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MOBILE INTENSIVE CARE PROGRAMS 

CHAPTER 41 

MOBILE INTENSIVE CARE PROGRAMS 

Authority 

N.J.S.A. 26:2K-17. 

Source and Effective Date 

R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

Executive Order No. 66(1978) Expiration Date 

Chapter 41, Mobile Intensive Care Programs, expires on August 17, 
2003. 

Chapter Historical Note 

Chapter 41, Mobile Intensive Care Programs, was adopted as R.1987 
d.112, effective February 17, 1987. See: 18 N.J.R. 602(a), 19 N.J.R. 
357(a). 

Pursuant to Executive Order No. 66(1978), Chapter 41, Mobile 
Intensive Care Programs, was readopted as R.1992 d.113, effective 
February 13, 1992. See: 23 N.J.R. 3734(a), 24 N.J.R. 938(a). Chapter 
41 expired on February 13, 1993. 

Chapter 41, Mobile Intensive Care Programs, was adopted as new 
rules by R.1993 d.202, effective June 21, 1993. See: 24 N.J.R. 3255(b), 
25 N.J.R. 2721(b ). Subchapter 11, Paramedic Clinical Training Objec­
tives, was adopted as R.1994 d.35, effective January 18, 1994. See: 25 
N.J.R. 2665(a), 26 N.J.R. 355(a). Pursuant to Executive Order No. 
'i6(1978), Chapter 41 expired on June 21, 1998. 

- Chapter 41, Mobile Intensive Care Programs, was adopted as new 
rules by R.1998 d.433, effective August 17, 1998. See: Source and 
Effective Date. See, also, section annotations. 
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SUBCHAPTER 1. AUTHORITY, SCOPE AND 
DEFINITIONS 

8:41-1.~ Authority; delegation 
These rules are promulgated pursuant to N.J.S.A. 

26:1A-15 and 26:2K-17, which authorize the Commissioner 
to enact rules pertaining to the operation of mobile inten­
sive care units, and the provision of prehospital advanced 
life support in general. 

Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

Changed a reference to the Commissioner. 

8:41-1.2 Scope and purpose 
These rules shall apply to all hospitals, agencies, persons 

and authorized programs that operate mobile intensive care 
programs, or which are seeking authorization to do so. 
These rules serve to define the operational requirements of 
these programs, to provide for a uniform application of 
standards, and to specify the personnel, equipment, organi- ~­
zation and other resources required to operate a mobile 
intensive care program. 

8:41-1.3 Definitions 
The following words and terms, as used in this chapter, 

shall have the following meaning, unless the context in 
which they are used clearly indicates otherwise: 

"Advanced life support (ALS)" means an advanced level 
of prehospital, inter-hospital and emergency medical service 
care which includes basic life support functions, cardiac 
monitoring, cardiac defibrillation, telemetered electrocard­
iography, intravenous therapy, administration of specific 
medications, drugs and solutions, use of adjunctive ventila­
tion devices, trauma care, and other techniques and proce­
dures authorized by the Commissioner. 

"Advanced life support ambulance" means a vehicle 
which is utilized for the delivery of advanced life support 
and for the purpose of emergency patient transportation, 
which serves as a mobile intensive care unit as defined by 
this chapter, and which serves as an emergency ambulance 
as defined by N.J.A.C. 8:40, Manual of Standards for Licen­
sure of Mobility Assistance Vehicle and Ambulance Ser­
vices. 
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MOBILE INTENSIVE CARE PROGRAMS 

"Authorized" means approved by the Commissioner, or 
his or her designee, in accordance with the provisions of this 
chapter. 

"Authorized mobile intensive care unit" means a mobile 
intensive care unit authorized by the Department to provide 
advanced life support services to a specific population, 
geographic region, or political subdivision. 

"Available" means ready for immediate use (pertaining to 
equipment, vehicles and personnel); or, immediately acces­
sible (pertaining to records). 

8:41-1.3 

"Base station physician" means any physician licensed by 
the Board of Medical Examiners of New Jersey who pro­
vides medical command to advanced life support personnel 
by radio, telephone or other direct means, as part of an 
authorized intensive care program. 

Next Page is 41-3 41-2.1 Supp. 11-15-99 



MOBILE INTENSIVE CARE PROGRAMS 

"Basic life support (BLS)" means a basic level of prehos­
pital care which includes patient stabilization, airway main­
tenance, cardiopulmonary resuscitation (to the standards of 
the American Heart Association), control of hemorrhage, 
initial wound care, fracture stabilization, victim extrication, 
and other techniques and procedures as defined in the 
United States Department of Transportation (U.S.D.O.T.) 
curriculum for Emergency Medical Technician-Ambulance 
(obtainable from the Superintendent of Government Docu­
ments, Washington, D.C. 20402) incorporated herein by 
reference and as promulgated by the Commissioner. 

"Certified" means official confirmation that an individual 
has completed the requirements of an approved program 
and has demonstrated a competence in the subject matter to 
the satisfaction of the certifying agency. 

"Chief administrator" means the Director of the Office of 
Emergency Medical Services in the New Jersey Department 
of Health and Senior Services. 

"Commissioner" means the Commissioner of Health and 
Senior Services of the State of New Jersey. 

"Communicable disease" means an illness due to a specif­
ic infectious agent or its toxic products, which occurs 
through transmission of that agent or its toxic products from 
a reservoir to a susceptible host. 

"Department" means the New Jersey Department of 
Health and Senior Services. 

"Didactic coordinator" means the person responsible for 
the didactic training, offered in conjunction with a college, 
in accordance with this chapter. 

"Didactic training" means the classroom portion of the 
paramedic training program, as authorized by the Commis­
sioner, and which meets, at a minimum, the requirements as 
outlined by the U.S. Department of Transportation curricu­
lum for EMT -paramedic (obtainable from the Superinten­
dent of Government Documents, Washington, D.C. 20402), 
incorporated herein by reference. 

"Director" means the individual responsible for the gen­
eral operation of a mobile intensive care program. 

"Dispatch center" means a facility that provides coordi­
nated dispatching of emergency services for a given area. 

"Emergency medical services (EMS)" means a system for 
the provision of emergency care and transportation of indi-
viduals who are sick or injured. · 

"Emergency medical services (EMS) educator" means the 
individual responsible for the clinical training of paramedics, 
paramedic students, EMTs, nurses and physicians, as de- ' 
fined by, and required in, this chapter. 

8:41-1.3 

"Emergency Medical Technician (EMT)" means an indi­
vidual trained and currently certified by the Commissioner 
as an EMT or EMT-Defibrillation, in accordance with 
N.J.A.C. 8:40A. 

"Governing body" means the organization or persons 
holding legal responsibility for the operation of a hospital, 
health care facility, business or other agency. 

"Health care facility" means a facility so defined in the 
Health Care Facilities Planning Act, N.J.S.A. 26:2H-l.l et 
seq. 

"JEMS (Jersey Emergency Medical Services) Communi­
cation Plan" means the authorized communication plan for 
emergency medical services, as issued by the Department. 

"Licensed vehicle" means a vehicle that has been licensed 
in accordance with this chapter for the purpose of providing 
prehospital advanced life support as a mobile intensive care 
unit. 

"MED channels" means those specific radio frequencies 
designated by the Federal Communications Commission for 
the exclusive use in providing on-line medical command to 
MICUs, as defined in 47 CFR 90.27(c)(13)(i), and include 
those additional channels used for coordination of MED 
Channels as defined at 47 CFR 90.27(c)(ll). 

"Medical command" means medical supervision provided 
to prehospital advanced life support providers by a licensed 
physician via radio, telephone or other direct means of 
communication. 

"Medical control" means the medical oversight provided 
- to the operations of a mobile intensive care unit (MICU), 
including written protocols, quality assurance and other 
medical supervision of the MICUs operations. 

"Medical director" means a physician who meets the 
requirements of this chapter and is responsible to provide 
medical oversight to the operations of the MICU. 

"Medical record" means the documentation completed 
each time the MICU makes physical or verbal contact with a 
patient, in accordance with the requirements of this chapter. 

"Mobile Intensive Care Advisory Council" means the 
advisory council charged with advising the Commissioner on 
matters regarding the provision of prehospital advanced life 
support, as defined at N.J.S.A. 26:2K-16. 

"Mobile intensive care nurse (MICN)" means a registered 
professional nurse licensed by the New Jersey State Board 
of Nursing who has at least one year of emergency or 
critical care nursing experience, is currently certified in 
advanced cardiac life support and basic cardiac life support 
to the standards of the American Heart Association, is 
currently certified by the Commissioner as an EMT, is 
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8:41-1.3 

endorsed by the program's medical director, and is staffing 
an authorized mobile intensive care unit. 

"National Registry (NREMT)" means the National Reg­
istry of Emergency Medical Technicians, PO Box 29233, 
Columbus, OH 43229. 

"Office of Emergency Management (OEM)" means the 
Office of Emergency Management of the New Jersey State 
Police. 

"Office of Emergency Medical Services (OEMS)" means 
the Office of Emergency Medical Services in the New Jersey 
Department of Health and Senior Services. 

"Paramedic" means a person who has completed a train­
ing program authorized by the Department and who is 
certified by the Commissioner pursuant to N.J.A.C. 8:41-4. 

"Patient" means any person who is ill or injured, living or · 
deceased and with whom the mobile intensive care unit has 
established physical or verbal contact. . 

"Physician" means a person who has earned the degree of 
M.D. or D.O. an~ who is licensed to practice medicine and 
surgery by the New Jersey State Board of Medical Examin­
ers. 

"Prehospital ALS provider" means a mobile intensive 
care paramedic as defined by N.J.S.A. 26:2K-7 et seq., who 
is certified in accordance with the provisions of this chapter, 
or a mobile intensive care nurse as defined by this chapter. 

"Provide" means furnishing, conducting, maintaining, ad­
vertising, or in any way engaging in or professing to engage 
in any activity regulated by this chapter. 

"Provider" means any person, agency or institution, public 
or private, that provides authorized mobile intensive care 
unit. services. 

"Radio failure," when applied to medical command, 
means circumstances that prevent prehospital advanced life 
support providers from communicating with their base sta­
tion physician for medical command due to technical diffi­
culties. 

"Radio failure protocols" means the specific course of 
treatment to be followed by the prehospital advanced life 
support provider in the event contact with the base station 
. cannot be made, and which is authorized by the Commis­
sioner. 

"Receiving hospital" means any hospital to which a pa­
tient is transferred following the provision of advanced life 
support services, including those patients evaluated but not 
treated by the MICU. 

DEPT. OF HEALTH AND SENIOR SERVICES 

"Regional communications center" means a facility desig­
nated by the Department to coordinate communications of 
mobile intensive care units, including biomedical telemetry, 
radio and telephone services essential to dispatch and medi­
cal command. 

"Revocation" and "revoked" mean the permanent remov­
al of a license, certificate or endorsement, and shall have the 
effect of permanent debarment. 

"Specific order" means an order by a licensed base station 
physician or other medical command physician with regard 
to the treatment of a patient, whether directly transmitted 
by the physician or. relayed through a licensed registered 
professional nurse in accordance with this chapter. 

"Standing orders" means specific treatment protocols that 
are authorized by the Commissioner, that relate to immedi­
ate life saving treatment of a patient and that occur without 
any communications with the base station physician. 

"Suspended" means the temporary cancellation of any 
license, certificate, endorsement or privilege. 

"Therapeutic agent" means any drug or agent which is 
used in the !reatment of the sick or injured, including those 
authorized in accordance with N.J.A.C. 8:41:...S. 

"Unsafe vehicle" means, but is not limited to, any vehicle 
used as an MICU with any defect of the vehicle's exhaust, 
brakes, suspension, tires, and/or engine systems and any 
defect or fault in any required patient care equipment that 
poses a risk of harm, injury or death to patients, employees 
or passengers. 

"Valid" means current, up-to-date, not expired, in effect, 
and/or not past the renewal date recommended by the issuer 
of the certificate or license. 

Amended by R.1995 d.392, effective July 17, 1995. 
See: 27 N.J.R. 80S( a), 27 N.J.R. 2744(a). 
Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). · 

Changed references to the Department of Health and Senior Services 
and to officials of the Department throughout; in "Advanced life 
support ambulance", substituted "Mobility Assistance Vehicle" for 
"Invalid Coach" following "Licensure of'; in "Mobile intensive care 
nurse (MICN)", changed a reference to EMTs; and rewrote "Emer-. 
gency Medical Technician (EMT)", "MED channels" and "Valid". 

SUBCHAPTER 2. APPROVAL; LICENSING; 
PENALTIES 

8:41-2.1 Approvals required 

No person, institution or agency, public or private, shall 
provide mobile intensive care services in any form or man­
ner unless the provider is approved by the Department to 
do so. 
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MOBILE INTENSIVE CARE PROGRAMS 

8:41-2.2 Certificate of need required 

(a) No applicant shall be approved to provide mobile 
~, intensive care unit services unless approval is granted under 

the Department's Certificate of Need Program, pursuant to 
N.J.A.C. 8:33N and N.J.S.A. 26:2H-l.l et seq. 

(b) The terms and conditions set forth in the certificate 
of need and any subsequent conditions shall be binding 
upon the program. Failure to comply with any such condi­
tion shall be deemed cause for action against the program, 
in accordance with N.J.A.C. 8:41-2.7, 2.8 and 4.12. 

8:41-2.3 Approval procedures 

(a) Following their approval by the Certificate of Need 
program, any qualified applicant desiring to provide mobile 
intensive care services shall make application in accordance 
with the requirements of this chapter. 

(b) No authorization, certificate or license issued by the 
Department shall be transferred or otherwise assigned to 
any other party. Any proposed change to the operations of 
the program as specified in the approval or Certificate of 
Need shall not occur prior to Department approval. 

8:41-2.4 Surveys and inspections 

(a) Authorized representatives of the Department shall 
conduct surveys and inspections to determine compliance 
with this chapter. 

(b) Survey visits may be made by any authorized repre­
sentative of the Department at any time to any location 
used or occupied by the program or its agents. The survey 
may also take place at any place where the vehicle is 
located. Such visits may include, but are not limited to, the 
review of all documents and patient records, and/or confer­
ences with patients. 

(c) The program and its employees shall permit autho­
rized representatives of the Department to make such sur­
veys as required by the Department. 

8:41-2.5 Report of unusual occurrences 

(a) The program shall notify the Department by tele­
phone by the next business day, followed by written confir­
mation, of: 

1. Any death or injury requiring hospitalization of an 
employee due to an on-the-job incident; 

2. Any police reported motor vehicle accident in which 
the mobile intensive care unit was involved, regardless of 
injuries. The written report shall include a copy of the 
police report and shall be forwarded within 14 days of the 
accident; 

3. Any event occurring on or within the licensee's 
' ~ vehicle(s) or place of business that results in damage to 

records as required by this chapter; 

8:41-2.7 

4. The loss of any controlled dangerous substance of 
Schedule I-V inclusive, as defined by N.J.S.A. 24:21-1 et 
seq. This does not relieve the provider of any responsi­
bility for reporting as required by N.J.A.C. 8:65; or 

5. Any instance when an interruption in service, as 
defined by the program's certificate of need, occurs for 
more than eight consecutive hours. 

(b) All telephone reports of unusual occurrences shall be 
made to the Office of Emergency Medical Services on or 
before the next business day during regular business hours. 

(c) The required written confirmation shall include any 
additional information known to the licensee, copies of any 
official reports and licensee's estimate of the degree of 
disruption of services. This confirmation shall be received 
by the Department no later than 14 days after the incident. 

(d) Information received by the Department through the 
inspection process authorized by N.J.S.A. 26:2H-1 et seq. 
and this chapter shall not be disclosed to the public in such 
a way as to indicate the names of specific patients or 
hospital employees to whom the information pertains. The 
Department shall forward inspection reports to the MICU 
program hospital at least 30 days prior to public disclosure. 
In all cases where the hospital comments on the inspection 
report, the hospital comments and the inspection report 
shall be released simultaneously by the Department. In 
cases in which the Commissioner determines that the pro­
tection of public health and safety necessitates immediate 
public disclosure of information, inspection reports may be 
disclosed immediately. 

(e) Notwithstanding (d) above, these rules shall not be 
construed to interfere with existing legislation or the estab­
lished rights and privileges of the public prosecutor and 
litigants having access to hospital records, nor shall determi­
nations herein be construed to interfere in any way with the 
orderly legal process of obtaining access to such records. 

Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (d), changed N.J.S.A. reference, and inserted a reference to this 
chapter in the first sentence. 

8:41-2.6 Policy and personnel files 

No approval shall be issued unless the applicant has a 
policy and procedure manual that meets the requirements of 
N.J.A.C. 8:41-9 and has personnel files on each employee 
that consist of the employee's name, home address and 
documentation of current required certifications and con­
tinuing education units on personnel recertified by the 
program. No program shall develop policies that are con­
trary to public law or rule. 

8:41-2.7 Enforcement 

(a) The Office of Emergency Medical Services of the 
Department is empowered to act for the Commissioner and 
the Department to enforce the provisions of this chapter. 

41-5 Supp. 8-17-98 



8:41-2.7 

(b) Violation of any portion of this chapter by a program 
may be cause for action against the program, including, but 
not limited to, reprimand, suspension of approval or licen­
sure, revocation of approval or licensure, fines, placing of 
conditions for continued operation of a program, the reas­
signment of medical command or any combination of these 
penalties. In addition to any action taken under this chap­
ter, all matters of a criminal nature shall be forwarded to 
the appropriate authorities for disposition .. 

(c) Violation of any portion of this chapter by an individ­
ual may be cause for action against the individual, including, 
but not limited to, reprimand, probation, suspension of 
certification or privileges, revocation of certification or privi­
leges, fines, or any combination of these. In addition to any 
action taken under this chapter, all matters of professional 
misconduct shall be referred to the appropriate licensing 
board(s). Matters of a criminal nature shall be forwarded 
to the appropriate authorities for disposition. 

(d) The Chief Administrator of the Office of Emergency 
Medical Services may authorize action against a program 
which is utilizing an unsafe vehicle, as defined by this 
chapter, including: 

1. Immediately placing the unsafe vehicle out of ser­
vice; 

2. Instituting a Departmental action against the pro­
gram and/or provider responsible for the violation; and 

3. Instituting other actions as allowed by law or rule. 

8:41-2.8 Hearings 

Except in circumstances deemed by the Commissioner to 
be a hazard to public health and safety, no fine shall be 
assessed nor approval suspended or revoked without afford­
ing the program or accused individual an opportunity for a 
hearing. In the event of action which results in the suspen­
sion of a certificate, approval, license or endorsement, the 
hearing shall be held within 30 days unless an adjournment 
is requested by the program or accused individual. Unless 
otherwise required by this chapter, the procedures governing 
all hearings shall be in accordance with the Administrative 
Procedure Act (N.J.S.A. 52:14B-1 et seq.) and N.J.S.A. 
26:2H-1 et seq., as well as the Uniform Administrative 
Rules of Practice, N.J.A.C. 1:1. 

Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

Substituted a reference to fines for a reference to penalties in the 
first sentence. 

8:41-2.9 Waiver 

(a) The Commissioner or his or her designee may grant a 
waiver of parts of this chapter if, in his or her opinion, such 
a waiver would not: 

1. Endanger the life, safety or health of any person who 
utilizes the services; or 
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2. Adversely affect the provision of the service. 

(b) A program seeking a waiver of part( s) of this chapter 
shall apply in writing to: 

Office of Emergency Medical Services 
PO Box360 
Trenton, NJ 08625-0360 

(c) The Department shall provide a response to any 
request for a waiver · to the applicant within 60 days of 
receipt of the application. 

Amended by R.1994 d.35, effective January 18, 1994. 
See: 25 N.J.R. 2665(a), 26 N.J.R. 355(a). 
Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (b), changed the address; and added (c). 

8:41-2.10 Research proposals 

(a) As used in this section, the following terms are de­
fined as follows: 

1. "Research" means a scientific investigation de­
signed to establish facts and to analyze their significance, 
including: 

i. Any study directed at systemizing data related to 
the causes, mechanisms, diagnosis and treatment of 
injuries; 

ii. Data collection for purposes other than EMS 
management or evaluation; and 

iii. Any other .use of EMS client data, unless specifi­
cally authorized by this chapter; 

2. "Principal investigator" means· the person responsi­
ble for proposing and coordinating the research project; 

3. "Human subject" means the person under consider­
ation who is affected with a disease or condition which is 
being treated or observed with medical and surgical pro­
cedures and about whom the researcher obtains: 

i. Historical data (for example, initial symptoms, 
circumstances surrounding the event, associated medi­
cal conditions) through intervention or interaction with 
the individuals or their family; and 

ii. Identifiable private client data as recorded in the 
ED record, the hospital chart or the EMS prehospital 
run report; 

4. "The Institutional Review Board (IRB)" means the 
board established by a licensed hospital to review biomed­
ical and/or behavioral research using human subjects that 
is conducted at or supported by the hospital, in order to 
protect the rights of the human subject, and to approve 
said research; and 
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5. "Participating organizations" means volunteer, mu­
nicipal or proprietary ambulance companies, licensed 
MICU programs, a receiving hospital and/or other specific 
EMS-related organization. 

(b) No licensee shall engage in any prospective research 
activity involving drug trials or invasive procedures, unless 
first authorized to do so by the Commissioner. 

(c) The procedure to request approval to conduct re­
search projects shall be as follows: 

1. The principal investigator shall first meet all re­
quirements of the Federal regulations, including those in 
42 U.S.C. 6a, III, G289; 

2. The principal investigator shall obtain the approval 
of the IRB at the hospital sponsoring or endorsing the 
study; 

i. If the principal investigator is not a member of 
the sponsoring institution's medical staff, the proposal 
shall include the name of the institution's principal 
investigator responsible for the conduct of the study; 

3. The principal investigator shall obtain approval of 
the MICU's medical director. The MICU medical di­
rector has ultimate authority and responsibility for the 
conduct of the research project; 

4. The application shall also include specification of 
any procedure or drug that is proposed that is not mani­
festly approved by this chapter; 

5. If the proposal is directed to operational systems 
and is not directly related to human subjects, the principal 
investigator shall submit documentation that IRB approv­
al is not necessary; 

6. Forty copies of the proposal shall be submitted to 
the Department through the Office of Emergency Medi­
cal Services (OEMS) no later than 30 days before the 
scheduled meeting of the MICU Advisory Council at 
which the principal investigator wishes to present the 
proposal; 

7. The proposal shall be reviewed at the MICU Advi­
sory Council meeting or by a research subcommittee as 
appointed by the chair of the MICU Advisory Council. 
The. Council or committee shall review the proposal, 
make any comments it deems necessary, and make a 
recommendation with regard to approval or disapproval 
of the proposal. The recommendation, comments and 
proposal shall be forwarded to the Commissioner by 
OEMS; and 

8. The Commissioner shall have final authority in the 
approval or disapproval of all research studies. The 
Department shall notify the principal investigator of its 
determination via mail. The study shall not be started 
until approval is obtained from the Commissioner. 

(d) The format of the proposal shall include: 

8:41-2.10 

1. Background information, including rationale and 
relevant literature; 

2. Specific aims and objectives, which shall be clearly 
stated, including the hypothesis and data to be gathered 
or tested; 

3. Significance, relevance, benefits of and justification 
of the research; 

4. Details of the methods utilized, including research 
design, how results will be analyzed, number and type of 
clients, research tools utilized, amount of time necessary 
and any risks involved; 

5. If patient procedures or drugs are needed, an ex­
planation of the procedures, risks, frequency, duration 
and precautions in detail, and a summary of the compe­
tence of personnel performing the procedure and the time 
frames of the study; 

6. A detailed description of the mechanisms of patient 
protection, including: 

i. How confidentiality of client data will be main­
tained, including methods of safeguarding client-identi­
fiable data; and 

ii. If the research directly involves human subjects, 
how consent will be obtained and documented; and 

7. Administrative details, including budget, facilities 
used, and personnel issues. 

(e) The Commissioner retains the right to revoke or 
suspend approval for any research project, regardless of 
stage of the research, for violations of the terms of the 
approval, violations of any part of this chapter or applicable 
statute, violations of patient's rights or confidentiality or for 
reasons of patient safety. 

(f) The principal investigator shall submit interim reports 
as required by the approval notice to the MICU Advisory 
Council. These reports shall include: 

1. A brief summary of the project with the methodolo-
gy of the study; 

2. Objectives of the study; 

3. Results of the study, to date; 

4. Amount and type of work remaining; and 

5. Any conclusions reached to date. 

(g) The principal investigator shall submit a final report 
to the Commissioner, OEMS and the MICU Advisory 
Council, including a one page abstract. 

(h) If the proposal involves a therapeutic agent not ap­
proved in accordance with N.J.A.C. 8:41-8, the Commis­
sioner may authorize the use of said agent in his or her 
approval of the study. The Commissioner's approval shall 
specify the length of time the agent may be used, and shall 
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be subject to the terms and conditions imposed in the 
approval notice. Thereafter, if the medication is to be 
continued, it must be added to N.J.A.C. 8:41-8 in accor­
dance with the provisions of the Administrative Procedure 
Act. Only programs officially designated by the principal 
investigator and authorized by the Commissioner shall uti- · 
lize any medication under study. 

SUBCHAPTER 3. VEHICLES AND PERSONNEL 

8:41-3.1 Vehicle license required 

(a) No program shall utilize any vehicle as a primary or 
back-up MICU unless the vehicle is first inspected and 
licensed by the Department in accordance with this chapter. 
The Department shall make an inspection of new vehicles 
within five business days of the request. 

(b) The vehicle license issued in accordance with this 
chapter shall be valid from July 1 through June 30 of the 
following year. All new vehicle licenses issued shall expire 
on June 30. The vehicle thereafter would be subject to the 
annual license period. 

8:41-3.2 Inspections 

(a) The Department shall conduct inspections on each 
vehicle approved under this chapter at least once every year. 
In addition, the Department shall conduct unannounced 
surveys and program inspections for compliance with this 
chapter. 

(b) Unannounced surveys may be conducted by the De­
partment at any time and at any place the vehicle is located, 
provided that patient care is not compromised. The scope 
of the survey shall be determined by the authorized repre­
sentative of the Department conducting the survey, and may 
include, but not be limited to: an examination of patient 
records, equipment, personnel and staffing, vehicles and 
facility. 

8:41-3.3 Vehicles 

(a) Each program shall secure a sufficient number of 
vehicles in order to comply with the schedule below in order 
to provide an adequate number of back-up vehicles. For 
the purposes of this section, a part-time vehicle shall consti­
tute a fuil operational . vehicle. For example, a program 
operating a full-time vehicle and part-time vehicle has two 
approved vehicles, and would require one back-up vehicle. 

Approved Operational 
Vehicles 

1 or 2 
3 or 4 
5 or 6 
7 or 8 

9 or more 

Back-up Vehicles 
Required 

1 
2 
3 
4 
5 

DEPT. OF HEALTH AND SENIOR SERVICES 

(b) No program shall allow the operation of any vehicle 
that is patently unsafe to drive, presents a hazard to person­
nel and/or bystanders, or has not passed New Jersey Divi­
sion of Motor Vehicles (N.J.D.M.V.) inspection and does 
not display a valid inspection sticker. · 

. (c) Each vehicle approved in accordance with this chapter 
shall be equipped with emergency warning devices, including 
red lights and a siren, so that it meets the definition of an 
emergency vehicle as defined by N.J.S.A. 39:1-1 et seq. and 
N.J.A.C. 13:24. 

(d) Each vehicle approved in accordance with this chapter 
shall be registered and insured in accordance with applica­
ble State law and rule. 

(e) MICUs which provide transportation to patients shall 
meet the standards set forth for emergency ambulances in 
N.J.A.C. 8:40 as a condition of licensure as a MICU. These 
vehicles are subject to licensure only as MICU vehicles, in 
accordance with this chapter. In the event of a conflict 
between N.J.A.C. 8:40 and. this chapter, the MICU shall 
meet the higher of the two standards. 

Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

Rewrote (a). 

8:41-3.4 Required vehicle markings 

(a) Each vehicle licensed in accordance with this chapter 
shall bear the following markings: 

1. The name of the program approved to provide the 
MICU service and, in the event the vehicle is operated by 
several hospitals, all participating hospitals named in the 
certificate of need shall be listed; and 

2. The term "paramedics," "mobile intensive care 
unit," or "Advanced Life Support." 

8:41-3.5 Required equipment 

(a) Every vehicle licensed in accordance with this chapter 
as an MICU shall be equipped with the following items: 

1. All communications equipment as required by this 
chapter; 

2. A cardiac monitor that shall have a DC defibrillator 
that can provide both defibrillation and synchronized 
cardioversion, and shall have the capability of producing a 
paper recording of cardiac rhythms; 

3. An external pacemaker; 

4. Assorted needles, syringes and intravenous supplies 
to include: 

i. Blood tubes for laboratory specimens; 

ii. Intravenous (IV) tubing and catheters; 

iii. Phlebotomy equipment; and 
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iv. Needle and syringe disposal containers; 

5. Pediatric equipment to include: 

i. Pediatric airway management materials including: 

(1) Airways, endotracheal tubes and stylets; 

(2) Pediatric and infant laryngoscope blades; and 

(3) Pediatric and infant sized oxygen masks and 
bag -valve-masks; 

ii. Pediatric-sized electrodes and paddles for the 
monitor/defibrillator; 

iii. Pediatric and infant-sized IV catheters and/or 
winged infusion sets; 

iv. lntraosseous infusion sets; and 

v~ Pediatric and infant sized blood pressure cuffs; 

6. Adult airway management equipment to include: 

i. Oropharyngeal and nasopharyngeal airways of vari­
ous sizes; 

ii. Laryngoscope blades, handles, endotracheal tubes, 
and stylets; and 

iii. Oxygen masks, cannulas and bag-valve-masks; 

7. Oxygen in a United States Department of Transpor­
tation (U.S.D.O.T.) approved cylinder that has a current 
hydrostatic testing date on it, in accordance with 
U.S.D.O.T. Regulations; 

i. Each oxygen system shall have a flowmeter. Each 
flowmeter shall have a gauge or dial with a range of at 
least zero to 15 liters per minute (lpm) in calibrated 
increments. The flowmeter on portable systems shall 
be non-gravity dependent. Flowmeters shall be accu­
rate to within one lpm when at a setting equal to or less 
than five lpm, 1.5 lpm when at a setting between six and 
10 lpm and within two lpm when at a setting equal to or 
greater than 11 lpm. Non-dial type flowmeters must 
take at least one full turn to go from zero to 15 lpm. 
Indicators on dial-type flowmeters must be securely 
seated at each flow rate position; 

ii. All bag-valve-masks shall be free from leaks, and 
shall be clean and free of contamination. The bags 
shall recycle at a rate of 20 times a minute for an adult 
unit, 30 times a minute for pediatric units and 40 times 
a minute for infant units, shall have an oxygen supply 
(reservoir) system and shall be capable of providing 
adequate resuscitation pressures. Any bag that has a 
"pop off valve" shall have a device to easily defeat the 
valve; 

8. A portable suction unit that is capable of providing 
adequate suction to clear a patient's airway. In addition, 
each transport MICU shall be equipped with an on-board 
suction unit. All suction units shall meet the following 
standards: 

41-9 
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i. All installed suction units on transporting MICUs 
shall be powered by the vehicle's electrical system and 
shall be securely mounted in a location to allow easy 
access to the patient on the stretcher, shall provide a 
flow rate of at least 30 liters per minute and a vacuum 
pressure of at least 300 mmHg within four seconds and 
a maximum vacuum pressure of at least 400 mmHg; 

ii. Each portable suction unit shall be powered by an 
integral battery or by gas. Each portable suction unit 
shall meet the requirements of the vehicle suction unit 
for flow and vacuum pressure as described above. It 
shall meet the standard both initially and after 20 
minutes of continuous operation; 

iii. El:).ch suction unit shall be equipped with a non­
breakable collection bottle, at least three feet of non­
collapsible suction tubing and· an assortment of adult 
and pediatric-sized suction catheters; 

9. A sterile obstetrical delivery/emergency childbirth kit 
that contains four towels, 12 sterile gauze compresses . 
(four inches by four inches), four sterile umbilical cord 
clamps, one sterile bulb syringe (aspirator), one receiving 
blanket, four pairs of sterile surgeons gloves, one pair of 
sterile scissors or a sterile scalpel, a meconium aspirator 
and one set of eye protection. If these items are in a 
sealed sterile pack, the packet shall have a list of contents 
affixed to it. Items needed for this requirement may also 
be readily available on the vehicle if not included in the 
package; 

10. Trauma supplies to allow adequate treatment of 
trauma and burn patients, to include: 

i. Material for bandaging; 

ii. Sterile dressings; 

iii. Occlusive dressings; 

iv. Burn sheets or burn dressings; 

v. Blood pressure cuffs; and 

vi. Equipment to perform needle chest decompres­
sion; 

11. Only those medications listed in N.J.A.C. 8:41-8.1, 
and no others; 

12. Nasogastric tubes and irrigation syringes; 

13. Personal protective gear to include helmets, goggles 
and gloves, protective outer garments to include at least 
two sets of full protective outer garments, disposable 
exam gloves, and personal protective isolation garments. 
The personal protective gear shall provide protection 
commensurate with the exposure threats encountered by 
the staff during the course of their duties, and shall, at a 
minimum, meet the requirements under the general re­
quirements provisions of 29 CFR 1910.132 et seq.; 

14. A current copy of the U.S. Department of Trans­
portation (D.O.T.) Emergency Response Guidebook (ob-
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tainable from the Superintendent of Documents, Wash­
ington, D.C. 20402, or U.S.D.O.T., National Highway 
Traffic Safety Administration, 7th St. SW, Washington, 
D.C. 20590) and a copy of the program's approved radio 
failure protocols that is to be kept in each licensed 
vehicle; 

15. Assorted sizes of rigid cervical collars; 

16. A long spine board; 

17. Back-up medications and other equipment needed 
to provide for uninterrupted service; 

18. A set of binoculars; 

19. A pulse oximeter; 

20. Effective January 1, 1999, an intravenous infusion 
pump; and 

21. A blood glucose monitoring system, either electron­
ic or visual. 

Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (a), inserted a reference to meconium aspirators in 9, deleted 
former i and recodified former ii through vii as i through vi in 10, 
added a second sentence in 13, and added 19 through 21. 

8:41-3.6 Optional equipment 

(a) Each program may carry additional equipment it 
deems necessary for the provision of prehospital ALS, pro­
vided that equipment does not permit staff to render care 
beyond that allowed under this chapter. These may in­
clude: 

1. An Esophageal Gastric Tube Airway, a laryngeal 
mask airway and other commercial airways of similar 
design or function; 

2. A time-cycled resuscitator, provided the device 
meets ventilatory requirements of the American Heart 
Association; 

3. Positive pressure resuscitators ("demand valve" re­
suscitators). Each device shall provide 100 percent oxy­
gen, have an instantaneous flow rate between 35 and 45 
liters per minute, deliver an inspiratory pressure between 
55 and 65 em water and have a standard 15/22mm fitting; 

4. A spinal immobilization device (for example, 
K.E.D.); 

5. Adult and Pediatric-sized pneumatic anti-shock gar­
ment (PASG); and 

6. A Doppler-type stethoscope. 

Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (a), substituted "a laryngeal mask airway and other commercial 
airways of similar design or function" for "and other commercial 
airways" at the end of 1, deleted former 3, recodified former 4 through 
6 as 3 through 5, added "Adult and" at the beginning of 5, and added a 
new6. 
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8:41-3.7 Back-up vehicles 

Back-up vehicles need not have the required equipment 
as listed in this subchapter at all times, provided that, when 
the vehicle is utilized as an MICU, all required equipment 
shall be in place and operational. 

8:41-3.8 Vehicle out of service logs 

Each vehicle approved under this chapter shall have a log 
kept which specifies out of service time, the cause of the 
problem and its resolution. Additionally, each program 
shall develop and maintain a· program of preventive mainte­
nance for each licensed vehicle. 

8:41-3.9 Safety of operation 

The responsibility for safe operation of each vehicle li­
censed under this chapter shall rest with the advanced life 
support personnel staffing that unit. No provider shall 
operate any vehicle licensed under this chapter without due 
regard for the safety of the general public or without 
adhering to all applicable statutes. 

8:41-3.10 Storage of equipment 

All equipment carried by a licensed MICU shall be stored 
in a manner not presenting a hazard to any vehicle occupant 
in the event of an accident or sudden change in vehicle 
speed or direction. 

8:41-3.11 Biomedical equipment maintenance 

(a) Each program shall develop and maintain a program 
of maintenance for its biomedical equipment in accordance 
with institutional policy, including, but not limited to, a 
maintenance program for cardiac monitor/defibrillators and 
external pacemakers. 

(b) Each item of biomedical equipment shall be checked 
in accordance with institutional policy by a qualified 
biomedical engineer or service technician to determine ac­
curacy and safety. The program shall maintain a record of 
the service of its biomedical equipment. 

8:41-3.12 Sanitation 

(a) Each vehicle licensed under this chapter shall be kept 
in a neat, clean, orderly fashion so as to permit easy access 
to equipment and supplies. 

(b) Each vehicle shall be free from blood or other bodily 
fluids and noxious odors. 

(c) All patient care equipment shall be kept in a clean, 
sanitary condition free from noxious odors, bodily fluids or 
other contaminants. 
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(d) Non-disposable patient care equipment shall be de­
contaminated after each patient use in a manner consistent 
with the hospital's requirements for equipment decontami-· 
nation. No airway, tube, catheter or other similar device 
shall be used on more than one patient unless sterilized in 
accordance with manufacturer's recommendations. 

(e) No vehicle shall carry any medication, solution or 
other equipment beyond the expiration date posted on it. 

(f) Each vehicle and cabinet or other storage place for 
medications shall be sufficiently climate controlled so that 
the medications and solutions are kept within the tempera­
ture range recommended by the manufacturer. Each vehi­
cle shall have a temperature recording device which shall, at 
least, record the highest and lowest temperature during a 
specified time period. 

Amended by R.1998 d.433, effective August 17, 1998. 
~ee: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (f), added a second sentence. 

8:41-3.13 Director 

(a) Every program approved under this chapter shall have 
a director who shall be responsible for all activities of the 
mobile intensive care program. 

(b) No person shall be appointed as the director unless 
that person is either a certified paramedic or a currently 
licensed registered nurse with at least one year of critical 
care experience or who has demonstrated by education or 
experience the ability to manage health care organizations. 

(c) Each program shall notify the Department in writing 
of any change of director within 14 days after the change. 

8:41-3.14 Minimum staffing 

No program shall operate a mobile intensive care unit 
unless that unit is staffed by a minimum of two prehospital 
ALS providers as defined in this chapter. 

8:41-3.15 Hours of operations 

(a) Each MICU program authorized under this chapter 
shall operate its vehicles so that coverage is maintained at 
least to the level required by the program's certificate of 
need. In the event the program is unable to meet this 
requirement and coverage is interrupted, the program shall: 

1. Assure that the service area is covered by another 
approved mobile intensive care program .to the level of 
service that would normally be provided; when there is an 
interruption in service of greater than eight hours; and 

2. Notify the Office of Emergency Medical Services by 
telephone on the next business day during regular busi­
ness hours, followed by written confirmation if there is an 
interruption in service of greater than eight hours. 

Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

8:41-3.16 

In (a), rewrote the introductory paragraph. 

8:41-3.16 Addition of temporary MICU vehicles 

(a) A program approved in accordance with this chapter 
may place a temporary MICU vehicle in service if public 
safety concerns necessitate additional coverage for a limited 
period of time. This shall include: 

1. Events where a large number of people are expected 
to gather; 

2. A temporary change in the accessibility of the ser­
vice area (for example, bridge or road closures); 

3. A mass casualty incident (MCI), disaster, an emer­
gency situation, as a part of an organized emergency 
preparedness action or drill; and/or 

4. Other situations that are not covered by this section, 
but which have been approved in advance by the Office of 
Emergency Medical Services (OEMS) of the Department. 

(b) No program shall operate a temporary MICU without 
obtaining prior approval from OEMS, excluding the situa­
tions listed (a)3 above. The procedure for obtaining ap­
proval shall be as follows: 

1. The program shall make application to OEMS in 
writing. Each application shall include: 

i. Details of the special event, including the reason 
for an additional MICU(s); 

ii. Documentation that the program's primary service 
area coverage will not be affected; and 

iii. If the site of the proposed vehicle is not within 
the program's primary service area, an agreement 
signed by the program that is the primary provider for 

. MICU services at that location; 

2. If circumstances arise that leave insufficient time for 
the program to apply in writing, the program may apply 
by telephone during regular business hours, Monday 
through Friday (9:00 A.M. to 5:00 P.M.), provided that 
written application is made as soon as is practical; and 

3. If additional units are placed into service due to the 
situations listed under (a )3 above, the program shall 
notify OEMS by phone on or before the next business day 
during regular business hours (Monday through Friday, 
9:00A.M. to 5:00P.M.). 

(c) OEMS will review all applications and, when appro­
priate, issue approvals in consideration of specific circum­
stances and in the interest of public health and safety. 
These approvals shall set forth the number of additional 
vehicles approved, hours of operation and the duration of 
the approval. Each program operating the additional units 
shall adhere to the terms and conditions of the approval. 

(d) A program seeking to place additional full time vehi­
cles, part-time vehicles or seasonal vehicles in their primary 

41-11 Supp. 8-17-98 



8:41-3.16 

service area beyond the minimum coverage specified in the 
program's certificate of need shall make application to the 
Department on forms provided by the Department, provid­
ing identifying information, as well as information substanti­
ating compliance with N.J.A.C. 8:41-3.3. The Department 
shall evaluate the application to assure compliance with this 
chapter, and upon so finding shall approve the additional 
vehicles in writing within 60 days of receipt of the applica­
tion. 

Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

Rewrote (d). 

SUBCHAPTER 4. TRAINING AND 
CERTIFICATION OF ADVANCED LIFE 
SUPPORT PERSONNEL 

8:41-4.1 Paramedic student selection 

(a) No person shall be enrolled as a paramedic student in 
any program, nor shall any person be eligible to be certified 
as a paramedic, unless that person: 

1. Has reached his or her 18th birthday; 

2. Has a high school diploma or its equivalent; 

3. Is currently certified by the Commissioner as an 
Emergency. Medical Technician (EMT), or Emergency 
Medical Technician-Defibrillation (EMT-D) in accor­
dance with N.J.A.C. 8:40A and maintains certification as 
at least an EMT throughout the training and until either 
certification as a paramedic or termination from the 
training program; 

4. Possesses a valid certification in cardiopulmonary 
resuscitation to the level of professional rescuer issued by 
the American Heart Association, the American Red Cross 
or the National Safety Council, and maintains the certifi­
cation throughout the training and until either certifica­
tion as a paramedic or termination from the training 
program; 

5. Is physically capable of performing all required skills 
of a paramedic student; and 

6. Has not been convicted of any crime, or an offense 
involving moral turpitude or drugs. 

i. An applicant may apply for a waiver of this re­
quirement from the Commissioner or designee, in ac­
cordance with N.J.A.C. 8:41-2.9. 

Amended by R.1994 d.35, effective January 18, 1994. 
See: 25 N.J.R. 2665(a), 26 N.J.R. 355(a). 
Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (a), rewrote 3, and substituted "Possesses a valid" for "Maintains 
current", substituted "issued by" for", in accordance with the standards 
of' and inserted a reference to the American Red Cross and the 
National Safety Council in 4. 
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8:41-4.2 Didactic sites 

(a) No person, group, program or agency, whether public ,~ 
or private, shall offer, or claim to offer, paramedic didactic 
or clinical training unless authorized by the Department to 
do so. 

(b) Any New Jersey college accredited by the Depart­
ment of Higher Education may seek to sponsor a didactic 
program through application to the Office of Emergency 
Medical Services of the Department. Applications shall 
include proposed lesson plans, affiliated clinical sites and 
other information as deemed necessary by the Department, 
including, but not limited to, instructional staff, physical 
plant and course content. Approval of new sites shall be 
based on system needs as determined by the Department. 
No classes shall be offered until approval is granted by the 
Department, subsequent to the Department's evaluation of 
the current supply of trained personnel, as it relates to need 
for such personnel. 

(c) All paramedic didactic programs shall include, as a 
minimum, the curriculum as set forth in the United States 
Department of Transportation Emergency Medical Techni­
cian-Paramedic National Standard Curriculum, incorporat­
ed herein by reference. While additional material may be 
presented, all topics of the curriculum shall be covered. 

(d) The Department, through the Office of Emergency 0 
Medical Services, shall conduct audits and inspections to 
insure compliance with the provisions of this subchapter. 
Authorized didactic sites shall submit reports to the Depart-
ment as required, including, but not limited to, course 
schedules, students registered and attending on the first 
night of class and final grade reports of students enrolled. 

8:41-4.3 Authorized clinical training sites 

(a) Any hospital approved to provide mobile intensive 
care unit services may seek to offer a paramedic clinical 
training program. The hospital shall make application to 
the Department's Office of Emergency Medical Services. 
Applications shall include clinical resources, training objec­
tives, didactic affiliations, the name of the medical director 
responsible for overseeing the training, and other such 
information as required by the Department of a specific 
applicant. No students may be sponsored for didactic train­
ing unless the sponsoring program is approved by the De­
partment to provide clinical training in accordance with this 
chapter. 

(b) The Department, through the Office of Emergency 
Medical Services, shall conduct such audits and inspections 
as required to insure compliance with the provisions of this ()/. 
subchapter. Autborized clinical training sites shall submit 
student rosters to the Department as needed to monitor the 
programs for compliance with this chapter. 
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(c) All paramedic clinical sites shall conduct their pro­
grams in compliance with the clinical training objectives of 
the Office of Emergency Medical Services as delineated at 
N.J.A.C. 8:41-11. All clinical training sites shall maintain 
accurate records of the students' progress, documenting 
satisfactory completion of all completed clinical objectives. 
These records shall be presented to the Department for 
inspection upon demand. 

8:41-4.4 Emergency medical services (EMS) educator 

Every clinical training program offered under this chapter 
shall employ a qualified individual who shall be an advanced 
life support provider, as defined by this chapter, to coordi­
nate the training activities. The EMS educator shall also 
ensure that the records required by this subchapter are 
maintained. The EMS educator shall insure that the train­
ee performs and demonstrates competence in all skills au­
thorized to be performed in accordance with this chapter, 
prior to endorsing the candidate for certification by exam. 

8:41-4.5 Evaluations 

The EMS educator shall provide each student at least 
four periodic written and verbal assessments. These evalua­
tions shall be signed by both the EMS educator and the" 
student. 

8:41-4.6 Timespan allowed 

(a) All clinical training requirements shall be completed 
within 18 calendar months of the completion of the didactic 
program. Candidates are eligible to request a three-month 
extension to complete the clinical training requirements. 
The requests shall be made to the Department and shall: 

1. Be made in writing by the EMS educator responsi­
ble for the student and received no later than 30 days 
before the expiration of the clinical training period; 

2. Include the candidate's name, didactic training site, 
didactic completion date, and clinical sponsor; 

3. Include an explanation of the need for the exten­
sion; and 

4. Contain an endorsement of the request. by the EMS 
educator and a statement reaffirming clinical sponsorship. 

(b) Candidates shall be advised, through their EMS edu­
cator, of the outcome of their request within 30 days of 
receipt by the Department. Only one clinical training ex­
tension will be granted per candidate. Candidates who 
receive an extension shall enter the examination process as 
defined by this subchapter by the first certification examina­
tion offered after the extension expires. 

(c) Any student failing to complete clinical training within 
the time span allowed by (a) above shall be required to 
complete a didactic course of study equivalent to the 
U.S.D.O.T. refresher curriculum for paramedics, the bal­
ance of the clinical time required and any additional time 

8:41-4.8 

the EMS educator deems necessary to demonstrate compe­
tence in the required clinical training objectives. In no 
instance shall the total training period exceed 36 months 
from the beginning of the didactic training program. 

(d) Paramedic students shall not transfer clinical sponsor­
ship during the course of the training unless the change is 
endorsed by both the original sponsor and the intended 
sponsor. 

8:41-4.7 Preceptor orientation 

(a) The EMS educator shall insure that all personnel 
providing clinical preceptorship to students who are being 
trained in accordance with this chapter: 

1. Are clinically competent to provide the necessary 
training; and 

2. Have received formal orientation to the training 
program. 

8:41-4.8 Certification examinations 

(a) Certification examinations for paramedics shall be 
scheduled a minimum of four times per calendar year. 

(b) No person, except as otherwise permitted by this 
chapter, shall be permitted to take the paramedic certifica­

c, tion examination unl~ss the person shall have first complet­
ed the approved training program specified in this chapter. 

(c) Application for the certification examination shall be 
made on forms prescribed by the Department, which shall 
bear the endorsement of both the EMS educator and medi­
cal director of the clinical training site. All signatures shall 
be original. 

(d) All applications shall be received by the Department 
by the announced closing date to be considered for the 
examination. If the application is received after the closing 
date, it shall be returned to the candidate with an explana­
tion of his or her ineligibility for that examination. 

(e) All examinations shall be conducted in accordance 
with the rules established by the Department, as well as any 
procedural requirements set forth by any testing agency 
utilized by the Department for the purpose of paramedic 
certification. 

(f) Upon successful completion of the certification exami­
nation, candidates shall be certified by the Department for a 
period of two years. Expiration dates shall be either on 
June 30 or December 31, as determined by the Department 
with regard to the examination date. 

(g) Only the Department shall be permitted to administer 
the examination or any parts thereof. Evaluators shall 
administer the examination in a manner consistent with the 
rules and policies of the Department and any agency autho­
rized to administer the examination. Failure to do so shall 
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be cause for revocation of evaluator status, as well as any · 
other action permitted by this chapter. 

1. The continuing education hours shall cover a mini-
mum of three of the six divisions of the United States 
Department of Transportation National Standard Curric­
ulum for Paramedics. For certification or recertification 
issued after August 17, 1998, the continuing education 
hours must have been obtained, at a minimum, in each of 
divisions two through six of the United States Department 
of Transportation National Standard Curriculum for Par­
amedics; 

8:41-4.9 Paramedic certification 

(a) Any person who has successfully completed the exam­
ination process or has been granted full reciprocity by the 
Department in accordance with N.J.A.C. 8:41-4.15 shall be 
deemed certified as a mobile intensive care paramedic by 
the Commissioner for a period of two years. Expirations of 
all permanent certifications shall be on June 30 or Decem­
ber 31, dependent on the date of initial certification. All 
certifications shall remain valid and in force unless suspend­
ed, revoked or otherwise cancelled in accordance with this 
chapter. 

(b) Each paramedic certified by the Department under 
.this chapter shall provide to the Department his or her full 
name, permanent mailing address and other information as 
required by the Department and law. This information 
shall be maintained by the Department permanently and 
shall be used to meet the requirements of N.J.S.A. 26:2K-7 
et seq. Any paramedic certified in accordance with this 
chapter shall notify the Department of any change of ad­
dress or name and shall provide appropriate documentation 
as required by the Department. 

8:41-4.10 Paramedic recertification 

(a) Every paramedic certified in accordance with this 
chapter shall document successful completion of continuing 
education requirements as listed in this chapter, on a form 
to be . submitted to the Department. These continuing 
education hours shall be accumulated over a two-year peri­
od. In the case of a paramedic, these credits shall be 
accumulated during the period of certification as issued by 
the Department. 

(b) All paramedics shall possess a valid certification in: 

1. Advanced Cardiac Life Support (ACLS) to the stan­
dards of the American Heart Association; and 

2. Cardiopulmonary Resuscitation (CPR) to the profes­
sional rescuer level issued by the American Heart Associ­
ation, the American Red Cross or the National Safety 
Council. 

(c) No person shall be recertified unless documentation 
of the required certifications, as specified in (b) above, 
accompanies the recertification application. 

(d) Paramedics shall practice ALS only when in compli­
ance with the certification requirements of this chapter. 

(e) A minimum of 48 hours of advanced level continuing 
education shall be accrued by prehospital advanced life 
support personnel over the two year period specified by (a) 
above, in accordance with the following: 

2. A minimum ·of 36 hours shall cover divisions two 
through six. No more than 12 hours shall be applied to 
division one; and 

3. The Department may evaluate standard courses (for 
example, New Jersey State Police HAZ-MAT courses) 
and college and professional (for credit) courses to deter­
mine applicability to paramedic recertification. The De­
partment shall provide information on approvals to inter­
ested parties. 

(f) In addition to required continuing education, par­
amedics shall demonstrate to their medical director profi­
ciency in all skills approved for prehospital care, as specified 
by N.J.A.C. 8:41-7.2. Proficiency may be demonstrated 
based on actual observation, field performance, or other 
methods as deemed necessary by the medical director. The 
medical director shall complete the forms required by this 
section and submit them to the Department attesting to the 

<7 level of proficiency of each paramedic seeking recertifica­
tion. Such forms shall reflect whether the skill level is 
satisfactory and. shali bear the original signature of the 
medical director. The director or EMS educator shall keep 
records to allow the completion of such forms that may be 
required for recertification. 

(g) Each paramedic shall perform a basic life support 
skills review on a biennial basis. These reviews shall be 
under the direction of a New Jersey State Certified EMT 
instructor for those skills which are a component of the 
USDOT curriculum for Emergency Medical Technicians 
including, but not limited to, KED, HARE, MAST. In 
addition, the EMS educator shall designate qualified per­
sons (for example, a Prehospital Trauma Life Support 
(PHTLS) or Basic Trauma Life Support (BTLS) instructor 
or an EMT instructor with proficiency in the area) to 
oversee the review of rapid takedown and standing long 
backboard skills and other advanced concepts that are con­
sidered to be basic life support skills. Each EMS educator 
shall maintain a record of the required BLS review on a 
form prescribed by the Department in this section. 

(h) Each paramedic seeking recertification shall have the 
endorsement of an approved program, prior to application 
for recertification. The Director or EMS educator of the 
program endorsing the paramedic shall verify that all por­
tions of these requirements have been met and that the 
paramedic is physically capable of performing his or her 
duties and shall forward all required documentation to the 
Department. The director or EMS educator shall sign the 
endorsement. 
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Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (b), substituted "possess a valid" for "maintain current" in the 
introductory paragraph, and substituted "issued by" for "to the stan­
dards of' and inserted a reference to the American Red Cross and the 
National Safety Council in 2; in (e), added a second sentence in 1; and 
in (g), changed references to EMT instructors. 

8:41-4.11 Mobile intensive care nurses 

(a) No licensee shall utilize a nurse in the capacity of a 
prehospital ALS provider unless: 

1. The nurse is currently licensed as a registered nurse 
by the New Jersey Board of Nursing; 

2. The nurse has completed at least one year in the 
provision of nursing care in hospital critical care units or 
emergency departments, as defined in N.J.A.C. 8:43G-9 
and 8:43G-12; 

3. The nurse is currently certified in advanced cardiac 
life support to the standards of the American Heart 
Association; 

4. The nurse is currently certified as an Emergency 
Medical Technician (or greater) by the Commissioner; 

5. The nurse is currently certified in cardiopulmonary 
resuscitation to the level of professional rescuer to the 
standards of the American Heart Association; 

6. The nurse has successfully completed at least a 
100-hour field internship on an approved mobile intensive 
care program's vehicle and has demonstrated proficiency 
in prehospital advanced life support to the satisfaction of 
the program's medical director; 

7. The nurse is sponsored by an approved mobile inten­
sive care program; and 

8. The nurse is physically capable of performing the 
duties of a mobile intensive care nurse. 

(b) Once the mobile intensive care nurse candidate has 
successfully met the qualifications as required by this section 
the physician medical director shall endorse the nurse as a 
mobile intensive care nurse. This endorsement shall in­
clude a statement attesting to the competency to perform all 
skills allowed for prehospital advanced life support person­
nel as defined by this chapter. This endorsement shall be 
forwarded to the Department as soon as practical after 
completion of all requirements. If the candidate is not 
endorsed after training, the candidate shall be entitled to a 
hearing as defined in N.J.A.C. 8:41-2. 

(c) Each mobile intensive care nurse endorsed to act as a 
prehospital ALS provider shall be required to renew the 
endorsement every two years. Each mobile intensive care 
nurse shall meet the requirements listed in N.J.A.C. 
8:41-4.10 in order to have the endorsement renewed. A 
copy of verification of compliance with N.J.A.c: 8:41-4.10 
shall accompany the medical director's endorsement. 

8:41-4.13 

(d) Mobile intensive care nurses shall practice on an 
MICU only when in compliance with the certification re­
quirements of this chapter. 

(e) Notwithstanding the provisions ofN.J.A.C. 8:41-4.1, a 
mobile intensive care nurse endorsed in accordance with this 
chapter shall be eligible to sit for certification as a paramed­
ic upon meeting other requirements needed to enter the 
examination process as required by the National Registry of 
EMTs. 

(f) Provided that the requirements for recertification as a 
prehospital ALS provider are met in accordance with 
N.J.A.C. 8:41-4.10, the EMT certification of the mobile 
intensive care nurse shall be renewed for a period of two 
years from the date of the expiration of the previous EMT 
card. 

(g) A mobile intensive care nurse who has his or her 
endorsement lapse shall be issued an EMT certification card 
valid for one year from the expiration date of the endorse­
ment. 

Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (a)4, changed a reference to Emergency Medical Technicians; in 
(f), changed references to EMT certification and cards; and added (g). 

8:41-4.12 Denial of recertification or renewal of 
endorsement 

(a) If a program or medical director does not recommend 
· recertification or a renewal of an endorsement of any 
prehospital ALS provider, an accompanying statement shall 
be forwarded to the Department documenting why such 
action is being taken. Such documentation shall include a 
plan for remediation, if applicable. The Department shall 
review this information and will notify the prehospital ALS 
provider of the recommendation of the program's medical 
director. Individuals denied recertification or renewal of 
endorsement shall be entitled to a hearing in accordance 
with N.J.A.C. 8:41-2. No certification or endorsement shall 
be suspended, revoked or denied, except for just cause. 

(b) If a program determines that a prehospital advanced 
life support provider, as defined by this chapter, may not be 
eligible to be recertified or re-endorsed, the program shall 
notify the Department and the prehospital ALS provider by 
certified mail at least 60 days prior to the expiration of the 
certification or endorsement. 

8:41-4.13 Recertification extensions 

(a) Any advanced life support provider who has not been 
able to meet recertification or endorsement renewal require­
ments due to personal illness or injury may request a one­
year extension of his or her certification or endorsement. 
Such request shall be made to the Department and shall 
contain: 

1. The reasons for the extension; 
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2. Medical documentation from a licensed physician; 
and 

3. A letter of endorsement from an approved MICU 
program. 

(b) The length of the extension shall equal the period of 
disability, but shall not exceed one year. 

(c) The Department shall notify the applicant of its deci­
sion within 30 days of receipt of the request. 

(d) Causes other than medical reasons will be reviewed 
on a case by case basis by the Commissioner or his or her 
designee. 

8:41-4.14 Paramedics with expired certifications 

(a) A paramedic formerly certified by the Department 
whose certification has expired is eligible to enter the 
retraining process provided: 

1. He or she is currently certified by the Commissioner 
as an EMT or EMT-D; and 

2. He or she possesses a valid certification in cardiopul­
monary resuscitation issued by the American Heart Asso­
ciation, the American Red Cross or the National Safety 
Council. 

(b) A paramedic with an expired certification who seeks 
to obtain a valid certification shall obtain the sponsorship of 
an approved clinical training site, in accordance with the 
provisions of this chapter. 

(c) Candidates for retraining shall forward an application 
to the Department through their EMS educator.· This 
application shall contain such information as required by the 
Department, including but not limited to, name, address, 
demographic information and sponsoring hospital. 

(d) Each candidate shall complete a didactic training 
program equivalent to the U.S.D.O.T. refresher curriculum 
for paramedics. Prior to the completion of the didactic 
training program, the candidate shall become certified in 
advanced cardiac life support to the standards of the Ameri­
can Heart Association and in prehospital trauma life sup­
port to the standards of the National Association of EMTs, 
and shall complete any other training required to enter the 
examination process as determined by the testing agency, 
such as the National Registry of EMTs. 

(e) Following the completion of the requirements listed 
in (d) above, each candidate shall enter into a period of 
clinical training that shall consist of 200 hours. These hours 
shall be completed within one calendar year of entering into 
the program. No hours may be completed until the candi­
date is notified by the Department that he or she has been 
admitted into the program. 
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(f) The areas covered by the training shall be determined 
by the educator, based on the needs of the candidate, and 
shall be scheduled at the discretion of the EMS educator. 

(g) In addition to the 200 hours of clinical training, the 
candidate shall submit documentation as required by the 
designated testing agency, including but not limited to, 
certification and medical director endorsement. 

(h) During retraining, the candidate shall have the same 
status as a paramedic student, and shall not act indepen- ' 
dently to provide prehospital advanced life support. 

(i) Once the candidate has met the requirements of this 
chapter, he or she shall be permitted to take the certifica­
tion examination as provided for in this section. 

U) Once the candidate has successfully completed the 
examination process, he or she shall be issued a certifica­
tion, bearing the candidate's previous certification number, 
valid for a period of two years. 

(k) A paramedic who has his or her certification expire 
shall be issued an EMT certification card valid for one year 
from the date of the expiration of the paramedic certifica­
tion. 

Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (a), changed references to EMTs in 1, and rewrote 2; and in (k), 
changed a reference to EMT certification cards. 

8:41-4.15 Reciprocity 

(a) Individuals who are currently certified by another 
jurisdiction as a paramedic, and who have completed a 
course of study equivalent to or greater than that required 
of New Jersey paramedics, which adheres to the U.S.D.O.T. 
curriculum for paramedics, shall be deemed eligible for 
reciprocity. If training hours are below what is required, 
the sponsoring site may provide any additional clinical expe­
rience needed to complete this requirement. 

(b) A paramedic currently certified by another jurisdic­
tion seeking New Jersey certification shall seek affiliation 
with an approved MICU program. The candidate and 
MICU program shall jointly apply for reciprocity for the 
candidate. All requests shall be made in writing, and shall 
be in a form and manner specified by the Department, 
including, but not limited to, certifications currently held 
and demographic and identifying information. 

(c) The Department shall verify all requests for reciproci­
ty in a timely manner. The Department shall obtain written 
verification as to the candidate's status from the certifying 
agency under which he or she is certified. 
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(d) Only currently certified paramedics· in other jurisdic­
tions shall be eligible for reciprocity, provided the certifica­
tion period is less than two years from the date it was issued 
(for example, the certificate is not in the third year of a 
four-year certification period). 

(e) Once all information is verified, and the Department 
determines the candidate is eligible for reciprocity, a tempo­
rary certification shall be issued. This certificate shall be 
valid for a one-year period or the duration of the current 
certification, whichever is the lesser amount of time, which 
shall be deemed a probationary period, in accordance with 
this chapter. 

(f) Individuals who are not currently registered by the 
National Registry of EMTs as a paramedic shall enter the 
first New Jersey advanced level certification examination 
after the issuance of a temporary certification, and success­
fully complete the certifying examination process as speci­
fied in this section prior to the expiration of their temporary 
certification. 

(g) Any person who has taken the test, but has not 
passed, and has his or her certification expire, may seek to 
have his or her temporary certification extended until the 
next available examination. Only one extension shall be . 
granted. 

(h) If a candidate fails to gain full certification at the 
expiration of the temporary certification, he or she shall be 
ineligible for certification in New Jersey, unl.ess he or she 
successfully completes the training program as specified in 
this chapter for paramedics with expired certifications. 

(i) Upon successfully completing the certification exam, 
or at the end of the probationary period (as applicable), the 
candidate shall be certified in accordance with this chapter. 

G) Any reciprocity candidate who is currently registered 
as a paramedic by the National Registry of EMTs shall be 
eligible for full certification, after at least six months of 
temporary certification, upon endorsement of the sponsor­
ing MICU program. 

8:41-4.16 Probationary periods 

(a) Any prehospital ALS provider who is placed on pro­
bationary status by the Department shall be monitored for 
performance by the program's medical director and the 
Department. 

(b) Probationary providers shall operate only when under 
the supervision of an approved prehospital life support 
provider or physician. Under no circumstances may a 
probationary provider act independently or in conjunction 
with another probationary provider on the same MICU 
vehicle. 

(c) The EMS educator or director of the approved MICU 
program shall monitor the progress of the probationer, and 

8:41-4.18 

shall forward to the Department a progress report at the 
end of the probationary period, or as required by the 
Department. 

(d) The Department shall have the right to restrict or 
otherwise limit the scope of practice of the probationer. 
Failure to meet such conditions or any terms of the proba­
tionary period shall be deemed cause for revocation of 
certification or endorsement and/or other such action the 
Department deems appropriate. 

8:41-4.17 Scope of practice; limitations 

(a) No paramedic shall engage in any activity indepen­
dent of an approved mobile intensive care program that 
would require him or her to perform as a prehospital ALS 
provider as defined by law or rule, unless otherwise autho­
rized by law or this chapter. 

(b) All prehospital ALS providers operating on a licensed 
mobile intensive care unit shall operate within the scope of 
practice as defined by this chapter. This requirement shall 
not apply to physicians licensed in New Jersey by the State 
Board of Medical Examiners. 

8:41-4.18 Disciplinary action; suspensions, revocation 
and penalties for prehospital ALS providers 

(a) The Department may suspend, revoke or refuse to 
issue or reissue the certification or cancel an endorsement 
of any prehospital ALS provider upon receipt of a complaint 
and subsequent investigation for the following: 

1. Demonstrated incompetence or inability to provide 
adequate services as required by this chapter; 

2. Deceptive or fraudulent procurement of certifica­
tion, recertification or endorsement credentials; 

3. Willful or negligent practice beyond that which is 
specifically authorized by this chapter; 

4. Abuse or abandonment of a patient; 

5. Rendering of services while under the influence of 
alcohol or drugs; 

6. Operation of an emergency vehicle in a reckless 
manner or while under the influence of alcohol or drugs; 

7. Unauthorized disclosure of medical or other confi­
dential information; 

8. Willful preparation or filing of false medical reports, 
or the inducement of others to do so; 

9. Destruction of medical or other records required to 
be maintained by this chapter; 

10. Refusal to respond to a call or to render emergency 
medical care because of a patient's race, sex, creed, 
national origin, sexual preference, age, disability, medical 
condition or ability to pay; 

11. Failure to comply with any part of these rules; 
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12. Failure to comply with the patient reporting re­
quirements of this chapter; 

13. Failure to complete continuing education and per­
formance standards as required by this chapter; 

14. Conviction of a crime, including any crime involving 
moral turpitude, or conviction of any offense resulting 
from action as a prehospital ALS or BLS provider. Con­
viction shall mean a finding of guilt by a judge or jury, a 
guilty plea, a plea of nolo contendere or non-vult or entry 
into a pre-trial intervention program; 

15. Misuse or misappropriation of drugs, medications 
or controlled equipment; 

16. Willful obstruction of any official of the Depart­
ment or other agency empowered to enforce the provi­
sions of this chapter or New Jersey law; 

17. The authority to engage in prehospital care has 
been suspended or revoked or had action taken by any 
other state, agency or authority for reasons consistent 
with this chapter; and 

18. Any other action deemed by the Department to 
pose a threat to public health and safety. 

(b) Suspension of certification or endorsement shall have 
the effect of prohibiting the prehospital ALS provider from 
operating in that capacity on any MICU licensed in the 
State. The suspension shall last for a specified period, and 
may be followed by a probationary period. No person shall 
serve on any MICU while suspended by the Commissioner. 

(c) No person shall serve on any licensed MICU, once his 
or her certification or endorsement is revoked. No person 
shall be enrolled as a student, nor shall he or she seek 
endorsement as a MICN if his or her paramedic certifica­
tion or MICN endorsement has been revoked, without 
specific authorization by the Commissioner. 

(d) A pre hospital ALS provider may be suspended by the 
Department during the course of an investigation of allega­
tions, if the Department demonstrates that public safety and 
health require such an interim suspension. All persons who 
are suspended in such a manner shall be afforded the right 
to an immediate hearing in accordance with this chapter and 
New Jersey law. 

(e) No provider shall have any action taken against his or 
her certification or endorsement, excluding an emergent 
situation as described by (d) above, unless that person shall 
have been afforded a hearing in accordance with this chap­
ter. 

(f) The Department may seek to impose a probationary 
period, a fine or both in lieu of any suspension or revoca­
tion. Action taken against an individual does not preclude 
any action that may be taken against a program for the 
same infraction. Any action taken under this section shall 
be separate from any civil, criminal or other judicial pro­
ceeding, including actions against licenses of health care 
professionals issued by other Departments or Boards. 

DEPT. OF HEALTH AND SENIOR SERVICES 

(g) The Department shall notify all programs by mail of 
any disciplinary actions taken under this section. 

Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (a )2, inserted a reference to recertification. 

8:41-4.19 Report of unlawful or prohibited conduct 

Every prehospital ALS provider authorized to operate 
under this chapter shall report in a timely manner to the 
Department's Office of Emergency Medical Services 
(OEMS) any and all incidents or series of incidents which, 
upon objective evaluation, leads to the good faith belief that 
the conduct is in violation of any law or rule. The Depart­
ment shall investigate all reports in a timely manner. 

SUBCHAPTER 5. COMMUNICATIONS 

8:41-5.1 Dispatch of mobile intensive care units 

Each program operating mobile intensive care units, as 
defined by this chapter, shall be djspatched by a regional 
dispatch center approved by the Department, in accordance 
with this chapter. 

8:41-5.2 Dispatch centers; criteria 

(a) Approved dispatch centers shall be capable of provid­
ing: 

1. Coordinated dispatch activity among various mobile 
intensive care units, basic life support units and first 
responders; 

2. Dispatching of mobile intensive care units that is in 
compliance with the service area designations as deter­
mined by the certificate of need; 

3. Adequate radio coverage to the mobile intensive 
care units the dispatch center serves; 

4. Other emergency services that may be required, 
including coordination of mass casualty incidents and 
disasters; and 

5. Record retention, including a log of all requests 
received for service, times as recorded by the dispatch 
center, the unit assigned to the request, requests not 
assigned to the primary unit for that area due to the 
vehicle being unavailable, and tape recording, either digi­
tal or analog, of required frequencies as determined by 
the dispatch center and the Department. 

(b) Dispatch centers may be consortium-based or by 
county. 
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MOBILE INTENSIVE CARE PROGRAMS 

(c) Each mobile intensive care program shall furnish 
documentation to the Department that it has secured the 
services of an approved dispatch center prior to the issuance 
of an approval, in accordance with this chapter. The De­
partment shall be informed of any proposed change in the 
dispatch arrangement prior to any such changes. All pro­
posed dispatch agreements shall be subject to approval by 
the Department. 

8:41-5.3 Communication equipment required 

(a) Every mobile intensive care vehicle licensed under 
this chapter shall have communication equipment that will 
allow the prehospital advanced life support personnel to: 

1. Directly contact the approved dispatch agency; 

2. Directly contact any hospital emergency room via 
use of the HEAR system (155.340 mHz); 

3. Directly contact the mobile intensive care units that 
operate in the area immediately bordering the vehicle's 
territory; 

4. Directly contact the base hospital's medical com­
mand physician while away from the vehicle and to send 
telemetered electrocardiograms when required via the 
approved MED channels; 

5. Interface with appropriate disaster control agencies 
in accordance with local and county emergency plans; 
and 

6. Directly contact the dispatch agency while away 
from the vehicle. 

(b) Each program and dispatch center approved under 
this chapter shall not operate on any frequency in violation 
of any law, regulation or rule, including those of the Federal 
Communications Commission. 

(c) Each approved program operating under this chapter 
shall develop and maintain a communications plan. This 
plan shall be consistent with the JEMS Communication Plan 
or other plans promulgated by either the Federal Communi­
cations Commission or the Department. The Department 
shall review each plan, and if appropriate, will approve the 
plan in accordance with this subsection or with N.J.A.C. 
8:41-2.9 (Waiver). 

8:41-5.4 Biomedical telemetry; communications 

(a) Each program approved by the Department shall 
insure that each mobile intensive care vehicle has operation­
al biomedical telemetry and other such communications as 
may be required to meet the requirements of N.J.S.A. 
26:2K-10 and this chapter. 

(b) Each program approved in accordance with this chap­
ter shall assure that there is a working communications base 
station at each approved medical command site that will 
permit the receiving of voice communications as well as 
telemetered electrocardiograms. Such base station shall be 

8:41-5.6 

positioned in the emergency department and shall be readily 
accessible to the medical command physician. 

(c) Each approved program shall have the capability of 
providing a recording of both transmitted and received voice 
communications, as well as any telemetered electrocardio­
grams. Tape recordings shall be maintained in accordance 
with the provisions of this chapter and shall be produced 
upon the demand of an authorized member of the Depart­
ment. 

(d) Each time the mobile intensive care unit calls the 
base station for medical command, a tape recording of the 
call shall be made. This shall be done regardless of whether 
the means of communication is radio (including HEAR), 
telephone or any other approved means. 

(e) Each program shall be able to retrieve an auditable 
tape recording for at least 90 percent of the calls where 
medical command is contacted. 

8:41-5.5 MED channels 

(a) Each mobile intensive care unit and each base station 
shall be capable of utilizing any of the MED channels, as 
defined by 47 CFR 90.27(c)(13)(i) and (c)(ll), and shall 
engage in coordinated usage of these channels by use of a 
regional coordinating center. These regional coordinating 
centers shall be as currently designated by the Department, 
in accordance with the certificate of need application pro­
cess. 

(b) MED Channels 1 through 8 and A through X are to 
be utilized only for the purpose of medical command, as 
defined in N.J.A.C. 8:41-1 and 47 CFR 90.27(c)(13). 

(c) MED Channels 9 and 10 and those frequencies de­
fined at 47 CFR 90.27(c)ll shall be utilized for frequency 
coordination and other administrative types of communica­
tion as may be needed and as assigned by the JEMS 
Communication Plan. 

(d) No person, agency or program shall engage in any 
activity that could interfere with the legitimate medical 
command functions outlined by this chapter. 

Amended by R.1995 d.392, effective July 17, 1995. 
See: 27 N.J.R. 80S( a), 27 N.J.R. 2744(a). 
Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (a), substituted a reference to MED channels for a reference to 10 
MED channels, and changed a CFR reference; in (b), inserted a 
reference to MED Channels A through X, and added a CFR reference; 
and in (c), inserted "and those frequencies defined at 47 CFR 
90.27(c)ll" following "and 10". 

8:41-5.6 Alternative communications 

(a) Any program seeking to provide medical command by 
means other than the MED Channels described in this 
chapter shall make application to the Department prior to 
utilizing any alternative device or means. No change shall 

41-18.1 Supp. 8-17-98 



8:41-5.6 

be effected until approval is obtained from the Department 
nor shall any program cease to participate in regional 
coordination of MED channels. 

Supp. 8-17-98 41-18.2 
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(b) The Department shall review each application to 
determine compliance with this chapter and shall approve or 

'\._____ "; deny the application. 

/ 

(c) The Department may impose any conditions on the 
approval deemed necessary to insure the requirements of 
this chapter are met, including trial periods, restrictions 
and/or other actions. 

(d) The program shall provide the Department with such 
reports, as required by any waiver(s) granted, to monitor the 
progress of alternative communications systems. 

(e) Any alternative communication system shall meet the 
90 percent requirement for the production of an auditable 
tape of the event, including a recording of both voice and 
telemetered ECG. 

8:41-5.7 Performance standards 

(a) All communications equipment authorized under this 
chapter for the purpose of medical command shall: 

1. Provide for clear, concise voice communication be­
tween the base physician and the advanced life support 
personnel and shall produce an auditable tape of conver­
sation and ECG at least 90 percent of the time; and 

2. Provide adequate coverage, as in (a)1 above, to the 
service area of the mobile intensive care program. 

(b) All back-up equipment used for obtaining medical 
command shall meet the standards of N.J.A.C. 8:41-5.4 in 
regard to the production of tapes and the ability to send 
telemetered ECG. 

(c) Each program shall provide for the repair and mainte­
nance of all communications equipment. In the event that 
medical communication or dispatch equipment fails, the 
program shall: 

1. Immediately provide alternate communications 
equipment to allow contact with medical command or 
arrange for another authorized medical command site to 
provide medical command. to the unit; and 

2. Notify the Department if the outage lasts longer 
than eight hours. 

8:41-5.8 Radio failure; protocols 

(a) Radio failure exists only when: 

1. Standard biotelemetry communications equipment 
fails; 

2. Back-up biotelemetry equipment fails, including 
cellular telephones; · 

3. The MICU cannot access any approved medical 
command site by these means; 

8:41-6.1 

. 4. The advanced life support personnel cannot access 
any approved medical command site by the HEAR sys- . 
tern; and 

5. Telephone ~>ervice is not available or is inoperative. 

(b) Each program shall develop and maintain radio fail­
ure protocols that are to be followed in the event of radio 
failure. These protocols shall bear the approval signature 
of the program's medical director and shall be approved by 
the Department prior to implementation, in accordance with 
the requirements of this chapter and those of the 
U.S.D.O.T. and the American College of Emergency Physi­
cians. 

(c) In the event that radio failure protocols are utilized, 
the prehospital advanced life support provider who utilized 
the protocols shall prepare a report indicating the call on 
which the protocols were utilized, treatment rendered, a 
description of the radio problems, a list of alternate means 
attempted, problems encountered, and attempts to remedy 
the problem. This report shall be forwarded to the pro­
gram's director within 24 hours of the incident. 

(d) The director shall maintain a file of all radio failure 
reports, and shall present the file to an authorized represen­
tative of the Department upon demand. 

SUBCHAPTER 6. MEDICAL CONTROL; 
ADMINISTRATION 

8:41-6.1 Medical director required 

(a) Every approved mobile intensive care program shall 
have a medical director who shall be responsible for all 
medical matters that affect the program. 

(b) No person shall serve in the capacity of medical 
director unless he or she first: 

1. Is licensed as a physician by the New Jersey Board 
of Medical Examiners; 

2. Is currently certified in Advanced Cardiac Life 
Support to the standards of the American Heart Associa­
tion; 

3. Has successfully completed the Advanced Trauma 
Life Support course to the standards of the American 
College of Surgeons; and 

4. Is experienced in provision of emergency care. 

(c) Any licensed physician who is serving in the capacity 
of program medical director on June 21, 1993 shall continue 
in that capacity, regardless of compliance with (b)2 through 
4 above. 
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(d) Individuals who are board certified in emergency 
medicine need not be certified in Advanced Trauma Life 
Support or Advanced Cardiac Life Support. 

(e) The medical director shall oversee the general medi­
cal direction provided to the prehospital advanced life sup­
port providers by base station physiCians. The medical 
director shall be responsible for overseeing the quality con­
trol activities of the program as required by this chapter, as 
well as overseeing both medical control and medical com­
mand activities. 

(f) The medical director is responsible for determining 
the competence of all prehospital advanced life support 
providers who are performing under the program's authority 
and shall submit such reports attesting to the individual's 
competency as required by the Department, in accordance 
with N.J.A.C. 8:41-4. 

(g) Upon any change of the medical director, the pro­
gram shall notify the Department within 30 days of the 
change, stating that the designated individual meets the 
requirements for a medical director as defined in this chap­
ter. 

8:41-6.2 Medical command of advanced life support 
personnel 

(a) The provision of prehospital advanced life support by 
advanced life support personnel on licensed mobile inten­
sive care vehicles is deemed a delegated medical practice. 
The physician providing medical command provides the 
authority for such personnel to act. 

(b) Except as provided for in the event of radio failure or 
standing orders authorized by this chapter, no prehospital 
advanced life support provider shall perform any skill or 
procedure, administer any pharmaceutical agent or engage 
in any other activity patently within the scope of practice of 
a prehospital advanced life support provider, unless that 
person has received the direct and specific order of a 
physician. 

(c) All orders given to advanced life support personnel 
shall be specific with regard to treatments ordered or medi­
cations and dosages to be given and the sequence in which 
the treatment is to be performed. 

(d) Each prehospital advanced life support provider shall 
provide the base station physician with an appropriate re­
port of patient assessment, patient condition and any other 
information required by the physician. 

(e) Communication with the prehospital advanced life 
support personnel shall be done directly by the physician 
controlling the call unless prevented by emergent patient 
care duties in the emergency department. In that case, a 
licensed registered nurse may relay the report and orders if: 

DEPT. OF HEALTH 

1. The nurse is currently certified in advanced cardiac 
life support to the standards of the American Heart \ 
Association; .· L) 

2. The nurse has been trained in proper operation of 
the base station; and 

3. The nurse personally relays the report to the physi­
cian and any orders or direction to the prehospital ad­
vanced life support personnel. All orders shall be pref­
aced with the name of the base station physician ordering 
the treatment. 

(f) No physician shall order a prehospital ALS provider 
to perform any treatment or administer any medication not 
specifically authorized by this chapter. 

(g) The physician providing medical control shall review 
the medical record form and affix his or her signature to it, 
in accordance with established institutional policies, but not 
later than 30 days after providing the medical direction. 
The physician shall inform the medical director of any 
discrepancies in the medical record. 

(h) In an instance where patient care is provided in 
accordance with approved radio failure protocols as defined 
by this chapter, the authority for such treatment shall be 
deemed to emanate from the medical director. 

( i) In every instance that a mobile intensive care unit has 
treated a patient, the medical command physician who 
provided the medical direction to the MICU shall ensure 
that the receiving facility is notified as soon as possible after 
providing medical command. The report shall be relayed to 
either a physician or licensed registered nurse at the facility, 
and shall contain: 

1. The patient's chief complaint and presenting signs 
and symptoms; 

2. Treatment ordered for the patient; and 

3. The estimated time of arrival of the patient. 

8:41-6.3 Base station physicians 

(a) No person shall provide medical command to any 
prehospital advanced life support provider unless that per­
son: 

1. Is currently licensed as a physician by the New 
Jersey Board of Medical Examiners or is a permit holder 
as defined in N.J.A.C. 8:43G-16.2(f); 

2. Is currently certified in Advanced Cardiac Life 
Support to the standards of the American Heart Associa­
tion unless board certified as described in this subchapter; 
and 

3. Has received instruction in the proper use of tqe 
base station and the provision of medical command to 
prehospital advanced life support providers. 
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(b) Each base station physician shall provide medical 
command to mobile intensive care units in a timely fashion, 

~_,./ without undue delay. 

(c) In the event that a mobile intensive care unit not 
affiliated with the program should seek medical command 
from the base station physician, the physician shall provide 
medical control as if the unit was one of the program's own. 

8:41-6.4 Protocols 

Each program approved by the Department in accordance 
with this chapter shall develop and maintain written medical 
protocols that cover most common emergencies. These 
treatment protocols shall be kept at the base station imme­
diately accessible to all physicians and shall be reviewed at 
least yearly. These protocols shall serve as a guide to the 
physicians, but shall not be deemed to restrict the treatment 
ordered in the best judgment of the physicians and within 
the scope of the practice of a prehospital ALS provider. 

SUBCHAPTER 7. PROCEDURES; TREATMENTS; 
MODALITIES 

8:41-7.1 Basic life support functions 

Nothing in this chapter shall be construed to prohibit any 
prehospital advanced life support provider from providing 
any care or treatment that is construed to be a basic life 
support function. This shall include all skills and proce­
dures incorporated in the USDOT Curriculum for Emer­
gency Medical Technician-Basic or Emergency Medical 
Technician-Defibrillation as adopted by the Department in 
accordance with N.J.A.C. 8:40A and 41A. These functions 
may be performed prior to and without the order of a 
physician. 

Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

Changed Emergency Medical Technician references, and substituted 
a reference to N.J.A.C. 8:40A and 41A for a reference to this chapter. 

8:41-7.2 Approved skills and procedures 

(a) The following skills and procedures are approved to 
be performed by prehospital advanced life support person­
nel, paramedic students and MICN candidates operating 
under this chapter: 

1. Performance of history taking and physical examina­
tion of patients in order to obtain necessary information 
to permit the rendering of medical care in accordance 
with this chapter; 

2. Venipuncture for the purpose of obtaining blood 
samples (excluding blood alcohol levels drawn solely for 
legal purposes); 

3. Institution of intravenous therapy, either by direct 
infusion or by intravenous catheter plug; 
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4. Administration of any medication authorized by 
N.J.A.C. 8:41-8; 

5. Endotracheal intubation (oral and nasal) and nasa­
gastric tube insertion and aspiration; 

6. Administration of oxygen therapy, including nebuliz­
er treatments in accordance with N.J.A.C. 8:41-8, and the 
provision of ventilatory support, using approved equip­
ment as specified in this chapter; 

7. ECG monitoring, including taking of 12-lead ECG; 

8. Cardiac defibrillation, synchronized cardioversion 
and transthoracic cardiac pacing; 

9. Use of telemetry and proper radio procedures in the 
field, as defined by the Federal Communications Commis­
sion and good professional practice; 

10. Intraosseous infusion and pleural chest decompres­
sion (needle thoracentesis); and 

11. Any other procedure approved and promulgated by 
the Commissioner, provided that such procedure is pub­
lished within six months of the approval date as part of 
these rules. 

(b) In addition to the procedures in (a) above, a pro­
gram's medical director may elect to have the following 
procedures performed on that program's MICUs, subject to 
approval by the Department: 

1. The insertion of esophageal airways, laryngeal mask 
airways or other commercial airways of similar design and 
function; 

2. Access of established central venous catheters; and 

3. Access of A V fistulas or shunts. 

Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (a), inserted a new 1, and recodified former 1 through 10 as 2 
through 11; and in (b)1, added ", laryngeal mask airways and other 
commercial airways of similar design and function" at the end. 

8:41-7.3 Supervision ofstudents, candidates and 
probationary personnel 

(a) All students and candidates operating on a mobile 
intensive care vehicle licensed in accordance with this chap­
ter may perform any of the skills permitted by this chapter, 
provided they are directly supervised by an approved pre­
ceptor in accordance with these rules (see N.J.A.C. 
8:41-4.7). Student paramedics or MICN candidates shall 
not be utilized to meet the minimum staffing requirements 
specified in this chapter. 

(b) Probationary prehospital advanced life support pro­
vid_ers may perform any of the skills permitted by this 
chapter, provided they are under the direct supervision of a 
prehospital advanced life support provider authorized by 
this chapter. 
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8:41-7.4 Paramedics in the emergency department 
(a) Currently certified paramedics who are operating on a 

licensed MICU vehicle may perform any of the approved 
skills authorized by N.J.A.C. 8:41-7, in the emergency de­
partment of any licensed hospital provided that: 

1. The paramedic is performing under the direct order 
of a physician; 

2. The paramedic records the treatment on the pa­
tient's chart and signs the chart in compliance with institu­
tional policy; and 

3. The skills provided do not exceed what is allowable 
for a paramedic to perform, in accordance with the 
provisions of this chapter. 

(b) No hospital shall utilize a paramedic to perform 
duties routinely assigned to any other health care profes­
sionals, nor shall any hospital utilize any prehospital ad­
vanced life support provider in any manner regardless of 
capacity if such utilization would delay that provider's re­
sponse to a dispatch. 

(c) Notwithstanding any portion of these rules, a par­
amedic shall not be considered to meet any staffing require­
ment for in-hospital purposes as required by N.J.A.C. 
8:43G. 

8:41-7.5 Pronouncement of death 
(a) All pronouncements of death shall be made in accor­

dance with rules promulgated by the State Boqrd of Medical 
Examiners and with the physician's medical judgment. 

(b) No paramedic shall act as an independent agent for 
the purpose of making pronouncements of death. 

(c) All patients who are presented to the mobile intensive 
care unit and who appear dead shall be monitored for 
electrocardiac activity and given an examination, and then 
the advanced life support provider shall contact the base 
physician and relay all findings. These findings shall in­
clude a telemetered electrocardiogram sent when requested 
by the base station physician unless the condition of the 
patient precludes the application of ECG leads. 

(d) No standing orders for the pronouncement of death 
shall be authorized. In the event of radio failure, no 
pronouncement shall be made. 

(e) No mobile intensive care unit shall be taken out of 
service or be deemed unavailable for response to an emer­
gency call for the purpose of performing a pronouncement 
of death. 

8:41-7.6 Patient triaged to basic life support 
(a) Patients with whom the prehospital advanced life 

support providers make physical or verbal contact shall be 
evaluated by the prehospital advanced life support staff to 
determine the nature of their illness and/or injury. This 
exam shall be detailed enough to provide: 
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1. At least one complete set of vital signs; 

2. Documentation of chief complaint, past history and (-- \: 
medications; ~ 

3. A clinical picture of the patient's status; and 

4. Information enough to provide a brief narrative on 
the patient. 

(b) For every patient who presents to the mobile inten­
sive care unit staff, there shall be a medical record complet­
ed. This chart shall contain the same information that an 
advanced life support completed call would contain, includ­
ing any basic life support treatment rendered by the unit or 
other responders. 

(c) In the event the physician should order the patient 
released to BLS, the staff shall indicate that the physician 
had released the patient on the patient's medical record, 
and the physician shall affix his or her signature to that 
medical record. 

(d) The program medical director shall review at least 10 
percent of the calls triaged to BLS to ensure compliance 
with this chapter and to achieve quality assurance goals. 

8:41-7.7 Blood alcohol levels for legal purposes 

(a) No prehospital advanced life support provider operat-
ing on a licensed MICU shall draw a patient's blood for the u-~. 
purpose of determining blood alcohol levels to be solely . 
used for legal purposes. No blood drawn by the MICU 
shall be provided to any law enforcement agency, except 
under the order of a court of competent jurisdiction. 

(b) No prehospital ALS provider shall perform phleboto­
my for the purpose of collecting a blood specimen to 
determine the alcohol content solely for legal purposes in 
the emergency department, nor shall any prehospital ALS 
provider draw any blood sample to be utilized for law 
enforcement purposes. 

SUBCHAPTER 8. ADMINISTRATION OF 
MEDICATIONS 

8:41-8.1 Medications and therapeutic agents 

(a) The following medications and therapeutic agents are 
approved for use by prehospital advanced life support pro­
viders. Each operating mobile intensive care unit shall 
carry the following medications and therapeutic agents in 
sufficient quantities to allow for the administration ofthera­
peutic doses of the medication or agent: 

Adenosine 

Atropine Sulfate 
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Calcium Chloride 

Dextrose, 50 percent 

Dextrose, 5 percent in water 

Diazepam 

Diphenhydramine Hydrochloride 

Dopamine Hydrochloride 

Epinephrine 1:1000 solution 

Epinephrine 1:10000 solution 

Furosemide 

Lidocaine Hydrochloride 

Magnesium Sulfate 

Morphine Sulfate 

Naloxone Hydrochloride 

Nitroglycerin (excluding intravenous administration) 

Normal saline 

Oxygen 

Ringer's lactate 

Thiamine 

(b) The following medications and therapeutic agents are 
approved for use by prehospital advanced life support pro­
viders. Each operating mobile intensive care unit shall 
carry the following medications as described in each catego­
ry: 

Category I: Bretylium tosylate and/or Procainamide Hy­
drochloride. 

Category II: Dextrose, 10 percent in water and/or Dex­
trose, 25 percent in water. 

Category III: at least one of the following: 

Albuterol solution for inhalation 

Isoetharine solution for inhalation 

Metaproterenol solution for inhalation 

(c) The following medications and therapeutic agents are 
approved for use by prehospital advanced life support pro­
viders. Each mobile intensive care program's medical di­
rector may choose to have the MICUs operating in the 
program carry any of the following medications. The mo­
bile intensive care program shall initially notify OEMS as to 
which medications will be carried by the program's MICUs, 
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and also prior to changing medications carried by the pro­
gram. 

Activated charcoal 

Aminophylline 

Acetylsalicylic acid 

Bumetanide 

Dexamethasone sodium phosphate 

Dextrose, 5 percent in water and normal saline 0.45 
percent 

Diltiazem hydrochloride 

Dobutamine hydrochloride 

Flumazenil 

Glucagon 

Haloperidol 

Heparin sodium 

Insulin 

Ipecac syrup 

Isoproterenol hydrochloride 

Lorazepam 

Metoprolol tartrate 

Methylprednisolone sodium succinate 

Midazolam hydrochloride 

Nalbuphine hydrochloride 

Nifedipine 

Norepinephrine bitartrate 

Pralidoxine chloride 

Sodium bicarbonate 

Terbutaline sulfate 

Verapamil hydrochloride 

(d) An approved program's medical director may request 
permission to carry a drug(s) in addition to those specified 
in (a), (b) and (c) above. Such request shall be directed to 
the Office of Emergency Medical Services, PO Box 360, 
Trenton, New Jersey 08625-0360, and shall include: the 
specific drug(s) to be added, the public health consider-
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ations supporting the addition of the drug(s), the specific 
period of time the additional drug(s) is to be carried, not to 
exceed six months, and any other supporting information the 
approved program's medical director believes shall be useful 
to the Department in making its determination. Any per­
mission granted by the Department under this subsection 
shall include specific conditions determined by the Depart­
ment to be necessary in the interest of safety. The Depart­
ment shall respond to any request under this subsection 
within 60 days after the receipt of the request. Should the 
public health considerations cited in the application which 
resulted in the initial approval extend beyond the six months 
approved under this subsection and if rulemaking has not 
been finalized, the program's medical director inay apply for 
an additional six month period, and approval of the exten­
sion shall not be unreasonably denied. 

Amended by R.1990 d.473, effective September 17, 1990. 
See: 22 N.J.R. 1980(a), 22 N.J.R. 3013(a). 

Added acetylsalicylic acid, albuterol, magnesium sulfate, nifedipine; 
deleted nalbuphine HCL. 
Amended by R.1991 d.12, effective January 7, 1991. 
See: 22 N.J.R. 3104(a), 23 N.J.R. 61(b). 

Adenosine added to (a). 
Amended by R.1992 d.l13, effective March 16, 1992. 
See: 23 N.J.R. 3734(a), 24 N.J.R. 938(a). 

Any form nitroglycerin allowed; any concentration dextrose in water 
also allowed. 
Repeal and New Rule, R.1995 d.392, effective July 17, 1995. 
See: 27 N.J.R. 808(a), 27 N.J.R. 2744(a). 

Formerly "Approved drug list for mobile intensive care units". 
Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (a), deleted a reference to Nifedipine; in (c), inserted references 
to Midazolam hydrochloride, Nalbuphine hydrochloride, Nifedipine and 
Pralidoxine chloride; and added (d). 
Amended by R.1999 d.137, effective May 3, 1999. 
See: 31 N.J.R. 18(a), 31 N.J.R. 1197(a). 

In (c), inserted a reference to insulin. 

8:41-8.2 Applicability of laws and regulations 
(a) Mobile intensive care programs and prehospital ad­

vanced life support providers shall be subject to all applica­
ble laws, rules and regulations regarding the control and 
administration of medications, controlled dangerous sub­
stances, syringes, needles and medical waste. 

(b) Policies and procedures regarding the storage, use, 
and disposition of hypodermic needles and syringes shall be 
in accordance with the New Jersey State Board of Pharmacy 
rules, N.J.A.C. 8:43G, N.JA.C. 8:65 and the Controlled 
Dangerous Substances Act and amendments thereto. 

8:41-8.3 Medication controls, inventory, and 
recordkeeping required 

(a) Each designated mobile intensive care program shall 
devise a plan for maintaining inventory control over medi­
cations, including all substances in Schedule II and III of the 
Controlled Dangerous Substances Act and amendments 
thereto, and syringes used in the program. The following 
information shall be recorded: 

1. Name of the patient receiving the medication; 
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2. Name of the prescribing physician; 

3. Name and strength of the drug; 

4. Date the mobile intensive care unit received the 
drug for each Schedule I through V (inclusive) drug 
received by the MICU program; 

5. Date the drug was administered; 

6. Dosage administered; 

7. Method of administration; 

8. Signature of the paramedic or mobile intensive care 
nurse administering the drug; 

9. Amount of medication wasted, if any; and 

10. The co-signature of the prehospital ALS provider 
witnessing the waste. 

(b) A verifiable record system shall be maintained of the 
acquisition, storage, and disposal of hypodermic needles and 
syringes in accordance with the rules of the New Jersey 
Board of Pharmacy, N.J.A.C. 8:43G and institutional policy. 

(c) Medical records on the administration of any thera­
peutic agent shall be maintained by the paramedic or mobile 
intensive care nurse on a written log, setting forth the date, 
time, drugs or therapeutic agents administered, directions 
for administering, quantity and strengths to be indicated 
where appropriate. .All entries shall be typewritten or 
written in ink, legible, dated and signed by the paramedic or 
mobile.intensive care nurse. All orders are to be counter­
signed and dated by the physician who directed the call in 
accordance with institutional policy, but no later than 30 
days after providing medical command, as specified in 
N.JA.C. 8:41-6.2. 

(d) All medications, syringes and needles are to be kept 
in a locked storage box or compartment when not under the 
direct control of a prehospital advanced life support provid­
er as defined by this chapter. All substances in Schedules I 
through V, inclusive, of the Controlled Dangerous Sub­
stances Act, and. amendments thereto, shall be kept under a 
double lock system that requires two separate keys for 
access, except when under the direct control of a prehospital 
advanced life support provider responsible for their custody. 
Medications for external use are to be kept in a separate 
section from medications for internal use. Keys to the 
medications box or compartment shall be available only to 
authorized prehospital advanced life support providers or as 
allowed by law. 

(e) Student paramedics and MICN candidates shall have 
access to any narcotic or drug listed in Schedule I through 
V, inclusive, only while in the presence of an authorized 
prehospital advanced life support provider. All student/can­
didate signatures shall be countersigned by an authorized 
prehospital advanced life support provider. 
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(f) In the event that controlled dangerous substances, as 
defined by N.J.A.C. 8:65 and syringe inventories to a partic­
ular mobile intensive care unit cannot be verified or drugs 
are lost, contaminated or destroyed, a report of such inci­
dent is to be written and signed by the paramedics or mobile 
intensive care nurses involved and any witnesses present. 
This report is in addition to any other reports required by 
law, rule or regulation. Copies of the report shall be sent 
for review to the director and medical director of the 
program. Copies of the report shall be forwarded to the 
Office of Emergency Medical Services (OEMS) in the event 
of loss of medications of Schedule I through V, inclusive. 

(g) If any employee, student or other person affiliated 
with the approved MICU program is relieved of duty due to 
improper handling of any medication or CDS, the MICU 
program shall notify the Office of Emergency Medical Ser­
vices (OEMS). The notification shall be made by telephone 
during regular business hours on or before the next business 
day, followed by written confirmation within 14 days of the 
action. 

(h) All voice or telemetered orders between the hospital 
and mobile intensive care units shall be monitored by 
recording tape and retained by the hospital for a period of 
at least three years. 

Amended by R.l990 d.473, effective September 17, 1990. 
See: 22 N.J.R. 1980(a), 22 N.J.R. 3013(a). 

Date drug given changed to date received in (a)4. 

SUBCHAPTER 9. POLICIES; RECORDS; 
QUALITY ASSURANCE 

8:41-9.1 Personnel records 

(a) Each program operating a mobile intensive care unit 
shall maintain a personnel file on every advanced life sup­
port provider who operates on that unit. Such file shall 
contain, at a minimum: 

1. The name and address of the provider; 

2. Copies of the provider's current paramedic certifi­
cation and/or a verification of a valid nursing license by 
the program director; 

3. Copies of the individual's current certification in 
CPR and Advanced Cardiac Life Support as required by 
this chapter; 

4. Documentation of continuing education hours and 
skills for the previous recertification period as required by 
this chapter provided the individual is recertified by the 
program; and 

5. Any official correspondence received by the pro­
gram with regard to the provider's status (for example, 
notice of completion of probationary period). 

8:41-9.2 

(b) The program shall maintain personnel files at the 
place of business as specified on the license in a readily 
accessible manner. Personnel files shall be produced upon 
demand of an authorized representative of the Department. 

(c) No person shall file any record that is falsified, fraud­
ulent or untrue. No person shall knowingly verify a falsi­
fied, fraudulent or untrue document that. is submitted or 
maintained in compliance with this chapter. 

8:41-9.2 Policy and procedure manual 

(a) Every program operating a mobile intensive care unit 
in accordance with this chapter shall develop and maintain a . 
policy and procedure manual. The policy and procedure 
manual shall reflect the methods of daily operation, and 
shall not be inconsistent with the provisions of this chapter. 

(b) The policy and procedure manual shall contain poli-
cies that include, but are not limited to: 

1. Staff functions in the emergency department; 

2. Narcotic control, storage and procurement; 

3. Drug, needle and syringe storage (both vehicle and 
station); 

4. Pronouncement of death; 

5. Air medical service utilization; 

6. Triage to specialty centers, including trauma triage 
policies; 

7. Hospital diversion; 

8. HAZMAT incidents; 

9. Mass Casualty Incidents, which shall include a copy 
of the Emergency Operating Plan (EMS Annex); 

10. Physician and nurse orientation to the base station 
curriculum; 

11. A current cop~ of this chapter; 

12. The quality assurance plan developed in accordance 
with this chapter; 

13. Vehicle maintenance, including vehicle out-of-ser­
vice procedures; 

14. The required reporting of certain events, including 
child abuse or neglect; 

15. Procedures for handling patients with physician is­
sued do not resuscitate orders; and 

16. Any other information that is required by the De­
partment to assist the program staff in the performance of 
their duties, given the unique situation of each program. 

(c) This policy manual shall be immediately available to 
all members of the MICU staff, and shall be presented upon 
demand to an authorized representative of the Department. 
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Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (b), substituted a reference to air medical service utilization for a 
reference to aeromedic;:tl utilization in 5, inserted a new 15, and 
recodified former 15 as 16. 

8:41-9.3 Didactic records 

(a) Each approved didactic site shall maintain such rec­
ords on its students as required by the college and the 
Department. These records shall include, but not be limit­
ed to: 

1. Identifying data on each student including, but not 
limited to, name, address, phone number, date of birth 
. and social security number; 

2. 'Records of progress, including grades on examina­
tions and skill performance; 

3. Anecdotal records, as needed; and 

4. Clinical site affiliation. 

(b) The didactic coordinator shall provide periodic re­
ports to the clinical coordinator at the sponsoring ·site 
reporting the student's progress. 

(c) The didactic program shall present a student's records 
to an authorized representative of the Department upon 
demand. 

8:41-9.4 Student/candidate clinical training records 

(a) Each approved MICU clinical training program spon­
soring paramedic students and/or MICN candidates shall 
maintain records of the training and progress of the stu­
dents. These records shall be retained for a period of at 
least two years from the end of training or termination from 
the program. These records shall include: 

1. Copies of current certifications in CPR, EMT and 
ACLS and as required by this chapter; 

2. Documentation of successful completion of didactic 
training; 

3. Copy of the didactic training schedule; 

4. Original documentation of completion of clinical 
training objectives, including sign-off sheets; 

5. Clinical training schedules; 

6. Anecdotal records, as needed; 

7. Copies of the required evaluations; and 

· 8. Copies of the endorsement to take the certification 
exam, if appropriate. 

(b) Paragraphs (a)2, 3 and 8 above do not apply to MICN 
candidates. 

(c) The program shall produce the files in (a) above upon 
demand of an authorized representative of the Department. 

DEPT. OF HEALTH 

Amended by R.1998 d.433, effective August 17, 1998. 

In (a), inserted a second sentence in the introductory paragraph, and · 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). ~· 

changed a reference to EMTs in 1. . . .. 

8:41-9.5 Medical records 

(a) Every program operating a mobile intensive care unit 
in accordance with this chapter shall develop a medical 
record form to be utilized to document each instance when 
physical or verbal contact is made with a patient. This 
record shall be completed for each patient with whom the 
pre-hospital ALS providers make physical or verbal contact. 
At such time as the Department promulgates a standard­
ized, Statewide report form that form shall be used . 

(b) Every program shall develop and maintain a means · 
for recording cancelled or recalled calls, missed calls, and 
other activity that does not result in patient contact, but did 
result in a dispatch. 

(c) Each medical recbrd form shall contain the following: 

1. The name of the patient (if known); 

2. The home address of the patient; 

3. The location of the call; 

4. Statistical information to include sex, age and 
weight; 

5. Information as to patient's chief complaint, prior 
medical history, medications and allergies, findings ob­
tained during the physical exam, treatment rendered, time 
the treatment was rendered and any response· to treat­
ment; 

6. ECG documentation attached by the provider; 

7. Any other information the program deems neces­
sary, including insurance information; 

8. Tape recording number, if applicable; 

9. Date and times as follows: 

i. Time of dispatch; 

ii. Time the vehicle is en route; 

iii. Time vehicle arrives at the scene; 

iv. Time patient is enroute to the hospital; and 

v. Time patient arrives at the hospital; 

10. Crew information including certification num­
ber(s); 

11. Any treatment rendered to the patient prior to the 
arrival of the MICU; 

12. Unit identifying information to include the vehicle 
number, BLS squad name and vehicle number, type of 
communications used for medical command and printed 
name of medical command physician; 

0 
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13. The printed name and signature of the medical 
command physician; 

14. The receiving hospital or facility; 

15. The receiving hospital's disposition of the patient 
to include admitting or discharge diagnosis and type of 
admission (for example, critical care floor); 

16. A section to record the medication dosage, route 
and time of administration (flow sheet); and 

17. The signature of the preparer of the record. 

(d) The prehospital ALS providers in attendance with the 
patient shall prepare the medical record. 

(e) A copy of the medical record shall be given to the 
physician or licensed registered nurse accepting the patient 
at the receiving facility. No additions to the chart shall be 
made once it is given, unless such changes are initialed and 
dated by the person making the change, and the receiving 
facility is notified. 

(f) A copy of the medical record that has been signed by 
the medical command physician shall be retained by the 
program at the place of business and shall be available for 
inspection. Reports shall be presented to an authorized 
representative of the Department upon demand. 

(g) If a patient should present to the MICU staff and 
should refuse care, the prehospital ALS providers shall 
complete a medical record for that patient and shall attempt 
to obtain the signature of the patient (or guardian) on a 
refusal of care statement. 

(h) The program shall keep a record of all calls answered 
by the unit and shall track the destination, diagnosis and 
disposition of each patient evaluated by the unit. The 
emergency department of a licensed hospital receiving a 
patient evaluated by an approved MICU shall provide the 
information needed to comply with this section. 

8:41-9.6 Quarterly reports 

(a) Each program shall file a report with the Department 
stating the activity of the unit for that quarter. These 
reports shall be made on a form and in the manner specified 
by the Department (see Appendix A, incorporated herein by 
reference) and shall be received in the Office of Emergency 
Medical Services (OEMS) on or before the due date. The 
reporting period and due dates are: 

Period 

Jan. 1-Mar. 31 
Apr. 1-June 30 
July 1-Sept. 30 
Oct. 1-Dec. 31 

Due 
Apr. 30 
July 31 
Oct. 31 
Jan. 31 

(b) The Department shall keep the data on file and shall 
generate a yearly report reflecting the activities of the 

8:41-9.8 

MICU programs. Yearly reports shall be made available to 
the programs and general public for inspection at OEMS. 

8:41-9.7 Quality assurance; roles and responsibilities 

(a) The program medical director or his or her physician 
designee meeting the requirements of N.J.A.C. 8:41-6.3 
shall review at least 10 percent of all calls that were 
evaluated by the MICU, excluding cancelled calls. The 
method of determining which 10 percent of the calls will be 
reviewed shall be at the discretion of the medical director. 
The review shall determine: 

1. Consistency with accepted treatment and triage pro­
tocols; 

2. Consistency of the record with the tape recording of 
the call-in by the MICU; 

3. Appropriateness of orders received by the MICU 
from the physician; and 

4. Completeness of the medical record. 

(b) The program director shall ensure that all medical 
records produced by the program meet standards, with 
regard to: 

1. Completeness of the medical record; 

2. Adherence to policies regarding treatment and triage 
of patients; 

3. Compliance with the requirements of this chapter; 

4. Documentation of excessive scene times based on the 
nature of the call, deviations from established protocols, 
unsuccessful procedures, radio failure, and other unusual 
incidents; and 

5. The conditions set forth in (a) above. 

Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (a), inserted "or his or her physician designee meeting the 
requirements of N.J.A.C. 8:41-6.3" in the introductory paragraph. 

8:41-9.8 Quality assurance; compliance.with standards 

(a) Each program approved under this chapter shall 
develop and maintain a quality assurance plan in accordance 
with N.J.A.C. 8:43G-27.1 and 27.2. 

(b) Each program shall identify an individual responsible 
for the coordination of all aspects of the quality assurance 
program. 

(c) There shall be an ongoing process of monitoring 
patient care. Evaluation of patient care on the MICU shall 
be criteria-based, so that certain review actions are taken or 
triggered when specific quantified, predetermined levels of 
outcomes or potential problems are identified. 

(d) The quality assurance individual shall be available to 
provide ongoing consultation to the program, including as-
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sistance with the development of specific indicators used to 
evaluate service outcomes on the MICU. 

(e) The program shall follow up on its findings to assure 
that effective corrective action is taken, including, at a 
minimum, policy revisions, procedural changes, educational 
activities and follow-up on recommendations, or shall estab­
lish that additional actions are no longer indicated or need­
ed. 

(f) The quality assurance program shall identify and es­
tablish indicators of quality care specific to the MICU that 
are monitored and evaluated which encompass: 

1. Medical calls; 

2. Trauma calls; 

3. Pediatric calls; 

4. Cardiac/respiratory arrest incidents; 

5. Patients triaged to BLS; 

6. Use of radio fai~ure protocols; 

7. Use of standing orders; 

8. On-scene times; 

9. Use of special procedures; 

10. Triage to specialty care facilities; and 

11. Other areas the medical director finds necessary to 
track in this manner. 

(g) The quality assurance review must encompass at least 
10 percent of all calls the mobile intensive care unit(s) 
handle, excluding cancelled calls. 

(h) The program shall keep written records of medical 
director reviews and shall produce them on demand to an 
authorized member of the Department. Medical director 
reviews shall include the comments of the medical director 
or his or her physician designee in accordance with N.J.A.C. 
8:41-9.7. The program shall keep quality assurance reviews 
for a period of one year from the date of the review. 

Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (h), added "or his or her physician designee in accordance with 
N.J.A.C. 8:41-9.7" at the end of the second sentence, and added a third 
sentence. 

8:41-9.9 Additional reports 

Nothing in this chapter shall be deemed to prevent a 
program from gathering other information it deems neces­
sary, providing such information is not otherwise restricted 
by law or rule. Other information gathered may include 
that which is necessary to process billing claims and insur­
ance information. A receiving emergency department of a 
licensed hospital shall make such billing information avail­
able to the MICU staff. 

DEPT. OF HEALTH AND SENIOR SERVICES 

SUBCHAPTER 10. STANDING ORDERS 

8:41-10.1 Standing orders for cardiac arrest 

(a) The following cardiac dysrhythmias and treatment 
protocols shall be considered standing orders in cardiac 
arrest for patients over 12 years of age: 

1. For ventricular fibrillation or ventricular tachycardia 
(without pulse): 

i. Defibrillate 200 Joules; 

ii. Defibrillate 300 Joules; 

iii. Defibrillate 360 Joules; 

iv. Establish IV access in accordance with the stan­
dards established at N.J.A.C. 8:41-10.4; 

v. Intubate, if possible; 

vi. Administer Epinephrine 1.0 mg intravenously or 
2.0 mg endotracheally; 

vii. Perform CPR for one minute; 

viii. Defibrillate 360 joules; 

ix. Administer Lidocaine HC11.5 mg!kg IV; 

x. Perform CPR for one minute; and 

xi. Defibrillate 360 joules. Contact medical com­
mand. 

2. For asystole: 

i. If rhythm is unclear and possibly ventricular fibril­
lation, defibrillate as for ventricular fibrillation as in 
(a)1 above; 

ii. Continue CPR; 

iii. Establish IV access in accordance with the stan­
dards established at N.J.A.C. 8:41-10.4; 

iv. Intubate if possible; 

v. Administer Epinephrine 1.0 mg intravenously or 
2.0 mg endotracheally; 

vi. Administer Atropine Sulfate 1.0 mg IV or 2.0 mg 
ET; and 

vii. If no response to Atropine Sulfate, apply external 
pacemaker at a rate of 70 per minute at the lowest 
energy setting required to achieve capture (or to the 
maximum energy setting if there is no capture). Contact 
medical command. 

3. For pulseless electrical activity (PEA): 

i. Establish/continue CPR; 

ii. Establish IV access in accordance with the stan­
dards established at N.J.A.C. 8:41-10.4 and infuse a 300 
cc fluid challenge; , ~) 

iii. Intubate, if possible; 0 
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iv. Administer Epinephrine 1.0 mg intravenously or 
2.0 mg endotracheally; and 

v. If the heart rate is less than 60 per minute, 
administer Atropine Sulfate 1.0 mg IV or 2.0 mg ET. 
Contact medical command. 

(b) General guidelines are as follows: 

1. Check rhythm after each shock. Check the patient's 
pulse after the final shock in the sequence, or if the 
patient's cardiac rhythm should change. If ventricular 
fibrillation recurs after transiently converting to another 
rhythm, use whatever energy level was previously success­
ful on the patient and defibrillate again. 

2. Paramedics shall initiate radio communication with 
their base station physician as soon as the above treat­
ments have been completed. At no time should initial 
communication with the medical control physician be 
delayed due to difficulty in intubating the patient and/or 
initiating an intravenous line. 

3. The program medical director shall determine the 
type of fluids to be used in each of th~ above cases in 
accordance with N.J.A.C. 8:41-10.4. 

4. Each case utilizing these standing orders shall be so 
documented on the run form. The program's quality 
assurance plan shall include provisions for review of calls 
where standing orders are utilized, in accordance with the 
standards set forth at N.J.A.C. 8:41-9.8. Cases which do 
not follow these protocols as promulgated or where con­
tact is never made with the base station physician shall be 
forwarded to the program medical director for a manda­
tory review. 

5. Initial standing orders shall not replace communica­
tion with a base station physician and should not be 
considered as instructions for total treatment of the pa­
tient. 

6. Should ventricular fibrillation recur after contact is 
made with the base station physician, the prehospital 
advanced life support provider may deliver a shock at the 
energy level that was previously successful, without con­
tacting the base station physician, if such contact would 
significantly delay the delivery of the shock. 

7. In the event a semi-automatic external defibrillator 
has been applied and used prior to the arrival of the 
MICU, the MICU shall continue the treatment protocol 
with regard to last energy level of defibrillation and next 
step in the treatment algorithm. 

Amended by R.1994 d.35, effective January 18, 1994. 
See: 25 N.J.R. 2665(a), 26 N.J.R. 355(a). 
Amended by R.1995 d.392, effective July 17, 1995. 
See: 27 N.J.R. 808(a), 27 N.J.R. 2744(a). 
Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (a), added "for patients over 12 years of age" at the end of the 
introductory paragraph; and in (b )4, rewrote the first sentence. 
Amended by R.1999 d.397, effective November 15, 1999. 

8:41-10.3 

See: 31 N.J.R. 1255(a), 31 N.J.R. 3789(a). 
In (a)1, added vii through xi; in (a)2, added vi and vii; in (a)3, added 

"Establish!" at the beginning of i, added "and infuse a 300 cc fluid 
challenge" at the end of ii, and added v; and in (b), added N.J.A.C. 
reference in 3, and added 7. 

8:41-10.2 Standing orders for multiple trauma patients 

(a) The following treatment protocols shall be considered 
standing orders, to be used when treating multiple trauma 
patients over 12 years of age: 

1. Provide Basic Life Support as necessary; 

2. Provide airway management with cervical spine pre­
cautions; 

3. Assist ventilation, providing highflow oxygen at 100 
percent by non rebreather mask and/or performing intu­
bation utilizing cervical spine precautions when indicated; 

4. Transport as soon as possible; 

5. En route to the hospital establish two large bore 
intravenous lines of Ringer's lactate or normal saline 
solution, in accordance with N.J.A.C. 8:41-10.4. Titrate 
the intravenous fluid administration rate to maintain a 
systolic blood pressure of greater than 90 mmHg and a 
pulse rate of less than 120 per minute, to a maximum 
dose of one liter prior to medical command contact; 

6. Prehospital advanced life support providers shall 
initiate radio communication with their base physician as 
soon as the above treatments have been completed. 
Transportation shall not be delayed due to difficulty in 
intubating the patient and/or initiating an intravenous 
line, except at the specific direction of the medical control 
physician; and 

7. Each case utilizing these standing orders shall be 
documented on the run form and monitored in accor­
dance with the standard in N.J.A.C. 8:41-10.1(b)4. 

Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (a), added "over 12 years of age" at the end of the introductory 
paragraph, and rewrote 6. 
Amended by R.1999 d.397, effective November 15, 1999. 
See: 31 N.J.R. 1255(a), 31 N.J.R. 3789(a). 

In (a), deleted a former 4, recodified former 5 through 8 as 4 through 
7, rewrote the new 5, and substituted a reference to prehospital 
advanced life support providers for a reference to paramedics in the 
new6. 

8:41-10.3 Standing orders for endotracheal intubation 

(a) The protocols contained in this section shall be con­
sidered standing orders for endotracheal intubation. 

(b) Endotracheal intubation may be performed prior to 
contacting medical control if the patient presents: 

1. In respiratory arrest; 

2. In respiratory failure with associated inadequate 
spontaneous ventilatory volume; and/or 

3. Unconscious with absent protective gag reflex. 
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(c) Advanced interventions should only be attempted af­
ter all basic life support interventions have been instituted. 
The patient may be intubated either by the orotracheal or 
nasotracheal route; however, nasotracheal intubation shall 
be withheld in children less than 12 years old. 

(d) It is imperative that the MICU staff initiate contact 
with their base station physician as soon as possible after the 
above treatment has been rendered. These procedures 
should not delay the transportation of a patient in the event 
of a difficult intubation; nor should contact with the base 
physician be delayed by a difficult intubation. 

(e) Each case utilizing these standing orders shall be 
documented on the run form and shall be monitored in 
accordance with the standards established in N.J.A.C. 
8:41-10.1(b)4. 

8:41-10.4 Standing orders for the establishment of 
intravenous therapy 

(a) The protocols contained in this section shall be con­
sidered standing orders for the initiation of intravenous 
therapy prior to contacting the base physician, without 
existing radio failure. 

(b) In cases where an emergent or potentially emergent 
condition exists and current advanced life support treatment 
protocols require. the initiation of intravenous therapy, mo­
bile intensive care unit staff may begin an intravenous line 
at keep vein open rate or establish intravenous access with a 
saline port prior to contacting a base physician. 

(c) Mobile intensive care unit staff shall contact the base 
physician as soon as possible after the initiation of the 
intravenous line. Contact with the base physician shall not 
be delayed by, or as a result of, unsuccessful intravenous 
attempts in the field. 

(d) The time of the initiation of intravenous therapy and 
the time of base station contact shall be recorded on the 
patient run form. 

(e) The medical director of each program shall notify the 
Department as to the solution to be used for intravenous 
therapy when established under this section. 

Amended by R.1999 d.397, effective November 15, 1999. 
See: 31 N.J.R. 1255(a), 31 N.J.R. 3789(a). 

Added (e). 

8:41-10.5 Applicability of standing orders 

(a) The standing orders established in N.J.A.C. 8:41-10.6 
through 10.13, inclusive, may be adopted in their entirety by 
the medical director of an approved MICU program, after 
notification to the Office of Emergency Medical Services 
(OEMS). The standing orders shall not be altered or 
abbreviated or enhanced in any manner except as specified 
by N.J.A.C. 8:41-10.14, Variance of standing orders. 

DEPT. OF HEALTH AND SENIOR SERVICES 

(b) The protocols established in N.J.A.C. 8:41-10.6 
through 10.13 are initial treatment protocols which may be 
utilized by prehospital advanced life support providers oper­
ating on an approved MICU. These protocols apply only to 
patients over 12 years old, and may be utilized prior to 
physician contact. In the event the implementation of these 
standing orders is delayed for any reason, the base station 
physician shall be contacted immediately. 

(c) Any situation other than those specifically identified in 
these rules requires the prehospital advanced life support 
provider to contact the base station physician for medical 
command before providing any advanced life support treat­
ment not authorized under N.J.A.C. 8:41-10.1 through 10.4, 
inclusive. 

(d) These protocols shall not be interpreted as a require­
ment to administer advanced life support therapy prior to 
base station physician contact. The prehospital advanced 
life support providers may elect to contact the base station 
physician at any time during the provision of therapy, in 
accordance with this subchapter. Standing orders cease to 
be operative once base station physician contact is made. 

(e) These standing orders shall not be considered to 
represent total patient management. Medical command 
shall be established after the protocols are utilized. 

(f) The presence of an allergy to any medication in these 
rules shall be deemed to be a contraindication to the 
administration of that agent, and said agent shall not be 
administered under these protocols. 

(g) Each case utilizing these standing orders shall be 
reviewed in accordance with the standards established by 
N.J.A.C. 8:41-10.1(b)4. 

Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (a), changed N.J.A.C. reference in the first sentence, and added 
an exception at the end. 

8:41-10.6 Sustained ventricular tachycardia 

(a) The following standing orders are authorized in the 
event a patient presents with a stable (systolic blood pres­
sure greater than or equal to 120 mm 1-Ig) ventricular 
tachycardia: 

1. Provide appropriate airway management; 

2. Establish intravenous access in accordance with the 
standards set at N.J.A.C. 8:41-10.4; 

3. Perform patient assessment, including medical his­
tory and allergies; 

4. Administer Lidocaine HCl at a dose of 1.5 mglkg IV 
push, if the patient is not allergic to it; 

5. Continue to assess the patient and monitor the 
cardiac rhythm; and 
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6. Contact the base station physician. 

(b) The following standing orders are authorized in the 
event a patient presents with an unstable (unconscious or 
hemodynamic compromise) ventricular tachycardia: 

1. Provide appropriate airway management; 

2. Establish intravenous access in accordance with the 
standards set at N.J.A.C. 8:41-10.4; 

3. Cardiovert the patient at /100 joules. Check the 
pulse and monitor after the cardioversion; 

4. If the rhythm fails to convert, cardiovert the patient 
at 200 joules. Check the pulse and monitor after the 
cardioversion; 

5. If the rhythm fails to convert, cardiovert the patient 
at 300 joules. Check the pulse and monitor after the 
cardioversion; 

6. If the rhythm fails to convert, cardiovert the patient 
at 360 joules. Check the pulse and monitor after the 
cardioversion; 

7. If the rhythm is converted at any point, administer 
Lidocaine one mg/kg, if there is no history of allergy to 
the drug; and · 

8. If the patient is conscious, strongly consider contact­
ing medical command for an order for sedation prior to 
cardioversion. After the above treatments, contact the 
base station physician for medical command. 

Amended by R.1999 d.397, effective November 15, 1999. 
See: 31 N.J.R. 1255(a), 31 N.J.R. 3789(a). 

In (a)4, substituted "1.5'' for "1" following "dose of'; and rewrote 
(b)S. 

8:41-10.7 Bradycardia 

(a) The following standing orders are authorized in the 
case of bradycardia (heart rate less than 60 per minute) in 
which. the patient displays hypotension, shock or other sig­
nificant symptoms consistent with hemodynamic instability: 

1. Provide appropriate airway management; 

2. Establish intravenous access in accordance with the 
standards set at N.J.A.C. 8:41-10.4; 

3. If the patient has signs and symptoms of an acute 
myocardial infarction, do not administer Atropine Sulfate. 
Apply the external pacemaker at a rate of 70 per minute 
at the lowest energy setting required to achieve capture 
(or to the maximum energy setting if there is no capture). 
Contact medical command. 

4. If the patient does not have signs and symptoms of 
an acute myocardial infarction, administer Atropine Sul­
fate 1.0 mg IV; 

5. If the heart rate is not greater than 50 per minute 
within five minutes of oxygen and Atropine Sulfate ad" 
ministration, apply the external pacemaker at a rate of 70 

8:41-10.9 

per minute at the lowest energy setting required to 
achieve capture (or · to the maximum energy setting if 
there is no capture); and 

6. Contact the base station physician for medical com­
mand. 

Amended by R.1999 d.397, effective November 15, 1999. 
See: 31 N.J.R. 1255(a), 31 N.J.R. 3789(a). 

Rewrote (a). 

8:41-10.8 Pulmonary edema/congestive heart failure; 
systolic blood pressure greater than or equal to 
120mmHg 

(a) The following standing orders are authorized in the 
case of pulmonary edema/congestive heart failure, with sys­
tolic blood pressure greater than, or equal to, 120 mmHg: 

1. Provide appropriate airway management; 

2. Establish intravenous access in accordance with the 
standards set at N.J.A.C. 8:41-10.4; 

3. Administer nitroglycerin (0.4 mg) sublingually every 
five minutes to a maximum of 1.2 mg (three tablets or 
sprays of 0.4 mg each) provided the systolic blood pres­
sure is greater than or equal to 120 mmHg; 

4. Administer Furosemide one mg/kg IV; 

i. A program's medical director may elect to substi­
tute Bumetanide 2 mg IV for Furosemide. The pro­
gram's medical director shall notify the Department if 
he or she elects to utilize this substitution; and 

5. Contact the base station physician for medical com­
mand. 

Amended by R.1999 d.397, effective November 15, 1999. 
See: 31 N.J.R. 1255(a), 31 N.J.R. 3789(a). 

In (a), rewrote 3, and inserted 4i. 

8:41-10.9 Suspected myocardial infarction/chest pain: 
systolic blood pressure greater than or equal to 
120mmHg 

(a) The following standing orders are authorized in the 
case of suspected myocardial infarction/chest pain, with 
systolic blood pressure greater than, or equal to, 120 mmHg: 

1. Provide appropriate airway management; 

2. Establish intravenous access in accordance with the 
standards set at N.J.A.C. 8:41-10.4; 

3. Administer nitroglycerin (0.4 mg) sublingually every 
five minutes to a maximum of 1.2 mg (which is three 
tablets or sprays of 0.4 mg each) provided the systolic 
blood pressure is greater than or equal to 120 mmHg; 

4. Administer acetylsalicylic acid by mouth after the 
first dose of nitroglycerin; 

i. The program medical director shall notify the De­
partment whether the program will administer 81 mg or 
324 mg of acetylsalicylic acid; and 
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5. Contact the base station physician for medical com­
mand. 

Amended by R.1999 d.397, effective November 15, 1999. 
See: 31 N.J.R. 1255(a), 31 N.J.R. 3789(a). 

In (a), rewrote 3, inserted a new 4, and recodified former 4 as 5. 

8:41-10.10 Unstable supraventricular tachycardia: 
unconscious or hemodynamically unstable 

(a) The following standing orders are authorized in the 
case of unstable supraventricular tachycardia, with uncon­
scious or hemodynamically unstable patient: 

1. Provide appropriate airway management; 

2. Establish intravenous access in accordance with the 
standards set at N.J.A.C. 8:41-10.4 in the antecubital 
fossa, if possible; 

3. If the patient is conscious and a patent intravenous 
line is in place, rapidly administer Adenosine 6.0 mg 
followed by a rapidly infused 10cc bolus of normal saline 
solution; 

4. If the patient is unconscious, or there is no response 
to the Adenosine, perform a synchronized cardioversion 
at 50 joules. Check the patient's pulse and cardiac rhythm 
after the shock; 

5. If the rhythm fails to .convert perform a synchro­
nized cardioversion at 100 joules. Check the patient's 
pulse and cardiac rhythm after the shock; 

6. If the rhythm fails to convert perform a synchro­
nized cardioversion at 200 joules. Check the patient's 
pulse and cardiac rhythm after the shock; 

7. If the rhythm fails to convert perform a synchro­
nized cardioversion at 300 joules. Check the patient's 
pulse and cardiac rhythm after the shock; 

8. If the rhythm fails to convert perform a synchro­
nized cardioversion at 360 joules. Check the patient's 
pulse and cardiac rhythm after the shock; and 

9. Contact the base station physician for medical com­
mand. 

Amended by R.1999 d.397, effective November 15, 1999. 
See: 31 N.J.R. 1255(a), 31 N.J.R. 3789(a). 

In (a), deleted "paroxysmal" following "unstable" and substituted 
"or" for "and" following "unconscious" in the introductory paragraph, 
added "in the antecubital fossa, if possible" at the end of 2, inserted a 
new 3, recodified former 3 through 8 as 4 through 9, and rewrote the 
first sentence in the new 4. 

8:41-10.11 Anaphylactic shock 

(a) This standing order shall apply only when the patient 
exhibits signs of generalized allergic findings such as urtica­
ria with signs of acute significant respiratory distress and/or 
profound hypotension (systolic blood pressure less than or 
equal to 80 mmHg) with clinical evidence of shock, includ­
ing altered mental status; cool, clammy or mottled skin; 
and/or delayed capillary refill. 

DEPT. OF HEALTH AND SENIOR SERVICES 

1. Provide appropriate airway management; 

2. Establish an intravenous line of 0.9 percent normal 
saline and give a 300cc fluid bolus; 

3. Administer Epinephrine (1:10,000) 0.25 mg IV over 
one minute (slow IV push). If unable to start an IV, 
administer Epinephrine (1:1,000) 0.5 mg subcutaneously 
and rub the area of injection vigorously; 

4. Administer 50 mg of Diphenhydramine HCL IV; 
and 

5. Contact the base station physician for medical com­
mand. 

· Amended by R.1999 d.397, effective November 15, 1999. 
See: 31 N.J.R. 1255(a), 31 N.J.R. 3789(a). 

In (a), rewrote the introductory paragraph and 3. 

8:41-10.12 Respiratory distress with wheezing, due to 
COPD or bronchoconstriction 

(a) The standing order shall apply in the case of dyspnea 
where the signs and symptoms are consistent with asthma, 
COPD or any other dyspnea associated with wheezing or 
suspected bronchospasm: 

1. Provide appropriate airway management; 

2. Administer albuterol 2.5 mg ':ia nebulizer; 

i. A program's medical director may elect to substi­
tute metaproterenol or isoetharine for albuterol. This 
substitution shall be declared at the time these standing ( ·. ) 
orders are authorized by the medical director and '-.;___/ 
approved by the Department. 

3. Establish intravenous access in accordance with the 
standards set at N.J:AC. 8:41-10.4; and 

4. Contact the base station physician for medical com­
mand. 

Amended by R.1999 d.397, effective November 15, 1999. 
See: 31 N.J.R. 1255(a), 31 N.J.R. 3789(a). 

In (a), rewrote the introductory paragraph. 

8:41-10.13 Unconscious person/altered mental status 

(a) The treatment of an unconscious person/altered men­
tal status patient shall be directed by the suspected etiology 
of the event. Specific orders may be omitted by the prehos­
pital advanced life support personnel if the order does not 
pertain to the suspected etiology of the medical emergency. 
The following standing orders shall apply: 

1. Provide appropriate airway management; 

2. Evaluate a blood glucose reagent strip; 

3. Establish intravenous access in accordance with the 
standards set at N.J.A.C. 8:41-10.4; 

4. If the blood reagent strip indicates a blood glucose 
level less than 60 mg/dl; 

i. Administer Thiamine 100 mg IV; 
/ 
0 
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ii. Administer 25 gm of 50 percent dextrose in water; 

(1) If unable to establish IV access, administer 
Glucagon 1.0 mg IM (intramuscularly); and 

iii. If there is no response to (a)4i and ii above, 
administer Naloxone up to 2.0 mg IV. Start with 1.0 mg 
and titrate the dose to reversal of respiratory depres­
sion; 

5. If the blood glucose reagent strip indicates a blood 
glucose level of 60 mg/dl or greater, administer Naloxone 
up to 2.0 mg IV. Start with 1.0 mg and titrate the dose to 
reversal of respiratory depression; and 

6. Contact the base station physician for medical com­
mand. 

Amended by R.1999 d.397, effective November 15, 1999. 
See: 31 N.J.R. 1255(a), 31 N.J.R. 3789(a). 

Rewrote (a). 

8:41-10.14 Nontraumatic hypotension 

(a) The following standing orders are authorized in the 
case of a patient with significant and symptomatic hypoten­
sion (systolic blood pressure less than 90 mmHg) unaccom­
panied by bradycardia or trauma, with patients exhibiting 
signs of shock due to dehydration, sepsis, and nontraumatic 
hemorrhage (for example, gastrointestinal bleeding): 

1. Provide appropriate airway management; 

2. Establish at least one large bore intravenous line of 
Ringer's lactate or normal saline solution, in accordance 
with N.J.A.C. 8:41-10.4, and administer a 300 cc bolus of 
intravenous solution; 

3. Reassess vital signs and the condition of the patient; 
and 

4. Contact medical command. 

New Rule, R.1999 d.397, effective November 15, 1999. 
See: 31 N.J.R. 1255(a), 31 N.J.R. 3789(a). 

Former N.J.A.C. 8:41-10.14, Variance of standing orders, recodified 
to N.J.A.C. 8:41-10.15. 

8:41-10.15 Variance of standing orders 

An approved program's medical director may request 
variance of any standing order(s) set forth in this subchapter 
and in N.J.A.C. 8:41-10A. Such request shall be directed to 
the Office of Emergency Medical Services, PO Box 360, 
Trenton, New Jersey 08625-0360, and shall include: a de­
scription of the standing order variance requested; the 
public health considerations supporting the variance; the 
specific period of time the variance is to be in effect, not to 
exceed six months; and any other supporting information 
the approved program's medical director believes shall be 
useful to the Department in making its determination. Any 
variance granted by the Department under this section may 
include specific conditions determined by the Department to 
be necessary in the interests of public health and safety. 
The Department shall respond to any request under this 

8:41-lOA.l 

section within 60 days after receipt of the request. Should 
the public health considerations cited in the application 
which resulted in the initial approval extend beyond the six 
months approved under this section and if rulemaking has 
not been finalized, the program's medical director may 
apply for an additional six month period, and approval of 
the extension shall not be unreasonably denied. 

New Rule, R.1998 d.433, effective August 17,1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a) .. 
Recodified from N.J.A.C. 8:41-10.14 by R.1999 d.397, effective Novem­

ber 15, 1999. 
See: 31 N.J.R. 1255(a), 31 N.J.R. 3789(a). 

SUBCHAPTER lOA. PEDIATRIC STANDING 
ORDERS 

8:41-10A.1 Applicability and restrictions 

(a) The standing orders for pediatric patients established 
in this subchapter may be adopted in their entirety by the 
medical director of the approved MICU program, after 
notification to the Office of Emergency Medical Services 
(OEMS). The standing orders shall not be altered or 
abbreviated or enhanced in any manner. 

(b) The pediatric standing orders as defined in (a) above 
are initial treatment protocols which may be utilized by 
prehospital advanced life support personnel operating on an 
approved MICU. These protocols apply to patients 12 years 
old or younger and may be implemented prior to physician· 
contact. In the event the implementation of these standing 
orders is delayed for any reason, the base station physician 
shall be contacted immediately. 

(c) Any situation other than those specifically identified 
in these rules required the prehospital advanced life support 
provider to contact the base station physician for medical 
command before providing any advanced life support treat­
ment not authorized under N.J.A.C. 8:41-10.3, 10.4, and this 
subchapter, inclusive. 

(d) These protocols shall not be interpreted as a require­
ment to administer advanced life support therapy prior to 
base station physician contact. The prehospital advanced 
life support provider may elect to contact the base station 
physician at any time during the provision of therapy, in 
accordance with this subchapter. Unless otherwise provided 
in these rules, standing orders cease to be operative once 
base station physician contact is made. 

(e) These pediatric standing orders shall not be consid­
ered to represent total patient management. Medical com­
mand shall be established at the point indicated in the 
protocol, unless established sooner in accordance with (d) 
above. 
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(f) The presence of any allergy to any medication or 
therapeutic agent in these rules shall be deemed to be a 
contraindication to the administration of that agent, and 
said agent shall not be administered under these protocols. 

(g) Each case utilizing these standing orders shall be 
reviewed in accordance with the standards established by 
N.J.A.C. 8:41-10.1(b )4. 

8:41-10A.2 Standard terms for use in pediatric standing 
orders 

(a) As used in the pediatric standing orders established in 
this subchapter, inclusive, the term "stable" means vital 
signs, cardiovascular parameters and level of response with­
in the ranges defined in chapter Appendix B , incorporated 
herein by reference. 

(b) As used in the pediatric standing orders established in 
this subchapter, inclusive, the term "unstable" means vital 
signs, cardiovascular parameters and level of response not 
within the ranges defined in chapter Appendix B. 

DEPT. OF HEALTH AND SENIOR SERVICES 

8:41-10A.3 Active seizures 

(a) The following are pediatric standing orders for active 
seizures: 

1. Assess and secure the airway. Administer 100 per­
cent oxygen; 

2. Observe and note the character of the seizure, in­
cluding the duration of the seizure activity and postictal 
time; 

3. Maintain normal body temperature; and 

4. Obtain a rapid glucose test (for example, Chem­
strip ). 

i. If the blood glucose reading is 60 mgldl or greater: 

(1) Establish medical command and begin trans­
porting the patient to the hospital; 

ii. If the blood glucose is less than 60 mgldl: 
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(1) Establish intravenous access (IV), or if unable 
to establish an IV, intraosseous. access (IO), with 
normal saline solution for injection at a KVO rate; 

(2) Administer 25 percent Dextrose in water at a 
dose of two mVkg IV or IO, to a maximum of 50 ml; 
and 

(3) Establish medical command and begin trans­
porting the patient to the hospital. 

8:41-10A.4 Allergic reaction and/or anaphylaxis 

(a) The following shall constitute pediatric standing or­
ders for allergic reaction and/or anaphylaxis: 

1. Assess and secure the airway. Administer 100 per­
cent dxygen; 

2. Maintain normal body temperature; 

3. If the patient is stable, contact medical command 
and begin transportation of the patient to the hospital; 

4. If the patient is unstable: 

i. Administer Epinephrine 0.01 ml/kg of a 1:1,000 
solution intramuscularly (IM), to a maximum of 0.3 ml; 

ii. Begin transportation of the patient to the hospital; 

iii. Establish intravenous access (IV), or if unable to 
establish an IV, intraosseous access (10), with normal 
saline solution at a KVO rate; 

iv. If there is no improvement in patient status, 
administer a fluid bolus of normal saline solution at a 
dose of 20 mVkg rapidly; 

v. If the patient is wheezing, administer albuterol 2.5 
mg in three ml of normal saline solution via nebulizer; 

vi. If there is no improvement in patient status, 
administer diphenhydramine HCl 0.02 mVkg (which is 
1.0 mg!kg) IV/IO slowly to a maximum dose of 50 mg; 
and 

vii. Contact medical command. 

8:41-10A.5 Altered mental status 

(a) The following shall constitute pediatric standing or­
ders for altered mental status: 

1. Assess and secure the airway. Administer 100 per­
cent oxygen; 

2. Maintain normal body temperature; 

3. If there is evidence of trauma, go to the "pediatric 
standing orders: trauma" found at N.J.A.C. 8:41-10A.13; 

4. Establish intravenous access (IV), or if unable to 
mablish an IV, intr!wsseous access (IO), with normal 
saline solution at a KVO rate; 

5. Begin transportation of the patient to the hospital; 

8:41-10A.7 

6. Obtain a rapid glucose test (for example, Chem­
strip®). If the blood glucose is less than 60 mg/dl, admin­
ister 25 percent Dextrose in water at a dose of two mVkg 
IV /IO, to a maximum of 50 ml; 

i. If unable to establish IV/IO access, administer 
Glucagon 0.1 mVkg intramuscularly, to a maximum of 
one ml. · 

7. If there is no change in the patient's status, adminis­
ter naloxone as follows: 

i. For infants and children from birth through five 
years of age, or up to a total of 20 kg of body weight, 
administer naloxone HCl 0.1 ml/kg (IV!IO); 

ii. For children six years of age or older, or with a 
total body weight in excess of 20 kg, administer nalox­
one HC12.0 mg IV/IO; and 

8. Contact medical command. 

8:41-10A.6 Asthma 

(a) The following shall constitute pediatric standing or­
ders for asthma: 

1. Assess and secure the airway. Administer 100 per­
cent oxygen; 

2. Maintain normal body temperature; 

3. Administer albuterol 2.5 mg in three ml of normal 
saline via nebulizer; 

4. Begin transportation of the patient to the hospital; 

5. If the patient is unstable: 

i. Administer epinephrine 0.01 mVkg of a 1:1,000 
solution intramuscularly, to a maximum of 0.3 ml); 

ii. Establish intravenous access (IV), or if unable to 
establish an IV, intraosseous access (IO), with normal 
saline solution at a KVO rate; and 

6. Contact medical command. 

8:41-10A. 7 Asystole and/or pulseless electrical activity 

(a) The following shall constitute pediatric standing or­
ders for asystole and/or pulseless electrical activity: 

1. Determine pulselessness and begin CPR. Maintain 
normal body temperature; 

2. Assess and secure the airway. Hyperventilate with 
100 percent oxygen; 

3. If asystole, confirm the cardiac rhythm in more than 
one lead. If the rhythm is pulseless electrical activity 
(PEA), attempt to identify possible causes; 

4. Establish intravenous access (IV), or if unable to 
establish an IV, intraosseous access (IO), with normal 
saline solution at a KVO rate; 
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5. Administer Epinephrine 0.1 ml/kg of a 1:10,000 solu­
tion IV/10. If unable to establish IV and 10, administer 
Epinephrine 0.1 ml/kg of a 1:1,000 solution via the endo­
tracheal tube; 

6. Administer a fluid bolus of normal saline solution of 
20 ml/kg rapidly; and 

7. Contact medical command and begin transportation 
of the patient to the hospital. 

8:41-10A.8 Bradycardia 

(a) The following shall constitute pediatric standing or­
ders for bradycardia: 

1. Assess and secure the airway. Administer 100 per­
cent oxygen; 

2. Assess the vital signs. Maintain normal body temp­
erature; and 

3. If the patient is stable, contact medical command 
and begin transportation of the patient to the hospital; 

4. If the patient is unstable: 

i. If, despite oxygenation and ventilation, the heart 
rate is less than 60 per minute and there are signs of 
poor systemic perfusion, begin chest compressions at a 
rate of over 100 per minute; 

ii. Establish intravenous access (IV), or if unable to 
establish an IV, intraosseous access (10), with normal 
saline solution at a KVO rate; 

iii. Administer Epinephrine 0.1 ml/kg of a 1:10,000 
solution IV/10. If unable to establish IV and 10 access, 
administer Epinephrine 0.1 ml!kg of a 1:1,000 solution 
via the endotracheal tube. Repeat the same dose every 
five minutes if there is no change in patient status, until 
otherwise ordered by the medical command physician; 
and 

iv. Contact medical command and begin transporta­
tion of the patient to the hospital. 

8:41-10A.9 Burn management 

(a) The following shall constitute pediatric standing or­
ders for burn management: 

1. Stop the burning process. If hazardous materials 
are suspected, take proper precautions and contact medi­
cal command for guidance on treatment protocols; 

2. Assess and secure the airway. Administer 100 per­
cent oxygen. Consider endotracheal intubation if indicat­
ed for airway burns and/or respiratory compromise; 

3. If the mechanism of injury suggests that force injury 
may be present to the head, neck and spine, provide 
spinal immobilization; 

DEPT. OF HEALTH 

4. After the burning process has been stopped, cover 
burns with dry dressing or a clean sheet. Maintain 
normal body temperature; 

5. Begin transportation of the patient to the appropri­
ate facility. If there are traumatic injuries in addition to 
the burn injuries, transport to the nearest trauma center. 
If there are injuries associated with trauma, refer to the 
trauma protocol found in these rules at N.J.A.C. 
8:41-10A.13 for additional treatment protocols; and 

6. If the patient is age 10 years or less and has greater 
than 10 percent burn surface area, or is age 11 or older 
and has greater than 20 percent burn surface area, estab­
lish intravenous access (IV), or if unable to establish an 
IV, intraosseous access (10), with normal saline solution 
at an infusion rate of 20 ml/kg rapid bolus. 

8:41-lOA.lO Neonatal resuscitation 

(a) The following shall constitute pediatric standing or­
ders for neonatal resuscitation: 

1. Dry the infant. Maintain normal body temperature. 
Place the infant on the back with a towel folded to one 
inch thickness under the shoulders, or place the infant on 
the side, taking care to maintain the neck in the neutral 
position. Suction the infant's mouth and then nose with a 
bulb syringe. Provide tactile stimulation; 

\ u 

i. If thick meconium is present, the mouth, nose and 0/ 
posterior pharynx must be suctioned with a 12 or 14 · .~· 

French suction catheter upon delivery of the head. 
Once the infant is delivered, place the infant in a 
warmed environment. Intubate the infant, connect a 
meconium aspirator, and extubate while applying suc-
tion at a vacuum pressure of no greater than -100 mm 
Hg. Repeat this procedure as necessary until the aspi-
rate is clear or the infant becomes unstable; 

2. If respirations are shallow or less than 30 per min­
ute, administer 100 percent oxygen by simple mask held 
firmly to the infant's face at a flow rate of at least five 
lpm. Reassess respiratory status after 10 seconds of 
treatment by stimulation and oxygen administration; 

3. If respiratory tidal volume is inadequate, begin venti­
lating the infant with a bag-valve-mask resuscitator at a 
rate of 40 to 60 breaths per minute; and 

4. If respirations are adequate or are being assisted, 
assess the heart rate. 

i. If the heart rate is greater than 100 per minute, 
contact medical command and begin transportation of 
the patient to the hospital; 

ii. If the heart rate is 100 per minute or less, begin or 
continue assisting ventilations as listed in (a)3 above; 
and reassess the heart rate after 30 seconds of treat­
ment; 
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(1) If the heart rate is at least 100 and spontane­
ous respirations are present, gradually discontinue 
the ventilations with the bag-valve mask resuscitator; 

(2) If the heart rate is sustained at less than 60 per 
minute, or is between 60 and 80 per minute and is 
not rapidly rising, continue ventilations with the bag­
valve-mask resuscitator and begin chest compressions 
at a rate of 120 per minute. Reassess the pulse rate 
after one minute; 

(3) If there is no change in the condition of the 
infant, continue treatment as defined in ii above and 
intubate the infant; 

(4) If not enroute to the hospital, begin transpor­
tation of the patient to the hospital; 

(5) Establish intravenous access (IV), or if unable 
to establish an IV, intraosseous access (10), with 
normal saline solution at a KVO rate; and 

( 6) Contact medical command. 

8:41-lOA.ll Non-traumatic shock 

(a) The following shall constitute pediatric standing or­
ders for non-traumatic shock: 

1. Assess and secure the airway. Administer 100 per• 
cent oxygen; 

2. Begin transportation of the patient to the hospital; 

3. Maintain normal body temperature; 

4. Establish intravenous access (IV), or if unable to 
establish an IV, intraosseous access (10), with normal 
saline solution and give a bolus of 20 ml/kg rapidly. 
Infuse at a KVO rate after the bolus; 

5. Obtain a rapid glucose test (for example, Chem­
strip®). If the blood glucose is 60 mg/dl or less, adminis­
ter 25 percent Dextrose in water at a dose of two ml/kg 
IV/10 to a maximum of 50 ml; and 

6. Contact medical command. 

8:41-10A.12 Tachycardia 

(a) The following shall constitute pediatric standing or­
ders for tachycardia: 

1. Narrow complex tachycardias with a heart rate great­
er than 220 per minute and wide complex tachycardias: 

i. Assess and secure the airway. Administer 100 
percent oxygen; 

ii. Maintain normal body temperature; and 

iii. Assess patient status; 

(1) If the patient is stable, contact medical com­
mand and begin transportation of the patient to the 
hospital; 

(2) If the patient is unstable: 

8:41-10A.14 

(A) Cardiovert the patient at 0.5 joules/kg. If 
the patient's rhythm does not change, repeat cardi­
oversion at one joule/kg and then at two joules/kg; 

(B) Begin transportation of the patient to the 
hospital; 

(C) Establish intravenous access (IV), or if un­
able to establish an IV, Intraosseous access (10), 
with normal saline solution at a KVO rate; and 

(D) Contact medical command. 

8:41-10A.13 Trauma 

(a) The following shall constitute pediatric standing or­
ders for trauma: 

1. If the mechanism of injury suggests possible force 
injury to the head, neck and spine immobilize the spine 
while simultaneously assessing and securing the airway. 
Administer 100 percent oxygen; 

2. Control hemorrhage and bleeding; 

3. Maintain normal body temperature; 

4. Begin transportation of the patient to the hospital; 

i. If the patient is stable, transportation destination 
determination shall be based upon the Pediatric Trau­
ma Triage Guidelines, chapter Appendix C, incorporat­
ed herein by reference, unless otherwise directed by the 
medical command physician; 

ii. If the patient is unstable, transport the patient to 
the nearest trauma center; 

5. While enroute to the hospital, establish intravenous 
access (IV), or if unable to establish an IV, intraosseous 
access (10), with Ringer's lactate solution at a KVO rate. 
If the patient is unstable, or there are other clinical signs 
and symptoms of poor perfusion, give a bolus of 20 ml!kg 
rapidly; and 

6. Contact medical command. 

8:41-10A.14 Ventricular fibrillation and/or pulseless 
ventricular tachycardia 

(a) The following shall constitute pediatric standing or­
ders for ventricular fibrillation and/or pulseless ventricular 
tachycardia: 

1. Determine pulselessness and begin CPR; 

2. Confirm cardiac rhythm in more than one lead; 

3. Assess and secure the airway. Hyperventilate with 
100 percent oxygen; 

4. Defibrillate the patient at two joules/kg. If the 
rhythm does not change, repeat defibrillation at four 
joules/kg. Repeat a third time, if necessary, at four 
joules/kg; 
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5. Establish intravenous access (IV), or if unable to 
establish an IV, intraosseous access (10), with normal 
saline solution at a KYO rate; 

6. If there is no change, administer Epinephrine 0.1 
ml/kg of a 1:10,000 solution IV/10. If unable to obtain IV 
and 10 access, administer Epinephrine 0.1 ml/kg of a 
1:1,000 solution via the endotracheal tube; 

7. If there is no change in cardiac rhythm, defibrillate 
the patient at four joules/kg; and 

8. Contact medical command. 

SUBCHAPTER 11. PARAMEDIC CLINICAL 
TRAINING OBJECTIVES 

Authority 

N.J.S.A. 26:1A-15 and 26:2K-17. 

Source and Effective Date 

R.1994 d.35, effective January 18, 1994. 
See: 25 N.J.R. 2665(a), 26 N.J.R. 355(a). 

8:41-11.1 Category I; Skills Division 

(a) Upon the successful completion of the laboratory, or 
other designated clinical area, the student will be able to: 

1. Identify the proper equipment and materials for 
venipuncture and blood collection; 

2. Identify the proper sites for venipuncture and pre­
pare the patient for the procedure; 

3. Perform a minimum of 20 venipunctures utilizing 
proper aseptic technique and the appropriate blood col­

. lection equipment; 

4. In accordance with hospital policy, document the 
procedure performed on the patient's record; and 

5. Document all procedures performed on the appro­
priate clinical sign off sheet. 

(b) Upon successful completion of the intravenous thera­
py experience, the student will be able to: 

1. Prepare the patient for the procedure; 

2. Select the appropriate site for the procedure and 
prepare the necessary equipment to accomplish the or­
ders. This includes selecting and preparing the solution, 
tubing and other associated equipment and calculate the 
correct rate of infusion; 

DEPT. OF HEALTH 

3. Perform a minimum of 20 successful intravenous 
infusions. All infusions will be performed utilizing proper 
aseptic technique and be performed in less than five 
minutes. Completion of the hospital intravenous therapy 
certification program may be substituted for this require­
ment. Prior to completion of the clinical training pro­
gram, the student will have successfully initiated a mini­
mum of 50 intravenous infusions or cannulations and have 
demonstrated clinical competency in the' skill; 

4. In accordance with hospital policy, document all 
procedures on the patient record; and 

5. Document all procedures performed, using the ap­
propriate clinical sign off sheet. 

(c) Upon successful completion of the respiratory therapy 
experience, or other designated clinical areas, the student 
will be able to: 

· 1. Identify breath sounds on a minimum of 20 patients 
utilizing proper ausculatory technique. Prior to the con­
clusion of clinical training, the student will have identified 
and documented breath sounds on a minimum of 10 
patients with rales,·rhonchi and wheezing; 

2. Demonstrate the correct application of the naso­
pharyngeal airway, oropharyngeal airway, esophageal ob­
turator airway, esophageal gastric tube airway and the 
endotracheal tube. The student will perform these skills 
utilizing appropriate equipment, techniques and sites. All 
airway insertions will be recorded on the patient record, 
in accordance with hospital policy, and on the appropriate. 
clinical sign off sheet. These skills will be evaluated by 

·both observation and skill testing by the EMS Educator; 

3. Demonstrate, utilizing appropriate equipment, the 
proper technique for suctioning orally, nasally, tracheally 
and endotracheally. Prior to the conclusion of clinical 
training, the student will have suctioned a minimum of 
five patients with an endotracheal tube in place. All. 
suctioning will be recorded on the patient record, in 
accordance with hospital policy, and on the appropriate 
clinical sign off sheet;· 

4. Identify the desired effect for medications adminis­
tered by the respiratory therapist; 

5. Prepare and administer a minimum of 10 nebulized 
medications. Only approved MICU medications are to 
be administered by the student. The student will perform 
this skill utilizing appropriate technique and dosage. All 
nebulized medication administrations will be recorded on 
the patient record, in accordance with hospital policy, and 
on the appropriate clinical sign off sheet; 

6. Observe patients on ventilators. The student will 
be able to identify the various ventilator controls and 
settings. The student will be able to explain the rationale 
for the use of the ventilator; and 

7. Optional Experiences: Observation of pulmonary 
function tests and bronchoscopy. 
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(d) Upon successful completion of the operating room, or 
other designated clinical area for intubation, the student will 
be able to: 

1. Perform successful endotracheal intubation. The 
student will perform this skill utilizing. appropriate equip­
ment and techniques. This includes the appropriate pre­
oxygenation, reoxygenation and verification of tube place­
ment by inspection and auscultation. All endotracheal 
intubations will be recorded on the patient record, in 
accordance with hospital policy, and on the appropriate 
clinical sign off sheet; and 

2. Prior to the conclusion of clinical training, the 
student will have successfully endotracheally intubated a 
minimum of five patients. It is recommended that the 
majority of these be performed in the prehospital environ­
ment. 

(e) Upon successful completion of the E.K.G., or other 
designated clinical area, the student will be able to: 

1. Perform a minimum of five 12-lead electrocardio­
grams. A copy of each Will be retained by the student for 
interpretation at a later date with the EMS educator; and 

2. Identify the effects of medications and electrolyte 
imbalances on the interpreted electrocardiograms; and 

3. As an optional experience, observe stress tests, 
echocardiograms, application of Holter monitors and car­
diac catheterizations. 

(f) Each clinical training program shall develop an evalu­
ation mechanism covering all the objectives of the Category 
I clinical training objectives. Each student shall take and 
pass this examination prior to proceeding to Category IL 

8:41-11.2 Category II; Specialty Care Division 

(a) Upon successful completion of the clinical training 
experience in the Intensive Care Unit, Coronary Care Unit, 
Emergency Department and Mobile Intensive Care Unit, or 
designated clinical area, the student will be able to: 

1. Document the performance of 20 complete patient 
histories/assessments using the appropriate clinical sign 
off sheet. These histories/assessments will include a mini­
mum of 5 neurological and 5 trauma assessments; 

2. Demonstrate medication administration by the in­
tramuscular, subcutaneous, sublingual, topical and intra­
venous routes. Use of appropriate medication adminis­
tration equipment and the correct drug calculations are 
required. The student will document all medication ad­
ministrations performed on the patient record, as per 
hospital policy and on the appropriate clinical sign off 
sheet. Only New Jersey approved MICU medications 
may be administered; 

3. Identify the actions, indications, normal dosage 
range, side effects and contraindications of all medi­
cations administered; 
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4. Submit one case study from each patient care area. 
This will include the chief complaint, patient history, past 
medical history, current medications, clinical presentation, 
treatment modalities, response to care and patient out­
come; 

5. Prepare a minimum of 10 medication cards on 
medication other than those approved for use by par­
amedics, as defined by Subchapter 8 of these rules, and 
which were identified during the student's critical care 
experience. Each card will include the generic and trade 
names, actions, indications, contraindications, dosage 
range, routes of administration and adverse reactions; 

6. Demonstrate the proper application and use of an 
external cardiac pacemaker; 

7. Document a rhythm strip from every monitored 
patient displaying a dysrhythmia and/or abnormal EKG in 
each clinical care area. Each strip will be interpreted and 
the treatment modalities documented on the appropriate 
clinical sign off sheet; 

8. Document the participation and/or observation of a 
minimum of one cardiac arrest on the appropriate clinical 
sign off sheet. Prior to the conclusion of the clinical 
training experience, the student will have participated in a 
minimum of five cardiac arrest resuscitations; 

9. Demonstrate the appropriate technique and situa­
tions for the application of defibrillation and cardiover­
sion. By the end of the clinical training experience, the 
student will have performed a minimum of five defibrilla­
tions and/or synchronized cardioversions; 

10. Demonstrates appropriate treatment modalities 
for the patient in cardiac arrest utilizing the Advanced 
Cardiac Advanced Life Support guidelines of the Ameri­
can Heart Association; 

11. Document the insertion, or observation of the 
insertion, of a nasogastric tube on the appropriate clinical 
sign off sheet. If the student has inserted the nasogastric 
tube, document the insertion on the patient record, in 
accordance with hospital policy. If the student has per­
formed the insertion, the student shall document the 
proper use of equipment and technique during the proce­
dure; 

12. Demonstrate the application of and discuss the 
principles of use of the P ASG; 

13. Identify etiologies, clinical presentation and treat­
ment modalities of the folloWing: Angina Pectoris, Acute 
Myocardial Infarction, Congestive Heart Failure, Ventri­
cular and Aortic Aneurysm, Cardiogenic Shock, Myocar­
dial Trauma, Acute Hypertensive Crisis, Diabetic Emer­
gencies, Poisonings and Overdoses, Hypovolemic Shock, 
Acute Respiratory Failure, Chronic Obstructive Pulmo­
nary Diseases (COPD), Asthma, Pneumonia, Head Injury 
and Coma, Cerebral Vascular Accident, Seizures, Burns, 
Infectious Diseases, Acute Abdomen, Renal Failure, 
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Fractures, Septic Shock, Neurogenic Shock, Pulmonary 
Edema, Pulmonary Embolism and Anaphylaxis; and 

14. As an optional experience, review and demon­
strate, the use of Doppler, Infusion Pumps, and the 
observation of the insertion of internal pacemakers. 

(b) Upon successful completion of the clinical training 
experience in the obstetrical department, or other designat­
ed clinical area, the student will be able to: 

1. Document the observation of a minimum of five 
vaginal deliveries on the appropriate clinical sign off 
sheet; 

2. Identify the normal stages of labor; 

3. Assist in the care of a newborn infant and the post 
partum mother. Document the experiences on the ap­
propriate clinical sign off sheet; 

4. Identify the etiologies, clinical presentations and 
treatment modalities for abnormal and common compli­
cations of deliveries; and 

5. Optional Experience: Neonatal Intensive Care 
Unit. 

(c) Upon successful completion of the pediatric clinical 
training objective, or the designated clinical area, the stu­
dent will be able to: 

1. Document a minimum of 5 pediatric patient histo­
ries/assessments on the appropriate clinical sign off sheet. 
These histories/assessments should be done at various 
stages of development; 

2. Identify normal vital signs for each developmental 
milestone of childhood; 

3. Identify the correct procedure for the administra­
tion of medications and intravenous fluids to the pediatric 
patient; 

4. Identify the correct pediatric drug dosages for all 
approved MICU medications; 

5. Submit one pediatric patient case study; and 

6. As an optional experience, review/demonstrate the 
operation of a Pediatric Intensive Care Unit, Well Baby 
Clinic, and Apnea Monitor. 

(d) Upon the successful completion of the clinical train­
ing objectives in the Psychiatry Department, <?r other desig­
nated clinical training area, the student will be able to: 

1. Document the observation of any crisis interviews 
and/or interventions on the appropriate clinical sign off 
sheet. If this experience is unavailable to the student, the 
EMS Educator may orient the student to the procedures 
followed during these activities; 

DEPT. OF HEALTH 

2. Submit one case study after observing a crisis inter­
view or intervention. If the required experience is not 
available, the EMS Educator may substitute the require­
ment of having the student write a synopsis of the proce­
dures followed during a crisis interview or intervention; 
and 

3. Prepare a minimum of five medication cards on 
psychiatric drugs. These cards are to include the generic 
and trade name, actions, indications, contraindications, 
dosage range, routes of administration and adverse reac­
tions. 

(e) Each clinical training program shall develop an evalu­
ation mechanism covering all the objectives of the Category 
II clinical training objectives. Each student shall take and 
pass this examination prior to proceeding to Category Ill 

8:41-11.3 Category III; Field Internship 

(a) Upon the successful completion of the Field Intern­
ship and all other clinical training objectives, the student will 
be able to: 

1. Perform adequate patient assessments, communi­
cate via telemetry and correctly document on the ap­
proved patient run report on a minimum of 20 patients. 
Copies of all run reports are to be submitted to the EMS 
Educator for review. A treatment call record will be 
completed on every patient the student treats or assesses. 
This record will be used by the EMS Educator to evaluate 
the types of patients the student has had experience with; 

2. Submit a field observation report, completed by the 
field preceptor, according to the schedule established by 
the EMS educator; 

3. Demonstrate the ability to use and troubleshoot all 
equipment, including the vehicle, radio and adjunct equip­
ment; 

4. Demonstrate knowledge of safe driving habits in 
accordance with hospital policy and the regulations of the 
New Jersey Division of Motor Vehicles; 

5. Demonstrate the ability to promote or demonstrate 
positive interpersonal skills with squads, hospital employ­
ees and the patients and their families; 

6. Function both independently and as a member of 
the team; 

7. Demonstrate the ability to assume responsibility in 
the field. This includes the ability to set priorities, orga­
nize patient care and maintain control of the emergency 
scene; 

8. Demonstrate clinical competency in the following 
skills: chest decompression, intraosseous infusion, exter­
nal cardiac pacing, central venous access and A V shunt; 
and 
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9. Demonstrate knowledge and competence in the 
application of the approved standing order protocols as 
established by this subchapter. 

8:41-11.4 Program requirements 

(a) The program shall document a minimum of 600 hours 
of clinical training for each student. No clinical training 
area shall be entered until all didactic material has been 
presented that is necessary for the student to meet the 
clinical training objectives of that area. A minimum of 200 
hours of . field experience shall be documented after the 
completion of the didactic program. Hours of training in 
the following areas are mandated by the United States 
Department of Transportation National Standard Curricu­
lum for Paramedics and the Department: 

1. Emergency department 
2. Intensive/coronary care units 
3. Operating/recovery room 
4. Intravenous team, if available 
5. Pediatric unit 
6. Labor/delivery/newborn nursery 
7. Psychiatric unit or crisis center 
8. Morgue · 

100 hours 
40 hours 
24 hours 
8 hours 

24 hours 
24 hours 
8 hours 
4 hours 

i. The morgue experience may be obtained either by 
the student attending actual autopsies, or by attendance 
at a program provided by the Department. 

(b) Clinical training shall also be required in the following 
areas: 

1. Laboratory 4 hours 

8:41-11.4 

2. Respiratory Therapy 24 hours 

(c) Minimum hour requirements for other clinical areas 
may be determined by the EMS Educator. 

(d) Each clinical training program shall develop a final 
evaluation mechanism covering all the objectives of these 
clinical training objectives. Each student shall take and 
pass this examination prior to receiving endorsement to take 
the State certification examination. 

(e) The student shall provide the EMS Educator with the 
appropriate completed clinical sign off sheets documenting 
successful completion ofall clinical training objectives. 

(f) The student shall provide and maintain documenta­
tion of valid certification as required at N.J.A.C. 8:41-4.1. 
Certification must remain current throughout clinical train­
ing. ACLS certification shall be completed before the 
student enters Category III. 

(g) If a student fails to meet any of the minimum numbers 
for the performance of the required skills listed in this 
subchapter, the clinical EMS educator responsible for the 
student's training may make application to . the Chief Ad­
ministrator of OEMS for a waiver of that requirement in 
accordance with the provisions for waivers in N.J.A.C. 
8:41-2. 

Amended by R.1998 d.433, effective August 17, 1998. 
See: 30 N.J.R. 1549(a), 30 N.J.R. 3089(a). 

In (f), rewrote the first sentence. 
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MICU Quarlerly Reporl 

Program Name 

ADDRESS 

Person Completing Report 

Coordinalor 

I. MICU dispatches 

2. MICU calls cancelled 
(patienl nol seen) 

3. MICU requested and 
unable to respond 

4. Patienls evaluated by 
MICU (lolal) 

5. Patients triaged to 
BLS (lolal) 

6. Patients triaged to BLS 
and admitted to critical 
care (total) 

7. Patients refusing ALS 

APPENDIX A 

NEW JERSEY DEPARTMENT OF HEALTH 
OFFICE OF EMERGENCY MEDICAL SERVICES 

DEPT. OF HEALTH. 

Quarter Endin's-------------­
(Quarterly reports are due by the 30th of April, July, October, January) 

Telephone Number { 

Cost Per Completed ALS Call 

Medical Director 

SECTION ONE-SYSTEM WIDE MICU INFORMATION 

IS. ALS Field pronouncements (hy 
Medical control physician) 

16. Tolal ALS patienls admitted 
to a hospital 

17. Total ALS patients lreated 
and released from emergency 
department 

18. ALS patients transported by 
volunteer ambulances 

19. ALS patients transported by 
licensed ambulances 

20. ALS patients rransported by 
aeromedical service 

21. Al..S patients transported by 
lranspon M ICU 

8. Patients trealed by MICU 
as completed ALS calls 

22. ALS patients transported by 
other means (explain each 
situalion below) 

Age Ranges 
9. 0 to I year 

10. 2 to 8 year 

11. 9 to 20 year 
12. 21 10 45 year 
13. 46 to 65 year 
14. > 65 year 

Comments: 

41-40 

23. Al.S patients treated and 
lert at the scene 

24. Transport delayed due to lack 
of available Bl.S transport vehicle 

MATCHING TOTALS 
15, 16 17 must = Item 8 
9, 10, II, 12, 13, 14 muSI ~ hem 8 
18, 19, 20, 21, 22, 23 muSI ~ hem 8 

(OEMS 9191) 
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MICU QUARTERLY REPORT-Continued PROGRAM-------------------------

QUARTER ENDING·----------

SECilON 1WO-INDMDUAL VEHICLE SITE DISPATCH INFORMATION 

VEHICLES "----------------- VEHICLE RECOONmON NUMBER/NAM,c_ __________ _ 

2S. MICU dispatclles 

26. MICU caJb canceUed 
(patienl nol seen) 

1:1. MICU requesled and 
unable lo respond 

Comments: 

28. Patients trealed by MICU 
as compleled ALS caJb 

29. Number of oul-of-seiVice 
boun (eliJilain) 

VEHICLES "---------------- VEHICLE RECOONmON NUMBER/NAMc_ __________ _ 

30. MICU dispalcbes 

31. MICU caJb canc:eUed 
(palienl nol seen) 

32. MICU requesled and 
unable to respond 

Comments: 

33. Patients 1rea1ed by MICU 
as compleled ALS caJb 

34. Number of out-of~service 
hours (eliJilain) 

VEHICLE S'"''---------------- VEHICLE RECOONmON NUMBER/NAM.r-----------

35. MICU dispalcbes 38. Patients lrealed by MICU 

36. MICU caJb canceUed 
(palienl nol seen) 

37. MICU requesled and 
unable to respond 

Comments: 

as compleled ALS calls 

39. Number of out-of-service 
hours (eliJilain) 

VEHICLES "---------------- VEHICLE RECOGNmON NUMBER/NAMr-------
40. MICU dispalches 

41. MICU caJb canceUed 
(patient not seen) 

42. MICU requesled and 
unable to respond 

Comments: 

41-41 

43. Patients lrealed by MICU 
as compleled ALS caJb 

44. Number of out-of-service 
hours (explain) 

(OEMS 9J'.JI) 
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MJCU QUARTERLY REPORT -Continued PROGRAM~-----------------------
OUARTER ENDINu_ ________________ _ 

SEC'IlON 'IWO CONTINUED-INDIVIDUAL VEHICU! SITE DISPATCH INFORMATION 

VEHICU! S;n~~------------------------- VEHICU! RECOONmON NUMBER/NAM"'-------

4$. MICU dispalcheo 

46. MICU calls CIIICOUed 
(palient not oeen) 

47. MICU rcqueotod and 
uaable 10 reapond 

Comments: 

48. Palients trealed by MICU 
aa c:ompleled ALS calls 

49. Number of out-of-service 
boun (uplain) 

VEHICU! Su£'--------------- VEHICU! RECOONmON NUMBER/NAM'"------------

50. MICU diapatcbel 53. Palients treBled by MICU 

51. MICU calls CIIICOUed 
(palient not oeen) 

52. MICU requested and 
unable 10 respond 

Comments: 

aa completed ALS calls 
54. Number of out-of-service 

boun (explain) 

VEHICU! S;nt;._ ______________ VEHICU! RECOONmON NUMBERJNAM~:o.... __________ _ 

55. MICU diapall:bes 58. Patients treated by MICU 

56. MICU calls CIIICOUed 
(palient not seen) 

57. MICU rcquesled and 
unable to respond 

Comments: 

as completed ALS calls 
59. Number of out-of-service 

hours (explain) 

VEHICLE Su£'--------------- VEHICLE RECOGNmON NUMBER/NAMI:.....------

60. MICU dispatches 63. Palients treated by MICU 

61. MICU calls CIIIICeUed 
(patient 1101 seen) 

62. MICU requesled and 
unable to respond 

Comments: 

41-42 

as completed ALS calls 
64. Number of out.of·service 

houn (explain) 
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MICU QUARTERLY REPORT-Continued PROGRAM~-------------------------

QUARTER ENDING·------------------

SECI10N TIIREE-PATIENT ClASSIFICATION 
Place each AI.S patient in only one of the categories below 

Cardiac 

6S. General Cardiac 

66. Cardiopulmonary arrcat 
(r<:suscitation attempted) 

67. Cardiac Cases Total 

61. 

69. 

10. 

71. 

12. 

73. 

74. 

Trauma 

Blunt trauma 

Bums/Electric Shock 

Head injury 

Penetrating injury 

Spinal cord injury 

Trauma codes 

Other (e1plain) 

1S. Trauma Total 

Mechanism of injury 

76. MVA 

11. Stab/gunahot 

78. FaDs 

19. Assault 

80. Other (ellplain) 

81. Trauma patient 
admitted to Level I 
trauma center 

82. Trauma patient 
admitted to Level II 
trauma center 

Comments: 

41-43 

General Medical 

83. Alcohol/Drug ahuac 

84. Anaphylaxis 

BS. CVA/Vaacular 

16. Dehydration/Sepsis 

87. Diabetic 

88. Drowning/Near drowning 

89. Gastrointestinal problems 

90. Heal/Cold exposure 

91. OB/GYN problems 

92. Poisoning 

93. Pronouocements not resuscitated 

94. Psychiatric: problema 

9S. Respiratory problems 

96. Scizur<:S 

91. Syncope 

98. Unconscious (etiology unknown) 

99. Weakness/Malaise 

100. Other (e~plain) 

101. Medical Total 

MATCHING TOTALS 

67, 1S, 101 muat = Item 8 
76, 77, 78, 79, 80 muat = Item 1S 
61, 69, 70, 11, 12, 13 74 must = Item 1S 

(OEMS .. I) 
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MICU QUARTERLY REPORT-Continued 

102. AV fistula/shunt access 

103. Central venous access 

104. Cbest decompression 

lOS. &ophqeal obturator 
airway insertion 

106. Ext. cardiac pacing 

107. lntraosseous infusion 

108. Intravenous catheter plug 

109. IV therapy initiated 
(number of patients) 

Comments: 

DEPT. OF HEALTH 

PROGRAM~----------------------­

QUARTER ENDING•-----------------

SEcnON FOUR-PROCEDURES 

110. MAST iDOation 

Ill. Naaogastric tube insertion 

112. Patients cardioYened 

113. Patients defibrillated 

114. Patients participated in a 
prebospital resean:h 
project 

liS. Tracheal intubation 

116. 12 lead EKG 

SEcnON FIVE-PRIMARY COMMUNICATIONS WJTI{ MEDICAL CONTROL 
Enter each patient only once 

117. UHF (telemetry) 

118. VHF (HEAR) 

119. CcUular Phone 

120. Telephone 

Comments: 

123. Medicare 

124. Medicaid 

125. Blue Cros&!Biue Shield 

126. Self pay 

Comments: 

121. Radio failure 

122. Otber communications (esplain) 

MATCHING TOTALS 
Section Five totahl must = Item 8 

SEcnON SIX-PAYMENT SOURCE 
Enter eacb patient only once 

127. Other commercial insurance 

128. No fault 

129. Workman's Compensation 

130. Other (list) 

41-44 

MATCHING TOTALS 
Section Sir: totals must >= Item 8 

(OEMS 9191) 
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MICU QUARTERLY REPORT -Continued PROGRAM-------------------------
QUARTER ENDING __________________ _ 

SECI10N SEVEN-DESTINATIONS 
Record the number of A1.S patients taken to each hospilal 

131. 
Hospilal name and CDde # 

Comments: 

Number of 
patients 

41-45 

Hospilal name and eode # 

MATCHING TOTAL'! 
Item 131 Total must = Item 8 

Numl'ler of 
patients 

(OEMS..,!) 

8:41-11.4 
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8:41-11.4 DEPT. OF HEALTH 

MICU QUARTERLY REPORT-O>ntinued PROGKM"------------

QUARTER ENDING _______ _ 

SEcnON EIGliT-ORIGINATION OF CALL 
List incorporated municipalities and municipality codes. 

Do not usc subdivision names. 

Record in 133 the number of dispatches (by municipality) for your program vehicles. In 134 record the number of completed ALS calls 
originating in each town. 

132. 

O>mments: 

Town 

MATCHING TOTALS 
TOIIII of 133 must = Item I 
Total of 134 must = Item 8 

Municipality 
Code 

APPENDIX B 

133. Dispatches 
134. O>mpleted 

ALS calls 

(OEMS "''l 

PEDIATRIC STANDING ORDERS AND RADIO FAILURE PROTOCOLS 

DEFINITION OF TERMS 

1. Stable: Vital signs and cardiovascular assessment parameters fall within the normal range for the age group. 
2. Unstable: Vital signs and cardiovascular assessment parameters do not fall within the normal range for the age group. 

NORMAL PEDIATRIC VITAL SIGNS 
AGE GROUP RESPIRATION HEART RATE SYSTOLIC WEIGHT (lbs} WEIGHT 

Newborn 30-50 120-160 50- 70 4.5-7 2-3 
Infant (1-12 mos} 20-30 80-140 70-100 9-22 4-10 
Toddler (1-3 yrs} 20-30 80-130 80-110 22-31 10-14 
Preschooler (3-5 yrs} 20-30 80-120 80-110 31-40 14-18 
School Age (6-12 yrs} 20-30 70-110 80-120 41-92 20-42 
Adolescent (13+ yrs} 12-20 55-105 100-120 >110 >50 
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MOBILE INTENSIVE CARE PROGRAMS 8:41 App. C 

LEVEL OF RESPONSE 
RESPONSE INFANT CHILD 

A Alert Curious/Recognizes parents Alert/Aware of surroundings 
V Responds to voice Irritable/Cries Opens eyes 
P Responds to pain Cries in response to pain Withdraws from pain 
U Unresponsive No response No response 

APPENDIX C 

NEW JERSEY STATE EMERGENCY MEDICAL SERVICES SYSTEM 
PEDIATRIC TRAUMA TRIAGE GUIDELINES 

STATEMENT OF INTENT: The following pediatric trauma triage guidelines are provided to assist in determining the disposition of children 12 years 
of age or younger. Use the adult trauma triage guidelines for children older than 12 years of age.* It is understood that these are guidelines only and 
are to be used, whenever possible, in communication with a base station physician. These guidelines are intended to be utilized in conjunction with 
clinical judgment. 

STEP 1: PHYSIOLOGY (anv one of the oarameters listed below) 

• A VPU • responsive to voice, pain, or unresponsiv~ 
• Evidence of poor perfusion (skin pallor, cool extremities, weak distal pulses, 

cyanosis/mottling, etc.) 
• Heart rate: child::; 5 yr old: < 80/min or> 180/min 

child;:: 6 yr old:< 60/min or> 160/min 
• Respiratory rate > 60, or respiratory distress, or apnea 
• Capillary refill > 2 seconds (evaluated on warm body part) 

~NO 
STEP TI: ANATOMY (any one present) 

• Penetrating injuries (ex. gunshot/stab wounds) to the head, neck, torso or extremities 
(above the elbow and knee) 

• Flail chest 
• Difficulty or inability to maintain a patent airway 
• Fractures-more than one involving the humerus and/or femur 
• Pelvic fractures 
• Paralysis or evidence of spinal cord injury 
• Amputation above the wrist or ankle 
• Burns when combined with other major injuries 
• Seat belt mark on the torso 

~NO 
STEP Ill: MECHANISM OF INJURY (anv one oresent) 

• Ejection from motor vehicle 
• Falls >3x patient's height 
• Extrication time > 20 mins with an injury 
• High voltage electrical injury 
• Unrestrained passenger in vehicle roll over 
• Pedestrian, motorcyclist or pedalcyclist thrown or run over 
• Front seat passenger with deployment of air bag (same side) 

~NO 
TO LOCAL HOSPITAL 
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