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The purpose of this protocol is to authorize paramedics to monitor intravenous octreotide 
infusions during interfacility transport.  

Only those ALS ambulance providers approved by the county MPD office will be permitted to 
provide the service of monitoring octreotide infusions during interfacility transports from 
approved hospital(s) within their service area. 

1. General information on Octreotide:

a. Octreotide is a peptide drug that decreases the secretion of gastroenterohepatic
peptides.  Octreotide-potent inhibitor of GH, insulin, and glucagon secretion. Also
decreases splanchnic blood flow and inhibits release of serotonin, gastrin, vasoactive
intestinal peptide.

b. Indications:
i. Short bowel syndrome
ii. GI fistulas
iii. GI bleeding
iv. Variceal bleeding
v. AIDS related diarrhea
vi. Diarrhea due to chemotherapy

c. Contraindications:
i. Known hypersensitivity to acetylcysteine

d. Precautions:
i. Use with caution in patients with hepatic disease.

e. Interactions:
i. Beta blockers
ii. Bromocriptine
iii. Cyclosporine
iv. Insulin
v. Oral hypoglycemic agents

f. Standard dosing for IV infusions:
i. 25-50 mcg/hr

g. Indications for discontinuing infusion include but are not limited to:
i. Infiltration of IV site, may resume infusion through new IV site at same rate.
ii. Active bleeding
iii. Mechanical infusion pump failure
iv. Allergic reaction

June 30, 2024
Date 

________________ 
Kevin Hodges, M.D  
Medical Program Director 
Benton-Franklin Counties 
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The purpose of this protocol is to authorize paramedics to monitor intravenous pantoprazole 
infusions during interfacility transport.  

Only those ALS ambulance providers approved by the county MPD office will be permitted to 
provide the service of monitoring pantoprazole infusions during interfacility transports from 
approved hospital(s) within their service area. 

1. Pantoprazole (Protonix) is a proton pump inhibitor that decreases the amount of acid
produced in the stomach. Pantoprazole is used to treat erosive esophagitis.

a. Indications:
i. Peptic ulcer bleeding
ii. Erosive esophagitis
iii. Zollinger-Ellison syndrome
iv. Stress ulcer prophylaxis

b. Contraindications:
i. Known hypersensitivity to pantoprazole or similar medations (lansoprazole,

omeprazole, Nexium, prevacid, Prilosec)
ii. Medications containing rilpivirine (Edurant, Complera, Juluca, Odefsey)

c. Precautions:
i. May cause new or worsening symptoms of lupus.
ii. Osteoporosis
iii. Hypomagnesemia

d. Interactions:
i. There are several medications that are known to interact with pantoprazole

including:
• Aspirin
• Digoxin
• Furosemide
• Gentamicin
• Hydrochlorothiazide
• Levothyroxine
• Lovastatin
• Simvastatin
• Warfarin

e. Standard dosing for IV infusions:
i. 80mg doses, administered at 8 mg/hr.

f. Indications for discontinuing infusion include but are not limited to:
i. Infiltration of IV site, may resume infusion through new IV site at same rate.
ii. Active bleeding
iii. Mechanical infusion pump failure
iv. Allergic reaction
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The purpose of this protocol is to authorize paramedics to monitor intravenous nitroglycerin 
(NTG) infusions in adult patients during interfacility transport. 

Only those ALS Ambulance providers approved by the Adams/Benton/Franklin/Yakima County 
MPD Office are permitted to provide the service of monitoring nitroglycerin infusions during 
interfacility transports from approved hospital(s) within their service area. 

June 30, 2024
Date 

________________ 
Kevin Hodges, M.D  
Medical Program Director 
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The purpose of this protocol is to authorize paramedics to monitor intravenous potassium 
infusions during interfacility transport.  

Only those ALS ambulance providers approved by the county MPD office will be permitted to 
provide the service of monitoring potassium infusions during interfacility transports from 
approved hospital(s) within their service area. 

1. Potassium Infusions:
a. KCl infusion concentration will not exceed 40 mEq / liter administered at a

mechanically controlled rate not to exceed 10 mEq / hour through a peripheral line.

b. If fluid bolus or IV medications are needed, they should be administered through an
alternate IV site. If no other site is available, the KCl infusion shall be discontinued
and a new IV solution without KCl shall be used as replacement.  DO NOT BOLUS
FLUIDS CONTAINING KCl.

2. Monitor patient for adverse effects during transport including:
a. Cardiovascular: Dysrhythmias, cardiac arrest
b. Respiratory: depression / arrest
c. Gastrointestinal: nausea / vomiting, diarrhea, abdominal pain
d. Neurological: paresthesia of extremities, muscular paralysis, confusion
e. IV infiltration: monitor IV site as infiltration may cause necrosis.  If patient complains

of burning or irritation at the insertion site, the IV should be checked for patency and
the infusion rate slowed or discontinued.

3. General Information on potassium chloride
a. Potassium is an essential macromineral in human nutrition with a wide range of

biochemical and physiological roles.  Among other things, it is important in the
transmission of nerve impulses, the contraction of cardiac, skeletal and smooth muscle,
the production of energy, the synthesis of nucleic acids, the maintenance of intracellular
tonicity and the maintenance of normal blood pressure.

b. Indications for the use potassium chloride
i. The treatment of potassium depletion in patients with hypokalemia when oral

replacement is not feasible.
ii. Treatment of digitalis intoxication.

c. Contraindications:
i. Renal impairment with oliguria or azotemia
ii. Untreated Addison’s Disease
iii. Hyperadrenalism associated with adrenogenital syndrome
iv. Extensive tissue breakdown as in severe burns
v. Adynamia episodica hereditaria
vi. Hyperkalemia of any etiology

d. Precautions:
i. Pregnancy Category C
ii. Chronic renal disease

June 30, 2024
Date 

________________ 
Kevin Hodges, M.D  
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iii. Adrenal insufficiency
iv. Any other condition which impairs potassium excretion
v. Potassium should be used with caution in diseases associated with heart block

e. Adverse Effects:
i. Fever
ii. Venous thrombosis, infection at injection site
iii. Extravasation, phlebitis, pain at infection site
iv. Hypervolemia
v. Hyperkalemia
vi. Abdominal Pain
vii. Nausea / vomiting
viii. Paresthesias of the extremities
ix. ECG abnormalities, heart block
x. Mental confusion
xi. Hypotension

f. Interactions:
i. Cardiac arrest can occur with high potassium conditions, such as chronic renal

failure, burns, acidosis, dehydration, and potassium sparing diuretic usage such
as spironolactone.

ii. Drug interactions causing elevation of potassium can occur with ACE inhibitors
(used to treat high blood pressure) and certain diuretics (aldactone and
triamterene)

g. Standard Dosages for Potassium Chloride Infusions:
i. For serum potassium level >2.5mEq/L

1. Continuous IV Infusion: 10mEq/hour in a concentration up to 40mEq/L.
Max dose of 200mEq/day

ii. For serum potassium level < 2.0 with electrocardiographic changes and/or muscle
paralysis, potassium chloride may be administered at a rate up to 40mEq/hour.
(This rate is not approved for EMS personnel).

h. Special Considerations:
i. Potassium must be diluted prior to administration.
ii. Administer at a rate not to exceed 10mEq/hour through peripheral line.
iii. Infusion rate may not exceed 20mEq/hour via central line or MedPort.
iv. Monitor electrolyte, fluid and acid-base balances

i. Indications for discontinuing infusion include but are not limited to:
i. Infiltration of IV site, though the paramedic may resume infusion through new IV

site at same rate
ii. Widening QRS
iii. Ventricular dysrhythmias not caused by hypokalemia
iv. Mechanical infusion pump failure
v. Allergic reaction

June 30, 2024
Date 

________________ 
Kevin Hodges, M.D  
Medical Program Director 
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NAME DOSING DRUG PROFILE PROTOCOL 

Acetaminophen Adult: 
Pain control: 
650-1000 mg PO x
1.

Peds: 
Febrile Seizure (or)  
fever >103 degrees: 
20mg/kg 
Suppository 

Pain control: 
15 mg/kg PO 

Indications: 
Pain control, 
Febrile seizure, 
Fever >103 degrees 

Contradictions: 
None 

SE: 
None 

M-1
M-11
P-13

Adenosine  
(Adenocard®) 
Antiarrhythmic 

Adult: 
6 mg IV, rapidly via 
proximal IV.  Flush 
with 10mL saline.  If 
no effect in 1-2 
minutes,  
Second dose of 12 
mg IV rapidly.  
May repeat 12 mg 
bolus. 

Peds: 
0.1 mg/kg IV, IO 
max 6 mg first dose 
max 12 mg second 
dose. 

Indications: 
PSVT refractory to vagal 
maneuvers 

Contraindications: 
2nd or 3rd degree heart 
block, sick sinus syndrome, 
known hypersensitivity 

SE: 
facial flushing, HA, SOB, 
dizziness, nausea all self 
limiting 

C-8
P-22

Albuterol 

(Proventil®) 
Sympathetic agonist B2 
selective 

Adult: 
2.5 mg (0.5ml) 
diluted in 3 mL 0.9% 
NaCl via nebulizer 
mask. 

Peds: 
2.5 mg (0.5ml) 
diluted in 3 mL 0.9% 
NaCl via nebulizer 
mask. 

Indications: 
Bronchospasm, COPD, 
Asthma 

Contraindications: 
Known hypersensitivity 
SE: 
palpitations, anxiety, 
dizziness, HTN, arrhythmia 
chest pain, N/V 

C-11
M-2
R-1
R-2
R-3

Amidate See Etomidate See Etomidate 
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Amiodarone 

Antiarrhythmic 

Adult: 
Pulseless Arrest: 
300 mg IV, IO.  May 
repeat 150 mg IV, 
IO in 3-5 min. 

Wide-Complex 
Tach. (Stable): 
150 mg IV over 10-
15 min., may repeat 
150 mg IV once.  
See Drug table for 
recommendation. 

Peds: 
Refractory V-fib 
Pulseless V-tach: 
5mg kg IV, IO, bolus 
may repeat x2 max 
of 15 mg/kg in 24 
hours. 

Perfusing 
arrhythmias 
supraventricular and 
ventricular: 
5 mg/kg load IV, IO 
over 20-60 minutes. 
may repeat x 2, max 
dose15 mg/kg in 24 
hours.  Max single 
dose 300 mg. 

Indications: 
Used in life threatening 
cardiac arrhythmias such 
as V-Tach or V-Fib; control 
of  PVC’s 

Contraindications: 
Severe sick sinus 
syndrome, 2nd and 3rd 
degree AV block, 
symptomatic bradycardia, 
known hypersensitivity 

SE: 
hypotension, bradycardia 

C-6
C-8

Anectine See Succinycholine See Succinycholine 

Aspirin 

Acetylsalicylic Acid 
Non-enteric coated 

Platelet aggregation 
inhibitor & anti-
inflammatory agent 

Adult: 
324 mg 

Peds: 
N/A 

Indications: 
Chest Pain suggestive of 
AMI 

Contraindications: 
Known hypersensitivity, 
relative contraindication in 
active ulcer disease, 
asthma 

SE: 
Heart burn, wheezing, N/V, 
prolonged bleeding 

C-3
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Ativan See Lorazepam See Lorazepam 

Atropine Sulfate 

Anticholinergic, 
(parasympatholytic) 

Adult: 
Symptomatic 
Bradycardia: 
1 mg IV q 3-5 
minutes; up to 3 mg 

Organophosphate 
Poisoning: 
1 – 5 g IV q 5 
minutes until vital 
signs improve. 

Peds: 
Symptomatic 
bradycardia: 
0.02 mg/kg, may 
double the dose for 
2nd IV or IO dose.  
(Minimum dose: 
0.1mg)  
(Maximum dose: 
Child 1 mg 
Adolescent 2 mg) 

Organophosphate 
Poisoning: 
0.05 mg/kg in 
children until vital 
signs improve.  

Pediatric RSI: 
If bradycardia 
occurs following 
intubation attempt, 
0.02 mg/kg 
(minimum of 0.1mg) 

Indications: 
Asystole, PEA 
hemodynamically 
significant symptomatic 
bradycardia 
Organophosphate 
Poisoning, GB, VX Nerve 
Agent exposure, Asthma 

Pediatrics: 
Symptomatic bradycardia 
unresponsive to 
oxygenation ventilation and 
epinephrine. 

Efficacy in cardiac arrest is 
unknown, trial dose may be 
given. 

Contraindications: 
None in the emergent 
setting 

SE: 
Blurry vision, dilated pupils, 
dry mouth, tachycardia, 
drowsiness, and confusion 

C-1
M-10
P-9
P-16

Atropine/ 2-PAM 

(MARK 1 Kit) 

2-PAM

Adult: 
GB, VX Nerve Agent 
Exposure 
See Nerve Agent 
Protocol 
2-PAM dose:

Indications: 
Severe organophosphate 
poisoning as characterized 
by muscle twitching, 
respiratory depression, and 
paralysis 
Contraindications: 
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Cholinesterase 
reactivator 

1-2 g in 250-500 ml
0.9% NaCl infused
over 30 minutes.

Peds: 
2-PAM dose 20-40
mg/kg by the same
method as above.

Poisonings other than 
organophosphates 

SE: 
Excitement, manic behavior 

Atrovent See Ipratropium 
Bromide 

See Ipratropium Bromide 

Benadryl See 
Diphenhydramine 

See  
Diphenhydramine 

Calcium Gluconate 

Electrolyte 

Adult: 
1 – 2 g slow IV, 
repeated as 
necessary at 10 min 
intervals. 

Peds: 
N/A 

Indications: 
Treat cardiac toxicity or 
hyperkalemia, as an 
antidote for 
hypermagnesemia. 
To treat calcium channel 
blocker and Beta blocker 
OD 

Contraindications: 
Ventricular fibrillation; 
caution in patients on 
digoxin, renal or cardiac 
insufficiency, and 
immobilized patients. 

SE: 
CNS:-Tingling 
CV:-hypotension, 
bradycardia, dysrhythmias, 
syncope, cardiac arrest 
Local Reactions:- tissue 
irritation, burning, cellulitis, 
soft tissue calcification, 
necrosis. 

C-7
C-11
M-10

Cardizem See Diltiazem See Diltiazem 
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Cyanide Kit Adult: 
Kit Contains 
-amyl nitrate for
inhalation; break
pearls and have
victim inhaled.
-sodium nitrite
solution for IV use;
given immediately
on establishing IV
-sodium thiosulfate
for IV use; use alone
for mild exposure
Amyl nitrate and
Sodium nitrite are
for severe exposure.
Sodium Thiosulfate
is for all exposures.

Peds: 
Contact Medical 
Control if cyanide 
poisoning is 
suspected 

Indications: 
Cyanide Poisoning; 
Cyanide binds a key 
cellular enzyme 
(cytochrome oxydase) 
causing cellular asphyxia 
and thus effects virtually all 
organs in the body. 
Signs and Symptoms 
Unconscious noncyanotic, 
hypotension and 
bradycardia.  Death may be 
seconds to minutes.  Less 
severe, HA, dyspnea, 
confusion or seizure and 
hypotension.  A bitter 
almond flavor may be 
described. 

Contraindications: 
None  
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Dextrose 50% 
 
Nutrient, carbohydrate 
 
 

Adult: 
25 g IV, IO, may 
repeat with 
additional 25 g. 
 
Peds: 
0.5 – 1.0 g/kg up to 
25 g. 
 
<1 year old dilute to 
12.5% concentration 
1-8 year old dilute to 
25% concentration 
>8 year old 50% 
concentration 

Indications: 
Coma, unconscious 
unresponsive unknown 
etiology, hypoglycemia, 
insulin shock 
 
Contraindications: 
None in the emergent 
setting 
 
SE/complication: 
tissue necrosis and 
phlebitis at injection site. 

 
M-6 

M-11 
M-12 
M-10 
P-22 
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Diazepam 
 
(Valium) 
Benzodiazepine 
 
Substitute for 
Lorazepam during 
shortages. 

Adult: 
Actively seizing: 
2 - 10 mg IV slow 
push, IM 
 
Sedation before 
cardioversion/pacing 
2 – 10 mg IV slow 
push, IM 
 
Severe anxiety: 
2 – 5 mg IV slow 
push, IM 
 
Chest pain in 
sympathomimetic 
overdose: 
2 – 5 mg IV slow 
push, IM 
 
Peds: 
Seizures-Status 
epilepticus: 
0.1 – 0.3 mg/kg IV 
slow push, IM 
 
Sedation before 
cardioversion or 
pacing: 
0.1 – 0.3 mg/kg IV 
slow push, IM 
 

Indications: 
Active seizure, 
Status epilepticus, Sedation 
before 
cardioversion/pacing, 
severe anxiety, chest pain 
in sympathomimetic OD. 
 
Contraindications: 
Hypersensitivity 
 
SE: 
CNS depression, 
drowsiness, respiratory 
depression, hypotension, 
venous thrombosis. 
 

 

Diltiazem  
 
(Cardizem®) 
Calcium Channel 
Blocker 
 
 
 
 
 
 
 

Adult: 
0.25 mg/kg IV slow 
over 2 min. May 
repeat in 15 min,@ 
0.35 mg/kg slow 
over 2 min. 
 
Drip at 5 - 15 
mg/HOUR after 
bolus to maintain 
rate control 
 
Peds: 
Not FDA Approved 

Indications: 
To control rapid ventricular 
rate in A-Fib & A-Flutter., 
PSVT 
 
Contraindications: 
Hypersensitivity, 2nd or 3rd 
degree Heart Block, Sick 
Sinus Syndrome, WPW, 
cardiogenic shock, V-Tach, 
Caution: 
AV Block, CHF, can cause 
systemic hypotension 
 

 
C-8 
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4 mg/kg IM 
 

Ketorolac  
(Toradol) 
NSAID, Analgesic 
 

Adult:  
15 mg IV (or) 
30 mg IM 

Indications: 
Pain control 
 
Contraindications: 
Renal disease 
Major trauma 
Dehydration 
Active bleeding, IM dose 
not for treatment of chronic 
pain. 
 

P13 

Levophed 
 
 
 

 
See Norepinephrine 

 
See Norepinephrine  
 

 
 
 
 

 
 
Lidocaine 2%  
(Xylocaine®) 
Antiarrhythmic 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
Adult: 
Cardiac arrest 
VT/VF: 
1-1.5 mg/kg IV, IO; 
then repeat at 0.5-
0.75 mg/kg q 5-10 
minutes.  Maximum 
3 mg/kg.   
 
Stable VT with 
pulse: 
0.5-0.75 mg/kg 
IV/IO. repeat at 1-
1.5 mg/kg if needed. 
Use maintenance 
drip after 
conversion. 
 
IO Anesthetic: 
20-50 mg in 1-2.5 ml 
over 1-2 minutes. 
 
Lidocaine Drip: 
After conversion to a 
pulsed rhythm at 
>60 bpm, start drip 
@ 1 – 4 mg/min. 

 
 
 
Indications: 
Cardiac arrest VT/VF, 
Pulsed ventricular 
tachycardia, Malignant 
PVC’s, Anesthetic for 
procedures. 
 
Contraindications: 
High degree heart blocks, 
PVC’s in conjunction with 
bradycardia 
 
SE: 
Anxiety, drowsiness, 
dizziness, confusion, N/V, 
Convulsions widening of 
QRS 

 
 
 

C6 
C-8 
P-4 
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PROTOCOL TITLE:  COUNTY OPERATING POLICY #1

A-C1

COUNTY OPERATING POLICY  #  1  Effective Date: 
4/1/91  
Reviewed: 08/21/2018 

Page: 
1 of 1 

SUBJECT: ACLS AND PALS 
REQUIREMENT      

I. STANDARD

To retain Protocol Privilege within Benton-Franklin Counties all pre-hospital ALS
personnel shall maintain a current ACLS certification and a current PALS
certification.

II. PURPOSE

To ensure that the ALS care giver has the most current information provided by
the American Heart Association for the treatment of a broad range of patients with
life-threatening cardiac rhythms and other life threatening illnesses and injuries.

III. PROCEDURE

1. Participate and pass an approved AHA ACLS class at least once every 2 years.
2. Participate and pass an approved AHA PALS course at least once every 2

years.

IV. QUALITY ASSURANCE:

ACLS codes will be reviewed by the MPD and/or designee.  Deviation from a
standard algorithm may require on-line physician consultation.  These algorithms
should not be construed as prohibiting flexibility as long as each action is justified
and thoroughly documented. Critical or otherwise atypical/interesting cases may
be reviewed by the MPD QA/QI process.
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PROTOCOL TITLE:  COUNTY OPERATING POLICY #2

A-C2

COUNTY OPERATING POLICY  # 2 Effective Date: 
1/1/98  
Reviewed:  9/12/11 

Page: 
1 of 2 

SUBJECT:   
ALS INITIAL CERTIFICATION    
BENTON -FRANKLIN COUNTY 

I. STANDARD

To provide a uniform method for ALS EMS personnel either new to field, or new
to the area, to become familiar with local, regional and state patient care
protocols and procedures.

II. PURPOSE

1. To ensure EMS providers are qualified to provide an advanced level of    medical
care in the pre-hospital setting.

2. To ensure the EMS providers are familiar with local, regional and state patient
care protocols and precedents.

III. PROCEDURE

1. Prior to the MPD recommending ALS personnel for state certification and the
ability to practice in Benton-Franklin Co. the following shall be accomplished.

a. Pass the National Registry Exam or Washington State Paramedic
Exam(s) and provide proof of current certification.

b. Meet all state requirements for certification identified in WAC 246-976-
142.

c. Pass the County Protocol Exam with a minimum score of 80%.

d. Provide documentation of satisfactory completion in ACLS, PALS and
PHTLS (or equivalent).

e. Provide letters of recommendation, on official letterhead, from (1) most
recent employer or agency of association in the field of emergency
medical service, and (2) MPD and/or Paramedic Course
Instructor/Physician Advisor.



________________ June 18, 2019 
Kevin Hodges, M.D  Date 
Medical Program Director 
Benton-Franklin Counties 
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PROTOCOL TITLE:  COUNTY OPERATING POLICY #2

A-C2

  

COUNTY OPERATING POLICY  #  2 Effective Date: 
1/1/98  
Reviewed:  08/21/18 

Page: 
2 of 2 

SUBJECT:   
ALS INITIAL CERTIFICATION    
BENTON -FRANKLIN COUNTY 

2. After the above has been accomplished and the provider receives his/her state
certification card, the following should be completed to the satisfaction of the
MPD before functioning in the field in an unsupervised setting, (as the sole lead
Paramedic).

a. Render care in the field in conjunction with a jointly approved agency
preceptor, to a minimum of twenty (20) ALS patients.

b. ALS patient contacts should include but are not limited to;

i. One ACLS code
ii. One trauma that meets the criteria for modified or full trauma team

activation at the receiving facility.

c. Administering medications, starting IV’s, I.O.’s Oral-tracheal Intubation,
etc.

d. Demonstrate proficiency at writing Patient Care Reports and radio
communication

e. Meet with the MPD for an oral interview. At this time proof of completion
of the above must be presented to the MPD office.

f. The above requirements are meant as a general guideline and are not
meant to cause an undue burden on a paramedic or agency. In any event
a “good faith” effort is expected and exceptions to the above must have
the express written permission of the MPD.



________________ June 18, 2019 
Kevin Hodges, M.D  Date 
Medical Program Director 
Benton-Franklin Counties 
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PROTOCOL TITLE:  COUNTY OPERATING POLICY #3

A-C3

COUNTY OPERATING POLICY  #3 Effective Date: 
1/1/98  
Reviewed:  9/12/11 

Page: 
1 of 2 

SUBJECT:   
AED & KING LT CONTINUING 
EDUCATION. REQUIREMENTS 

I. STANDARD

All EMS providers that have a special skills endorsement for a King LT are required
to maintain additional CME to remain certified in Benton Franklin Co.

AED updates will be covered in BLS OTEP.

II. PURPOSE

To assure that providers maintain proficiency in the use of AED and/or King LT.

III. PROCEDURE

1. Participate in approved skill maintenance continuing education annually.

2. Training Components – AED.

a. CE shall be completed on appropriate time schedule.
b. Each person will be evaluated as team leader on three simulated cardiac

arrest exercises to include:  VF, a non-treatable rhythm, and some type of
equipment malfunction or other type of problem.

3. Training Components – King LT.

a. CE shall be completed on appropriate time schedule.
b. Each person must successfully complete practical skills exam which

includes intubation and extubation on an airway manikin.  Practices session
must include simulated “megacode” situations.

4. Each individual’s CE will need to be documented and a record kept on file for
audit    by the MPD and/or designee.

 



________________ June 18, 2019 
Kevin Hodges, M.D  Date 
Medical Program Director 
Benton-Franklin Counties 
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COUNTY OPERATING POLICY  #3 Effective Date: 
1/1/98  
Reviewed:  08/21/18 

Page: 
2 of 2 

SUBJECT:   
AED & KING LT CONTINUING 
EDUCATION. REQUIREMENTS 

IV. QUALITY ASSURANCE

Actual occurrences will be reviewed on a regular basis by MPD and/or designee.

Training records will be audited for compliance.  Failure to maintain CE may result
in the loss of the MPD’s permission to perform these special skills.



________________ June 18, 2019 
Kevin Hodges, M.D  Date 
Medical Program Director 
Benton-Franklin Counties 
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PROTOCOL TITLE:  COUNTY OPERATING POLICY #4

A-C4

COUNTY OPERATING POLICY  #  4 Effective Date: 
1/1/01  
Reviewed:  08/21/18 

Page: 
1 of 2 

SUBJECT:   
MPD MANDATORY MEETING 
REQUIREMENT 

I. STANDARD

To maintain protocol privileges in Benton-Franklin Counties all paramedics are
required to physically attend a minimum of 6 (50%), MPD meetings within their 3
year certification period. All Paramedics are required to view the recordings of all
MPD meetings they did not attend. All online cognitive and practical skills tests
must be completed.

II. PURPOSE

The purpose of this requirement is to insure that all Paramedics have an on-
going forum to:

1. Develop a Dialogue with the County MPD.

2. Review and receive feedback on patient care issues.

3. Receive information on new protocols and protocol changes.

4. Share system problems and goals.

5. Have periodic formal evaluation of skills and knowledge.

III. PROCEDURE

MPD meetings will be held quarterly. Individuals must attend at least 6 (50%), MPD
meetings within the individual’s 3 year certification period.

Individuals are responsible for registering their attendance at these meetings by
signing the roster.  The roster shall be maintained by the MPD Assistant Your
attendance will be tracked for compliance.  Your agency supervisor will be notified
of non-compliance to this policy.  Failure to maintain these annual requirements
may result in the loss of the Protocol privileges in Benton-Franklin Co.
Reinstatement will occur once the provider has successfully made up the meetings
missed or completed other remediation and education tasks to the satisfaction of
the MPD.

 









________________ June 18, 2019 
Kevin Hodges, M.D  Date 
Medical Program Director 
Benton-Franklin Counties 
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PROTOCOL TITLE:  COUNTY OPERATING POLICY #6

A-C6

COUNTY OPERATING POLICY  # 6 Effective Date: 
10/18/97 
Reviewed: 08/21/18 

Page: 
1 of 1 

SUBJECT:   
EMS/MEDICAL CONTROL 
COMMUNICATION 

I. STANDARD

Communications between Pre-hospital personnel and Medical Control will be
standardized for all complicated medical and trauma patients.

Reference “Communication with the Hospital Protocol” in Benton-Franklin County
Patient Care Guidelines for additional information.

II. PURPOSE

To define methods of expedient communications between Pre-hospital personnel
and Medical Control.

III. PROCEDURE

1. Contact Medical Control as often as necessary to provide adequate notification
and instructions for all complicated medical and trauma patients.

This may include, but is not limited to contact:

a. En Route.
b. At the scene, with quick scene size-up.
c. Report with pertinent patient information.

IV. QUALITY ASSURANCE

1. Communication problems will be reviewed through local measures and
reported to the Regional CQI committee for review if necessary.

2. Communication problems effecting patient care will be reviewed locally and
reported to the Regional CQI committee for review.



________________ June 18, 2019 
Kevin Hodges, M.D  Date 
Medical Program Director 
Benton-Franklin Counties 
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PROTOCOL TITLE:  COUNTY OPERATING POLICY #7

A-C7

COUNTY OPERATING POLICY  # 7 Effective Date: 
Reviewed: 08/21/18 

Page: 
1 of 2 

SUBJECT:   
HOSPITAL DESTINATION 

I. STANDARD

To define a standard method in Benton/Franklin Counties for determining patient’s
destination.

II. PURPOSE

To assure prompt transport to the appropriate Hospital.

III. PROCEDURE:

In general, patients with non life-threatening injuries or illnesses may request
transport to the hospital of their choice.  This destination may also be selected by
the patient’s family members or private physician as appropriate.  This hospital
choice should be within reasonable range of the ambulance and not unnecessarily
take the transporting unit out of service for an extended period of time.   For
example, a patient in Prosser may request transportation to a Tri-Cities hospital or
to Sunnyside, however transport to Ellensburg or Spokane would likely be
unreasonable.

In certain cases, the choice of hospital destination may be determined by protocol.
Such cases include the need for immediate PCI/cath lab, Trauma System entries,
or need for a hyperbaric chamber or other hospital-specific resources.  (RCW
70.168.015).  Trauma patients shall be triaged in the field by EMS and transported
to the trauma facility with the appropriate resources.

In the event of an unstable airway uncontrolled in the field, the patient should be
transported to the nearest Emergency Department for stabilization regardless of
eventual destination.

Hospital destination choice shall be made prior to leaving the scene. On selecting
a hospital destination, and before initiating transport, the transporting unit will
contact their dispatcher to determine the “Ambulance Status” of the hospital of
choice.  If the hospital of choice is currently diverting ambulances the transporting
unit and the dispatcher shall work together to select the next closest appropriate
facility with the ability to accept the patient.



________________ June 18, 2019 
Kevin Hodges, M.D  Date 
Medical Program Director 
Benton-Franklin Counties 
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PROTOCOL TITLE:  COUNTY OPERATING POLICY #7

A-C7

COUNTY OPERATING POLICY  # 7 Effective Date: 
Reviewed: 08/21/18 

Page: 
2 of 2 

SUBJECT:   
HOSPITAL DESTINATION 

Hospital Ambulance Status shall be according to the following designations: 

GREEN: Hospital is accepting all ambulance patients. 

YELLOW: Hospital is selectively diverting ambulance traffic (for example, 
unable to accept critical patients due to lack of OR or ICU beds). 

RED: Hospital is diverting all ambulance patients. 

Policies for changing a hospital’s Ambulance Status are the discretion of the 
receiving hospital.  For the good of the patient and the community, notification of 
“ambulance divert” status (YELLOW or RED) must be made to the 911 dispatch 
service in advance and should not affect a transporting unit already enroute with a 
patient.  It is the duty of the hospital to notify the 911 dispatch service any time the 
status of the hospital changes.  

Exceptions to intended transport destinations in extreme circumstances may be 
requested by online medical control and should be immediately honored by the 
transporting unit.  Any exceptions will be referred by the transporting unit to be 
reviewed by the county Medical Program Director. 

V. QUALITY ASSURANCE

Hospital Destination Issues will be reviewed through local measures and
reported to the regional CQI Committee for review if necessary.

Emergency Department Trauma 
Level 

Stroke 
Level 

Cardiac 
Level 

Kadlec Regional Medical Center III II I 
Trios Health (Southridge) III/III peds II II 
Lourdes Medical Center IV II N/A 
Prosser Memorial Hospital IV III N/A 
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PROTOCOL TITLE:  COUNTY OPERATING POLICY #8

A-C8

I. STANDARD

Continuing education is a requirement for recertification at the state and local level.
EMS Personnel maintaining certification within Benton/Franklin County will follow
WAC 246-976-161 - Educational Requirements for Recertification. Additional
skill and or educational requirements specific to Benton and Franklin counties have
been added to this document.

Educational requirements for the recertification or renewal of Washington State
EMS certification, (EMR, EMT, AEMT or Paramedic) may be completed through
the two following methods:

1. The "Continuing medical education (CME) method" WAC 246-976-162 is
a series of education courses following initial certification to maintain and
enhance skill and knowledge to meet educational requirements for
recertification.  CME requires the successful completion of a written and
practical skills certification examination as part of the recertification
requirements.

2. The "Ongoing training and evaluation program (OTEP) methodò WAC
246-976-163 is a program of education for EMS personnel, approved by the
MPD and the Department of Health to meet the education requirements and
core topic content for recertification.  OTEP includes cognitive, affective and
psychomotor evaluations following completion of each topic presentation to
determine student competence of topic content.

To retain Protocol Privileges within Benton-Franklin Counties all paramedics 
shall document completion of CME requirements of one of the above methods. 

II. PURPOSE

To provide uniformed on-going continuing medical education training program that
focuses on continuous quality improvement in a wide variety of EMS subjects and
skill sets.

COUNTY OPERATING POLICY  # 8 
Effective Date: 
Reviewed: 08/21/18 
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SUBJECT:   
CONTINUING EDUCATION 
REQUIREMENTS 
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PROTOCOL TITLE:  COUNTY OPERATING POLICY #8

A-C8

III. PROCEDURE

When completing recertification through traditional CME method, a wide variety of
formats for CE can be observed including case reviews, hands-on skill review
sessions, formal lectures, satellite / internet programs and self-instructional
programs. All non-OTEP CME training must be approved by the MPD; pre-
approval is strongly recommended.

1. Education is required for the recertification of all certified EMS personnel. This
education may be obtained by completing the continuing medical education
(CME) method, or through the ongoing training and evaluation program
(OTEP) method, identified below.

a. CME topic content:

i. Must meet annual and certification period educational requirements
identified in Table A of this section, utilizing:

A. Cognitive, affective and psychomotor objectives for the level of
certification being taught.

B. Current national standards published for CPR, foreign body airway
obstruction (FBAO), and automatic defibrillation.

C. County medical program director (MPD) protocols, regional patient
care procedures, and county operating procedures.

D. Training updates in standards as identified by the department.

ii. Must be approved by the MPD.

iii. May incorporate nationally recognized training programs as part of
CME for content identified in this subsection.

b. To complete the CME method you must:

i. Complete and document the educational requirements, indicated in
Table A of this section, appropriate to your level of certification.

COUNTY OPERATING POLICY  # 8 
Effective Date: 
Reviewed: 08/21/18 
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PROTOCOL TITLE:  COUNTY OPERATING POLICY #8

A-C8

ii. Complete and document the skills maintenance requirements,
indicated in Table B of this section, appropriate to your level of
certification.

A. IV starts for IV technicians, combined IV/airway technicians, ILS
technicians, combined ILS/airway technicians, or paramedics:

I. During your first certification period, you must perform a
minimum of one hundred eight successful IV starts.

a. During the first year, you must perform a minimum of thirty-
six successful IV starts.

b. During the second and third year, you must perform a
minimum of thirty-six successful IV starts per year, which may
be averaged over the second and third years of the certification
period.

II. If you have completed a certification period, you must
demonstrate proficiency in starting IVs to the satisfaction of the
MPD (see later certification periods in Table B of this section).

B. Endotracheal intubations for airway technicians, combined
IV/airway technicians, combined ILS/airway technicians or
paramedics:

I. During your first certification period, you must perform a
minimum of thirty-six successful endotracheal intubations.

a. During the first year, you must perform a minimum of twelve
successful endotracheal intubations of which four of the
endotracheal intubations must be performed on humans.

b. During the second and third year, you must perform a
minimum of twelve endotracheal intubations per year, which
may be averaged over the second and third years of the
certification period.

COUNTY OPERATING POLICY  # 8 
Effective Date: 
Reviewed: 
08/21/18 
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PROTOCOL TITLE:  COUNTY OPERATING POLICY #8

A-C8

Four of these endotracheal intubations per year must be 
performed on humans. 

II. If you have completed a certification period, you must perform a
minimum of four successful human endotracheal intubations
per year, which may be averaged over the three-year
certification period (see later certification periods in Table B of
this section).

III. All individuals will complete an approved difficult airway /
advanced airway course every two years.

IV. Upon approval of the MPD, individuals unable to complete the
required endotracheal intubations during the certification
period, may meet the endotracheal intubation requirements by
completing a MPD and department-approved intensive airway
management training program, utilizing cognitive, affective and
psychomotor objectives covering all aspects of emergency
airway management.

iii. Successfully complete the Washington state written examination and
practical skills examination as identified in WAC 246-976-171.

c. Any applicant changing from the CME method to the OTEP method must
meet all requirements of the OTEP method.

d. (OTEP) Ongoing training and evaluation programs:

i. Must meet annual and certification period educational requirements
identified in Table A, utilizing:

A. Cognitive, affective and psychomotor objectives for the level of
certification being taught, in the following core content areas:

I. Airway/ventilation (including intensive airway management
training for personnel with advanced airway qualifications to
determine competency).
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The following regulations provide guidance on the subject matter contained in this 
document. Please note, that this is not an inclusive list. For more information please contact 
a Department of Health Emergency Care System representative. 

Regulations 

1.1 Revised Code of Washington (RCW): 
A. RCW 18.73 – Emergency medical care and transportation services

1. RCW 18.73.030 - Definitions
B. RCW Chapter 70.168 – Statewide Trauma Care System

1. RCW 70.168.015 – Definitions
2. RCW 70.168.100 – Regional Emergency Medical Services and Trauma Care

Councils 
3. RCW 70.168.170 – Ambulance services – Work Group – Patient transportation –

Mental health or chemical dependency services
1.2 Washington Administrative Code (WAC): 

A. WAC Chapter 246-976 – Emergency Medical Services and Trauma Care Systems
1. WAC 246-976-920 – Medical Program Director
2. WAC 246-976-960 – Regional Emergency Medical Services and Trauma Care

Councils 
3. WAC 246-976-970 – Local Emergency Medical Services and Trauma Care Councils
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Section 3.   Counseling and Remedial Action 
 

A.     Substance Abuse Monitoring Program 
 

1)  The MPD role in issues of substance abuse is to advise the DOH. The 
DOH has a substance abuse monitoring program.  Additional 
information is available on the DOH, Washington Health Professional 
Service (WHPS) web site.  

 
B.     Counseling 

 

1)  Counseling can be considered a mutual exchange of ideas or opinions 
between people pertaining to a problem. 

 
2)  Successful counseling is changing the attitude and behavior of the 

counselee.  It may not be the advice that is the catalyst to the change, 
but the opportunity to see the facts.  Another approach is 
“selling” the individual on adopting an improved attitude and behavior.  
The session should aim at bringing clarity to the analysis of the 
problem so the counselee can distinguish between the emotional and 
the factual aspects of the situation.  However, it is important to 
remember that we must first hear the counselee out, and then pinpoint 
the facts that may have been distorted or ignored.  The employer of 
the counselee should be involved in this process. 
 

3) At this point, we need to emphasize, in greater detail, the damage the 
counselee is doing to his/herself by failing to make the necessary 
improvements.  Also, we must now clearly identify the ultimate 
consequence the counselee will pay if he/she does not correct the 
problem.  This action must be in writing and signed by the MPD and 
the EMS certified person.  Under no circumstances should we ever 
ignore continued violations. 

 
4)   Finally, there is the need for follow-up, which is critical to the whole 

process.  The counselee must know whether his/her training and skills 
are adequate or whether further improvement is necessary. Additional 
counseling may be required to resolve the problem. 

 
 

5)  Recommended Process: 
 

a)  The MPD should review the MPD Checklist for Counseling. Next 
consider using the MPD Oral Counseling Record. In this situation, 
the performance of the certified person does not warrant a written 
memo nor does it necessitate notifying his/her employer.  It simply 
provides the MPD with a mechanism to document the attempt to 
improve performance or behavior. 
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b)   If the results were less than satisfactory, the MPD should initiate 
written counseling. If this effort is unsuccessful, the MPD will need 
to recommend to the EMS & Trauma Section of the Department 
of Health, corrective action with the certified person. 

 
Attached to this document is a list of specific conditions that would 
necessitate such action.  

 
6)  Policy Statement on Counseling 

 

a)  All information regarding personnel counseling should be 
submitted to EMS & Trauma Section of the Department of Health 
at:  
 
Section Manager,  
Office of Emergency Medical Services and Trauma System 
P.O. Box 47853 
Olympia, Washington 98504-7853 
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Section 4.      Below Threshold Determination Guidelines 

 
 

I.  Below Threshold Determination Guidelines 
 

A.  Purpose: 
 

1.  The purpose of these guidelines is to provide criteria and framework for the 
consistent identification of complaints that fall below the threshold level 
established by the statutory mandated disciplining authorities.  In order to 
conserve scarce resources and to expedite the resolution of complaints above 
the threshold, the DOH, the disciplining authority, does not pursue complaints 
below the threshold. 

 
B.  What is A Below The Threshold Determination Complaint? 

 

1.  Below Threshold Determination Complaints are complaints that would not likely 
result in a Statement of Charges, of a Stipulation to Informal Disposition, if 
investigated.  While it is possible that a Stipulation to Informal Disposition, Notice 
of Correction or No Cause for Action determination may result, the nature of the 
complaint does not appear to warrant allocation of resources for investigation. 

 

2.  Any complaint that is classified as Below Threshold may be reconsidered for 
investigation if new documentation is received, if a pattern of the violation occurs, 
or if the disciplining authority deems that an investigation is appropriate. 

 

3.  Complaints that are not within the disciplining authority’s statutory mandated 
jurisdiction shall be classified as No Jurisdiction complaints and will not be 
classified as Below Threshold Complaints. 

 

4. If a complaint or violation fails to meet the definitions in this section, it may not 
be closed under the Below Threshold Determination Policy. 

 
C.  Generally, When Can A Complaint Be Categorized As Below Threshold? 

 

1.  Generally, a complaint may be classified as a Below Threshold when one of the 
following is true: 

 

a.  When the allegation set forth in a complaint or violation poses minimal risk of 
harm or impact to the public health, safety and welfare, OR 

 
b.  When an investigation determines that a violation is Below Threshold, OR 

 

The complaint, if investigated, would likely not result in a Statement of Charges 
or Stipulation of Informal Disposition, but may result in a Closure with No 
Cause for Action. 
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D.   What Kinds of Cases Typically Are Below Threshold? 

 

1.  Communication Issues – The complaint appears to be the result of unintentional 
miscommunication, mis-transcription, or mistake of fact. 

 

2.  Personality Disputes – This category includes but is not limited to personality 
disputes that involve rudeness or minor verbal abuse. 

 

3.  Complainant Credibility – The complainant has previously demonstrated a lack 
of credibility. 

 
4.  Isolated Complaints. 

 
5.  Single or non-pattern complaints with little or no patient harm. 

 

6.  Repeated complaints of a similar nature could warrant further investigation. 
 

7.  Aged or Dated Complaints – Aged or dated complaints may be considered 
below threshold. 

 

8.  Otherwise Resolved Complaints – Complaints where the alleged violation has 
been resolved by another state agency, federal government, other entity, or the 
respondent, and other measures are not necessary to protect the public. 

 

9. Expired License – Complaints, which solely allege that a practitioner is practicing 
with an expired license for a short period of time. 

 
 

II. No Jurisdiction Determination 
 

A. This category involves complaints where the allegations are determined to be 
beyond or outside the sphere of authority of the disciplining authority.  Each 
program’s case management team must identify a specific statute or administrative 
code section that has been violated by the subject matter identified in the complaint 
or investigation report.  In some cases this determination is not possible until after 
an investigation is conducted. 

 

B.  Complaints of unlicensed practice shall be referred to the Unlicensed Practice Unit 
in accordance with DOH Division Policy No. D10. 

 

C. The following are examples of complaint allegations that would fall into the No- 
Jurisdiction category: 

 

1.  Personnel Issues – Personnel issues that do not fall within the scope of the 
Uniform Disciplinary Act, a health care profession’s practice act or administrative 
code. 

 

2. Misdemeanors Irrelevant to Professional Practice – Conduct which is considered 
a misdemeanor in a court of law, but it is not directly related to the practice of 
the profession. 

 

3.  Fee Disputes – Fee disputes between the practitioner and patient or client are 
not normally within the jurisdiction of the disciplining authority. 
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III. Notice of Correction and Notice of Violation Guidelines 

 

A.  Criteria and conditions under which a Notice of Correction (NOC) and a Notice of 
Violation (NOV) are employed are identical with one exception:  whether or not the 
infraction is identified as part of a technical assistant visit requested by the 
credentialed provider (and is appropriately addressed through the mechanism of a 
notice), a NOTICE OF VIOLATION is utilized.  If the infraction is identified under 
any other circumstances (and is appropriately addressed through the mechanism 
of a notice), a NOTICE OF CORRECTION is utilized.  Consequently, the guidelines 
presented in this section apply to both types of notices. 

 
 

B.  Typical Cases Where Violations and Corrections Should be Utilized Include: 
 

1.  Second time violations that were below threshold level the first time. 
 

2. Continuing education violations where the licensee did not complete all 
necessary hours or classes taken were not appropriate. 

 
3.  Minor infection control violations 

 
4.  Late renewals 

 
5.  Minor inspection violations 

 

6.  Minor record keeping/reporting problems 
 

7.  Name tag violations 
 

8.  Utilizing out of date references 
 

9.  Advertising violations 
 

10. Failure to release records 
 

11. When mandatory client or patient public disclosure statements do not meet 
requirements 

 
12. Addressing patterns of minor medication errors during a limited time period 

 
C.  What Are Notices Of Correction And Violation? 

 

1.  An administrative mechanism whereby the licensee is notified that violation of a 
statute or rule has been documented and the licensee is provided a reasonable 
period of time to correct the violation.  Notices of Violations are used instead of 
Notices of Correction when the infraction is identified during a technical 
assistance visit that was requested by the licensee.  Notices of Correction and 
Violation cannot be appealed under the APA. 

 
D.  What is Achieved By Utilizing Notices? 

 

1. By utilizing notices of occurrence of a violation, as well as education and 
assistance to the licensees and the correction of the areas of violation, a lengthy 
legal process or record of formal disciplinary action is not necessary. 
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E.  What Information is Provided Externally When Utilizing A Notice Of Correction Or 
Violation? 

 

1.  A copy of the Notice provided to the complainant after approval and issuance to 
the respondent.  A closure letter is provided to all parties. 

 

2.  A Notice should not be reported to professional organizations, other states, or 
national practitioner data banks unless these parties make a public disclosure 
request. 

 
3.  Notices should be disclosed as a public record if requested. 

 

4.  Mailing lists for Notices should not be maintained (note: in effect, such lists would 
be considered as reporting Notices of Correction). 

 

5.  Names of Notice respondents should not be placed in board or commission 
minutes. 

 

6. No reporting of Notices should be made to the media, unless specifically 
requested by the media. 

 
F.  What Documentation Is Included In Notices Of Correction And Violation? 

 

1.  A description of the condition that is not in compliance and a specific citation to 
the applicable law or rule including the text of the applicable law or rule; 

 
2.  A statement of what action or condition is required to achieve compliance; 

 
3.  The date by which the agency requires compliance to be achieved; 

 

4.  Notice of the means to contact any technical assistance services provided by 
the agency or others; 

 
5.  Notice of when, where, and to whom a request to extend the time to achieve 

compliance for good cause may be filed with the agency. 
 

G.   What Steps Should Be Taken If A Notice Is Issued And The Practitioner Fails To 
Correct The Unlawful Conduct? 

 

1.  Upon verification that the practitioner failed to correct the infraction identified in 
the Notice of Correction or Violation, the disciplining authority may then issue a 
Statement of Charges or Statement of Allegations. 

 

IV.   Statement of Allegations and Stipulation to Informal Disposition Guidelines 
 

A. What are a Statement Of Allegations (SOA) and a Stipulation To Informal 
Disposition (STID)? 

 
1.  A Statement of Allegations is an administrative notification of an alleged 

violation. 
 

2. A Stipulation To Informal Disposition is an agreement to achieve compliance 
through imposed sanctions without formal disciplinary action. 
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B.  What Documentation Is Required To Accomplish a Statement Of Allegations and 
Stipulation To Informal Disposition? 

 
1.  Statement of the facts leading to the allegation of charges. 

 

2.  Statement of the acts asserted to constitute unprofessional conduct or inability 
to practice with reasonable skill and safety. 

 

3. Statement that the stipulation is not to be construed as a finding of 
unprofessional conduct or inability to practice. 

4. Statement that the agreement is not reportable under RCW 18.130.110, but is 
disclosable under the state public records requirements. 

 

5. Acknowledgement that a finding of unprofessional conduct or inability to practice, 
if proven, constitutes grounds for discipline. 

 

6.  Agreement by the respondent that sanctions under RCW 18.130.160 
may be imposed except as limited by RCW 18.130.172. 

 
7.  Agreement by the disciplining authority to forgo further disciplinary action. 

 
 

C.  What Is The Text Of Statutes Governing The Use Of Statements Of Allegations 
And Stipulations To Informal Disposition? 

 
D.  RCW 18.130.172 – Evidence Summary and Stipulations 

 

1.   Prior to serving a statement of charges under RCW 18.130, 190 or 18.130.170, 
The disciplinary authority may furnish a statement of allegations to the licensee 
or applicant along with a detailed summary of the evidence relied upon to 
establish the allegations and a proposed stipulation for informal resolution of 
the allegations. These documents shall be exempt from public disclosure until 
such time as the allegations are resolved either by stipulation or otherwise. 

 

2. The disciplinary authority and the applicant or licensee may stipulate that the 
allegations may be disposed of informally in accordance with this subsection. 
The stipulation shall contain a statement of the facts leading to the filing of the 
complaint; the act or acts of unprofessional conduct alleged to have been 
committed or the alleged basis for determining that the applicant or licensee is 
unable to practice with reasonable skill and safety; a statement that the 
stipulation is not to be construed as a finding of either unprofessional conduct or 
inability to practice; an acknowledgement that a finding of unprofessional 
conduct or inability to practice, if proven, constitutes grounds for discipline under 
this chapter; and an agreement on the part of the licensee or applicant that the 
sanctions set forth in RCW 18.130.160 except RCW 18.130.160 (1), (2), (6), 
and (8), may be imposed as part of the stipulation, except that no fine *may be 
imposed but the licensee or applicant may agree to reimburse the disciplinary 
authority the costs of investigation and processing the complaint up to an 
amount not exceeding one thousand dollars per allegation; and an agreement 
on the part of the disciplinary authority to forego further disciplinary proceedings 
concerning the allegations. A stipulation entered into pursuant to this subsection 
shall not be considered formal disciplinary action.           
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3. If the licensee or applicant declines to agree to disposition of the charges by 
means of a stipulation pursuant to subsection (2) of this section, the disciplinary 
authority may proceed to formal disciplinary action pursuant to RCW 18.130.090 
or 18.130.170. 

 
4. Upon execution of a stipulation under subsection (2) of this section by both the 

licensee or applicant and the disciplinary authority, the complaint is deemed 
disposed of and shall become subject to public disclosure on the same basis 
and to the same extent as other records of the disciplinary authority. Should the 
licensee or applicant fail to pay any agreed reimbursement within thirty days of 
the date specified in the stipulation for payment, the disciplinary authority may 
seek collection of the agreed amount in the same manner as enforcement of a 
fine under RCW 18.130.165 

 
V. Statement Of Charges Guidelines 

 

A.   What Is A Statement of Charges (SOC)? 
1. A formal initiating document(s) alleging a violation of the UDA. 

 B.  What is achieved by Utilizing a SOC? 
 

1.  Issuance of a SOC will result in a final order, usually an agreed order or an order 
issued pursuant to a hearing.  The disciplinary order will contain sanctions 
necessary to protect or compensate the public any also include requirements 
designed to rehabilitate the credential holder or applicant. 

 
C.  Generally when should a SOC Be Utilized? 

 
1. Violations(s) are moderate to severe in nature. 

 
2.  Violations(s) result in moderate to severe injury. 

 
3.  Violations(s) create a moderate to severe risk of harm. 
 
4.   Failure to comply with a previous disciplining authority order, STID, NOC or 

NOV. 
 
5.  Failure to reach agreement on a STID. 

 

A clear pattern of behavior that violates the UDA.  
 
7. Substantiated violation(s) of a specific rule or statute AND the disciplining 

authority has determined that the respondent’s conduct was the reason for the 
violation. 

 

8.  After investigation, the evidence indicated the practitioner is unable to practice 
with reasonable skill and safety, 

 
9.  There is strong evidence to support violation(s). 

 

10. When revocation or suspension of a credential or the placing of any conditions 
on the credential is required to assure public protection. 
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11.  When allegations, if proven, would require reporting to national practitioner or 
national association data banks (so that other states would know about that 
practitioner’s unprofessional conduct.)       
            

12.   When notice to the media, etc. is required for public protection.            
 

13.  When remedial action by the practitioner is necessary to ensure public 
protection. 
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EMS Complaint / Investigation Flow Chart 
 
 
 
 
 
 
 
 

  
 
Investigator follows Complaint 
Investigation Procedures.  MPD 
and Employer jointly determine 
if complaint is founded or 
unfounded  

 
 
 
 
Complaint Unfounded                                                              Complaint Founded                         
 
 
 
Close and Disposition                                                            MPD determines appropriate actions 
Summary kept on file 
 
 
 

                                                                                       
MPD may: 
 

• Provide 
Counseling 
and/or Require 
Performance 
Improvement 
Plan 
  

• Restrict 
protocols 

 
• Or, forwards to 

DOH for formal 
Investigation 
and or 
disciplinary 
actions  
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Complaint received, 
MPD along with 
Employer assign an 
investigator 



 

 

Steps in a Disciplinary Action by DOH 
 
 
 
 
1.  The EMS & Trauma Section of the Department of Health receives a complaint. 

 

2.  The EMS & Trauma Section of the Department of Health reviews the complaint to 
determine if it warrants an investigation, based on the following.  If it does, the file is 
forwarded to the Investigation Services Unit (ISU) for action.  If it does not, the case is 
closed, and the respective parties are notified of the decision. 

 
a.   Category I violations are minor in nature or create low risk of harm. 

 

b. Category II violations are moderate in nature or create moderate risk of harm.  
c. Category III violations have resulted in severe injury or create a significant 

potential for severe injury.  They constitute top priority investigation. 
 
3.  Alleged violations are prioritized by ISU. 

 

4.   The EMS & Trauma Section of the Department of Health receives an investigative report 
from ISU and decides what action to take (options). 

 

a. Stipulation to Informal Disposition is an attempt to resolve matters without 
admitting to guilt but agreeing to corrective action. 

 b. Statement of Charges is a formal proceeding with significant disciplinary action. 
c.   Close the file to lack of substantial evidence. 

 
5.   All participants are then notified regardless of what action is taken. 

 

In steps 4a and 4b, the Assistant Attorney General is involved in advising and 
preparing legal documents. 

 

6.  The Department of Health offers the opportunity to have a hearing regardless of whether 
the action is a Stipulation to Informal Disposition or a Statement of Charges. 

 

7.   An administrative law judge conducts the hearing and provides the final decision in the 
matter. 

8.  Any sanctions that result are determined and imposed by the Department of Health.    
Sanctions are monitored for compliance by the Department of Health. 
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MPD Check List for Counseling 

 
 
 

1. Acquiring the necessary facts: 
 
 

a)   Did I contact the EMS & Trauma Section of the Department of Health for 
advice on this action? 

 
 

b)  Did I allow the counselee the opportunity to tell his/her side of the story? 
 
 

c)   Did I involve the counselee’s immediate supervisor in the action? 
 
 

d) Did I consider other sources of information; i.e., run reports, and other 
aspects? 

 
 

e)  Did I hold my interviews privately to avoid embarrassing the counselee? 
 
 

 f)   Did I exert every effort to avoid letting personalities affect my decision? 
 

g)  Did I clearly state how the counselee can prevent a similar situation in the 
future? 

 
 

2. Follow-up 
 
 

a)  Have I reviewed this case within the time frame specified? 
 
 

b) Have I made a determination as to whether further counseling is 
necessary? 

 
c)  If there have been adequate improvements, have I complimented the 

counselee? 
 

d)  If improvements have not been made, have I identified the next possible 
course of action with the counselee? 

 
e)  Have I contacted the EMS & Trauma Section of the Department of Health with 

the suggested course of corrective action? 
 

 f)  Has the EMS & Trauma Section of the Department of Health communicated 
to me approval of the suggested course of action? 

 
g)  Have I received formal notification of the course of action from the EMS & 

Trauma Section of the Department of Health? 
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Office of Emergency Medical Services and Trauma System 
 

 
 

MPD Oral Counseling Record 
 
 
 

______________________________________________________________________________ 
Certified Person’s Name                                                             Certification Level 

 
______________________________________________________________________________ 
Service Affiliation                                                                       Supervisor’s Name 

 
 

What behavior needed attention?  (Briefly note each) 
 

1. ____________________________________________________________________________ 
 

_______________________________________________________________________________ 
 

2. ____________________________________________________________________________ 
 

_______________________________________________________________________________ 
 

3. _____________________________________________________________________________ 
 

_______________________________________________________________________________ 
 

What actions will be taken by the certified person and when?  (Briefly note each) 
 
1. ____________________________________________________________________________ 

 
___________________________________________________________Target  Date__________ 

 
2. ____________________________________________________________________________ 

 
___________________________________________________________Target Date__________ 

 
3. _____________________________________________________________________________ 

 
___________________________________________________________Target Date__________ 

 
 

A review of accomplishments for this plan of action is  ___________________________________ 
 

_______________________________________________________________________________ 
 

What were the results?   ___________________________________________________________ 
 

_______________________________________________________________________________ 
 

________________________________________________________      ____________________ 
 MPD Signature                                                                             Date 

 
 

Cc: EMS & Trauma Section of the Department of Health 
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Office of Emergency Medical Services and Trauma System 

Situations Requiring Consultation With The Department of Health 

The DOH must be consulted when an MPD is aware of issues including, but not limited to: 
1. Repeated failure to follow MPD protocols and/or standing orders.
2. Repeated failure to maintain patient confidentiality.
3. Has engaged in the use of alcohol or a controlled substance that affects the certified

EMS person's ability to render care according to procedures or protocols. 
4. Represents that he/she is qualified at any level other than his/her current

certification.
5. Repeated abandonment of a patient to a lesser level of care.
6. Alters any Department certificate or possesses any such altered certificate.
7. Violates probation.
8. Cheats and/or assists another to cheat on a Department examination
9. Assists another to obtain certification by fraud, forgery, deception, misrepresentation

or subterfuge. 
10. Illegally dispenses, administers or distributes any controlled substance.
11. Has been convicted of a gross misdemeanor that affects his/her ability to function

under certification.
12. Falsifies any patient record.
13. Failure to provide the Department with true information pertinent to certification,

recertification, etc., upon request.
14. Falsifies any application for certification or recertification.
15. Has demonstrated incompetence or has shown himself/herself otherwise unable

to provide adequate service.
16. Has been convicted of a felony.
17. Has failed to complete continuing education requirements and/or any MPD

remedial training.
18. Violates any rule or regulation that would jeopardize the health or safety of a

patient, or has a potential negative effect on the health or safety of a patient.
19. Performs any medical procedure beyond those permitted by the MPD.
20. Performs any medical procedure beyond those provided in approved training.
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Benton and Franklin County    EMS Provider Complaint 
Emergency Medical Services                 and Inquiry Form 
Confidential Information 
MPD Complaint# 
 

 

Nature of 
Complaint: 
 

 

Location of 
Incident: 
 

 

Date Occurred: 
 

 Time 
Occurred 

 

Complainant: 
 

 Race / Sex             / 

Home Address: 
 

 
 
 
 

Telephone (     ) 

Business Address: 
 

 
 
 
 

Telephone (     ) 

If applicable, list other complainants or witnesses: 
 
 
 
Complaint Recôd 
By: 

 
 

Date / Time              / 

Forwarded for Investigation 
to: 

 
 

 
Summary of Complaint: 
 
 
 
 
 
 
 
 
 
 
 
 



Benton and Franklin County  EMS Provider Complaint 
Emergency Medical Services   and Inquiry Form 
Confidential Information 
MPD Complaint # 

Investigative Comments:   

_________________________________________ 
Investigatorôs Signature 

Routing: 

Date Report Completed: 

__________________________________________ 
Reviewing Authority Signature 

Date: 

___________________________________ 
Agency Director Signature 

Date: 

Disposition of Complaint or Inquiry: 

 Complaint Unfounded
 Resolved With Complainant
 No Further Action Deemed Necessary By Employer  / MPD    (Circle one)
 Complaint Founded
 Other
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