21, wherever ayppate.
(E) Promotion of coordination of emergency commatians,
resources, and procedures throughout Indiana and, i
cooperation with interested state, regional, acdllpublic
and private agencies, organizations, and persobas, t
development of an effective state, regional, acdllo
emergency communications system.
(F) Organizing and sponsoring a statewide emergeregical
services conference to provide continuing educdtion
persons providing emergency medical services.

(2) Regulate, inspect, and certify services, faegi and
personnel engaged in providing emergency medicaicss as
provided in this article.

(3) Adopt rules required to implement an approwestesn of

emergency medical services.

(4) Adopt rules concerning triage and transportatia
protocols for the transportation of trauma patients consistent
with the field triage decision scheme of the Ameran College

of Surgeons Committee on Trauma.

(4) (5) Apply for, receive, and accept gifts, bequests,
grants-in-aid, state, federal, and local aid, atheioforms of
financial assistance for the support of emergenegioal services.

(5) (6) Employ necessary administrative staff.
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Appendix 13: October, 2008 Injury Prevention Surve vy
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Summary of Injury Prevention Survey
December 2008

In an effort to move Indiana forward in the areanjiiry prevention, a short online survey (9
guestions) was sent out to try and determine witaggrams and initiatives exist in the state. The
survey link was sent to colleagues on the Indiarsma Taskforce listserv, members of the
Indiana Trauma Network, the Injury Prevention AdvisCouncil and a listserv of all emergency
departments in the state. The survey directioss ialdicated to forward the survey to others in
the injury prevention field who could provide infeation and might not have received the
survey from the Indiana State Department of He@8DH).

The survey was distributed via survey monkey ared8DH received 55 unduplicated
responses. Of the 55 respondents, 70.9% (39/8&aited that their organization had an injury
prevention (IP) program. The majority (71.8%, Z8/8f the injury prevention programs are
hospital based. Of the respondents who indicdtatthey did not have an actual IP program,
three indicated that some type of injury preventi@s being done at their facility, ie, car seat
checks, attendance at health fairs, fire departpegrams.

After indicating whether or not an injury prevemtiprogram existed at the organization, the next
guestion asked about focus area topics for eaajrgama Out of the 55 respondents, 42 groups
(39 with specific IP programs and 3 without speciR programs) checked or wrote in the focus
areas that applied to their organizations. Thedops areas were motor vehicle crashes
followed by bike/pedestrian safety and falls. Abnhthree-quarters of the respondents indicated
that motor vehicle crashes were a focus area indhganization (30/42, 71.4%) and almost the
same number of people indicated that bike/pedestasety was a focus area (28/42, 66.7%)
(See Table 1).

The next question on the survey asked about théasigpor goals of each injury prevention
program. Again, 42 groups (38 with IP programs amdthout IP programs) responded to the
guestion. Education was a goal of almost 100%efespondents (41/42, 97.6%) followed by
awareness (39/42, 92.9%) (See Table 2).

A list of different populations was provided in thext question that asked about the types of
populations that the IP groups work with. Thereem® respondents to the question (39 with IP
programs and 3 without programs). The largest [adjon that the respondents work with
around Indiana is children (37/42, 88.1%) followsdadolescents (36/42, 85.7%). Only 54.8%
of respondents indicated that they work with trdedly population (23/42). Males and females
are represented about equal, but less than hdileakspondents indicated that they work with
the gayl/lesbian/transgender population in theurinprevention efforts (16/42, 38.1%).

Different racial groups are represented about ég(@éee Table 3).

The next question asked: “What geographic locadimes your program cover?” Respondents
answered the question differently and some indicHte counties that they serve, others
indicated a region of Indiana, while others indéchspecific cities. However, the answers can
provide an indication of where injury preventiomgrams are being conducted. Of the 42
respondents (39 with IP programs and 3 without iog, but whom conduct IP activities), 2
respondents indicated that their IP programs ageifip to their hospital employees, 9
respondents indicated large geographic regions asi¢fortheast Indiana, Northwest Indiana,
Central Indiana (6 respondents), and Southwesatadi Six respondents indicated that their
programs covered the entire state and that thepande education and programming to any
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groups or organizations. Other respondents inglictite specific county that is covered in their
IP program and 19.6% (18/92) of Indiana countiesewepresented in this survey. One
respondent said that they cover 50 counties wiiteheer said they cover the tri-state area of
Indiana, lllinois and Kentucky. One respondenigated that their program is national and
international while another respondent indicated their group has chapters throughout
Indiana.

The survey does have limitations. One limitatisthiat not all Injury Prevention groups
throughout the state submitted data. More follgmisuneeded in order to obtain the most
complete data. However, the current data proviglesmation on the types of programs that
exist and does provide a good baseline of the tgpagury prevention being done throughout
Indiana. Another limitation is that even if a resdent has an injury prevention program, there
is no way to identify if the injury prevention pn@gn is being evaluated and if the program is
working. A follow-up survey should be sent to emgan the questions already asked. Different
age and gender structures, ethnicity and attitigssurces, social structure and environments
lead to different types and severity of injuries @ifferent injury rates. To ensure access to
adequate resources required for studying theserdif€es, outcomes and evaluation must be
conducted.

Table 1. Injury Prevention Focus Topics
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Table 2.Emphasis or Goals of Injury Prevention Progams
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Table 3: Populations that Injury Prevention Grokpsus Efforts
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Following is the survey that was posted on Survenkéy:

1. Name of your program/organization:

2. Who is the contact person for your organizasiamury prevention activities?
Name: Telephone: email:

3. Do you (or your organization) have an injurgyention program or initiative?

Yes No
4. What are your injury prevention focus topics?
Agriculture Safety ATV Crashes Bike/Pedestrian Safety Spinal Cord Injury
Child Abuse Domestic Violence  Falls Suicide
Fire/Burns Firework Homicide Traumatic Brain
Injury
Motor Vehicle Poisoning Rape/Sexual Assault Water Safety

Other, please explain:

5. What is the emphasis or goal of your injuryvergion program(s) (check all that apply)?

Awareness Education Training Research
Policy
Data collection Evaluation Organizing events  Giving out products

Other, please explain:

6. What populations do you work with (check aldttapply)?

Infants Children Adolescents Young Adults Adults
Elderly

Males Females Gay/Lesbian/Transgender

White Black Multi-Racial Hispanic

Other, please explain:

7. What geographic location(s) does your prograwec (i.e. hospital district number, county, city,
township, northwest Indiana, etc.)?
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8. What other injury preventiaactivities exist in your community, if any?
9. May we contact you in the future for additiofeddback and to develop a statewide network afynj

prevention programs?
Yes No
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Appendix 14: January, 2008 SWOT Analysis
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ISDH Trauma System/Injury Prevention Program SWOT ANALYSIS 01/22/08
Background:

The Indiana State Department of Health (ISDH) wolaed in injury surveillance through the
Trauma System/Injury Prevention Program. Accestata from motor vehicle crash reports and
related databases is needed as part of a compnehanary surveillance system.

The development of injury surveillance at ISDH bega2002, with funding from a CDC Core
Injury surveillance and program development cogperagreement. However, that funding,
which primarily supported an injury epidemiologishded in 2005. Some limited funding is
being provided by the ISDH Maternal and Child Hedlkock grant to support an epidemiologist
(0.6 FTE) to work on injury data on a part-timeiba$hrough a change in state law, access to
Indiana’s hospital discharge database (properth@indiana Hospital & Health Association)
began in 2002. A comprehensive data analysisjofiés in Indiana was published in September
of 2005 and can be accessed through the ISDH veesits report analyzed Indiana injury
mortality data from 1999-2001 and hospital disckatgta from 2002. Data analysis is limited
by the fact that ICD-9-CM E-codes for defining exi@ cause of injury are optional in Indiana,
and only 55% of injury-related hospital dischargestain E-codes. An Injury Prevention
Advisory Council meets quarterly to assist the paogbut sufficient resources do not exist at
this time to maintain an active injury surveillarsysstem or to expand to implement programs
and education campaigns to reduce the toll of daghs and injuries in the state.

Work on development of an Indiana trauma systenamég May of 2004, with the formation of
an ISDH Advisory Task Force on Trauma System Dgyaknt/Emergency Preparedness (now
known as the ISDH Trauma System Advisory Task HofBlerough broad representation from
all seven hospitals with American College of Surge@ommittee on Trauma (ACS-COT)-
verified Level | or Il trauma centers, all 10 PubHealth Preparedness/Emergency Response
districts, and numerous other constituencies, npuobress has been made in discussing the
many issues pertinent to a statewide trauma system.

In 2006, the Indiana legislature passed SenatelEdract 284 (now P.L. 155 2006), which
provides ISDH with the authority to develop a staé@&ma system, including a state trauma
registry and a designation process for hospitatsaasna centers. This recent accomplishment is
fully supported by the Indiana EMS Program (locat&tthin the Indiana Department of
Homeland Security) and provides the framework falidna to move ahead with trauma system
development. While some funding was provided f@s #ffort through the HRSA Trauma-EMS
Program during 2004-06, no future HRSA fundinguaikable as that particular HRSA program
was eliminated. However HRSA hospital bioterrorisraparedness funding did support the
position of the contractual state Trauma Systemaddan (who began work at ISDH in April
2006) through the end of 2006. The Trauma Systenader is currently being funded through
the Office of Rural Health.

Strengths
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A newly developed focus on trauma system develop@ued injury prevention within
ISDH
- Aninitial injury surveillance system developedthva data report on injuries in Indiana
completed in 2005, accessible through the ISDH tebs
- Aninjury and violence prevention resource diregfoublished in 2005, available
through the ISDH website
- Numerous active partnerships throughout the state:
- Indiana Rural Health Association
- Indiana Injury Prevention Advisory Council
- Indiana Trauma System Advisory Task Force
- Indiana Farm Bureau Insurance
- Indiana Emergency Nurses’ Association
- Indiana Chapter of American College of Emergencysiiians
- Indiana Chapter of American College of Surgeon®mm@ittee on Trauma and
Emergency Medical Services for Children (EMS-C)
- Indiana Hospital and Health Association
- Indiana Department of Homeland Security, Fire ameEjency Medical Services
- Indiana Criminal Justice Institute, Traffic Recofivision
- Indiana Trauma Network
- National Association of State EMS Officials, TrauManagers Council
- Indiana Suicide Prevention Coalition
- Indiana TBI Advisory Council
- Indiana Adolescent Health Coalition
- Sexual Violence Primary Prevention Council
- ISDH Office of Rural Health
- Indiana Spinal Cord Brain Injury Research Board
- Brain Injury Association of Indiana
- The Trauma System Task Force is a vigorous and ctbethgroup, with broad
representation from numerous agencies and orgamsat
- The seven hospitals with ACS-COT Level | or Il trzaucenters geographically cover the
state fairly well except for northwestern Indiandaich relates to Chicago and
Southeastern Indiana, which relates to Cincinnadilaouisville. (Note: three hospitals
obtained ACS-COT verification since May 2004)
- A major increase in air medical transport captibsgiacross the state within the past two
years
- Anincrease in the number of counties with Parasiégliel EMS services in the state
- Trauma centers and Indiana ENA actively involvethjary prevention programs for
their communities and throughout the State
- Indiana ENA providing trauma training to ED nurseughout the state: In 2007, 800+
RNs received TNCC and 350 RNs received ENPC trginin
- Trauma video, “When Minutes Matter: Region 10 UdVv@rauma” produced by St.
Mary’s Medical Center in Evansville
- Statewide trauma registry, initial limited implentaton in 2007

Weaknesses
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Currently, ISDH has no state and very limited fedléfor trauma registry only) funding
sources to support injury prevention and traumé#esyslevelopment

Lack of staff dedicated to trauma and injury praien currently have 1.0 FTE
contractual Trauma System Manager, 0.6 FTE totairaotual injury prevention
epidemiologist, 1.0 FTE Trauma Registry Manageatésposition, currently vacant)
Lack of mandatory E-coding for injury-related hdapdischarges limits epidemiological
analysis of data and planning efforts

Lack of ED/Outpatient data from one Level | trauceater in the hospital discharge
database

Lack of rehabilitation data limits epidemiologicaialysis of data and planning efforts
and inhibits ability to calculate true costs olutraa and injury prevention in Indiana
Lack of linkages with databases, including hosmiatharge, traffic crash records and
EMS data, limits the scope of injury/trauma datalgsis

State trauma registry has limited participatiothé time

Without a more structured Trauma System/Injury Enéion Program at ISDH, it is
difficult to coordinate all of the statewide effeitb ensure a general acceptance and use
of accepted guidelines for trauma transport and,d¢arplementation of injury prevention
programs

Trauma system development and injury preventiorpeoteived as important issues in
Indiana, and education of legislators and the publnhecessary

Opportunities

(3) Opportunities for collaboration and improvementafta collection and analysis of injury

related to motor vehicle crashes have recentlyinecevident (CODES, Traffic Record
Steering Committee, state EMS database, state &raegmstry development)

(4) Much interest in state trauma system developmeshiraplementation from a wide

variety of stakeholders (represented on the Tra@yséem Task Force)

(5) The Trauma System Task Force recognizes the d¢ntngeortance of reliable, timely

injury data needed to develop a statewide traursgesy The state trauma registry is the
first step in this development

(6) There is now (2006) a nationally standardized tragiata dictionary and a national

model trauma system plan that can be utilizedammpihg and developing an Indiana
trauma system

Threats

1)
2)
3)

4)

Support by agency leaders is unclear at this time

Freeze on creation of new state positions

Inadequate funding/resources to support needethraystem development and
maintain injury prevention surveillance and prognaimg

No impetus for mandated E-codes of hospital digghdata

2008 Trauma/lnjury Prevention Events

1)

In-state trauma conferences:
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2)
3)
4)

5)
6)

7)

8)
9)

- Memorial Hospital, South Bend: March™2008

- Clarian Methodist Hospital, Indianapolis: Apt8", 2008

- Parkview Hospital, Fort Wayne: Ma${' 92008

- Wishard Hospital, Indianapolis: Novembd&t & 8", 2008

- Deaconess Hospital, Evansville: Novembél 415", 2008

Indiana Emergency Nurses' Association Annual Symupas June 18, 2008

National Child Passenger Safety Week: Februarte (itbal)

May is Elder Abuse Prevention Month, National Biafety Month, National
Motorcycles Awareness Month, National Trauma AwassnMonth, National EMS
Week (date tbd), National Safe Boating Campaigie(ttzd), Buckle Up America Week
(date tbd),

June is Fireworks Safety Month

September is Baby Safety Month, National Childhbgdry Prevention Week (date tbd),
Suicide Prevention Week (date tbd)

October is Domestic Violence Awareness Month, Netid-ire Prevention Week (date
tbd), National School Bus Safety Week (date thd)

November: Operation ABC (America Buckles Up Chealdl,

December ifNational Drunk and Drugged Driving Prevention Marfiafe Toys and
Gifts Month,
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Appendix 15: Draft 2005 Indiana Injury Prevention Plan
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INTRODUCTION

Injuries pose a public health issue with a major irpact on the lives of Indiana citizens.The
Indiana State Department of Health (ISDH) propdkesinjury Prevention and Control Plan for
Indiana that describes some major injury probleffessang Hoosiers. The Plan provides a
“blueprint” for individuals, organizations, and agges to use in facing this challenge to the
health and lives of Indiana residents.

Five goals were selected that address the injurysges of falls, motor vehicle crashes,
residential fires, poisonings, and suicideRelated objectives, action steps, and prevention
strategies are described in the Plafpages XX to XX). In Indiana, the unintentionalungs of
falls, motor vehicle crashes and poisonings acamlfdr more than 3 out of 4 injury-related
hospitalizations in 2002, and for 60% of unintenéibinjury deaths from 1999 — 2001. Suicide
accounted for 10% of hospitalizations and 20% pifrindeaths during the same time periods.

While there are certainly many injury issues tlegjuire consideration, the injury issues selected
for this Plan were based on an analysis of reledatd, of which some is extracted in this Plan
report. The companion report — “Injuries in Indian@rovides detailed information on a variety
of injuries affecting Hoosiers. Copies of both tBiste Plan and “Injuries in Indiana” can be
accessed through the ISDH websiterw.statehealth.in.gov/programs/injuoy by contacting

the ISDH Injury Prevention Program. The work of t8®H Injury Prevention Program is
supported by a cooperative agreement #U17/CCU52281the Centers for Disease Control
and Prevention (CDC).

BACKGROUND

Injury refers to damage to the body caused by exggmwith environmental energy that are beyond the
body’s resilience.' Injury may either be unintentional (accidental) iatentional (violence-related
including assault, homicide and suicide). For epi@na teenager who sustains a head injury while
participating in athletics is considered to haveuamtentionalinjury, while a teenager who takes an
overdose of acetaminophen as a suicide attemptdwmellcategorized as amtentionalinjury. Injuries

can lead to lifelong physical and emotional schiaionally, injuries (unintentional and intentiopalre

Unintentional injury accounts for the vast majofyinjury deaths and can be defined as deathdvimgp
injury or poisoning by unpremeditated measuresindliana and the United States, unintentional injar
the leading cause of death among persons 1 to&84 wed the 5leading cause of death overall.

Although injury deaths are significant, non-fatgliries happen more frequently and pose a serious
public health problem. Hospitalization and othexdisal care provided to the injured person produce
financial and economic burden on society. In teofmmedical treatment, loss of productivity and esg
and rehabilitation for those severely injured, @enters for Disease Control (CDC) estimates ttet th
financial cost of injuries exceeds $224 billion aally. Results from a CDC analysis in 2000 showed t
injury-attributable medical expenditures accouritedLO percent of total medical expenditures, arky
similar to percentages of other leading public theebncerns, such as obesity and smoking.
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The injury pyramid below provides a visualization of the reality that injuptated deaths are far
outnumbered by nonfatal injuries.

There are a variety of strategies that can be tefeetor preventing injuries and controlling the
effects of injuries. These generally fall withhrée categories: legal or policy changes, product
and environmental safety developments, and edurcatio

The data in this report was compiled by the ISDjrinPrevention Program staff. It should be
noted that the mortality data is based on a 3-geaod: 1999 — 2001. The hospital discharge
data is from 2002, the first year that this databsas made available to the ISDH.

Unintentional Injuries Through the Age Span

Children ages <1 (less than age 1 year) to 14 yeasunted for 8 percent (1405) of all unintentiona
injury hospitalizations in Indiana during 2002 xigifive percent of these were males. Infants yamehg
children are at increased risk for sustaining iegifrom motor vehicle crashes, falls, drowninggdj and
poisoning. Young children are exploratory in natanel curious about their environment. With limited
cognitive ability and physical coordination, chiddrare less capable of identifying and avoidingatens
environments.

Children and adolescents are more susceptible tormehicle crashes, bicycle crashes, pedestrian
injuries, dog bites, and suicide. This age groupftisn unable to judge if an environment is safé are
also more likely to demonstrate risky behavionsstated by impulse®

The leading causes of death among teens and yalurtg are motor vehicle injuries, drowning, suicide
and homicide. Consequently, teens are involveddlence more than any other age grdtsafe

driving skills only improve with experience in opéing a motor vehicle. Experimentation with or
involvement in illegal drugs or alcohol are alsgortant risk factors for injuries.

The leading causes of unintentional injury deatlrgradults (ages 20 to 64 years) are overwhelmingly
motor vehicle crash€§4.6%), followed by poisonings (12.4%rgely related to suicide attemptBalls
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are also of concern, emergiag one of the five leading causes of death begjatimge 35 years as the
4" leading cause of death, then becoming fAée2ding cause at age 55 years and the leading eaus
age 75 years.

The role of unsafe driving practices, failure toawa seat belt, or driving while intoxicated con#rto be
contributing factors to the toll of deaths and iiga related to motor vehicle crashes. Suicideicoas to
be among the top five leading causes of deathr{fory and non-injury causes) for age groups 2640
years. Homicide as a cause of death predominatés it5 to 34 year-old age groups.

Both physical and cognitive changes play a rolelder Americans' (65 years and older) susceptjitidit
motor vehicle-related injuries, falls, and suicid&s Americans age, their bones become more fragile
they experience problems with vision, their refeke@come slower and some are cognitively impaiyed b
depression or other mental illness. Although Anargcare living healthier, longer lives, facing the
reality of poor vision, limited mobility, the losg loved ones, and the development of chronic $nean

be devastating. Feelings of isolation and adjgstina less active lifestyle increase the riskuitige. )

INDIANA INJURY MORTALITY DATA

From 1999-2001, there were 10,143 injury-relateatiilein Indiana, an age-adjusted fatality rate5066
per 100,000 people compared to the U.S. rate @f 58mong these deaths, 63 percent (6,633) were
unintentional, making mortality by an unintentioiratent the 8 leading cause of death in Indiana.

As is typical for all injuries, males die from imjes more often than females (Figure 2). Injunality

rates vary through the age spectrum, being lownetstden 5 and 14 years of age, increasing from &ge 1
to 24 years, then decreasing somewhat until 65sy&faage, when a large increase begins (Figure 3).
Injury fatality rates are highest in African-Ameaits and less in Caucasians and Asians (Figureat)e T

1 lists Indiana unintentional injury deaths in ramller by mechanism of injury (Page 7).

Figure 1. Leading Causes of Injury Death, India889-2001
(Total Fatalities=10,143)
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Source: CDC, WISQARS

Figure 2. Fatal Injury Rates* by Sex, Indiana 129@-1
(Total Fatalities=10,143)

Source: CDC, WISQARS
*Rates are age-adjusted.

Figure 3. Fatal Injury Rates* by Age, Indiana 19981
(Total Fatalities=10,143)
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Source: CDC, WISQARS, Rates are age-adjusted.

Figure 4. Fatal Injury Rates* by Race, Indiana,-2091
(Total Fatalities=10,143)

Source: CDC, WISQARS
*Rates are age-adjusted.
**Rate is based on frequency less than 20 and dhmeiused with caution.

Table 1: Unintentional Injury Deaths, Rank Ordembgchanism, Indiana 1999-2001.

Mechanism Fatalities % Injury Age-Adjusted Rates
Deaths per 100,000

MV Traffic 2,750 41.5% 15.01

Unspecified 792 11.9% 4.41

Fall 786 11.8% 4.37
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Suffocation 524 7.9% 2.90

Poisoning 442 6.7% 2.44
Fire/Burn 283 4.3% 1.56
Other Land Transport 228 3.4% 1.25
Drowning 214 3.2% 1.16
Natural/Environment 120 1.8% 0.67
Other Specified, 99 1.5% 0.55
Classifiable

Pedestrian, Other 76 1.1% 0.42
Firearm 67 1.0% 0.37
Other Transport 65 1.0% 0.36
Machinery 59 0.9% 0.33
Struck by or Against 59 0.9% 0.32
Other Specified, Not 50 0.8% 0.28
Elsewhere Classified

Cut/Pierce 10 0.2% 0.05*
Pedal cyclist, Other 7 0.1% 0.03*
Overexertion 2 0.0% 0.01*
Total 6,633 100.0% 36.49

Source: CDC: Web-based Injury Statistics QueryRagorting System (WISQARS)
Note: *Rates that are based on frequencies less2Banay be unstable and should be used with
caution.

HOSPITALIZATIONS RELATED TO INJURY

While deaths are the most devastating outcomeecktatinjuries, the analysis of hospitalizations
related to injury provides additional useful infation. Although injury deaths are significant,
non-fatal injuries occur more frequently. Hospitation and other medical care provided to the
injured places a financial and economic burdenammnesy. In terms of medical treatment, lost
productivity and wages, and rehabilitation for thegverely injured, injury costs the United
States more than $224 billion annually.
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The source agency for the collection of hospitatkdarge data is the Indiana Hospital & Health
Association (IHHA). IHHA supported a recent chamgstate law allowing the ISDH
Epidemiology Resource Center to receive this datgdar 2002 and forward.

In 2002, there were a total of 779,332 Indiana tigoé hospitalizations. Among these, 12.5
percent (97,504) had an injury-related diagnosteddCD-9-CM 800-999) in any of 15
diagnosis fields. However, only forty-four percé48,106) had at least one supplemental
External Cause of Injury Code (E code). (EXPLAINCEdes here). This E coded portion of the
hospital discharge data was standardized for aisabgsed on recommendations from the Injury
Surveillance Workgroup of the State and Territolmgliry Prevention Directors Association
(STIPDA) leaving a total of 20,598 records that @vanalyzed for this report.

For the purposes of this report, injury-relatedditadizations is defined as records among
Indiana residents in which the principal reasonaidmission to a non-federal, acute care,
inpatient facility was an injury, including latefe€ts, but excluding adverse effects of
therapeutic drugs and adverse effects of mediggital care and the late effects of those
adverse effects. Note: this definition includesdmissions, transfers, and deaths occurring in
the hospital.

Highlights from an analysis of the Indiana hospitigicharge database are listed below:

Unintentional (“accidental”) injuries comprised pdrcent of all injury-related admissions. Ten
per cent related to self-inflicted injuries, 4% weassault-related, and 2% were of undetermined
intent. Hospitalizations for unintentional injurie®re 6 times more frequent than
hospitalizations for intentional injuries.

Of the five leading causes of injury resulting wshitalization, 46 percent (9,516) were due to
falls, 17 percent (3,283) were due to motor vehicéic-related incidents, 16 percent (3,285)

resulted from poisoning, 4 percent (746) were &ttwcor against injuries, and 3 percent (568)
were due to other transport injuries. Burns relétefires accounted for 1% of hospitalizations
(221).

Falls were the leading cause of unintentional inwspitalizations, composing 55% of
unintentional injury-related hospitalizations. v8eteen percent of all unintentional injury
hospital discharges were due to falls from slippingping or stumbling.

The great majority of motor vehicle traffic-relatedspitalizations involved motor vehicle
occupants (2,403 of 3,276 =73%). However, thegmates of other transport (568),
motorcyclists (398), bicyclists (248), and pedestsi (273) are also of concern.

Poisoning was the leading cause of self-inflictgdry hospitalizations, accounting for 93% of
this category of hospital admission. Suicide attentyy medication overdoses involved 1,997
persons. Among these, 38 percent resulted fromagbef tranquilizers and other psychotropic
agents. Another 26 percent were due to the uaealfjesics, antipyretics, and anti-rheumatics.
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Struck by or against is the leading cause of asgguty hospitalizations, comprising 32 percent
of all assault-related hospital discharges. Tweetgent of assault hospitalizations result from
unarmed fights or brawls. Another 17 percent tesulrom assault involving a cutting and
piercing instrument.

For Indiana, the leading mechanisms for unintemtiamjury hospitalizations were motor vehicle

traffic-related incidents (3,276), falls (9,501 gmalsoning (965), injury problems that have been
selected for incorporation into the State Plan.idagial fire burns are also included in the State
Plan because the Indiana death rate is higherthiganational rate.

Figure 5: Leading Causes of Injury-Related Hospitischarges, Indiana 2002
(Total Discharges=21,995)

Source: Indiana State Department of Health, Infigvention Program
Indiana Hospital Discharge Data, 2002
Note: Does not include the “Other” category, whisrel 1.

Table 2: Summary of Injury Hospitalizations by Maaism / Cause, Indiana 2002

Mechanism and Cause Uninten- Self Assalnitdeter-Other Total Percent Crude
*
tional Inflicted mined Rate
Cut/Pierce 156 65 147 4 0 372 1.7% 6.12
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Drowning/Submersion 21 0 0 0 21 0.1% 0.35
Fall 10,077 5 6 6 10094 45.9% 166.01
Fire/burn 506 8 11 3 528 2.4% 8.68
Fire/flame 223 6 0 1 230 1.0% 3.78
Hot object/Substance 283 2 11 2 298 1.4%  4.90
Firearm 130 35 212 51 5 433 2.0% 7.12
Machinery 205 205 0.9% 3.37
Motor vehicle Traffic 3,647 6 0 1 3654 16.6% 60.09
Occupant 2,693 2693 12.2% 44.29
Motorcyclist 433 433 2.0% 7.12
Pedal cyclist 78 78 0.4% 1.28
Pedestrian 259 259 1.2% 4.26
Unspecified 156 156 0.7% 2.57
Pedal cyclist, other 189 189 0.9% 3.11
Pedestrian, other 34 34 0.2% 0.56
Transport, other 639 0 0 639 2.9% 10.51
Natural/Environmental 272 0 1 273 1.2% 4.49
Bites and stings*** 0 0 0.0% 0.00
Overexertion 296 296 1.3% 4.87
Poisoning 1010 1997 2 433 0 3442 15.6% 56.61
Struck by, against 524 279 4 807 3.7% 13.27
Suffocation 51 9 1 1 62 0.3% 1.02
Other specified, 396 3 70 1 0 470 2.1% 7.73
classifiable****
Other specified, not 73 6 52 7 1 139 0.6% 2.29
classifiable
Unspecified 248 1 75 12 1 337 1.5% 5.54
All injury 18474 2135 855 520 11 2199800.0% 361.73

Source: Indiana State Department of Health, InRmgvention Program (Hospital Discharge

Data, 2002)

Note: Only one External Cause of Injury Code (Ee)ad presented per discharge.

Table 3: Leading Causes of Hospital Dischargesisnt, Indiana 2002
(Total Discharges=21,995)

Unintentional

Self-Inflicted

Assault

Undetermined

Cause

| Number

Cause

| Numbe| Cause

| Number | Cause |

Number
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Falls 10077 Poisoning 1997 | Struck by | 279 Poisoning| 433

MV 3647 Cut/Pierce | 65 Firearm | 212 Firearm 51

Traffic

Poisoning| 1010 Firearm 35 Cut/Pierc | 147 Fall 6
e

Other 639 Suffocation| 9 Fire/Burn | 11 Cut/Pierce 4

Transport

Struck by | 524 Fire/Burn 8 Fall 6 Fire/Burn | 3

or

Against

All 2577 All Others | 21 All 200 All Others| 23

Others Others

Total 18474 | Total 2135 Total 855 Total 520

Source: Indiana State Department of Health, Infigvention Program
Indiana Hospital Discharge Data, 2002

Figure 6: Age-Specific Injury Hospitalization RategLeading Causes
Indiana 2002
(Total Discharges=21995)
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The Injury Prevention and Control Plan for Indidoeuses on several selected injury problems,
as a starting point for the work that needs todmmmplished. These injury problems are:

FALLS

MOTOR VEHICLE CRASHES
RESIDENTIAL FIRES
POISONING

SUICIDE

To impact the morbidity and mortality associatethwalls, motor vehicle crashes, residential
fire burns, poisonings, and suicide will requirdlaooration by many agencies and

organizations; continued education of the publeglth care providers, partner agencies and
organizations; and consideration of environmerdafdty measures that can be implemented.

FALLS

Falls are the third leading cause of unintentiomairy deaths in Indiana, resulting in 768 deaths
from 1999-2001; 75% of these deaths were amon@psg185 years and older. Falls are a
problem that largely impact children, being the hemsnmon cause of unintentional injury, and
the elderly, where they are the leading causejofyirdeath.

Children are more susceptible to death when thigfréen high elevations and when they
sustain head injury from contact with hard objesttsh as concrete surfaces. The majority of
falls among children happen in the home, affectirany children age 4 years and under, and
children ages 5 to 14 years to a lesser extenildr€h fall from windows, down stairs, off
furniture, and from bicycles and outdoor play equgnt.

Falls in older adults are a result of both persama environmental factors. Personal factors
include gait and balance, muscle weakness, liroitatof daily living activities, visual problems,
lack of physical activity, and the effects of pn@gstton drugs. Environmental factors include
potential hazards in the home such as loose rhggtisence of railings on stairs or grab bars in
the bathroom, and poor lighting.

The most common fall-related injuries in the elgente fractures involving the hip, spine, or
forearms, with hip fractures being the most seriaugsrms of disability and sometimes death.

Figure 7: Fall Fatalities among Persons Over Ag¥&ars by Sex and Age, Indiana 1999-2001.
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Source: CDC, WISQARS
Note: Female rates for ages 35-64 years are basfddquencies less than 20 and are not
statistically significant.

Goal A. Reduce fall-related injuries and deathgaang children and older adults.

Objective #1. By 2010, decrease hospitalizatidrie@elderly related to falls by XX%, in
collaboration with the Indiana Office on Aging.

Indiana death rate from falls, 2001: 4.4.
U.S. death rate from falls, 2001: 5.3. (Fromsfall 65-84 year-olds.: 20.3)
Healthy People 2010 goal: 3.0 (all ages)

Action Step 1.A: Support community programs tovide education and in-home safety
assessments that reduce the risk of falls.

Action Step 1.B: Work with community programs tdetenine funding sources that can assist in
modification of residences of the elderly.

Action Step 1.C: Promote supervised exercise progrthat improve strength, balance, and
coordination in the elderly

Action Step 1.D: Promote methods and informatlaat prevent osteoporosis.

Objective #2: By 2009, reduce the number of ckitddpoelow 4 years of age hospitalized related
to falls by XX%.

Baseline: in 2002 HP 2010 goal:

Action Step 2.A: Promote and monitor fall preventin young children in collaboration with
providers of child health care.
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Action Step 2.B: Promote awareness of child sgiedgucts for use in the home and safety
practices to prevent fall injuries to young childre

Action Step 2.C: Disseminate information throughdraeoutlets to promote the prevention of
falls in young children.

Action Step 2.D: Serve as a clearing house fordaioation, development, and distribution of fall
prevention educational materials.

Action Step 2.E: Work with communities and city qoi&rs to disseminate information on safe
playground surfaces and equipment.

Action Step 2.F: Support policy changes for higseruildings and apartments that would
require the placement of window guards.

Prevention Strategies for Falls

Facilitate distribution of fall injury preventiordacational resources and media messages
through community networking.

Facilitate coordination of efforts related to fptevention by various statewide organization,
coalitions, and networks.

Serve as a point of contact by organizations amaar& working to promote adoption and/or
enhancement of playground safety and equipmendatda and policies.

Promote community adoption of playground safety equipment standards.

Promote the use of safety equipment in the honveetisas awareness of injury hazards.
Safety Messages Focused on Young Children:

Use safety gates (both at the top and bottom ofastgs) if young children are in the house.
Do not place chairs and furniture near windows.

Place window guards on all windows beginning atsyeond story of a residence.

Do not use baby walkers.

Constant supervision of young children is needsgeeially when they are climbing on furniture
or playing in areas of the house or yard where falé possible.

Infants should be secure (strapped) when on a anguaple.
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Playgrounds should have surfaces that can abserghtick of falls. This includes materials such
as wood chips, shredded rubber and sand).

Elderly:

(To be added).

Selected websites for more information

National Center for Injury Prevention and ContneYw.cdc.gov/ncipc
American Academy of Pediatriggvw.aap.org

Safe USAwww.cdc.gov/safeusa

National SafeKids Campaigmww.safekids.org

American Association of Orthopedic Surgeons

Tool Kit to Prevent Senior Fallsww.cdc.gov/ncipc/pub-res/toolkit/toolkit.htm
Consumer Product and Safety Commissionwv.cpsc.org

Riley Hospital for Childremvww.rileyhospital.org/kids1st

MOTOR VEHICLE CRASHES (MVC)

From 1999-2001, there were 2,750 motor vehiclditra¢lated fatalities in Indiana, an average
of 916 Hoosiers each year. This is the leadingean injury death for persons

1 to 64 years. Males generally have a higherifatate related to motor vehicle traffic
incidents than females. Failure to use safetyamds, especially among children, and alcohol-
impaired driving contribute significantly to moteehicle injury and death. Among all Hoosiers
fatally injured as a result of a motor vehicle demts, 58% were unrestrained. Among Hoosiers
less than 16 years old and fatally injured, 45%eweat properly restrained. According to the
Indiana 2003 Youth Risk Behavior Survey, 11% ohterarely or never wore safety belts and
28% rode with a drinking driver in the past tweiienths.

Mandatory seat belt laws apply to all front seatupants and all rear seat passengers under age
12 years. Indiana practices primary enforcemehichvallows police officers to stop a vehicle

for the sole purpose of not using a seat belt. &rape of lap and shoulder belts could prevent
approximately 60% of motor vehicle-related deaths.

Figure 11. Motor Vehicle Traffic Deaths by Sex agk, Indiana 1999-2001
(Total Motor Vehicle Traffic Fatalities for Indiara,750)
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Source: CDC, WISQARS

Motorcycles as a Special Concern

In 2001, more than 3 thousand deaths occurredrrsyoamong motorcyclists, accounting for 8
percent of all fatalities, 9 percent of motor védicccupant fatalities, and 2 percent of all
occupants injured. Recent analysis shows thatuh#er of motorcyclists killed on United
States highways is on the rise, a trend that begaf97. Since that time, fatalities have
increased more than 50 percent. Although thisa®e in evident in all age groups, the largest
percentage increases are among persons underelod 49 years. iv

Motorcyclists in Indiana were involved in XX crasheesulting in XX injuries and 332 fatalities
from 1997-2001. Among the fatalities, there w&faercent increase, and 59 percent were
motorcyclists under age 40 years.

The use of helmets plays a major role in reducigoncycle-related fatalities and injuries.
However, based on the National Occupant ProtetigmSurvey (NOPUS), there has been a
significant increase of nonuse among motorcycDPUS is an observational survey of
motorcycle helmet, safety belt, and child safegt ssse implemented by the National Highway
Traffic and Safety Administration (NHTSA). Helm&te among operators fell from 71 percent
in 2000 to approximately 58 percent in 2002. NHT&Amates that helmets used in 2001 saved
the lives of 674 motorcyclists, are 29 percentcti¥e in preventing fatal injuries, and are 67
percent effective in preventing brain injuries, @fhis common injury sustained when involved

in a motorcycle incident. Among all fatalitieslmdiana during the five-year period (1999-
2001), only 18 percent were wearing a helmet.

Goal B. Reduce the toll of motor vehicle crasimeteen-age drivers.

Objective # 3: By 2010, reduce the number of destiisens secondary to motor vehicle crashes
by XX%, in collaboration with agencies and orgatimas with a similar goal.

Baseline: 2001 HP 2010 goal:
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Indiana death rate from MVC, 2001: 15.1
U.S. death rate from, MVC, 2001: 14.9. Death f&e-24 year-olds, 2001: 26.3
Healthy People 2010 goal: 9.2

Action Step 3.A: Support the initiative for a stédes requiring the use of seat belts in trucks.

Action Step 3.B: Support the work being done bytipld organizations to impact teen-age
drinking and driving.

Action Step 3.C: Facilitate efforts and researchwaluate the impact of motor vehicle policies
on teen driving behaviors and injuries so as taetgyvor modify policies affecting such injuries.

Action Step 3.D: Work with agencies and organ@agito encourage teenagers to use seatbelts
every time they drive or ride.

Prevention Strategies for Motor Vehicle Injuries
Promote public awareness of appropriate child aegtuse.

Promote use of safety belts for adults and adofgscas the single most effective occupant
protection device in vehicles.

Promote the concept of “Don’t Drink and Drive”.

Selected Websites

American Academy of Pediatrigavw.aap.org

Buckle Up America

Centers for Disease Control and Prevention, NakiGeater for Injury Prevention and Control at
www.cdc.gov/ncipc

Consumer Products and Safety Commissi@rw.cpsc.gov

US Department of Transportation

National SAFEKIDS Campaign atww.safekids.org

Indiana SafeKids

Indiana Criminal Justice Institute

RESIDENTIAL FIRES
Goal C. Reduce residential fire deaths

Objective #4: By 2010, reduce the number of retdidefire deaths by XX%.
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Indiana residential fire death rate, 2001: 1.7
U.S. residential fire death rate, 2001: 1.2
Healthy people 2010 goal: 0.2

In Indiana fire-related injuries are among the fieading causes of unintentional injury deaths
for each age group. It is the second leading caligaintentional injury death among Hoosiers
agesl to 4 and 55 to 64 (based on 2001 data).

From 1999-2001, 283 persons in Indiana sustainathamentional fatal fire-related injury at an
age-adjusted rate of 1.56 per 100,000 populatidns figure is higher than the national fatality
rate of 1.23 per 100,000 population. Since 1999iaima fatality rates have been consistently
higher than those of the United States. (Figurg 21.

Figure 21: Unintentional Fire-Burn Fatality RatEsiited States and Indiana, 1999-2001.

Source: CDC, WISQARS

Figure 23: U.S. Fire-Related Fatality Rates by Begi

For Indiana, the number of fire-related deathdifgd by age and sex are too small to make
meaningful rate comparisons. However, fires renadading cause of unintentional injury
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death among children O to 14 years nationally. yidnengest children are at the greatest risk.
Children age 5 years and younger are more thare tagdikely to die in a fire compared to all
other age groups. More than half of those whardtbis age group are asleep at the time of the
fire, and another one-third are too young to reagropriately. Since 1999, there have been
thirty-three unintentional fire fatalities (12 pent of all unintentional fire-related injury deaths
among children 5 years and younger in Indiana.

Rates are consistently higher for males than forales. From 1999-2001, males in Indiana
accounted for 63 percent (2.34 males per 100,0090lpton) of unintentional fire fatalities
compared to 37 percent (1.24 females per 100,0p0laton) of females.

Residential Fires

Residential fires are more common and cause mathsiéhan any other type, accounting for
approximately 85 percent of all fires in the Unitehtes. v For 2001, the most recent mortality
data available, 3,796 persons died in the UnitatkeStfrom residential fire-related injuries,
accounting for seventy-four percent (2,813) of-fietated deaths.

In Indiana, considering both unintentional andmtitenal fire-related deaths from 1999-2001, 65
percent (209 out of 321) were residential, resgliman age-adjusted fatality rate of 1.15 per
100,000 population. This figure is slightly higliean the national age-adjusted rate of 1.03 per
100,000 population.

In nearly 40 percent of residential fires in theitda States, alcohol is involved (source) and
victims die primarily of smoke inhalation or toxgases instead of burns. Residential fires peak
during the winter months of December through Fetyrumtime when heating equipment such as
fireplaces, space heaters and wood stoves arenusgidrequently in the home.

(Prevention Strategies and websites to be added)

POISONING

Poisoning is defined as the ingestion of or contattt a substance that produces toxic effects
and results in bodily harm. A substantial numkfiggassoning deaths result from intentional
behaviors, primarily suicide attempts. From 19982 nearly one-fourth of all poison-related
deaths in the U.S. were intentional, compared &b 86Indiana.

Children under 6 years represent more than 50%isbp exposures, and account for 55% of
the poisonings managed by the Indiana Poison Cdaterg 2001 and 2002. Two-year-olds
make up 20% of these exposures, followed by one-giels at 17%. The most common poison
exposures for children are the ingestion of houskpmducts such as cleaning substances, pain
relievers and personal care products.
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Figure 9: Poisoning Fatalities by Sex and Age,dndi1999-2001.

Source: CDC, WISQARS
Note: Data Points with patterned dots have ratesdan frequency of 20 or less and are
unstable.

Goal D: Reduce poisonings in young children amtse

Objective #5. By 2009, decrease the number ofitedsgimissions related to poisoning by
XX%.

Baseline: in 2002 HP 2010 goal:

Indiana death rate from poisoning, 2001: 6.3
U.S. death rate from poisoning, 2001: 7.8
Healthy People 2010 goal: 1.5

Action Step. 5.A. Collaborate with the Indianagem Center in working on strategies to reduce
poisonings in young children.

Action Step.5.B. Collaborate with the Indiana SdecPrevention Coalition and the Indiana
Poison Center to reduce the incidence of teenagnsipting suicide by an overdose of
medications.

Prevention Strategies for Poisonings
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Promote household poison safety by locking up atiéptially poisonous household products and
medicines and keeping them out of sight and re&chitaren.

Keep all household products and medicines in t@ginal containers with original labels.
Always read labels before using household prodaratsmedicine and follow directions exactly.

Purchase and use household products and medicatioh#d resistant containers whenever
possible.

Promote public awareness of services provided ligopacenters. Call the national poison toll-
free hotline (800-222-1222) if someone has beaomact with a possibly poisonous product.

Educate children and families in their communiibsut poison safety.
Avoid involvement with illegal drugs such as metdma@amine.
Support the use of carbon monoxide detectors inaaties.

See the next Section on Suicide Prevention Steddgr poisonings related to suicide attempts.

Selected Websites

Indiana Poison Centewww.clarian.org/poisorcontrol

American Association of Poison Control Centers (AAP
www.1-800-222-1222/info/poisonHelp.asp

Poison Prevention Week Coungilww.poisonprevention.org

National Inhalant Prevention Coalitiomww.inhalants.org

Partnership for a Drug Free Amerigavw.drugfreeamerica.org/inhalants.html

Office of Pesticide Programsww.epa.gov/pesticides

SUICIDE

Mortality due to suicide accounts for approximat&dy000 lives in the United States and more
than 700 each year in Indiana. More than 264,00@raans were treated in U.S. hospital
emergency departments after attempting to take t¢iwven lives, and many suicides or suicide
attempts go unreported. Each day two people imajiand eighty-four people in the United
States, commit suicide. Suicide ranks 11th as aecatideath, while homicide ranks 14th; it is
not widely known that more people die from suidllan homicide.
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Suicide rates are higher with increased age antighest among Americans 65 years and older,
especially affecting men. Suicide also dispropodiely affects our youth, ranking as the third
leading cause of death in 10 to 24 year-olds. Matedour times more likely to commit suicide,
whereas females attempt suicide more often by tiagesf poisons. There is a shift in the
methods used to commit suicide in that hangingitepth suffocation has surpassed firearms in
10 to 14 year-olds, although suicide by firearmd suffocation combined accounts for about
90% of suicide deaths in 10 to 19 year-olds.

Risk factors associated with suicide include dejpogs alcoholism, a recent move, an upsetting
end to a relationship, exposure to a non-suicidhder recent loss, and a history of previous
suicide attempts. Adolescents may show signs amgp®ms of depression, which are often
overlooked by family members, school personnellawlth care providers.

Figure 10. Suicide Deaths by Sex and Age, Indi&8912001
(Total Suicide Fatalities=2,026)

Source: CDC, WISQARS

In 1999, the Surgeon General’s Call to Action tevent Suicide outlined suicide prevention
strategies grouped under the “umbrella” term AlMvgkeness, Intervention and Methodology).
Awareness seeks to appropriately broaden the psiblicareness of suicide and its risk factors.
Intervention refers to the enhancement of necessaryces and programs.

Methodology refers to advancing the science ofidaiprevention. Suicide has been identified
as a major public health issue and the Surgeonr@kmas called for a public health approach to
address it.

The Indiana Suicide Prevention Coalition has dgstiba comprehensive Suicide Prevention
Plan for Indiana, which is available at:

www.indianasuicidepreventioncoalition.ord his website provides links to other websites
involved in suicide prevention.
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Information on suicide prevention within Indiandnsols is available through the publication
“Suicide: Students at Risk-A Suicide PreventiondRese Guide for Schools” developed by the
Indiana State Dept of Health and the Indiana Depamt of Education.

There are a number of tools that can be used &sasepression and the potential for suicide.
The availability of crisis intervention servicegtlnes, and easy access to mental health

providers can impact the problem of suicide in &mdi. All communities should become aware
of what can be accomplished to prevent suicidéeir tocale.

Goal E. Through collaboration with the Indianackde Prevention Coalition (ISPC), reduce
suicide deaths in Indiana.

Objective # 6: By 2010, reduce the number of ®énide deaths by XX%.

Baseline: 743 deaths in 2002, rate of 12.1 HP 2010 goal:

#Action Step #6.A: Support the ISPC state planrevent suicide.

Action Step #6.B: Support community training fecognition of at-risk behavior and
intervention for persons with such behavior.

Action Step #6.C: Promote screening for depresamahrisk of suicide in a variety of health
care settings.

Suicide Prevention Strategies

Work with community or regional suicide preventicralitions to address the issues relating to
youth suicide.

Educate all young people, family members and scperonnel about suicide risk and how to
respond.

Know the warning signs of suicide.

Talk to teens about depression and suicide. Eageueens to let an adult know when their
friends may be depressed or suicidal.

Remove firearms from the household.

Ensure access to clinical services for evaluatmhrmanagement of teen depression and suicide
ideation.
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Use a variety of media outlets to promote suicig@ntion messages.
Support initiatives that prevent bullying.
Train gatekeepers in screening teens for depressidrsuicide.

Publicize crisis intervention services and suididdine availability.

Selected Websites

Stop a Suicide Todayfvw.stopasuicide.oig

American Association of Suicidologw{vw.suicidology.or

Suicide Prevention Resource Centew{v.sprc.org

The American Foundation for Suicide Preventiamv(v.afsp.org

National Organization for People of Color Againsictde (opcas.com

SA/VE - Suicide Awareness/Voices of Educationviv.save.ory

Suicide Prevention Action Network{vw.spanusa.oig

Reporting on Suicide: Recommendations for the Media
(www.afsp.org/education/recommendations/index.htmi

National Strategy For Suicide Preventigsiw.mentalhealth.org/suicideprevention/strategy).asp
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