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NH EMS Medical Control Board

MEETING MINUTES (Approved)

November 15, 2018

9:00AM

Richard M. Flynn Fire Academy
Classrooms 5 & 6, Dormitory Building
98 Smokey Bear Blvd., Concord, NH 03301

Quorum: 8 members required

Members present:
Joey Scollan, Chair; Kenneth Call, John Freese, Nicholas Larochelle, Joshua Morrison, Andrew
Seefeld, James Suozzi, Thomas Trimarco, and Harry Wallus (9)

Members absent:
Trevor Eide, Frank Hubbell, Patrick Lee, Michelle Nathan, and Brian Sweeney (5)

Pending member: Dr. Robert Rix (will be taking the place of Nicholas Larochelle, Region 4) (1)

NH FST&EMS Staff:
Bureau Chief Justin Romanello; Captains Vicki Blanchard, Kathy Higgins-Doolan, and Chip
Cooper (9:55); Joanne Lahaie, Rachel Horr, and June Connor (minutes) (7)

Guests:

Derick Aumann, Craig Clough, Nathan Denio, Steve Desrosiers, Jeff Dropkin, Jim Elder, Jeanne
Erickson, Steve Erickson, Christopher Gamache, Fred Heinrich, Michael Kelley, Aaron Mclntire,
Brian Nicholson, Clay Odell, Jason Preston, Maureen Quirk, Anna Sessa, Jeffrey Stewart, Candace
Tierney, John Chisholm, and Doug Devine (20)

. Welcome
a. Introductions / Disclosures / Membership...Meeting called to order at 9:10AM.
e Dr. Robert Rix was introduced; he is the new EMS medical director at Concord Hospital
and will be replacing Nicholas Larochelle once Region 4 submits his nomination letter.
Dr. Larochelle must also submit a resignation letter.
e Two additional members of the MCB (Lee and Eide) have not been able to attend the
meetings in 2018; they were both contacted this morning via email by June Connor.

* Regional representation on the MCB:
Region 1: Call and Trimarco
Region 2: Lee, Nathan, Scollan, Suozzi, Sweeney
Region 3: Eide, Freese, Wallus
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Region 4: Seefeld, Morrison, Larochelle
Region 5: Hubbell
b. POST MEETING NOTE: The MCB voting members inadvertently forgot to vote to ratify
Tom Trimarco’s renewed term representing Region 1; this must be done at the January
meeting, retroactive to November 30, 2018.

Il. Approval of the minutes
Motion made (Call/Morrison) — to approve the minutes, with an attendance correction made,
from the September 20, 2018 MCB meeting, passed unanimously.

lll. Division / Committee Reports
a. Bureau of EMS and Division updates

Bureau Chief Justin Romanello reported:

e EMS Rule changes: 4 public hearings were held; attendance was low. Some comments
were emailed. After meeting with attorneys and determining that there will be no
substantive changes, the rules will then go to the Coordinating Board for approval.
These rules will be a foundation for future needed changes.

¢ Protocols public hearing: No one attended; these will move on the CB this afternoon,
November 15, 2018.

e NHTSA report: The final report was submitted. BC Romanello will make available
a summary of the report within the next 2 months. This report, combined with
information gleaned from the ACS 2016 assessment and all of the town hall meetings
that were held in 2017 will drive future plans for the Bureau of EMS, the Division, and the
EMS system in NH as a whole for the next 5 — 10 years.

e Bureau of EMS re-organization: The 16 existing positions have been adapted to meet
current needs; at this time, there is no budget for additional positions.

0 New sections of the BEMS: Special Projects (Liza Burrill) and Educational Delivery.
The Bureau will be augmenting training in the state, with a focus on initial programs,
standardized programs (TCCC, TECC, ALS), and continuing education.
Teleconferencing will be utilized to reach as many people as possible in the state;
facilitators will be needed at each site.

0 An announcement was put out that instructors with EMS backgrounds were needed;
please contact BC Romanello if you know of anyone that meets these
requirements.

0 Link to updated staff directory:
https://www.nh.gov/safety/divisions/fstems/staffdirectory.html

o It will take at least 6 months to prepare for this new direction.

e EMS Bulletins: These will start on January 1, 2019 as a way of disseminating information
about what is going on in the Division.

e DERMIS: The User Management contract is finally moving forward, and the new system
should get going in about 6 months. The result of this new system will be to free up staff
in the Bureau to concentrate on other things.



https://www.nh.gov/safety/divisions/fstems/staffdirectory.html
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b. Coordinating Board update
e Frank Hubbell was not present; no report on the September 20™ meeting.
e The next CB meeting will be held this afternoon, November 15, 2018 at 1:00PM.
e Here is the link to the minutes for CB meetings:
https://www.nh.gov/safety/divisions/fstems/ems/boards/coordinating/cbminutes.html

c. Trauma Medical Review Committee update
e Kenneth Call gave the report for the October 17, 2018 TMRC meeting.
. nghllghts of the meeting:

*

The pre-hospital hospital capabilities information continues to be refined.

The rehabilitation report emphasized the need for relying more on vestibular
certified therapists to help with patients in the ER; Chair Murphy asked for more data
about rehab services are being utilized in the state.

The group was informed that 13 critical access hospitals in NH are able to take rehab
patients in an effort to allow more acute care hospitals to concentrate on patients
with more severe issues; transportation and communication remain stumbling blocks
to this becoming a reality.

Though suicide data was not yet available from the Medical Examiner’s Office, drug
data indicated that NH has secured the #2 spot in the entire country.

The group discussed posting more trauma related lectures given at hospitals around
the state on the Division’s YouTube site.

The TMRC will be voting on the 2019 NH Trauma Plan at the next meeting.

Gerard Christian updated the members on the progress of the Trauma Registry and
will present the latest version at the December meeting.

Reviews coming up: Concord and Elliot (ACS Level Il and Pediatric Level Ill) and
Exeter sometime in 2019 for a State Level lll and Pediatric Level IV.

Frisbie, Speare, and CMC are in the “wings” for 2019/2020.

The members are working through the issues involved with running more
procedurally correct meetings.

e The next meeting of the TMRC is scheduled for December 19, 2018 at 9:30AM.
e Here is the link to the minutes for TMRC meetings:
https://www.nh.gov/safety/divisions/fstems/ems/boards/traumamedicalreview/trauma

minutes.html

d. Drug Diversion Task Force final report (see attachment)

Jeffrey Stewart was on hand to answer questions about the final report that was emailed to all of
the MCB members. Page 7 of the report listed recommendations as to what the committee
could do in the future. After discussion, the members endorsed the recommendations listed as

follows:

Section A) Continue the Task Force with the purpose of monitoring the on-going processes and
situation and adjust frequency of meetings and objectives as necessary or directed by the
Mediical Control Board. Suggested additional areas for further work include:


https://www.nh.gov/safety/divisions/fstems/ems/boards/coordinating/cbminutes.html
https://www.nh.gov/safety/divisions/fstems/ems/boards/traumamedicalreview/trauma_minutes.html
https://www.nh.gov/safety/divisions/fstems/ems/boards/traumamedicalreview/trauma_minutes.html
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a. Assess for compliance with and implementation of the UCDC Education component and
make any recommendations for improvement as identified.

b. Review current rules/regulations since last JLCAR update and make recommendations to
address any gaps identified.

¢. Develop metric recommendations as it relates to reported incidences and the involved
agencies.

d. Assist with the EMS Provider Education NHOODLE process.

e. Develop in collaboration with the NH Hospital Association’s Pharmacy Group a unified /
best practice for Hospital Pharmacy -EMS Agency distribution, utilization, and
replenishment of controlled substances.

A motion was made (Trimarco/Suozzi) - fo support the continuation of the Drug Diversion
Task Force, based on the recommendations listed above, copied from page 7 of the Drug
Diversion Task Force final report, passed unanimously.

IV. Protocols
Exception Protocol: Chair Scollan spoke about a letter submitted by the Pelham Fire
Department from Brian Campbell. The exception had to do with treating an adult female for
respiratory distress using the pediatric guidelines in the respiratory distress protocol; the
outcome was good.

Letter from President William McQuillen, PFFNH: The letter expressed opposition about
the need to call Medical Control prior to administering benzodiazepines. The members
discussed having it in the protocol for a year to see how it worked out; the concern was
about benzos being overused and that calling medical control would not interfere with
critical timing. Several guests sided with PFFNH, stating that “waiting for a year” was not the
way other protocols involving medication administration have been dealt with in the past
and that TEMSIS data should indicate its success or failure. The members still felt that this
was a unique protocol and that there was still a lot of unfamiliarity with benzos being given
for anxiety in a pre-hospital setting. Dr. Trimarco emphasized that the use of this medication
can be somewhat provider / somewhat institutional dependent and that benzos are often
not the preferred medication for an anxious patient. BC Romanello added that this protocol
is a step in the right direction for providers; there is still much room for improvement in
terms of educating medical staff about just what it is that EMS providers do.

Chair Scollan concluded the discussion by stating that this subject should be part of a rolling
discussion over the next year. She will also respond to PFFNH.

Vicki Blanchard submitted this report on the protocols discussed at this meeting:
Behavioral Emergencies - Adult & Pediatric:

Reformatted to include Anxiety Management, Resistant or Aggressive management and
Violent and/or Excited Delirium management. The Resistant or Aggressive management
and Violent and/or Excited Delirium management are under the EMT/AEMT level and
instruct the providers to attempt verbal de-escalation then advise the EMT or AEMT to seek
paramedic intercept and refer to the Restraints Protocol. At the paramedic level under
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anxiety management, the option of calling Medical Control for administration of a
benzodiazepine was added. This brought much discuss as the paramedics did not feel it
necessary to have to call medical control in order to give a medication they are already
allowed to give for anxiety if they were using CPAP. The Medical Control Board’s consensus
was to not change these orders, feeling treating anxiety is different than a resistant or
aggressive behavior and wanted to be involved in the decision making process initially. They
did not view it as an insult but as a way to gauge the need for its presence and degree of
use.

There was discussion about whether the benzodiazepines could be given orally (PO) and if
the pediatric dose for ketamine should be 4mg/kg and not 2 mg/kg. Blanchard is to check
with Pharmacist Flynn and adjust the protocols accordingly.

Restraints - Adult & Pediatric:

Reformatted to align with the Behavioral Emergencies for Resistant or Aggressive
management and Violent and/or Excited Delirium management. Under Resistant or
Aggressive Management, the benzodiazepine doses were updated to ranges. Under Violent
and/or Excited Delirium, lorazepam and diazepam were added to the benzodiazepines that
can be given with ketamine; previously it was only midazolam. Additionally, Haloperidol was
moved to the end of the algorithm to be used after ketamine and benzodiazepines.

Hemorrhage Control - Adult & Pediatric:

New protocol to replace the Tourniquet Procedure. The new protocol utilized the Tactical
Combat Casualty Care (TCCC) and Tactical Emergency Casualty Care (TECC) techniques of
hemorrhage control: direct pressure, limb tourniquet, wound packing, junction tourniquet,
fluid resuscitation and tranexamic acid, as needed.

Obstetrical Emergencies:
Definition of postpartum hemorrhage updated to “active bleeding after uterine massage and
oxytocin administration”. Tranexamic acid added for postpartum hemorrhage.

Continuous Positive Airway Pressure (CPAP):
Contraindications broken out into absolute and relative and agonal respirations added to
absolute contraindications.

12-Lead ECG Acquisition:
Additional indications and minor grammatical changes as well as, for isolated ST depression
to consider a posterior ECG and for a suspected inferior Ml to consider a right sided ECG.

Capnography:

Overdose/poisonings added to indications. Sedation and/or ineffective breathing added to

reasons for elevated ETCO2. New bullet in PEARLS regarding using capnography with CPAP.
Vascular Access via Central Catheters:

This protocol requires additional education if it is going to be used. The training is given by

an EMS Unit's Medical Resource Hospital’s nurse educator experienced in the use of central
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catheters. In the past the Bureau of EMS had provided a power point training program
however hospitals have their own training programs. The protocol was changed to the
Bureau of EMS and Medical Control Board would provider learning objectives that can be
incorporated into the hospital’s programs.  This protocol was tabled until the learning
objectives are written.

The following had no changes:
Airway Management Adult & Pediatric
Cricothyrotomy - Percutaneous
Endotracheal Tube Introducer “Bougie” — Adult
Nasotracheal Intubation
Orotracheal Intubation
Suctioning of Inserted Airway
Supraglottic Airways — Adult & Pediatric
Tracheostomy Care
Ventilator
Intraosseous Access
Tasers

A motion was made (Morrison/Larochelle) - fo approve the protocols with changes to
behavioral emergencies and anxiety as pharmacy recommends for the PO benzodiazepines
and with potential changes to the pediatric IM ketamine dose to increase it from 2 mg/kg to
4 mg/kg, additionally, the central catheters protocol will be tabled until learning objectives
can be written, passed unanimously.

V. Old Business
a. Cardiac Arrest / CARES update
John Freese reported.

e Frisbie is now overseeing the project. John Freese will take over as state coordinator on
January 1, 2019. 17 hospitals still need to be brought onboard, and this will be done
over the course of the next month.

e Dr. Freese thanked the administration staff at Frisbie for their support of this project.
2018 has been a transition year to train and find funding for the subscription fee. Tom
Ray and the Medtronic philanthropy will be funding this in 2019.

e Jim Suozzi added that 911 is very interested in implementing the dispatch module, and
he asked Dr. Freese to keep this on his radar.

b. Poison Control and 911
No additional information. This item can be removed from the agenda for the January
17, 2019 meeting.

c. Shelter Care provided by EMS
BC Justin Romanello reported that this is still a work in progress.
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d. Role of Medical Director within the MRH
December 14" and 18" stakeholder meetings have been scheduled.

VI. New Business

a. Pre-hospital physician certification

Joshua Morrison informed the group that there is a workgroup for this topic on the
Coordinating Board. The group initially focused on whether or not physicians would have to be
licensed versus certified and has not yet dealt with requirements and what that would entail.
Oversight and scope are also pre-hospital concerns that need to be addressed. Dr. Morrison
asked for input from the members, and he was asked how other states handle this. In PA,
physicians need to be sponsored by a service; scope and oversight are not tightly controlled.
Questions were then posed about liability and insurance; in NH, EMS services are covered up to
the paramedic level. BC Justin Romanello spoke about the challenges involved with rule
changes. Chip Cooper added that there also needs to be a discussion about the impact of
having physicians administer medications in the pre-hospital setting will affect TEMSIS
documentation. Chair Scollan thanked Dr. Morrison for informing the MCB about this issue and
stated that the members would like to continue to be engaged in the discussion.

b. Pre-hospital lab draws

Chair Scollan asked the members to comment on what they know about hospitals in NH not
accepting pre-hospital lab draws and whether or not this is an issue for EMS providers. Issues
center around identification and concerns about contamination. Some argue that pre-hospital
lab draws can help with stroke patients. Though many hospitals are reluctant to support this,
others have worked out solutions with EMS providers.

VIl.Topics Ad Libitum
a. A motion was made (Freese/Wallus) — fo approve the 2079 MCB meeting schedule, as
written; passed unanimously.

VIIIl.  Adjournment
A motion was made (Trimarco/Suozzi) — to adjourn the meeting at 10:47AM, passed
unanimously.

2019 MCB Schedule:
January 17, 2019 (next meeting)
March 21, 2019
May 23, 2019
July 18, 2019
September 19, 2019
November 21, 2019
(Meetings begin at 9:00AM.)

(Minutes written by June Connor)




November 29, 2018

Professional Firefighters of New Hampshire
43 Centre Street
Concord, NH 03301

ATTN: President William McQuillen
Dear President McQuillen:

Thank you very much for your letter and please know that you were commended by the Medical
Control Board for reviewing and considering the implications of our proposed protocol.

The board members had a fairly lengthy conversation with the prehospital providers present at
the meeting, and the board’s final consensus was to pass the protocol as is on a one year trial run.
The main points made were that benzodiazepines for anxiety are not a lifesaving intervention and
may negatively impact the patient and limit their initial evaluation in the emergency department
or prolong their stay.

We, as medical directors, were hoping to be involved in the decision making process for this
intervention initially, not as a penalty or insult, but as a way to gauge the need for its presence
and degree of use.

Please do not hesitate to reach out with any further concerns or questions regarding this matter or
any others in the future. Again, thank you for your thoughtful and supported opinions as they
are always more than welcome and appreciated.

Sincerely,

Joey M. Scollan DO FACEP FAAEM FAAP

NH State EMS Medical Director

Chair, Bureau of EMS Medical Control Board
Pediatric and Adult Trauma and Emergency Services
EMS Medical Director, Elliot Hospital
Joey.Scollan@gmail.com

(914)217-7160
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SECTION |: ACKNOWLEDGEMENTS & EXECUTIVE SUMMARY

This Task Force wasinitiated by the EMS Medical Control Board in January 2014 and was originally
chaired by Dr. Tom D’Aprix who at the time was the State EMS Medical Directorand Chair of the EMS
Medical Control Board. The purpose of this Task Force was to identify issues and make
recommendations to the NHEMS Medical Control Board on the subject of EMS Drug Diversion. The
Task Force was formed in typical New Hampshire EMS spirit of volunteerism and the group had its first
meeting laterthat month.

Overthe 4 years this Task Force has been operating, various participants have come and gone due to
work & life changes however, itisimportantto acknowledge thatthis Task Force has had consistent
support and participation from:

Blanchard, Vicki NH BEMS

Clark, Timothy KFD / Cheshire Medical Center
Cloutier, Richard NH BEMS

Flynn, Michael Monadnock Community Hospital / WFD
Hansen, Katrina NH DPH-BIDC

Mcintire, Aaron CFD

O’Brien, Richard NH Assoc. of Fire Chiefs / GFD
Perron, Yvette NH DPH - BIDC

Preston, Jason AMR

Queenan, Jay NH Board of Pharmacy
Stewart, Jeffrey Dragon Shield Consulting, LLC
Thibeault, Laura Exeter Hospital

Tibbitts, Lisa NH DPH

Twomey, Patrick Lifeline Ambulance

The above listis not an exclusivelist. We do wantto acknowledge thatother peopleand organizations
contributed from time to time during the last fouryears and theirassistance & contributions are
acknowledged and appreciated.

The following report will outline the work that has been completed by the Task Force and provides some
recommendations to the Medical Control Board as it relates to the closing or continuance of this Task
Force.

On a personal note, ithasbeenan honorand great privilege to have served this Task Force as the Chair
since Dr. D’Aprix stepped down inJune of 2014. The dedication, support, and work from the
participants, supporting organizations, and the members of the Medical Control Board has been
fantastic. | thankeveryone who has contributed, supported, counseled, reviewed, and shared during
the last fouryears.

RESPECTFULLY SuB

- Jeffrey Stewart, NRP, I/C, CAl
Taskforce Chair
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SectioN Il: WORK PROCESS & HISTORY

The first meeting of the Task Force was later in January or early February 2014 under the
direction of Dr. D’Aprix. Our first 2 concerns were do we have appropriate representation and
how do we tackle the broad task at hand?

To the first point we took steps including sending notifications to the EMS Trauma Services
Board, the NH Board of Pharmacy, the NH Association of EMS’s, the NH Ambulance Association,
the NH EMS Coordinators Group, the NH Association of Fire Chiefs and the NH Professional Fire
Fighters Association. These notices were sent either electronically or verbally with direct phone
calls orword of mouth discussions. We also ensured all notifications included that the
meetings were open to the public set a regular place and time for meetings.

To the second point, J. Stewart suggested using a model he was developing for a personal
project for this group to guide the progress. Taskforce agreed to use the PITSS© Model to
identify and target areas for the Taskforce’s work. We used this guide through most of the
process until the last few months as much of our work was winding down.

Using the PITSS© Model we identified several areas that needed attention. These areas or gaps
were prioritized and tackled accordingly.

The primary gaps identified were:

1. Regulation Gap
2. Education Gap
3. Reporting Gap
4.

Resource Gap

A few other areas of concern were also identified including:

1. QA Indicators within an Agency or on a larger Scale to help identify a risk for
diversion

2. Lack of knowledge by providers on this subject

3. Providers working for multiple agencies and a lack of communication between them
if an issue were to arise or a concern develop

Once the identification process was completed, we moved ahead with tackling the gaps
identified and proposing solutions. We sought input from other States regarding this topic and
quickly discovered that once again New Hampshire seemed to be leading the way in this area
although numerous cases of pre-hospital diversion and the outcomes of such were found. We

did not find specific States that were tackling the issue from a more pro-active stance as we
were.
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SecTioN Ill: GAP SOLUTIONS & ACCOMPLISHMENTS

REGULATION GAP —this became our first priority, as it was discovered that at the time there was
no regulatory requirement for the EMS Unit’s Medical Director NOR the Bureau of EMS to be
notified should a diversion occur. The regulatory agreements for controlled substances were
between the EMS Unit and the Hospital Pharmacy and did not include the EMS Unit’s Medical
Director in the process. Because the regulation change process through JLCAR was lengthy and
the need to close this gap expeditiously, the Task Force made a recommendation, that certain
language be added into the Medical Resource Agreement. At the Medical Control Board
meeting in January 2015, the following was approved to be sent out to the EMS Agencies and
Medical Resource Hospitals for inclusioninto their agreements:

“In addition to the written reports being sent to the MRH Pharmacy as required
in 5920.05, copies of those reports shall be sent to the Unit Medical Director
and Bureau of EMS within 24 hours of verbal notification.”

Since this recommendation it is the Task Force’s understanding that the regulations have been
adjusted to address this issue.

RESOURCE GAP— the Task Force assembled a resource list of providers who offer services forself-
identified addicted providers or “at-risk” providers. The NH Professional Fire Fighters
Association was working on assembling a similar list — however, atthe time of this report — the
status of their list and process is unclear. The Task Force developed a 1-page info sheetto be
completed by the Provider for inclusion into the Resource List. The Task Force recommends
that the Bureau of EMS publish the list on the website and do an annual review/update.

REPORTING GAP— it was discovered that there was a significant lack of understanding by EMS
Providers, Supervisors, and Leaders regarding the regulatory criteria surrounding Controlled
Substances, what to do or how to report a suspected diversion. The Task Force created, and it
has been approved by the EMS Medical Control Board and is available through the Bureau of
EMS, an EMS Drug Diversion Report Form. This one form meets the State and Federal criteria
that the Hospital Pharmacies are required to report. It simplifies the process for an EMS
Agency by requiring 1 form to be completed and submitted along with supporting
documentation. It includes the timeline for reporting such-as articulated in EMS regulations.
As the Task Force moved through this process it became clear that there was a lack of
understanding by EMS providers and leaders alike regarding the regulatory, associated
responsibility, and risk with offering EMS level of service to a Community to the level of care
using controlled substances. The Task Force under took the development of a Best Practice
Guide on this subject. It was completed and approved by the EMS Medical Control Board and
the EMS Trauma Services Board and is available on the Bureau of EMS’s Website entitled: EMS
Diversion. This Best Practice Guide addresses issues from regulation compliance, policy-
procedure development, training, etc. If an EMS Agency wants to establish a level of care using
controlled substances, this guide gives them the forms and processes necessary to set up their
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internal system. Itis also a great reference for an EMS Agency who is already providing this
level of care as a review or quality improvement exercise.

EbucATion GAP - the Task Force learned through its process and has been previously noted in
this report that there was an education gap amongst providers and Unit Controlled Drug
Coordinators (UCDC's). Specifically, along the lines of responsibilities, requirements, risk, and
function. To this end the Task Force developed two educational programs. One for the UCDC's
and one for the EMS Providers.

The UCDC education program was developed and brought to the Hospital Board of Pharmacy
Group for review and endorsement. The Hospital Pharmacy Group agreed to have this
educational session a requirement for all current and future UCDC'’s and the EMS Coordinators
would be facilitating such. The program was rolled out to the Hospital EMS Coordinators in a
Train-the-Trainer format. We held two train-the-trainer sessions on the 12" and 21°! of June
2018. The course was presented, and participants were asked to bring a USB drive sothe class
and supporting documents could be provided. We had 11 attendees at each session
representing 17 hospitals. As of the writing of this report it is unclear how many UCDC’s have
been trained.

The EMS Provider's education program was created, and it was piloted on 29 April 2018 at the
Mt. Sunapee Conference. We had 8 in attendance. Evaluations were collected, and the
program adjusted accordingly. A second presentation was conducted at the North Country
EMS Conference on 20 Oct 2018 to 11 attendees and again evaluations were collected. In both
cases, the feedback was very positive. From here, the Program will be scripted and submitted
to NH OODLE as an on-line educational requirement under the State continuing education
section for National Registry recertification.

It is important to note that in both educational sessions, the knowledge points are geared at
regulation requirements, responsibilities, risks, but there is the overtone that prevention is the
goal. There is a section on what is Substance Use Disorder, what is its impact to our profession,
and how to address it if suspected before it becomes an actual diversion.

OTHER GAPS — as mentioned the lack of knowledge gap is being addressed through the EMS
Provider's Drug Diversion Awareness Program and the UCDC Education Program. With regard
to quality assurance/improvement, there is some on-going work being done with our TEMSIS
program through the Data Group to establish a canned type report for EMS Agencies on
controlled substance utilization. Of course, baring in mind that number of hours worked, or
number of patients seen along with time of year may impact a particular provider's utilization
frequency.
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SecTION IV: RECOMMENDATIONS

It is believed that the primary purpose and subsequent objectives have been met by the Task
Force, therefore, it is an appropriate time for the Medical Control Board to consider and
determine the future of this Task Force.

The Task Force has put forward the following suggested recommendations for next course of
action:

A) Continue the Task Force with the purpose of monitoring the on-going processes and
situation and adjust frequency of meetings and objectives as necessary or directed by the
Medical Control Board. Suggested additional areas for further work include:

a. Assess for compliance with and implementation of the UCDC Education
component and make any recommendations for improvement as identified

b. Review current rules/regulations since last JLCAR update and make
recommendations to address any gaps identified

c. Develop metric recommendations as it relates to reported incidences and the
involved agencies

d. Assist with the EMS Provider Education NH OODLE process

e. Develop in collaboration with the NH Hospital Association’s Pharmacy Group a
unified / best practice for Hospital Pharmacy — EMS Agency distribution,
utilization, and replenishment of controlled substances.

B) Disband the Task Force the purpose and objectives have been met.
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ADDENDUM A: THE PITSS© MoODEL

The below PITSS© Model included in this Report is designed to give the read an idea of how our
process was undertaken. It is not a completed model but is included as supportive and
explanatory reasons. It is normally assembled and utilized on a legal-size paperin a landscape

format.

WORKING PITSS© MODEL for

THE STATE OF NEW HAMPSHIRE’S BUREAU OF EMS’s MEDICAL CONTROL BOARD’S

ISSUE:

FOUNDATION:

TASK FORCE ON EMS DRUG DIVERSION

Identify & address the issues surrounding Medication Diversion in the Pre -hospital
Environment.

We will notbe able to fully eliminate diversion. We need to develop strategies,
processes, policies, and check points to significantly reduce the likelihood of adiversion
ANDa plan, program, process forhow to handle adiversionand how torecoverfroma
diversionatthe PublicTrust, Bureau, MRH, Agency, and Individuallevels.

DeriniTiONS (for the purpose of this project):

Prevention: itis a process, action, system, methodology, etc. toreduce the likelihood of
a medication diversion.

Intervention: once diversion has occurred, itisa process or action to getthe individual
into treatment, protect the public, ANDgetthe Agency back to full operations —
compliance.

Treatment: evidence-based processto provide treatment to an addicted individual

Supportive Services: systems, programs, processes to ensure sobriety of an addicted
individual AND to provide support to agencies employing an addicted individual
inrecovery. It mayinclude strategies toregain publictrust & ensure public
safety when an agency has experienced adiversion.

Thisis an on-going projectand this table will be updated regularly. The Committee atsome pointwill
prioritize the suggestions, ideas, proposals, etc. to move the project forward. Once prioritiesare
identified, objectives and timelines may be firmed up.

LEVEL OF SUPPORTIVE
IMPLEMENTATION PREVENTION INTERVENTION TREATMENT SERVICES
1) TEMSIS Flags 1) Temporary 1) Flyers or 1) Temporary
for QA License contact list License
Trending suspension of EMS reinstatement
2) Event Reporting pending specific if compliant
from MRH SUCCESSFUL Treatment with
STATE 3) Best Practices Treatment Programs Recovery
15Nov2018
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for MRH & 2) 2) Brattleboro Plan
Agency Policies Recovery including
on Reasonable Center monitoring
Suspicion 3) On-Site 2)
4) Verbiage Academy
changes for 4) Etc.
MRH
Agreement
5) Potential Reg.
Changes
STATE 6) ucDC
CONTINUED Education on
Roles,
Responsibilities,
what to look
for, etc.
1) QA Monitoring 1) State 1) Develop
and trend Reporting local
MRH identification 2) resource
2) Education to List: NA,
staff on what is AA, Learnto
diversion, how Cope, etc.
to spot it, etc. 2)
1) Educational 1) MRH & State 1)  Openly post,
Programs on Reporting make
Addiction, 2) available
Diversion, Resource
Compassion lists for
Fatigue Recovery
AGENCY 2) Post Local Support
Resources, EAP 2)
3) UCDC Job
Description and
educational
criteria
1) Attend 1) Aware of 1) Compliance 1) Compliance
educational treatment with with
offerings, SOP options, Treatment Recovery
INDIVIDUAL Compliance, knowledge on Plan Plan
Peer recognition signs & 2) including
for usage symptoms of employer /
2) addiction/crisis State
2) notification
2)
15 Nov2018 Page 9 of 16






ADDENDUM B: RESOURCE WORK SHEET

NH EMS DRUG DIVERSION TASKFORCE
RESOURCE IDENTIFICATION WORKSHEET
For Addicted EMS Provider

Agency / Provider Name:

Address / Locations Served:

Telephone #: 24 hours? ___ Yes No

Type of Services Offered:
___Inpatient ___ Outpatient ___Group __Family/Significant Other

___Any Specialties (Trauma/PTSD/CISM):

___ Other (please describe):

Compensation:
Do you take Insurance: ___ Yes No ___SlidingScale Rate:

Insurance Accepted:

Other Comments:

Please bring completed forms to the EMS Drug Diversion Taskforce meeting or send to the Taskforce
at:

New Hampshire Department of Safety OR
Division of Fire Standards-Training & Emergency Medical Services Facsimile: (603) 271 - 4567
Bureauof EMS ATTN: Drug Diversion Taskforce E-mail:

Vicki.blanchard @dos.nh.gov
Richard M Flynn Fire Academy
33 Hazen Drive

Concord, New Hampshire 03305
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ADDENDUM C: EDUCATIONAL PROGRAMS DEVELOPED — OBJECTIVES & FEEDBACK

A) Unit Control Drug Coordinator Traming Program
a. Objectives:
i. Articulate the general chain of command for EMS within the State of New
Hampshire
ii. Explain the regulations both State and Federal that impact the role of the
Unit’s Control Drug Coordmator (UCDC)
iii. Define the role and list the responsibilities of the UCDC
iv. Differentiate between loss, tampering, and diversion
v. List the signs of potential tampering or diversion
vi. Explain the steps necessary when investigating suspected loss, tampering,
or diversion
vii. Write a report and explain the notification process for loss, tampering, or
diversion
b. Handouts:
i. NH EMS Board Comparison
ii. EMS Diversion Flow Chart
iii. NHEMS Agency Drug Diversion Report Form
c. Feedback from 12 June 2018
ATTENDED: 11 /10 completed feedback forms of that:
8 Paramedics, 1 Pharmacist, 1 AEMT
Do you have any suggestions / feedback for this presentation?
* Con-Ed Segment for Best Practices for ALS Providers or NHOODLE
= Real Life examples were helpful
= ] liked the references to the regulations
*  Good stuff, add some more info on how to conduct drug diversion

investigations
= Great Job!
*  Great!

= Excessive war stories

= Excellent content maybe some more case reviews
d. Feedback from 21 June 2018

ATTENDED: 10/ 7 completed feedback forms of that:
4 Paramedics, 1AEMT, 1 EMT, 1 RN

Do you have any suggestions / feedback for this presentation?

* Thank You!

=  Working through some of the Best Practice document would be
helpful

=  Thank You!

= [Excellent Presentation!! Leamed a lot of things to look for — had no
idea the great lengths an addict would go to in order to get drugs.
Need to change some practices. Psyched to see similar education for
all EMS.
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= After class was deemed over a lot of war stories and lost points of
importance.

= Excellent presentation — casual and informative — used PP’s
appropriately without reading slides.

B) EMS Provider Drug Diversion Awareness Program
a. Objectives
i. Define Substance Use Disorder and its impact on the EMS System & the
EMS Provider
ii. Understand the role of the EMS Provider as it relates to the prevention and
reporting of suspected drug diversion
iii. Explain the roll of the Unit Control Drug Coordinator
iv. Differentiate between loss, tampering, and diversion
v. List the action to take if you suspect a loss, tampering, or diversion of
drugs.
b. Handouts
i NH EMS Board Comparison
ii. NH EMS Agency Drug Diversion Report Form
c. Feedback from 29 Apr. 2018
ATTENDED: 8/ 8 completed feedback forms of that:
1 AEMT, 4 EMT, 2 EMR, 1 RN
Do you have any suggestions / feedback for this presentation?
= Looking forward to the NHOODLE and TEMSIS component —
Thank you Task Force
* Did your homework — Good presentation — opened my mind to some
issues
=  Great material — excellent presentation & handouts
= [ wasn’t initially sure what this was going to be about. [t turned out
to be quite interesting and informative.
* This was excellent, absolutely well done!! Educative experience =

enthusiasm and empathy! Great Job.
d. Feedback from 20 Oct. 2018

ATTENDED: 11/ 11 completed feedback forms of that:
3 AEMT, 7EMT, 1 PA-C
Do you have any suggestions / feedback for this presentation?
= Having a handout for contacts for who to reportto, how to helpan
employee in need also how to help the EMT’s who are left behind after
an incident. Thank You!
= Great Class. Veryinformative!
= The State art needs to be just the part needed to cover the new, no
need to tell the levels of the stat, (as much). But need to be able to talk
more on the new process to use. What departmentsneed to know.
s [t was stated it would be on NHOODLE. |think this classis better for an
in-classroom class.
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»  Should define what a “Diversion” is earlier in the presentation.
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ADDENDUM D: EMS AGENCY DRUG DIVERSION REPORT FORM

New Hampshire Department of Safety
Division of Fire Standards and Training
& Emergency Medical Services
Maing AGONeSy:  NHFSTEMS - 33 Hazen Ditve - Concord, NH 03305
Physicel AGEIPeY; 98 Smokey Bear Bouevand - Concord, NH 03301

EMS Agency Drug Diversion Report Form

Date of Report: . Date Inddent Occurred or Discovered:
B PHOKE (W} PRONE (Q)

STREET ADORESS arv _STATE e
Name of EMS Agency Involved: Agency Number:
Signature of Person Completing Report: | Date:
Meds missing from: Supply Storage Area D Vehtde Sign of Physical Damage: YESD NOE[ |
Meds in Locked Cabinetof Box:  ves [ NO
Date Discovered: Time Discovered: Last Date Meds were checked:
Address the
Diversion Octurred:

STREET ADORESS ay STATE nr

Name of Person that
_Discovered the Diversion: PHONE (W) oE(q

STREEY ADDRESS ary STATE e
Has Local Law Enforcement Name of Law
been Contacted? YES [:] uol:l Enforcement Agency:
Please see Page 2 (back of this form) to fist the meds and volume of each involved in this diversion.
Person moking the discovery of the Med Diversion rmust file @ written statement with spedific detalls about what they found
and observed at that time and ottadh that statemerst to this report. These documents rmust be forwarded by the Agency’s
UCDC to MR Pharmacy.

Statement Attached YESD NOD

Date Report received by OEMS: Received By:
investigation Required: Ysg | NO g | Person Assigned:

Form NH DOS - FSTSEMS Dated Approved
EMS Agency Drug Diversion Repon
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EMS Agency Drug Diversion Report Form

Name of Controlied Dosage
Trade Name Substance tnvolved Strength / Form NDC Quantity
SAMPLE:
Robitussin AC Codsine Phespbate 2mg/mil Sgaid 001213-0775-26 12 pints

T

2

3

i

3.

(3

2

8

I
Iz
Iu.
2

o]
ko.

Loss/Tampering Reporting Procedure ($af-C5920-05)

Loss tampenmordiscrepatcydiswvend
= 3

Providu !&MEDIATELY reports dismpmcy to UCDC verba!ly
- —

Provider Biaa 3 wiifien stztementto UCDC within 8 HOURS

UCDC IMMEDIATELY mpofts dimpaucy to IARH pharmacy vetbaﬂy

UCDCﬂesawnﬂ:ennporthoMRH pharmmacy, mdudmgpmdefsmmnmnt, mﬂthdHOURs
R 5

EMSAoencynoﬁﬁesﬂseBureauoﬂnfewousDtseasew&hHHOURS

'NH Bureau of EMS: 603-223-4200
NH Bureau of infectious Disease: 800-852-3345 Option #3
| WB‘SWM"M*W@ P )

lcuﬂfyﬂmtdzc[wryangmfwmaMuconmmﬂubesto{myhmandbdkf

- — ____X - T
Form NH DOS - FSTREMS Dated Approved:

PN VP RAVINE) (ABC 40 VI AW
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EMS Diversion

The New Hampshire EMS Drug Diversion Taskforce was established as a sub-committee
under the New Hampshire EMS Medical Control Board at their January 2014 meeting.
The Taskforce purpose is to identify issues and make recommendations to the NH EMS
Medical Control Board on the subject of EMS Drug Diversion. The need for such a
Taskforce was recognized as a result of actual EMS & Hospital Drug Diversion cases
within New Hampshire.

Drug diversion is the intentional act of transferring (diverting) a licit drug for a non-licit
purpose. |t is considered theft and falls under Law Enforcement jurisdiction. The
Taskforce, recognizing the severe ramifications of both tangible and non-tangible
consequences once this occurs to an EMS Agency, has developed and put forth these
best practice recommendations as a resource for EMS Agencies to build from as part of
the Agency’s effort to reduce the likelihood and mitigate the ramifications should a
diversion occur.

The volunteer Taskforce comprises representation from the Medical Control Board, NH
Bureau of EMS, NH Association of Fire Chiefs, NH Professional Fire Fighters Association,
NH Board of Pharmacy, NH Hospital Pharmacy Group, NH Public Health — Infection
Control, NH State Police, American Medical Response, Concord Fire Department, Life
Line Ambulance, and Milford Ambulance. The meetings are open to the public and dates
are available through the NH Bureau of EMS.

These best practices, in consistency with the NH Best Practice Guidelines, are designed
so that the EMS Agency may modify and adopt them to fit their department needs. The
concepts, practices, and recommendations should be considered carefully and viewed as
minimum steps to assist in mitigating risk and supporting and encouraging a workplace
environment where personnel can seek assistance before there is a diversion.





Best Practice SOGs

SOG # DRAFT Date: TBD
Topic: Controlled Medication Effective:
Subject: Revision Date:

Controlled Medication Accountability

Authorizing Signature:

PURPOSE: To insure a high level of accountability for the Controlled Medications that are

stored on all Department Ambulance and/or Response units.

SCOPE: Applies to all Department Paramedics.

DEFINITIONS:

Controlled Medications — Drugs and other substances that are considered controlled
substances under the Controlled Substances Act (CSA) are divided into five
schedules. An updated and complete list of the schedules is published annually in
Title 21 Code of Federal Regulations (C.F.R.) §§ 1308.11 through
1308.15. Substances are placed in their respective schedules based on whether they
have a currently accepted medical use in treatment in the United States, their relative
abuse potential, and likelihood of causing dependence when abused.

Unit Controlled Drug Coordinator — UCDC, Department representative (Paramedic)
responsible to oversee and coordinate the accountability of controlled medications
while in the possession of the Department. The Agency Head (or designee) is the
current UCDC.

PROCEDURE:

1. All Controlled Medications shall be kept in the Ambulance units in a
secured (locked) drawer or designated safe / refrigerator, separate from all
other emergency medications.

2. Controlled drug kits when not stored on a vehicle shall be stored in a secure
area with security measures similar to above, and not accessible to
personnel not designated as ‘authorized’ by the UCDC.





3. Controlled Medication kits shall be accessible to NH EMS-licensed
Paramedic personnel only.

4. The Department UCDC shall be responsible for conducting formal training
sessions for Department Paramedics authorized to have possession of kits.

5. The Department UCDC shall maintain a record of ail training sessions
involving the possession of Controlled Medication kits. Records shall
include: date, time, location, and legal names of participants.

6. Access codes for Controlled Medication safes shall be issued by the UCDC
only.

7. The kits that contain the controlled medications will be kept sealed
throughout the shift with a numbered locking seal/lock. The numbered
locking seal must be logged and signed on the approved Pharmacy Form.

8. There shall be daily inventories performed by the Paramedic assigned to
the ambulance; an AM inventory at the start of the shift and an Exit
inventory completed at the end of the shift, and the narcotic safes and
refrigerator units located at his/her assigned station. The inventories shall
be logged in the Ambulance Controlled Medication Accountability
electronic auditing system (vendor specific). Paramedics shall inventory
the medications by typing in their ID+PIN, open the safe/cabinet, confirm a
locked/tagged medication kit is there and complete, and then closing the
safe/cabinet.

e There shall be a new inventory any time during the shift that there is a
reassignment of a Paramedic to the ambulance. This will be performed
by the on-coming Paramedic.

Exchanging Controlled Drug Kits:

1.

Controlled Medication Kits shall be exchanged (one for one) at the pharmacy at
the service’'s Medical Resource Hospital ONLY. A MRH control sheet will be
issued for the new kit and signed (see Sample Form). Note: Service Paramedics
will be asked to present a valid photo ID to the Pharmacist in order to confirm the
Paramedic is authorized to exchange / receive controlled medications. The
Service’'s UCDC shall ensure that a list of authorized providers is maintained with
the MRH Pharmacy.





2. If medication from this kit is used or the kit's numbered tag has been broken ‘after
hours’-when the service's Medical Resource Hospital pharmacy is closed.
Paramedics shall document appropriately on the supplied medication form and
exchange the kit when the pharmacy re-opens. NOTE: The accountability of the
opened kit can be transferred to other Paramedics. Paramedics must then perform
an inventory of the medication and document the exchange between Paramedics
on the supplied pharmacy form, and re-seal the kit.

3. Ifthe kit is utilized for single patient use, complete the control record supplied and
return opened kit and completed form to the service’s Medical Resource Hospital
Pharmacy for a new sealed kit.

4. If akitis utilized on more than one patient, complete the control form and return to
the service’s Medical Resource Hospital Pharmacy for kit exchange. At that time
the kit shall be inventoried by the pharmacist.

5. Exchange of outdated (intact) drug kits shall be returned to the service's Medical
Resource Hospital Pharmacy for exchange at least ten (10) days prior to the
expiration date posted on the outside case of the kit.

Loss or Tampering Report Procedure:

1. See SOG # (Suspected Control Medication Tampering — Loss -
Diversion).

Any questions on this Guideline should be directed to the Service Chief.

SOG # DRAFT Date: TBD






Topic: Controlled Medication Effective:

Subject: Revision Date:

Witnessing Waste of Prehospital
Controlled Substances

Authorizing Signature:

PURPOSE: To provide direction to Department Paramedics on the proper wasting
procedures for Paramedics who have utilized controlled substances for a patient
transported to the hospital.

SCOPE: Applies to all Department Paramedics.

DEFINITIONS:

Licensed Medical Provider — A provider that is licensed in the state they are practicing while
in contact with affected patient(s) (i.e. EMT, AEMT, Paramedic, NP, MD,
etc)

PROCEDURE:

1. Confirm the medication being witnessed by inspecting the vial/container and the syringe
with the controlled substance / medication in it.

2. Confirm the volume to be wasted is consistent with the medication and its concentration.

a. Example: Fentanyl is prepared in a 100mcg/2mL vial. The Paramedic administered
75mcg to a patient; the wasting volume would be 0.5mL or 25mcg.

3. The medication must be drawn up into a syringe if still in a vial. The Licensed Medical
Provider will not witness a waste unless the medication is drawn into a syringe that allows
appropriate viewing of the actual volume.

4. Witnessing a waste requires a Licensed Medical Provider to actually witness the waste
occurring.

5. Once the medication is confirmed by both the Service’s Paramedic and the Licensed
Medical Provider, the Service's Paramedic shall appropriately waste in a non-retrievable
manner,;

a. Commercial wasting container or sink with running water, or into a toilet bowl is
acceptable.

b. Placing medication still in a syringe into a sharps container or trash receptacle is
NOT an appropriate waste.

6. Signatures on the service's Medical Resource Hospital pre-hospital “proof of use” form on
the appropriate line will denote that the Licensed Medical Provider confirmed the volume
being wasted and withessed was an appropriate waste.

Any questions on this Guideline should be directed to the Service/ Agency Head or Chief.
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SOG # DRAFT Date: TBD

Topic: Controlled Medication Effective:






Subject: Revision Date:

Suspected Controlled Medication
Tampering — Loss - Diversion

Authorizing Signature:

PURPOSE: To provide direction to Department members on the proper reporting
procedures whenever there is a possibility of Controlled Medication tampering, loss, or
diversion has occurred.

SCOPE: Applies to all Department members.

DEFINITIONS:

Controlled Medication - Drugs and other substances that are considered controlled
substances under the Controlled Substances Act (CSA) are divided into five
schedules. An updated and complete list of the schedules is published annually in
Title 21 Code of Federal Regulations (C.F.R.) §§ 1308.11 through
1308.15. Substances are placed in their respective schedules based on whether they
have a currently accepted medical use in treatment in the United States, their relative
abuse potential, and likelihood of causing dependence when abused.

Drug Diversion - Drug diversion is the illegal distribution or abuse of prescription drugs
or their use for unintended purposes.

Unit Controlled Drug Coordinator (UCDC) — The Designated Unit / Department
Paramedic shall be the UCDC and is responsible to oversee and coordinate the
accountability of all controlled medications in possession of the unit / department.

REFERENCES:

NH RSA Chapter 318-B: Controlled Drug Act — Section 318-B:25 (Authority for
Inspection).

NH Rule: Part Saf-C 5920 — Possession Procedures for Controiled Drugs.

Title 21 Code of Federal Regulations CFR 1301.71 — Security Requirements: (a) All
applicants and registrants shall provide effective controls and procedures to guard
against theft and diversion of controlled substances.





PROCEDURE:
1. Controlled Medication Security:

a.

It is the desire of the Drug Enforcement Agency (DEA), NH Bureau of EMS, and
NH Board of Pharmacy to secure and account for all Controlled Medication in such
a way as to prevent theft or inadvertent release of Controlled Medications to
unauthorized persons, reduce liability of the department and individual Authorized
EMS Providers in the event oftheft or other criminal diversion, comply with federal
regulations regarding Controlled Medication, assure control over the use,
inventory, security and access to Controlled Medications, and maintain adequate
inventory of Controlled Medications at all levels to meet operational needs.

Personnel will be vigilant when handling Controlled Medications to prevent theft,
loss, or diversion. Theft, loss, and diversion of Controlled Medications are
extremely serious offenses and subject to discipline, up to and including
termination.

2. Vehicle / Apparatus Security:

a.

Authorized Apparatus. The following apparatus, when equipped with a functioning
safe are authorized to carry Controlled Medications:
i. Ambulances equipped with ALS equipment (IV start supplies, medication
kit, and EKG monitor).

ii. Continuously staffed supervisor or first-response apparatus.

iii. Other apparatus on which, by agreement of the Unit UCDC and the Medical
Director, the availability of Controlled Medications will benefit the
community.

iv. Controlled Medications that are unable to be secured in a safe may be
transported on the person of an Authorized EMS Provider only for a
response or to move the Controlled Medications directly to a functioning
safe.

v. Doors of any apparatus carrying Controlled Medications must be locked
when the apparatus is left unmanned, except in a locked station, at the
hospital, or at the scene of an emergency.

vi. All apparatus carrying Controlled Medications must be housed in a heated,
secure facility between responses. If an apparatus / vehicle carrying
Controlled Medications need to be stored outside of a heated, secure
facility temporarily, the Controlled Medications will be transferred to
another authorized apparatus / vehicle or a secured location identified by
the UCDC.

vii. No Controlled Medications will be left on an apparatus / vehicles while in

extended maintenance or otherwise out of service and housed away from
a station for a long period of time (more than 1 day).
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3. Controlled Medication Inspection / Inventory:
a. Duty / Shift Inventories of Apparatus / Vehicles:

i. Continuously staffed apparatus / vehicles: In units where a continuous
staffing scheme is in operation, an inventory will be made when control of
Controlled Substances is passed from one Authorized EMS Provider to
another. This inventory will be documented on the authorized form /
accountability system and labeled accordingly (if possible). The Authorized
EMS Provider taking control of the Controlled Medications will sign-in as
Controller of the medications and that all appear Controlled Medication to
be as listed.

ii. Intermittently staffed apparatus / vehicles: In stations that are intermittently
staffed, or where staffing does not always include an Authorized EMS
Provider, the following requirements will apply:

1. Change of shift from Authorized EMS Provider to EMS Provider:
Perform & Document an inventory as in 3.a.i (above).

2. Beginning or end of shift with one Authorized EMS Provider and one
Authorized Witness: document an inventory with the Authorized
EMS Provider signing-in as taking control of the medications and
the Authorized Witness signing as Witness (if possible).

3. Beginning or end of shift with one Authorized EMS Provider and
no Authorized Witnesses: document an inventory and document
“No Witness Available” in the comment area of form, or access
the electronic accountability system by using the Provider
issued access code.

b. UCDC Audit / Inspections:

i. Routine audit / inspections, by the Unit's UCDC, of Controlled Medications
and all related inventory documentation (including electronic audits) shall
be completed monthly.

ii. The Unit's UCDC may perform random audit / inspections at any time.

c. Additional Audit / Inspections:

i. An audit / inspection of Controlied Medications may be requested at any
time by the Unit's Medical Resource Hospital's Medical Director or
Pharmacy Director (or designee).

ii. Drug Enforcement Agency (DEA) Inspectors / Investigators (with proper
credentials) may request access to Controlled Medications in order to
complete inspections. All members are to cooperate with DEA inspection
requests after verifying the identity of the DEA Investigator.

1. The Unit's UCDC shall be notified as soon as possible that a DEA
inspection is occurring.

4. Controlled Medication Theft, Loss, Tampering, Diversion or Accidental Destruction:
a. Any discrepancy in inventory, theft, loss, tampering, diversion, accidental
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destruction or damage of Controlled Medications SHALL be reported immediately
(verbally) to the Duty Officer, Supervisor, Chief of the service, and to the UCDC.

b. The Chief of the service, UCDC, or designee shall notify the police department if
any of the Controlled Medications are found to be missing or if there is evidence
of tampering or diversion.

c. After verbal notification, the persons reporting the discrepancy shall complete an
EMS Agency Drug Diversion Report Form (available on NH Bureau of EMS
website) and a written statement. A copy of the form and statement shall be
submitted to the Unit's UCDC within 8 hours (of the initial discovery).

d. The Unit's UCDC shall verbally notify (immediately upon receipt of the above
verbal report) the Unit's Medical Resource Hospital (MRH) Pharmacy and Medical
Director of such theft, loss, tampering, diversion, accidental destruction or damage
of Controlled Medications.

e. The Unit's UCDC shall file a written report to the MRH Pharmacy and Medical
Director — including a copy of the discovering member’s completed EMS Agency
Drug Diversion Report Form and statement, and any immediate findings / photos
of the UCDC Audit — within 24 hours of the initial verbal notification.

Any questions on this Guideline should be directed to the Service Chief.

SOG # DRAFT Date: TBD
Topic: Controlled Medication Effective:
Subject: Revision Date:
UCDC Reporting / Checks / Auditing
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Authorizing Signature:

PURPOSE:

To provide direction to the Department's Unit Controlled Drug Coordinator

(UCDC) on the proper reporting / periodic checks / auditing procedures.

SCOPE:

Applies to the Department UCDC.

PROCEDURE:
Inventorying of Controlled Substances:

a) Every Department / Agency UCDC shall maintain complete and accurate
accounting of allcontrolled substances, from the time they are received until they
are administered, disposed of or returned.

b)

d)

UCDCs shall inventory all controlled medications under his/her control each week.

Inventories and proof-of-use records shall be kept at the premises where the
licensed agency is based, and shall be readily available for inspection for a
minimum of two (2) years.

Each weekly inventory shall contain a complete and accurate record of all
controlied substances on hand on the date the inventory is taken, and shall be
maintained in written, typewritten, or printed form at the registered location for at
least two @ years from the date that the inventory was conducted.

Each inventory shall contain the following information:

i.

ii.
iii.
iv.

V.

Date and Time of Inventory;

Location of the Controlled Medication Kit (i.e. “Ambulance 17);

Seal / Tag Number(s);

Confirm if Seal / Tag Number(s) correspond with the Provider Medication
Inventory Sheet;

UCDC signature confirming all Controlled Medication Kit(s) are accounted
for and have appropriate Seal / Tag number(s).

Controlled substances shall be deemed to be “on hand” if they are in the
possession of or under the control of the licensee agency.

g) A separate inventory shall be made for each registered location.

h)

Initial inventory date — Every UCDC required to keep records shall take an
inventory of all stocks of controlled medications on hand on the date he/she first
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engages in the control of controlled substances. In the event a person commences
operation as UCDC with no controlled medications on hand, he/she shall record
this fact as the initial inventory.

Internal (Agency-level) Auditing:

a) The UCDC shall conduct frequent (as designated) audits of authorized providers
that use Controlled Medications to evaluate and assess the agency’s compliance
with applicable Medical Resource Hospital, state and federal requirements.

b) The audits shall include individual patient care reports (PCR) to also include
established reports in the Elite (electronic PCR system).

¢) ELITE PCR audits should include:

a. Monitoring administration of controlled medications;

b. Proper documentation completed (i.e. narrative, medications,
procedures, controlled substance administered / wasted, signatures);

c. Frequency of controlled medications administered by authorized
providers.

d) UCDCs shall complete monthly on-site controlled medication audits to evaluate
the care / storage, paperwork, and provider inventory documentation (see attached
audit checklist).

e) If applicable, complete monthly audits of lock access attempts on safe electronic
lock(s).

f) Any audit records shall be kept at the premises where the licensed agency is
based, and shall be readily available for inspection for a minimum of two (2) years.

g) Audits shall be documented providing details of inspection resuits, including
corrective action recommendations.

Any questions on this Guideline should be directed to the Service Chief.
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CONTROLLED MEDICATION ON-SITE AUDIT CHECKLIST

DEPARTMENT / AGENCY:

DATE: TIME:

UNIT #: STATION:

REVIEWED BY: , UCDC
RATING NA | NI

CARE and STORAGE

Medications properly secured.

Area is clean.

Refrigerated medications in designated area (box).

Medication expiration dates current.

Medications in properly labeled containers.

Tag / Seal Numbers(s):

No evidence of tampering.

AN NN NI NI NN

PAPERWORK

v Authorized provider signature(s).

v Proof-of-Use Form numbers match current Tag/Seai(s).

v

PROVIDER INVENTORY DOCUMENTATION

v All documentation in ink.

v’ Signature to match all initials on medication log.

v Controlled medication kit tag / seal(s) are documented
appropriately.

v

Areas of concern:

Follow up plan:

Comments:

* A = Acceptable *NA = Not Applicable *NI = Needs Improvement






NH EMS Rules for UCDCs

PART Saf-C 5920 POSSESSION PROCEDURES FOR CONTROLLED DRUGS
Saf-C 5920.01 Agreement.

(a) The procurement, storage and security of controlled prescription drugs shall be
regulated in accordance with 21 CFR 1300.

(b) The procurement, storage and security of non-controlled prescription drugs shall be
defined by the unit's MRH, in accordance with the NH patient care protocols, dated
2009.

(c) Prior to obtaining possession of controlled drugs, each unit shall enter into a formal
written agreement with its designated MRH.

(d) A separate agreement between the unit and the designated local MRH shall be
required for each unit and each of its applicable satellite locations based in this state.

(e) The agreement shall identify and describe the policies and procedures that
implement the provisions of Saf-C 5920.03 through Saf-C 5920.07 for the
procurement, security and accountability of controlled drugs and be routed as
follows:

(1) The signed agreement shall be forwarded to the commissioner for approval and
signature;

(2) The commissioner shall then forward the agreement to the Drug Enforcement
Agency (DEA) Special Agent in Charge (SAC) for written approval;

(3) The original approved agreement signed by the commissioner and the DEA,
SAC shall be maintained, on file, in the pharmacy of the MRH; and

(4) Copies of the approved agreement shall be kept on file at the unit and with the
commissioner.

(f) Any revisions, with the exception of a change in identity of the UCDC or the MRH
pharmacist, to the existing agreement shall necessitate a new agreement, which
shali be approved by the commissioner and the SAC.

(g) Units shall conduct controlled drug activity pursuant to the provisions of 21 CFR
1304.03, as an extension of the MRH, DEA registration.

(h) The signed, approved agreements shall be available for inspection, upon demand,
by any person or agency charged with the responsibility of enforcing RSA 318 or
RSA 318-B.

(i) The commissioner shall maintain a current listing of all units with signed agreements
and provide copies to the pharmacy board either upon demand or as changes occur.

(i) The agreement shall identify the following:
(1) The legal name of the unit;
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(2) The street address of the unit;

(3) The mailing address of the unit;

(4) The business telephone number of the unit;

(5) The FAX number of the unit, if available;

(6) The E- mail address of the unit, if available;

(7) The legal name of the head of unit;

(8) The identity of the UCDC and the person’s provider license number;
(9) The identity of the MRH;

(10) The mailing address of the MRH;

(11) The US Drug Enforcement registration number of the MRH; and
(12) The identity of the MRH pharmacist.

(k) The identity and quantities of controlled drugs contained in each drug kit and the
total number of drug kit(s) for each unit shall be included in the agreement.

(I) Any changes in the identity of the UCDC or MRH pharmacist shall require written
notice to all parties in the agreement and the commissioner within 5 days after
making the change.

Saf-C 5920.02 Procurement.

(a) The drug kit(s) shall be obtained or exchanged only at the MRH specified in the
agreement.

(b) The initial distribution of the drug kit(s) shall be by the pharmacy of the MRH directly
to the UCDC, who shall be responsible for placement of the drug kit(s) at the
appropriate, predesignated stations.

(c) At the time of distribution to the UCDC, the pharmacy shall review the MRH policies
and procedures for possession and replacement of the drug kit(s).

(d) Only those controlied drugs, as approved by the pharmacy board and the EMS MCB
in accordance with RSA 153-A:5, 1li(f) shall be included in the drug kit(s).

(e) The pharmacist shall report any changes in type and/or quantities of controlled drugs
or changes in drug kits in writing to the commissioner. The commissioner shall
provide the UCDC with a copy of the correspondence.

Saf-C 5920.03 MRH Responsibilities.

(a) The MRH shall develop policies and procedures to address the supply and
distribution of controlled drugs to agreement units pursuant to Saf-C 5920.01 (h)
through (j).

(b) The policies and procedures shall specifically address, but not be limited to, such
issues as:

(1) Initial stocking;

17





(2) Returns;

(3) Drug kit replacement;

(4) Recordkeeping requirements;
(5) Drug losses;

(6) Security of the drug kits; and
(7) Reports.

(c) At the time of the initial distribution of the drug kit(s) to the UCDC, the pharmacy
shall review these policies and procedures with the UCDC and document the
following:

(1) The UCDC name;

(2) The unit;

(3) The date, time and place of meeting; and
(4) The topics covered.

(d) Controlled drugs shall only be supplied in drug kits that meet the following
requirements:

(1) The quantity of controlled drugs contained in the drug kits and the contents of the
proof of use sheet shall be determined jointly by the pharmacy and the medical
director;

(2) The pharmacy shall document the contents of each drug kit;
(3) All controlled drugs kits shall be prepared and sealed by the pharmacy; and

(4) Each drug kit shall contain the following information on the outside of the
container:

a. The name of the MRH,;
b. The expiration date of the drug kit; and
¢. The specific identification number of the drug kit.
(e) Replacement drug kit(s) shall be obtained directly from the pharmacy.

(f) A specified number of replacement drug kit(s) may be stored in the MRH'’s
emergency department for purposes of restocking during times that the pharmacy
might be closed.

(g) Drug kits located in the emergency department shall be stored in a locked location,
separate from all other drug supplies of the emergency department.

(h) These replacement drug kits shall be accessed by the emergency department
supervisor only.

(i) The sealed replacement drug kits shall be included as part of the emergency
department shift change narcotic count as established by the MRH.

() The pharmacy shall provide the emergency department with a list of those persons,
designated by the unit's UCDC, as authorized to engage in drug kit replacement.
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(k) The pharmacy shall develop a system of documentation, for the emergency
department, to record drug kit replacement activities.

() Documentation in (k) above shall include:
(1) The date and time of shift counts for sealed drug kits;
(2) The number of sealed drug kits on hand; and
(3) The name of the person doing the count and the name of the witness.

(m) Utilized drug kits shall be accepted and documented in the emergency department,
by the shift supervisor.

(n) Utilized drug kits shall be stored in a locked area, separate from the emergency
department’s own inventory.

(o) A separate medications inventory sheet, for documenting utilized drug kit contents,
shall be developed by the pharmacy.

(p) Upon receipt of the utilized drug kit, the contents shall be documented on the proof
of use sheet by the person relinquishing the kit and the nurse supervisor or
pharmacist receiving the kit.

(9) The medications inventory proof of use sheet shall be documented at each shift
inventory until such time as the utilized drug kit is returned to the pharmacy.

(r) Utilized drug kits and inventory documents shall be forwarded to the pharmacy
pursuant to facility procedures.

Saf-C 5920.04 Unit Responsibilities.

(a) The UCDC shall place the drug kits into service at the unit and its applicable satellite
locations only after conducting a training session which explains the requirements
set forth in Saf-C 5920.03(a) to the unit personnel authorized to have possession of
controlled substances.

(b) The UCDC shall maintain a record of the date, time and participants of the
procedures review.

(c) Records of training sessions described in (a) above shall be available for inspection
by authorized persons pursuant to RSA 318:8 and 318-B:25.

(d) Resupply of expended controlled drugs shall be obtained only at the specific MRH
named in the unit's agreement.

(e) Drug kits shall be maintained in secure locations as designated by the UCDC and
identified in the agreement.

(f) Drug kits shall only be accessible to those persons authorized under RSA 318:42, X
and 318-B:10, V.

(g) When stored on a vehicle, the drug kit shall be stored in a secured compartment,
separate from the non-controlled substance medication container.

(h) When the drug kit is not stored on a vehicle, storage shall be:
(1) In a secured area that is not accessible to unauthorized personnel;
(2) Separate from non-controlled substance medication containers; and
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(3) In compliance with security measures required in the agreement.

(i) Key or access codes for the drug kits shall be distributed by the UCDC, to those
persons authorized under RSA 318:42, X and 318-B:10, V.

() The UCDC shall communicate to the MRH pharmacy, a list of all personnel
authorized to possess and replace drug kits.

(k) The list identified in (j) above shall be immediately updated as changes occur.

( The UCDC shall be the person designated to communicate with the unit owner and
MRH pharmacy, on all matters related to controlled drugs.

Saf-C 5920.05 Loss/Tampering Reporting Procedure.

(a) Units shall report any loss or tampering of or potential damage to the drug kits or its
contents during inspection procedures or calls for service as follows:

(1) Immediately upon conclusion of the inspection and upon noting any discrepancy
in the security or contents of a controlled drug kit, orally reporting the discrepancy to
the UCDC; and

(2) After oral notification, the persons conducting the inspection shall file a written
statement to the UCDC within 8 hours.

(b) The UCDC shall have the following responsibilities covering loss or tampering of
controlled drugs:

(1) The UCDC shall verbally notify the MRH pharmacy of such loss or tampering
immediately upon receipt of the verbal report; and

(2) The UCDC shall file a written report to the pharmacy, including a copy of the
discovering unit's report and the specific identity of the drug kit involved, if known,
within 24 hours of verbal notification.

(c) The hospital pharmacy shall notify the following agencies of the reported incident
pursuant to Ph 703.04 and 21 CFR 1301.76(b) within 15 days:

(1) The pharmacy board;
(2) US DEA via DEA form 106; and
(3) Copies of the notices referenced in (1) and (2) above to the commissioner.

Saf-C 5920.06 Outdated Controlled Drug Kit Exchange.

(a) Allintact drug kits in possession of the unit shall be returned to the pharmacy within
5 days of the expiration date.

(b) Allintact drug kits shall be exchanged on a one-for-one basis.

(c) Documentation of drug kit exchange shall be maintained in the pharmacy pursuant
to Ph 704.11 with a copy provided to the UCDC for the unit’s records.

Saf-C 5920.07 Violations.
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(a) A denial, suspension or revocation of a license as a result of any violation of this
section shall be in accordance with RSA 153-A:13, Saf-C 5903.11, Saf-C 5903.12
and RSA 541-A:30.

(b) Administrative fines shall be assessed for any violation under this section in
accordance with Saf-C 5907.

(c) The schedule of fines as set forth in Saf-C 5907.02 shall be utilized in addition to any
fines imposed by the board of pharmacy pursuant to Ph 710.01 and 710.02.

PART Saf-C 5921 RESPONSIBILITIES BETWEEN MRH AND UNIT

Saf-C 5921.01 Collaboration between Medical Director and Head of Unit.

(a) The head of unit and medical director shall collaborate with one another in regards
to the following:

(1) Education;

(2) Advice;

(3) Critiques;

(4) Medications;

(5) Treatment modalities and performance improvement.

Saf-C 5921.02 Responsibilities.

(a) Responsibilities between the unit and the unit's MRH shall be in a written
agreement.

(b) The written agreement set forth in (a) above shall include, at minimum:
(1) The name and mailing address of the MRH,;
(2) The name and mailing address of the unit;
(3) Provisions for sharing of patient demographic data;
(4) Provisions for medical control as defined in RSA 153-A:2, XV,

(5) The name of the medications approved for use under the NH patient care
protocols, dated 2009;

(6) Provisions for the supply and control of medications;
(7) Provisions set forth in Saf-C 5921.01(a); and
(8) Provisions set forth in Saf-C 5902.09(d).

(c) A copy of each responsibility between the unit and the unit's MRH set forth in (a)
above shall be signed by both parties.

(d) Licensed units providing care shall have an agreement with their designated MRH,
which shall include:
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(1) Printed or typed name of the medical director for the MRH that is responsible for
emergency medical services unit agreement;

(2) Printed or typed name of the medical director’s designee, if appropriate;
(3) Printed or typed name of the head of unit; and
(4) The form shall be signed and dated by both parties listed above.

(e) EMT-intermediate and EMT-paramedic level medical control shall only be in effect
while the unit has intermediate and/or paramedic provider(s) affiliated or through
written ALS mutual aid agreements. The unit shall notify the division and the MRH
within 10 days when it no longer has EMT-intermediate or EMT- paramedic
provider(s) affiliated with it.

() The MRH shall maintain a current file of agreements, which includes the following:
(1) The name, address and contact information of the MRH; and
(2) An alphabetical list of unit agreements.

(g) The complete list of agreements shall be kept current and copies shall be submitted
to the division by the MRH.

(h) The MRH shall be responsible to notify the division within 10 days of any changes of
the following:

(1) Any change in the EMS medical director;
(2) Any change in the primary hospital EMS contact;
(3) Any change in the hospital trauma program contact;

(4) The addition or deletion of any hospital personnel who have access to TEMSIS;
or

(5) Any potential or actual breach of EMSIR data that may compromise the security
of confidential patient information.
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Best Practice Controlled Medication Forms

le Controlled Medication Inventory Form

Current Department Earliest

NH

Medicati New Lock Provid
Lock Incident paon Expiration Rl ':OVI =
Numbers License

Used Signature
Restock | - | Number

Time Number Number Date

Sample Controlled Medication Proof-of-Use Form

Date: &-2- /é . @
== Kit Number: D - BlE5alea| £
Prepared by: &q ’g‘% E E -'§‘. E|l 3
CATHOLIC MEDICAL CENTER External Lock #: 2. 5E & § 5 ? 3 E E
Pharmacy & EMS Yelow Lock #: [ L] / a2|=8lg-|Ew| ¥
Controlled Substances Earliest Expiration: _J=/(~/7 W
Documentation | @i = o P e

“Proof.of Use” * nLevel

» % Time ; I':x..,!,T_n'...y n
I orExplring Med? | =

fo Ao :
‘.}}'ﬂl F the £l KL aned 8
Iays of Lz Pharmacy aceeots exchany

[0  Expired/Expiring Med Exchange

Returned hy: Date: Received by: ! Date:

State License#:
CNART2  FMS Cnntroled Suiwtances Documentation Farm; Hev- 11 /2006
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NH EMS Agency Drug Diversion Report Form:

N New Hampshire Department of Safety EMS Agency Drug Diversion Report Form
i 4 Division of Fire Standards and Training
& Emergency Medicail Services Name of Controlled Dosage
Moiiing Address;  NHFSTEMS - 33 Hazen Drive - Concord, NH 03305 Trade Name b e tved Strength / Form NDC Quantity
Physicel Addrens; 98 Smokey Bear Boulevard - Concord, NH 03301 SAMPLE:
AL Codeine Phosphate NHH\E.. Hquid 00121-0775-16 12 pints
. - L
EMS Agency Drug Diversion Report Form 2
- 3.
 Date of Report: Date Incident Occurred or Discovered: 4.
s.
_Name of Person Completing this Report: . <
_ | e — - — - =
7.
oman | rront (W) proNE 1O .
[
S satcracomes __aw | sar | ze o
 Name of EMS Agency Involved: _Agency Number: _ e
12
Signature of Person Completing Report: Date: e
 Meds missing from: __ Supply Storage Area D.| I<o7m,D« sign of Physical Damage: YES D NO Dl e - . — ——
15,
Meds in Locked Cabinet or Sox: aD ZOD 16
Date Discovered: Time Discovered: Last Date Meds were checked: ud
Location Diversion 18
Occurred: 19.
STRETT ADDRESS oy STATE o
Diversion Discovered by 20
{Name & Contact info): PHONE (W) PHONE () 21
22,
.  smuvavomss o aw | saw | w T o | ]
Local Law Enforcement | _z;nﬂmg _N”.I . — - 1 B ] -
Contacted? YES D NO D Enforcement Agency: m
Please see Poge 2 {back of this form) to fist the meds and volume of eoch involved in this diversion. ~r.
Person making the discovery of the Diversion must file o written statement with specific details about what wos observed 127,
and attoch the stotement to this report. These documents must be forwarded by the Agency’s UCDC ta Agency MRH Hr i T - — | |
Phormacy within 24 hours of initial verbal notification per Sof-C 5920.05 ond a copy should be
forworded to the Agency Medical Director. Statement Attached: ves| | wo[ | 2
30,
Date Report received by OEMS: ﬂ Received By:
1 certify that the foregoing information is correct to the best of my knowledge and belief.
Investigation Required: aD | NO D | Person Assigned:
SIGNATURE TMe T oATE
Formn NH DOS - FSTEEMS Dated Approved: Form NH DOS - FSTEEMS Dated Approved:
EMS Agency Drug Diversion Report EMS Agency Drug Diversion Report Page 2
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Best Practice Controlled Medication In-Vehicle Safes

In recognition that there are many in-vehicle safes available in the market available, it is
best practice that the safes have the following desired features:

e Tamper resistant construction — ideally in a separate steel lockbox / cabinet /
safe.

¢ The lockbox / cabinet / safe should be secured / boited to the interior of the
vehicle.

e The lockbox / cabinet / safe should be secured with a locking mechanism that
can only be accessible by authorized personnel and the UCDC.

e The locking mechanism should be at a minimum key-lock or preferably a
combination lock - utilizing individual access codes. Many electronic combination
lock systems are auditable and have features that indicate unauthorized attempts
to open the lock (including wireless programming and auditing).

Examples of In-vehicle Controlled Medication Safes:

MedixSafe

Knox — MedVault V-Line
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EMS — Responder Support Services

Family/Sig.
IN ouT- Other Detox ACCEPT
FACILITY NAME LOCATIONS CONTACT # PATIENT | PATIENT | Program | Available SPECILITIES INSURANCE
Uniformed Services,
Trauma, PTSD, CISM,

Brattleboro Retreat VT 1-802-258-3700 YES YES YES Co-Occcuring YES

Substance Abuse &
Caron Treatment PA, TX, & Addiction Interaction Out of Network
Centers FLA 1-800-678-2332 YES YES YES Disorder Possibie

Addictions, Men's

Dave Poles MA 1-617-981-1186 NO YES NO NO Issues YES

Uniformed Services,
Marworth Treatment Trauma, PTSD, Co-
Center PA 1-800-442-7722 YES YES YES Occuring YES

Law Enforcement &

1st Responders,
Mclean Hospital MA & ME 1-617-855-3141 YES YES YES YES Trauma, Depression YES
Sovereign Health Trauma, PTSD,
Group AZ, CA, FLA | 1-866-597-3983 YES Women's issues YES
Suboxone, Vivitrol,
Spectrum Health YESin YESin Methadone, Drug free
Systems MA, ME 1-800-366-7732 MA MA & ME YES housing YES
Co-occuring,
Addiction, Mental
Thomas Peltz MA & NH 1-978-927-6763 NO YES NO NO Health YES
NV, TX, FL, . .

American Addiction CA, MS, RI, Cﬂﬁomﬁ%%:mwﬂ%% S,
Centers NJ 1-888-731-3473 YES YES YES YES ' YES

Note: This list is NOT all-inclusive. Updates to this list of support services may be obtained from the NH Bureau of EMS web site.
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UCDC Training Program

Content Pending

Future NHOODLE Program
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EMS Provider Training Program

Content Pending
Future NHOODLE Program
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President McQuillin,

Thank you very much for your letter and please know you were commended by the Medical Control
Board for reviewing and considering the implications of our proposed protocol.

We had a fairly lengthy conversation amidst the board members and the prehospital providers present
at the meeting, and the board’s final consensus was to pass the protocol as is on a one year trial run.

The main points made were that benzodiazepines for anxiety are not a lifesaving intervention and may
negatively impact the patient and limit their initial evaluation in the emergency department or prolong
their stay.

We as medical directors were hoping to be involved in the decision making process for this intervention
initially, not as a penalty or insult, but as a way to gauge the need for its presence and degree of use.

Please do not hesitate to reach out with any further concerns or questions regarding this matter or any
others in the future, and again thank you for your thoughtful and supported opinions as they are always
more than welcome and appreciated.

Sincerely

Joey M. Scollan DO FACEP FAAEM FAAP

NH State EMS Medical Director

Chair, Bureau of EMS Medical Control Board
Pediatric and Adult Trauma and Emergency Services
EMS Medical Director

Elliot Hospital

Joey.Scollan@gmail.com

(914)217-7160
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PROFESSIONAL FIRE FIGHTERS

O F N E W H A M P 8 H I R E

November 13, 2018

NH Bureau of Emergency Medical Services
Medical Control Board

Dr. Joey Scollan-Chair

Dear Dr. Scollan,

On behalf of the 2,000 firefighters and paramedics represented by this union, this letter is to express our
opposition to the current proposed protocol related to anxiety and the administration of
benzodiazepines. While we can appreciate the intended benefits of such pre-hospital intervention, we
are specifically opposed to the requirement for Medical Control approval prior to administration.

The requirement for medical control approval prior to medication administration is a setback in an
otherwise progressive statewide EMS system. As you are aware there are currently zero medications
which require such approval and all medications are standing orders. Since 1999 current law within RSA
153 and Administrative Rules within Saf-C-5900 support that a Paramedic is the highest level of
licensure prehospital setting as established by the Commissioner of Safety.

Statewide, paramedics are trusted to intervene and administer medications daily using their own clinical
judgement without online medical control. The Medical Control Board’s recent protocol work on the
administration of Ketamine where restraints are needed for Excited/Agitated Delirium is a prime
example where providers in a higher acuity setting intervene with standing orders. This establishes a
nearly instantaneous safe environment for both the patient and the provider, AND better patient
outcomes.

We hope that you will reconsider your draft protocol requiring online medical control for anxiety.

Sincerely, k

William J McQu
President

Professional Fire Fighters of New Hampshire

43 Centre Street, Concord, NH 03301 » Office: (603) 223-3304 = Fax: (603) 223-3310 » www.pffuh.org





