Hello,

Attached is a copy of the Ashtabula County EMS Council Quality Assurance Annual Report.

This report will be presented to the Ashtabula County EMS Council during the March meeting for report.  The goal is to confirm that all departments are following guidelines and performing run reviews.

The first page of this form is to be filled out by the designated person on your department who is in charge of QA critiques & run reviews.  The second page of this is only a guideline for things that the QA committee would like you to observe on your reports.  

If you have any ideas, suggestions or things you would like to see added to this report please feel free to submit it in writing with your report to Tom Steele (QA Chairman). 

This form is to be completed and mailed to the QA Committee Chairman each year.  The name and address can be found at the bottom of the page to be returned.   

The only name needed is the QA Representative from your department on the form.  There is no need to detail problems in your department a quick overview on things that your department could improve on, need to change, etc. will be fine.
The goal of this committee is to assist you in any way possible with Quality Assurance.  It is not to bash employees or pass judgment on other departments.  This is to be done within your department and if you need help in any way we will assist you at your request.  How ever the committee will follow up if you haven’t submitted your report to Tom Steele requested.
Thank you,

QA Committee for the Ashtabula County EMS Council
Ashtabula County EMS Council

Quality Assurance Annual Report

EMS Service/Department: __________________________________________

Number of calls:

_________  Medical Emergencies        __________  Trauma

_________  Cardiac / SOB                     __________  Other

_________  MVA                                     __________  Fire Calls
Number of runs checked:____________________

Dates checked from ________________ to ________________

Number of deficiencies found: _______________ 

Type of corrective action: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

QA Representative Please Print Name________________________________

Signature________________________________________________________

Date___________________________

Return this completed form by January 31 of each year for the previous to:

Tom Steele
2718 North Ridge Road East

Ashtabula,Ohio 44004

440-997-4641

tsteele@atfd.net

Some suggested items to be checked for:

□   Vital signs, SPo2, Blood Glucose level.  Vital signs should be taken more                      than once for critical patients.

□   LOC or Mental Status on all patients

□   Run report completed properly, signed, run numbers, etc. on all calls.

□   Appropriate narrative for type of call.

□   Treatment 

□   Medications & Allergies

□   Chief Complaint & Medical History, past & present

□   Other____________________________________

□   Other____________________________________

□   Other____________________________________

Date & Run #__________________________________________________

Comments:

_____________________________________________________________

_____________________________________________________________ _____________________________________________________________

Suggestions or follow up needed: ____________________________________________________________________________________________________________________________

______________________________________________________________

QA Review done by: _____________________________________________

