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I. INTRODUCTION 

 

There are eight (8) county Public Safety Answering Points (PSAP) that comprise the south 

central Pennsylvania region.  Each of these counties maintains their own public safety 

communication system. The Emergency Health Services Federation, Inc. (EHSF) has been 

designated by the Department of Health as the Regional Emergency Medical Service (EMS) 

council for south central Pennsylvania. The EHSF serves as the leader of emergency health 

services development in the south central Pennsylvania region.  Since emergency health services 

are crucial to the maintenance of a healthy community, the EHSF serves to coordinate and 

stimulate a variety of activities directed towards the provision and delivery of quality patient 

care. The Emergency Health Services Federation (EHSF)  

 

The eight (8) counties operate communications systems that are owned and maintained by their 

respective counties. When combined, all of the communications systems comprise the regional 

EMS communications system which provides EMS field personnel with a communications 

channel that permits the exchange of treatment information while the patient is en route to a 

medical care facility, alerts the medical facility prior to the patient's arrival, and coordinates 

between medical facilities. 

 

Although each of the counties may have differing operational requirements and technical 

capabilities, this manual provides an operational guideline that details a standard approach to 

providing emergency medical services.
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II. STANDARD OPERATING GUIDELINES 

 

A. GENERAL 

 

This manual contains guidelines to be used by all EMS personnel, public safety answering points 

(PSAP), health care facilities, and other communications facilities that support or communicate 

with an EMS agency. 

 

B. CONTROL OF COMMUNICATIONS OPERATIONS 

 

Purpose - Standard guidelines will be used in processing messages regardless of the method of 

communication.  Use of standard guidelines will aid data transfer, conserve on-the-air time and 

will permit accurate, brief, and rapid transmission of essential information. Careless procedures 

and lack of circuit discipline causes delay, confusion, and unnecessary transmissions. 

 

System Discipline - The PSAP shift supervisor/leader is responsible for maintaining system 

discipline, handling radio and telephone messages rapidly, determining the order of priority in 

which transmissions will be made, and for directing and controlling the use of all frequencies. 

 

C. OPERATOR REQUIREMENTS AND VIOLATIONS 

 

The Federal Communications Commission (FCC) has developed Rules and Regulations to 

govern the operation of radio systems.  The Public Safety Radio Services include local 

government, police, fire, and Special Emergency Radio Service, which accommodate emergency 

medical operations.  Part 90 of the FCC Rules and Regulations, which set out the technical, 

operational, generally governs these radio services and administrative requirements for land 

mobile radio systems used for public safety purposes. 

 

The following items in this section list the most important operating rules in the Public Safety 

Radio Services.  They are not intended to cover all the Rules or to quote them verbatim.  The 

rules are subject to constant review and modification.  Since the Commission can levy monetary 

fines and even suspend/revoke the licenses of radio system owners (including public safety 

systems) who violate its rules, users should always keep these Rules in mind. 

 

1. Radio operators are not required to be licensed by the FCC.  Licensees are  responsible for 

maintaining control, functionality, and operation. 

 

2. Communications involving the safety of life or property are to be afforded priority by all 

licensees. 

 

3. Only such calls as are authorized by the FCC Rules and Regulations, Part 90 § C, 

specifically regarding special emergency radio service. False calls, false or fraudulent 

distress signals, unnecessary and unidentified communications, obscene, indecent, and 

profane language, and the transmission of unassigned call signals are specifically 

prohibited.  Radios are primarily authorized to transmit communications directly related 
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to public safety and the protection of life and property and to official public safety 

activities.  Enforcement of these regulations is left to the licensee. 

 

4. If problems regarding the unauthorized use of an EMS communication system go 

unresolved, the EHSF may serve to mediate such concerns prior to formal submission of 

the complaint to the FCC. The communications committee will be informed of any action 

or results of the mediation attempts. 

 

5. Operators are required to listen to (monitor) the frequency on which they intend to 

transmit for a sufficient period of time to insure that their transmission will not cause 

harmful interference to others who may be using the frequency. 

 

6. Each station must be identified by transmitting the FCC-assigned call sign during  each 

transmission or exchange of transmissions or at least once each thirty (30)  minutes of the 

operating period. Licensees are allowed to use the identification method they prefer. They 

may also comply with identification requirements by using electronic devices that 

automatically transmit the station identification in Morse code signals at the required time 

intervals. 

 

7. All radio transmissions must be restricted to the minimum practical transmission time. 

 

D. IDENTIFICATION REQUIREMENTS 

 

Pursuant to Sections 90.425 and 90.403 of the FCC rules and regulations, the following 

procedures will be utilized to identify the various components of the EMS communication 

system. 

 

1. Each PSAP controlling MED base stations will transmit the assigned call sign pursuant to 

90.425. 

 

2. All units and PSAPs will identify themselves using their assigned designator when 

transmitting.  Use of the assigned designator must be strictly adhered to in order to avoid 

confusion among units and PSAPs from different areas. 

 

3. Each mobile unit or portable must transmit its assigned call sign or authorized alternate in 

the same manner as outlined for PSAP operations.  Additionally, the unit will use the 

assigned designator as part of its own identification and to identify the PSAP being 

called. 

 

E. COMMUNICATIONS FREQUENCIES AND ASSIGNMENTS 

 

Frequencies for EMS agencies vary from county to county throughout the Commonwealth.  The 

range of the frequency spectrum is from VHF Low Band through UHF.  Appendix A shows the 

breakdown of frequencies and tone assignments used for the dispatch and coordination of EMS, a 

breakdown of corresponding frequencies to the MED Channels is also provided.  This 
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information is provided to facilitate local and regional planning efforts. For instance, two 

neighboring county-based EMS systems should not utilize the same frequency for the dispatching 

of EMS unless appropriate tone code assignments are incorporated into the signal. 

 

F. CHANNEL ALLOCATION AND UTILIZATION 

 

As stated previously, EMS dispatching is performed on VHF - Low Band through UHF spectrum 

within the Special Emergency Radio Services (SERS). In some areas of the Commonwealth, Fire 

and Local Government frequencies are being used for EMS dispatching. FCC authorized 

frequency coordinators must be used to obtain licenses for radio frequencies.  The coordinators 

can assist in mitigating radio coverage problems by advising applicants on the selection of 

appropriate sites, elevation, and radiated power. 

 

The UHF frequencies MED-1 through MED-10 are subject to mandatory coordination. This 

block of frequencies is specifically allocated for medical communication services. All of the 

mobile and portable equipment on these frequencies optimally will have MED-1 through MED-8 

channels (except low-power portables used through vehicular repeaters). Base station UHF radios 

can be equipped to transmit and receive on any number of the 10 duplex channels.  

 

The list below enumerates the frequencies (channels) assigned to each county within the EHSF. 

 
COUNTY            PRIMARY (MED CHANNEL)  SECONDARY     DISPATCH/COMMAND     GUARD     OVERFLOW 

 

ADAMS                5                1, 3, 8             9                4         6,7 

CUMBERLAND  7                1, 3, 8            10                4         5,6 

DAUPHIN  2                3, 5, 6              9                4         1,7 

FRANKLIN  2                3, 6, 8            10                4         1,7 

LANCASTER  6                1, 5, 7              9                4         3,8 

LEBANON  3                1, 2, 7            10                4         5,6 

PERRY  1                3, 5, 6              9                4         2,7 

YORK   3                6, 2, 5            10                 4         1,5 

 

 

NOTE: All numbers above refer to MED channel designation.  For example, "1" implies MED-1.
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III. BASIC RULES FOR VOICE OPERATION 

 

A. GENERAL   

 

The manner in which radio messages are handled is often a measure of the efficiency of an 

organization and the attitude of its staff.  Observing simple basic rules will expedite message 

handling and improve working relationships among all concerned.  Application of the Do's and 

Don'ts outlined here plus specific procedural examples shown elsewhere will lead to professional 

performance. 

 

1. Listen before transmitting to make certain the channel is clear of mobile and base  traffic, 

and organize your thoughts before transmitting.  The over-eager operator is a source of 

wasted time and confusion. 

 

2. Keep all transmissions brief and to the point. Avoid long-winded descriptions and 

unnecessary repetition. Accuracy, brevity, and speed are all important, however, they 

should be considered in that order. 

 

3. Speak distinctly and pronounce words carefully.  Speak at moderate speed using your 

conversational tone of voice with natural emphasis and rhythm.  Messages should be 

spoken in phrases, not one word at a time. 

 

4. Make sure the microphone switch is fully depressed and pause briefly before starting to 

talk.  Hold mobile microphones close, but not touching the mouth and talk directly into it 

- not across it.  Talk at the conversational level - don't shout.  Shouting does not make 

your message travel farther. 

 

5. From a cold start, different radios require varying amounts of warm up time. Be aware of 

this and allow time for the transmitter to stabilize before attempting to transmit. 

 

6. Avoid transmitting when sirens are operating at high level. 

 

7. Use official titles and authorized unit and equipment designations in all transmissions, 

not nicknames, or personal greetings, etc. 

 

8. The use of so-called "10-Signals" is not authorized for EMS Communications. This is to 

avoid potential confusion with unit or personnel designations. Standard abbreviations and 

phraseology are listed in Appendix B.       

 

9. During all radio operation, remain calm.  Be careful to avoid uncivil, angry, abusive, 

derogatory, or sarcastic remarks or language.  When faced with such a situation, maintain 

control. Don't attempt to retaliate - proceed with the business at hand. 
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10. To communicate the EMS status or short transmissions, identify yourself and send your 

message in a single transmission. Seek approval from the PSAP for lengthy 

transmissions. 

 

11. All units should assume good signal strength and readability unless otherwise notified.  

Unless one unit cannot clearly hear another, or except when tests are being conducted, 

strength and readability reports will not be requested.  When an exchange is necessary, 

the reply will be a short and concise statement of actual conditions.  For example 

"unreadable," "loud and clear,"  "weak but readable." 

 

12. Portable radios (non-mobile repeater) were designed for portable to mobile, and portable 

to portable in short range situations.  Do not expect good contact and avoid portable 

radios calling the PSAP. Use a mobile radio unit for that purpose. 

 

B. STANDARD WORDS AND PHRASES 

 

 Standard words and phrases shall be used on the communications system.   

 Appendix B lists the approved words and phrases. 
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IV. COMMUNICATION WITH MOBILE UNITS - GUIDELINES & EXAMPLES 

 

A. GENERAL  

 

Each PSAP name must be used on the MED channels.  Likewise, it must be used when 

communicating with mobile units and by all mobile units when calling. 

 

When radio traffic is heavy, or in advance of sending a lengthy message, it is preferable to make 

a preliminary call and await instructions before proceeding.  It may be requested that 

acknowledgement is not required for transmitting routine messages. 

 

The word "OKAY" will be used only to signify acknowledgment, i.e., that a message has been 

received, understood and will be complied with. 

 

Mobile radio units will use complete identification for ALL transmissions made by that unit. 

 

When responding to emergencies, all units must make sure that the appropriate PSAP acknowl-

edges your unit as responding.  If after two attempts to go on the air, no acknowledgment is 

received, it may be assumed that there is radio equipment trouble or the PSAP is busy.  Periodic 

attempts to reach the PSAP may continue.  If those efforts fail, radio equipment trouble is most 

likely the problem.  Wireless devices, when available, should be used as a secondary means of 

contact.  If wireless service is not available, after arrival on the scene, use a radio from another 

unit to report your status.  If wireless service is not available and there is no other unit on the 

scene, attempt to contact the PSAP via telephone. 

 

If a unit loses radio communications while providing patient care, the provider should 

 

Step 1 - Select Regional PL (210.7) and call. 

Step 2 - Select MED 4 and call. 

Step 3 - Enable "monitor" button and again call on MED 4. 

Step 4 - Utilize other communications devices, if available. 

 

If those efforts fail, a wireless device such as a cellular phone should be used as a secondary 

means of contact.  If wireless service is not available, use a radio from another unit.  If wireless 

service is not available and there is no other unit available, use a telephone. Please note that, in 

an ALS situation, the ALS provider must consider the patient's needs first and as such, these 

attempts should be made only as the situation and time permits. During the period of no 

communications, the ALS providers will be expected to adhere to established Regional ALS 

Treatment Protocols as approved by the Department of Health. 

 

B. RADIO UNIT DESIGNATION 

 

1. All requests for radio installation and usage of assigned frequencies must be in writing 

and on file with the appropriate PSAP.  The license holder may require record of the 

vehicle make, model, owner, along with the radio serial number, model number, make, 
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and transmitting and receiving capabilities and should meet Part 90 of the FCC 

Regulations.   

 

2. The appropriate PSAP will review all radio requests to assure proper licensing of the 

EMS service has been completed; and maintain a list of all authorized radio units under 

their jurisdiction. 
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V. EMERGENCY MEDICAL SERVICES DISPATCH AND COORDINATION 

 

The Emergency Health Services Federation has accepted the National Academy of Emergency 

Dispatch System, and current revisions, as the standard for Emergency Medical Dispatch (EMD) 

in the region. 

 

A. DISPATCH PROCEDURE  

 

1. Receiving a request for service - Upon receipt, the PSAP will process the call with EMD 

certified dispatch staff or authorized EMD dispatch staff in-training using the approved 

EMD system. 

 

2. Determination and dispatch of appropriate EMS agencies - The dispatch staff shall 

ascertain which EMS unit(s) are to be alerted according to the response plan specified for 

the specific area.  The dispatcher shall then alert the affected EMS agencies using the 

appropriate tower site location and alerting tones.  Upon completion of the tone(s) 

activation, the dispatcher shall give the county (if applicable), municipality, the road or 

street address, cross streets (if available), common place (if necessary), and the EMD 

response classification.  Dispatch procedures will be defined by the PSAP with a 

maximum allowable response time of six (6) minutes for emergency calls. 

 

When the next due EMS agency is being dispatched, the PSAP will continue the dispatch 

of the initial EMS agency.  This process of dispatching the next due EMS agency will 

continue until appropriate EMS unit(s) is responding to the call. 

 

Should the primary response unit(s) for a given location not be available for a call in its 

home area the company tones will be activated along with the next due agency on the 

initial dispatch only.  This step will alert providers in the “home” area of a pending call.  

Providers from the "home" area may respond to directly to the scene to render care and/or 

may place a secondary unit in service to handle the call. 

 

During the dispatch of EMS units, the dispatcher will be as brief as possible announcing 

the location (as detailed above), nature of the call, EMS units due, EMD response 

classification, and time of dispatch.  Pertinent scene conditions and patient information 

should be given upon response.  Hospital status may be given upon response, or when 

requested by the EMS unit.  

 

If the incident is in another county covered by a different PSAP, relay all pertinent 

information via telephone or radio.  An acknowledgement must be received from the 

affected PSAP. 

 

3. EMS response - Upon dispatch, an EMS agency, shall notify the appropriate PSAP when 

they are awaiting additional crew, responding, on the scene of the emergency, when they 

are en route to a hospital or other medical facility, when they have arrived at that facility, 

and when they are available for service. 
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The PSAP or dispatched EMS agency may upgrade and/or supplement EMS response 

based on conditions received. This may include additional EMS units on multiple victim 

situations, or any other support services as deemed appropriate. 

 

Responding units shall conform to the basic communication rules of operations as 

established by the EHSF and implemented through the PSAP. 

 

4. EMS use of 9-1-1 - The 9-1-1 lines are for emergencies ONLY.  The use of 9-1-1 to 

exchange routine information or to conduct non-emergency business is not permitted.  

This practice could impede a PSAP's ability to receive actual 9-1-1 calls from persons 

needing emergency assistance. 

 

Should an EMS station receive an emergency telephone call or walk-in request for 

assistance, advise the PSAP via radio that you are responding to the incident and provide 

the location and nature of the emergency.  If you are not due on the incident, attempt to 

obtain the incident location including municipality, name of reporting party, nature of the 

emergency, and call back number.  Contact the PSAP by using 9-1-1 and relay all of the 

information you were able to obtain. 

 

5. Recording of telephone calls and radio transmissions - All telephone calls and radio 

transmissions are to be recorded on master and secondary playback devices.  The use of 

recorded radio communications is limited to official matters pertaining to the discharge of 

EMS.  Any person or organization desiring duplication from the master recording must 

present a written request to the appropriate PSAP in accordance to the PSAP’s release 

policy. The release of recorded telephone communications is strictly reserved for law 

enforcement agencies as per Pennsylvania statute.  In addition to complying with the 

PSAP's release policy, such requests will also require a court order bearing a judge’s 

signature and raised seal of the Court. 

 

6. Primary Response Areas - EMS response areas are the responsibility of the local 

municipality. In the event the local municipality elects not to assume this task, the County 

PSAP and/or the EHSF may assist in determining appropriate response areas. 

 

7. Call Definitions: 

 

Class 1 calls- Advanced Life Support (ALS), Basic Life Support (BLS), and Quick 

Response Service (QRS - where applicable), HOT Response 

 

Class 2 calls- BLS  (QRS, where applicable) HOT Response 

 

Class 3 calls- BLS  (QRS, where applicable) COLD Response 

 

8. Regional Advanced Life Support (ALS) Dispatch Criteria - ALS will be dispatched in 

accordance with the current version of National Academy of Emergency Dispatch EMD 
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system with regional changes as approved by the Regional Medical Director. 

 

9. Aeromedical Dispatch and Cancellation 

       

a) All emergency requests for aeromedical services whether intra-regional, inter-

regional, or out of state, will be coordinated through the PSAP in which the 

incident has occurred.  The PSAP will, in turn, coordinate the response through 

the nearest aeromedical communications center to the incident regardless of the 

availability of their unit.  EMS shall utilize the nearest available licensed 

aeromedical service for emergency transportation.  If the nearest aeromedical 

service is unavailable, the next closest available helicopter will be utilized. 

 

b) The EMS shall utilize aeromedical services in accordance  with Regional Trauma 

Triage Protocols, giving consideration to land travel, weather conditions, and 

other mitigating circumstances. 

 

c) The use of non-licensed helicopters shall be limited to the unavailability of any 

licensed aeromedical service within a response area.  The dispatch of non-licensed 

helicopter must be coordinated through Medical Command. 

 

d) Criteria for dispatch and cancellation of aeromedical service. 

      

The pre-hospital dispatch or cancellation of an aeromedical service can be 

requested only by an individual certified at least at the level of an emergency 

medical technician (EMT). 

 

An individual certified at least as an EMT may cancel the aeromedical service 

prior to their arrival at the scene.  The EMT must be on scene and can make the 

cancellation only after a patient assessment is completed and the patient's injuries 

do not warrant transport via an aeromedical service. 

 

A PSAP or public safety personnel may place an aeromedical service on stand-by, 

if the initial response information indicates the potential for use of an aeromedical 

service. 

 

The aeromedical service may be released from stand-by only after a patient 

assessment is completed and the patient’s injuries do not warrant transport via 

aeromedical service. 

 

A patient will not be placed aboard an aeromedical unit unless a medical 

command physician has authorized the air transportation. 

 

Complaints regarding an aeromedical service are to be immediately directed to the 

Emergency Health Services Federation. 
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B. AIRCRAFT COMMUNICATIONS 

 

1. General  

 

 The importance of radio communications to the safe and efficient operation of an   

 aeromedical service cannot be overstated. Radio communications provide a vital  

 link between the aeromedical crew and the medical control facility. The crew   

 must communicate with the base hospital, receiving trauma teams, referring   

 facility and/or pre-hospital EMS personnel at a scene. 

 

However, it must be realized that there are two separate aspects to the aeromedical 

mission, each requiring communication in order to safely and efficiently complete that 

mission. The necessity for aviation communications is paramount. The aeromedical 

mission cannot be flown safely without radio communication between the pilot, the 

referring facility, the receiving facility, air traffic control, and the EMS ground units at the 

scene.  On scene communications should be coordinated through a "landing officer" who 

has a separate and secure radio frequency to speak directly to the pilot. 

 

Although radio protocols vary considerably among programs, radio characteristics remain 

the same. It is important that each aeromedical crew become familiar with the capabilities 

of portable radios, mobile and aircraft radios and the individual institution's base station, 

as well as the types of PSAP's with which he/she will be working. A good understanding 

of radio communications is essential for efficient and effective use of the airways in the 

aeromedical environment. 

 

2. Aeromedical Communications Procedures 

 

 Response Information - The first type of communication that usually takes place   

 on board the aircraft is the relay of response information. Sometimes, priority   

 transmissions are needed to obtain special clearance from air traffic control in   

 order to start the mission. In all cases, the pilot must have priority use of the radio   

 to communicate with air traffic control. 

 

 In the ideal system, the pilot and aeromedical crew will have separate radio   

 control heads to allow for simultaneous communications with air traffic control   

 and the medical control facility, receiving facility, referring facility or EMS   

 ground units at a scene.  

 

 The information needed to start a mission, whether it is a scene or inter-facility   

 flight, is the destination where the aircraft is to receive the patient. The pilot must   

 have this information to properly navigate the aircraft. In some cases, the pilot   

 will obtain this information prior departure; in other cases, it will be passed via   

 radio en route.  Destination information includes the heading, followed by either   

 VOR navigational information, LORAN coordinates or latitude/longitude    
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 coordinates. Often, the pilot can be given a distance and approximate time en   

 route to the scene or transferring facility. 

 

 The pilot also needs to know the location of the helipad or landing area and the   

 designated radio frequencies that will be used to contact the landing site.  

   

Dedicated communications people, emergency department personnel, hospital security 

department or hospital maintenance departments sometimes control hospital helipads. 

 

 The aeromedical medical crew handling inter-facility flights will need to know   

 the facility's name, location, patient's room number, name, age, sex, approximate   

 weight, vital signs, and level of consciousness. In addition, the crew needs to know  

 the nature of the illness or injury, treatment in progress and the names of the   

 referring and receiving physicians. This information will not only inform the crew  

 where the patient is located, but will also provide some general information on the  

 patient's current status, thus allowing time for the crew to prepare the aircraft. 

  

When requesting an aeromedical response to the scene of an emergency incident the 

following information shall be relayed:  

 

i. The calling PSAP and who is authorizing the aircraft request. 

 

ii. The county, municipality, and exact location of the scene. 

 

iii. The nature of the call and the number of patients involved. 

 

iv. The approximate age, sex, and level of consciousness of the patient(s). 

 

v. Suspected injuries and any other information that may be helpful to the 

aeromedical medical crew. 

 

 Once again, it is important that the pilot know the frequency and call sign of the 

 designated landing official or emergency service personnel at the landing site. 

 Sometimes a second frequency will be needed for communication with the 

 medical personnel at the landing site. 

 

Remember that the safety of the aviation mission must take priority. Once the aircraft is 

near the landing site, the pilot must have complete control of the radio and a clear line for 

communicating with the person designated at the landing site, in order to receive 

information regarding the landing site and any obstacles that may be present. 
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3. Pilot Communications En Route  

 

The aircraft pilot has specific requirements to communicate with air traffic control at the 

beginning, during, and end of an aviation mission. If radios on board the aircraft are such 

that only one control head can be used at a time, the pilot must be given priority use of the 

patterns, permission to be vectored through certain areas, flight-service information 

concerning weather or other assistance that may be available through air traffic control. 

Communications with air traffic control should be handled only by the pilot, not the crew. 

 

a) The pilot also may use the on-board radio to communicate with the official at the 

landing site. This communication should be handled by the pilot on  separate and 

secure frequency from other incident communications types of information that 

may be relayed to the pilot include the size and type of landing zone that has been 

prepared, any obstacles of which the pilot should be aware, and any other 

information that would be of value in landing the aircraft. 

 

b) It is also the pilot's responsibility to survey the landing site, ask questions and 

request changes as he/she deems appropriate prior to the landing. The crew may 

be asked to assist the pilot in observing obstructions; however, the ultimate 

responsibility for the safe landing and operation of the aircraft rests solely with the 

pilot. 

 

4. Medical Communications En Route 

 

a) The aeromedical medical crew will need to communicate with the medical 

command physician concerning orders for patient care. Decisions may have to be 

made concerning hot loading the patient vs. shutting the aircraft down.  

  

b) This type of decision should be made in consultation with the aircraft pilot. 

 

c) One of the most important communications with which the crew is  involved is the 

patient report and update given to the receiving physician, facility or trauma team. 

It is best to give a verbal description of a complete patient survey. It is extremely 

important that this communication be clear, concise and factual. 

 

d) During fixed-wing transport, in-flight telephones permit direct telephone   access 

to communication centers, medical control facilities, receiving hospitals, etc. 

However, it is important to note that while this duplex form of transmission is 

referred to as "direct telephone access", the frequencies used are not included 

within the cellular telephone spectrum. Regulations currently exist which prohibit 

the use of cellular telephones in aircraft while in-flight. Cellular telephones may 

be used in aircraft while it is on the ground, but not while in the air. Use of these 

telephones while airborne tends to "lock out" numerous reception cells due to the 

altitude of the transmission. 
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e) Several specialized terms which are not used widely in ground communications 

include: 

 

i. Air Traffic Area (ATA) - The air space within five miles from the 

center of all airports with a government operative airport traffic control 

tower, extending upward from the surface to, but not including, 3,000 

feet. 

 

ii. Flight Following - The monitoring of the flight path of an aircraft, 

usually by a dedicated communications specialist. It is recommended 

that light following be done every 15 minutes. 

 

iii. Lifeguard - A radio identification for an aircraft with a medical 

emergency (takes priority over everything except aircraft emergencies). 

 

iv. Terminal Control Area (TCA) - Controlled airspace extending upward 

from the surface to specified altitudes, within which all aircraft are 

subject to operating rules, and pilot and equipment requirements. 

 

v. Tower Controlled Airport - Pilots must maintain two-way contact with 

the tower while in this area, unless the tower authorizes otherwise. 

 

C. INCIDENT UPDATES 

 

1. It is important to limit radio communications during an emergency situation.  When 

providing information from the scene to responding EMS units the Incident Update 

Report will be used.  Other information should not be communicated unless requested. 

Those EMS units requesting information should evaluate the necessity for such 

information. This section does not include clarifying directions or location.    

 

2. Incident Update Report - The following is the only information to be relayed to 

responding EMS units regarding patient status: Number of patients, age, injury or  illness 

type, patient classification (EMD protocol), patient condition (stable or unstable), scene 

safety issues, desired hospital destination (if known), and hospital diversion status. 

 

 



Revised 9/15/04  18 

D. EMS CANCELLATION 

 

1. EMS can be canceled ONLY under one of the following conditions: 

 

a) When there are no patients present at the scene or the incident presents no 

indication of potential injury to the involved parties. 

 

b) When a pre-hospital provider has completed a patient assessment and determines 

EMS is not needed. 

 

i. If a pre-hospital provider cancels EMS, the pre-hospital provider 

MUST provide their state certification number for documentation on 

the pre-hospital report form including a BLS service which cancels a 

responding ALS service.  

 

c) A medical command physician authorizes the cancellation of a BLS or ALS 

service based upon information received from the scene. 

     

2. Fire Department or Law Enforcement personnel: 

 

a) May cancel EMS when there are no patients present at the scene or the incident 

presents no indication of potential injury to the involved parties. 

 

b) May NOT cancel EMS when a patient is present, unless certified as a pre-hospital 

provider.  A certification number must be provided for documentation on the pre-

hospital report form. On scene personnel may provide information to the 

responding EMS personnel to assist in determining the appropriate response and 

resources needed. 
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VI. HOSPITAL COMMUNICATIONS 

 

A. ACCESS FOR HOSPITAL COMMUNICATIONS 

 

1. County of Origin - If access is necessary for a receiving facility or medical command 

facility within the county of the EMS agency, the following procedures will be used:   

             

a) The pre-hospital provider will contact the PSAP on the operations 

communications frequency and request a “patch” to the destination hospital. 

 

b) The PSAP will provide a frequency channel for the patch.  The PSAP will then 

alert the receiving hospital on the provided frequency stating the type of patch and 

unit identification. 

 

c) Once the patch is established and the facility acknowledges the call, the pre-

hospital provider will present the patient information according to the patient 

report format. 

 

d) Following the communication with the facility, the pre-hospital provider will 

contact the PSAP, advise completion of the "patch" and clear the MED channel.  

The EMS unit should then return to the operation frequency.  
 

2. Inter and Intra-Regional Communications - The pre-hospital provider should contact the 

PSAP in the county of the receiving facility or medical command facility.  The following 

procedure should be conducted for inter-regional communications: 

 

a) The pre-hospital provider will contact the PSAP on the operation communications 

frequency for that county or by calling on MED 4. 

 

b) The remainder of the procedure continues the same as written in the "County of 

Origin" section. 

 

3. Mass Casualty Situation - Communications to receiving facilities will be conducted 

according to the Regional Mass Casualty Plan. 

 

B. COMMUNICATIONS TYPES 

  

1. Types of hospital communication patches 

   

a) Notification: Defined as any communication between a pre-hospital provider and 

the receiving hospital that does not require receiving specific patient care 

instructions/authorizations from a Command Physician.  A BLS patch and an 

ALS-Notifications are essentially one and the same. 

   

b) Medical Command: Defined as any communication  between a pre-hospital 
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provider and the receiving hospital where a Medical Command Physician may 

give specific instructions/authorizations for patient treatment. 

 

C. MEDICAL COMMAND FACILITIES 

 

1. Accreditation - In order to provide medical command to pre-hospital personnel, a facility 

must meet specified criteria and be approved by the Department of Health. No facility 

shall provide medical command unless accreditation is documented.  

 

2. Regional Medical Command Facilities - Appendix C list the accredited medical 

command facilities for the EHSF region. 

 

D. PATIENT CLASSIFICATION 

 

1. Class 1 - Severe/Urgent = "Highest Priority" 

 

a) Life threatening illness or injury 

 

b) Examples: Cardiac arrest, respiratory arrest, or severe distress, severe 

hemorrhaging, multiple systems injury, severe burns, poisoning, severe head 

injury, coma, shock, severe eye injury, very high fever. 
 

2. Class 2 - Moderate/Emergent = "High Priority" 

 

a) Patient currently Stable but serious - may become Class 1 

 

b) Examples:  Cardiac problem (potential arrest), cervical injury, large wound with 

controlled bleeding, multiple fractures, conscious head injury, overdose that is 

currently stable. 

 

3. Class 3 - Mild/Non-Emergent = "Low Priority" 

 

a) Patient has minor problem - is stable - no serious problem encountered.   

 

b) Examples:  Minor lacerations, minor sprain. 

 

4. Class 4 - PROBABLE DEATH 

   

E. PATIENT REPORT FORMAT 

 

1. The pre-hospital provider shall present information to the receiving facility: 

 

a) Name of EMS and number/class ______ patient (if ALS, provider identification) 

 

b) Age of patient 
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c) Sex of patient 

 

d) Chief complaint(s) - The reason the patient called for help (e.g. chest pain) 

 

e) ETA - estimated time of arrival at facility 

 

2. The following patient information may be presented upon request from the receiving 

facility: 

 

a) Present status 

 

i. An elaboration of the chief complaint. (e.g., what was the pain like? 

Where did it radiate?  How long had it been present?  Did anything 

make it better or worse? Had the patient ever had symptoms like that 

before? Were there any other related symptoms?) 

 

b) Past medical history. 

 

i. Significant other illnesses or injuries 

ii. Medications 

iii. Allergies (if significant) 

 

c) Initial vital signs. 

 

i. General appearance 

ii. Level of consciousness - patient response to stimulus 

iii. Skin color and temperature 

iv. Pulse - rate and rhythm 

v. Respiration - rate and rhythm 

vi. Blood pressure  

         

d) Physical examination - note pertinent findings, in order, head to toe 

 

e) EKG finding, if patient was monitored by ALS personnel 

 

f) Treatment given in the field 

 

g) Condition during transport 

 

i. Note position of victim for transport.  

ii. Note any changes in vital signs, etc. 
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F. USE OF NAMES PROHIBITED 

 

PSAP's, EMS agencies, and hospitals may not use a patient's name on the radio.  The patient's 

privacy would be easily compromised.  The proliferation of radio receivers and/or scanning 

devices used by the general public means that each and every radio transmission is subject to 

reception by literally thousands of citizens. 

 

This procedure is also recommended for PSAP staff, pre-hospital providers, and Emergency 

Department staff.  Use you numerical identification instead of your name. 

 

G. HOSPITAL BYPASS AND DIVERSION GUIDELINES 

 

The EHSF adopted, with the approval of the Department of Health, guidelines for directing of 

pre-hospital services when hospital conditions necessitate the inability to accept patients.  The 

Guidelines are included as Appendix D. 
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APPENDIX A 

 

STATEWIDE COUNTY EMS DISPATCH FREQUENCIES 
 

REGION      

  COUNTY                  PRIMARY                     SECONDARY                  TERTIARY 

                               Frequency (MHz) CTCSS (Hz)         Frequency (MHz) CTCSS (Hz)            Frequency (MHz) CTCSS 

(Hz) 

 

1. Bradford/Susquehanna       

           

  Bradford    33.86 MHz                     39.18 MHz                   155.340 MHz 

            Susquehanna     33.08 MHz                    33.86 MHz                    155.340 MHz 

 

2.  Bucks 

 

                    Bucks          46.10 MHz      (123.0 Hz) 

 

3.  Chester 

 

             Chester         33.90 MHz                     33.98 MHz                           33.906 MHz 

 

4.  Delaware 

 

            Delaware                        46.48 MHz 

 

5.  Eastern 

 

             Berks           155.295 MHz    (173.8 Hz)     33.94 MHz 

             Carbon          155.205 MHz    (156.7 Hz)    155.340 MHz 

             Lehigh          155.835 MHz    (136.5 Hz)     33.72 MHz                           155.340 MHz 

             Monroe          155.280 MHz    (186.2 Hz)    155.340 MHz     (186.2 Hz)           155.355 MHz 

            Northampton     154.340 MHz    (137.8 Hz)    155.235 MHz                                 155.340 MHz 

             Schuylkill      155.175 MHz    (127.3 Hz)    155.340 MHz 

 

6.  EHS Federation 

 

             Adams          462.950 MHz     (162.2 Hz)      46.18  MHz    (186.2 Hz)        46.20   (186.2 Hz) 

            Cumberland       462.975 MHz     (131.8 Hz)      46.00  MHz                                    46.00 MHz 

             Dauphin         462.950 MHz     (203.5 Hz)     467.950 MHz 

             Franklin        467.975 MHz     (156.7 Hz)      46.16  MHz                                       462.975 MHz 

                Lancaster           33.90  MHz                     33.60  MHz 

             Lebanon             33.90  MHz                            155.280 MHz    (179.9 Hz)               155.340 MHz 

             Perry               46.20  MHz                               46.06 MHz 

             York             462.975 MHz     (186.2 Hz)      33.90 MHz 

 

7.  EMMCO East 

 

            Cameron 

            Elk 

            Jefferson        155.220 MHz   (127.3 Hz)     462.950 MHz 

            McKean           33.98 MHz                     33.88 MHz                             155.420 MHz 

            Potter               33.98 MHz                     33.88 MHz                             154.980 MHz 
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8.  EMMCO West 

 

            Clarion          155.220 MHz    (118.8 Hz)     462.975 MHz   (192.8 Hz)                            

            Crawford         33.98 MHz                   462.950 MHz  (156.7 Hz)   462.975 MHz 

(156.7Hz) 

            Erie              33.98 MHz                     33.96 MHz                          462.950 MHz 

(141.3Hz) 

            Forest            46.38 MHz                     33.82 MHz 

            Mercer            33.82 MHz     (151.4 Hz)     155.220 MHz                                 33.88 MHz 

            Venango          462.950 MHz                    33.82 MHz 

            Warren            33.98 MHz                    462.950 MHz    (179.9 Hz)                   33.80 MHz 

 

 REGION      

  COUNTY               PRIMARY                           SECONDARY                  TERTIARY 

                            Frequency (MHz) CTCSS (Hz)               Frequency (MHz) CTCSS (Hz)      Frequency (MHz) CTCSS 

(Hz)  

 

9.  EMSI 

 

           Allegheny 

           Armstrong 

           Beaver          155.220 MHz    (88.5 Hz)      155.340 MHz 

           Butler          155.220 MHz    (91.5 Hz)       33.82 MHz 

           Cambria          33.70 MHz                    155.175 MHz                 155.340 MHz 

            Fayette         155.295 MHz                    33.70  MHz                 155.340 MHz 

            Greene          155.295 MHz                    46.46 MHz 

            Indiana         155.220 MHz    (114.8 Hz) 

            Lawrence       33.82 MHz                     33.90 MHz                  155.340 MHz 

            Somerset        155.175 MHz                    33.70 MHz                  155.340 MHz 

            Washington     155.295 MHz                   155.160 MHz                 155.235 MHz 

            Westmoreland   155.160 MHz                   155.340 MHz                  33.700 MHz 

 

10.  Lycoming, Tioga, Sullivan 

 

          Lycoming        462.950 MHz    (173.8 Hz)     154.430 MHz    (167.9 Hz)      155.340 MHz    (167.9 Hz) 

          Sullivan         33.88 MHz                     33.44 MHz         

          Tioga            33.78 MHz                     33.84 MHz                  154.445 MHz 

 

11.  Montgomery 

 

          Montgomery    46.04 MHz                     45.92 MHz                   45.96 MHz 

 

12.  Northeastern 

 

           Lackawanna 

           Luzerne 

           Pike 

           Wayne           155.295 MHz 

           Wyoming        155.235 MHz    (156.7 Hz)     155.220 MHz 

 

13.  Philadelphia 

 

            Philadelphia   170.150 MHz                   153.950 MHz 

 

14.  Seven Mountains 

 

            Centre          462.950 MHz    (179.9 Hz)     46.06 MHz                   46.14 MHz 

            Clearfield      462.950 MHz    (141.3 Hz)     46.14 MHz 

            Clinton         462.950 MHz    (151.4 Hz)    462.975 MHz     (167.9 Hz)  33.78 MHz 

            Juniata         460.950 MHz    (156.7 Hz)     46.06 MHz                            462.950 MHz     (156.7 Hz) 

            Mifflin         462.950 MHz    (156.7 Hz)     33.72 MHz                   46.06 MHz 
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15.  Southern Alleghenies 

 

            Bedford         155.220 MHz                   33.72 MHz                   33.74 MHz 

            Blair 

            Fulton 

            Huntingdon 

 

16.  Susquehanna 

 

            Columbia       156.015 MHz                   462.950 MHz                 46.12 MHz 

            Montour  47.50 MHz                    462.950 MHz 

            Northumberland  46.50 MHz                     46.06 MHz 

            Snyder           46.06 MHz                    462.950 MHz 

            Union            46.06 MHz                   462.950 MHz 

 

Information compiled from the Pennsylvania Emergency Health Services Council's  

Telecommunications Survey of 1986. 

 

 

MED CHANNEL FREQUENCY EQUIVALENTS 

 

MED CHANNEL        BASE (MHz)            TALKAROUND (MHz)              MOBILE (MHz) 

                  Tx     Rx            Tx and Rx                 Tx       Rx       

 

     1            463.000   468.000          N/A      468.000     463.000 

 

     2            463.025   468.025          N/A      468.025     463.025 

 

     3            463.050   468.050          N/A      468.050     463.050 

 

     4            463.075   468.075          N/A      468.075     463.075 

 

     5            463.100   468.100          N/A      468.100     463.100 

 

     6            463.125   468.125          N/A      468.125     463.125 

 

     7            463.150   468.150          N/A     468.150     463.150 

 

     8            463.175   468.175          N/A      468.175     463.175 

 

     9            462.950   467.950       462.950            467.950     462.950 

 

    10           462.975   467.075        462.975             467.975     462.975 
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CONTINUOUS TONE CODED SQUELCH SYSTEM ("PL") 

 

Use:             County      Regional     Mutual Aid       Mutual Aid 

Mobile:          PL 1        PL 2         PL 3              PL 4 

 

Adams            162.2        210.7        167.9         (open) 

Cumberland    131.8       210.7       (open)           (open) 

Dauphin          203.5       210.7         (open)          (open) 

Franklin          156.7       210.7        167.9           (open) 

Lancaster        173.8       210.7        (open)          (open) 

Lebanon          179.9       210.7        (open)          (open) 

Perry               141.3       210.7        (open)          (open) 

York               186.2       210.7        (open)          (open)          

 

Talk around communications must be made on base frequencies in order to avoid activation of 

system repeaters. 
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APPENDIX B 

 

STANDARD WORDS AND PHRASES 

 

 PROCEDURE WORD    MEANING 

 

 ADVISE      Give this message to/or, provide me 

        with the necessary information. 

 

ARRIVING AT (hospital name)   Arrival at the receiving Emergency  

        Department. 

 

AVAILABLE Unit is returning from a non-

available status, or leaving the scene 

of an incident.    

    

ETA       Estimated Time of Arrival 

 

 OKAY       Your message  received, understood 

        and/or will be complied with. 

             

 ON THE AIR      Correct manner in which to notify 

        the control center that a unit is 

        going on a non-emergency call, 

        or awaiting response for an  

        emergency call.   

             

        Units should NOT advise "ON 

        THE AIR" for errands, fuel runs, 

driver training, etc. 

     

    Radio status is unauthorized and is 

        unnecessary for this type of activity. 

              

OFF THE AIR Unit is at station, business, etc. 

which  may affect normal dispatch 

procedures. 

 

 SAY AGAIN (REPEAT)    Repeat your last message.  

        

 STANDBY      Listen, but do not transmit until  

        directed to do so.   

       

ON LOCATION/SCENE     Unit has arrived on the incident  

        scene.  
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OUT OF SERVICE     Not available for calls because of 

        mechanical or operational reasons. 

 

PRIORITY      A message of paramount  

        importance involving an emergency 

        where life or personal injury are at 

        stake, or critical situations  

        requiring immediate assistance. 

 

PSAP PEMA Authorized Public Saftey 

Answering Point 

 

 RESPONDING     Correct manner in which to place a  

        unit on the air, enroute to an  

        emergency call.   

       

 RETURNING NOT     Leaving present location and not  

 AVAILABLE      available for calls.    

 

 STAGING AT (location)    When a unit is in the proximity of  

        the incident scene but is waiting for  

        scene safety measures. 

 

TIME       The numbers following are the time 

        of this transmission. 

  

 

TRANSPORTING TO (hospital name)  Transporting a patient from an  

        incident scene to an Emergency  

        Department. 
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APPENDIX C 

 

ACCREDITED MEDICAL COMMAND FACILITIES 

 

 

 COUNTY    HOSPITAL 

 

 Adams     Gettysburg Hospital  

 

 Cumberland    Carlisle Regional Medical Center 

      Holy Spirit Hospital 

  

 Dauphin    Harrisburg Hospital 

      Community General Osteopathic Hospital  

      M.S. Hershey Medical Center    

  

 Franklin    Chambersburg Hospital 

      Waynesboro Hospital 

 

 Lancaster    Community Hospital 

      Ephrata Community Hospital 

      Lancaster General Hospital 

      Lancaster Regional Medical Center 

           

 Lebanon    Good Samaritan Hospital 

 

 York     Hanover General Hospital 

      Memorial Hospital 

      York Hospital 
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APPENDIX D 

 

Hospital By-Pass and Diversion Guidelines. 
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I. INTRODUCTION 

  

  

Emergency medical services are an integral part of the health care system.  As such, 

problems encountered by ambulance services may effect the quality of patient care. 

  

Problems, which cannot be resolved by the ambulance service or which impact on many 

ambulance services, are routinely presented to the Emergency Health Services Federation 

or the Pennsylvania Department of Health for assistance and answers. 

  

The concern of hospital diversions and emergency department closings has grown due to 

an increase in the number of such incidents.  These concerns have been identified with 

numerous contributing factors that have an effect on the emergency medical system, 

which includes both pre-hospital and hospital concerns. 

  

Ambulance services must deal with a variety of issues to assure quality pre-hospital 

patient care.  Many of these issues are beyond their control, so innovative management is 

a must.  It is assured that pre-hospital personnel will endeavor to improve the system 

when patient care is compromised. 

  

Ambulance services, already facing shortages of volunteers, increased operational costs, 

and demands of quality patient care, must now deal with diverts and emergency 

departments not accepting patients.  These additional problems potentially necessitate 

time delays; increases in time spent treating unstable patients, additional transport times 

to distant receiving facilities, and longer times being unavailable for calls in their primary 

response area.  Neighboring EMS services must assist with EMS coverage as a backup 

for an ambulance service involved with transporting patients during a divert situation.  

All of these place demands on an EMS system already burdened by other factors. 

  

Hospitals, on the other hand, must deal with their own unique set of concerns.  The 

development of intensive manpower shortages (particularly in nursing), increasing 

admissions in general, and increasingly severe patient admissions has forced the hospitals 

in this region to frequently close their doors to ambulances.  Diversion is a logical 

solution to a temporary shortage of health care resources, but it also raises a number of 

issues.  For example, patients who are diverted to another hospital may not be treated by 

their regular physician if the physician does not have privileges at the other facility.  

Hospitals sometimes fail to notify those concerned when they are no longer on divert and 

therefore, end up continuing a diversion longer than necessary.   Also, due to operational 

differences, each hospital has a different threshold that triggers a diversion.  One facility 

may go on divert when its occupancy rate reaches 95 percent, while another facility may 

wait until the number of patients being held in its emergency department reach an 

unmanageable number before it calls for a diversion.  Finally, when all area hospitals go 

on divert, patients may be forced to travel long distances for emergency health care or go 

to a hospital that is already overwhelmed with patients. 
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This program is intended to improve communications among hospitals, EMS services and 

communication centers.  There are sections to assist hospitals in developing policies that 

encourage efficient use of resources and minimize the need for diversions and guidance 

for EMS services when dealing with a divert status.   
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II.  BACKGROUND 

  

In 1990, the Emergency Health Services Federation developed the Hospital Bypass and 

Diversion Guidelines.  Since that time, an increase in the number of diversions has 

necessitated a review of the guidelines to determine the current effectiveness.   

  

This review identified several areas in need of improvement: definitions, communications 

and education.  There was a consensus that the definitions were confusing to hospitals, 

communication centers and EMS personnel.  The term “bypass” and “divert” were being 

used interchangeably which created confusion.  There was little understanding of the 

difference between the two terms.  The EHSF Medical Advisory Committee felt the term 

“bypass” for only the Emergency Department was not effective.  A review of the 

American College of Emergency Physicians policy statement prompted the decision to 

use the common term divert with the specific identifier for the hospital specialty area.   

  

The communication of a diversion status was often made by personnel unfamiliar with 

the terminology.  This communication was made to various hospital and communication 

centers.  If the same personnel made the calls, some consistency may have occurred.  

However, if different personnel made calls, some slight differences in reporting could 

create confusion.  The information was “posted” for the duration of the diversion, and 

removed upon completion or notice of a change in status.  Minimal records were kept of 

the diversion status, the duration or the frequency of occurrence. 

  

Although the guidelines were distributed to all hospitals, EMS services and 

communication centers, the understanding of the definitions is limited.  The turnover in 

personnel could also contribute to the lack of understanding of the definitions or policies.  

The revised Hospital Status Program will provide an educational opportunity for all 

personnel.  Hospital personnel will require education on the method to assign a divert 

status for their hospital.  Pre-hospital personnel need to understand the meaning of the 

divert status which may necessitate a change in their pre-hospital operational policies.  

Communication centers will need to understand the importance of notifying the EMS 

personnel of a divert status early in the emergency response.  Early notification will assist 

in patient care and destination decisions.   

  

The revised Hospital Status Program is based on the technology made available by the 

Internet.  A Hospital Status Web Page will provide easy access for hospital personnel to 

make changes that can quickly and easily be disseminated to a variety of agencies and 

organizations.  A major component of the Hospital Status Web Page will be a database 

that will collect all information related to a divert status.  This data can be analyzed to 

monitor trends, provide support documentation for improvements and evaluate the 

effectiveness of the Program.   

  

The Hospital Status Web Page will be displayed 24 hours a day, 7 days a week at all 

regional communication centers.  The automated five (5) minute updates of the Web Page 
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will provide for minimal time lapse for divert status changes.  The Hospital Status Web 

Page can also be viewed by anyone with Internet access.   

  

The Hospital Status Program will be monitored for the effectiveness of the Program.  The 

EHSF Medical Advisory Committee will be given reports on the Program.  
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III. DEFINITIONS   

  

Critical Care Divert: the hospital’s intensive care resources are fully committed and are 

not available for additional patients requiring intensive care.  It will be assumed that a 

“Critical Care Divert” designation automatically terminates eight hours after it is 

initiated, unless it is renewed.  

  

CT/Neurological Divert: the hospital’s CT capability and/or neurological resources are 

fully committed and are not available for additional patients requiring a CT or 

neurological care.  It will be assumed that a “CT/Neurological Divert” designation 

automatically terminates eight hours after it is initiated, unless it is renewed. 

  

ED Divert: applies strictly to the hospital emergency department.  It indicates that the 

emergency department cannot accept any additional patients transported by ambulance. It 

will be assumed that an “ED Divert” designation automatically terminates TWO hours 

after it is initiated, unless it is renewed.  “ED Divert” does not prohibit ambulances from 

transporting direct admission patients to the facility.  Trauma Center patients are not 

included in this Divert Status. 

  

General Medical Divert: the hospital’s medical resources are fully committed and are not 

available for additional patients requiring medical admissions.  It will be assumed that a 

“General Medical  Divert” designation automatically terminates eight hours after it is 

initiated, unless it is renewed. 

  

General Surgery Divert:  the hospital’s general surgery resources are fully committed, 

and are not available for additional patients requiring general surgery.  It will be assumed 

that a “General Surgery Divert” designation automatically terminates eight hours after it 

is initiated, unless it is renewed. 

  

OB/GYN Divert:  the hospital’s OB/GYN resources are fully committed, and are not 

available for patients requiring OB/GYN care.   It will be assumed that an “OB/GYN 

Divert” designation automatically terminates eight hours after it is initiated, unless it is 

renewed. 

  

Pediatrics Divert:  the hospital’s pediatric resources are fully committed and are not 

available for additional pediatric patients requiring care.  It will be assumed that a  

“Pediatrics Divert” designation automatically terminates eight hours after it is initiated, 

unless it is renewed. 

  

Psychiatric Unit Divert: the hospital’s psychiatric resources are fully committed and are 

not available for additional psychiatric patients requiring care.  It will be assumed that a  

“Psychiatric Unit Divert” designation automatically terminates eight hours after it is 

initiated, unless it is renewed. 
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Total Divert:  no inpatient beds of any kind are available.  Emergency Department 

patients may require transport to another hospital for admission.  It will be assumed that a  

“Total Divert” designation automatically terminates eight hours after it is initiated, unless 

it is renewed. 

  

Trauma Divert -  applies to the regional trauma centers (Hershey Medical Center - Penn 

State Geisinger Health Systems, York Hospital, Lancaster General Hospital) only:  When 

trauma resources are fully committed, and the facility cannot accept additional seriously 

injured patients because the trauma team is encumbered with trauma patients in the ED, 

OR, or CT.   It will be assumed that a  “Trauma Divert” designation automatically 

terminates TWO hours after it is initiated, unless it is renewed. 
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IV. HOSPITAL STATUS WEB PAGE 

  

1. Viewing the Web Page 

  

The EHSF Hospital Status web page address is: hospitals.ehsf.org 

This address will load the main page which is split into four panes. 

  

 
  

 TOP PANE:   

  

a) EHSF Hospital Status title bar. 

b) Clicking on the EHSF logo in the far-left corner will hyperlink the user to 

the EHSF home page www.ehsf.org. 

c) The lower portion of the center of the title bar displays the time and date 

the current view was loaded and updates automatically in five-minute 

intervals. 

d) The far right corner will hyperlink the user to the home page of the 

company responsible for design and maintenance of the page. 

  

 BOTTOM PANE 

  

Hospital Order 

- Allows the user to choose the order of the first ten receiving facilities 

to be displayed in the left and right pane. These ten hospitals will 

http://hospitals.ehsf.org/
http://www.ehsf.org/
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populate the first five lines of the pane. The remainder of the hospitals 

will be populated randomly. 

  

Login 

- Opens the Login screen where an authorized user is prompted to enter 

a user name and password. This option will change the appearance of 

the bottom pane displaying a menu corresponding to the user’s level of 

access. 

  

 

 LEFT and RIGHT PANES:  

  

Headings 

- Displays the headings: Hospitals, Status, and Expiration of Current 

Status. If no selection is made from the drop down menu in the left 

pane, the page will display the four divisions alphabetically by default. 

- Hospitals accepting patients in all departments will display a status of 

OPEN.  ED and CT/NEURO diversions will display the affected unit 

in Bold Red letters. 

- All other diversions will be displayed in Bold Dark Blue 

- A bold red divert which is flashing indicates a new divert that has 

activated within the previous ten minutes.(Netscape Navigator users 

only) 

- A maximum of three simultaneous divert statuses may display for each 

facility.  

- Facilities displaying divert statuses will also display the time and date 

of each divert expiration.  ED divert is limited to two (2) hours and 

unit diverts are limited to eight (8) hours.  Unless renewed, a divert 

will expire in real time and update the hospital status as OPEN.  

  

Trauma Centers 

- A GREEN lettered trauma center indicates an OPEN status. 

- A RED lettered trauma center indicates a TRAUMA DIVERT status.  

   

2. Using the Web Page 

 

Anyone with Internet access may view the Hospital Status web page.  However, 

using the web page is restricted to authorized individuals assigned one of three 

levels of access rights.  These levels are defined as users, managers and 

administrators. 

 

  USER 

  

A user is an individual who has been assigned access rights to change or update 

the divert status of a hospital unit(s).  User level login allows access to the unit 
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selection drop down menu where a change of status is made. User level access is 

restricted to their hospital assignment.   

 

  MANAGER 

  

Managers are typically supervisors or unit managers.  These individuals have the 

ability to assign users for the hospital(s) under their direction.  A manager login 

allows access to the editing of users menu and the divert log reporting system as 

well as the change of status menu. 

  

 ADMINISTRATOR 

  

The Administrators are assigned by EHS Federation to monitor and maintain the 

Hospital Status web page.  The administrator login allows access to the database 

management tools as well as the user and manager menus.  A key function of the 

administrator is database management.  Hospitals who wish to add, delete or 

troubleshoot manager passwords must contact the administrator.  The EHSF will 

serve as the contact point for providers, hospital personnel and regional 

communications centers to address comments and questions.  

  

3. Menu Functions  

  

 LOGIN 

  

Clicking on Login will open the log on screen prompting the user to enter a user 

name and password. Entries are not case sensitive but will deny user access for 

incorrect or misspelled entries.  After logging on, the page will revert to the main 

screen displaying the menu corresponding to the user’s level of access. 

  

  

 LOGOUT 

  

Clicking on Logout will end the user’s current session.  Users who initiate a 

session on a terminal that continuously displays the Hospital Status web page 

must log out of each active session to prevent potential errors and unauthorized 

access. 

 

  CHANGE STATUS 

  

Clicking on Change Status from the main menu will open the status selection 

menu for the hospital the user is assigned.  Contained within the status menu is a 

drop down menu of hospital units available for status change.  This is a preset list 

of unit names that cannot be changed to suit unique naming structures in place at 

individual facilities.  
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-  “Make status stop any current diverts” is the default divert status bullet.  

Selecting a unit divert and clicking OK with this bullet will override any 

current divert status displayed for that facility.  Selecting a unit for divert 

and clicking OK brings the user back to the main screen where the divert 

status will display in bold red next to that facility.  The status will flash for 

ten minutes to indicate a new divert.  

-  “Add this status to current diverts” needs to be selected to add an 

additional unit to a facility currently listing of a divert status.  Make this 

selection before clicking OK.  A maximum of three diverts may be 

displayed per facility.  The divert selection menu does not allow for 

multiple unit selections.  Therefore, each divert status must be entered and 

accepted individually. 

  

** If the divert status does not display immediately upon returning to the main 

screen, you can refresh the web-browser to verify the change or it will also 

appear after the automatic five minute status update has occurred. 

  

  EDIT USER 

  

This selection allows managers to add and delete users and change user 

passwords when necessary. Clicking on Edit User will display the list of 

authorized users.  To add a user, click Add at the top of the list. A new user 

entry box will display.  The manager will first enter the user’s name.  Users 

should be identified by their actual name, not by methods such as an employee 

ID number.  The manager will assign a user password then confirm the 

password. The entry will be rejected if any of the required fields are left blank 

or the password and confirmation do not match.  

  

To delete a user, open Edit User from the main menu.  Locate the individual 

in the list of users and click the Delete next to that user’s name.  The manager 

will then be asked to confirm or cancel the delete.  

  

To verify user information, open Edit User from the main menu.  Locate the 

individual in the list of users and click on the name in the left column.  This 

will display a user’s assigned information. 

  

  REPORT 

  

This selection allows managers to generate a hospital divert report to a 

requested period of time.  To generate a report, click Report from the main 

menu.  Enter a start date and end date, in the format specified, for the 

requested query.  Specify Hospital should default to the manager’s assigned 

facility or group.  The report will display a table listing the pertinent 

information for each divert that hospital experienced in the specified time 

frame.  The report can be printed using the web-browser print function.   
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  DATA COLLECTION 

  

The Hospital Status Program includes the collection of data for hospitals 

divert status.  When a hospital makes a change of status on the Web Page, the 

change is recorded in a database.  The database will record the hospital, user 

name, date and time of divert status, duration time and the type of divert.   

  

  CONFIDENTIALITY 

  

The data collected by the Hospital Status Program shall be confidential and 

not open to public inspection or dissemination.  The exception is for collection 

and analysis of data by the Department of Health or persons with which the 

Department contracts, subject to strict supervision by the Department to 

ensure that the reports are used for specific research and planning purposes.   

  

Each hospital has the capability to obtain data specific to their own hospital 

based on a date range.  The manager approved by the hospital has been given 

access to this report.  

  

By written request to the Emergency Health Services Federation, hospital 

administration can request data collected specific to their hospital.   The 

specific hospital data requested will be provided to the hospital in an Access 

database format.     

  

A request for a specific hospital’s data will be referred to that hospital directly.  

  

The release of aggregate data extracted from the Hospital Status Program may 

be released in a manner that does not compromise the identity of any specific 

hospital.   

  

  SECURITY 

  

Persons, who collect, have access to, or knowledge of, information collected 

by the Hospital Status Program is restricted from the disclosure of this 

knowledge, a report or record.    

  

The Hospital Status Program has security designed within the Web Page.  

Each user has permission specific to their security level.   
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V. PRE-HOSPITAL  

  

1. Awareness 

  

 Relevant Diversions 

The only diversions relevant to Pre-hospital personnel are ED, CT/Neuro, 

and TRAUMA. All others are to be used as reference purposes only. 

  

 Web Page:  hospitals.ehsf.org 

  

The Emergency Health Services Federation has developed a web page to 

assist in changing and communicating Hospital Status, as it pertains to 

receiving or diverting patients. 

  

 Emergency Communications Center  

  

Through the use of the web page and other communications, all 

Emergency Communications Centers, in the region, will have access to the 

current status of the receiving facilities in the region.  

 

 2. Destination Planning 

  

 Early Destination Determination 

  

Responding units must consider the patient destination as early as 

possible. At times, an EMS unit may speculate on the destination based on 

the type of incident they are responding to. (Example: an MVA with 

ejection may lead to a Trauma Center, etc)  

  

In other cases every effort should be made to identify, and communicate 

the requested destination as early as possible during the incident. At a 

residence, the destination must be communicated prior to leaving the 

scene. 

  

 Patient/ Family 

  

 Should the patient’s requested receiving facility be on a relevant divert 

status, discussions should be held with the patient and family, explaining 

the Divert Status of that facility in accordance with the Patient Destination 

Protocol. A Medical Command Physician at the requested facility must be 

contacted and patient information relayed to the physician so that they may 

make an informed medical decision as to where the patient should be 

transported.  

  

 It is imperative that decisions relative to the destination be handled 

http://hospitals.ehsf.org/
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tactfully, keeping the patient and family informed. 

 

          Communications 

  

a) Confirmation of Hospital Status 

  

It is advantageous for the EMS provider to confirm the status of the 

receiving facility prior to departing from the scene. As with the 

example above, there are times when a provider can project the 

destination and confirm a divert status en route to the scene. 

  

b) Emergency Communications Center  

  

While en route to an incident, the telecommunicator will advise the 

responding EMS unit(s) if a relevant Divert status exists in the 

immediate area of the incident. In cases in which a telecommunicator 

can identify a potential receiving facility outside of the immediate area, 

the telecommunicator should advise the responding units of a divert 

status. (Example: divert of the closest Trauma Center for MVA 

overturned). Should a change of status occur during an incident, the 

telecommunicator will advise EMS units involved. 

  

c) Medical Command   

  

 All services must contact Medical Command at the requested facility 

and patient information relayed to the physician so that they may make 

an informed medical decision as to where the patient should be 

transported. It should never be the sole decision of a pre-hospital care 

practitioner to divert a patient to a facility other than the hospital of 

choice because of a divert status.  

 If the requested facility is not a medical command facility, the Pre-

hospital Practitioner must contact a Medical Command Physician at an 

approved Medical Command Facility for medical direction regarding 

the patient’s final destination. 

  

3. Documentation 

  

Services must assure appropriate documentation of any situation in which 

the patient was transported to a facility other than the one they request. 

Documentation should include any communications with professionals 

such as the Medical Command Physician, ED Nurse, or Family Physician.  

  

A patient who insists transport to a hospital that has an identified divert 

relating to the patient’s condition must be documented appropriately.  

Documentation should include any communications with professionals 
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such as the Medical Command Physician, ED Nurse, or Family Physician.   

Documentation that the patient is acting against medical advice must be 

included.   Consideration should be made to have the patient sign an 

appropriate form refusing medical advice.      
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VI. HOSPITAL  

  

1. Thresholds 

  

Each hospital should determine its own threshold for calling a diversion status.  

Although a uniform list of indicators could be developed, it would overlook the 

fact that every hospital is different.  While one hospital may call diversion when 

its ICU beds are 95 percent full, another hospital may have no trouble operating at 

that level. 

  

Hospitals located in the region should try to agree on a reasonable threshold for 

diversions, so that no hospital becomes swamped with patients because it 

maintains a high diversion threshold, while another hospital, with a low threshold, 

is routinely on a divert status. 

 

 2. In-House Planning and Procedures 

  

A hospital should make every reasonable effort to avoid a diversion status.  Each 

hospital should ensure that it has a policy in place to follow when a diversion is 

being contemplated.  This policy should include at least references to emergency 

department issues, bed status, treat-and-transfer/treat-and-hold policies, 

responsible staff members, termination of divert status, and documentation. 

  

 Emergency Department Issues 

  

Sometimes the emergency department receives several severely ill or 

injured patients at once or a rush of routine emergencies and has no 

choice but to call an ED divert.  However, if the hospital is frequently 

on ED divert, the hospital’s quality assurance process should be 

followed to evaluate its policies and procedures and make changes to 

minimize the need for ED divert.  Some of the issues the hospital 

should review include staffing, non-emergent care, and appropriate 

triage by pre-hospital providers. 

  

Although an emergency department often cannot function at full 

capacity because of temporary staff shortages, occasionally original 

staffing levels are not sufficient.  Hospitals should examine the 

numbers of physicians, registered nurses, licensed practical nurses, and 

clerks employed in the emergency department, and the tasks assigned 

to each.  Moreover, if insufficient clerical staff is available, then nurses 

may be inappropriately performing registration tasks.  Hospitals that 

decide to hold patients in the emergency department must be prepared 

to provide adequate staffing of an appropriate skill level care for such 

patients. 
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A major factor in emergency department overload continues to be the 

use of the emergency room by non-emergency patients. 

  

Finally, pre-hospital providers and police may inappropriately 

transport patients to the emergency department.  Ambulance services 

sometimes prefer to bring patients to the nearest hospital rather than 

the most appropriate hospital.  Steps must be taken to educate public 

safety and pre-hospital personnel on the proper transport procedures to 

a medical facility. 

 

 Bed Status 

  

One way to minimize diversions is to actively manage the available 

inpatient beds.  The medical staff should be encouraged to 

communicate discharge plans to the patient and to the nursing staff at 

least twelve hours in advance.  Hospitals should try to discharge 

patients throughout the day in order to provide the most efficient 

utilization of beds.  Often a patient who is ready for discharge must 

wait until a family member or friend can pick him up.  For such 

patients, hospitals may consider creating a holding area – staffed by a 

nurse – where discharged patients can await transportation.  By 

establishing a holding area, hospitals can free up needed inpatient 

beds. 

  

Bed information should be gathered from the nursing staff, the 

utilization review department, the social service department, and the 

discharge-planning department.  Whenever possible, prompt 

discharges should be facilitated through agreements with nursing 

homes, hospices, and home health agencies.  When a diversion is 

imminent, elective admissions may need to be rescheduled. 

  

Diversions frequently result from the hospital’s critical care beds being 

filled to capacity.  The critical care unit typically has a finite number of 

beds, and, because of patient monitoring needs, can not be augmented 

with available medical-surgical beds. 

  

Sometimes even the best bed management procedures are not enough 

to relieve constant diversions.  If a hospital finds that a critical care 

units are regularly on a divert status, then additional beds may be 

needed, and should be requested through the hospital administration.  

Unfortunately, manpower shortages may preclude even that solution. 
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 Treat and Transfer/Treat and Hold 

  

When all available beds are being managed as efficiently as possible 

and the hospital is still full, the emergency department may need to 

resort to Treat and Transfer, or Treat and Hold procedures.  A hospital 

that has called a diversion may still continue to receive patients who 

require admission.  If a seriously ill or injured patient arrives, the 

hospital is still obligated to care for patients. 

  

When a hospital considers the treat and transfer option, staff should be 

aware that the patient and his or her family must be involved in the 

decision. 

  

The hospital may also suffer when it chooses to treat and transfer, as 

an emergency nurse or critical care nurse may be required to 

accompany the patient on the transport.  However, if the hospital 

simply can not admit one more patient and no additional beds are 

likely to open up soon, treat and transfer may be essential to preserve 

quality of care. 

  

If, after a review of the hospital’s resources and discussion with the 

patient and his or her family, it is decided that the patient will be held 

in the emergency department until a bed becomes available, the 

hospital should ensure that quality of care should not diminish. 

 

 Responsibility 

  

Calling a diversion has potentially profound consequences for the 

patient, the hospital, other providers, and the community.  It is a 

decision not to be taken lightly.  Therefore, every hospital should have 

a policy identifying the individual with the responsibility and authority 

to establish a divert status. 

  

 Termination of Divert Status 

  

Hospitals sometimes fail to communicate the termination of a 

diversion.  When a hospital fails to terminate a diversion, pre-hospital 

providers continue to transport patients elsewhere unnecessarily.  It has 

been recommended that a diversion automatically terminates within a 

certain period of time. 

  

An ED Divert and Trauma Divert will automatically terminate two 

hours after it is called.  Two hours should be sufficient for an ED 

Divert or Trauma Divert.  The hospital does have the option of 

renewing the ED Divert or Trauma Divert at the end of two hours, if 
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the emergency department or trauma area remains busy.  If an ED 

Divert or Trauma Divert begins before a change of shift but will 

terminate after the new shift starts, the new shift should be advised of 

the termination time. 

  

A diversion of any other category should automatically terminate eight 

hours after it is called.  Inpatient beds empty more slowly than an 

emergency department, but additional beds can come open 

unexpectedly, so eight hours should be sufficient time for a diversion.  

Again, the hospital does have the option to renew the diversion at the 

end of eight hours if the units remain full. 

 

 Data Analysis 

  

Any time a hospital goes on divert, it should be input on the Hospital 

Status Web Page.  Hospital administration should review the data on a 

regular basis to determine whether changes in hospital procedures 

could minimize the frequency or extent of diversions.  Additionally, 

documentation of diversions can be useful in justification for 

additional beds, evaluating staffing levels, and responding to 

Department of Health requests for information on diversion. 

  

Hospital administration can obtain data specific to their hospital by 

contacting the database administrator.  The database administrator can 

provide data for that specific hospital in an Access database format for 

analysis. 

  



Revised 9/15/04  49 

VII. COMMUNICATIONS  

  

Once a hospital declares a divert, it will not be effective unless affected 

organizations are told.  If the ambulance services are not aware of a divert, they 

will continue to deliver patients to the hospital’s door.  Emergency medical 

dispatch centers must know a hospital’s diversion status to coordinate pre-hospital 

care services.  Other area hospitals can prepare for a heavier load of patients if 

they know to expect it. 

  

1. Emergency Communications Center  

  

Through the use of the web page and other communications, all 

Emergency Communications Centers, in the region, will have 

access to the current status of the receiving facilities in the region.  

  

2. Destination Planning 

  

 Early Destination Determination 

  

Responding units must consider the patient destination as early as 

possible. At times, the telecommunicator may speculate on the destination 

based on the type of incident they are responding to. (Example: an MVA 

with ejection may lead to a Trauma Center, etc) Early notification to the 

responding EMS units of a divert status will assist in early destination 

determinations.   

  

In other cases during a period of increased divert status, every effort 

should be made to obtain the possible destination from the caller.  

Communication of the caller’s destination plans to the responding EMS 

units will assist with early destination planning.  At a residence, the 

destination must be communicated prior to leaving the scene. 
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 Communications 

  

a) Confirmation of Hospital Status 

  

It is advantageous for the EMS provider to confirm the status of the 

receiving facility prior to departing from the scene. As with the 

example above, there are times when a provider can project the 

destination and confirm a divert status enroute to the scene. 

  

b) Dispatch Information on Divert  

  

While enroute to an incident, the telecommunicator will advise the 

responding EMS unit(s) if a Relevant divert status(ED, CT/NEURO, 

and TRAUMA) exists in the immediate area of the incident. In cases 

in which a telecommunicator can identify a potential receiving facility 

outside of the immediate area, the telecommunicator should advise the 

responding units of a divert status. (Example: divert of the closest 

Trauma Center for MVA overturned). Should a change of status occur 

during an incident, the telecommunicator will advise EMS units 

involved. 

  

c)   Medical Command  

  

All services are required to contact a medical command physician 

when dealing with difficult situations. (Example: a patient refusing 

transport to another facility when their hospital of choice is on divert) 

  

Telecommunicators should be aware of the need for medical command 

during divert situations.   
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VIII. STRATEGIES FOR AREA-WIDE OVERLOADS 

  

1. Definitions 

  

When all hospitals in a medical trade area or within the region are at capacity and 

are diverting ambulances, patients must not be forced to travel long distance to 

obtain emergency medical care.  Hospitals that are on divert in this situation will 

have to accept additional patients.  Stretching hospital resources well beyond 

capacity to care for more patients can deplete equipment and physical space, 

exhaust already over-burdened staff, and potentially cause declines in the quality 

care provided.  Unfortunately, there are no short-term solutions to area-wide 

overloads, since they stem from chronic manpower shortages, practice patterns, 

and increased utilization. 

  

Three possible strategies for sending patients to hospitals during area wide 

diversions are:  by rotation, by hospital geographical area, and by patient request.   

  

 Rotation means that patients are sent successively to the next hospital on the 

list of area hospitals until one hospital goes off divert. 

  

 Routing patients by geographical area sends patients to the hospital closest to 

their home or closest to the location of the accident. 

  

 Finally, delivering patients to the hospital of their choice is appreciated by the 

patient, as he or she can be admitted to a familiar hospital, and his or her 

physician is likely to have privileges there.  Again, though, routing patients 

based on their preference may tend to overwhelm certain hospitals. 

  

Some hospitals have few options in diverting patients.  Geographically isolated 

hospitals may never be able to divert patients because transport time to another 

facility is too great to ensure good quality care.  Hospitals, which are the sole 

providers of certain health care services, should avoid diverting patients who need 

such services.  When overloads occur in specialty services, the hospital should 

have the ability to meet that demand by implementing certain internal procedures.  

Hospital administrators must take the hospital’s location and services into account 

when developing a diversion plan.   

  

2. Special Consideration for Trauma Centers 

  

Hospitals that are designated as trauma centers may be particularly affected during 

overloads and must adhere to the accrediting body’s standards. 

  

When the facilities and equipment in the trauma center are tied up and additional 

trauma cases are expected, the hospital should have the flexibility to treat trauma 

throughout the emergency department.  At a certain threshold of trauma activity, 
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the emergency department should go on ED Divert and prepare at least one, and 

preferably two, adjacent cubicles for use by the trauma service. 

  

Although trauma centers are required to have only one operating room available 

for trauma, during overloads, more surgical capacity may be needed.  Trauma 

centers should be prepared to cancel elective surgeries to accommodate trauma 

surgery. 

  

The hospitals intensive care unit should consider calling a critical care divert 

when the trauma center is overtaxed.  If the trauma center is overloaded, the ICU 

can expect to be overloaded too, after the patients are stabilized.  The ICU staff 

and attending physicians may need to make some difficult decisions if the unit is 

already filled to capacity and trauma cases are enroute. 

  

During periods of heavy utilization, trauma centers need to communicate with 

pre-hospital providers and other area hospitals.  Some hospitals that are not 

designated trauma centers have the ability to care for certain trauma cases.  During 

periods of trauma center overload, these facilities should assist by accepting 

borderline trauma cases.  It should be recognized that hospitals that are not 

designated trauma centers may not necessarily have a strong commitment to 

providing trauma care and may be understandably reluctant to volunteer as a back 

up to the trauma center. 

  

 Regional Coordination  

  

System-wide problems require system-wide cooperation to resolve them.  

Hospitals must work with each other to develop mutually acceptable solutions to 

patient over-loads.  All hospitals should have regular contact with the Emergency 

Health Services Federation. 

  

If system-wide problems are identified, the Emergency Health Services Federation 

may convene a meeting to address the issues of concern.  This forum will allow 

all parties to discuss acceptable ways to minimize or alleviate the divert problems.  

  

 Inter-regional Coordination 

  

Regional Councils, Regional Medical Directors and Regional Communications 

Centers should be involved in development of inter-regional policies on 

diversions. 
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IX. CONTINGENCY PLAN 

  

 Hospitals 

  

In the event a hospital loses connection with the divert status web page during adverse 

weather conditions or technical difficulties, a hospital manager or administrator shall: 

  

1. Notify the county communications center of the situation and provide a verbal 

report on the hospital’s current divert status.   

2. Contact Life Lion Communication Center (1-800-225-4837) to request their 

assistance in making changes to the hospital’s status.   

3. If necessary, the Life Lion Communication Center will activate the EHSF 

Emergency Paging System to notify administrative personnel. 

4. Provide update information to Life Lion Communication Center of divert status 

changes. 

5. Utilize a temporary divert log to document status changes. 

6. Expedite restoration of the website connection and notify county communications 

center and Life Lion Communication Center when full operational capability is 

restored. 

  

 Communications Centers 

  

In the event a communications center loses connection with the divert status web page 

during adverse weather conditions or technical difficulties, the shift manager shall: 

  

1. Make radio notification to all EMS services of the situation using the most 

appropriate frequency. 

2. Notify all affected hospitals of the situation using telephone or radio procedures 

and request further status changes via landline notification. 

3. Utilize a temporary log or white board to monitor hospital status in the interim.   

4. If necessary, activate the EHSF Emergency Paging System to notify 

administrative personnel. 

5. Expedite restoration of the website connection and notify aforementioned 

agencies when full operational capability is restored. 
  

  
  

 


