








  
 

EMSFORMULARY  Page 135

 
Attachment K 

 
 

ATTACHMENT K



  
 

EMSFORMULARY  Page 137

Attachment M 
MEDICAL CONTROL COMMITTEE 

 
 

 
Edgar G. DesChamps, M. D., Chairman 
Member Since: 1985 
STATE MEDICAL DIRECTOR 
Apt 924, Vista Commons 
1100 Pulaski St. 
Columbia, SC 29201 
Phone: (803) 254-3501(ofc) 
fax:  (803) 254-9284 
beeper:     (800) 502-8002 
e-mail: Edeschamps@ftc-i.net 

Raymond Bynoe, M.D., FACS 
Member Since: 2003 
ACS - COMMITTEE ON TRAUMA 
Two Richland Medical Park, Suite 402 
Columbia, SC 20203 
 
Phone: (803) 256-2657 (ofc) 
fax:  (803) 929-0492 
email:  bynoe@medpark.sc.edu 

 
E. Douglas Norcross, M. D. 
Member Since: 1989 
DIRECTOR OF TRAUMA SERVICES - MUSC 
171 Ashley Avenue 
Charleston, SC   29425 
Phone: (843) 792-9737 (ofc) 
fax:  (843) 792-3315 
email:  Norcroed@MUSC.edu 

Carol T. Burger, M. D. 
Member Since 1990 
UPSTATE REGIONAL MEDICAL DIRECTOR 
101 Willow Point Way 
Easley, SC 29642 
Phone: (864) 455-7157 (ofc) 
fax:  (864) 455-5474 - (864) 220-1924 
email:  andkris@worldnet.att.net 

 
John F. Sorrell, M. D. 
Member Since: 1989 
LOWCOUNTRY REGIONAL MEDICAL DIRECTOR 
951 Scottland Drive 
Mt. Pleasant, SC 29464 
Phone: (843) 881-0100 (ofc) 
fax:  (843) 881-6349 - (843) 881-4357 
email: jsorrellmd@aol.com          

William C. Gerard, MD, FACEP 
Member Since: 2001 
MIDLANDS REGIONAL MEDICAL DIRECTOR 
364 Frick Ct. 
Chapin, SC 29036 
Phone: (803) 434-7088 (ofc) 
fax:  (803)  
email:        Wcgresq911@mindspring.com 

 
James Mock, M. D. 
Member Since: 2001 
SC MEDICAL ASSOCIATION 
P. O. Box 3261 
North Myrtle Beach, SC 29582 
Phone: (843) 692-1759(ofc) 
Phone: (843) 457-4747(ofc) 
fax:   
email:  catgutjim@aol.com     

Ron Fuerst, M. D. 
Member Since: 1997 
USC SCHOOL OF MED - DEPT. OF PEDIATRICS 
112 Turtle Cove Ct. 
Lexington, SC 29072 
Phone: (803) 359-0323 (ofc) or 954-3867 
fax:  (803) 434-3946 
email:  fuerstr@pol.com 

 
Richard Rogers, M. D. 
Member Since: 1996 
PEE DEE REGIONAL MEDICAL DIRECTOR 
4009 Southborough Rd. 
Florence, SC   29501-8814 
Phone: (843) 777-2027 (ofc) 
Home: (843) 464-8844 
fax:  (843)  

Mac Nowell, M.D. 
Member Since: 2002 
SCCEP - EMS COMMITTEE 
346 Whiteford Way 
Irmo, SC 29063 
Phone: (803) 951-2151 (home) 
fax:   
email:       macnowell@hotmail.com 
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Attachment N 
SC EMS Training Committee Members 

Updated on November 29, 2001  
 
 

 

Paul Lucas 
Lowcountry Regional EMS Council 
6435-A Fain Street   Suite A 
North Charleston, SC 29406 
Regional Director 
Phone: 843-569-2220 
Email:   paul@lowcountryems.com 
Fax: 843-569-2226 

 

Robert Johnson 
Kershaw County EMS 
Haile & Roberts Street 
Camden, SC 29020 
SC Assoc. Of Rescue Squads 
Phone:   803-432-4311 ex: 169 
Email: kcmcems@yahoo.com 
Fax: 

Debbie Hession 
Upstate EMS Council, Inc. 
121 Interstate Drive   Suite 5 B 
Greenville, SC 29615 
Regional Director 
Phone:   864-289-0112 
Email: uemsc@cris.com 
Fax:    864-289-0114 

 

Chris Cothran  
Midlands EMS Management Assoc. 
3201 Leaphart Road 
West Columbia, SC 29169 
Regional Director 
Phone: 803-794-3940 
Email:  scmidlans@aol.com 
Fax:   803-794-3941 

 

Lanny Bernard 
Lancaster County EMS 
P. O. Box 1809 
Lancaster, SC 29721 
Phone:   803-283-4134 
Email: lcems@infoave.net 
Fax:    803-283-2092 
Pager #: 803-872-3601 

Mike Fisher 
Greenville Technical College 
P. O. Box 5616 
Greenville, SC 29606 
State Board of Tech. & Comp. Edu. 
Phone:   864-250-8490 
Email: fishermaf@gvltec.edu 
Fax: 

 
 

 

Don Lundy 
3870 Leeds Avenue  
Suite 104  
Charleston, SC 29405 
EMS Association 
Phone:   843-740-3253 
Email: 
dlundy@charlestoncounty.org 
Fax:   803-740-3255 

Charles Stewart 
Pee Dee Regional EMS 
1314 West Darlington Street  
Florence,   SC 29501 
Regional Director 
Phone:    843-662-5771 
Email:   pdrems@bellsouth.net 
Fax:   843-662-9444 

John Dobson 
Myrtle Beach Fire Dept. 
P O Box 2468 
Myrtle Beach, SC 29578 
Phone: 843-918-2245 
Fax: 843-918-2244 
Email: 
jdobson@cityofmyrtlebeach.com 

 
Teddy Griffith 
Transmed, LLC 
610 Johnson St. 
Conway, SC  29527 
EMS Educators Association 
Phone: 843-545-7911 
Email:  
Fax:  
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Attachment O  
 

POSITION STATEMENT ON THE USE AND 
IMPLEMENTATION OF GUIDELINES 

 
INTRODUCTION: 

 
EMS systems frequently encounter new guidelines and standards established by a variety of organizations, 
including professional societies (such as NAEMSP), clinical specialty societies (such as AHA, the American 
Heart Association), government agencies (such as OSHA, the Occupational Safety and Health Administration), 
industry associations (such as NFPA, the National Fire Protection Association), and other nonprofit groups 
(such as ASTM, the American Society for Testing and Materials). In some cases, particularly those involving 
government agencies, true standards are being set forth, with regulatory backing and mandatory compliance. 
Frequently, however, voluntary guidelines are being set forth as the best opinion of the promulgating agency, 
group, or society. In the vast majority of cases, these guidelines are developed through a rigorous process 
involving a detailed review of available information on the topic, and often involving a consensus process 
between members of many organizations with interest in the topic. 
 
While such guidelines may be accompanied by advice regarding implementation, this is not always the case. 
EMS systems face myriad standards and guidelines that potentially affect the patient care practices of the 
system. The systems frequently turn to medical oversight, regional or state EMS offices, or other sources of 
leadership for assistance in evaluating these standards and guidelines for possible implementation. 
 
DEFINITION: For the purpose of this position statement, only "voluntary guidelines" will be considered. 
This position statement is not meant to address regulatory standards and other guidelines that are mandated by 
legal authority, through statute or formal regulation. 
 
POSITION: The Medical Control Committee believes that: 
 
1. The approach that a given EMS agency, system, region, or state office takes in implementing voluntary 
guidelines must be driven by both local needs and local resources. It must be recognized that logistical, 
financial, and public health needs, and regulatory realities may influence how, when, or even whether a given 
EMS agency, system, or region considers or adopts new guidelines. Incorporation of new guidelines into any 
existing EMS system must be considered in the context of the public's health as a whole, rather than a single 
illness or injury. 
 

A. Logistical/Operational: Given the tremendous variability in EMS system size, design, 
capabilities, and resources, it is obvious that EMS systems must have different approaches to 
evaluating and implementing new guidelines. The manner in which any given system goes about 
evaluating and implementing guidelines will necessarily be affected by these factors as well as 
local EMS and public health needs. Additionally, the effect of incorporating new guidelines into 
pre-existing, day-to-day operations must be considered. From an operational standpoint, systems 
should not sacrifice baseline performance to institute new guidelines, unless the new guidelines 
have a higher public health priority. 

 
B. Financial: It must be recognized that implementation and adherence to a new set of 
guidelines may have significant associated costs, such as training of personnel, purchase and 
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maintenance of new equipment, and medical oversight expenses. The costs of attaining 
compliance with such guidelines must be recognized: resources expended on compliance with 
one set of guidelines will not be available for compliance with other guidelines, or for routine 
functions. From a financial standpoint, as well as an operational standpoint as outlined in A, 
above, it is rarely reasonable to sacrifice baseline capabilities in favor of compliance with new 
guidelines. 

 
While in optimal circumstances new guidelines could be viewed as tools which EMS systems 
could use as leverage for additional resources, this is not always possible. In particular, EMS 
systems that rely principally on billing for services rendered (as opposed to local tax revenue 
support or other subsidization) will likely not be able to utilize this strategy. Similarly, many 
EMS services with public funding or subsidies are constrained by statutory or contractual 
limitations on the amount funds available. Accordingly, it may be necessary to evaluate 
guidelines in terms of the opportunity costs of compliance, cost-benefit (comparing economic 
costs with economic benefits), and cost-effectiveness (evaluating cost per degree of effect, either 
marginal or incremental). 

 
C. Regulatory:  Each EMS agency and its medical director must be aware of the degree of 
latitude granted by state legislation and regulations in modifying patient care activities and 
crafting protocols, policies, and other documents that involve areas for which guidelines have 
been promulgated. (For example:  Those working in states where strict adherence to state-wide 
standards is required may have to consider new guidelines in a different way than those working 
in states that allow local variation. The former will need to work with or through the appropriate 
state-level authorities and agencies, while the latter will need to take on the responsibility 
locally.) 

 
2. When considering the implementation of guidelines, EMS systems should consider both the strength of the 
science supporting the guidelines as well as its applicability to the local EMS and public health environment. 
 

A. Strength of science:    EMS systems evaluating a set of guidelines must consider the 
strength of the science supporting the guidelines to determine if the evidence is significant 
enough to warrant EMS system implementation, especially when its implementation may 
compromise other infrastructure needs of the EMS system. 

 
B Local applicability: Guidelines should also be considered in the context of a local EMS 
system's characteristics, operations, and environment. A given set of guidelines may not be 
applicable to all given EMS systems. For instance, some guidelines while appropriate for urban 
EMS systems may not be appropriate for EMS systems operating in rural or remote areas. 
Additionally, guidelines based on scientific studies of effectiveness in one community may not 
be applicable to all communities because of differences in the characteristics of the community 
and/or EMS/public safety systems. 

 
3. Summary: EMS systems must provide the highest quality of service and patient care based on current 
resources and public health needs. Voluntary guidelines should be used to supplement and enhance the overall 
local system structure and function, and should be implemented in a systematic process encompassing all facets 
of an EMS system. Voluntary guidelines should not be considered required standards of care. 
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Attachment P  
 

 
POSITION STATEMENT 

ON THE USE AND IMPLEMENTATION 
OF AMIODARONE and VASOPRESSIN 

IN ACLS PROTOCOLS 
 
 
 
The following summarizes the Position of the Medical Control Committee on the utilization of AMIODARONE and 
VASOPRESSIN in the Advanced Cardiac Life Support Protocols authored by the American Heart Association  
(Guidelines 2000 for Cardiopulmonary Resuscitation and Emergency Cardiovascular Care – International 
Consensus on Science.  American Heart Association, Supplement to Circulation – Volume 102, Number 8 – 
August 22, 2000.).  This position is in concert with national organizations – e.g. the American College of Emergency 
Physicians – and is excerpted in large part from the Position Statement developed by the American Academy of 
Emergency Medicine to address this issue. 
 

THE USE OF AMIODARONE AND/OR VASOPRESSIN: 
 

It is the position of the Medical Control Committee that the use of Vasopressin and/or Amiodarone in 
refractory pulseless ventricular tachycardia or ventricular fibrillation (VT/VF) should NOT be 
considered the current “Standard of Care” for this condition. 

 
It is the position of the Medical Control Committee that while these agents MAY be appropriate for 
treatment of the conditions described; the strength of the science at this point is NOT CONCLUSIVE 
enough to consider their use mandatory or that their use represents a “Standard of Care”. 

 
Until ongoing or future research clarifies this issue, the Medical Control Committee has 
approved these agents for use in the Pre-Hospital setting.  The Local Medical Control Physician 
should use his/her discretion and expertise in developing protocols for antiarrhythmic therapy in 
patients with cardiac arrest for their Local EMS Services 
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IMPLANTED / INVASIVE DEVICE LIST 
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INTRODUCTION 
 Invasive / Implanted Device List 
 
 
The purpose of this manual is to denote medical devices not specifically covered in EMS 
training which may be transported by EMS personnel and are in place at the time of arrival of 
the EMTs.   
 
Any invasive or implanted device not described within this manual should NOT be 
transported by EMS personnel without an accompanying nurse or physician capable of 
caring for the device.  Additions to this manual will be considered yearly after requests for 
inclusion of a new device are received by DHEC's EMS Division.  A request must be signed by 
the requesting service's medical director and regional medical director.  The appropriate 
request form accompanies this manual. 
 
This list should be treated in a manner similar to the state-approved drug list.  EMS services 
and their medical control physicians may choose not to transport patients -  interhospital - with 
any of the included devices.  However, given the likelihood that an EMT may be called upon to 
transport a patient with one of these devices in an emergency situation, all services MUST 
provide inservice training on these devices to their personnel. 
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AUTOMATIC INTERNAL CARDIAC DEFIBRILLATOR  
(AICD) 

  
 

 
 
 
 
 
 
 
 
 
 
 

 
 

 
 

  
 
 

  
TRADE NAMES: 

 
Various names 

 
USAGE:  

 
Device implanted under skin which detects dangerous 
ventricular arrhythmias and automatically delivers a 
countershock directly to the heart to defibrillate the 
heart if such an arrhythmia develops. 

 
TRAINING LEVEL: 

 
ALL Levels 

 
RESTRICTIONS: 

 
Δ Approved for transport only.   
Δ May not be manipulated by EMS personnel.  

 
SPECIAL NOTES / 
IMPORTANT 
POINTS: 

 
∇ Presence of device has only a minimal potential 

for minor shock to EMTs and no effect on 
cardiac resuscitation protocols. 

Initially Issued:   11/95  
Revision Date: November 1996 
Current Printing:  September 18, 2008 

INVASIVE / IMPLANTED DEVICE 

 
       

Edgar G. DesChamps, III, M.D. 
State Medical Director 

Division of EMS 
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ARTERIAL LINES, ARTERIAL SHEATHS 
 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

  
 
 
 
 
 
 
 
 
 
 
 

 
 
  

 
TRADE NAMES: 

 
Various names 

 
USAGE:  

 
Catheter placed into an artery for monitoring of blood 
pressure, for easy sampling of blood or for 
radiographic or invasive procedures. 

 
TRAINING LEVEL: 

 
��� PARAMEDICS ONLY 

 
RESTRICTIONS: 

 
Δ Approved for transport only.   
Δ May not be inserted or manipulated by EMS 

personnel.  
Δ CAN NOT BE USED FOR MEDICATION 

INFUSION! 
Δ May not be used to monitor blood pressure 

unless set up to do so at referring facility. 

 
SPECIAL NOTES / 
IMPORTANT 
POINTS: 

 
∇ Generally requires ongoing infusion of 

heparinized saline solutions under pressure at 
low rates to maintain patency and to prevent 
backup of blood into tubing.  This must be 
prepared and set up at referring institution. 

∇ If dislodged -  Apply pressure to site for a 
minimum of 15 minutes, and contact medical 
control.   

∇ Monitor site routinely for signs of hematoma or 
bleeding. 

 
Initially Issued:11/95 
Revision Date: November  1996 
Current Printing:  September 18, 2008 
 

INVASIVE / IMPLANTED DEVICE 

 
       

Edgar G. DesChamps, III, M.D. 
State Medical Director 

Division of EMS 
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 TUBE THORACOSTOMY / CHEST TUBE 

 
 

 
 
 

 
 
 
 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

 
TRADE NAMES: 

 
Various names 

 
USAGE:  

 
Placed into pleural cavity to drain fluid, evacuate blood 
or remove air for treatment of pneumothorax.   
Tube usually attached to a device which establishes 
and maintains a vacuum in the pleural space, or a one-
way valve (e.g. Heimlich valve). 

 
TRAINING LEVEL: 

 
ALL Levels 

 
RESTRICTIONS: 

 
Δ Approved for transport only.   
Δ Can not be manipulated or inserted by EMS 

personnel.   
Δ May place attached vacuum control device to 

suction if instructed to do so by referring 
physician or medical control. 

 

 
SPECIAL NOTES / 
IMPORTANT 
POINTS: 

 
Keep suction device upright at all times.   
If tube is accidentally dislodged, cover wound with 
occlusive dressing taped on three sides, monitor for 
development of pneumothorax and contact medical 
control. 

Initially Issued:   11/95  
Revision Date: November 1996 
Current Printing:  September 18, 2008 

INVASIVE / IMPLANTED DEVICE 

 
       

Edgar G. DesChamps, III, M.D. 
State Medical Director 

Division of EMS 
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PERCUTANEOUSLY PLACED CENTRAL VENOUS CATHETERS 
 (Not to include Swan-Ganz catheters) 

 

 
TRADE NAMES: 

 
CVP Line, Triple Lumen Catheter, Subclavian Line, 
Internal Jugular Line, Femoral Line 

 
USAGE:  

 
Large IV placed into one of several large central veins.  
Used for infusion of fluids or withdrawal of blood.  Also 
used to monitor pressures inside right side of heart. 

 
TRAINING LEVEL: 

 
ALL Levels 

 
RESTRICTIONS: 

 
Δ PARAMEDICS (only) may administer medications 

through previously placed percutaneous central 
venous lines when no other option is available, 
under direct on-line medical control or standing 
protocols.   

Δ Intermediates and Basic EMTs may transport 
IV fluids in place only (no medications). 

 
SPECIAL NOTES /  
 
IMPORTANT POINTS: 

 
∇ 1) If line becomes dislodged, apply 

pressure to control bleeding and contact 
medical control.   

∇ 2) Prevent air embolus.  
∇ 3)  (PARAMEDICS ONLY) If used for 

monitoring, may require infusion of 
heparin solution under pressure.   

∇ 4) For medication administration:  
prevent air embolus; maintain stringent 
sterile technique; flush bolus medication 
with double the usual amount of fluid 
(compared to peripheral flush). 

Initially Issued:   11/95  
Revision Date: November 1996 
Current Printing:  September 18, 2008 

INVASIVE / IMPLANTED DEVICE 

 
       

Edgar G. DesChamps, III, M.D. 
State Medical Director 

Division of EMS 
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 PERITONEAL DIALYSIS CATHETERS 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
TRADE NAMES: 

 
Tenckhoff Catheter 

 
USAGE:  

 
Fluid infused into abdomen through catheter.  
Peritoneal lining acts as a dialysis filter. 

 
TRAINING LEVEL: 

 
ALL Levels 

 
RESTRICTIONS: 

 
Δ Approved for transport only.   
Δ If catheter actively in use at time of transport a 

physician, nurse or individual actively involved in 
patient dialysis regimen must accompany 
patient in ambulance.  (Awake, alert patient may 
fill this role.) 

 
SPECIAL NOTES / 
IMPORTANT 
POINTS: 

 
∇ If catheter accidentally dislodges, apply sterile 

pressure dressing and contact medical control. 

Initially Issued:   11/95  
Revision Date: November 1996 
Current Printing:  September 18, 2008 

INVASIVE / IMPLANTED DEVICE 

 
       

Edgar G. DesChamps, III, M.D. 
State Medical Director 

Division of EMS 
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 EPIDURAL CATHETERS 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

  

 
TRADE NAMES: 

 
Various  

 
USAGE:  

 
Catheter placed in epidural space around spinal cord 
for administration of analgesic medications. 

 
TRAINING LEVEL: 

 
ALL Levels 

 
RESTRICTIONS: 

 
Δ Approved for transport only.   
Δ May NOT be used for administration of any 

medication during transport.   
Δ May NOT be manipulated by EMS personnel. 

 
SPECIAL NOTES / 
IMPORTANT 
POINTS: 

 
∇ If catheter accidentally dislodges, apply sterile 

pressure dressing and contact medical control. 

Initially Issued:   11/95  
Revision Date: November 1996 
Current Printing:  September 18, 2008 

INVASIVE / IMPLANTED DEVICE 

 
       

Edgar G. DesChamps, III, M.D. 
State Medical Director 

Division of EMS 
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URETHRAL/SUPRAPUBIC CATHETER 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

 
TRADE NAMES: 

 
Foley Catheter, others 

 
USAGE:  

 
Placed into bladder to drain urine and monitor urine 
output. 

 
TRAINING LEVEL: 

 
ALL Levels 

 
RESTRICTIONS: 

 
Approved for transport only.  Can not be manipulated 
or inserted by EMS personnel. 

 
SPECIAL NOTES / 
IMPORTANT 
POINTS: 

 
If accidentally dislodged, contact medical control. 

Initially Issued:   11/95  
Revision Date: November 1996 
Current Printing:  September 18, 2008 

INVASIVE / IMPLANTED DEVICE 

 
       

Edgar G. DesChamps, III, M.D. 
State Medical Director 

Division of EMS 
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 IMPLANTABLE CENTRAL VENOUS CATHETERS 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

 

 
TRADE NAMES: 

 
Hickman Catheter, Broviac Catheter 

 
USAGE:  

 
Surgically implanted venous access device for patients 
requiring long term venous access for medications or 
dialysis.  May have more than one lumen. 

 
TRAINING LEVEL: 

 
ALL Levels 

 
RESTRICTIONS: 

 
Δ PARAMEDICS (only) may administer medications 

through previously placed percutaneous central 
venous line when no other option is available, 
under direct on-line medical control or standing 
protocols.   

Δ Intermediates and Basic EMTs may transport 
IV fluids in place only (no medications). 

 
SPECIAL NOTES / 
IMPORTANT 
POINTS: 

 
∇ Maintenance of sterility of significant 

importance.  Maintain dressing and, if new 
medications being initiated through line, sterile 
technique must be maintained when accessing 
line. 

Initially Issued:   11/95  
Revision Date: November 1996 
Current Printing:  September 18, 2008 

INVASIVE / IMPLANTED DEVICE 

 
       

Edgar G. DesChamps, III, M.D. 
State Medical Director 

Division of EMS 
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 NASOGASTRIC / OROGASTRIC TUBES 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 

 
TRADE NAMES: 

 
Salem Sump, Dobhoff, others 

 
USAGE:  

 
To evacuate stomach contents.  Usually placed 
through nose but can be placed through mouth.  Also 
used to feed patients into stomach or proximal small 
intestine. 

 
TRAINING LEVEL: 

 
ALL Levels 

 
RESTRICTIONS: 

 
Δ Approved for transportation only by basic and 

intermediate EMTs.   
Δ Paramedics may transport and may 

manipulate/replace.  
Δ May be connected to suction if instructed to do 

so by referring institution. 

 
SPECIAL NOTES / 
IMPORTANT 
POINTS: 

 
If dislodged, contact medical control, watch for 
vomiting and/or aspiration and have suction available 
to clear oropharynx if needed.   
If being used for feedings, discontinue feeds prior to 
transport and flush tube with saline. 

Initially Issued:   11/95  
Revision Date: November 1996 
Current Printing:  September 18, 2008 

INVASIVE / IMPLANTED DEVICE 

 
       

Edgar G. DesChamps, III, M.D. 
State Medical Director 

Division of EMS 
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 SURGICALLY PLACED  

 GASTROINTESTINAL TUBES 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
     
      
    
 

 
TRADE NAMES: 

 
Gastrostomy Tube, Jejunostomy Tube, Baker Tube, 
Peg Tube, others 

 
USAGE:  

 
Tubes placed into GI tract directly through the skin.  
Used for drainage or feeding. 

 
TRAINING LEVEL: 

 
ALL Levels 

 
RESTRICTIONS: 

 
 

 
SPECIAL NOTES / 
IMPORTANT 
POINTS: 

 
If accidentally dislodged, place dressing over site and 
contact medical control. 
If used for feedings, can be a continuous feed. 

INVASIVE / IMPLANTED DEVICE 

Initially Issued:   11/95  
Revision Date: November 1996 
Current Printing:  September 18, 2008 

 
       

Edgar G. DesChamps, III, M.D. 
State Medical Director 

Division of EMS 
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 PERCUTANEOUS DRAINAGE TUBES 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

 
TRADE NAMES: 

 
Percutaneous Nephrostomy, Pigtail catheter, others 

 
USAGE:  

 
Used to drain fluid or pus from interior of body. 

 
TRAINING LEVEL: 

 
ALL Levels 

 
RESTRICTIONS: 

 
Approved for transport only.  Can not be manipulated 
or inserted by EMS personnel. 

 
SPECIAL NOTES / 
IMPORTANT 
POINTS: 

 
If accidentally dislodged, place dressing over site and 
contact medical control. 

Initially Issued:   11/95  
Revision Date: November 1996 
Current Printing:  September 18, 2008 

INVASIVE / IMPLANTED DEVICE 

 
       

Edgar G. DesChamps, III, M.D. 
State Medical Director 

Division of EMS 
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COMPLETELY IMPLANTABLE  
VENOUS ACCESS PORT 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 
 
 
 
 

 
 
 
 

 

 
TRADE NAMES: 

 
Porta-cath, others 

 
USAGE:  

 
Used for infusion of fluids or long-term medication 
(antibiotic, chemotherapy, etc.) therapy. 

 
TRAINING LEVEL: 

 
ALL Levels 

 
RESTRICTIONS: 

 
Δ MAY NOT BE ACCESSED BY EMS 

PERSONNEL.   
Δ May continue infusions initiated prior to 

transport.  
Δ PARAMEDICS may administer medications 

through previously placed lines when no other 
option is available under direct on-line medical 
control or standing protocol and when device is 
already accessed prior to transport. 

 
SPECIAL NOTES / 
IMPORTANT 
POINTS: 

 
∇ 1) Requires special needle to access.  

Any other needle will destroy device. 
∇ 2) If needle in accessing port should 

become dislodged, discontinue infusions 
and contact medical control. 

INVASIVE / IMPLANTED DEVICE 

Initially Issued:   11/95  
Revision Date: November 1996 
Current Printing:  September 18, 2008 

INVASIVE / IMPLANTED DEVICE 

 
       

Edgar G. DesChamps, III, M.D. 
State Medical Director 

Division of EMS 
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SURGICAL DRAINS 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
TRADE NAMES: 

 
Sump drain, Jackson Pratt drain, Penrose drain, others 

 
USAGE:  

 
Placed to evacuate fluid or debris from surgical fields.  
Some are placed to continuous suction.  Others have 
attached devices to apply suction and collect fluid. 

 
TRAINING LEVEL: 

 
All Levels 

 
RESTRICTIONS: 

 
Approved for transport only.  Can not be manipulated 
or inserted by EMS personnel. 

 
SPECIAL NOTES / 
IMPORTANT 
POINTS: 

 
If drain becomes dislodged, place dressing over wound 
and contact medical control. 

INVASIVE / IMPLANTED DEVICE 

Initially Issued:   11/95  
Revision Date: November 1996 
Current Printing:  September 18, 2008 

 
       

Edgar G. DesChamps, III, M.D. 
State Medical Director 

Division of EMS 
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END OF DEVICE LIST 
 
 
 




