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SECTION 1: ASSESSMENT

INJURY EPIDEMIOLOGY

1. Describe the epidemiology of injury in your region and unique features of:
This data on the leading causes of injury deaths is from 2006 Vital Records
information.

a. Children
The leading causes of death in ND children from the ages of birth to 12
years old are motor vehicle crashes (car/van/pickup) and homicide.

b. Adolescents
The leading causes of death in ND adolescents from the ages of 12 to 19
years ofage are motor vehicle crashes (car/van/pickup) and suicide.

c. Elders
The leading causes of death in the ND elderly are falls, motor vehicle
crashes, and suffocation.

d. Other special populations
In ND we have a significant tlee American population and il been
noted thathe majority of theideathsare from motor vehicle crashes
(car/van/pickup) and other traffic incidents.

2. Describe the databases that are used to formulate the injury epidemiology
profile (e.g., populationbased and clinical).
Currently there is not one database but multiple data sources that are being
evaluated to determinghere the problem areas arelhese data bases include:

CDC Wisqars

DOT data for MVC

ND Vital Records

NorthDakot a Council on Abused Womenos

Sexual Assault in ND for domestic violence and sexual violence stats

Some hospital discharge data (Altru from SafeKids)

Trauma Registries

Youth Risk Behavior Survey

Behavior Risk Factor Surveillae Survey

Ambulance Run data

Hennepin County Regional Poison Center

Local Safe Community Groups also use police repantdbulance trip

tickets and child passenger safety information collected through Click It for

Kids programs.

i ND Child Fatality Reviewanel Annual Report
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3. Have system epidemiology profile results (e.g., mortality rates, distribution of
mechanism, or intent) been compared to benchmark values? If so, please
provide comparisons and origins of the benchmarks.

Seatbelt usage has been compamedenchmark values. Thationalbenchmark
IS 92%. In 1998 69% of North Dakotans were using seatbelt and in 2007 82%
wereusing seatbelts.

Heal thy People 20106s benchmar k for fADeat
reduceo (rate peisl?75ih00ONDQvasmto3f.YUdndin i o n)
2004 ND was38.8

Al so from Health People 2010 wias fAPhysi ca
reduceo t he be 200, MEwak28% and iB Z004.it was R796.

4. Describe how emerging injury control patterns(e.g., from trend or
surveillance data) were identified and acted upon.
The North Dakota State Injury Prevention Coalition has written a stateysisgy
the top 5 unintentional and intentional injury deaths with strategies to reduce the
deaths. The datased to write the state plan was from 2@0D5. No decisions
have been madeom the planbut the coalition is working on its next action
steps. The mission statement from the coalitightee North Dakota Injury
Prevention Coalition is a mutdisciplinary partnership to reduce unintentional
and intentional injuries and death. o

Local Safe Community Groups also asssthe area data to make their action
plans for the following year.

North Dakotabds Attorney Gener al has 1 nst.i
Sobriety in 12 counties in the sowdéntral part of the state. In 2006 there were

over 6,000 people arrested for drunk driving. Over 2,000 of those were repeat

offenders. Withtsi pr ogram t he offender will be or
department twice a day fortaeathalyzetest. If any trace of alcohol is detected,

he/'sheis immediately taken to jail. This program has been in place in South

Dakota and99.8% of the offerats have shown up and 99.3% have passed their

breath test. This program was discussed at a State Trauma Coniviet&iag

and was presented at the 2007 State Trauma Conferernbe $guth Dakota

Attorney General

5. Describe how ongoing and routine injurysurveillance is completed and how
results are shared with constituent groups.
Injury surveillance is worked on through thévBion. of Health Vital Records.
The Injury Prevention isionis working on developing a system for
surveillance but it is slowvith limited funding.



6. List organizations dedicated to injury prevention within the region and the
issues they address (e.g., MADD, SADD, SafeKids Worldwide, Injury Free
Coalition for Kids, ATS, university -based injury control programs).

There arenunerousorganizations active in ND, many of whom work together
under the Safe Community umbrella. These granpssome of their activities
include:
1 Health Unitsi Child Passenger Safety, Bicycle Safety
T Law Enforcement (Hi ghwayCityPalica)-ol , Sher.i

Underage DrinkingSeat Belt Usage, Speeding, and Driving Under the

Influence

Trauma Center$ Many Injury Prevention Projects

Schools (Private, Public, and Secondarynderage Drinking, Seatbelt

Usage, Bullying, Suicide Prevention

Judicial Systems (Juvenile CouftlUnderage Offenses

Military 7 Child Passenger Safety Seats and Domestic Violence

Local Government (Mayors and City Engineér$§)edestrian Safety

Fire Departments Fire Prevention

Ambulance ServicésUnderage drinking, Moto¥ehicle Safety

Mental Healthi Suicide Prevention

Addiction Services Underage Drinking, Drinking and Diving

Mediai They are involved in most projects

Community Actiofi Youth Programs

Private Citizen§ Assists with many injury prevention projects

Busiresses/retailers Supports many injury prevention projects

Ligquor industryi Underage Drinking and Drinking and Driving

Civic Groupsi Youth Projects

MADD Drinking and Driving

SADDI Impaired Driving and Underage Drinking and Drug Usage

Emergency Nursesssociatiori Impaired Driving, Child Passenger

Safety Seats, and Seat Belts

E |
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Other organizations include:

Safe Kidg Youth Safety

4-H 1 Animal and Household Safety

FCCLAT Family Career and Community Leaders of America

Farm Safety Just 4 KidsFarm Safgy

Nodak Mutual Farm Safety Program

AAAT Motor Vehicle Safety

ND Parks and RecreationSafety Certification for ATV for kids 12 and

older

1 ND Game and Fish Becoming an Outdoors Woman, Boating & Water
Safety Education, Hunter Education, and the Natigwrahery in the
Schools Program
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Documentation Required:
Prior to Site Visit
& No additional documentation required



I NDICATORS AS ATOOL FOR SYSTEM ASSESSMENT

1. Has a multi-disciplinary stakeholder group participated in the scoring and
consensus process associated with the BIS tool? If not, are there plans to do
s0?

A face to face meeting was held and the 16 indicanataded with this document
werepresented to the State Trauma Commifié®scores weredetermined by
consensus

2. If the process has been completed, how were the findings used?
Thisprocess has not been completed. 4usintent to use the BIS tool to
developa system plan after recommendations r@eeived fronthe ACSSystem
Consult.

3. Is there a date (year/month) set for a reassessment using the BIS to mark
progress toward agreed upon goals or benchmarks?
No specific date has been specified for thagsesment of the state trauma
system plan. It is the intent to implement the recommendations provided by the
ACS consultation in the revised pldarhe State Trauma Committee will be
involved with thee-assessmerndrevisionof thecurrenttrauma system plan.
Within the process of threvision, timelinesvill be developed to monitor goal
achievements and benchmarks.



Documentation Required:
Prior to Site Visit
& No additional documentation required.



SECTION 2: PoLicY DEVELOPMENT

STATUTORY AUTHORITY & ADMINISTRATIVE RULES

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

a. develop, plan, and implement the trauma system
North Dakota Century Code ZBL.2 was enacted in 1995 and bedgaa
establishment of our current trauma system. North Dakota has an integrated
comprehensive state trauma system designed to be inclusive of alldaalth
providers in the state. The trauma system provides a state of readiness or a
preplanned responder care of the injured victim. This response requires the
use of coordinated communications, accurate identification of the level of
care required and rehabilitation services.

b. monitor and enforce rules

The State Health Council establishes the standandsregulations for the

state trauma system and the North Dakota Department of He8lthision of
Emergency Medical Services maintains and enforces them within system. The
State Trauma CoordinatpBtate Trauma Committegnd state site review

teams catinuously monitor standards and rules when doing designation visits
and regional trauma meetings. Any issues are discussed at quarterly State
Trauma Committee meetingsd rule changes go through the State Health
Council and Public Hearings.

c. designatethe lead agency

The North Dakota department of Health (DOH) under the auspices of the
State Health Council is the lead agency for the state trauma system. The
Division of Emergency Medical Services (DEMS) is the department in which
the trauma system isamaged. DOFDEMS has the authority to oversee the
trauma system plan, emergency medical services profdicelssingof
ambulanceshospital trauma standards, trauma registry, ahdquality
improvement program.

d. collect and protect confidential data
The state trauma system contains a state trauma registry. Designated
trauma centes must participate in the trauma registry. A hospital not
designated as a trauma center must also provide to the registry a
minimum set of data elements for all trauma gats as determined by the
state

Data in the registry is not subject to subpoena or discovery or
introduction into evidence in any civil action. Information may not be
released from the state trauma registry except as permitted by North
Dakota century cde section 231-15.



North Dakota Century Code ZRBl-15 Research studies confidential
Penalty

1.

All information, records of interviews, written reports, statements,
notes, memoranda, or other data procured by the state department of
health, inconnection with studies conducted by the state department of
health, or carried on by the department jointly with other persons,
agencies, or organizations, or procured by such other persons,
agencies, or organizations, for the purpose of reducing the idityrb

or mortality from any cause or condition of health is confidential and
must be used solely for the purposes of medical or scientific research.

Such information, records, reports, statements, notes, memoranda, or
other data is not admissible as evide in any action of any kind in
any court or before any other tribunal, board, agency, or person. Such
information, records, reports, statements, notes, memoranda, or other
data may not be exhibited nor their contents disclosed in any way, in
whole or in part, by any officer or representative of the state
department of health, nor by any other person, except as may be
necessary for the purpose of furthering the research project to which
they relate. No person participating in such research project may
disdose, in any manner, the information so obtained except in strict
conformity with such research project. No officer or employee of said
department may interview any patient named in any such report, nor a
relative of any such patient, unless the consenthef attending
physician and surgeon is first obtained.

The furnishing of such information to the state department of health or
its authorized representative, or to any other cooperating agency in
such research project, does not subject any person, hgspit
sanitarium, rest home, nursing home, or other person or agency
furnishing such information, to any action for damages or other relief.

. protect confidentiality of the quality improvement process

It is in North Dakota Century Code Z8..2 that the proceedings and
records of the quality improvement program are not subject to subpoena
or discovery or introduction into evidence in any civil action arising out of
any matter that is the subject of calesiation by the program.



2. Describe the process by which trauma system policies and procedures are
developed or updated to manage the system including:
a. the adoption of standards of care

Policies and procedures are developed or updated according to new
standards published by the ACS in the Optimal Care of the Injured
Patient, and when issues arise during site visits. The State Trauma
Committee discusses new developments and changes and makes the
decision on whether to implement them within the state traystam.
The State Trauma Coordinator implements the changes within the system,
and updates all State Trauma Coordinators, Trauma Program Managers,
and other trauma stakeholders.

b. designation or verification of trauma centers
Level |, I, and Il traumeacentes are verified under the auspices of the
American College of Surgeons and receive a state designation
automatically once the verification has been approved by the American
College of Surgeons Committee on Trauma. The guidelines for levels |, I,
and Il are taken from theurrentResources for Optimalate of the
Injured Patient

The requirements for the Level I’V and
originated from the American College of Surgeons, Committee on

Traumads AResources foPaOpéenmal 1€8a8eé. o
Since then the requirements have been updated and revised and are found

in the Trauma System Regulations ChapteB8®1-13 and 14.

c. direct patient flow on the basis of designation
All ND ambulances are required to have transport plavisch is a
method to preplan who will care and transport the pati€tdmpliance,
although mandated, it is not followed in communities with nondesignated
hospitals.

d. data collection, and
All hospitals, whether designated as trauma centers otthydgware
required to submit their trauma data to the state trauma registiiygthe
inclusioncriteria. The State Trauma Committee is responsible for the
State Trauma Registry. They have asked the State Trauma Coordinator
and the Level Il Trauma Program Magers to define the data to be
collected. This group distributed the ND Data Dictionary, which complies
with ACS National Data Trauma Bank, at the 2007 State Trauma
Coordinators Meeting. Earlier this group also made recommendations for
inclusion criteriafor the State Trauma Registry.



e. system evaluation
It is in trauma system regulatioriBat a quality improvement process shall
be established by ttfate TraumaCommittee. The process includes
evaluation criteria that provide guidelines for acceptablendtads of
care. RegionaCommittees also evaluate the trauma system within their
region based upon the evaluation criteria. The regional committees make
recommendations to emergency medical services and trauma centers in
the development of plans to impeothe trauma system. Our trauma
system has been weak in this area due to inconsistent data from the
trauma registry. Currently we are working at improving our registry
we can begino use the datéor quality improvement issues.

All trauma progranmanagers and EMS personnel in the state are

encouraged to bring any issues or concerns in regards to the trauma

system to the State TrauBa@o or di nat or 6 s attenti on. T
Coordinator then brings those concerns and issues to the State Trauma

Comnittee for discussion and action.

It is also the intent of the State Trauma System to use the ACS consultation
report to address and improve on issues stated in the report and include
them into the future ND trauma system plan.

3. Within the context of statutes and regulation, describe how injury
prevention, EMS, public health, the needs of special populations and
emergency management are integrated or coordinated within the trauma
system.

Injury Prevention/Public Health

1 There areno specific statutes or regulations requiring injury
prevention/public healtiwvithin the trauma systerhpwever it is part of
the State Trauma Committeeds responsi b
prevention and public educational needs.

1 The state trauma system supports public education and trauma prevention
programs throughout the state.

91 Our level Il trauma program managers along with the State Trauma
Coordinator work closely with respective regions in providing resources
and ideas fornjury prevention at the State Trauma Coordinators
Workshop which precedes the Statewide Trauma Conference.

1 The Level Il and Il Trauma Program Managers work closely with the
Safe Community coalitions in their communities. Public Health is also
closely irvolved with these groups. The Safe Community Coordinators
have astatewide working relationship and theirgects have been
brought to the State Trauma Committee for their support and involvement;
i.e. 2007 Seat Belt Law changgglATVO6s on hi ghways




i State Trauma Coordinator is a part of the ND State Injury Prevention
Coalition. Ths is a multidisciplinarycoalition that has begun to revamp
its mission and goals. Once goals and objectives have been established the
State Trauma Coordinator will givee quarterly report to the State Trauma
Committee on the coalition activities.

1 Hospitals are encouraged to participate in injury prevention and public
education specifically related to trauma. This is reviewed and encouraged
at eachtrauma designatiosite visit.

1 The ND State Injury Prevention Department participated in the annual
trauma conference as a vendor to provide resources and information to
conference participants from all over the staléne director of the ND
Injury/Violence Prevention Program also presented injury statistics and
resources at the State Trauma Coordinator Workshop.

EMS

EMS Ground Ambulance Services Chapted331-.2-14 states that major

trauma patierg must be transpited to a designated trauma center as per

N.D.A.C 3338. EMS Ground Ambulance Services Chaptet B81.215 state

when it does not delay transport time, basic life support ambulance services must
call for a rendezvous with an advanced life support graambulance, or an
advanced life support or critical care air ambulance if the basic life support
ambulance is unable to provide the advanced life support interventions needed to
fully treat a patient exhibiting a major trauma, cardiac chest or acute myladar

infarction, cardiac arrest, or severe respiratory distress or respiratory arrest.

Trauma System Regulation Chapd&38-01-04 requires that all emergency
medical services licensed by the ND Department of Health establish trauma code
activation protocols, trauma patient care protocols that have been reviewed and
approved by a medical director, and local emergency ca¢dervices transport
plans.

Trauma System Regulation Chapd&38-01-05 requires Emergency Medical
Services to develop local emergency medical services transport plans for the
transport of the major trauma patients by appropriate means to the nearest
designated trauma center. EMS may bypass the nearest designated trauma center
for a higher level trauma center, provided that it does not result in an additional
thirty minutes or more of transport time. If there are multiple trauma centers in
the commuity, the major trauma patient meeting the criteria in steps one or two
of the field triage decision scheme, provided by the ACS Resources for Optimal
Care of the Injured Patient: 1999, should be taken to the trauma center with the
highest level of designah. The plans are subject to approval to the regional
trauma committees. Following the approval, the local emergency medical
services transport plans must be filed with the department and distributed to
participating dispatch centers.



The EMS MedicdDirectors have scheduled an annual meeting in conjunction
with the ND State EMS Conference for mgears, bubeen poorly attended

The State EMS Director has been working to improve participation. He is striving
to change the meeting to be in conjunatwith the ND State Trauma Conference,
as many physicians attend and have the opportunity to earn Trauma CME.

Special Populations

There are no statutes or regulations that specifically address special popslat
within our trauma system. Within thegulations ar StateTrauma Committee
mustconsistof amember representingdian Health Servicegndin addition an
Ad-Hoc Pediatric representative was appointedlso within the trauma system
regulations regional committees must have a member regnegdndian Health
Service or Tribal Government.

Emergency Management

There are no statutes or regulations that specifically address Emergency
Management within our trauma systef@ne of the ad hoc members of the State
Trauma Committee represertimergency Preparedness and Respouse.
representative was also invited to be part of each of the Regional Comm#itees.
sectionin the trauma designation application was added to address the hd@spital
Mass Casualty/Disaster protoca@sd thesite visitteam reviews the protocols

and plans at the trauma designation site visit.




Documentation Required:

Prior to Site Visit:
B Trauma system statutes and regulations
¥ EMS statutes and regulations



NORTH DAKOTA CENTURY CODE 23-01
CHAPTER 23-01.2
TRAUMA AND EMERGENCY MEDICAL SYSTEM

23-01.201. Trauma system establishedDuties of health council.The health council,

in conjunction with the state department of health, may establish and maintain a
comprehensivérauma system for the state. The trauma system may include standards for
the following components:

1. A system plan.
2. Prehospital emergency medical services.
3. Hospitals, for which the standards must include:

a. Standards for designation, redesignation, and dgakeon of trauma
centers.

b. Standards for evaluation and quality improvement programs for
designated trauma centers. The standards must require each trauma center
to collect quality improvement data and to provide specified portions to
the department forae in state and regional trauma quality improvement
programs.

c. Qualifications for trauma center personnel.

4. A trauma registry. Data in the trauma registry is not subject to subpoena or
discovery or introduction into evidence in any civil action. Designaedna
centers must participate in the trauma registry. A hospital not designated as a
trauma center must provide to the registry a minimum set of data elements for all
trauma patients as determined by the health council.

5. A trauma quality improvement pragn to monitor the performance of the trauma
system. The proceedings and records of the program are not subject to subpoena
or discovery or introduction into evidence in any civil action arising out of any
matter that is the subject of consideration byptregram.

23-01.202. Physician immunity for voluntary medical direction. A physician is
immune from liability while providing voluntary medical direction.



Article 33-38
State Trauma System

Chapter
33-38-01 Trauma System Regulation
Chapter 33-38-01
Trauma SystemRegulation
Section

33-38-01-01 Definitions

33-38-01-02 Trauma System

33-38-01-03 Activation of Trauma Codes for Major Trauma Patients
33-38-01-04 Emergency Medical Services

33-38-01-05 Local Emergency Medical Services Transport Plans
33-38-01-06 Trauma @nter Designation

33-38-01-07 Trauma Center Revocation of Designation
33-38-01-08 State Trauma Registry

33-38-01-09 Quality Improvement Process

33-38-01-10 State Trauma Committee Membership

33-3801-11 Trauma RegionsRegional Trauma Committee
33-38-01-12 Trauma Center Name Restriction

33-38-01-13 Level IV Trauma Center Designation Standards
33-38-01-14 Level V Trauma Center Designation Standards

33-38-01-01. Definitions. Words defined in North Dakota Century Code chapted22
have the same meaniingthis chapter. As used in this chapter:

1. AAdvanced prehospital trauma | ife support
course as developed by the national association of emergency medical technicians
in cooperation with the American college of surgebrm®mmittee on trauma, or
its equivalent as, determined by the department.
2. iAdvanced trauma | ife supporto means t he
developed by the American college of surgeonsommittee on trauma, or its
equivalent, as determindxy the department.
3. iDepartment 0 means the state department o
4. A Emer gency medi cal serviceso means t he
medical care from the time of injury to hospital admission.



5. AiLocal emergency medi c alns daas developedsbyt r ansp
emergency medical services, medical directors, and hospital officials which
establish the most efficient method to transport trauma patients.

6. iMaj or trauma patiento means any patient
adopted by Ararican college of surgeons, committee on trauma, Resources for
Optimal Care of the Injured Patient: 1999, page 14.

7. AiProvisional designationodo means a state ¢
[, Il, or 1l trauma center based on American collefewurgeons standards for a
period of up to twentfour months, until an American college of surgeons
verification visit is completed.

8 AiTraumao means tissue damage caused by t
electrical, or chemical energy, or by the atzseof heat or oxygen.

9. ATrauma centero means a facility that has
patient, has met the standards of the trauma system, and has obtained designation
as a trauma center.

1000.ATrauma <codeo includes ofthetraana ttearwv 0t i on a
provide care to the major trauma patient.

11l.ATrauma nursing core courseo means the n
developed by the emergency nurses association, or its equivalent, as determined
by the department.

12ATr auma i gqpaloivteynent progr amo me ans a sys
prehospital, trauma center, and rehabilitative care of trauma patients.

13.ATrauma registryo includes the collectio
trauma system.
14ATr auma t eamo i nalthlcaredpeofessianalgarganizpd toopfovide e

care to the trauma patient.

History: Effective July 1, 1997; amended effective June 1, 2001.
General authority: NDCC 2301.201
Law implemented NDCC 2301.201

33-38-01-02. Trauma system. A statewide trauma system shall be adopted by the state
health council. The trauma system shall consist of the following:
1. Standardized definition of major trauma patient.

Trauma code activation protocols.

Local emergency medical services transport plans.
Trauma center designation process.

Revocation of trauma center designation process.
Statewide trauma registry.

Quality improvement process.

State trauma committee.

© © N o 00 b~ 0w N

Four regional trauma committees.



History: Effective July 1, 1997.
General authority: NDCC 2301.201
Law implemented NDCC 2301.201

33-38-01-03. Activation of trauma codes for major trauma patients. Emergency
medical services and trauma centers shall assess patients and activate a trauma code if the
patient meets the major trauma defiiti

History: Effective July 1, 1997.
General authority: NDCC 2301.201
Law implemented NDCC 2301.201

33-38-01-04. Emergency medical servicesAll emergency medical services licensed or
certified by the department shall establish each of the folpwin

1. Trauma code activation protocols.

2. Trauma patient care protocols that have been reviewed and approved by a medical
director.

3. Local emergency medical services transport plans.

History: Effective July 1, 1997.
General authority: NDCC 2301.201
Law implemented NDCC 2301.201

33-38-01-05. Local emergency medical services transport plansmergency medical
services shall develop local emergency medical services transport plans for the transport
of major trauma patients by appropriate means toeheast designated trauma center.
Emergency medical services may bypass the nearest designated trauma center for a
higher level trauma center provided that it does not result in an additional thirty minutes
or more of transport time. If there are multipi@uma centers in the community, the

major trauma patient meeting the criteria in steps one or two of the field triage decision
scheme, provided by the American college of surgeons Resources for Optimal Care of the
Injured Patient: 1999, page 14, shouddthken to the trauma center with the highest level

of designation. The plans are subject to approval by all the participating health care
entities named in the plan, then submitted for review and approval to the regional trauma
committee. Following appx@l, the local emergency medical services transport plans

must be filed with the department and distributed to participating dispatch centers.

After activation of a trauma code, a dispatch center shall notify the necessary facilities
and the emergency miedl service unit shall transport the patient according to its local
emergency medical services transport plans.

History: Effective July 1, 1997; amended effective June 1, 2001.
General authority: NDCC 2301.201
Law implemented NDCC 2301.201



33-38-01-06. Trauma center designation.

1. Five levels of hospital designation must be established.

2. Hospitals applying for level |1, level 1l or level Il designation shall present
evidence of having current trauma center verification from the American college
of sugeons. The department shall issue designation with an expiration date
consistent with the American college of surgeons verification expiration date.

3. Hospitals applying for level IV and V trauma center designation must submit an
application to the departmenOnce the application is approved by the
department, an onsite verification visit shall be conducted by the department or its
designee. The verification team shall compile a report. The application and report
will be reviewed by the state trauma comnattd approved, the department shall
issue the designation to the facility.

4. Hospitals without trauma center designation applying for a provisional
designation must submit an application to the department. Once the application is
approved by the departmemin onsite visit shall be conducted by a team
designated by the state trauma committee. The team shall compile a report. The
application and report will be reviewed by the state trauma committee. If
approved, the department shall issue a provisional degigrfar a maximum of
twenty-four months. During these twertgur months the facility must complete
an American college of surgeons verification visit.

5. The health council, in establishing a comprehensive trauma system, may
designate an owdf-state hospél within 50 miles of any border of this state.

History: Effective July 1, 1997; amended effective June 1, 2001.
General authority: NDCC 2301.201
Law implemented NDCC 2301.201

33-38-01-07. Trauma center revocation of designationThe department may revoke
designation of a trauma center if evidence exists that the facility does not meet the
required trauma center standards. The department or its designee may inspect any trauma
center or applicant for trauma center designation atiarg/for compliance with the

standards. Designation must be revoked if a facility denies or refuses inspection.

A trauma center that fails to maintain the standards, or voluntarily relinquishes their
designation, may submit a plan for correction. Oneepllan is approved by the
department, the trauma center may be reinstated as a designated trauma center. Failure to

follow an approved plan of correction resul

designation.

History: Effective July 1, 1997.
General authority : NDCC 2301.201
Law implemented NDCC 2301.201

t



33-38-01-08. State trauma registry. The department shall establish a trauma registry
including the minimum data elements. All hospitals must report the minimum data
elements to the department fmtients which have an international classification of
diseases, ninth revision (IC® code of 80859.9 and one of the following criteria:

1. Trauma deaths.

2. Hospital admission greater than feright hours.

3. Patients admitted that go to the intensive caiear operating room.
4. Patients transferred into or out of the hospital.

Reporting may occur electronically by downloading computer files or through
completion of the North Dakota transfer form or other form approved by the department.
Information may nobe released from the state trauma registry except as permitted by
North Dakota century code sections@B15 and 2301-02.1.

History: Effective July 1, 1997.
General authority: NDCC 2301.201
Law implemented NDCC 2301.201

33-38-01-09. Quality improvement process.A quality improvement process shall be
established by the state trauma committee. The process must include evaluation criteria
that will provide guidelines for acceptable standards of care.

The regional committees shall evaluate the trasysgem within their region based upon

the evaluation criteria. The regional trauma committee shall make recommendations to
emergency medical services and trauma centers in the development of plans to improve
the system.

History: Effective July 1, 1997.
General authority: NDCC 2301.201
Law implemented NDCC 2301.201

33-38-01-10. State trauma committee membershipThe state trauma committee
membership must include the following:

1. One member from the North Dakota committee on traudaerican collegeof
surgeons, appointed by the committee.

2. One member from the American college of emergency physieispsth Dakota
chapter, appointed by the chapter.

3. One member from the North Dakota health care association, appointed by the
association.

4. One member fronthe North Dakota medical association, appointed by the
association.

5. One member from the North Dakota EMS associatiobasic life support,
appointed by the association.

6. One member from the North Dakota EMS associati@ivanced life support
appointed byhe association.

7. One member from the North Dakota nurses association, appointed by the
association.



8. One member on the faculty of the university of North Dakota school of medicine
and health sciences, appointed by the dean of the medical school.

9. One memberrbm the North Dakota emergency nurses association, appointed by
the association.

10.0ne member from Indian health service, appointed by the Aberdeen area director
of the service.

11.0ne member from accredited trauma rehabilitation facilities, appointed by the
state health council.

12.0ne member who is a hospital trauma coordinator, appointed by the trauma
coordinators committee.

13.The medical director of the division of emergency health services of the
department.

14.The regional trauma committee chair from each regionpt representing an
association.

15. Four additional members, appointed by the state health council.

History: Effective July 1, 1997; amended effective June 1, 2001.
General authority: NDCC 2301.201
Law implemented NDCC 2301.201

33-38-01-11. Trauma regions- regional trauma committee. The state trauma

committee shall establish four trauma regions. The regions must be designated northwest,
northeast, southeast, and southwest. An emergency medical service or trauma center that
is located within fifteen miles [24.14 kilometers] of a regional boundary may request to
function within another region. This request shall be reviewed and is subject to approval
by the state trauma committee.

The state trauma committee shall appoint a re¢jibaama committee to serve each
trauma region. The regional committees may consist of members representing the
following:

1. North Dakota committee on traurndmerican college of surgeons.
North Dakota chapter of American college of emergency physicians.
Physician of a level IV trauma center.

Level IV or V hospital representative.

Hospital trauma coordinator.

Accredited rehabilitation facility representative.

Indian health service or tribal government representative.

North Dakota EMS association.

© © N o 00 b~ 0N

Other menbers, chosen by the state trauma committee.

History: Effective July 1, 1997; amended effective June 1, 2001.
General authority: NDCC 2301.201
Law implemented NDCC 2301.201



33-38-01-12. Trauma center name restriction. No health care facility in Nont Dakota
may use the title fitrauma centero or ot her wi
facility is designated by the department as a trauma center.

History: Effective July 1, 1997.
General authority: NDCC 2301.201
Law implemented NDCC 2301.201

33-38-01-13. Level IV trauma center designation standards. The following standards

shall be met to achieve level IV designation:

1. Trauma team activation plan.

2. Trauma team leader must be a current advanced trauma life support certified
physician,who is on call and available within twenty minutes and has experience
in resuscitation and care of trauma patients.

3. Transfer agreements as the transferring facility to a level Il trauma center for
major trauma care, burn care, rehabilitation service fog lterm care, acute
spinal cord and head injury management, and pediatric trauma management.

4. Equipment for resuscitation and life support of all ages must include:

a. Airway control and ventilation equipment, including laryngoscopes and
endotracheal tubes @l sizes, including pediatrics, bag mask resuscitator,
pocket masks and oxygen.

Pulse oximetry.

End tidal CQdetermination.

Suction devices.

Electrocardiograph, oscilloscope, and defibrillator.

Standard intravenous fluids and administration devicefydmy large bore
intravenous catheters.

Sterile surgical sets for airway control, cricothyrotomy, vascular access and
chest decompression.

h. Gastric decompression.

i. Drugs necessary for emergency care.

J.  Communication with emergency medical services vehicles.

k. Spinal stabilization equipment.

I.  Thermal control equipment for patients.

m. Broselow tape.

~®pooCT
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5. Quality improvement programs to include:

Focused audit of selected filters.

Trauma registry in accordance with-38-01-08.

Focused audit for all trauma deaths.

Morbidity and mortality review.

Medical nursing audit, utilization review and tissue review.

PO T®



6. Trauma transfer protocol to include:

a. Triage decision scheme.
b. Trauma transport plan.

History: Effective June 1, 2001
General Authority: NDCC 2301.201
Law Implemented: NDCC 2301.201

33-38-01-14. Level V trauma designation standards.The following standards shall be
met to achieve level V designation:

1. Trauma team activation plan.

2. Trauma team leader must be on call and available within twenty minuteshasho
experience in resuscitation and care of trauma patients. The trauma team leader must
be one of the following:

a. A physician who is current in advanced trauma life support.

b.

C.

A physician assistant, whose supervising physician, has delegatety/diaan
assistant the authority to provide care to trauma patients and who has taken the
trauma nursing core course, and is current in advancedogmatal trauma life
support and advanced trauma life support.

A nurse practitioner whose scope of praetentails the care of trauma patients,

has taken the trauma nursing core course, is current in advancedspitl
trauma life support and advanced trauma life support, and whose scope of practice
is approved by the North Dakota board of nursing.

Transer agreements as the transferring facility to a level Il trauma center for major

trauma care, burn care, rehabilitation service for long term care, acute spinal cord and
head injury management, and pediatric trauma management.

a.
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Equipment for resuscitaticand life support of all ages must include:

Airway control and ventilation equipment, including laryngoscopes and
endotracheal tubes of all sizes, including pediatrics, bag mask resuscitator, pocket
masks and oxygen.

Pulse oximetry.

End tidal CQdetermin&on.

Suction devices.

Electrocardiograph, oscilloscope, and defibrillator.

Standard intravenous fluids and administration devices, including large bore
intravenous catheters.

Sterile surgical sets for airway control, cricothyrotomy, vascular access asid ch
decompression.

Gastric decompression.

Drugs necessary for emergency care.

Communication with emergency medical services vehicles.

Spinal stabilization equipment.



I.  Thermal control equipment for patients.
m. Broselow tape.

5. Quality improvement programs toclude:

Focused audit of selected filters.

Trauma registry in accordance with-38-01-08.

Focused audit for all trauma deaths.

Morbidity and mortality review.

Medical nursing audit, utilization review and tissue review.

Current advanced trauma life supp certified physician review of all trauma
codes managed by a physician assistant or advanced nurse practitioner within
forty-eight hours. This may be either the consulting or transfer receiving
physician.

~0ooow

6. Trauma transfer protocol to include:

a. Triage ccision scheme.

b. Trauma transport plan.

c. Call schedule for physician, if available.

d. Immediate telephone contact with a level Il trauma center.

History: Effective June 1, 2001
General Authority: NDCC 2301.201
Law Implemented: NDCC 2301.201



CHAPTER 23-27
LICENSING OF EMERGENCY MEDICAL SERVICES OPERATIONS

23-27-01. License required- Licensing of emergency medical services operations
Exception - Waiver.

1. The state department of health shall license emergency meeticiakes

operations. After June 30, 2001, the department shall limit the issuance of a license
for any new emergency medical services operation based on the needs of the
service area if the applicant for the new license was licensed before July 1, 2001,
ard was subsequently relicensed under sectieB7234.5. A license for an

emergency medical services operation is nontransferable.

2. Emergency medical services may not be advertised, offered, or provided to the
public except by an emergency medical se&vioperator that provides the
emergency medical services through emergency medical services personnel.

3. Except as otherwise provided under subsection 4, an emergency medical services
operator must be separately licensed for each of the operator's royemgical

services operations and an operation that is headquartered from a separate location
must be considered a separate operation. Under this subsection, an operation with

a single headquarters site may dispatch vehicles and emergency medicas service
personnel from more than one location if calls requesting services are received and
orders for vehicle dispatch are made at the single headquarters site.

4. Notwithstanding subsection 3, an operator of an emergency medical services
operation may operatme or more substation ambulance services operations under
a single license if:

a. The headquarters ambulance services operation is not a substation ambulance
services operation of another emergency medical services operation;

b. The substatioambulance services operation area borders the headquarters
ambulance services operation area or borders another substation of the
headquarters ambulance services operation;

c. The headquarters ambulance services operation and the substation ambulance
senices operation are dispatched by the same entity; and

d. The operator of the emergency medical services operation pays a license fee
for each of its substation ambulance services operations.



5. The provisions of this chapter do not apply to an opehatim another state which
is headquartered at a location outside of this state and transports patients across
state lines, but the operator may not treat patients within this state or pick up
patients within this state for transportation to locationsiwithis state, except as
provided by rule.

6. The state health council shall adopt rules for special licenses and waiver provisions
for an operator of an emergency medical services operation intended for industrial
sites not available to the genepalblic.

23-27-02. Definitions.For the purpose of this chapter, unless the context otherwise
requires:

1. "Department" means the state department of health.

2. "Emergency medical services" means the prehospital medical stabilization and
transportatiorof individuals who are sick, injured, wounded, or otherwise
incapacitated or helpless by emergency medical services personnel with physician
oversight. The term includes assessing, stabilizing, and treatirtgrigatening and
nontlife-threatening medicalonditions.

3. "Emergency medical services operation” means an entity licensed to offer and
provide emergency medical services by emergency medical services personnel with
physician oversight. The term includes basic life support ambulance services,
advanced life support ambulance services, air ambulance services, and
guick-response unit services.

4. "Emergency medical services personnel" means individuals who provide emergency
medical services for emergency medical services operations. The term includes
emergency medical services professionals, drivers, and depadengfied

emergency medical services providers, such as cardiopulmonary resuscitation

drivers and first responders.

5. "Emergency medical services professional” means an individual lccbgshe
department as an emergency medical technicéesic, emergency medical
technicianintermediate, or emergency medical technigpanamedic.



23-27-03. License feesThe fee for an emergency medical services operation license

to operate aemergency medical services operation or a substation ambulance services
operation must be set by the state health council at a sum of not more tharfitweenty
dollarsannually, as may be required to defray the costs of administration of the licensing
progam. Thisoperation license fee does not apply to licensure or certification of
emergency medical servicpsrsonnel. All license fees must be paid to the state
department of health and deposited withdtage treasurer and credited to the state
general éind.

23-27-04. Standards for operators.

1. An emergency medical services operation within this state may not operate unless
the operation is licensed in accordance with this chapter and rules adopted by the
state health council. The rules must include:

a. Time when operator's services must be available.

b. Type of motor vehicle operator's license needed for drivers of ground vehicles.

c. Training standards for operation personnel.

d. Equipment and ground vehicle standards.

e. Annual license fees.

f. Number of personnel required for each run.

g. The scope of practice for uncertified drivers, certified personnel, and
emergency medical services professionals.

h. Other requirements as may be found necessary to carry out the intent of this
chapter.

2. An officer, employee, or agent of any prehospital emergency medical services
operation may refuse to transport an individual for which transport is not medically
necessary and may recommend an alternative course of action to that individual if
the prehogital emergency medical service has developed protocols that include
direct medical control to refuse transport of an individual.



23-27-04.1. Emergency care or services rendered by officers, employees, or agents
of emergency medical services operatns- Physician medical direction.

1. An officer, employee, or agent of an emergency medical services operation and a
physician licensed in this state who provides medical direction to an emergency
medical services operation, who is a volunteer, who addaith renders emergency
care, services, or medical direction, is not liable to the recipient of the emergency
care, services, or medical direction for any civil damages resulting from any acts or
omissions by the person in rendering the emergencysmsmeces, or medical

direction provided the person is properly trained according to law.

2. For the purpose of this section, "volunteer" means an individual who receives no
compensation or who is paid expenses, reasonable benefits, nominal fees, or a
combination of expenses, reasonable benefits, and nominal fees to perform the
services for which the individual volunteered, provided that the fees do not exceed
ten thousand dollars in any calendar year.

3. For a volunteer physician providing medical mi@wv to an emergency medical
services operation and the operation's personnel, the ten thousand dollar maximum
fees amount is calculated separately for each emergency medical services operation
for which the physician volunteered medical overview. Thisige does not relieve

a person from liability for damages resulting from the intoxication, willful misconduct,
or gross negligence of the person rendering the emergency care or services.

4. An officer, employee, or agent of any emergency medical senpezation and a
physician licensed in this state who provides medical direction to any emergency
medical services operation who in good faith does not render emergency care,
service, or medical direction to an individual based on a determination thegdran
of that individual to a hospital is not medically necessary is not liable to that
individual for damages unless the damages resulted from intoxication, willful
misconduct, or gross negligence.

23-27-04.2. Emergency medical servicesState assistane. The state department of
health shall assist in the training of emergency medical services personnel of certain
emergencynedical services operations as determined by the department and financially
shall assist certaieamergency medical serviceperations as determined by the
department in obtainingguipment. Assistance provided under this section must be
within the limits of legislativeappropriation. The department shall adopt criteria for
eligibility for assistance in the training emergeng medical services personnel of
various types of emergency medical servimesrations. To qualify for financial
assistance for equipment an emergency medical seopegation shall certify, in the
manner required by the department, that the operat®fifhapercent of the amount of
funds necessary for identified equipment acquisitions. The deparsiredhaidopt a
schedule of eligibility for financial assistance for equipment. The schedulgnougie

for a direct relationship between the amountuofds certified and the number of



responses during the preceding calendar year for the purpose of rendering medical care,
transportation, or both, to individuals who were sick or incapacitated. The schedule must
requirethat as the number of responses iases, a greater amount of funds certified is
required. Theschedule must classify responses and the financial assistance available for
variousclassifications. The department may establish minimum and maximum amounts
of financialassistance to be providémlan emergency medical services operation under
this section. lfapplications for financial assistance exceed the amount of allocated and
available funds, thdepartment may prorate the funds among the applicants in
accordance with criteria adopted ttne department. No more than ehalf of the funds
appropriated by the legislative assemédgh biennium and allocated for training
assistance may be distributed in the first year obtaenium.

23-27-04.3. Emergency medical services personnel traininggting, certification,
licensure, and quality review- Penalty. The state health council shall adopt rules
prescribingminimum training, testing, certification, licensure, and quality review
standards for emergenayedical services personnel, instruct@nsg training institutions.
Rules adopted must includeafinition of minimum applicable standards, a definition of
emergency medical servicpsrsonnel, provide for a mechanism for certifying or
licensing persons who have met the requatasdards, prodie a mechanism to review
and improve the quality of care renderedelyergency medical services personnel, and
define minimum standards for emergency medeavices training institutions.
Licensing as an emergency medical services training institutmptisnal. It is a class B
misdemeanor for an individual to willfully misrepresent that individwaisification or
licensing status as emergency medical services personnel. Quality review and
improvement information, data, records, and proceedingsoasihject to subpoena or
discovery or introduction into evidence in any civil action.

23-27-04.4. Supervision of certified or licensed emergency medical technician

hospital personnel.Certified or licensed emergency medical techniciatsrmediate
andparamedics, who are employed by a hospital and who are working in a
nonemergency settinrgay provide patient care within a scope of practice established by
the department. Under thegction, these emergency medical services professionals are
under the sugrvision of thenospital's nurse executive.

23-27-04.5. Quickresponse unit service pilot programExpired under S.L. 2001,
ch. 246, § 14,

23-27-04.6. Quickresponse unitsNotwithstanding contrary licensing and certification
requirements under this @pter, department licensure or certification as a gresponse
unit isoptional.



23-27-04.7. Study of standards of reasonable coverag€ounty reporting - Use of
property tax levies.

1. During the 20008 interim, the state health council shall sttite minimum
requirements of reasonable emergency medical services coverage which must take
into account the response time for emergency medical services. Before July 1,
2008, the state health officer shall report to the legislative council the outcame
recommendations of this study.

2. The board of county commissioners of every county in this state shall conduct an
annual review of the emergency medical services coverage within that county and
shall submit an annual report to the state health ofiica format approved by the

state department of health.

3. A taxing district that levies property taxes for support of emergency medical services
shall ensure that every emergency medical services operation that operates in that
taxing district receivea benefit of this tax.

23-27-05. Penalty.Any person violating the provisions of this chapter is guilty of an
infraction.



CHAPTER 33-11-01.1

NORTH DAKOTA QUICK RESPONSE UNITS
Section
3311-01.201 Deynitions
33-11-01.1-02 License Required
33-11-01.1-03 Application for License
33-11-01.1-04 Issuance and Renewal of Licenses
33-11-01.1-05 Availability of Quick Response Unit
331101.206 Dri vero6s License Required
33-11-01.1-07 Number of Personnel Required
33-11-01.12-08 MinimumEquipment Requirements
33-11-01.1-09 Other Requirements
33-11-01.1-10 Quick Response Units Performing Advanced Life Support
Interventions
33-11-01.2-11 Transporting of Patients

3311-01.2-0 1 . DeyWdrtdsondsseyned in North Dakota Cent

chapter23-27 shall have the same meaning in this chapter. For purposes of this
chapter:

1. "Cardiopulmonary resuscitation"” means the American heart association
health care provider standards or its equivalent which includes the skills
adult oneperson and twgerson cardiopulmonary resuscitation, adult
obstructed airway, child ofgerson and twperson cardiopulmonary
resuscitation, child obstructed airway, infant cardiopulmonary
resuscitation, infant obstructed airway, and automated external
deybrillator.

2" Depart ment"
chapter 2301 of the North Dakota Century Code.

3. "Driver" means an individual who operates a quick response unit
vehicle.

4 . "Drivero6s | icense" means the | icense as
39-06-01 and 3906-02 of the North Dakota Century Code.

5. "Emergency medical technician"” means a person who is licensed as an
emergency medical technician by the department.

6. "Equivalent” means training of equal or greater value which
accomplishes theame results as determined by the department.
7. "Personnel "™ means qualiyed primary care
within a quick response unit service.

means the state department of

P



8. "Primary care provider" means a qualiyed
response unit crew respoblg for the care of the patient.

9. "Quick response unit run" means the response of a quick response
unit vehicle and personnel to an emergency or nonemergency for the
purpose of rendering medical care to someone sick or incapacitated,
including canceledalls, no transports, and standby events where
medical care may be rendered.

10. "State health council " means the council
North Dakota Century Code.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented:NDCC 2327-04

33-11-01.1-02. License required.

1, Quick response unit {27oftkerNsrthr e, as deyned
Dakota Century Code, is optional.

2. The license shall expire midnight on June thirtieth of the odd year
following issuance. License renewal shall be on a biennial basis.

3. Alicense is valid only for the service for which it is issued. A license
may not be sold, assigned, or transferred.

History: Effective January 1, 2008.
General Authority: NDCC 2327-02
Law Implemented: NDCC 2327-02

33-11-01.1-03. Application for license.Application for the license shall be
made in the manner prescribed by the department.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04



33-11-01.1-04. Issuance and renewal of licenses.

1. The department or its authorized agent may inspect the service. If
minimum standards are met, the department shall issue a license.

2. If minimum standards are not met, the department will allovguinek
response unit thirty days to comply with the standards. The department
will work with the quick response unit to obtain compliance.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

33-11-01.1-05. Availability of quick response unit. A quick response unit
shall be available twentipur hours per day and seven days per week, except as
exempted through waiver by the department.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

3311-01.1-0 6 . Dri ver 6s Alldriwessrofsgeick regpgnsei unite d .
vehicles shal/l have a current wvalid driveros
sections 3906-01 and 3906-02 of the North Dakota Century Code.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

33-11-01.2-07. Number of personnel requiredThe minimum personnel
required on each quick response unit run shall be one primary care provider who
mayf uncti on as the driver and is certiyed as

History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04



33-11-01.1-08. Minimum equipment requirements.The quick response

un

1.

2.
an

w

©

10.
11.
12.
13.
14.
15.
16.

17.

it shall have the following:

Blood pressure manometer, cuff in child, adult, and large adult sizes;
d stethoscope.
Disposable glovesfour pair of each size small, medium, and large.

4. One blunt shears.

5. One prtable suction device with catheter.
6 .
7
8

One portable oxygen unit size

. Two nasal cannulas and two nonrebreather masks with supply tubing.
. Nasopharyngeal airways in adult and child sizes.

Oropharyngeal airways in adudhild, and infant sizes.

Two cold packs.

Four hot packs.

Two space blankets.

Twelve fousby-four sterile gauze pads.

Three sterile soft roller sedidhering bandages.

Four rolls of tape.

Two sterile occlusive dressings.

Onesterile multitrauma dressing approximately ten inches

[25.4 centimeters] by thirtgix inches [91.44 centimeters].

18.

19.
20.

One sterile burn sheet or its equivalent.
Equipment case.
Equipment storagereadily accessible and safe from the elements.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

33-11-01.1-09. Other requirements.

1.

Personnel must be able to identify and locate all equipment items

required to be carried in a quick response unit.

2. All licensed quick response unit agencies shall keep the quick response

un

3. All linens, airways, oxygen masks, nasal cannulas, and other equipment

co

it vehicle and other equipment clean and in proper working order.

ming in direct contact with the pattenust be either a singlese

disposable type or cleaned, laundered, or disinfected after each use.

4 .

Al | |l icensed quick response u

ambul ance servi ce,-11-8X1, thaepyonidesl i n
medical oversightor the quick response unit.

Aut omated external deybrill ator.
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History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

33-11-01.1-10. Quick response units performing advanced life
support interventions. Quick response units may provide advanidedsupport
interventions on an aseeded basis if the following requirements are met:

1. The primary care provider is licensed to provide the level of care
required.

2. The service complies with the equipment list as set forth by its medical
director.

3. A North Dakota licensed physician has authorized advanced life support
interventions by verbal or written order.

4. The transporting ambulancedbds primary <care
provide or maintain any advanced life support intervention proviged b
the quick response unit.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

33-11-01.1-11. Transporting of patients.
1. Except as otherwise provided in subsection 2, quick response units may
nottransport patients.

2. Notwithstanding subsection 1, quick response units may transport
patients during a major catastrophe or mass casualty incident if all of
the following conditions are met:

a. The ambulance services that normally provide servicauturah
aid in the area of the catastrophe or mass casualty incident are
insufycient or unavailable to transport.

b. The primary care provider on the quick response unit must be an
emergency medical technician or its equivalent.

c. The quick response umitust rendezvous with a licensed
ambulance service if one becomes available during transport.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04



CHAPTER 33-11-01.2
NORTH DAKOTA GROUND AMBULANCE SERVICES

Sedion

3311-01.201 Deynitions

33-11-01.202 License RequiredFees

33-11-01.203 Application for License

33-11-01.204 Issuance and Renewal of Licenses

33-11-01.205 Special Licenses and Waivers

33-11-01.206 Other Requirements for Substation Ambula@peration
33-11-01.207 Availability of Ground Ambulance Service
3311-01.208 Driverd6s License Required
33-11-01.209 Number of Personnel Required

33-11-01.210 Other Requirements

33-11-01.211 Outof-State Operators

33-11-01.212 Specialty Care Transport

33-11-01.213 Ground Ambulance Service Vehicle Requirements
33-11-01.214 Transporting of Patients

33-11-01.215 Required Advanced Life Support Care

3311-01.20 1 . De yWd rtd so ndse y n e d27 ofthe Noltta pt er 2 3
Dakota Century Code shall have 8s@me meaning in this chapter. For purposes
of this chapter:

1. " Adv aadambdlangeragendant” means a person who meets
the requirement saidanibulanteatteeddnt anced yr st
program and is certiyed by the department.

2. "Advanced life spport ambulance service" means an emergency
medical services operation licensed under and meeting all requirements
of chapter 3311-03.

3. "Ambulance driver" means an individual who operates an ambulance
vehicle.

4. "Ambulance run" means the responsarmfimbulance vehicle and
personnel to an emergency or nonemergency for the purpose of
rendering medical care or transportation, or both, to someone sick or
incapacitated, including canceled calls, no transports, and standby
events where medical care mayrbadered.



5. "Cardiopulmonary resuscitation” means the American heart association
health care provider standards or its equivalent which includes the skills
adult oneperson and twgerson cardiopulmonary resuscitation, adult
obstructed airway, childneperson and twqperson cardiopulmonary
resuscitation, child obstructed airway, infant cardiopulmonary
resuscitation, infant obstructed airway, and automated external
deybrillator.

6. "Commission on accreditation of ambulance services" means the
commission on accreditation of ambulance services located in
Glenview, lllinois.

7. " Department" means the state department o
chapter 2301 of the North Dakota Century Code.

8. "Designated trauma center" means a licensed hospital wahraa
designation as -3elpthed in section 33

9 . "Drivero6s | icense" means the | icense as r
39-06-01 and 3906-02 of the North Dakota Century Code.

10. "Emergency medical technician” means a person who is licensed as an
emergacy medical technician by the department.

11. "Equivalent" means training of equal or greater value which
accomplishes the same results as determined by the department.

12. "Headquarters ambulance service" means the base of operations for an
ambulance ggice that operates subordinate substation ambulances.

13. "Industrial site ambulance service"” means an ambulance service that
primarily serves an organization and may or may not offer service to
the general public.

14. "Licensed health care facilitiesieans facilities licensed under chapter

23-16 of the North Dakota Century Code.

15. "Major trauma patient" means any patient
algorithm as d8%0hed in chapter 33



16. "Nonemergency health transportation” means health care
transportation not provided by a licensed ambulance service that
takes place on a scheduled basis by licensed health care facilities
to their own patients or residents whose impaired health condition
requires special transportation considerations, supenyisr handling
but does not indicate a need for medical treatment during transit or

emergency medical treatment wupon arrival at
17. " Paramedic" means a person who is certiy
technicianparamedic by the tianal registry of emergency medical

technicians and licensed by the department.

18. "Paramedic with additional training" means evidence of successful

completion of additional training and appropriate periodic skills

veriycation i n s notoflpatiénts pnivenslatosss manage me

twelvelead electrocardiograms or other critical care monitoring

devices, drug infusion pumps, and cardiac or other critical care

medications, or any other specialized procedures or devices determined

at the discretionofthear amedi c6s medical director.

19. "Personnel " means qualiyed primary care
within an ambulance service.

20. "Primary care provider" means a qualiyed

crew responsible for the care of the patemd supervision of all
ambulance personnel while on the ambulance run.

21. "Scheduled basic life support transfer" means transfers provided on a
scheduled basis by an advanced life support service to patients who
need no advanced life support proced@resoute.

22. "Specialty care transport” means interfacility transportation, including
transfers from a hospital to an aeromedical intercept site, of a critically
injured or ill patient by a ground ambulance vehicle, including medically
necessary suppliesd services, at a level of service beyond the scope

of the emergency medical techniciparamedic.

2 3. "State health council " means the counci

North Dakota Century Code.

24. "Substation ambulance service" means a subaedopeeration of a
headquarters ambulance service located in a separate municipality.



25. "System status management" means strategically positioning
ambulances in geographic locations during various times of the
day based on historical data that can aidredicting operational
demands.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

33-11-01.202. License required- Fees.

1. No ground ambul ance sXoftheces, as deyned i
North DakotaCentury Code, shall be advertised or offered to the public

or any person unless the operator of such service is licensed by the

department.

2. The license shall expire midnight on Octoberthiytty st of t he even year
following issuance. License renewahbdifbe on a biennial basis.

3. Alicense is valid only for the service for which it is issued. A license
may not be sold, assigned, or transferred.

4. The license shall be displayed in a conspicuous place inside the patient
compartment of the ambulancehicle. An operator operating more

than one ambulance unit out of a town, city, or municipality will be issued
duplicate licenses for each unit at no additional charge.

5. The bienni al |l icense fee, including speci
foreah headquarters ambul ance service | ocation
each substation location.

6. Entities solely providing nonemergency health transportation services
are not required to obtain a license under chapt&723f the North

Dakota Century Code dsng as they do not advertise or offer services

to the general public.

History: Effective January 1, 2008.
General Authority: NDCC 2327-01
Law Implemented: NDCC 2327-01



33-11-01.203. Application for license.

1. Application for the license shall loeade in the manner prescribed by
the department.

2. The application must be for a headquarters ambulance service or
substation ambulance service at either the basic life support level as
deyned i nllOXh2aopforehe ad@aBced life support leas
deyned i nll®h3apter 33

3. New operators applying for an ambulance service license for an
operation that will be based in a city already served by a licensed
advanced life support ambulance service must apply for advanced life
support ambulandeensure.

History: Effective January 1, 2008.

General Authority: NDCC 2327-04

Law Implemented: NDCC 2327-04

33-11-01.204. Issuance and renewal of licenses.

1. The department or its authorized agent may inspect the service. If
minimum standards faither basic life support ground ambulance
services or advanced life support ground ambulance services are met,
the department shall issue a license.

2. A service may request that the department consider it in compliance with
this chapter if it is fullyaccredited by the commission on accreditation
of ambulance services or its equivalent.

3. Services requesting their compliance with
through an accrediting agency shall submit to the department a copy of

the entire accrediting agcy survey report. Subsequent accreditation

or revisit documentation must be submitted prior to license renewal.

4. If minimum standards for either basic life support ambulance services
or advanced life support ambulance services are not met, the
departnent will allow the ambulance service thirty days to comply with
the standards. The department will work with the ambulance service to
obtain compliance.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04



33-11-01.205. Special licenses and waivers.

1. An operator of a ground ambulance service intended for industrial site
use may be issued a special license by the department.

2. Based on each individual case, the department may waive any
provisions of thé chapter.

3. The waiver provision shall only be used f
instances provided such a waiver does not adversely affect the health

and safety of the person transported, and then only if a nonwaiver would

result in unreasonablerdship upon the ambulance service.

History: Effective January 1, 2008.
General Authority: NDCC 2327-01
Law Implemented: NDCC 2327-01

33-11-01.206. Other requirements for substation ambulance
operation.

1. A substation ambulance operation anagits assets must be

fully owned and operated by a headquarters ambulance service. A
substation ambulance may not establish a separate business structure
independent of the headquarters service.

2. A substation ambulance service may not have its owrrigiogeboard
separate from a governing board of the headquarters ambulance
service.

3. All logos, vehicle lettering, personnel uniforms, and signage on

any substation building must repect the name
ambulance service. However, a logo, ieihlettering, personnel

uniforms, or signage on a substation building may include the name of

the substation.

4. A licensed advanced life support ambulance service meeting the
requirements of chapter 33-03 may operate a substation ambulance
thatmeets the basic life support ambulance standards outlined in
chapter 3311-02.



5. A substation ambulance service may not be established in a city that
has a licensed ambulance service based in that city.

History: Effective January 1, 2008.
General Authority: NDCC 2327-01
Law Implemented: NDCC 2327-01

33-11-01.207. Availability of ground ambulance service.

1. A headquarters ambulance service shall be available tf@mntjours
per day and seven days per week, except as exempted through waiver
by thedepartment.

2. A substation ambulance service may be available intermittently. When
the substation ambulance is not available it is the responsibility of the
headquarters service to respond to calls within that area if no closer
ambulance can respond.& headquarters ambulance service must

inform its dispatching entity as to the time of availability of its substation
ambulance service.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

3311-01.20 8 . Dri ver 06s Alldrivessrofsambulareaservice e d .
vehicles shal/l have a current wvalid driveros
sections 3906-01 and 3906-02 of the North Dakota Century Code.

History: Effective January 1,308.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

33-11-01.209. Number of personnel requiredThe minimum personnel
required on each ambulance run shall be one driver and one primary care provider.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04



33-11-01.210. Other requirements.

1. Personnel must be able to identify and locate all equipment items
required to be carried in an ambulance.

2. All licensed ambulance services shalép the ambulance vehicle and
other equipment clean and in proper working order.

3. All linens, airways, oxygen masks, nasal cannulas, and other equipment
coming in direct contact with the patient must be either a sumge
disposable type or cleanddundered, or disinfected after each use.

4. When a vehicle has been utilized to transport a patient known to have
a communicable disease other than a common cold, the vehicle and all
exposed equipment shall be disinfected before the transport of another
patient.

5. Each ambulance run must be reported to the department in the manner
and in the form determined by the department.

6. All ambulance services must give the receiving licensed health care
facility a copy of the run report.

7. All equipment musbe stowed in cabinets or securely fastened when
not in use.

8. All ambulance services must submit a trauma transport plan to the
department upon request.

9. All licensed ambulance services must keep either an electronic or paper
copyofeachrunreporno yl e for a mini mum of seven year s

10. All licensed ambulance services must have current written protocols

developed and signed by their medical director. The current version of

the protocols must be kept on yle with ambul
The amllance service manager must keep inactive protocols for a

period of seven years after deactivating the protocol.

11. All ambulance services must report any collision involving an
ambulance that results in property damage of one thousand dollars or
greater, or personal injury. The report must be made within thirty days
of the event and on a form provided by the department.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04



3311-01.211. Outof-stateoperators.

1. Operators licensed in another state may pick up patients within this
state for transportation to locations within this state under the following
circumstances:

a. When there is a natural disaster, such as a tornado, earthquake,
or other diaster, which may require all available ambulances to
transport the injured; or

b. When an oubf-state ambulance is traveling through the state
for whatever purpose comes upon an accident where immediate
emergency ambulance services are necessary.

2. Outof-state ambulance services who expect to pick up patients from
within this state and transport to locations within this state must meet
the North Dakota state standards and become licensed under chapter
23-27 of the North Dakota Century Code and thispthia

3.0utof-st ate yre units responding to North Dako
forest yre or grassland yre suppression may
medical personnel to provide emergency medical treatment to their

own staff. The emergency medigale r s onn el must be certiyed by
national registry of emergency medical technicians and have physician
oversight.

History: Effective January 1, 2008.
General Authority: NDCC 2327-01
Law Implemented: NDCC 2327-01

3311-01.212. Specialty care transport

1. Specialty care transport is necessary whe
requires ongoing care that must be provided by one or more health

care professionals in an appropriate specialty area, for example,

nursing, emergency medicine, respiratory care, ceaditular care, or

paramedic with additional training.



2. Qualifying interventions for specialty care transports are patients with:

a. One of the following:

(1) Intravenous infusions;

(2) Vasopressors;

(3) Vasoactive compounds;

(4) Antiarrhythmics;

(5) Fibrinolytics;

(6) Paralytics; or

(7) Any other pharmaceuti cal uni que to the p
health care needs; and

b. One or more of the following special monitors or procedures:
(1) Mechanical ventilation;

(2) Multiple monitors;

(3) Infusion pumps;

(4) Cardiac balloon pump;

(5) External cardiac support such as a ventricular assist device;
(6) Rapid sequence intubation;

(7) Surgical airways; or

(8) Any other specialized devices or procedures unique to the
patientds health care needs.

3. Minimumrequird st afyng shall be one emergency meo
or its equivalent and at least one of the following: physician, physician

assistant, nurse practitioner, registered nurse with special knowledge

of the patientds needs, rggaatmymedi ¢ wi th addi't
therapist, or any licensed health care professional designated by the

transferring physician.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04



33-11-01.213. Ground ambulance servicerehicle requirements.

1. All ground ambulances must have a vehicle manufactured to be an
ambulance.

2. All ground ambulance service vehicles must be equipped with a siren
and pashing |ights as described for class A
subsection 2 ofextion 3910-03 of the North Dakota Century Code.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

33-11-01.214. Transporting of patients.Ambulance services must
transport patients to the nearest appiate licensed health care facility according
to their hospital transport plan except for:

1. Interfacility transports shall be made in accordance with the referring or
accepting physiciands orders.

2. In the foll owing s bpeamadeyo@licensesit ances t
health care facility with speciyc capab
result in bypassing a closer licensed health care facility for another

located farther away. An ambulance service may deviate from these

rules contained in thisection on a cadey-case basis if online medical

control is consulted and concurs.

ransop
R T

a. Major trauma patients must be transported to a designated trauma
center as per article 338.

b. A patient suffering acute chest pain that is believed to be cardiac
in nature or an acute myocardial infarction determined by a
twelve-lead electrocardiograph must be transported to a licensed
health care facility capable of performing percutaneous catheter
insertion or thrombolytic therapy.

c. In cities with multiple hospals an ambulance service may bypass
one hospital to go to another hospital with equal or greater services
if the additional transport time does not exceed ten minutes.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04



33-11-01.215. Required advanced life support careWhen it would

not delay transport time, basic life support ambulance services must call for a
rendezvous with an advanced life support ground ambulance, or an advanced life
support or crical care air ambulance if the basic life support ambulance is unable
to provide the advanced life support interventions needed to fully treat a patient
exhibiting:

1. Major trauma.

2. Cardiac chest pain or acute myocardial infarction.
3. Cardiac arrest.

4. Severe respiratory distress or respiratory arrest.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04



CHAPTER 33-11-02
BASIC LIFE SUPPORT GROUND AMBULANCE LICENSE

Section

33-11-02-01 Training Standals for Ambulance Driver

33-11-02-02 Training Standards for Primary Care Provider
33-11-02-03 Minimum Equipment Requirements

33-11-02-04 Medical Director

33-11-02-05 Basic Life Support Ambulance Performing Advanced Life
Support Interventions

33-11-02-01. Training standards for ambulance driver. The driver shall

have a current cardiopul monary resuscitation
primary care provi d-@¥0802aronepamanyeace i n secti on
provider plus one other person with a emtrcardiopulmonary resuscitation
certiycation providing care to the patient.

History: Effective March 1, 1985; amended effective January 1, 1986; August 1,
2003.

General Authority: NDCC 2327-04

Law Implemented: NDCC 2327-04

33-11-02-02. Training standards for primary care provider. The primary
care provider must have current emergency medical technician license or its
equi valent and must have current cardiopul mo

History: Effective March 1, 198; amended effective January 1, 1986; August 1,
1994; August 1, 2003; January 1, 2006.

General Authority: NDCC 2327-04

Law Implemented: NDCC 2327-04

33-11-02-03. Minimum equipment requirements.In addition to a vehicle
as described in section-33-01-15, the ambulance shall have the following:

1. Mounted ambulance cot with retaining straps.

2. Stretchers with retaining straps. Vehicle design dictates quantity.

3. Piped oxygensystenwi t h appropriate regulator and po\
two "E" size bottlesdr minimum oxygen supply with regulator and

pbowmeter .

4. Portable oxygen unit with carrying case. To include one "D" size bottle

with another "D" bottle in reserve.



5. Three nasal cannulas, three nonrebreather oxygen masks in adult and
pediatric sizesand three sets of oxygen supply tubing.

6. Suction- wall-mounted and portablecapable of achieving

400 mmhg/4 seconds or less.

7. Bag valve mask resuscitation units in infant child and adult sizes with
appropriatesized face masks or pocket masks witligen inlet in

pediatric and adult sizes.

8. Spine boardsone fullsize and one seated spinal immobilization
device, with retaining straps.

9. Commercial fracture splints usable for open and closed fractures, or
padded boards usable for pediatric andtguatients.

10. Cold packs four minimum.

11. Fire extinguisherd r y chemi cal, mounted, yve pound [ 2
minimum.

12. Heaetto-board immobilization device.

13. Obstetrical kit disposable or sterilizable.

14. Activated charcoal.

15. Two sterildourn sheets or equivalent.

16. Three triangular bandages or commercial slings.

17. Two trauma dressinggpproximately ten inches [25.4 centimeters] by
thirty-six inches [91.44 centimeters].

18. Twentyy ve st er i Ffeurigches [AG16 peatidets] by four
inches [10.16 centimeters].

19. Twelve soft roller selddhering type bandagey ve yards [ 4. 57 meter s]
long.

20. One set of nasopharyngeal airways in adult and child sizes.

21. One set of oropharyngeal airways in adult, child, and infaes.siz

22. Two sterile occlusive dressings approximately three inches

[76.2 millimeters] by nine inches [228.6 millimeters].

23. Four rolls of tapeassorted sizes.

24. Shears blunt - two minimum.

25. Bedpan, emesis basin, urinal.

26. One gallon [3.78ters] of distilled water or saline solution.

27 . Il nt r av e nootunsounted ar ceiliny bolokd.e r

28. Flashlights two minimum.

29. One sharps container less than half full.

30. Three red biohazard bags.

31. Cervical collars in adult, child, anmtfant sizes.

32. Two blankets, four sheets, two pillows, four towels.

33. Phenol disinfectant product, such as lystophene or amphyl.

34. Repectorized psetofdhsee mioimumsecuri ng scene
35. Automatic deybrillator.

36. Blood pressure manometeuff in child, adult, and large adult sizes,
and stethoscope.

37. Lower extremity traction splint.

38. Radio with the capability of meeting state emergency medical services



standards as determined by the department.

39. Glutose or glucoseone dose fooral use.

40. Disposable glovesone box each of small, medium, and large sizes.
41. Four disposable hot packs.

42. Personal protection equipment such as mask, nonabsorbent gown,
protective eyewareminimum of four.

4 3. Bi ol ogi cal puid cleanup ki t.
44. Twentyy ve tri age tags.

History: 33-11-01-11; redesignated effective March 1, 1985; amended effective
February 1, 1989; August 1, 1994; August 1, 2003; January 1, 2006.

General Authority: NDCC 2327-04

Law Implemented: NDCC 2327-04

33-11-02-04. Medical director. Each ground ambulance service shall

have a signed agreement on yle with the depa
|l icensed physician who shall serve as ofyci a
include establishing written medicaigbocols, recommending optional equipment,

oversight of a quality assurance program, and maintaining current training

requirements for personnel.

History: Effective August 1, 2003; amended effective January 1, 2006; January 1,
2008.

General Authority: NDCC 2327-04

Law Implemented: NDCC 2327-04

33-11-02-05. Basic life support ambulance performing advanced life
support interventions. Basic life support ambulance services may provide
advanced life support interventions on amesded basis if the followgn
requirements are met:

1. The primary care provider is licensed to provide the level of care
required.

2. The service complies with the equipment list as set forth by its medical
director.

3. A North Dakota licensed physician has authorized advarfeeslipport
interventions by verbal or written order.

History: Effective January 1, 2006.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04



CHAPTER 33-11-03
ADVANCED LIFE SUPPORT GROUND AMBULANCE LICENSE

Section

33-11-03-01 MinimumStandards for Personnel
33-11-03-02 Minimum Equipment Standards
33-11-03-03 Minimum Medication Requirements
33-11-03-04 Medical Director

33-11-03-05 Number of Ambulances Staffed
33-11-03-06 Advertising Restrictions

33-11-03-01. Minimum standards for persanel.

1. The driver must be a licensed emergency medical technician or its
equivalent.

2. The primary care provider, whose duties include an assessment of
each patient, must be a licensed paramedic or its equivalent, or
be a licensed registered nucserently licensed as an emergency
medical technician or its equivalent who has a current American heart

association advanced cardiac | ife support

with the following exceptions:

a . I f, based on t e emdrdasme disc@&@s,smemtits
yndings, a patientdéds condition requires
an emergency medical technician or its equivalent may assume

primary care of the patient.

b. For scheduled basic life support transfers, the driver and the
primary care pvider must be at least licensed emergency
medical technicians or its equivalent.

History: Effective March 1, 1985; amended effective January 1, 1986; August 1,
1994; August 1, 2003; January 1, 2006; January 1, 2008.

General Authority: NDCC 2327-04

Law Implemented: NDCC 2327-04
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33-11-03-02. Minimum equipment standards.The ambulance must
contain all the equipment requirements as found in sectidrl-B2-03, except
oral glutose or glucose, plus the following:

1. Manual cardiac monitorgieb r i | | at or with pediatric capabi
2. Portable radio. Rechargeable battery operated capable of reaching law
enforcement and hospitals.

3. Nebulizer with tubing.

4. Endotracheal airway equipment in pediatric and adult sizes.

5. Intravenous therapy equment. Catheters, intraosseouss needles,

tubing solutions, for both pediatric and adult patients as approved by
medical director.

6. Glucose measuring device.

7. Syringes and needles.

8. Alcohol swabs. Betadine swabs.

9. Electrocardiogram supplies. Rollsatectrocardiogram paper, monitor

el ectrodes and deybrillator pads.
10. Pediatric weight and length based drug dosage chart or tape.

History: Effective March 1, 1985; amended effective August 1, 1994; August 1,
2003; January 1, 2008.

General Authority: NDCC 2327-04

Law Implemented: NDCC 2327-04

33-11-03-03. Minimum medication requirements.The ambulance must
carry the following functional <c¢lassiycati on
dosages:

. Alkalinizer.

. Bronchodilator adrenergidntravenous or subcutaneous.

. Antidysrhythmic.

. Anticholinergen parasympatholitic.

. Opioid antagonist.

. Coronary vasodilator, antianginal.

. Antianxiety.

. Caloric.

. Anticonvulsant.

10. Bronchodilator.

11. Narcotic.

OCO~NOUILPWNPE

History: Effective March 1,1985; amended effective August 1, 1994; August 1,
2003.

General Authority: NDCC 2327-04

Law Implemented: NDCC 2327-04



33-11-03-04. Medical director. Each ground ambulance service shall

have a signed agreement on ykote with the depa
|l icensed physician who shall serve as ofyci a
include establishing written medical protocols, recommending optional equipment,

oversight of a quality assurance program, and maintaining current training

requirements fopersonnel.

History: Effective March 1, 1985; amended effective August 1, 2003; January 1,
2006; January 1, 2008.

General Authority: NDCC 2327-04

Law Implemented: NDCC 2327-04

33-11-03-05. Number of ambulances staffedJnless the advanced

life supportambulance service has a system status management program as

deyned in this chapter in place that is appr
of advanced life support ambulances staffed, either by on calrmuse staff,

by the licensed ambulance serviselependent upon the population of the city

in which the ambulance is based.

1. For cities with a population | ess than yf
life support ambulance must be staffed. Additional ambulances may be
staffed and equipped at the basie upport level.

2 . For cities with popul ati oeynvwe bet ween yftee
thousand, two advanced life support ambulances must be staffed.

Additional ambulances may be staffed and equipped at the basic life

support level.

3. Forciteswih popul ati onsywe etaht eus @rhda,n tyHrt ge
advanced life support ambulances must be staffed. Additional

ambulances may be staffed and equipped at the basic life support

level.

History: Effective March 1, 1985; amended effective January 1, 198¢ust 1,
1994; August 1, 2003; January 1, 2006; January 1, 2008.

General Authority: NDCC 2327-04

Law Implemented: NDCC 2327-04

33-11-03-06. Advertising restrictions.No ambulance service may
advertise itself as an advanced life support ambulance senl&ess it is so
licensed.

History: Effective March 1, 1985.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04



CHAPTER 33-11-04
NORTH DAKOTA AIR AMBULANCE SERVICES

Section

33110401 Deynitions
33-11-04-02 License RequiredFees

33-11-04-03 Application for License

33-11-04-04 Issuance and Renewal of Licenses
33-11-04-05 Availability of Air Ambulance Services
33-11-04-06 Number of Personnel Required
33-11-04-07 Outof-State Operators

33110408 Required Certiycate of Airworthiness
33-11-04-09 Securing of Equipment

33-11-04-10 Aircraft Doors

33-11-04-11 Required Lighting

33-11-04-12 Required Power Source

33-11-04-13 Required Radio Communication
33-11-04-14 Medical Director

33-11-04-15 Other Requirements

33110401. Deynitions.

1. "Air ambulance run" means the response of an aircraft and personnel to
an emergency or nonemergency for the purpose of rendering medical
care or transportation or both to someone who is sick or injured.

Includes canceled calls, no transports, and standby evbate

medical care may be rendered.

2. "Aircraft" means eithesing@a airplane al so
helicopter also known as a roteing.

3. "Cardiopulmonary resuscitation” means the American heart association
health care provider standards tsrequivalent, which includes the

following skills: adult oneperson and twqperson cardiopulmonary
resuscitation, adult obstructed airway, child-peeson and twqerson
cardiopulmonary resuscitation, child obstructed airway, infant
cardiopulmonary resggation, infant obstructed airway, and automated
external deybrillator.

4. "Commission on accreditation of medical transport systems" means the
commission on accreditation of medical transport systems located in
Anderson, South Carolina.

5. "Departmentme ans t he state department of health
Dakota Century Code chapter-23.



6. "Emergency medical technician” means a person who meets the
requirements of the state emergency medical technician program and
is licensed by the department.

7."Equivalent” means training or equipment of equal or greater value
which accomplishes the same results as determined by the department.

8. "Paramedic" means a person who is certiye
emergency medical technicians and licensethb department as a

paramedic.

9. "Personnel"™ means qualiyed primary care p
ambulance service.

10. "Primary care provider" means a qualiyed

of the patient while on an air ambulance run.

History: Effective August 1, 2003; amended effective January 1, 2006; January 1,
2008.

General Authority: NDCC 2327-04

Law Implemented: NDCC 2327-04

33-11-04-02. License required- Fees.

1. No air ambul ance service as deyned in Nor
chapter 3-27 shall be advertised or offered to the public or any person

unless the operator of such air ambulance service is licensed by the

department.

2. The license shall expire midnight on Octoberthjrity st of t he even year
following issuance. Licengenewal shall be on a biennial basis.

3. Alicense is valid only for the service for which it is issued. A license
may not be sold, assigned, or transferred.

4. The license shall be displayed in a conspicuous place inside the
patient compartment of thercraft. An operator operating more than
one aircraft out of a town, city, or municipality will be issued duplicate
licenses for each aircraft at no additional charge.

5. The bienni al |l icense fee shal/l be yfty do
service operad.

History: Effective August 1, 2003; amended effective January 1, 2008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04



33-11-04-03. Application for license.

1. Application for the license shall be made in the manner prescribed by
thedepartment.

2. The application must be made for either basic life support air

ambul ance service -1465 advancedéfel i n chapter

support air ambul ance -4l06,0orifoce as deyned
critical care air a@amolapdr33l0%k servi ce

History: Effective August 1, 2003; amended effective January 1, 2006.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

33-11-04-04. Issuance and renewal of licenses.

1. The department or its authorized agent magect the air ambulance
service. If minimum standards for either basic life support air ambulance
services, advanced life support air ambulance services, or critical care
air ambulance services are met, the department shall issue a license.

2. A servicemay request that the department consider it in compliance with
this chapter if it is fully accredited by the commission on accreditation
of medical transport systems or its equivalent.

3. Services requesting their compliance

through an accrediting agency shall submit to the department a copy of
the entire accrediting agency survey report. Subsequent accreditation
or revisit documentation must be submitted prior to license renewal.

History: Effective August 1, 2003; amendedestive January 1, 2006.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

33-11-04-05. Availability of air ambulance servicesBasic life support
air ambul ance services may be avai

Advanced life suport air ambulance services and critical care air ambulance
services shall be available twerfyur hours per day and seven days per week,
except as limited by weather or aircraft maintenance or by unscheduled pilot duty

limitations in accordance wittederal aviation administration regulations.

History: Effective August 1, 2003; amended effective March 24, 2004; January 1,

2006.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04
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33-11-04-06. Number of personnel requiredFor a licensed lsc life

support air ambulance service, the minimum number of personnel required is one

primary care pr ovi dFEHA5. lFosalickesgdeadvdnceédn chapter 3
life support air ambulance service, the minimum number of personnel required is

oneprimaryc ar e provi der a sll-Gbeeycapevhenieitherthd apt er 33

transferring or receiving physician believes
of two providers. For a licensed critical care air ambulance service, the minimum
number of personnele qui red i s two provHilldér s as deyned

History: Effective August 1, 2003; amended effective March 24, 2004; January 1,
2006.

General Authority: NDCC 2327-04

Law Implemented: NDCC 2327-04

33-11-04-07. Out-of-state operators.

1. Operabrs from another state may pick up patients within this state

for transportation to locations within this state when there is a natural

di saster such as a tornado, pbood, or other d
available air ambulances to transport the injured.

2. Outof-state air ambulance services that expect to pick up patients from
within this state and transport to locations within this state shall meet

the North Dakota standards and become licensed under North Dakota
Century Code chapter 28 and thi<hapter.

History: Effective August 1, 2003.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

3311:0408. Required certiAnaeameulamcé ai rwort hi ness
service must have a certiycate of airworthin
administration for each aircraft it uses as an air ambulance, which is maintained
current by compliance with all required federal aviation administration inspections
as deyned by federal aviation administration

History: Effective August 1, 2003.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04



33-11-04-09. Securing of equipmentAll equipment and materials
used in an air ambulance must be secured in accordance with federal aviation
administration regulation title 1@ode of Federal Regulations.

History: Effective August 1, 2003.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

33-11-04-10. Aircraft doors. Aircraft doors must accommodate passage of
a patient lying on a stretcher with no more tharty degrees rotation or fory v e
degrees pitch.

History: Effective August 1, 2003.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

33-11-04-11. Required lighting. Lighting of at least forty foetandles of
illumination must be availdé in the patient care area to afford observation by
medical personnel. Lighting must be shielded from the pilot of the aircraft so as
not to interfere with operation of the aircraft.

History: Effective August 1, 2003.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

33-11-04-12. Required power sourceThe aircraft will be equipped

with a federal aviation administration approved electrical power source that will
accommodate commonly carried medical equipment, both AC and DC powered,
and thais not dependent upon a portable battery.

History: Effective August 1, 2003.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

33-11-04-13. Required radio communication.The aircraft must have

a radio communication system that will alltme communications between the

aircraft and medical facilities, between the medical crew and the pilot, and between
the medical crew on board the aircratft.

History: Effective August 1, 2003.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04



33-11-04-14. Medical director. Each air ambulance service shall have

a signed agreement on yle with the depart men
physician who shall serve as ofycial medi cal
establishing written medic@kotocols, recommending optional equipment,

oversight of a quality assurance program, and maintaining current training

requirements for personnel.

History: Effective August 1, 2003; amended effective January 1, 2006; January 1,
2008.

General Authority: NDCC 2327-04

Law Implemented: NDCC 2327-04

33-11-04-15. Other requirements.

1. The aircraft shall have sufycient space t
one patient on a stretcher, two medical personnel, and the medical
equipment required.

2. The aircraftmushe conygured to all ow medical persor
good patient view and access to equipment and supplies in order to
initiate both basic and advanced life support.

3. All licensed air ambulance services shall keep the aircraft and other
equipment clean ahin proper working order.

4. All linens, and all equipment and supplies coming in direct contact with
the patient, must be either a singkee disposable type or cleaned,
laundered, or disinfected after each use.

5. When an aircraft has been utilizedrensport a patient known to have
a communicable disease other than a common cold, the aircraft and all
exposed equipment shall be disinfected before the transport of another
patient.

6. Each air ambulance run must be reported to the department in the
manner and in the form determined by the department.

History: Effective August 1, 2003.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04



CHAPTER 33-11-05
BASIC LIFE SUPPORT AIR AMBULANCE LICENSE

Section
33-11-05-01 Training Standarder Primary Care Provider
33-11-05-02 Minimum Equipment Requirements

33-11-05-01. Training standards for primary care provider. The primary
care provider must have current emergency medical technician license or its
equivalent and must have currentcargiu |l monary resuscitation cer

History: Effective August 1, 2003; amended effective January 1, 2006.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

33-11-05-02. Minimum equipment requirements.

1. Patient litter or stretcher.

2. One stethoscope.

3. One blood pressure cuff with aneroid gauge.

4. Manual suction device with catheter.

5. One set of oropharyngeal airways including six sizes, from infant
through adult.

6. One set of nasopharyngeal airways.

7. Oxygen administratiogystem, including a protective pressure gauge, a

nongravity dependent powmeter, supply tubing
and a nasal cannula. The unit must be capable of achieving an oxygen

delivery pow rate of at |l east yfteen liters
8. Mouthtoma s k arti ycial wventilation device, witdet

inlet port such as a pocket mask, suitable for use on infant through adult
patients. This may be replaced with bag valve mask devices with masks
for infant, child, and adult patients.

History: Effective August 1, 2003.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04



CHAPTER 33-11-06
ADVANCED LIFE SUPPORT AIR AMBULANCE LICENSE

Section

33-11-06-01 Training Standards for Primary Care Provider
33-11-06-02 MinimumEquipment Requirements
33-11-06-03 Advertising Restrictions

33-11-06-01. Training standards for primary care provider. One of the
crew members must be a licensed paramedic or its equivalent.

History: Effective August 1, 2003; amended effective JandaR008.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

33-11-06-02. Minimum equipment requirements.All equipment required
for a basic life support air ambulance as found in sectiehl33-02, plus the
following:

1. Asuctionunitcaabl e of providing a free
per minute and achieving a minimum of three hundred millimeters of
mercury vacuum within four seconds after clamping the suction tube.

2. Intravenous equipment and supplies for both pediatriaduoid
patients.

3. Two intravenous bag holders with straps.

4. Endotracheal intubation equipment and supplies for both pediatric and
adult patients.

5.Cardiacmonited ey br i I Il at or and supplies
capabilities.

6. A drug box thatontains drugs that have been ordered by the medical
director of the air ambulance service.

History: Effective August 1, 2003.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04
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33-11-06-03. Advertising restrictions.No basic life supporir ambulance
service may advertise itself as an advanced life support air ambulance service.

History: Effective January 1, 2006.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04



CHAPTER 33-11-07
CRITICAL CARE AIR AMBULANCE LICENSE

Section

33-11-07-01 Training Standards for Care Providers
33-11-07-02 Minimum Equipment Requirements
33-11-07-03 Advertising Restrictions

A

33-11-07-01. Training standards for care providersBot h car e provider so
training shal/l be consistent with the deynit
33-11-01-14.

History: Effective January 1, 2006.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

33-11-07-02. Minimum equipment requirements.All equipment required
for a basic life support air ambulance as found in sectiehl33-02 and all
equipment required for an advanced life support air ambulance found in section
33-11-06-02 plus the following equipment must be available at the base station:

1. Ventilator.
2. Intravenous infusion pumps.
3. Any specialized equipment ordered by a physician.

History: Effective January 1, 2006.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04

33-11-07-03. Advertising restrictions.No air ambulancservice may
advertise itself as a critical care air ambulance service unless it has been issued a
critical care air ambulance license by the department.

History: Effective January 1, 2006.
General Authority: NDCC 2327-04
Law Implemented: NDCC 2327-04



CHAPTER 33-11-08
EMERGENCY MEDICAL SERVICES GRANTS

Section
33-11-08-01 Eligibility for Emergency Medical Services Grants
33-11-08-02 Use of Funds

33-11-08-01. Eligibility for emergency medical services grantLertain

ambulance services may eékgible for grants on an annual basis dependent upon
legislative appropriation. In addition to compliance with chapte4@8f the North
Dakota Century Code the following conditions must be met to be eligible for an

emergency medical services grant.

1. Application for the grant shall be made in the manner and timeframe
prescribed by the department.

2. The ambulance service must be based in North Dakota.

3. The ambulance service must be licensed as a basic life support
ground ambulance as describedmater 3311-02 or licensed as

an advanced life support ground ambulance as described in chapter
331103 for at | east twelve mont hs

4. The ambulance service must bill for services at a level at least
equivalent tolte medicare billing level.

5. Criteria for grant approval shall be established by the state health
council and shall at a minimum include consideration of:

a. The transportation distance to hospitals.
b. The size of the ambulance service area.

c. Contibuting factors that may affect the number of patient care
providers on the ambulance service.

d. The volume of ambulance runs.
History: Effective January 1, 2008.

General Authority: NDCC 2340-01
Law Implemented: NDCC 2340-01
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3311-0802. Useof fundsThe st ate health ofycer or desi gt
determine the scope of the project, eligibility of emergency medical services

operations, and distribution amounts on an annual basis. Considerations shall

include:

1. Howthe emergenaye di cal servi ces operation yts int
structure of provision of emergency medical services in the state;

2. The needs of the emergency medical services operation and
neighboring operations;

3. Compliance with the requirements set forth in sec?340-06 of the
North Dakota Century Code; and

4. Existence of local matching funds.
History: Effective January 1, 2008.

General Authority: NDCC 2340-01
Law Implemented: NDCC 2340-01



ARTICLE 33-36
EMERGENCY MEDICAL SERVICES PERSONNEL

Chapter
33-36-01 Emergency Medical Services Personnel Training, Testing,
Certiycation, and Licensure

33-36-02 Licensing of Emergency Medical Services Training Institutions
33-36-03 Scope of Practice for Unlicensed Emergency Medicali&erv
Personnel

33-36-04 Scope of Practice for Emergency Medical Services Professionals

CHAPTER 33-36-01
EMERGENCY MEDICAL SERVICES PERSONNEL
TRAINING, TESTING, CERTIFICATION, AND LICENSURE

Section

33360101 Deynitions

33-36-01-02 Emergency Medical Seces Training Courses

33360103 Training, Testing, Certiycation, and
Primary Certiycation Courses

333601:03. 1 Limited Temporary Certiycation or L
Medical Services Training Course Graduates

33-36-01-04 Trainng, Testing, and Certiycation Standa
Scope Enhancement Courses

333601-:04. 1 Training, Testing, and Certiycation
Refresher Courses

33360105 Deni al or Revocation of Certiycation
33-36-01-05.1Criminal History Background Checks

33-36-01-06 Revocation Process

33-36-01-07 Hearing

33-36-01-08 Waivers

333601-:0 1. DeyWdrtdsonsseyned in North Dakota Cent
chapter 227 have the same meaning in this chapter.

1. "Cardiopulmonary resusation”, initial and refresher, means the

American heart association health care provider standards or its

equivalent which includes the following skills: adult gperson and

two-person cardiopulmonary resuscitation, adult obstructed airway,

child oneper®n and tweperson cardiopulmonary resuscitation,

child obstructed airway, infant cardiopulmonary resuscitation, infant

obstructed airway, and automated external de
2 . "Certiycation scope enhancement programs"”
programs \kich add additional skills to or refresh existing skills obtained

from the primary certiycation programs.



3. "Department” means the state department of health.

4. "Equivalent"” means training of equal or greater value which
accomplishes the same resultglagermined by the department.

5. "Field internship preceptor”™ means a qual
emergency medical services instructor to supervise a student during
yeld internship training.

6. "National registry” means the national registrgfergency medical
technicians located in Columbus, Ohio.

7. "Prehospital emergency medical services personnel" are those persons
certiyed or |Iicensed under the programs deyn

8. "Primary certiycation pograngr ams means t ho
which integrate a broad base of skills necessary to perform within a
level of the emergency medical services system as determined by the

department.

History: Effective April 1, 1992; amended effective August 1, 2003; January 1,
2006; January 1, 28.

General Authority: NDCC 2327-04.3

Law Implemented: NDCC 2327-04.3

33-36-01-02. Emergency medical services training courseshe
department shall establish training, testing
following emergency medical servicesurses:

1. Primary certiycation courses:
a. First responder;

b. Emergency medical technician;

c. Emergency medical techniciamermediate/85;

d. Emergency medical technictamermediate/99;

e A d v a4aid amntbulapce attendant;

f. Emergencyehicle operations;

g. Emergency medical dispatch; and

h. Automobile extrication.

Certiycation scope enhancement cour ses:
Manual deybrillation;

. Intravenous maintenance;

. Automobile extrication instructor;

. Emergency medical services instrugto

. Epinephrine administration;

OO OT N



f. Dextrose administration;

g. Bronchodilator/nebulizer administration;
h. Limited advanced airway insertion; and

i. Emergency vehicle operations instructor.

3. Certiycation refresher courses:
a. First responderefreshey

b. Emergency medical technicidasic refresher;

c. Emergency medical technictamtermediate/85 refresher;

d. Emergency medical techniciamtermediate/99 refresher; and

e. Paramedic refresher.

History: Effective April 1, 1992; amended effective Octoie 1992; August 1,
1994; August 1, 2003; August 1, 2004; January 1, 2006; January 1, 2008.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3

333601-:03. Training, testing, certiycation, and
for primary certiy c at i o n The departmentshall authorize the conduct

of courses, the testing of students, and the
when application has been made on forms requested from and provided by the
department prior to conductingthewco s e and i n the manner speciy

department contingent on the following requirements:
1. First responder:

a. Curriculum. The course curriculum must be that issued by the
United States department of transportation,
safetyadm ni stration, in the edition speciyed by

b. Textbooks. The department shall approve textbooks.

c. Course coordinator. The course coordinator must be licensed by
the department as an emergency medical services instructor and
mustbe currehity certiyed as a yrst responder or it:

d. A yrst responder student may practice al/l
core scope of practice for yrst responder wh
during yeld internship whstricter under direct su
or yeld internship preceptor and i f register
as a yrst responder student.



e. Testing. The student must correctly answer at least seventy

percent of the questions on a written examin
the department or theational registry cognitive knowledge

examination and pass all stations of a practical examination

conducted by the course coordinator. The practical examination

must consist of no less than one medical, one cardiopulmonary

resuscitation, and one traumatsin.

f. Initial certiycation. The department shal
to persons who meet the physical requirements described in the
functional job analysis for yrst responder a

nati onal hi ghway tr afavecompetecet y admini strati o
an authorized course and passed the testing process, or are

certiyed as a yrst responder by the national
passing the testing process between January
thirtieth shal/l be cerdndya,d until June thirt
or ninety days past their national registry expiration date if they

are nationally registered. Persons passing the testing process

between July yrsyrandsbalkclembercehtiirygd unt il
June thirtieth of the third year, or ninety dggsst their national

registry expiration date if they are nationally registered.

g. Recertiycation. The dyegperodment shall rece
expiring on June thirtieth, or ninety days past their national registry

expiration date if they aneationally registered, to those persons

that meet the physical requirements described in the functional job

analysis for yrst responder as published by
trafyc safety administration and who have me
requirements:

(1) Completionof asixteenour Nort h Dakota yrst responder
refresher course.

(2) Completion of a twentfour hour emergency medical
technicianbasic refresher course.

2. Emergency medical technician:
a. Curriculum. The course curriculum must be thatied by the
United States department of transportation,

safety administration, in the edition speciy

b. Textbooks. The department shall approve textbooks.



c. Course coordinator. The course coordinator meisicbnsed by

the department as an emergency medical services instructor and
must be currently licensed as an emergency medical technician or
its equivalent.

d. Course instructors. The primary course instructor must be

licensed by the department as an egaacy medical services

instructor and must be currently licensed as an emergency medical

technician or its equivalent. The primary instructor must teach at

|l east yfty percent of the | ecture portion of
instructors must be currentlénsed as an emergency medical

technician or its equivalent.

e. An emergency medical technician student may practice all of the

skills deyned in the core scope of practice
technician while in the owhkssroom and during
under direct supervision of an instructor or
preceptor and if registered with the department as an emergency

medical technician student.

f. Testing. Students must pass the national registry cognitive

knowledge examinationandam ct i cal examination speciyed b
the department which meets the national regi

its equivalent in order to be eligible for licensure. The content of
the practical examination must be determined by the department,
and the department sha#itablish policies regarding retesting of
failed written and practical examinations.

g. Emergency medical technician initial licensure. The department

shall issue initial licensure as an emergency medical technician

to persons that meet the physical reguoients described in

the functional job analysis for emergency medical technician as

published by the national highway trafyc saf
are over the age of sixteen who have completed an authorized

course and passed the testing process setivio have

requested reciprocity from another state with equivalent training.

Persons passing the testing process between
June thirtieth shall be licensed until June thirtieth of the second

year. Persons passing the testing process betweku |l v yr st and
Decemberthirtyy r st s hal | be |Iicensed unti |l June t hi
third year.



h. Relicensure of emergency medical technicians. The department

shall relicense for a twygear period expiring June thirtieth those

persons that meet tipdysical requirements described in the

functional job analysis for emergency medical technician as

published by the national highway trafyc saf
who have met the following requirements:

(1) Completion of a twentfjour hour emergency edical

technicianbasic refresher course which includes a

cardiopulmonary resuscitation health care provider refresher,

answering correctly at least seventy percent of the questions

on a written examination speciyed by the dep
and passing a local ctical examination meeting the

department6s requirements; and

(2) Completion of fortyeight hours of continuing education as
approved by the department or the national registry; or

(3) If currently licensed as an emergency medical technician,
successfutompletion of the practical examination for
emergency medical technician as established by the
department. The practical examination must be administered
by a licensed emergency medical services training institution
in accordance with section &5-02-10 or by the department.

3. Emergency medical technictamermediate/85:

a. Student prerequisite certiycation. Studen
emergency medical technician or its equivalent prior to testing.

b. Curriculum. The course curriculum musttbat issued by the
United States department of transportation,
safety administration, in the edition speciy

c. Textbooks. The department shall approve textbooks.

d. Course coordinator. The course coordinatostbe licensed

by the department as an emergency medical services instructor
and must be currently licensed as an emergency medical
technicianintermediate/85 or its equivalent.



e. Course instructors. The primary course instructor must be

licensed by th department as an emergency medical services

instructor and must be currently licensed as an emergency medical

technician intermediate/85 or its equivalent. The primary instructor

must teach at | east yfty percent of the | ect
Secadary instructors must be currently licensed as an emergency

medical technician intermediate/85 or its equivalent.

f. An emergency medical techniciamermediate/85 student may

practice all of the skills deyned in the cor
for emergencynedical techniciaintermediate/85 while in

the classroom and during yeld internship whi
supervision of an instructor or yeld interns

if registered with the department as an emergency medical
technicianintermediate/85tudent.

g. Testing. Students must pass the cognitive knowledge and practical
examinations as provided by the national registry and approved by
the department in order to be eligible for licensure.

h. Emergency medical technictamtermediate/85 initialicensure.

A person eighteen years of age or older that meets the

physical requirements described in the functional job analysis

for emergency medical technician as published by the national

hi ghway trafyc safety administration and who
authorized course and passed the testing process shall obtain

certiycation from the national registry. Per
registry certiycation alB@wiln compliance with
be licensed by the department expiring ninety days after their

national registry expiration date.

i. Relicensure of emergency medical technigraermediate/85.

Emergency medical techniclannt er medi at e/ 85 must be recerti
by the national registry recertiycation pol.i
physical requirements desceithin the functional job analysis

for emergency medical technician as published by the national

hi ghway trafyc safety administration. Person
national registry and in compliance with chaptet02303 will be

relicensed by the department fa twayear period expiring ninety

days after their national registry expiration date.



4. Emergency medical techniciamtermediate/99:

a. Student prerequisite certiycation or |ice
licensed as an emergency medical techniciats @quivalent prior
to testing.

b. Curriculum. The course curriculum shall be that issued by the
United States department of tra
safety administration, in the a

c. Textbooks. The deptment shall approve textbooks.

d. Course coordinator. The course coordinator must be licensed
by the department as an emergency medical services instructor
and must be currently licensed as an emergency medical
technicianintermediate/99 or its equivale

e. Course instructors. The primary course instructor must be

licensed by the department as an emergency medical services

instructor and must be currently licensed as an emergency medical

technician intermediate/99 or its equivalent. The primary iogiru

must teach at | east yfty percent of the | ect
Secondary instructors must be currently licensed as an emergency

medical technician intermediate/99 or its equivalent.

f. An emergency medical techniciamermediate/99 studentay

practice all of the skills deyned in the cor
for emergency medical techniciamermediate/99 while in

the classroom and during yeld internship whi
supervision of an instructor or yeld interns

if registered with the department as an emergency medical
technicianintermediate/99 student.

g. Testing. Students must pass the cognitive knowledge and practical
examinations as provided by the national registry and approved by
the department in order to b&gible for licensure.

h. Emergency medical techniciamtermediate/99 initial licensuré person eighteen

yearsof age or older that meets thhysical requirements describiedthe functional job

analysisfor emergency medical techréei as publishedy the nationahi ghway tr afyc
safety administration and who he@mpleted amuthorized course and passkd testing

process shallobtame r t i ycati on from the national regi s
regi stry cert i gnceawithiclapter 5806-@B8 will lbe licersed by the

department expiring ninetyays after theinational registry expiration date.



I. Relicensure of emergency medical technigraermediate/99. An

emergency medical technickinnt er medi at e/ 99 must be recerti
byte national registry recertiycation policie
physical requirements described in the functional job analysis

for emergency medical technician as published by the national

hi ghway trafyc safety administration. Per son
national egistry and in compliance with chapter@803 will be

relicensed by the department for a tyear period expiring ninety

days after their national registry expiration date.

5. Paramedic:

a. Student prerequisite certiycation. Studen
licensed as an emergency medical technician or its equivalent prior
to testing.

b. Curriculum. The course curriculum must be that issued by the
United States department of transportation,
safety administration, inthe editenpeci yed by the depart ment.

c. Textbooks. The department shall approve textbooks.

d. Course coordinator. The course coordinator must be licensed by
the department as an emergency medical services instructor and
must be currently licensed as a parameditscequivalent.

e. Course instructors. The primary course instructor must be licensed

by the department as an emergency medical services instructor

and must be currently licensed as a paramedic or its equivalent.

The primary instructor mustteachatdea yfty percent of the | ectu
portion of the course. Secondary instructors must be currently

licensed as a paramedic or its equivalent.

f. A paramedic student may practice all of t
scope of practice for paramedic while in th@ssroom and during

yeld internship while under direct supervi si
yeld internship preceptor and if registered

a paramedic student.

g. Field internshinp. Courses must provide ye
based onlte curriculum requirements for patient contacts with a
paramedic preceptor.

h. Testing. A student must pass the cognitive knowledge and practical
examinations as provided by the national registry and approved by
the department in order to be eligible liecensure.



i. Paramedic initial licensure. A person eighteen years of age

or older that meets the physical requirements described in the

functional job analysis for emergency medical technician as

published by the nationatbn hi ghway trafyc saf
and who has completed an authorized course and passed the

testing process shall obtain certiycation fr
Persons obtaining national registry certiyca
with chapter 5@03-03 will be licensed by the departmexipiring

ninety days after their national registry expiration date.

j - Relicensure of paramedic. A paramedi c mus
by the national registry recertiycation poli

physical requirements described in the functional job analysis

for emergency medical technician as published by the national

hi ghway trafyc safety administration. Per son
national registry and in compliance with chaptet03@03 will be

relicensed by the department for a tyear period expiring nirig

days after their national registry expiration date.

6. Advanced yrst aid ambul ance attendant:

a. Advanced yrst aid ambulance attendant i ni
department shall issue initial certiycation
certiyed inoAmkerredncnass advanced yrst aid

who demonstrate a minimum of two years experience with a North
Dakota licensed ambulance service as evidenced by North Dakota
ambulance service license application personnel rosters.

b. Recertiycat aidambuahce atdndaanta. Fred y r st

department shall recertify for a thrgear period, expiring on

June thirtieth, those persons who meet the physical requirements

described in the functional job analysis for emergency medical

technician as published by thetna 0 n a | hi ghway trafyc safety

administration and have completed a twelfiotyr hour emergency

medical techniciatbasic refresher course, which includes a

cardiopulmonary resuscitation refresher, answering correctly at

least seventy percent of the questionaavritten examination

speciyed by the department and pas
nt

sing a |l oc
examination meeting the depart me 6s require



7. Emergency vehicle operations:

a. Curriculum. The course curriculum must be that issued by the

United States departmeen of transportation, national high
safety administration, in the edition speciy
b. Course coordinator. The course coordinato

the department as an emergency vehicle operation instructor.

c. Testing. Thestudents must correctly answer at least seventy
percent of the questions on a written examination and pass a
practical examination speciyed by the depart

d. Certiycation. The department shall issue
who have completed authorized course and passed the testing

process. Persons passing the testing process between January

yrst and June thirtieth must be certiyed unt
second year. Persons passing the testing process between July

yrst and Dyggaesmb emu stthibret certiyed until June |
of the third year.

8. Emergency medical dispatch:
a. Curriculum. The course curriculum must be that issued by the

United States department of transpo
safety administration,ihhe edi ti on speciyed by t

rtation,
he depart
b. Course coordinator. The course coordinator must be approved by

the department as an emergency medical dispatch instructor.

c. Testing. The student must correctly answer at least seventy
percent of the questiomsn a wr i tten examination speciyed
department.

d. Certiycation. The department shall i ssue
who have completed an authorized course and passed the testing
process. Persons passing the testing process between January

yrstJuanned t hi rtieth must be certiyed until Ju
second year. Persons passing the testing process between July
yrst and Deaemberustthibret wertiyed until June |

of the third year.



9. Automobile extrication:

a. CurriculumThe course curriculum must be approved by the
department.

b . Course coordinator. The course coordinato
the department as an automobile extrication instructor.

c. Testing. The student must correctly answer at least seventy
percentot he qgquestions on a written examination
department.

d. Certiycation. The department shall i ssue
who have completed an authorized course and passed the testing

process. Persons passing the testing process betweamda

yrst and June thirtieth must be certiyed unt
second year. Persons passing the testing process between July

yrst and Deaemberustthibret wertiyed until June |
of the third year.

History: Effective April 1, 192; amended effective August 1, 1994; August 1,
2003; January 1, 2006; January 1, 2008.

General Authority: NDCC 2327-04.3

Law Implemented: NDCC 2327-04.3

333601-0 3. 1. Limted temporary certiycation or
emergency medical services trainingourse graduates.

1. An individual that has graduated from a departraemiorized

emergency medical services training course as an emergency medical

technician, emergency medical techniciantermediate, or paramedic

and has submitted a completed aggtiion signed by a physician and

an ofycial transcript verifying program comp
|l imited certiycation or |icense one time. A
or licensure allows the graduate to be employed while awaiting results

ofthegruat ebébs national registry examination. T
certiycation or |licensure expires ninety day

2. The graduate must practice under the direct supervision of a person

certiyed or | i censed ireatisupervisiore q u a | or greater
means close physical and visual proximity. The graduate may not be

the primary care provider.

History: Effective January 1, 2006; amended effective January 1, 2008.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3



333-01-04. Training, testing, and certiycation
certiycation s cop eThedegartment shal@uthorizetbeur s e s .

conduct of courses, the testing of students,
personnel when application has been nadérms provided prior to conducting
the course and in the manner speciyed by the

following requirements:
1. Manual deybrillation:

a. Student prerequisite certiycation. A stud
an emergency medictdchnician or its equivalent.

b. Curriculum. The course curriculum must be that issued by the
department entitled " Manual Deybrillator/ Mon

c. Course coordinator. The course coordinator must be licensed by

the department as an emergen®dinal services instructor and

must be currently certiyed by the American h
advanced cardiac life support or its equivalent.

d. Testing. The student must correctly answer at least seventy
percent of the questions on a written examimatios peci yed by
the department and pass all portions of a practical examination

speciyed by the department. The practical ex
consist of the manual deybrillation of a sin
patient and correctly identify eleven out of thirtestatic cardiac

strips.

e. Certiycation. The department shall issue

who have completed an authorized course and passed the testing

process. Persons passing the testing process between January

yrst and June itywedtumtihl shahé¢ ki ctereth of t
second year. Persons passing the testing process between July

yrst and DeaemberhatlHi rbtey certiyed until June
the third year.

2. Intravenous therapy maintenance:

a. Student prerequisitecgric at i on. A student must be | icens
an emergency medical technician or its equivalent.

b. Curriculum. The course curriculum must be that issued by the
department entitled "EMT IV Maintenance Module".



c. Course coordinator. The course coordinatortredicensed

by the department as an emergency medical services instructor,

and currently certiyed in intravenous therap
equivalent.

d. Testing. The student must correctly answer at least seventy
percent of the questionson awriterx ami nati on speciyed by
the department and pass all portions of a practical examination

speciyed by the department. The practical ex
consist of performing intravenous maintenance skills on a

mannequin.

e. Certiycationisfhe depeart mgrotatsbal t o per sc

who have completed an authorized course and passed the testing
process. Persons passing the testing process between January

yrst and June thirtieth shal/l be certiyed un
second year. Persons pasding testing process between July
yrst and DegaemberhatlHi rbtey certiyed until June

the third year.
3. Automobile extrication instructor:

a. Curriculum. The course curriculum must be approved by the
department.

b. Student prerequisi. The candidate for this course must be
currently certiyed in automobile extrication
of certiyed automobile extrication experienc

c. Course coordinator. The department shall designate the course
coordinator.

d. Testing. The stdent must correctly answer at least seventy
percent of the questions on a written examin
department.

e. Initial certiycation. The department shal
to persons who have completed an authorized course aratipass

the testing process. Persons passing the testing process between

January yrst and June thirtieth shall be cer
the second year. Persons passing the testing process between July

yrst and Deaemb erh atl Ontil chireg/ thotieth af | y e d

the third year.



f. Recertiycation. The dyeapmenod ment shall rece
those persons who have satisfactorily conducted an automobile

extrication course or have audited eight hours of an automobile

extricationinstructor course before the expiration date of their

certiycation.

4. Emergency medical services instructor:

a. Student prerequisite. An individual must be at least eighteen years

of age and certiyed or licensed for at | east
careprovider at the level the individual will instruct at, in order to
be licensed.

b. Curriculum. The course curriculum must be that issued by the

United States department of transportation,
safety administration, in the editonspeg ed by t he department or

its equivalent.

c. Course coordinator. The course coordinator must be licensed by
the department as an emergency medical services instructor.

d. Initial licensure. The department shall issue initial licensure to

persons who haveompleted an authorized course. Persons

completing the course between January yrst a
shall be licensed until June thirtieth of the second year. Persons

completing the course bet-weenh July yrst and
shall be licensedntil June thirtieth of the third year.

e. Relicensure. The department shall relicense for ayéao period
those persons who have:

(1) Compl et ed t keurrdieepsaredcomsent 6s ei ght

(2) Those persons that wensed employed or afyli
training institution, may submit documentation of eight

hours of adult education training to satisfy the relicensure

requirements;



(3) Within the current twgyear licensure period the instructor has

had at least a seventy percent pass rate fdolioging

primary certiycation courses; emergency medi
emergency medical techniciamtermediate/85, emergency

medical technician intermediate/99, or paramedic; and

(4) In addition, failure to achieve a seventy percent pass rate

for these courses would require the instructor to retake

the entire initial licensure process for emergency medical

services instructor.

5. Epinephrine administration:

a. Student prerequis
t

te certiycation. A stud
yrst r espqunattetr or i e

i
s

b. Curriculum. The course curriculum must be that issued by the
department entitled " Epinephrine Administration Module".

c. Course coordinator. The course coordinator must be licensed

by the department as an emergency medical senvisgactor

and must be currently certiyed in epinephrin
equivalent.

d. Testing. The student must correctly answer at least seventy

percent of the questions on a written examin
the department and pass all portiona @iractical examination

speciyed by the department. The practical ex
consist of performing subcutaneous injection of epinephrine with

the use of a preloaded, seifecting device such as the epipen

trainer.

e. CertiycatisehalThesdapanatmentiycation to p
who have completed an authorized course and passed the testing
process. Persons passing the testing process between January

yrst and June thirtieth shall be certiyed un
second year. Persons paxg the testing process between July
yrst and DeaoemberhatlHi rbtey certiyed until June

the third year.



6. Dextrose administration:

a. Student prerequisite licensure. A student must be licensed as an
emergency medicakchnicianintermediate or its equivalent.

b. Curriculum. The course curriculum must be that issued by
the department entitled "EMITT 50% Dextrose Administration
Module".

c. Course coordinator. The course coordinator must be licensed by
the departmerds an emergency medical services instructor and
must be licensed as a paramedic or its equivalent.

d. Testing. The student must correctly answer at least seventy

percent of the questions on a written examin
the department and pass all fpmms of a practical examination

speciyed by the department. The practical ex
consist of administration of the drug by aseptic injection into

intravenous administration tubing.

e. Certiycation. The deparsotnment shall i ssue
who have completed an authorized course and passed the testing
process. Persons passing the testing process between January

yrst and June thirtieth shal/l be certiyed un
second year. Persons passing the testing process béugen
yrst and DegaemberhatlHi rbtey certiyed until June

the third year.
7. Bronchodilator/nebulizer administration:

a. Student prerequisite licensure. A student must be licensed as an
emergency medical technician or its equivalent.

b. Curriculum. The course curriculum must be the general

pharmacology and the respiratory emergencies sections of

the curriculum issued by the United States department of

transportation, national hi ghway trafyc safe
emergency medicaéchniciansdbasi ¢, i n the edition speciyed
the department, or its equivalent.

c. Course coordinator. The course coordinator must be licensed by
the department as an emergency medical services instructor and
be licensed as a paramedic or its equivalent



d. Testing. The student must correctly answer at least seventy
percent of the questions on a written examination and pass a
practical examination speciyed by the depart

e. Certiycation. The department shall i ssue
who havecompleted an authorized course and passed the testing
process. Persons passing the testing process between January

yrst and June thirtieth shal/l be certiyed un
second year. Persons passing the testing process between July
y r s tDe@mlebr thirtyy r st s hal | be certiyed until June

the third year.
8. Limited advanced airway insertion:

a. Student prerequisite licensure. A student must be licensed as an
emergency medical technician or its equivalent.

b. Curriculum. Theourse curriculum must be that issued by the
department entitled "Limited Advanced Airway Module".

c. Course coordinator. The course coordinator must be licensed as
an emergency medical services instructor and must be currently
licensed as a paramedicity equivalent.

d. Testing. The student must correctly answer at least seventy
percent of the questions on a written examination and pass a
practical examination speciyed by the depart

e. Certiycation. The deparsotnment shall i ssue
who have completed an authorized course and passed the testing
process. Persons passing the testing process between January

yrst and June thirtieth shall be certiyed un
second year. Persons passing the testing process b&wgen
yrst and DeaemberhatlHi rbtey certiyed until June

the third year.



9. Emergency vehicle operations instructor:

a. Curriculum. The course curriculum must be that issued by the
United States department of transportation, nationeh i ghway tr afyc
safety administration, in the edition speciy

b. Course instructor. The department shall designate the course
instructor.

c. Testing. The students must correctly answer at least seventy
percent of the questions omwatten examination and pass a
practical examination speciyed by the depart

d. I nitial certiycation. The department shal
to persons who have completed an authorized course and passed
the testing process. Persons passiegélting process between

January yrst and June thirtieth shall be cer
the second year. Persons passing the testing process between July
yrst and DeaoemberhatlHi rbtey certiyed until June

the third year.

e. Recertiycation. The deggargeribdnent shall rece
those persons who have satisfactorily conducted an emergency

vehicle operations course or have audited eight hours of an

emergency vehicle operatorodés course.

History: Effective April 1, 1992; amended effective October 1, 1992; August 1,
1994; August 1, 2003; August 1, 2004; January 1, 2006; January 1, 2008.
General Authority: NDCC 2327-04.3

Law Implemented: NDCC 2327-04.3

333601-:04. 1. Training, testinfgg, and certiycatio
certiycati on ITeefdepartsnéneshall autharizegshe sonduct of

courses, the testing of students, and the ce
has been made on forms requested from and provided by the department prior to
conducting he course and in the manner speciyed b

on the following requirements:

1. First responder refresher:

a. Curriculum. The course curriculum must be that issued by the
United States department of transportation, national highwaytt y c

safety administration, in the edition speciy

b. Textbooks. The department shall approve textbooks.



c. Course coordinator. The course coordinator must be licensed by
the department as an emergency medical services instructor and
must be currently certiyed as a yrst respond

d. Testing. The student must correctly answer at least seventy

percent of the questions on a written examin
the department and pass all stations of a practical examination

conducted by the course coordinator. The practical examination

must consist of no less than one medical, one cardiopulmonary

resuscitation, and one trauma station.

2. Emergency medical technician refresher:

a. Curriculum. The course curriculum must battissued by the

United States department of transportation,
safety administration, in the edition speciy
b. Textbooks. The department shall approve textbooks.

c. Course coordinator. The course coordinatast be licensed by
the department as an emergency medical services instructor and
must be currently licensed as an emergency medical technician or
its equivalent.

d. Testing. The student must correctly answer at least seventy

percent of the questionsan wr i tt en examination speciyed by
the department and pass all stations of a practical examination

conducted by the course coordinator.

3. Emergency medical technictartermediate/85 refresher:

a. Curriculum. The course coordinator shall select topnsistent
with the reregistration requirements of the national registry.

b. Textbooks. The department shall approve textbooks.

c. Course coordinator. The course coordinator must be licensed
by the department as an emergency medical services instructor
and must be currently licensed as an emergency medical
technicianintermediate/85 or its equivalent.



4. Emergency medical technictamermediate/99 refresher:

a. Curriculum. The course coordinator shall select topics consistent
with the reregistrationequirements of the national registry.

b. Textbooks. The department shall approve textbooks.

c. Course coordinator. The course coordinator must be licensed
by the department as an emergency medical services instructor
and must be currently licensed aseamergency medical
technicianintermediate/99 or its equivalent.

5. Paramedic refresher:

a. Curriculum. The course curriculum must be consistent with the
reregistration requirements of the national registry.

b. Textbooks. The department shall approwédi@oks.

c. Course coordinator. The course coordinator must be licensed by
the department as an emergency medical services instructor and
must be currently licensed as a paramedic or its equivalent.

History: Effective August 1, 2003; amended effectivauiy 1, 2006; January 1,
2008.

General Authority: NDCC 2327-04.3

Law Implemented: NDCC 2327-04.3

333601-:05. Denial or revocatiorthe of certiycati on
depart ment may deny or revoke the certiycat:i

1. Hasmisrepresented to others that the person is a physician, nurse,
or health care provider other than the highest level for which they are
certiyed or I|icensed.

2. Is incapable of properly performing the skills for which the individual has
been ceridnseg.ed or |

3. Performs a skil!/ which exceeds those

of certiycation or |licensure.

a l



4. Has been charged or convicted of a felony which has a direct bearing

upon the personéd6és ability dao serve the publi
|l icensed by this chapter. Persons certiyed o
charged or convicted of a felony must report the information to the

department.

5. Has been found by a court of law to be mentally incompetent.

6. Failure to follow examination poles as a student, instructor, or course

coordinator.

7. Diversion of drugs for personal or unauthorized use.

8. Performance of care in a manner inconsistent with acceptable

standards or protocols.

9. Has attempted to obtain by fraud or deceitaycarta t i on or | i cense

or has submitted to the department any information that is fraudulent,

deceitful, or false.

10. Has had the personds national registry o
or |icense encumbered for aasy reason. Person

described in this chapter must report any encumbrance of their national
registry or other health care certiycation o

11. Has misrepresented to others that the person is an employee, volunteer,
or agent of an ambulanservice, quick response unit, or rescue squad
to offer emergency medical services.

12. Unprofessional conduct, which may give a negative impression of the
emergency medical services system to the public, as determined by the
department.

13. As an instruor has failed to have emergency medical services
training authorized as required in section3%201-03, 3336-01-04, or
33-36-01-04.1.

14. Providing emergency medical services without authorization from a
physician.

History: Effective April 1, 1992; aranded effective August 1, 2003; January 1,
2006; January 1, 2008.

General Authority: NDCC 2327-04.3

Law Implemented: NDCC 2327-04.3



33-36-01-05.1. Criminal history background checks.The department
may perform criminal history background checks on @pplicant requesting a

certiycation or |license or a person request:
or quick response unitdéds roster as a driver.
i n any emergency medical sermrmnates operation

background history or any occurrence listed in secticB&31-05.

History: Effective January 1, 2008.
General Authority: NDCC 1260-24.2, 2327-04.3
Law Implemented: NDCC 1260-24.2, 2327-04.3

33-36-01-06. Revocation processlhe department ay revoke an
individual 6s certiycation or |icense after n

1. Inform the individual by the department of the allegations.

2 . I nform the individual of the departmentos
3. Inform the individual of the deparesnt 6 s i ntent to revoke and p
notice of right to request hearing.

4. Provide the individual opportunity to request a hearing and rebut the

allegations.

History: Effective April 1, 1992; amended effective August 1, 2003; January 1,
2006.

General Authority: NDCC 2327-04.3

Law Implemented: NDCC 2327-04.3

33-36-01-07. Hearing.A request for hearing must be received by the

department no | ater than twenty days foll owi
allegations against the individual. If a hearingeiguested, the department

will apply to the ofyce of administrative he
of ycer. depart ment WiI notify any compl

set for t
recommend
order for
in writing
andrecommended order.

and conclusions
e department sha
he attorney gene

The I
he hearing. The he
ed yndings of fact
the department. T
a

prepareg of ycer will
h
fter receiving t

History: Effective April 1, 1992.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3



33-36-01-08. Waivers.Based on each individual case, the department may

waive any provisions of this chapter that may result reasonable hardship upon

the individual or the individual 6s emergency
a waiver does not adversely affect the health and safety of patients. The department

will consider waivers for the following situations and conaliso

1. A person had completed all the requiremen
relicensure and a goddith effort was made by that person to recertify
with the national registry and by no fault o

was not granted.

2. Apersonwhowasur rent in the personéb6és certiycatio
called to active duty in the United States armed forces and deployed to

an area without the resources to maintain th
|l icense resulting in a licengse of the personds

3. A waiver may be granted for a speciyc per
year and shall expire on June thirtieth of each year.

History: Effective January 1, 2006.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3



CHAPTER 33-36-02
LICENSING OF EMERGENCY MEDICAL SERVICES TRAINING
INSTITUTIONS

Section

33360201 Deyni ti ons

33-36-02-02 License RequiredFees

33-36-02-03 Application for License

33-36-02-04 Issuance and Renewal of Licenses

33-36-02-05 Training Institution Drector Requirements
33-36-02-06 Training Institution Medical Director Requirements
33-36-02-07 Course Instructors

33-36-02-08 Training Institution Policies, Records, and Quality Assurance
33-36-02-09 Other Training Institution Requirements
33-36-02-10 Pratical Examination Administration

33-36-02-11 Continuing Education

33-36-02-12 Revocation of Licensure

33-36-02-13 Revocation Process

33-36-02-14 Hearing

33-36-02-15 Waivers

33-36-02-0 1 . DeyWdrtdsondsseyned in North Dakota Cent
chapter 2327 have the same meaning in this chapter.

1. "Acceptable criminal background requireme
criminal background is acceptable by the department and the national
registry for entry into the profession.

2. "Accrediting agency" means themmission on accreditation on allied
health education programs or its equivalent.

3. "Candidate" means a person that has completed a primary training
course and is in the testing process.

4. "Certifying examination" means a national registry test.

5. "Department” means the North Dakota state department of health.

6. "Emergency medical services equipment" means automated external
deybrillator, |l ong back board, Kendrick extr

delivery equipment, rigid splints, traction splint, susteguipment,
bandages, and other equipment needed to accomplish training.



7. "National registry" means the national registry of emergency medical
technicians located in Columbus, Ohio.

8. "Physician” means a person licensed by the North Dakota board of
medical examiners to practice medicine.

9. "Student” means a person that is actively in a primary training course
and has not yet completed the course.

History: Effective January 1, 2006.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3

33-36-02-02. License required- Fees.

1. No North Dakota emergency medical services training institution,

as deyned in North Dak2éshalb€ent ury Code chapt
advertised or offered to the public or any person as a licensed training

institution unless the operator of such service is licensed by the

department.

2. The license shall expire midnight on Octoberthjtty st of t he third year
following issuance. License renewal shall be on a thiese basis.

3. Alicense is valid only for the traing institution for which it is issued. A
license may not be sold, assigned, or transferred.

4. The license shall be displayed in a conspicuous place.

5. The thregyear license fee shallbe sevegtw e dol | ar s whi ch s
nonrefundable.

History: EffectiveJanuary 1, 2006.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3



33-36-02-03. Application for license.An application for licensure as

an emergency medical services training institution may be submitted on a form
provided by the dertment or an alternate format which includes the following
information:

1. Applicant information:

a. Name of the training institution;

b. Mailing address;

c. Telephone number;

d. Name of program coordinator;

e. Name of training institution medical directand
f. E-mail address of contact person;

2. A copy of the written agreement with the physician medical director;

3. A copy of the written agreement with the hospitals, clinics, ambulance
services, and physiciansbhiparéining;es t hat will

4. A |listing of the names of the persons or
interest in the institution;

5. A copy of the student handbook for the institution; and

6. A signed statement attesting to the accuracy of the application and all
of its attachments.

History: Effective January 1, 2006.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3

33-36-02-04. Issuance and renewal of licenses.

1. The department or its authorized agent shall inspect the training
institution If minimum standards are met, the department shall issue
a license.

2. A training institution may request that the department consider it in
compliance with this chapter if it is fully accredited by the commission
on accreditation of allied health edtioa programs or its equivalent.
The training institution must provide any additional information to the
department that is required of licensed emergency medical services
training institutions but not evaluated in the accreditation process.



3. Traininginstitutions requesting their compliance with this chapter to be

veriyed through an accrediting agency shall
appropriate documentation to include the site visit survey report and

of yci al |l etter fr omatnhye decgcwri eechictiiersg agency ¢
Subsequent accreditation or revisit documentation must be submitted

prior to license renewal.

4. Training institutions that offer paramedic training shall have the
paramedic course accredited by an accrediting agency by January 1,
2010.

History: Effective January 1, 2006; amended effective January 1, 2008.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3

33-36-02-05. Training institution director requirements. Each licensed
training institution must have a director whkerves as the administrator of the
training institution and who is responsible for:

1. Planning, conducting, and evaluating the program;

2. Selecting students and instructors;

3. Documenting and maintaining records;

4. Developing a curriculum; and

5. Acting as or appointing the test site coordinator for practical
examinations if applicable.

History: Effective January 1, 2006.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3

33-36-02-06. Training institution medical director requirements. Each
|l icensed training institution shall have an
a physician whose responsibilities include:

1. Ensuring an accurate and thorough presentation ofi¢kécal content
of each training program;

2. Certifying that each candidate has successfully completed the training
COurse;

3. In conjunction with the training program director, planning the clinical
training;

4. Being available for practical test stensultations; and



5. Acting as a liaison between the training institution and the medical
community.

History: Effective January 1, 2006.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3

33-36-02-07. Course instructors.Primary coursénstructors must be

|l icensed as an instruct or36@O0bandholtheat or as de
certiycate or |icense in or above the disci
|l east yfty percent of the conaybstaugtontent . T
by guest lecturers approved by the training institution director or medical director.

y
p
h

History: Effective January 1, 2006; amended effective January 1, 2008.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3

33-36-02-08. Training institution policies, records, and quality
assuranceNorth Dakota licensed emergency medical services training
institutions must:

1. Publish a student handbook which includes at least the following
information:

a. The full name and address loé tschool;
b . Names of owners and ofycers, including go

c. A description of each educational service offered, including tuition,
fees, and length of courses;

d. Enrollment procedures and entrance requirements, including late
enrollment ifpermitted;

e. A description of the institutionds tuitiao
is offered, the institution must state this fact;

f. Attendance policy, including minimum attendance requirements;



g. A policy explaining satisfactory studembgress which includes:

(1) How progress is measured and evaluated, including an
explanation of any system of grading used;

(2) The conditions under which the student may be readmitted if
terminated for unsatisfactory progress; and

(3) Explanation of ay probation policy;
h. A description of the system used to make progress reports to
students; and

I. An explanation of the refund policy which also includes the training

agencyo6s method of determining the ofycial d
2. Maintain as a mimum, the following records for emergency medical

services courses taught:

a. Student records that include:

(1) Name and address for each student enrolled in an emergency
medical services course;

(2) Grades for each written examination;

(3)Copiesokach studentdés documentation of entran
requirements to each course, including a copy of the

individual 6s cardiopul monary resuscitation c
criminal history statement; and

(4) Field internship student evalwuation forn
or clinical internship session. The form must include the
evaluatords printed name, contact informatio

Student records must be maintained for yve vy
b. Instructor and course records that include:

(1) Names and quarkinsyructars;i ons of the pri ma

(2) Names and qualiycation of guest instruct

(3) Instructor evaluation records completed by students and
training institution personnel; and

(4) Names of the practical examination evaluators.



3. Have at least seventy percent of¢hadidates who successfully

complete a primary training course certiyed
department or certiyed by the national regi s
course completion.

4. Develop and implement a quality assurance program for instruction.
The quéity assurance program must:

a. Establish and implement policies and procedures for periodic
evaluation of al/l instructors, yeld internsh
other training resources;

b. Establish and implement a mentoring program for each new
instructor. Each new instructor will be assigned a mentor who
has a background in the course being taught or in teaching. The
assigned mentor will complete an evaluation of the assignee at
least once;

c. Establish and have completed student evaluatiomsgdand after
each course taught; and

d. Establish and implement a remediation plan for all noted instructor
deycienci es. Documentation of remediati on sh
yve years.

History: Effective January 1, 2006.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3

33-36-02-09. Other training institution requirements. North Dakota
licensed emergency medical services training institutions must:

1. Have adequate classroom and laboratory space to conduct emergency
medical servicesaining.

2. Have appropriate dedicated emergency medical services equipment for
training.

3. Determine the eligibility of prospective students in regard to age,
minimum prior training requirements, and acceptable criminal
background requirements.

4. Maintain a written agreement with a licensed medical facility and
|l icensed ambul ance service designating a yel



5. After each primary training class is complete, notify the department
of the starting date and number of students initiatiyolled and the
number of students fully completing the course.

6. Provide proof of liability insurance that covers the training institution and

primary instructors.
History: Effective January 1, 2006.

General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3

33-36-02-10. Practical examination administration.A licensed training

institution may conduct practical examinations under the following conditions:

1. The institution must be designated by the department to conduct
practical examinadins.

2. The facility must have adequate room to accommodate a test. Each
test station must be well away from others so that the privacy of the
candidate and the security of the test are maintained. There must be
a separate monitored room for candidatesdi. The designated
department representative may shut down or cancel a test because of
inadequate facilities.

3. Test site dates must be approved by the department. For an
advanced life support test site, the test site coordinator must notify the
depatment eight weeks prior to the test date and submit a roster of
probable candidates for the practical test. For a basic life support test
site, the test site coordinator must notify the department two weeks
prior to the test date and submit a roster obphte candidates for the
practical test. The test site coordinator may accept candidates from
other licensed training institutions or departrauathorized courses or
gualiyed candidates from other s
ver i yediltydf e candidatei b

4. The test site coordinator is responsible for all logistics of the test site.
The test site coordinator must remain at the test site for the duration of
the test.

5. A national registry representative approved by the department
designated department representative must oversee the test site. The
nati onal registry or department
ensure the integrity of the test site and submit results to the national
registry or the department. The desigdalepartment representative
may not have an afyliation with

tates if t he

representat.i

the training



6. The training institution must provide an
evaluators for the number of students to be tested. For every eight

candidates there must beledst one evaluator. The evaluators

may not evaluate a candidate in a practical station for which the

evaluator had been a guest lecturer, or had been the training institution

coordinator or the primary instructors of the candidates. Evaluators

mustuseand adhere to the departmentdés testing e

7. An emergency medical technician candidate must pass all stations of a
practical test site within two years of course completion. The required
practical stations are:

a. Patient assessment mamagat- trauma;

b. Patient assessment managememtdical;

c. Cardiac arrest management/ automated exter
d. Spinal immobilization, seated or supine;

e. Bag valve mask, apneic patient with a pulse; and

f. One of the following random skilldhosen by the department:
(1) Long bone immobilization;

(2) Joint dislocation immobilization;

(3) Traction splinting;

(4) Bleeding control and shock management;

(5) Upper airway adjuncts and suction;

(6) Mouth to mask with supplemental oxygen; or

(7) Supplenental oxygen administration.

8. A candidate may fail no more than three stations at any one test site.
The candidate may retest those failed stations one time on the same
day at the discretion of the test site coordinator. If a candidate fails four
or more stations, the candidate must retest all stations at a later date.

9. All emergency medical technician practical test results must be
reported to the department within one week of the practical test by
the department representative. The departmehtetiérmine the
eligibility of the candidates to retest according to department policy.

10. Retesting candidates that have failed all or part of the emergency
medical technician practical test will be done in accordance with
department policy. The numbeftimes a candidate may retest all or
part of the emergency medical technician practical test is determined
by department policy.



11. An advanced level practical test site must be approved by the
department and comply with national registry rules aritips.

History: Effective January 1, 2006; amended effective January 1, 2008.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3

33-36-02-11. Continuing education.Continuing education courses for

emergency medical services personnesnbe approved by the department,
licensed training institution, the national registry, or physician medical director. A
licensed training institution may conduct continuing education courses, utilizing
appropriate instructors, under the following corudht:

1. A number is assigned for each continuing education course. The
numbering system must be approved by the department;

2. Continuing education units will be awarded for actual time rounded to
the nearest quarter hour;

3. A cert iawarded ar availabke uporbrequest by the

participant or the department. The certiycat
course, course number, date, hours awarded, location, instructor, and

training institution name; and

4. The licensed training institution nugep records of the continuing
education for two years. The records must include the course name,
number, date, hours awarded, location, instructor, attendees, and
att end essuedlicende aunbers.

History: Effective January 1, 2006.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3

33-36-02-12. Revocation of licensureThe department may revoke the
license of a training institution or license of an individual to instruct or practice under
the following circumstances:

1. Neglgence in performing or instructing emergency medical care.
2. Fraud, forgery, or misrepresentation of facts in procuring or attempting

to procure licensure as an emergency medical service training
institution.



3. Violation of this chapter promulgatedregulate emergency medical
services training institutions.

4. Falsely passing candidates or discrimination of candidates at a practical
test site.

5. Grossly immoral or dishonorable conduct.
6. Diversion of drugs for personal or unauthorized use.

7. The licensed training institution receives adverse accreditation action
from a national accrediting agency.

8. Failing to submit required course documentation to the department
either prior to the conduct of the course, for those courses that require
prior authorization, or within a reasonable amount of time after the
course is complete, for those courses that require course completion
documentation submission.

History: Effective January 1, 2006; amended effective January 1, 2008.
General Authority: NDCC 23-27-04.3
Law Implemented: NDCC 2327-04.3

33-36-02-13. Revocation processlhe department may revoke a training
institutionds or individual s |license after

1. Inform the training institution or individual by the departmafthe
allegations.

2 . Inform the training institution or indiuvi
investigation results.

3. I nform the training institution or indivi
revoke and provide a notice of right to request hearing.

4. Povide the training institution or individual opportunity to request a
hearing and rebut the allegations.

History: Effective January 1, 2006.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3



33-36-02-14. Hearing.A request for hearinqiust be received by

the department no | ater than twenty days f ol
individual 6s receipt of the allegations. | f
apply to the ofyce of admi nhearriartg veef yheearr.i ng
The department will notify any complainants and the accused of the date set for the

hearing. The hearing ofycer will conduct t he
yndings of fact and conclusions of | aw as we
department. The department shall notify the training institution or individual of its

yndings in writing after receiving the hear.i

law, and recommended order.

History: Effective January 1, 2006.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3

33-36-02-15. Waivers.Based on each individual case, the department may
waive any provisions of this chapter.

History: Effective January 1, 2006.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 23-27-04.3



CHAPTER 33-36-03
SCOPE OF PRACTICE FOR UNLICENSED EMERGENCY MEDICAL
SERVICES PERSONNEL

Section
33360301 Deynitions
33-36-03-02 Scopes of Practice

3336030 1. DeyWdrtd so ncsey ne d27oftheNontta pt er 23
Dakota Century Code have the same meaning in this chapter. For purposes of this
chapter:

1. " Adv aadamhdlangeragendant” means a person that has
fulylled the training, testing, and certiyca
y r-aid ambulance attendaaws required in chapter &5-01.

2. "Airway adjuncts" means oxygen and oxygen delivery equipment,
oropharyngeal airways, nasopharyngeal airwaysMaage-mask
ventilator, or any other mechanical ventilator or respiratory care
equipment.

3. "Cardiopulmonary resuscitation" means the American heart association
health care provider standards or its equivalent which includes the skills
adult oneperson and twqgperson cardiopulmonary resuscitation, adult
obstructed airway, child ofgerson and twperson cardiopulmonary
resuscitation, child obstructed airway, infant cardiopulmonary
resuscitation, infant obstructed airway, and automated external
deybrillator.

4. "Driver" means a person that is registered with the department as an
uncert i ymhuerofabask lifersepport ambulance.

5. "First responder”™ means a person that has
and certiycation process for yrst responder
33-36-01.

6. "Primary care providernsbleiwthens a qual i yed

care of the patient and supervision of all ambulance personnel while on
the ambulance run.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3



33-36-03-02. Scopes of practiceEach levebf emergency medical

services provider has a scope of practice that includes the scopes of practice of all
subordinate emergency medical services providers. The hierarchy of emergency
medical services providers is listed sequentially in this section.

1. Driver.

a. Scope. The drivero6s minimum scope of prac
on driving the basic life support ambulance and assisting the

other emergency medical services personnel on the ambulance

crew with nonpatient careeissues. The driver
of practice is limited to providing cardiopulmonary resuscitation

without mechanical resuscitation equipment or airway adjuncts but

including the use of an automated external d
is certiyed in cardi opdfferemoenary resuscitati on
between the layperson and the driver is the "duty to act" as part of

an organized emergency medical services response.

b . Curricul um. The driver mu st hold a valid
chapter 3906 of the North Dakota Century Code.

c. Occupational setting. Drivers may only participate in the
emergency medical services system as part of a crew of a

basic life support ambulance service or quick response unit. At no
time may a driver respond without other higher level emergency
medical serices personnel.

d. Medical oversight. Because transport is an important part of the
patient care continuum, a driver functions with physician oversight
through protocol.

e. Supervision. A driver is supervised by the primary care provider.

2. Firstresponder.

a. Scope. The yrst respondero6s core scope of
simple, noninvasive skills focused on lifesaving interventions for
critical patients based on assessment ynding

renders onscene emergency care while awaitidgiadal

emergency medical services response and may serve as part of

the transporting crew, but not as the primary care provider. A

yrst responder is not prepared to make deci s

regarding the appropri atsponddri sposition of pat

must function with an emergency medical technician or higher

l evel personnel during the transpo of
I of

i on
skill

A

at
responderds scope includes al e

rt
t h



scope. A major differ emespadebiet ween a driver a
the training and skills to provide immediate lifesaving interventions.

b. Curriculum. The educational requirements include successful

completionofastata ut hori zed yrst responder training
and continued educational requirementdasy ned i n chapter

33-36-01.

c. Scope enhancements. First responders may provide enhanced

treatments beyond the core scope if they have successfully

compl eted training36@®Hsahkchpveed i n section 33
authorization to perform those skills from itheedical director.

d. Skills Speciyc skills for the yrst respo
depart ment Local medical directors may | i mi
that a yrst responder may provide and they n
speciyc ski ldemrtnkmy ned by t he

e. Occupational setting. First responders may participate in the
emergency medical services system as a sole responder in a
quick response unit or as part of the crew of a basic life support
ambulance service but not as the primary care peovidrst
responders may also provide services to a private company or
organization as part of a response team that is not offered to the
public.

f. Medi cal oversight. A yrst responder provi
physician oversight. A physician credendial t he yr st responder and
establishes patient care standards through protocol.

g. Supervision. A yrst responder may be the
on a quick response unit and may supervise o
or drivers. As part of a basic life suppomb ul ance crew, a yrst

responder is supervised by the primary care provider.

3. Ad v a+aid anbulapce attendant.

a. Scope. Theei dadavmnwcleadn cya satt endant 6s scope
practice is equal to the emergency medi cal t
insection33360402 . 1. The -aidlambutecce d yr st

attendant6s scope includes the skills in the
scope and the driverdos scope. The major diff
advancaddyambul ance attendant and yrst respo

knowledgeand skills necessary to provide medical transportation
of emergency patients.



b. Curriculum. The c-adambuancé um for adv
attendant is no longer supported. Therefore, no new advanced
y r-aid ambulance attendants can be trained. Corttinue

educational requireme360ls

are deyned

c. Scope enhanc e-mkambutance ditendaata ced yr st
may provide enhanced treatments beyond the core scope if they

have completed tr ai n360lH4 and

deyned in

have the atlnorization to perform those skills from their medical

director.

d. Skills. Speciyc -agllmbuldnee f or t he ad
attendant are deyned by the depart me
may | imit the speci y-adanbkidlahces t hat an
attendant may provide and they may n
skills deyned by the department.

e. Occupati onal -gickkambulancgattendadty anced yr

may participate in the emergency medical services system as

a sole responder in a quick respounsé or as a primary care

provider on a basic life support ambulance service. Advanced
y r-aid ambulance attendants may also provide services to a
private company or organization as part of a response team that

is not offered to the public.

f. Medi cal o VvV e r s-aidgambulancAattendadtv anced yr
provides medical care with physician oversight. A physician

credenti al s -didhaenbuiance atendaatandy r s t

establishes patient care standards through protocol.

g. Supervision. An ada n ¢ e-did aynbutamce attendant may be
the primary care provider on a quick response unit or basic life

support ambul ance and
ambul ance attendant s,

History: Effective January 1, 2008.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3
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CHAPTER 33-36-04
SCOPE OF PRACTICE FOR EMERGENCY MEDICAL SERVICES
PROFESSIONALS

Section

33360401 Deynitions
33-33-04-02 Scopes of Practice

3336040 1. De yWadrtd so ndsehaptee 2827 bfthe North
Dakota Century Code have the same meaning in this chapter. For purposes of this
chapter:

1. "Emergency medical technician" means a pe
training, testing, certiycation, and | icensu
medical technician as required in chapte/3831.

2. "Emergency medical techniciamtermediate/85" means a person that

has fulylled the training, testing, certiyca
emergency medical techniciaintermediate/85 as regad in chapter

33-36-01.

3. "Emergency medical techniciamtermediate/99" means a person that

has fulylled the training, testing, certiyca
emergency medical techniciamtermediate/99 as required in chapter

33-36-01.

4. " Paramedic" means a person that has fulyl
certiycation, and |icensure process for par a
33-36-01.

5. "Primary care provider" means a qualiyed

care of the patient and ervision of all ambulance personnel while on
the ambulance run.

History: Effective January 1, 2008.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3



33-36-04-02. Scopes of practicecach level of emergency medical
servicegrofessional has a scope of practice that includes the scopes of practice
of all subordinate emergency medical services professionals and the scopes of all
emergency medical services providers listed in chapt&638. The hierarchy

of emergency medicakervices professionals is listed sequentially in this section.

1. Emergency medical technician.

a. Scope. The emergency medical technicianods
includes basic, noninvasive interventions to reduce the morbidity

and mortality associataslith acute oubf-hospital medical and

traumatic emergencies. Emergency care is based on assessment

yndings. An emergency medical technician 1is
to make decisions independently regarding the appropriate

disposition of patients. The emergencgdital technician may

make destination decisions in collaboration with medical oversight.

The principal disposition of the patient encounter will result in the

direct delivery of the patient to an acute care facility. The primary

differences between an aln ¢ e daid ymbsldance attendant

and emergency medical technician are the educational and testing

requirements required for licensure as an emergency medical

technician.

b. Curriculum. The educational requirements include successful
completion of a statauthorized emergency medical technician
training program and continued educational requirements as
deyned i n360Ohapter 33

c. Scope enhancements. Emergency medical technicians may

provide enhanced treatments beyond the core scope if they have

compl eted training36@94athckchapveed i n section 33
authorization to perform those skills from their medical director.

d. Skills. Speciyc skills for the emergency
deyned by the department .theLoc al medi cal dire
speciyc skills that an emergency medical tec
and they may not exceed those speciyc skills
department.



e. Occupational setting. Emergency medical technicians may
participate in the emergency medical services systean as

sole responder in a quick response unit, as the primary care
provider of a basic life support air or ground ambulance service,
or as part of the crew of an advanced life support air or ground
ambulance service. Emergency medical technicians may also
provide services to a private company or organization as part of a
response team that is not offered to the general public.

f. Medical oversight. An emergency medical technician provides
medical care with physician oversight. A physician credentials
theemergency medical technician and establishes patient care
standards through protocol.

g. Supervision. An emergency medical technician may be the highest

trained person on a quick response unit and as the primary care

provider may supervise other emergency medic
responders, or drivers. As part of a basic life support ambulance

crew, an emergency medical technician may supervise subordinate

emergency medical services personnel. As part of an advanced

life support ambulance service, an emergency medical technician

is supervised by a paramedic.

2. Emergency medical techniciamtermediate/85.

a. Scope. The emer genteanediaeBs i cal techniciands
scope of practice includes basic, limited athed interventions

to reduce the morbidity and mortality associated with acute

out-of-hospital medical and traumatic emergencies. Emergency

care is based on assessment yndings. An emer
technician- intermediate/85 is not prepared to make dens

independently regarding the appropriate disposition of patients.

The emergency medical techniciaimtermediate/85 may make

destination decisions in collaboration with medical oversight.

The principal disposition of the patient encounter will result

the direct delivery of the patient to an acute care facility. The

primary differences between an emergency medical technician

and emergency medical techniciantermediate/85 are the

basic, limited advanced interventions that an emergency medical

tecmician- intermediate/85 may provide.

b. Curriculum. The core educational requirements include successful
completion of a statauthorized emergency medical technician
intermediate/85 training program and continued educational
requi rement chapers3B6t0d.y ned i n



c. Scope enhancements. Emergency medical technicians

intermediate/85 may provide enhanced treatments beyond

the core scope iIif they have completed traini
section 3336-01-04 and have the authorization to perform those

skills from their medical director.

d. Skill s. Speciyc skills-for the emergency
intermedi ate/ 85 are deyned by department pol
directors, or hospitals if working in the hospital setting may
I
[
S

i mit t he s pnewmeargercy nsedidalltechaicianh at a
ntermedi ate/ 85 may provide. They may not ex
kills deyned by department policy.

e. Occupational setting. Emergency medical technicians
intermediate/85 may participate in the emergency medical
servicessystem as a sole responder in a quick response unit,

as the primary care provider of a basic life support air or ground
ambulance service, or as part of the crew of an advanced life
support air or ground ambulance service. Emergency medical
technicians intermediate/85 may work for a hospital in a
nonemergency setting or provide services to a private company or
organization as part of a response team that is not offered to the
general public.

f. Medical oversight. An emergency medical technician
intermediate/85 working in a prehospital setting provides medical
care with physician oversight. In this circumstance a physician
credentials the emergency medical technieigmtermediate/85

and establishes patient care standards through protocol. An
emagency medical technicianintermediate/85 working in a
hospital setting is credentialed by the hospital.

g. Supervision. An emergency medical techniciariermediate/85
may be the highest trained person on a quick response unit and as
the primary car@rovider may supervise other emergency medical
techniciansi nt er medi at e/ 85, emergency medical tecl
responders, or drivers. As part of a basic life support ambulance
crew, an emergency medical techniciantermediate/85 may
supervise subdinate emergency medical services personnel. As
part of an advanced life support ambulance service an emergency
medical technician intermediate/85 is supervised by a paramedic.
Emergency medical techniciansitermediate/85 working in a
hospital settingire supervised by nursing staff.



3. Emergency medical techniciamtermediate/99.

a. Scope. The emer geanteanedia®d i cal technicianods
scope of practice includes basic, limited advanced and

pharmacological interventions to reduce the matpiahd

mortality associated with acute enfthospital medical and

traumatic emergencies. Emergency care is based on assessment

yndings. An emer ge-inteynedrate/89 cal technician
is not prepared to make decisions independently regarding the

appropriate disposition of patients. The emergency medical

technician intermediate/99 may make destination decisions in

collaboration with medical oversight. The principal disposition

of the patient encounter will result in the direct delivery of

the paient to an acute care facility. The primary differences

between an emergency medical techniciartermediate/85

and emergency medical techniciantermediate/99 are the

limited pharmacological interventions that an emergency medical

technician- intermediate/99 may provide.

b. Curriculum. The core educational requirements include successful

completion of a statauthorized emergency medical technician

intermediate/99 training program and continued educational

reqguirements as-38dyned in chapter 33

c. Scope enhancements. Emergency medical technicians

intermediate/99 may provide enhanced treatments beyond

the core scope if they have completed traini
section 3336-01-04 and have the authorization to perform those

skills from their nedical director.

d. Skills. Speciyc skills-for the emergency
intermedi ate/ 99 are deyned by department pol
directors, or hospitals if working in the hospital setting, may

l'imit the speciyc sitalitdchnisiant hat an emergency n
intermedi ate/ 99 may provide. They may not eX
skills deyned by department policy.

e. Occupational setting. Emergency medical technicians
intermediate/99 may participate in the emergency medical
services system assale responder in a quick response unit,

as the primary care provider of a basic life support air or ground
ambulance service, or as part of the crew of an advanced life
support air or ground ambulance service. Emergency medical
technicians intermediated9 may work for a hospital in a
nonemergency setting or provide services to a private company or
organization as part of a response team that is not offered to the
general public.



f. Medical oversight. An emergency medical technician
intermediate/99 wdiing in a prehospital setting provides medical
care with physician oversight. In this circumstance a physician
credentials the emergency medical technieiemtermediate/99

and establishes patient care standards through protocol. An
emergency medical tesltian- intermediate/99 working in a
hospital setting is credentialed by the hospital.

g. Supervision. An emergency medical techniciannt er medi at e 0699
may be the highest trained person on a quick response unit and as

the primary care provider may supise other emergency medical

technicians intermediate/99, emergency medical technicians

intermedi ate/ 85, emergency medical technicia
or drivers. As part of a basic life support ambulance crew, an

emergency medical techniciamtermediate/99 may supervise

subordinate emergency medical services personnel. As part

of an advanced life support ambulance service an emergency

medical technician intermediate/99 is supervised by a paramedic.

Emergency medical technicianstermediate/99 working in a

hospital setting are supervised by nursing staff.

4. Paramedic.

a. Scope. The paramedicds scope of practice
and pharmacological interventions to reduce the morbidity and

mortality associated with acute enfthospital medical and

traumatic emergencies. Emergency care is based on an advanced

assessment and the formulation of a yeld i mp
paramedic may make destination decisions in collaboration

with medical oversight. The principal disposition of fmatient

encounter will result in the direct delivery of the patient to an

acute care facility. The major difference between the paramedic

and the emergency medical techniciamtermediate/99 is the

ability to perform a broader range of advanced skillese skills

carry a greater risk for the patient if improperly or inappropriately

performed, are more difycult to attain and n
in, and require signiycant background knowl e
applied sciences.

b. Curriculum. The core eduganal requirements include successful

completion of a statauthorized paramedic training program

and continued educational reqguirements as de
33-36-01.



c. Skills. Speciyc skills for the paramedic
policy. Localmedical directors, or hospitals if working in the

hospital setting, may | imit the speciyc skil
provide and they may not exceed those speciy
department policy.

d. Occupational setting. Paramedics may participateein
emergency medical services system as a sole responder in a
quick response unit, as the primary care provider of a basic life
support air or ground ambulance service, as the primary care
provider of an advanced life support air or ground ambulance
service, or as the primary care provider of a critical care air
ambulance service. Paramedics may work for a hospital in an
emergency or nonemergency setting or provide services to a
private company or organization as part of a response team that is
not offeredto the general public.

e. Medical oversight. A paramedic working in a prehospital
setting provides medical care with physician oversight. In

this circumstance a physician credentials the paramedic and
establishes patient care standards through protagmramedic
employed by and working in a hospital setting is credentialed by
the hospital.

f. Supervision. A paramedic may supervise all subordinate levels of
emergency medical services personnel. Paramedics working in a
hospital setting are supervisedoyhe hospi tal 6s nurse executive

History: Effective January 1, 2008.
General Authority: NDCC 2327-04.3
Law Implemented: NDCC 2327-04.3



CHAPTER 23-12
PUBLIC HEALTH, MISCELLANEOUS PROVISIONS

23-12-01. Disinfection of secondhand goodRepealed by S.11975, ch. 225, § 1.

23-12-02. Penalty for not disinfecting secondhand goodRepealed by S.L. 1975,
ch. 106, 8 673; S.L. 1975, ch. 225, § 1.

23-12-03. Use of public drinking cup prohibited- Penalty. Any person in charge of
any:

1. Public conveyance;

2. Passenger terminal building;

3. Public, parochial, or private school, or other educational institution; or

4. Public buildingwvho furnishes or permits the common use of public drinking cups in
such place is guilty of aninfraction.

23-12-04. Permission taestablish hospital in residence block of city requiredNo

hospital which treats patients for pay may be established in any residence block of any
city in this state unless the person, firm, corporation, or limited liability famy

proposing to establisine same files with the city auditor the written consent of the
resident freeholders of such block.

23-12-05. Advertising certain cures and drugs and specialization prohibitee
Penalty. Repealed by S.L. 1975, ch. 106, § 673.

23-12-06. Injury to public health - Penalty. Repealed by S.L. 1975, ch. 106, § 673.

23-12-07. Violation of health laws- General penalty.Any person who willfully
violatesany provision of this title, if another penalty is not specifically prodifie sich
violation, is guiltyof an infraction.

23-12-08. Emergency medical service authorizedny county or municipality of the
state of North Dakota, by itself, or in combination with any otoeinty or municipality
of thestate of North Dakota, maggcting through its governing body, esiab] maintain,
contract for, ootherwise provide emergency medical service for such gaunt
municipality; and for thigurpose, out of any funds of such county or municipality not
othewise committed, may buy, mg lease, or otherwise contract for all such vehicles,
equipment, or oter facilities or services whiamay be necessary to effectuate such
purpose.



23-12-09. Smoking in public places and places of employmenDefinitions. In
sections 2312-09 through23-12-11, unless the context or subject matter otherwise
requires:

1. "Bar" means a retail alcoholic beverage establishment licensed under chapter 5
that is devoted to the serving of alcoholic beverages for consumption by guests on
the premises and iwhich the serving of food is only incidental to the consumption

of those beverages. The term includes a bar located within a hotel, bowling center,
or restaurant that is not licensed primarily or exclusively to sell alcoholic beverages if
the bar is in @eparately enclosed area.

2. "Business" means a sole proprietorship, partnership, association, joint venture,
corporation, or other business entity, either for profit or not for profit, including retail
establishments where goods or services are solgrafessional corporations and
other entities where professional services are delivered.

3. "Employee" means an individual who is employed by an employer in consideration
for direct or indirect monetary wages or profit, or an individual who volunteers
services for an employer.

4. "Employer" means an individual, business, or the state and its agencies and political
subdivisions that employs the services of one or more individuals.

5. "Enclosed area" means all space between a floor and ceiling thaelosesl on alll
sides by solid walls or windows, exclusive of doorways, which extend from the floor
to the ceiling.

6. "Health care facility" means any office or institution providing health care services,
including a hospital; clinic; ambulatory surgenter; outpatient care facility;
nursing, basic, or assisted living facility; and laboratory.

7. "Health care services" include medical, surgical, dental, vision, chiropractic, and
pharmaceutical services.

8. "Place of employment” means an area undecdhé&ol of a public or private
employer that employees normally frequent during the course of employment,
including work areas, auditoriums, classrooms, conference rooms, elevators,
employee cafeterias, employee lounges, hallways, meeting rooms, pfficgs, o
restrooms, and stairs.



9. "Public place" means an enclosed area to which the public has access or in which
the public is permitted, including a publicly owned building or office, and enclosed
areas available to and customarily used by the gepebét in businesses and

nonprofit entities patronized by the public, including bars; bingo facilities; child care
facilities subject to licensure by the department of human services, including those
operated in private homes when any child cared forruhdé license is present;
convention facilities; educational facilities, both public and private; facilities primarily
used for exhibiting a motion picture, stage, drama, lecture, musical recital, or other
similar performance; financial institutionsealth care facilities; hotels and motels;
laundromats; any common areas in apartment buildings, condominiums, mobile
home parks, retirement facilities, nursing homes, and other mulinl@esidential
facilities; museums, libraries, galleries, and agunas; polling places; professional
offices; public transportation facilities, including buses and taxicabs, and ticket,
boarding, and waiting areas of public transit depots; reception areas; restaurants;
retail food production and marketing establishmenetsiil service establishments;

retail stores; rooms, chambers, places of meeting or public assembly, including
school buildings; service lines; shopping malls; sports arenas, including enclosed
places in outdoor arenas; theaters; and waiting rooms.

10. "Publicly owned building or office” means a place owned, leased, or rented by any
state or political subdivision, or by any agency supported by appropriation of, or by
contracts or grants from, funds derived from the collection of taxes.

11. "Restaurantnicludes every building or other structure, or any part thereof, and all
buildings in connection therewith that are kept, used, maintained, advertised, or held
out to the public as a place where food is served, including coffee shops, cafeterias,
private anl public school cafeterias, kitchens, and catering facilities in which food is

prepared on the premises for serving elsewhere, and a bar area within a restaurant.

12. "Retail tobacco store" means a retail store utilized primarily for the sale of tobacco
products and accessories and in which the sale of other products is merely
incidental.

13. "Shopping mall* means an enclosed public walkway or hall area that serves to
connect retail or professional businesses.

14. "Smoking" means possessing a ligtdeegr, cigarette, pipe, weed, plant, or any
other lighted tobacco product in any manner or in any form.

15. "Sports arena" means any facility or area, whether enclosed or outdoor, where
members of the public assemble to engage in physical exercisepptetio

athletic competition, or witness sports or other events, including sports pavilions,
stadiums, gymnasiums, health spas, boxing arenas, swimming pools, roller and ice
rinks, and bowling centers.



16. "Truckstop" means a roadside service statiahrastaurant that caters to
truckdrivers.

23-12-10. Smoking restrictions- Exceptions- Retaliation - Application.

1. In order to protect the public health and welfare and to recognize the need for
individuals to breathe smokeee air, smoking is prohited in all enclosed areas of:
a. Public places; and

b. Places of employment.

2. The following areas are exempt from subsection 1:
a. Private residences, except when operating as a child care facility subject to
licensure by the department of human sms and when any child cared for

under that license is present in that facility.

b. Hotel and motel rooms, and other places of lodging, that are rented to guests
and are designated as smoking rooms.

c. Retail tobacco stores, provided that smoke fitoese places does not infiltrate
into areas where smoking is prohibited under this section.

d. Outdoor areas of places of employment, except a sports arena.

e. Any area that is not commonly accessible to the public and which is part of an
owneroperatedusiness having no employee other than the owperator.

f. Bars.

g. Any place of public access rented or leased for private functions from which the
general public and children are excluded and arrangements for the function are
under the control of #nfunction sponsor.

h. Separately enclosed areas in truckstops which are accessible only to adults.

3. Smoking as part of a traditional American Indian spiritual or cultural ceremony is not
prohibited.

4. No person or employer shall discharge, refadare, or in any manner retaliate
against an employee, applicant for employment, or other person because that
person asserts or exercises any rights afforded by this section or reports or attempts
to prosecute a violation of this section.



5. Thissection may not be interpreted or construed to permit smoking where it is
otherwise restricted by other applicable laws.

6. Before October 1, 2007, the office of management and budget shall develop and
implement a uniform policy regarding smoking restoics with respect to the
outdoor areas near the public entrances of all buildings on the state capitol grounds.

23-12-10.1. Responsibility of proprietors.Repealed by S.L. 2005, ch. 239, § 7.
23-12-10.2. Complaints and enforcement City and county ordinances and home
rule charters.

1. State agencies with statutory jurisdiction over a stateed building or office shall
enforce section 222-10. These agencies include the fire marshal department,
state department of health, department of human seriegesiative council, and

office of management and budget. The agencies may mutually agree as to the
manner in which enforcement is to be accomplished and may adopt administrative
rules to ensure compliance with sectior12310, including referral of vi@tions to

an appropriate law enforcement agency for enforcement pursuant to section
23-12-11.

2. A city or county ordinance, a city or county home rule charter, or an ordinance
adopted under a home rule charter may not provide for less stringent previsaon
those provided under sections 2309 through 23L2-11. Nothing in this Act shall
preempt or otherwise affect any other state or local tobacco control law that provides
more stringent protection from the hazards of environmental tobacco smoke. This
subsection does not preclude any city or county from enacting any ordinance
containing penal language when otherwise authorized to do so by law.

23-12-10.3. Exceptions Medical necessity.

1. Notwithstanding the provisions of any other state or laeal a patient may smoke
in a hospital licensed by the state or on the grounds of a hospital licensed by the
state if the patient's attending physician authorizes the activity based on medical
policies adopted by the hospital organized medical staff.

2. Notwithstanding the provisions of any other state or local law, a resident of a
licensed basic care facility or a licensed nursing facility may smoke in the facility or
on the grounds of the facility if approved by the board of the facility.



23-12-11. Peralty.
1. An individual who smokes in an area in which smoking is prohibited under section
23-12-10 is guilty of an infraction.

2. An owner or other person with general supervisory responsibility over a public place
or place of employment who willfully fi to comply with section 232-10 is guilty of

an infraction, subject to a fine not to exceed one hundred dollars for the first

violation, to a fine not to exceed two hundred dollars for a second violation within

one year, and a fine not to exceed fivadned dollars for each additional violation

within one year of the preceding violation.

23-12-12. Federal Health Care Quality Improvement Act of 1986 applicable in
North

Dakota. Pursuant to the Health Care Quality Improvement AGi9&6 [Pub. L. 99560,
Title 1V; 100 Stat. 3784; 42 U.S.C. 11101 et seq.], providing for a limitatn damages
for professionafeview actions, the provisions of that Act are effective in this state.

23-12-13. Persons authorized to provide informed consent to health cafer
incapacitated persons Priority.

1. Informed consent for health care for a minor patient or a patient who is determined
by a physician to be an incapacitated person, as defined in subsection 2 of section
30.1-26-01, and unable to consent maydidained from a person authorized to

consent on behalf of the patient. Persons in the following classes and in the
following order of priority may provide informed consent to health care on behalf of
the patient:

a. The individual, if any, to whom the pait has given a durable power of
attorney that encompasses the authority to make health care decisions, unless
a court of competent jurisdiction specifically authorizes a guardian to make
medical decisions for the incapacitated person;

b. The appointedugardian or custodian of the patient, if any;

c. The patient's spouse who has maintained significant contacts with the
incapacitated person;

d. Children of the patient who are at least eighteen years of age and who have
maintained significant contacts Withe incapacitated person;

e. Parents of the patient, including a stepparent who has maintained significant
contacts with the incapacitated person;



f. Adult brothers and sisters of the patient who have maintained significant
contacts with théncapacitated person;

g. Grandparents of the patient who have maintained significant contacts with the
incapacitated person;

h. Grandchildren of the patient who are at least eighteen years of age and who
have maintained significant contacts with the pamtated person; or

i. A close relative or friend of the patient who is at least eighteen years of age and
who has maintained significant contacts with the incapacitated person.

2. A physician seeking informed consent for proposed health care fooamainent or

a patient who is an incapacitated person and is unable to consent must make
reasonable efforts to locate and secure authorization for the health care from a
competent person in the first or succeeding class identified in subsection 1. If the
physician is unable to locate such person, authorization may be given by any person
in the next class in the order of descending priority. A person identified in subsection
1 may not provide informed consent to health care if a person of higher priarity ha
refused to give such authorization.

3. Before any person authorized to provide informed consent pursuant to this section
exercises that authority, the person must first determine in good faith that the
patient, if not incapacitated, would consent toghgposed health care. If such a
determination cannot be made, the decision to consent to the proposed health care
may be made only after determining that the proposed health care is in the patient's
best interests.

4. No person authorized to provitdormed consent pursuant to this section may
provide consent for sterilization, abortion, or psychosurgery or for admission to a
state mental health facility for a period of more than ffitg days without a mental
health proceeding or other court order

5. If a patient who is determined by a physician to be an incapacitated person, or a
person interested in the patient's welfare, objects to a determination of incapacity
made pursuant to this section, a court hearing pursuant to chapt@83uist be

held to determine the issue of incapacity.



23-12-14. Copies of medical records.

1. As used in this section, "health care provider" means a licensed individual or
licensed facility providing health care services. Upon the request of a health care
provider's patient or any person authorized by a patient, the provider shall provide a
free copy of a patient's health care records to a health care provider designated by
the patient or the person authorized by the patient if the records are requested for
the purpose of transferring that patient's health care to another health care provider
for the continuation of treatment.

2. Except as provided in subsection 1, upon the request for medical records with the
signed authorization of the patient, the health paogider shall provide medical

records at a charge of no more than twenty dollars for the first tviestpages and
seventyfive cents per page after twerfiye pages. This charge includes any
administration fee, retrieval fee, and postage expense.



SYSTEM L EADERSHIP

1. How does the lead agency bring constituency groups together to review and
monitor the trauma system throughout each phase of care?
EMSI Prehospital care is reviewed during designation visits by looking at trip
tickets on charts.

Hospital Care is reviewed through the designation proeessy threg/ears.

Any care issues outside of the designation review brought formally to the State
Trauma Coordinatordéds attention are taken
evaluation and action.

Rehabi We do not monitor or review at this time.

2. Describe the composition, responsibilities and activities of the
multidisciplinary trauma system advisory committee (s) and its working
relationship with the trauma lead agency and the EMS lead agency,tliey
are different.

The State Trauma Committee is responsible for activities of the state trauma
system and works in conjunction with the Director of the Division of Emergency
Medical Services and the State Trauma Coordinator. State Trauma Committee
responsibilities include:
1. Monitors the standard of care of the trauma system as defined by
requirements:
1 Prehospital triage of the major trauma victim
1 EMS transport plans
1 Emergency department, hospital care, rehabilitation
2. Addresses systems issues, such as:

1 Quality of care

1 Patient outcomes

i Education needs

1 Prehospital issues

1 Trauma injury prevention

Provides a forum for:

1 Establishing policy/guidelines

1 Problem solving

1 Identification of issues

3.



4. Reviews designation of trauma centers:
1 Reviews applications argite visit reports for Level IV and V Trauma
Centers
1 Recommends approval or denial of trauma center designation based
on trauma system criteria provided by North Dakota Administrative
Code 3338-01-13 and-14. Trauma Center designation is provided by
North Dakota Department of Health.
1 Evaluates and conducts provisional designation site visits for Level I,
I, or Ill Trauma Centers
T Reviews any oOplan of correctiond sub
an appropriate course of action
5. Monitors the effectiverss of the trauma system through:
1 A periodic review of ongoing Quality Improvement
1 Quality outcomes based on the data submitted to the state trauma
registry.
6. Supports public education atichumaprevention programs and is
involved in legislative activities affecting the trauma plan.
7. Defines four trauma regions of the state and oversees the functions of the
regional trauma committees.

a. ldentify pediatric representatives on the multidisciplinary trauma
system advisory committee ad any pediatric advisory groups that
provide input into trauma system development.
Waldemar Storm, MOMer i t Car e Chi,lsthe pedialris Hospi t al
representative to the State Trauma Committee.

The State Trauma Coorditor ison the Emergency Medical Services for
Children (EMSC) advisory boardl'he State Trauma Coordinator also
works closely with the EMSC coordinator in looking at and resolving
issues concerning pediatric injurieRight nomthe EMSC program is
working on performance measures required by the HRSA .g8ante
specific measures currently being addressed dealing with trauma system
development for pediatric patients are:

1 Online and offline medical direction for pediatric emergencies

1 Appropriate pediatriccquipment in hospitals and ambulances for

pediatric injuries
1 Pediatric transfer agreements

The ND Child Fatality Review Paneithin the ND Department of

Human Servicereviews deaths of all children (under 18 years of age)
which occur in the state. Bharing information and reviewing data,

panel members review the circumstances surrounding the deaths and look
for patterns or trends to identify possible prevention strategies.



b. Describe the process of involving experts in, and advocates for, special
populations, and how they help drive regional trauma system policy
Members of the State and Regional Trauma committees include
representatives from the Indian Health Servidemerican Academy of
Pediatrics(State Committee onlygnd hospital and EMS repredatives
from rural and frontier areas of the staM/hen issues with specific
special populations arise, the State Trauma Committee relies on the
knowledge and expertise of the representative from that special population
to guide with system changes anghiovements.

c. Describe how the multidisciplinary advisory committee is involved in
trauma system performanceevaluation (e.g., review of system
performance reports).

We currently do not have a formal performance process in place. This is
an area we havemiggledwith in the pastdue to an incomplete trauma
registry. After many yearall ND Hospitalsnowhave the same Trauma
Registry There are still problems with the Trauma Registry that we are
working with the vendor to correct. In the meantingearelooking at

what filters to includdor a more thorough evaluation of our trauma
systen, oncevalid data is available

Our State Trauma Committelees revievall the trauma site visit reports

written by the state team for the Level IV and V facilitiesaddtesses

any issues that may arise from those repfréstime in the rural hospital

before transfer, appropriate trauma team activation, and appropriate

labs, xrays, and CT performed before trangfefheState Trauma
Committeaalsoreviewsany defciencies from the Level Il facilities and

approveghe Trauma@nt er 6s pl an to i mprove and

Two years ago at the Trauma Coordinators Wor k shop, PI and
Benchmarkingverediscussed. Severaiel IV and V Trauma Centers

gathereddata and the Trauma Program Manager from one of the Level

|l 1 6s put the i nfor mathefalowingyea atthber and
Trauma Coordinatorsdé Workshop.



3. Provide examples of how the lead agency and trauma system leadership (e.qg.,
trauma centers, trauma medical director, nurse coordinator, trauma
administrator, and other stakeholders) inform and educate policy makers,
elected officials, community groups, and others about the trauma system, its
strengths, and its improvement opportunities.

State Trauma Coordinatonasgiven presentations of the trauma system to
multiple groups throughout the state some including the NAtiverican Health
Summit, ND Injury Prevention Coalition, and Safe Communities Coordinators.

Trauma Leaders from North DakoTrauma Centers have also done
presentatios to their communities on the Trauma System and how it benefits
them all.

Trauma Leaderbave also testified at state and local levels to legislators on bills
related to trauma, such as the primary seatbeit, IATV use ohighwaysand
Trauma System Consultatiby the American College of Surgeons.

TheVice Chair ofthe State Trauma Committee serves as the trauma
representative on the ND Healthcare 2020 committee.

Members of the ND State Trauma Commitide trauma information to the
groups they represent.

The North Dakota Trauma Coordinators have a newsletter that is sent to all
Trauma Coordinators in the state and to other stakeholders that includes injury
prevention information and updates from thetN®dakota State Trauma
Committee and Regional Committees.



4. Describe the process to build or expand effective trauma leadership within
the trauma system (e.g., succession planning, leadership courses, workshops,
etc.), including the lead agency and traum centers
During the time that the North Dakota Trauma System was being formed, the
meetings were all face to face. Since the rbdage beemput into place
communications arprimarily telephone conference calls. Once every year or
two we try to hava long face to face working meeting. This usually includes an
educational topic and discussion about the ND Trauma System and improvements
that could/should be made to it.

The North Dakota Health Departmemtovides ATLS/TNCC reimbursement for
physiciansand midleviest nondesi gnated hospitals and

For seven yearsthe day before the State Trauma Conference, the State Trauma
Coordinator and the Trauma Program Managers from the Level Il and I
Trauma Centers developed a Workshop forTite@ima Coordinators from the

Level IV and Yand nordesignatedospitals This has been a mentoring process
for new and experienced Trauma Coordinators

The North Dakota Trauma Foundation, in conjunction with the Level 1l and Il
North Dakota Trauma Geersand the North Dakota Health Department
sponsors the Annual North Dakota Trauma Conference.

ND COT representative andice Chairof the STC has been working with
surgeons throughout trstateto encourage their involvemenith trauma issues
and thestate system.

The North Dakota and South Dakota @hersof the ACSCOT have agreed to
sponsor a National Trauma Speaker the North Dakotd South Dakota
American College of Surgeons Conferentbe North Dakota AGEOT has also
agreed to sponsor andidvanced Airway Course to be taught in conjunction with
the 2008 ND Trauma Conference.



Documentation Required:

Prior to Site Visit

i1 A comprehensive organizational chart that identifies the lead agency staff
(including contract employees) assigned totthama program (full or pattime)

x  Provide a copy of the most recent trauma system aggregated performance
improvement report generated by the lead agéndie do not have a generated
performance improvement report.

i Organizational chart that illustrates the system oversight committee, its
subcommittee, and its relationship to the lead agency



SYSTEM OVERSIGHT COMMITEES

ND Health Council

ND Department of HealthDivision of
Emergency Medical Services

State Trauma Committee

NW Regional
Trauma Committee

NE Regional
Trauma Committe

D

SE Regional
Trauma Committee

SW Regional
Trauma Committee

ND Trauma
Coordinator
Committee

ND Urban Trauma
Coordinator
Commitee

ND Health Council i the health council in conjunction with the state department of health maintains the
comprehensive trauma system for the state.

State Trauma Committeei serves as the advisory committee to the lead agency.

Regional Committeed report to the State Traun@ommittee on activities relating to trauma in respective
regions.

ND Trauma Coordinator Committee i involved trauma coordinators from all hospitals both trauma
designated and nondesignated. Lead agency provides information on policies, proceduresigasd ch
within the trauma system.

ND Urban Trauma Coordinator Committee i involves trauma program managers from the level Il and
[l trauma centers. Its main focus is to provide resources, guidance, education, and outreach to the level IV,
V, and nondesignated hospitals.



Lead Agency Trauma Program Staff

Terry Dwelle
State Health Office

Arvy Smith

Deputy State Healt
Officer

Health Resources
Section Chief

Tim Meyer
BS, NREMP
State EMS Directo




