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Regional EMS Performance Improvement Indicators

Provider: ________________

Name of person completing
 form:___________________________

Date of Service:_______________

Patient Age:______
□ Male      □  Female 











MOI:_____________________________________________________________________



Patient Injuries:___________________________________________________________




_________________________________________________________________________



	PERFORMANCE IMPROVEMENT FILTER
	YES
	NO
	NA
	Per Protocols
	COMMENTS

	1. Was air medical utilized for this call?


	
	
	
	
	

	2.  Was patient a suspected stroke patient?
LEVEL OF CARE?     BLS       ALS     MICU
STROKE LEVEL: 
□ Level A(<3hrs)    □ Level B(3-8hrs)     □ Level C(>8hrs)

	
	
	
	
	Stroke Scale?     Yes      No     If, so what was score? ___
Where was patient taken? ________________________



	3.  Was patient less than 15 y/o intubated? 

 FORMCHECKBOX 
 Combi     FORMCHECKBOX 
  ETT    FORMCHECKBOX 
 Other: _________    

	
	
	
	
	

	4.  Was patient diverted from scene?  If so, why?      

	
	
	
	
	

	5.  Was paralytics or sedation (RSI) used for intubation?

  
	
	
	
	
	

	10. CPR initiated? AED or Manual Defibrillation used?


	
	
	
	
	

	11.  Did Medic interpret EKG as a possible STEMI? (1mm of ST elevation in two contiguous leads or new Bundle Branch Block) 

OR  

Should BLS/ALS Crew have considered Paramedic Intercept for suspected cardiac patient?

	
	
	
	
	LEVEL OF CARE?     BLS       ALS     MICU



Reviewer signature:   _____________________________

Medical Director signature:  _____________________________
                                                 Revised 7/14/11
Follow-up/review must be provided for each filter checked “yes”.  Follow-up may be provided in the comments section.








