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From the Director 

 

It’s that time of year again, schools back in and everyone is busy!  It seems in EMS we 
are always busy and presented with new challenges all the time and in my opinion this 
is great, because if EMS is not moving then we are not growing as a profession.  I want 
to advance and move EMS forward in the state of Alabama and the nation and we must 
maintain an open mind and be willing to explore new ideas to accomplish this goal.  A 
few of the things we are currently working on are our Critical Care Protocols, which will 
be used as guideline for Critical Care crews to utilize for treating some of the sickest 
patients in the out-of-hospital setting.  A group of Critical Care providers have been 
working to put these protocols together and the OEMS is very grateful for their efforts.  

We have also partnered with the Alabama 911 Board to create a set of Emergency 
Medical Dispatch protocols.  These EMD protocols have been adopted by the Alabama 
911 Board and Alabama Department of Public Health Office of EMS. We encourage all 
EMS services dispatching themselves to take the course and become EMD certified.  If 
you are being dispatched by 911, and they are not already EMD certified, encourage 
them to take the course and become certified.  The bottom line is anyone who is taking 
calls and dispatching EMS should be EMD certified.  

Many of you have questions about the EMS compact (REPLICA). Currently it is a work 
in progress. The commissioners are working to develop a set of rules to govern the 
commission.  Once the rules are developed, we will have a much clearer picture of what 
will and will not be allowed.  We currently have 16 states as part of the compact. 
Alabama was the 11th state to join and I was appointed the inaugural Treasurer for the 
commission and serve as a member of the executive committee.  If you have any 
question about the compact, contact me at the office.   

As the school year begins, I hope everyone stays safe and as always if anyone needs 
assistance from me or my staff, please contact the office.  

 

Stephen Wilson 
Acting Director 



Name Rule/Protocol Complaint Action Taken 

Joseph Andrews 
EMT 
#1500403 

420-2-1-.30 Misconduct Suspension 

Alex Baines 
AEMT 
#1600282 

 Patient Care Issues Suspension 

Parke Edwards 
AEMT 
#0100690 

 Patient Care Issues Remediation 

Heather Hawkins 
Paramedic 
#1300006 

 Patient Care Issues Remediation 

Desi Lassiter 
EMT 
#0900729 

420-2-1-.13 Documentation Remediation 

Samuel McGlamry 
Paramedic 
#1200591 

420-2-1-.30 Misconduct Suspension 

Yancey Solar 
Paramedic 
#0700182 

420-2-1-.25 Scope of Practice Suspension 

EMSP-AEMT 420-2-1-.29 Impairment Suspension 

EMSP-AEMT 420-2-1-.29 Impairment Suspension 

EMSP-EMT 420-2-1-.29 Impairment Suspension 

EMSP-EMT 420-2-1-.29 Impairment Suspension 

EMSP-EMT 420-2-1-.29 Impairment Suspension 

EMSP-EMT 420-2-1-.29 Impairment Suspension 

EMSP-EMT 420-2-1-.29 Impairment Suspension 

Compliance Issues 



Compliance Issues continued 

EMSP-Paramedic 420-2-1-.29 Impairment Suspension 

EMSP-Paramedic 420-2-1-.29 Impairment Suspension 

EMSP-Paramedic 420-2-1-.29 Impairment Suspension 

EMSP-Paramedic  Patient Care Issues No Violation 
Found 

EMSP-Paramedic  Patient Care Issues No Violation 
Found 

EMSP-Paramedic  Patient Care Issues No Violation 
Found 

EMSP-Paramedic  Patient Transport Issues No Violation 
Found 

Provider Service  Non-Compliant Equipment No Violation 
Found 

Provider Service  Mechanical Issues Inspected/
Corrected 

Provider Service  Mechanical Issues Inspected/
Corrected 

Provider Service  Inappropriate Transport No Violation 
Found 

Provider Service  No Coverage No Violation 
Found 

Provider Service  Inappropriate Transport No Violation 
Found 



Provider Service Inspections 

 

These inspections were completed April-June, 2018. 

Adamsville Fire and Rescue 

Advanced EMS 

Advantage EMS 

Air Evac EMS-Demopolis 

Alabaster Fire Department 

Alexander City Fire Department 

Amstar EMS-Marengo 

Argo Fire and Rescue 

Arjenna Parabasic Transport 

ASAP Ambulance-Escambia 

ASAP Ambulance-Monroe 

ASAP Ambulance-Sumter 

Ashville Fire and Rescue 

Atmore Ambulance 

Baptist Lifeflight 

Birmingham Fire and Rescue  

Cahaba Valley Fire-Jefferson 

Cahaba Valley Fire-Shelby 

Calera Fire Department 

Care Ambulance-Macon 

Chelsea Fire and Rescue 

Childersburg Ambulance Service 

Choctaw County Ambulance 
Service 

Conecuh County EMS 

Corner Volunteer Fire and 
Rescue 

DW McMillan EMS 

Daphne Fire Department 

Directorate of Public Safety 

Emergency Medical Transport 

First Response-Decatur 

Forestdale Fire District 

Fort Rucker EMS 

Fultondale Fire and Rescue 

Gardendale Fire and Rescue 

GEMS 

Graysville Fire and Rescue 

Greenville Fire 

Hale County EMS 

 



Harpersville Fire Department 

Haynes Ambulance-Bullock 

Haynes Ambulance-Covington 

Haynes Ambulance-Elmore 

Haynes Ambulance-Montgomery 

Homewood Fire and Rescue 

Hoover Fire Department-
Jefferson 

Hoover Fire Department-Shelby 

Kimberly Fire and Rescue 

LifeCare of Alabama-Jefferson 

Lifeguard Ambulance Service-
Escambia 

Lifeguard Ambulance Service-
Jefferson 

Lifeguard DBA Medstar-Baldwin 

Lincoln Fire and Rescue 

McAdory Fire Department 

McCalla Area Fire District 

Medcare EMS-Wilcox 

Mobile County EMS 

Montevallo Fire and Rescue 

Mount Olive Fire and Rescue 

New Site Volunteer and 
Ambulance Service 

Newman’s Ambulance Service 

North Shelby Fire Department 

Northstar Paramedic Services-
Jefferson 

Northstar Paramedic Services-
Talladega 

Opportunity EMS 

Ozark EMS 

Ozark Fire 

Palmerdale Fire District 

Pelham Fire Department 

Pell City Fire and Rescue Service 

Ragland Rescue Service 

Riverside Fire and Rescue 

RPS-Shelby 

Samson Volunteer Rescue 

Saraland Fire Rescue 
Department 

Simmons EMS 

Southeast Shelby  
County Rescue 

Provider Service Inspections  

continued 



Provider Service Inspections continued 

Southern Ambulance Transport 

Springville Fire and Rescue 

Sylacauga Ambulance Service 

Tallapoosa EMS 

Tarrant Fire and Rescue 

Troy Fire 

Vestavia Hills Fire Department 

Warrior Fire Department 

Westover Municipal Fire 
Department 



Culture of Excellence 
 

Air Evac EMS-Demopolis 

D.W. McMillan EMS 

Lifeguard Ambulance Service-Escambia 

Lincoln Fire and Rescue 

Mobile County EMS 

Saraland Fire Rescue Department 

Sylacauga Ambulance Service 

 

 

 



 

 

 

 

Thrombolytic Checklist for Stroke  

Emergency medical services personnel (EMSP) are a critical component in stroke 
care.    Early recognition and treatment of stroke offers more opportunity for 
treatment, which may save lives and reduce the long-term effects of stroke.  
Treatment for acute ischemic stroke, the most common type of stroke, may 
include tPA (tissue plasminogen activator) administration and/or mechanical 
thrombectomy, if certain criteria are met.  
 
The Stroke Thrombolytic Checklist in the Emergency Medical Service (EMS) 
Protocols was revised in the recent protocol update.  The changes were made 
based on suggestions from stroke care professionals and EMS Regional 
Directors.   The checklist should be completed for any patient suspect of, or 
presenting with, acute stroke symptoms.  A copy of the completed form should 
be left with the patient at the stroke center.   
 
The Alabama Trauma Communications Center (ATCC) needs specific information 
to enter the patient into the Alabama Stroke System.  As the EMSP completes 
the Thrombolytic Checklist for Stroke, the information for ATCC is documented 
which allows for a rapid report and Stroke System entry.    
 
Stroke centers are trying to reduce door-to-needle times for tPA administration; 
therefore, time is critical and EMSP can help.  A very important section of the 
thrombolytic checklist for hospital staff is the “Historian Cell Phone #.”   If 
possible, the EMSP should collect the cell phone or historian contact information 
before leaving the scene.  Current contact information provides a mechanism for 
stroke center staff to verify or collect additional information if needed.    
 
For convenience, the Office of OEMS printed note pads of the revised 
Thrombolytic Checklist for Stroke and provided them to the EMS Regional 
Offices for further distribution.  Providers may print their own copies from the 
EMS Protocols Ninth Edition 2018 (Page 132) instead of using the pre-printed 
notepads.  
 
Alice Floyd, BSN, RN 
Acute Health System Manager 



Education Division Update 

The Education Division has been very busy as of late.  The top priorities for us right now 
are National Registry test coordination and administration, writing rules for this office to 
regulate EMS education, and we have begun visiting schools to talk to EMS students.   
 
It is that time of the year again when we are in the midst of EMS certification testing.  
Students, please keep in mind that at EVERY National Registry test you will have to 
leave your cell phones, smart watches, and/or tablets in your vehicles.  It is against NR 
policy for you to have any of these devices on hand during the test. Also, it would help 
the test administrators greatly if you would have your Pre Authorization To Test (PATT) 
number on hand when you arrive at the site to take your psychomotor exam.  You have 
to have this number for the scoring sheet.   
 
We are very close to having a final draft of the EMS Education Rules.  These rules are 
being drafted by a committee comprised of EMS educators, regional representatives, and 
the OEMS.  Once approved, these rules will permit the OEMS to regulate all EMS 
education statewide.  We have been working very closely with our regional and 
educational partners, and we are very proud of the work that has gone into this 
document. 
 
After hearing that there are many in the state that are unsure about how the OEMS, the 
regions, the ATC, and the Alabama EMS system in general mesh together, the OEMS 
staff created a powerpoint slide show to help explain all of this.  OEMS staff has been out 
and about presenting this material to EMS classes.  If your class has not been offered 
this opportunity, please ask your instructor to contact us so that we may be able to set 
up a presentation for you. 
 
Please remember that the education you have received is no good if it isn't combined 
with common sense and professionalism.  You may know your stuff, but it doesn't help 
anyone if you can't apply it in a professional manner. 
 
Please remember, too, that all services are responsible for making sure your providers 
and new hires have taken a protocol course. The Office of EMS will only ask for proof of 
protocols if the provider completed their education in a different 
state.  
 
Chris Hutto, MBA, NRP 
Education Coordinator 



A Moment for Methamphetamine  

United States Drug Enforcement Administration (DEA) data 
indicates that incidents involving methamphetamine labs (typically 
hidden or “clandestine” labs using common materials for generation 
of the drug) have generally fallen over the past 14 years (below note 
statistics from 2004-2014). 

 

Between the years of 2004 and 2014 Alabama methamphetamine incidents accounted 
for 1.2% to 7.0% (average 3.4%) of methamphetamine incidents within the 50 states.  
Methamphetamine manufacture and use in Alabama remains a significant problem.  
The true number of existing labs is unknown and can only be estimated by counting the 
number of clandestine lab incidents recorded by public safety officials.  Black market 
dynamics change with the evolution of the technology of manufacture, consumer 
demand and law enforcement techniques.  Everyone in Alabama EMS has probably 
answered methamphetamine abusers; sometimes referred to as tweekers, speed freaks, 
sketchers and meth heads.  This article seeks to report and explain some of the history 
and dynamics surrounding methamphetamine manufacture and abuse. 

The German writer Norman Ohler, in his 2017 book Blitzed: Drugs in the Third Reich 
(Houghton Mifflin Harcort, Boston, ISBN 9781328663795 (hardcover)) describes that 
drugs played a pivotal role in Nazi Germany in the late 1930’s and into the years of 
World War II.  Hitler himself was reportedly taking 74 separate drugs, including 
powerful opioid (the precursor to Oxycodone) and the first generation of 
methamphetamine in a pharmaceutical form (over the counter) then called “Pervitin.”   



Continued from page 15 

Many Germans of the time took the drug to boost confidence, energy and attitude.  It is 
said that the drug became as ubiquitous as coffee and was considered in much the 
same way.  Housewives even ate Previtin-laced chocolates to allow them to work 
quickly and efficiently and to lose weight.  The German Army distributed the chemical 
to its troops during the war to assist with the physical rigors of warfare.   

Dr. Fritz Hauschild, a chemist for the Berlin-based Temmler pharmaceutical company, 
developed what was first called methyl-amphetamine in 1937.  The company initially 
hoped to use his discovery to rival the American soft drink Coca Cola which was 
becoming popular in Germany and which famously initially contained approximately 
1.3 milligrams of cocaine per ounce until 1903.  At that time Coca Cola began using 
coca leaves from which the cocaine had been partially extracted and even today uses 
coca leaves which have the entirety of the cocaine extracted by the Stepan Company 
who then sells the extraction to the Mallinckrodt Pharmaceutical Company for 
production of cocaine products for medicinal purposes.  Coca Cola was popular in 
Germany and, in fact, the Fanta line of soft drinks was developed by German Coca 
Cola manufacturers after trade embargos with the United States were initiated at the 
onset of World War II and prevented delivery of the original formula components.   

SIDENOTE: If a soft drink was allowed to contain the original dose of cocaine of 
historic Coca-Cola, the amount in a 20 ounce bottle would be 26 milligrams, which is 
about one third to one half of an average “line” of cocaine and would cost about $5.00 
to $6.00 per bottle (at cost) and probably would sell for much more.  Cocaine has 
consistently cost about $15,000 per kilogram ($150.00 per gram) for the past few 
years.  Woody, C. (2016, Oct 13) Cocaine prices in the US have barely moved in 
decades – here’s how cartels distort the market.  Business Insider Magazine, Retrieved 
from http://www.businessinsider.com/how-much-does-cocaine-cost-in-the-us-2016-
10 

According to the National Institute on Drug Abuse methamphetamine is a habit 
forming stimulant that increases natural dopamine in the brain, intensifying 
reinforcement of rewarding behaviors as well as motivation and body movement.  It is 
found in white powder form, sometimes formed into pills, or in a crystal form that 
resembles broken glass.  It is chemically similar to the pharmaceutical amphetamine 
which is used to treat attention deficit hyperactivity disorder (ADHD) and the sleep 
disorder narcolepsy.  It is known by the common names chalk, crank, crystal, ice, 
meth and speed.  The routes used for drug intake are inhaling/
smoking, swallowing (pill), snorting or injecting (dissolved in water 
or alcohol).  The “high” of the drug initiates quickly but also fades 
quickly, which often results in repeated doses.  A “binge and crash” 
pattern typically results causing some to binge in the form of a 
“run” where they give up food and sleep and continue to take the 
drug for hours or up to several days at a time.   



Continued from page 16 
 
The price of methamphetamine is approximately half that of cocaine, 
about $80 per gram, and is classically sold as “an 8-ball” (an eighth 
of an ounce) which is 3.5 grams for about $200.00.   

The National Institute of Drug Abuse cites that manufacturers (here 
and in Mexico) actually make most of the illicit methamphetamine 

found on the streets of America in what are termed “superlabs” and are actually 
industrial in nature.  As a low-cost alternative many practitioners of illicit drug culture 
will make the drug in small clandestine (secret) labs with inexpensive over-the-counter 
ingredients and common chemicals.  One of the more well-known ingredients is 
pseudoephedrine and similar chemicals found in over-the-counter cold and 
decongestant medications.   This illicit use of decongestants is the reason why the law 
requires stores to keep them behind the counter and keep records of sales to individuals 
and also to prohibit the sale of unusually large amounts or repeated amounts of them to 
individuals.   

The nature of methamphetamine abuse lends itself to chronic, hopeless addiction.   
There is no way to quantify exposure frequency of methamphetamine to addition 
development, however, methamphetamine is considered very highly addictive.  The 
effects of methamphetamine make the user feel euphoria which drives repeated use.  
Use also prevents withdrawal from the drug which causes the consumer to lose the 
choice of whether or not to use the drug.  As the cost of methamphetamine is significant, 
criminal activity (theft, etc.) often is associated with generation of drug purchase money.  
Physiologic damage of the central nervous system, specifically that of the limbic system, 
results in lack of impulse control, paranoia, extreme lack of empathy, and elicits extreme 
flagrant dishonesty and, thus, promotes a tendency toward criminal activity especially to 
purchase the drug.  Meth addiction is generally medically recognizable by severe facial 
lesions (acne) worsened by scratching in an instinctive effort to lessen skin irritation, 
severe gingival and tooth disease (“meth mouth”) resulting in tooth loss and collaterally 
with the drugs tendency to cause weight loss, causes the addict to exhibit an emaciated 
image of their former selves.  Severe yearning for the drug results in diminished social 
support by family as addicts are avoided due to the tendency to lie to and steal from 
loved ones.  Neurological and organic damage also results in impaired physical 
functioning and diminishment of the quality of interpersonal relationships.  Recovery 
rates among methamphetamine addicts are generally low, as is quality of life and life 
expectancy.  Graduation to intravenous abuse of the drug (“slamming”) generally signals 
loss of recoverability.   

SIDENOTE:  Visit this CBS NEWS site to see more physical effects of meth use described 
above.  https://www.cbsnews.com/pictures/meths-devastating-effects-before-and-after/ 



Continued from page 17 

When working in Alabama EMS, or in any other state, we sometimes go into areas that 
are renowned for criminal activity.   If that criminal activity involves the presence of 
clandestine methamphetamine labs then exposure to hazardous materials may be 
possible.  In addition to cold medicines and decongestants, methamphetamine labs 
utilize many caustic and flammable materials.  If you answer a residence or other 
building and observe what you consider to be an unusual amount of collection of these 
chemicals, you should use caution and consider reporting it to the fire service or law 
enforcement.  The laundry list includes but is not limited to acetone, alcohol (isopropyl, 
rubbing) toluene (brake cleaner) ether (starting fluid spray) sulfuric acid (drain cleaner) 
coffee filters (especially if stained with red chemicals) iodine (usually veterinary 
products) salt (rock or table) batteries (lithium) small propane tank (used to steal 
anhydrous ammonia from farming operations and store it) lye, matches (red 
phosphorus) dishes (Pyrex or Corningware) and muriatic acid.  Of course, many of 
these chemicals are hazardous, are fire accelerants, and are generally not considered 
unquestionable if found all in one place.  Fire departments would approach an active 
lab for the purpose of neutralization and removal of the chemical components. 

SIDENOTE: If a residence is recorded to have been associated with a meth lab it is 
placed in the DEA’s National Clandestine Laboratory Register.  Anyone can review any 
state’s meth lab history by street address by going to this site on the DEA’s webpage:   
https://www.dea.gov/clan-lab/clan-lab.shtml 

In conclusion we can summarize by pointing out that persons under the influence of 
meth, and attempting to manufacture meth while under the influence of the drug make 
for the worst case scenario.  Multiple incidents of persons stealing ingredients inside 
large stores (usually Wal-Marts) and attempting to cook the meth in the store have 
been recorded in recent years.  Shoplifters have been caught with small portable 
devices (shake and bake labs) accumulating ingredients and actually cooking the meth 
while walking around in the store.  The high risk of fire and explosions in these 
endeavors associated with the high risk taking tendencies of the practitioners should 
make all of us in EMS a little more observant when placed in situations with high index 
of suspicion for meth.  
 
Gary L. Varner, MPH, NRP 
Senior Epidemiologist 
 



WHAT DO “THEY” DO WITH THAT DATA? 

 

The goal of the ADPH Office of Emergency Medical Services (OEMS) 
is to capture data on every single response made by licensed EMS 
services in the State of Alabama.  Submission of Electronic Patient 

Care Report (EPCR) data is a condition of Alabama licensure for EMS services and 
departments operating in our state.  If a vehicle is contacted by their dispatch and 
placed on a call for the purpose of patient care and/or transport, an EPCR should be 
initiated (sometime during the process) to record the call – no matter what the 
disposition (outcome) of the call eventually is. 

Ideally the Data Management and Analysis Section of the OEMS should be able to track 
every patient care dispatch, every patient care encounter, and every patient transport 
for each licensed EMS service or department AND for each licensed personnel recorded 
for that dispatch since the mid-2000’s and into the foreseeable future.   Oversight (and 
quality assurance and improvement) is simply not possible if true and complete 
evaluation of performance is not available.  And the only true availability of that 
information is through data collection. 

Data collection is an aspect of EMS (for lack of more exact and socially acceptable 
terms) that can be said to be “an unappreciated endeavor.”  The entire process of data 
collection; from acquisition of equipment, acquisition and maintenance of reporting 
software (packaged with other software, like billing and stocking software, stand alone 
or State supported) development and enforcement of company or department 
procedures for patient care reporting and service/department management of 
submissions uploads is considered by most in EMS to be too problematic, time-
consuming and expensive to be worthwhile.   Nothing could be farther from the truth. 

The writing of an EPCR provides a permanent record of your patient care activities.   

 Its most frequent role is to evidence your story of patient care (the patient care 
history) so that it can be used for billing purposes to qualify the charges that your 
service or department seek from third party payers (insurance companies) or 
personally from uninsured patients.   

 Its most prominent role is to record data that is used to evaluate performance.  Out 
of chute times, response times, scene times, transport times; dispositions 
(cancellations, refusals, transport decisions, other units on scene, etc.) and any and 
all evaluations, findings and procedures performed. 
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 Its most important role is to protect the ambulance crew from liability.  The old axiom 
being “If it wasn’t written down then it wasn’t done (or didn’t happen).”  Liability 
(accountability) is generally incurred by EMS crews, either directly or indirectly, in the 
attempt to prove negligence.  Negligence is proven by determining that a duty to act 
existed and that the negligent party disregarded that duty to act in some way and an 
injury resulted.   Disregard for duty is generally divided into doing something that 
others would not have, or not doing something that others would do, given the same 
situation and training (reasonable man test).  The written record not only serves to 
support the claims of the “EMS accused” but is extremely useful (if wholly written and 
complete) if the case is raised months or years after the incident. 

 As it becomes part of the patient’s permanent hospital record, the EPCR also serves as 
a record of interventions in the field performed under verbal or protocol orders that 
can be compared with the patient’s health outcome.  In this way, as a clinical 
treatment record, it records performance, protects from liability, and speaks to the 
total ability of the Emergency Medical Services System, both in Alabama and 
nationally.   

Specifically in Alabama your EPCR data is used for the following purposes among others: 

 It is forwarded to the National Emergency Medical Services Information System.   The 
data is utilized to evaluate the EMS System nationwide, guiding the future 
development of EMS nationally and providing a platform upon which cost-benefit 
analysis can be performed.  Alabama is on the leading edge of states reporting Version 
3 data (60% of U.S. states and territories report in some aspect of the Version 3 
format) and we anticipate progressive evolution of the national reporting system as 
EMS marches into the future. 

 The Alabama Law Enforcement Agency (ALEA) requests verification and validation of 
traffic death information for the Fatality Analysis Reporting System (FARS) reports 
sent to the National Highway Traffic Safety Administration (NHTSA).  That review is 
conducted from EMS data bimonthly by the OEMS Data Management and Analysis 
Section.   

 The command structure of the Alabama Department of Public Health depends upon 
accurate and adequate reporting of EMS data.   
 Investigations of infectious diseases often rely upon collateral EMS data to 

determine areas of the state that utilize EMS for treatment and transport of 
diseases of interest.     
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 Toxicological investigations and surveillance programs also heavily rely upon EMS 
data.  Currently the opioid crises in Alabama is frequently studied by Alabama 
Department of Public Health and Centers for Disease Control  by evaluation of 
naloxone (Narcan®) administration by Alabama EMS personnel as well as their 
reports of the drug being administered prior to their arrival by police and fire first 
responders. 

 Provider Standards (who license healthcare facilities) often rely upon EPCRs 
generated during EMS runs associated with complaints regarding healthcare facility 
operations. 

 The State Committee of Public Health (SCPH) and the State Emergency Medical 
Control Committee (SEMCC) both rely upon EMS data to evaluate the performance 
and outcomes of Enhanced Protocols Procedures performed under licensure by EMS 
services and departments.  These committees are comprised of the lead physicians 
of the state and both directly and indirectly control the operation and development 
of EMS in Alabama. 

 Review of the Alabama Trauma System and Alabama Stroke System (and moving 
forward, the Alabama STEMI System) all often rely upon data supplied by EMS field 
personnel to verify dynamics and supplement information supplied by hospitals and 
trauma centers. 

 Most directly the Office of EMS uses EMS data to investigate complaints of varying 
natures that are lodged against EMS services and providers.  Any evaluation of field 
performance is supplemented by review of associated EMS data. 

In conclusion we can say that EMS reporting is not only here to stay, but becomes more 
important in the healthcare process in Alabama and the United States every day.  
Alabama EMS personnel are directly responsible for reporting the run dynamics of their 
calls as a condition of their licensure in Alabama.   Licensed EMS services and 
departments are responsible to their licensed personnel (paid or volunteer) to provide a 
platform upon which the required reporting can consistently and procedurally occur.  
Alabama EMS personnel should invest themselves in the accurate recording and reporting 
of data for reasons of both professionalism and avoidance of personal and professional 
liability in potential criminal and tort proceedings. 

Gary L. Varner, MPH, NRP 
Senior Epidemiologist 
 



Alabama e-PCR Submission Requirements 
 

Some e-PCR Points of Clarification:  
1. It is a requirement to complete a patient care report on every response.  This 

office is already monitoring submission rates and comparative data suggests 
that many agencies are not reporting all runs as required. Please submit all 
required runs to avoid noncompliance. 
 

2. Each record must be submitted electronically within 72 hours or less. The 
goal is to eventually narrow that down to within 24 hours. The 24 hour 
reporting allows Public Health to monitor surveillance trends as required by 
the Federal emergency preparedness guidelines. 
 

3. Our IT staff is always available to assist you with your e-PCR needs. If you 
need assistance, you may call Chris or Lori at 334-206- 5383. You may get a 
voice recording depending on the call volume. They will eventually get back to 
you. If you do not hear from them within a reasonable time, you may wish to 
email them.  
 

4. Collecting and importing data is paramount only to reporting reliable data.  
Reliable data is accurate and contains no errors.  When one looks for 
shortcuts and/or skips data entry in areas that has been discovered to have 
no validation rules, it dilutes the integrity of the data, not to mention falsifies 
a legal document.  Please make sure you enter data accurately.  
 

5. Alabama became a NEMSIS version 3.4 compliant state beginning January 1, 
2018. 

 
 
 
 
 



General Information 

Do You Have Questions for OEMS Staff? 

This is another reminder to those of you calling our office (334) 206-5383: 

Complaints, Investigations, and Inspections —Call Jamie Gray 
Licensure —Call Stephanie Smith, Kembley Thomas, or Vickie Turner  
Individual Training or Testing—Call Chris Hutto 
EMS for Children, Website, and Social Media—Call Katherine Dixon Hert 
EMS Data/NEMSIS – Call Gary Varner 
 

Requests for Information from Regional Offices 

The Office of EMS would like to request that you comply with any request for 
information from your regional office.  Some Directors are still having issues 
receiving information and data as requested by the State office.  We would greatly 
appreciate your cooperation and compliance. 
 

Reporting Requirements 

Please be reminded that, according to Rule 420-2-1-.07 (6h), All licensed provider 
services shall provide notification and written documentation within three 
working days to the OEMS regarding any protocol or rule violation, which 
includes but not limited to, according to 420-2-1-.30 (8), anyone guilty of 
misconduct or has committed a serious and material violation of these rules; has 
been convicted of a crime. 

Also be reminded that, according to Rule 420-2-1-.29 (7), All licensed provider 
services shall provide notification and written documentation about any 
individual who meets the definition of an impaired EMSP. 

 
 

 


