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Reference Number: ADM 05-008
Effective Date: 21-Jul-04
Last Revision Date: 2-Jun-15
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Purpose:  
In accordance with Virginia Code §8.01-581.17 and applicable Virginia Office of Emergency 
Medical Service regulations, this SAP provides guidelines for Quality Management Reporting 
functions. Quality Management Reporting functions are to evaluate system effectiveness and 
regard for established SAP’s, guidelines, and standards of care.  
 
Policy:  
This SAP will provide guidance for the completion of pre-hospital patient care report (PPCR) for 
Emergency Medical Services (EMS) billing, ensure the compliance with treatment protocols, 
standardized completion of PPCRs, compliance with operational policies, and provide methods 
for remediation and improvement. 
 
The AIC will ensure completion of digital PPCR and post on the Virginia State Bridge (VPHIB) 
site by the end of the AIC’s shift, for each EMS Call dispatched.  The AIC will be considered the 
PPCR’s author.  
 
The digital PPCR will then be reviewed by the QA/QI committee for its completion, quality of 
care provided, and protocol compliance.  

• QA/QI comments and requests for action: 
o The QA/QI committee will alert the author of corrections needed for PPCR.  The 

alert will be sent via VPHIB to the provider, Captain of the provider, and 
members of the QA/QI committee. 

o The author of the report shall make the necessary corrections to their PPCR by 
the end of their next scheduled shift.  

§ Failure to do so within six (6) days (or two scheduled shifts) will 
constitute non-compliance and that provider may receive corrective 
action in the form of verbal warning, written warning, or suspension. 

 
On a monthly basis the Chief of EMS Operations will supplement the QA/QI committee review 
of PPCRs on select calls.  Supplemental review may occur with PPCRs or incidents containing:  

• Patient or public complaint  
• Death on the scene  
• Death in transit  
• Vehicle extrication incidents  
• Any case of inappropriate action by a health care provider  
• Any instance of medication error or receipt of inappropriate orders  
• Use of Aeromedical Services  
• Rapid Sequence Induction (RSI) procedure  
• Any patient requiring electrical therapy  
• Any report can be pulled at random to be reviewed  

 



	  

	  

If appropriate, the review will be forwarded to the Chief of Fire and Rescue and/or Operating 
Medical Director for further evaluation and/or action.  

 
The Operating Medical Director will conduct an incident review several times during the year in 
addition to this policy to focus on the following incidents:  

• RSI procedures  
• Incidents as deemed necessary by the Chief of EMS Operations 
 

Definitions:  
Quality Assurance - The process by which the performance of individual EMS Providers will be 
continuously monitored to ensure compliance with treatment protocols and operational policies.  
 
Quality Improvement - which involves a continuous cycle of evaluation, identification of 
strengths and opportunities for improvement, education, and training in areas needing 
improvement and then re-evaluation to determine whether improvement has been achieved.  
 
Standardized Requirements for PPCR Completion: 
The following is standardize PPCR documentation for Wintergreen Fire & Rescue personnel, and 
to provide a comprehensive understanding of what is required for timely billing and requested by 
the Chief of EMS Operations and the Operating Medical Director. 
 
Response Information 

• Address, location, or intersection dispatched to 
• Primary role of unit should be marked according to highest level of care on the unit at 

time of response. 
 
Patient Information 

• Verify if patient is a repeat patient 
• Provide name, age, gender, date of birth, address, and parent/guardian for the patients 

under age of eighteen where applicable. 
 

Evaluation/Treatment 
• All procedures, medications administered, vitals, and EKG’s shall be entered and time 

stamped under Vitals/Procedures.  
• All patients shall have the medical assessment completed to include a minimum of but 

not limited to skin condition, mental status, and neurological assessment.  
• Patients with traumatic injury need to have injury assessment completed.  
• Patients with burn injury need to have burn assessment completed.  
• A weight shall be included whenever a weight-based drug is administered.  
• All appropriate sets of vitals shall include a Glasgow Coma Score (GCS).  
• Vitals sign acquisition is recommended every 5 minutes for unstable patients, and every 

15 minutes for stable patients and shall be documented in Vitals/Procedures of the 
Eval/Treatment section of your report. 

• Cardiac Monitoring [3 or 4 lead] (ALS skill only), shall be noted in the Vitals/Procedures 
section of Eval/Treatment. 

• ECG 12-lead (BLS skill that includes lead placement, pressing analyze, reading results, 
and transmitting results to hospital), as soon as an Intermediate or Paramedic provider is  
present and specifics are interpreted then it becomes ALS.  This should be documented in 
the Vitals/Procedures within the Eval/Treatment section of your report. 



	  

	  

• ECG 15-lead, or posterior leads (ALS skill only) should be documented in the 
Vitals/Procedures within the Eval/Treatment section of your report. 

o Note: All 12-leads shall have attachments or shall be downloaded from the 
monitors to the Toughbooks if available. 

• 12-Leads shall not be administered as a tool to obtain a refusal.  If a 12-lead is warranted 
on scene and then patient refuses care and transport then Medical Control shall be 
contacted for consultation prior to leaving the scene.  All information regarding the 
refusal shall be documented. 

 
Past History 

• Patient allergies should be recorded when medications are administered. If unable to 
obtain allergies, it should be documented “unable to obtain allergies” and reason why. 

 
Narrative 

• Narratives shall include a minimum of events leading up to the 911 call, what provider 
observed at the scene, airway status, breathing status, circulation status, any interventions 
and whether they were effective, what hospital patient was taken to, and what room 
patient was placed in.  

o All narratives shall be signed by the attendant in charge (AIC) with name and 
level included at the end. 

o ALS/BLS under Service-Defined Questions should be selected according to the 
highest level of care provided to the patient.  

• If possible, document the name of the RN and/or Doctor that has taken over care at the 
hospital. 

• Reminder: Narrative’s are discoverable items and can appear in court.  Narratives should 
not include editorial information such as “I could not get dispatch to understand that I 
needed a helicopter at this location” or “patient backboarded prior to my arrival although 
it wasn’t necessary”.  Instances such as these should be handled by other means and not 
included in reports. 
 

Disposition 
• The following are considered to be making patient contact, patient information and 

signature shall be obtained. The most appropriate response disposition should be chosen.  
o If vital signs were obtained, refusal shall be signed and report marked as “Patient 

Refusal”.  
o Patient assessment completed, refusal shall be signed and report marked as 

“Patient Refusal”.  
o Speaking to persons that 911 was activated for, refusal shall be signed if there 

was an illness or injury and report marked as “Patient Refusal”.  
o “Treated and Released” shall only be selected in instances where a patient is 

found unresponsive from a history of Hypoglycemia and patient is given D50 and 
then wants to refuse. Medical control shall be contacted in scenarios such as this 
example.  

o Occasionally we are called for public service where a patient needs assistance to 
a chair or bed. If the patient has no injury or illness and only needs lifting 
assistance this call can be marked as “No Treatment Required”. Basic patient 
demographics shall be obtained for these patients.  The narrative should include 
at minimum a description of how patient was found and that patient had no injury 
or illness. 

o Patient Refusals shall be obtained if: 



	  

	  

§ Patient has injury or illness that required to have 911 activated, but 
decides that transport is not necessary  

§ If someone else activated 911 for a patient with illness or injury and they 
decide that transport is not necessary.  

§ At least one set of vitals and patient information shall be obtained with 
any refusal.  
 

• The following are considered when there is no patient contact and no patient information 
is required.  

o “No Patient Found” is used when your patient has fled the scene or is no longer 
at the residence you were called to.  

o If call was cancelled then mark report as “Cancelled” 
o If you arrive on scene of an MVC and command has reported no injuries and no 

patient contacts have been made. This can be marked as “Cancelled” or “No 
Treatment Required”.  

o If you have talked with an occupant of a MVC and they are reporting no injuries 
then you can mark this, as “No Treatment Required” and you should obtain basic 
patient information. A signature is not required if the patient reports no injuries. 
Document all information from your conversation regarding these patients.  

o “Dead at Scene” (Refer to TJEMS policies and procedures for additional 
information)  

§ Contact Wintergreen PD for officer to respond for any incident on the 
Wintergreen Master Plan and stay on scene if no calls pending to await 
decision for transport.  It will be the decision of the family and/or the 
Police Department as to which Funeral Home is needed or if the patient 
is to go the Morgue. 

§ Contact Nelson Dispatch for Deputy to respond.  EMS unit may go in 
service once Nelson Sheriff’s Department has arrived on scene.  It will 
be the decision of the family and/or the Sheriff’s Department as to which 
Funeral Home is needed or if the patient is to go the Morgue. 

 
Signatures 

• Provider shall make all reasonable attempts to obtain patient signatures or authorized 
representatives.  Causes for a lack of patient signature may include: altered mental status, 
and/or injuries that prevent signing. If a patient signature is not obtained then valid 
documentation must be included in the narrative as well as a hospital/receiving agent 
signature. 


