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	SEDATION-ASSISTED INTUBATION PROGRAM

ALS SERVICE SAI CHECKLIST

	This checklist should be used by each region when reviewing an ALS service for approval to carry Etomidate and to use sedation-assisted intubation (SAI). The service must meet all requirements, and the region must approve the service for use of the optional SAI protocol (#4002) before Etomidate may be added to the service drug stock

	REQUIREMENTS
	YES
	NO

	1
	Service has functioning wave-form EtCO2 monitor with ability to record available on each ambulance that will carry Etomidate (SAI ambulance)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2
	Service has various sizes of non-surgical alternate/ rescue airway device (e.g King LT-D or Combitube airway) on every ALS ambulance
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3
	Service has monitor on each SAI ambulance that is capable of recording a continuous trend of both heart rate and pulse oximetry during intubation attempts
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4
	Service has established a process to identify every SAI intubation attempt for QI review by ALS Service Medical Director
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5
	Service has documentation of completed SAI ALS practitioner education and competency assessment for each SAI-approved ALS practitioner (Roster attached). Education must include:
	

	
	A.
	Completion of PaDOH training program
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	B.
	Education on use of non-surgical alternative airway device
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	C.
	Evaluation of competency in use of ETI, alternative airways, and SAI
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6
	Optional requirements that regions may impose:
	

	
	A.
	Service has CPAP on each SAI ambulance
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	B.
	Service includes all non-SAI and SAI intubations in QI process
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	C.
	Service has proven the ability to meet documentation requirements (including recording of continusous pulse oximetry / heart rate trends and wave-form ETCO2 confirmation for each intubation attempt) and perform QI review on all intubations for ____ months prior to approval for SAI
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Service Name
	     
	Affiliate Number
	     

	Service Medical Director
	Print Name 
	Signature
	Date

	

	Service Manager / Director
	Print Name 
	Signature
	Date

	APPROVALS

	Regional EMS Council
	Print Name
	Signature
	Date

	Original to EMS Region – Copy to ALS Service
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