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The following protocols and procedures have been approved for use by pre-hospital providers in Pend
Oreille County.

Sara Ragsdale, DO
Medical Program Director Pend Oreille County
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Abandoned Babies Newborn Safety Act

If a parent wishing to leave a newborn at a fire station approaches any fire department employee, the
employee will immediately bring the newborn, with parent if possible, inside the fire station.

Procedure:

Assure the parent there is no need to give any identifying information in order to leave the
newborn at this location, and that the fire department personnel want to ensure the health and
safety of both the parent and the newborn.

Notify fire department EMS personnel if the person who has accepted the transferred newborn
is not EMS certified. EMS personnel will notify appropriate authorities. If on duty crew not
available, call 911.

Accept the newborn from the parent. Assess the need for emergency intervention. Assign
incident number.

Assign the appropriate triage category for medical care. This category is determined by the
highest level of prehospital care provider available and depends on infant’s and parent’s needs.
Provide the Parent Information Packet immediately, in case the parent leaves the facility prior to
interview.

Interview the parent immediately to obtain as much prenatal, birth, and medical history as
possible, regardless of triage category assigned. If the parent is unwilling to provide information,
encourage completion and return of the medical/social history form included in the Parent
Information Packet.

Encourage the parent to complete the “Parental Message to the Newborn” found in the Parent
Information Packet.

Notify your Chief.

Offer treatment to the parent as indicated in the following Care of the Parent section.

Inform medical control of newborn and mother (if mother is the parent leaving the infant),
consistent with assigned triage category.

Report incident to Child Protective Services (CPS) at 509-363-3333 as soon as possible.
Transfer newborn by ambulance (or department vehicle if infant does not need attention en
route and the vehicle is equipped with an infant seat) to the nearest hospital emergency
department for observation/treatment or while awaiting CPS.

Care of the Parent:

If the parent leaving the newborn is, or appears to be, the newborn’s mother, offer/encourage a
medical screening exam and any indicated treatment to ensure postpartum stability. Protect the
mother’s anonymity during the exam and treatment (i.e., parent is entered into the system as
Jane Doe).

Give the parent a copy of the Parent Information Packet. Encourage the parent to complete and
return the packet, including any medical/social history information not obtained during the
interview.

Follow up:
Requests for information about the newborn’s medical condition and status should be referred to the
hospital or CPS.

11
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EMS Provider Supervisory Organization (ESSO)

Definition: An affiliate service is an organization that is not required to be licensed under the Revised
Code of Washington (RCW) 18.73, but may be recognized by the Department of Health as a participant
in the EMS and Trauma Care System. Affiliated services provide response for rescue and/or care of
patients in accordance with approved regional and state plans, regional patient care procedures, and
Pend Oreille County patient care protocols and county operating procedures, but do not respond with
an EMS vehicle.

Examples of these types of services, which may request affiliation, are:

Law enforcement;

Park/Forest Service personnel;

Rescue agencies (includes ski patrol, dive rescue, and mountain rescue);

Corporations or large private businesses which employ many employees over a large area and
are likely to need to perform emergency medical or trauma services on employees or visitors;
Government agencies, including the military;

Emergency medical training organizations, only for use by instructors who are otherwise unable
to be recertified.

State requirements

Ensure EMS personnel employed by or associated with the service who have patient contact, are
currently Washington State certified.

Maintain a record of certification, which includes the level of certification and the expiration
date of certification for all EMS personnel.

Follow all state and local laws, rules, protocols, county operating procedures and patient care
procedures to ensure standards for the health, safety and welfare of the citizens of this state.
Follow medical control and protocols established by the county Medical Program Director
(MPD).

Pend Oreille County requirements

The affiliate must annually send a letter to the Pend Oreille County EMS Council stating
endorsement and compliance with Pend Oreille County EMS protocols, county operating
procedures, and the East Region EMS Patient Care Procedures and Protocols.

The affiliate must annually provide the Pend Oreille County EMS Council with evidence of
liability coverage of a minimum of $1 million/$3 million and notify them immediately if such
coverage lapses.

The affiliate must comply with all State of Washington, East Region, and Pend Oreille County
data collection and submission requirements. Specifically, all patient encounters will be
documented and reviewed by physician advisor or MPD.

The affiliate must document their specific commitment to the 911 system for all trauma and
medical emergencies.

Non-compliance: the EMS Council may recommend to the DOH any revision, revocation,
suspension, modification, or denial of an individual EMS certification or an affiliate recognition.

12
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Blood Draws

Indications for blood draws will be limited to:
1. Medical cases requiring laboratory documentation (see blood tube information)
a. Suspected hypoglycemia (prior to IV glucose)
Suspected drug overdose
Unconscious patient, unknown cause
Trauma patients
Hypotensive patients, unknown cause
Suspected M
Suspected stroke
h. Unstable medical condition
2. Method of transporting field blood samples
a. The blood tubes will be checked to ensure the tubes have not exceeded their expiration
date prior to drawing blood.
b. The blood tubes will be labeled with the patient’s name, date, time of draw and the
initials and agency of person drawing blood.
c. The blood tubes will then be placed in a sealable plastic bag with biohazard logo and
taped to the patient’s IV bag.
3. Legal blood specimen:
a. Use aseptic technique with povidone-iodine.
b. DO NOT use alcohol swabs.
c. Blood may be drawn at the request of law enforcement as provided in RCW 46.20.308.
Document law enforcement request on “Direction to Take Blood Test”.

@000 o

SEE NEXT PAGE FOR EXAMPLE FORM
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Directions to Take Blood Test

The undersigned states that is either:

o Unconscious;

o Has had a search warrant issued for blood to be drawn;

o Isunder arrest oris in custody for the crime of vehicular homicide as
provided in RCW 46.61.520 or vehicular assault as provided in RCW
46.61.522;

o Isunder arrest/in custody for the crime of driving while under the influence
of intoxicating liquor or drugs as provided in RCW 46.61.502 and/or RCW
46.20.308.

The undersigned directs Pend Oreille County EMS to administer a blood test
without the consent of the individual so unconscious or so arrested.

OFFICER DATE
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Cancellation/Slow Down

It is recognized that it is in the best interest of patient care and public safety to slow or cancel units
responding in the emergency mode to calls when it is determined that the patient does not require an
additional emergency response. However, all patients having an altered mental status, complaint of
breathing problems, or chest pain must have an assessment and transport to the hospital.

1. Rescue only: First responding agencies (fire or police) may slow ALS or BLS ambulances when a
patient does not require Advanced Life Support. They may cancel ambulances when there is no
patient or no transport required (department policy to apply).

2. ALS ambulances may slow or cancel other responders once the patient has been evaluated at
the scene and the determination is made that no other units are required or no other units are
required in the emergency mode.

3. Additional reasons for cancellation:

a. No patient found
b. Cancelled by dispatch
c. No emergency health care needed

15
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Determination of Patient Transport Destination

Patient destination shall be determined per the following criteria* (see Levels of Trauma chart):
1. Trauma patients:

a. Patients meeting major trauma triage criteria (step 1 and step 2) as defined by State of
Washington Prehospital Trauma Triage Destination Procedures (page 56) will be
transported by air to Providence Sacred Heart Medical Center, a level Il trauma facility,
OR closest available facility by ground for stabilization, whichever is fastest;

b. Patients meeting step 3 and 4 criteria shall be transported to the closest appropriate
designated trauma facility.

2. Stroke patients:

a. Follow the State of Washington Prehospital Stroke Triage Destination Procedure (page
61).

3. Acute coronary syndrome patients:

a. Follow the State of Washington Prehospital Cardiac Triage Destination Procedure (page
58).

4. General patients

a. Patientrequest

b. Judgement of the most highly trained medical personnel at scene

c. Physician to physician arrangement

*Patient requests and physician to physician referrals must, in general, be accepted. However, if the medical authority at the
scene judges that a critical patient requires transport to an alternative hospital for stabilization, it is the medical authority’s
responsibility to explain this to the patient or physician. If a conscious patient who, in the judgement of the medical authority,
can make a rational decision persists in requesting transport to a different facility, the patient and/or physician request should
be followed (see Patient Treatment Rights). Attempt to obtain a signature on a medical release form.

16
Sara Ragsdale, DO MPD revised 11/21



Pend Oreille County EMS District 1 17

Dispatch of Medical Personnel

Purpose:

To provide appropriate timely care to all emergency medical and trauma patients as identified in
WAC 246-976-390.

To ensure properly licensed and recognized emergency ambulance service designated by fire
districts, county or municipalities are dispatched to all calls that fall within established 911
dispatch policies and guidelines.

Standard:

Licensed ambulance and/or aid services shall be dispatched to emergency medical incidents per
emergency medical dispatch (EMD) protocol.

Verified aid and/or verified ambulance services shall be dispatched to all incidents, whether
injury is known or unknown per EMD protocol.

All licensed and verified ambulance and aid services shall operate 24 hours per day, seven days
per week.

All communications/dispatch centers charged with the responsibility of receiving calls for
emergency medical services shall use an EMD system approved by the Pend Oreille County EMS
Council.

Emergency calls placed by citizens directly to communications/dispatch centers and not through
the 911 system shall be triaged per an EMD system approved by the Pend Oreille County EMS
Council and forwarded to the appropriate first response agency with jurisdiction.

Successful transfer of an emergency call to the 911 system that was initially placed directly to an
ambulance service fulfills that ambulance service’s obligation to ensure the purpose of the
ambulance/response policy is met.

Ambulance services shall not respond to an emergency call independently of the 911 system
without a request to do so by the communication center if the communication system is intact.

Procedure:

The dispatcher shall determine appropriate response category of call using EMD guidelines
approved by the Pend Oreille County EMS Council.

Following Pend Oreille County’s PCPs, the nearest verified agency with jurisdictional authority
shall be dispatched per above standards.
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Documentation

An EMS incident report must be appropriately documented and filed for any call for EMS assistance
within Pend Oreille County, regardless of patient transport. This will apply to both basic and advanced
life support units and includes public assist calls.

Cooperative charting is essential when more than one agency is documenting the same call. Sharing of
pertinent information will help ensure accuracy and adequacy of the prehospital care record and will
help avoid unnecessary duplication.

All documentation must be finalized within 24 hours of patient care (WAC 246-976-330).

At the time of arrival at the receiving facility, a minimum of a brief written or electronic patient report
including agency name, EMS personnel, and:

- Date and time of the medical emergency;

- Time of onset of symptoms;

- Patient vital signs including serial vital signs where applicable;

- Patient assessment findings;

- Procedures and therapies provided by EMS personnel;

- Any changes in patient condition while in the care of the EMS personnel;

- Mechanism of injury or type of illness.

Within twenty-four hours of arrival, a complete written or electronic patient care report that includes at
a minimum:

- Names and certification levels of all personnel providing patient care;

- Date and time of medical emergency;

- Age of patient;

- Applicable components of system response time;

- Patient vital signs, including serial vital signs if applicable;

- Patient assessment findings;

- Procedures performed and therapies provided to the patient; this includes the times each

procedure or therapy was provided;

-Patient response to procedures and therapies while in the care of the EMS provider;

- Mechanism of injury or type of illness;

- Patient destination.

Any written hand-off patient documentation from a non-transporting care
provider of the patient shall be transported with the patient and immediately left
with the patient’s receiving facility. The document shall not be edited, appended to or
altered by the transporting agency.
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Emergency Transports and ALS Rendezvous

General Trauma
e |njuries resulting in unstable vital signs, altered level of consciousness, or severe anatomic
injuries.
e Injuries associated with severe mechanism or comorbid factors which increase the likelihood of
immediate complications or deterioration which would require immediate hospitalization or ALS
intervention.

General Medical
e Medical emergencies resulting in unstable vital signs or altered level of consciousness.
e Medical emergencies associated with the potential for significant complications requiring
immediate hospitalization or ALS intervention.

Specific Injury Considerations Requiring Emergency transport and/or ALS Rendezvous
1. Vital signs and level of consciousness:
a. Shock: blood pressure < 90
b. Respiratory distress: respiratory rate <10 or >29
c. Altered mentation: Glasgow Coma Scale score < 13
2. Anatomy of injury:
a. Penetrating injury of head, neck, torso or groin
b. Combination of burns > 20% of total body surface or involving face, airway, hands, feet
or genitalia
Amputation above the wrist or ankle
Spinal cord injury
Flail chest
f.  Two or more obvious long bone fractures
3. Consider emergency transport and/or ALS rendezvous if the following conditions apply:
a. Biomechanics of injury
i. Death of same car occupant
ii. Ejection of patient from enclosed vehicle
iii. Falls > 20 feet
iv. Pedestrian hit at > 20 mph or thrown >15 feet
v. Rollover
vi. Motorcycle, ATV or bicycle accident
vii. Extrication time > 20 minutes
viii. Significant intrusion
b. Comorbid factors
i. Extremes of age (<12 years old or > 60 years old)
ii. Hostile environment (extremes of heat or cold)
iii. Medicalillness, such as COPD, CHF, renal failure, etc.
iv. Presence of intoxicants
v. Second or third trimester of pregnancy
c. Emergency care provider judgement of injury severity

© oo

Specific medical conditions requiring emergency transport and/or ALS rendezvous
1. Cardiopulmonary arrest
2. Acute myocardial infarction
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3. Respiratory distress

4. Altered level of consciousness (GCS < 13)
5. Seizures

6. Stroke

7. Gl bleeding

8. Anaphylaxis

9

. Near drowning
10. Imminent birth
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Emergency Transport of the Physically Disabled

A patient’s service animal should receive special considerations, provided these measures will not
adversely affect the provision of care to the patient.
o If the animal is handled by the EMS provider, they will use extreme gentleness.
e Ambulance transport of the service animal with their owner should be provided unless it
jeopardizes patient care or the safety of EMS personnel. If so, the transport of the service animal
will be requested of family, friends, or other civil services.

A patient’s medical equipment should be transported with the patient unless it jeopardizes patient care.
This includes any adaptive equipment, such as wheelchair, crutches, cane, prosthetics, hearing aids,
electrolarynx, tablet, or any other equipment that allows the patient to communicate or to move
independently or more freely.
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EMS- No CPR

A sample of the POLST (Physician Oder for Life-Sustaining Treatment) form can be found in Section 11:
Reference, page357. This was developed as a recognition tool for emergency care providers in cases in
which a patient does not desire full resuscitation due to a rapidly deteriorating medical circumstance.
When you find the form in use with a patient, make sure the attending physician, ARNP, or PA-C has
signed it.

Other forms of written documentation may appear from time to time. When they clearly express a wish
for limited measures and are signed by a physician, ARNP, or PA-C, they, too, should be respected. The
presence of a signed DNR order or physician’s order should be recorded in the prehospital care record.
Telephone orders are to be discouraged, unless the EMS provider can identify the physician on the
phone. Consultation with the emergency physician on duty at the potential receiving hospital (medical
control) is an additional option to provide some guidance.

In the absence of an EMS-No CPR form and/or bracelet, or in case of uncertainty, you are obligated to
undertake full resuscitative measures to the full level of your training.
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EMS Personnel Endangerment

The first goal of protecting responding EMS personnel from criminal assault relates to the importance of
respecting law enforcement’s responsibility for assuring scene security prior to responding to a patient
in a known hazardous situation. Our desire to render emergency medical care must be tempered by our
recognition of the limitations of our role as well as our responsibility to our fellow EMS responders.
However, unanticipated physical threats may develop during treatment and transport of emergency
patients. In their most extreme form, they may represent an immediate life threat to EMS responders.
Should this occur at the scene or during transport, immediately notify the appropriate law enforcement
jurisdiction. To help ensure a means by which EMS personnel could request law enforcement assistance
in a covert fashion, a Code 99 category communication patch may be used as follows:
1. EMS personnel should contact their dispatch center and/or receiving facility to notify them of a
Code 99 situation or transport.
2. In anticipation of the arrival of a Code 99 transport at out receiving facilities, the hospital should
alert local law enforcement.
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EMS Scene Management and Inter-Agency Relations

Objective:
Provide consistent, countywide guidelines that promote positive inter-agency relationships on the scene
of EMS emergencies, with patient care being the focus of the patient care team.

General Guidelines:

Safety of response personnel is the highest priority.

Following that, patient care and customer relations will be given the next highest priority.

For scene safety and security, personnel shall secure clearance from the Incident Commander
(IC) prior to entering the scene.

On-scene Medical Authority will be in accordance with Pend Oreille County patient care
protocols.

First personnel on-scene will bring adequate equipment to the patient area to provide complete
patient care.

The stretcher will be brought to the patient area by transport personnel unless otherwise
directed.

Communications:

Responding apparatus/units will monitor the appropriate radio frequencies assigned to the
incident by CCC.

All agencies will provide timely communication with CCC when arriving on-scene and at other
times during the incident.

Units will contact the IC on arrival for assignment.

Updates to incoming units should be unit to unit and not through CCC.

Incoming units will be briefed as soon as practical by IC or designated personnel.

Incident Commander:

Fire department will establish Incident Command on all emergencies. If other agency is on
scene, IC will get a briefing as soon as practical.

The IC will remain in charge of the overall scene, regardless of who oversees patient care.
Requests for additional resources will be made by the IC. Requests form field units will be made
to the IC.

IC will be responsible for staging (placement) of all apparatus and vehicles.

IC will be conducted in accordance with the Pend Oreille County Incident Command Plan.

MVA and Hazardous Area:

Once command is established, anyone without proper personal protective equipment (PPE) in
the Hot Zone will be replaced or removed as soon as possible. Motor vehicle accidents are
hazardous areas.

No one will enter the hot zone from that time forward without proper PPE until the IC
determines the scene is safe.

Incoming apparatus/units will stage out when responding to larger incidents, hazardous
material incidents or major motor vehicle accidents.

Transfer of Patient Care:
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The person in charge of patient care will remain in charge until a report has been provided
detailing the condition of the patient treatment provided and any other pertinent information.
Transfer of patient care will be formally completed and will not be assumed.

Where there is no agreement in transfer of patient care between paramedics, no transfer of
care will occur. Both paramedics will complete patient care reports for submission to the QI
committee at a later date.

Transport:

No attempt will be made to dissuade patients from being transported. In the event the patient
openly refuses transport, a medical release will be obtained by on-scene medical authority.
Transport destination will be in accordance with Pend Oreille County protocols.

Patient transport agency will be determined by the incident commander or their designee
representing the jurisdictional EMS agency.

In circumstances of mass casualty, the Patient Transport Group Supervisor shall determine the
most appropriate vehicle and staffing for emergency transport.

Moving the patient is the transporting agency’s responsibility. Fire department assistance may
be requested.

The use of BLS personnel to assist with patient care during transport will be agreed upon by on-
scene medical authority.

All written documentation available will be provided to transport personnel.

The highest level of certification personnel will attend patient during transport.

The decision to allow passengers to ride in the transporting vehicle will rest solely with the
transporting agency.

Conflict Resolution:

It is recognized that differences of opinion will occasionally occur. Differences of opinion shall not delay
therapy or negatively impact the outcome of patient care. If a particular therapy is recognized as
potentially harmful, the patient care team will consult medical control to ensure appropriate therapy.
The on-scene medical authority will be responsible for making the final determination when such
conflict arises. Personnel are encouraged to resolve differences of opinion at their level, whenever
possible. In all cases, both parties will exercise professionalism and respect. Any action that is
considered to be unprofessional or disrespectful will not be tolerated by any agency.

Conflict shall never be exhibited in front of a patient, the patient’s family, hospital staff or the
general public. When a difference of opinion arises, the personnel from the respective agencies
should professionally discuss the incident in private. It is expected that this occur as soon as
possible so that differences can be resolved to the satisfaction of all parties.

If no resolution of an issue can be achieved, the involved parties should contact their respective
agencies and follow the chain of command. In most cases, this will be the individual’s immediate
supervisor.

The supervisors will then contact each other and discuss the differences in an attempt to
remedy any conflict. If no resolution can be achieved at this point, the administration of each
agency will be contacted for final resolution. Under no circumstances shall an employee contact
another agency’s administration.

Final resolution, when administration is involved, will be achieved collaboratively. The resolution
will be clearly communicated to the involved parties and will be binding upon all parties.
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Field Resuscitation

Withholding CPR
1. CPR must me initiated on all cardiac arrest victims, unless a condition exists which warrants the
withholding of CPR.
a. CPR may be withheld on adult or pediatric patients who present with any of the
following
i. Injuries obviously incompatible with life, such as decapitation or
hemicorporectomy
ii. Total incineration
iii. Decomposition
iv. Dependent lividity
v. Rigor mortis without vital signs
vi. Apnea in conjunction with separation from the body of the brain, liver or heart
vii. Mass casualty incidents where triage principles preclude CPR from being
initiated on every victim
viii. Documentation of Do Not Resuscitate Orders
b. CPR may be withheld on adult victims of unwitnessed medical cardiac arrest or
witnessed/unwitnessed trauma arrest who present with ALL the following
i. No CPRin progress
ii. No vital signs
iii. Documented in 2 or more leads on a properly functioning monitor electrical
asystole on patients who have had CPR or who have a non-capturing pacemaker
iv. Documented lack of ventricular fibrillation by attaching defibrillator and
recording “no shock advised”
v. No evidence of hypothermia, drug ingestion, or poisoning
2. Notify appropriate law enforcement agency as soon as possible.
3. Complete a prehospital care record, documenting clinical conditions which warranted not
initiating CPR and law enforcement agency notification.

Discontinuing CPR
1. A supervising physician should consider discontinuing CPR in the prehospital setting and
pronounce a patient dead at the scene, providing certain conditions are met, including, but not
limited to the following:
a. Brady-asystole unresponsive to resuscitation with complete and appropriate Pend
Oreille County ALS protocol
i. Asystole documented for 30 seconds in 2 leads with documented evidence that
the monitor is functioning properly (i.e., artifact due to manual compression or
precordial thump)
ii. Blood pressure, pulse and respiration are absent
b. Ventricular fibrillation which, after ACLS resuscitation, is now asystole or agonal rhythm.

No evidence of hypothermia, drug ingestion or poisoning as cause of arrest.

d. CPR may be discontinued in trauma patients with EMS witnessed cardiopulmonary
arrest and 45 minutes of unsuccessful resuscitation and CPR.

e. Victims of penetrating trauma found apneic and pulseless should be rapidly assessed for
other signs of life such as pupillary reflexes, spontaneous movement, or organized EKG
activity. If any of these signs are present, the patient should be resuscitated and
transported to the nearest trauma center.

o
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2. Notify supervising physician/medical control before discontinuing CPR. If unable to contact
supervising physician because of geographic isolation, the emergency care provider will contact
the physician as soon as possible and document the reason for delay in communication.

3. If, after a brief discussion with the family on the futility of resuscitative efforts, supported by
consultation with medical control, the family still insists on continued resuscitation and
transport, it should be done.

4. Complete a prehospital record documenting the physician consulted and discontinued

resuscitation.

Obtain and EKG strip with documented evidence of asystole and attach to run report.

Notify appropriate law enforcement agency.

Notify appropriate support facility for family as needed.

Once death has been determined, the body should not be moved unless required for scene

safety concerns. If, in the judgement of the EMS provider, scene safety or other concerns

require the movement of the body, the county medical examiner or county coroner should be
contacted with the request to move the body prior to doing so.

9. When appropriate, remain with family as long as necessary until other support arrives. If you are
called for another emergency response, emergency care for the living must always assume
priority.

PN WU

27
Sara Ragsdale, DO MPD revised 11/21



Pend Oreille County EMS District 1 28

Field triage Decision Scheme: The National Trauma Triage Protocol

See following page
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'FIGURE 1. Field triage decision scheme - United States, 2006
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General Guidelines for All Patients

Primary Assessment: Done initially on every patient and repeated every few minutes as indicated.
e Check responsiveness.
e Airway: Is it patent? Identify and correct any obstruction.
e Breathing: rate and quality. Identify and correct any compromising factors.
e  (Circulation: Pulse, rate, quality and location.
e Control external bleeding.
e Check for shock. If present, treat per protocol.

Secondary Assessment: Complete as indicated for patient condition.
e Level of consciousness (see Glasgow Coma Score, page 106).
e Reassure patient. Inform patient about exam and treatment.
e Obtain a brief history of illness or injury from patient, family, or bystanders. Check for medical
identification.
e Perform a head-to-toe assessment. Record vital signs, to include pulse, blood pressure,
respirations, skin color, pupils, etc.

Field Treatment
e Triage problems according to severity (see mass casualty incident protocols).
e Provide treatment using appropriate protocols.
e Transport:
o Use of lights and sirens should be limited to emergent transport of critical patients.
o Destination determined by:
=  Patients meeting major trauma triage criteria, as defined by State of
Washington Prehospital Trauma Triage Destination Procedures will be
transported to the highest-level trauma facility available
=  Physician to physician arrangement*
= Patient request*
= On-scene medical authority
e If the intended receiving hospital ED is on divert (red), the patient destination should rely upon
the same factors as they relate to the available receiving facilities.

Communications:

e H.E.A.R. Radio during transport: All users of the H.E.A.R. system are urged to transmit essential
communications and keep air times as short as possible. The following format for
communications should be used. If medical control feels additional communications are
necessary, they may contact the transporting unit via the H.E.A.R system.

e Emergency Prehospital H.E.A.R. Report Format:

o Unit identification
o Category of emergency
= Code red- critical
=  Code yellow- urgent
=  Code green- stable
=  Code 99- EMS personnel endangerment
= Hazmat code
e Codered
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O O O O O O O O

e Code yellow

e Code green
Age and sex of patient
Chief complaint or reason for transport
Very brief pertinent medical history (one sentence, if possible)
Vital signs and level of consciousness
Pertinent treatment rendered and results, if any
Request for additional information or treatment
Estimated time of arrival
The H.E.A.R. report should be provided as soon as practical, once transport has begun.
All reports should be given in this order and should be a maximum of 30 seconds. The
H.E.A.R. report is not meant to be a full patient record and should relay only pertinent
patient care information. Patient identification information is inappropriate to be given
on the H.E.A.R. frequency. Advise medical control or receiving emergency department
of changes in patient condition en route, and request direction for further treatment.

e Verbal report to emergency department: The verbal report to the emergency department
physician and/or triage nurse should contain more detail than the radio report. The emergency
care provider now has the time to present thorough details of the scene, complete assessment
of the patient, and complete report on patient care and result of efforts.

O O O O O O

@)

Name, age, sex and patient’s physician

Chief complaint or injuries

If trauma, describe the trauma scene/mechanism of injury

Pertinent medical history

Vital signs and level of consciousness

Condition changes or trends in vital signs and level of consciousness during transport
Patient treatments and results

e  Written report: Complete an EMS medical incident report (MIR) on all patient encounters. The
MIR is a legal record and may be called upon as evidence in any court of law. A MIR should be
filled out per department and county requirements and should be done in electronic form
whenever possible. The MIR will be completed within 24 hours of patient care (WAC 246-976-
330). See “Documentation”, page 18.

*Patient requests and physician to physician referrals must, in general, be accepted. However, if the medical authority at the
scene judges that a critical patient requires transport to an alternative hospital for stabilization, it is the medical authority’s
responsibility to explain this to the patient or physician. If a conscious patient who, in the judgement of the medical authority,
can make a rational decision persists in requesting transport to a different facility, the patient and/or physician request should
be followed (see Patient Treatment Rights). Attempt to obtain a signature on a medical release form
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Hazardous Materials Response

This protocol is to be used in all incidents involving hazardous materials where there is an actual or
potential exposure to any hazardous substance.

e (Call for help. Contact local fire jurisdiction. Notify and/or respond Hazardous Materials Team

e Contact Washington State Poison Center’s special direct line (1-800-709-0911) and/or the
Agency for Toxic Substances and Disease Registry (1-888-422-8737) or for emergency (1-404-
498-0210) for initial guidance in assessing the hazard and providing for EMS personnel safety
and patient care.

e Establish a SAFE staging area uphill and upwind, if possible. Notify all incoming response
agencies of proper route for a SAFE scene approach to the staging area. Helicopters, when
indicated, should be landed far enough away from the scene to avoid spread of contamination
from prop wash.

o Refer to the DOT Emergency Response Guidebook, or HazMat Team for general
precautions and isolation/evacuation guidelines. As a rule of thumb, isolate the hazard
area 100 feet for a minor incident and 500 feet for a major incident. If explosives are
involved, evacuate the area for a half mile. Remember, the evacuation zone downwind
or downhill will be much greater.

e Protect yourself and others from significant exposure. Do not attempt rescue without proper
protective gear. Minimize continued exposure of any personnel and secondary contamination of
rescue personnel by ensuring the proper decontamination has been completed prior to
treatment or transport to a medical facility. Prevent unnecessary contamination of transport
vehicles or equipment.

e Obtain accurate information on health effects of product(s) involved. Attempt to identify
product(s) involved by placard, ID#, MSDS, shipping papers, personnel on-scene, etc.

e Provide your certification level of prehospital care. In general, it is not recommended to begin
any medical treatment without first referring to proper guidelines (interventions as automatic as
providing oxygen may be dangerous if not compatible with the agent involved).

e H.E.AR. radio patch to the receiving hospital should be titled HazMat Code Red, Yellow, Green
to allow the hospital to initiate appropriate decontamination and treatment preparations.

32
Sara Ragsdale, DO MPD revised 11/21



Pend Oreille County EMS District 1 33

Helicopter Triage Guidelines

1. PURPOSE:
Provide guidelines for those initiating the request for air ambulance services to the scene.

2. SCOPE:
Air ambulance services activation and response that provides safe and expeditious transport of critically
ill or injured patients to the appropriate designated and/or categorized receiving facilities.

3. GENERAL PROCEDURES:

A.

Air ambulance services should be used when it will reduce the total out-of-hospital time for a
critical trauma, cardiac, or stroke patient by 15 minutes or more; or provide for the patient to
arrive at a higher-level trauma, cardiac, or stroke hospital within 30 minutes or less even if a
lower level hospital is closer.

Prehospital personnel en route to the scene make the request for early activation of the closest
available air ambulance service resource to the location of the scene, or place them on standby
for an on-scene response.

When appropriate; the call should be initiated through the emergency dispatching system.
Notify dispatch of request for air ambulance services if the call has been initiated through a
mobile device application.

The air ambulance service communications staff will give as accurate of an ETA possible from
the closest fully staffed and readily available resource to the dispatch center requesting a scene
response. This ETA will include the total time for air ambulance to arrive on scene. If ETA of
closest fully staffed resource for that agency is extended, call should go to the next closest fully
staffed resource, even if it is another service.

The responding air ambulance service will make radio contact with the receiving facility.

An air ambulance service that has been launched or placed on standby can only be cancelled by
the highest level of certified prehospital personnel dispatched to the scene. Responding
personnel may communicate and coordinate whether cancellation is appropriate with the
highest-level personnel dispatched prior to their arrival on scene.

Scene flights; the air ambulance service responding to the scene will have contact with an
agency on scene based on each county’s established air to ground frequency.

Air ambulance services must be appropriately utilized during an MCI. If such request is made,
the requesting prehospital agency should clearly communicate the need for either on scene or
rendezvous location to respond to. Air ambulance services will determine most appropriate
aircraft for transport based on patient status, weather, and location of incident.

4. TRANSPORT CONSIDERATIONS:

A. Mechanism of Injury — considerations utilizing the “Prehospital Trauma Triage Destination
Procedure”

a. Death in the same vehicle

b. Ejected from vehicle

c. Anticipated prolonged extrication: greater than 20 minutes with significant injury
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d. Long fall: greater than 30 feet for adults, 15 feet for children
e. Sudden or severe deceleration
f. Multiple casualty incidents
B. Patient characteristics — considerations utilizing the “Prehospital Trauma Triage Destination
Procedure”
a. Glasgow Coma Scale (GCS) less than or equal to 13
b. Patient was unconscious and not yet returned to GCS of 15
c. Respiratory rate less than a 10 or greater than 29 breaths per minute
d. BP less than 90 mmHg or clinical signs of shock
e. Penetrating injury to the chest, neck, head, abdomen, groin or proximal extremity
f. Flail chest/unstable chest wall structures
g. Major amputation of extremity
h. Burns second-degree >20 percent
i. Burns third-degree >10 percent
j. Burns third-degree involving the eyes, neck, hands, feet, or groin
k. Burns, high voltage-electrical
|. Facial or airway burns with or without inhalation injury
m. Paralysis/spinal cord injury with deficits
n. Suspected pelvic fracture
0. Multi-system trauma (three or more anatomic body regions injured)
C. Acute Coronary Syndrome — considerations utilizing the “Prehospital Cardiac Triage
Destination Procedure”
a. Post CPA — ROSC
b. Hypotension and/or Pulmonary edema
c. ST elevation myocardial infarction
d. High Risk Score > 4
D. Stroke — considerations utilizing the “Prehospital Stroke Triage Destination Procedure”
a.F.AST.and LAM.S. >4
Note: (With the extended window for thrombectomy, particularly for patients outside
the window for tPA it is important that direct transport to a thrombectomy capable
center be considered if the LAMS is > 4 and time of symptom onset is within 24 hours.

5. CONSIDERATIONS FOR AIR AMBULANCE TRANSPORT:
In general, prehospital providers must communicate to air ambulance any of the following
circumstances that could affect ability to transport:
A. Hazardous materials exposure
B. Highly infectious disease (such as COVID or Ebola)
C. Inclement weather
D. Patient weight and size
If any of the conditions above are present:
A. Consider initiating ground transport and identifying a rendezvous location if air
ambulance confirms the ability to transport.
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B. Consider utilization of air ambulance personnel assistance if additional manpower is
necessary

6. SAFETY OF GROUND CREWS AROUND AIRCRAFT

To promote safety of all personnel, ground crews must:
A. NOT approach the aircraft until directed to do so by the flight crews.
B. NOT approach the tail of the aircraft.
C. Use situational awareness while operating around aircraft.

7. LANDING ZONE CONSIDERATIONS:
All situations for safety and consideration of landing zones are at the pilot’s discretion.
To promote safe consistent practices for EMS and air ambulance services in managing landing zones for
helicopters. EMS MUST:
A. Select a location for the landing zone that is at least:
a. Night; 100 ft. x 100 ft.
b. Daytime: 75 ft. x 75 ft.
B. Assure the landing zone location is free of loose debris.
C. Assure the approach and departure paths are free of obstructions, and identify to the pilot
hazards such as wires, poles, antennae, trees, wind speed and direction, etc.
D. Provide air ambulance services with the latitude and longitude of the landing zone. Avoid
using nomenclature such as “Zone 1.”
E. Mark night landing zones with lights. Cones may be used if secured or held down. Do not use
flares.
F. Establish security for the landing zone for safety and privacy.
G. Avoid pointing spotlights and high beams towards the aircraft. Bright lights should be
dimmed as the aircraft approaches.
H. Do not approach an aircraft unless escorted by an aircrew member.
I. Consult with aircrew members before loading and unloading. Loading and unloading
procedures will be conducted under the direction of the flight crew.

8. DEFINITIONS:
¢ “Standby” Upon receiving the request, dispatch will notify the pilot and crew of the possible
flight. The crew will respond to the aircraft and ensure they are in a flight ready status. The crew
will then remain at or near the aircraft until such time as they are launched or released from
standby.
e “Launch time” launch time is the time the skids lift the helipad en route to the scene location.
* “Early activation” Departing for a requested scene prior to arrival of the first responders,
based on a high index of suspicion that specialty services will be necessary.
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Infectious Disease Precautions

Precautions to prevent transmission of infectious diseases are especially important in the emergency
care setting, where the risk of blood exposure is increased and the infection status of patients is usually
unknown. Universal blood and body fluid precautions should be used for all patients, to prevent skin
and mucus membrane exposure.

EMS responders shall don emergency medical gloves, surgical mask or N95, and eye protection
or face shield prior to initiating any emergency patient care. Change gloves after contact with
each patient. Wash hands immediately after removing gloves.

EMS responders shall don N95 mask or respirator, face shield, gown, and gloves prior to
initiating any emergency patient care on a patient with respiratory symptoms or prior to
initiating any aerosolizing procedures such as intubation or nebulization of medications.

EMS responders shall don emergency medical garments prior to any patient care during which
splashes of body fluids can occur (e.g. situations involving spurting blood or child birth).

Wash hands or other skin surfaces immediately if contaminated with blood or other bodily
fluids.

Use mouthpieces, resuscitation bags, or other ventilation devices to avoid mouth to mouth
contact.

Sharp instruments, needles, and scalpels should be handled carefully during procedures,
cleaning, and disposal. Needles should not be recapped, bent, broken by hand, or removed from
disposable syringes. Placed used syringes, needles, scalpels and other sharp items in puncture
resistant containers for disposal.

These precautions will afford protection to emergency care providers to minimize the risk of
transmission of infectious disease.

Emergency care providers who have open lesions or weeping dermatitis should refrain from direct
patient care and from handling patient care equipment.
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Interfacility Transport

General Principles

In general, health care facilities, other than hospitals, should access 911 to ensure the most immediate
EMS response. A more sophisticated medical facility that maintains a staff fully trained and equipped to
provide ACLS may elect to contact an ambulance transport provider directly, if the patient is currently
stable and any potentially unstable events are fully treatable by the services provided at their facility. An
arrangement such as this requires that there be a letter of agreement between the jurisdictional fire
agency and the facility which acknowledges this arrangement.

Interfacility transport will occur at BLS, ILS, ALS, and critical care levels within the following special
categories:

e Transfer between facilities for admission for services not available at initial facility

e Transfer and return of patient to facility for diagnostic evaluations at second facility

e Transfer from hospital to extended care facility

e Transfer of patient between facilities at patient and/or physician request

e Transfer of a psychiatric patient to psychiatric facility

As a rule, it is the responsibility of the transferring facility to ensure that the medical necessities for safe
patient transfer are met. Medical instructions of the attending physician and registered nurses will be
followed unless specifically contrary to EMS protocols. If treatment is recommended that is contrary to
protocol or beyond the scope of training of the EMS personnel, medical control at the receiving facility
should be contacted for advice. If a physician attends the patient during transfer he/she will direct all
care regardless of standing orders. If a registered nurse attends the patient, he/she will direct the care
of the patient from the standing orders given by the physician at transfer or by contact with the
receiving hospital physician. The registered nurse may choose to defer emergency care in some
situations to the EMT or paramedic if it is within the EMS provider’s scope of practice.

The responsibility for transfer to another facility resides with the transferring facility. Patients will not be
transferred to another facility without first being stabilized. Stabilization includes adequate evaluation
and initiation of treatment to ensure that transfer of a patient will not, within reasonable medical
probability, result in deterioration of the condition, death, or loss and/or serious impairment of bodily
functions, parts, or organs. Furthermore, the benefits of transfer to the next facility outweigh the risks
of transfer to that facility. Evaluation and treatment of patients prior to transfer are to include the
following:
e Establish and ensure adequate airway and ventilation
e Cardiac monitoring and emergency defibrillation, when indicated
e Establish control of hemorrhage
e Stabilize and splint the spine or fractures, when indicated
e Establish and maintain adequate access routes for fluid administration
e Administer adequate fluid and/or blood replacement
e Determine that the patient’s vital signs (blood pressure, pulse, respiration, and urinary output, if
indicated) are sufficient to sustain adequate perfusion. Initiate important therapeutic regimens
that can be started in a timely fashion and safely continued during transport

For requests for transports not meeting above criteria, the following may apply:
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e The transporting personnel may request compliance with the above criteria
o If the transporting personnel do not think the plan for transfer can be safely accomplished,
contact the receiving physician for concurrence or consultation

It is also the transferring facility’s responsibility to establish the need for BLS, ILS, ALS or critical care
transport. If a BLS/ILS transport is requested and if it is in the judgement of the BLS/ILS crew that the
patient needs to be transported by an ALS or critical care team, it is mandated that dispatch be
contacted and an ALS or critical care crew dispatched.

If during a transport an emergency condition develops that was not anticipated prior to transport,
prehospital patient care procedures and protocols will immediately apply. Medical control should be
contacted for concurrence of any orders as appropriate. The receiving facility should be contacted ASAP
to inform them of changes in the patient’s condition.
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Level of Certification of EMS Personnel to Attend the Patient During
Transport

e In general, the highest-level certified EMS provider should attend the patient during transport.

e State law requires that at least one individual certified at the EMT level must be attending the
patient in the back of an ambulance (WAC 246-976-260 & RCW 18.73.15).

o The EMS provider with the highest-level certification may allow an EMT to attend the patient
during transport, if, in the highest-level provider’s judgement, the patient’s illness or injury is
stable and that any anticipated treatment would not be better rendered by a higher level of
certified individual.

39

Sara Ragsdale, DO MPD revised 11/21



Pend Oreille County EMS District 1 40

Mass Casualty Treatment and Transport

The following material represents a broad guideline for the common practice of our EMS providers
when dealing with a mass casualty event. A much more comprehensive overview of the important role
and responsibilities of EMS responders in a mass casualty event is found within our Field Operations
Guide (FOG). See additional information in Triage Sieve in Section 11: References.

Included in the county operating procedure section are the following:
e General Principles of Triage, Treatment and Transport
e References (START, JumpSTART, Triage tags)

Recommendations
e Triage
o Initial triage should be rapid with an emphasis on identifying severe but
survivable injuries.
o Asingle system should be used throughout our EMS system. START and
JumpSTART are simple and effective tools for initial triage.
o Atriage tag or identifier should be applied at the time of initial EMS contact
o Secondary triage should be applied at the scene (treatment area) with a focus
on identifying patients whose outcome will depend primarily on time-critical
hospital-based interventions (surgery/critical care).
e Treatment
o Afew immediate lifesaving treatments should be done as soon as possible at
the time of initial EMS contact
= QOpen the airway
=  Stop severe external bleeding
= Treat open (sucking) chest wounds
o Secondary treatment
= Spinal immobilization (prior to moving patient)
= Definitive airway placement and oxygen administration
= Needle decompression of tension pneumothorax
e Transport
o All RED (critical) patients should be the priority for earliest transport to receiving
hospitals with an emphasis on those that need immediate surgical
interventions.
o EMS staffed transport vehicles should be loaded to full capacity with all RED
patients and provided ALS level during transport, if possible.
o When ambulance capacity is exceeded, alternative transport vehicles (buses,
etc.) should be considered to move the less severely injured. EMS personnel
should be assigned to the vehicles. *

*The number and level of certification of EMS providers assigned to transport vehicles will depend upon the need for
immediate triage and treatment of victims who initially remain at the scene
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Fig 1.3 Combined START/JumpSTART Triage Algorithm
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Medical Control

Prehospital medical control is provided in Pend Oreille County via the Hospital Emergency
Administrative Radio (H.E.A.R.) system and telephone communication systems. All practicing emergency
physicians in Pend Oreille County are designated supervising physicians.

Radio Contact will be made between the EMS unit and the receiving hospital prior to arrival of the EMS
unit at the hospital using the standard reporting format outlined under General Guidelines for All
Patients.

Consultation with the receiving physician is available through the H.E.A.R system or direct telephone
line. Direct contact with the receiving physician should be used when the need for medical advice arises.

On occasions when communications are not technically available or a supervising physician is not
available, EMS personnel must rely on these policies, protocols, and their own judgement until
communication can be established.
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Medical Professionals at the Scene

Medical professionals at the scene of an emergency may provide assistance to paramedics and should
be treated with professional courtesy. Medical professionals who offer their assistance should identify
themselves. Physicians should provide proof of their identity if they wish to assume or retain the
responsibility for the care given to the patient after the arrival of the EMS unit (see Relationship
Between Advanced Life Support Team and Private Physician).

In addition to physicians, EMS personnel may encounter other health care professionals at the scene,
such as physician’s assistants, nurse practitioners, and nurses. In general, the following statements
should guide the EMS personnel’s interaction with other health care providers at the scene of an

emergency:
[ )

EMS personnel who arrive first on the scene and initiate care must continue treatment
of the patient until the patient can be placed under the supervision of personnel with
equal or greater competence.

EMS personnel should not perform any procedure for which they do not possess
training, certification, and fall within the guidelines of MPD protocols, even if they are
requested to do so by another provider

When there is lack of clarity as to whether a procedure is appropriate, EMS personnel
should always contact medical control.

When EMS personnel encounter physicians or other health care providers who insist on
taking charge of patient care, they should contact medical control for instructions
before releasing the patient.

Well trained health care providers should be encouraged to assist when and where
appropriate.
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Medications and Allergies

All medications in these protocols are to be administered only after ascertaining that the patient is NOT
allergic to them. In critical situations when the patient has an altered level of consciousness, emergency
care providers should question family, friends, and look for medical alert identification and/or “Vial of

Life” canisters.
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Non-Transport of Patients

The decision to seek emergency medical services usually resides with the patient, family, or legal
custodians. Similarly, the decision to transport or not to transport should reside with the patient, family,
or legal custodian. Major trauma patients are an exception and shall be transferred per trauma triage
procedures. In general, the only reasons for non-transport are:

e Signed refusal for transport completed by competent patient, family, or custodian.

e No patient.

e The emergency care provider may be of the judgement that the patient need not be transported
by ambulance, but unless the patient and/or custodian agree with this judgement, transport will
be done.

e |[f the patient has a well-established history of frequent EMS requests unsubstantiated by
medical need and the on-scene medical evaluation does not identify a significant acute medical
problem, the EMS provider may contact medical control to consider denying ambulance
transport to the patient.

See next page for example form
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CALL IDENTIFICATION

Patient Name Age

Call location Date Time, Unit# Agency Run #

PATIENT ASSESSMENT Chief Complaint

VITAL SIGNS BP Pulse Resp

Oriented to: Person Place Time Situation
GENERAL ASSESSMENT

DISPOSITION

_ Patient transported by private vehicle.
___Released in care or custody of self.
Released in care or custody of relative or friend.

Name
___Released in care or custody of other agency.

Agency Name Name of Responsible Individual
PATIENT INSTRUCTIONS

___ Patient instructed to call 9-1-1 or follow up with his/her physician if condition persists or worsens.

Patient signature Print patient name Date Time
Surrogate signature Print surrogate name Date Time
Witness signature Print witness signature Date Time
EMS personnel signature Print EMS Personnel Name Date Time
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On-Scene Medical Authority

Patient care at an incident is the subject to the following ascending order of authority:
e First responder (first arriving, on duty)
e Emergency Medical Technician (first arriving, on duty)
e Paramedic or flight nurse (first arriving, on duty)
e Physician on-scene with acceptance of “Thank You for Your Offer of Assistance” card, page 368.
e EMS supervising physician
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Patient Treatment Rights

Pend Oreille County EMS guidelines and protocols are intended for use with a conscious and consenting
patient, or an unconscious patient (implied consent). Patients refusing EMS care or transport represent
a significant medical legal risk for EMS agencies and their personnel. Adherence to medical release
principles will minimize liability and maximize patient care.

Medical release principles: The founding principle for medical release is informed consent by the
patient. The patient cannot be held to have refused treatment or care unless and until:

1.
2.

The patient has been fully informed of their condition.

The patient fully understands the information provided on their condition and the potential
consequences of refusing treatment or care.

A medical release form has been read to, understood, and signed by the patient.

Minimum medical incident report documentation:

Patient history*

Vital signs*

Physical examination appropriate for the complaint*

Mental status documented as “alert and oriented” and no significant impairment of mental
status by drugs, alcohol, or other organic causes, or mental illness

Informed consent: Risk of refusing care or transport explained to and understood by the patient
Pend Oreille County Emergency Medical and Trauma Care Cancel/Refusal form signed by the
patient and attached to the medical incident report (see next page for sample)

If a conscious patient who is irrational (or impaired by alcohol or drugs) or may harm themselves,
refuses treatment, the emergency care provider should contact law enforcement.

*|f these criteria cannot be met, document refusal by patient
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CALL IDENTIFICATION
Patient Name, Age
Call location Date Time, Unit# Agency Run#_____
PATIENT ASSESSMENT Chief Complaint__
VITAL SIGNS BP Pulse Resp
Oriented to: __ Person _____ Place _______ Time ___ Situation

ENERAL E ENT

PATIENT INFORMED

Medical Treatment/ambulance transport needed
Further harm could result without medical evaluation/treatment
Transport by other than ambulance could be hazardous in light of patient’s iliness/injury

PECIFIC EMS SERVICE REFUSED

Patient refused treatment
Patient refused ambulance transport
Patient refused ambulance transport to appropriate facility_

E

_ _Transported by private vehicle.
___Released in care or custody of self.
Released in care or custody of relative or friend.

Name
_Released in care or custody of other agency.

Agency Name Name of Responsible Individual
PATIENT INSTRUCTIONS
___ Patient instructed to call 9-1-1 or follow up with his/her physician if condition persists or worsens.

The following statement should be read to the patient:

The evaluation and / or treatment provided to you by the EMS providers is not a substitute for medical evaluation and treatment by
a doctor. By signing this, you indicate that you understand the nature of the proposed care and transportation and that you fully
comprehend the potential consequences of this refusal. And that you further attest that you are capable and authorized to make said
refusal, that you do forever release and give up any claim, demand, or action against all Emergency Medical Services personnel
and their agents and do hereby covenant and agree to hold such persons harmless from any claim, demand, loss, or action for any
alleged act or omission in the care or transport in compliance with this refusal. This release is binding on your heirs, executors, and

assigns.

Patient signature Print patient name Date Time
Surrogate signature Print surrogate name Date Time
Witness signature Print witness signature Date Time

EMS personnel signature Print EMS Personnel Name Date Time
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Relationship Between EMS Team and Private Physician

When the patient’s private physician is in attendance and has identified himself upon the arrival of the
EMS team, the EMS team will comply with the private physician’s instructions for the patient. The
receiving hospital will be contacted for reporting an estimated time of arrival. If orders are given which
are inconsistent with established protocols, clearance must be obtained through the supervising
physician.

The physician at the scene may:
e Request to speak directly with the supervising physician to offer advice and assistance
e Offer assistance to the EMS team with another pair of eyes, hands or suggestions, leaving the
EMS team under medical control
e Take total responsibility for the patient with the concurrence of the supervising physician

If, during transport, the patient’s condition should warrant treatment other than that requested by the
private physician, the supervising physician will be contacted using the H.E.A.R. system for information
and concurrence with any treatment, except in cases of cardiopulmonary arrest.

The above “physician at the scene” will also apply to cases where a physician may happen upon the
scene of a medical emergency and interacts with the EMS team. Show physician at the scene the “Thank
You for Your Offer of Assistance” card, page 368.
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Restraints for Aggressive or Violent Patients

The use of physical restraints for patients who pose a threat to themselves or others is indicated as a
last resort. Physical restraint should be preceded by attempts at verbal control and only the least
restrictive means of control necessary should be employed. If restraints are used, care must be taken to
protect the patient from possible injury. When patient care and the provider’s safety require the use of
restraints, special precautions must be taken to reduce the risk of respiratory compromise. In addition,
the combative behaviors requiring restraints may be associated with a syndrome of excited delirium
posing an additional risk to the patient’s health.

1. Request assistance from law enforcement and obtain necessary resources to manage scene and
patient.
2. EMS personnel are not to knowingly place themselves at risk during the process of restraining a
patient.
a. Complete a visual check for potential weapons.
b. If there is suspicion of weapon involvement, involve law enforcement prior to engaging
in patient interaction.
c. Providers should remove any potential weapons from their person (pens, flashlights,
trauma shears, etc.) prior to engaging patient.
3. Assess patient for any condition that may contribute to violent behavior.
a. Treatment for identified conditions is to be initiated per protocol immediately after
controlling the situation and patient behavior.
4. Verbal de-escalation techniques are to be implemented and documented.
a. If verbal de-escalation fails, providers may need to implement physical and/or chemical
restraint measures.
5. Assign a contact for the out of control person.
a. Minimize the number of people speaking to the person.
b. Continue use of verbal de-escalation.
6. Designate who will direct and cue team members in application of restraints.
a. Assign specific team members to head and each limb.
b. Give the signal to go hands-on (this may be a non-verbal signal).
c. Supervise the application of restraints.
d. Give the verbal signal for hands-off (RELEASE).
e. Noteam member is to release their designated limb until directed.
7. Conduct a preliminary debriefing.
a. Assess team members and patient for any injuries.
b. Reassess restraints for appropriate application.
8. Restraint equipment applied by EMS personnel must be padded leather or soft restraints (i.e.
Posey, Velcro, or seat belt-type).
a. Both methods must allow for quick release.
9. The application of any of the following forms of restraint WILL NOT be used by EMS personnel:
a. Hard plastic ties or any restraint device requiring a key to remove;
b. “Sandwiching” patients between backboards, scoop stretchers, or flat, as a restraint;
c. Restraining a patient’s hands and feet behind the patient (i.e. leg restraints);
d. Other methods or materials applied in a manner that could cause respiratory, vascular,
or neurological compromise.
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Restraint equipment applied by law enforcement (i.e. handcuffs, plastic ties, or leg restraints)
must provide sufficient slack in the restraint device to allow the patient to straighten the
abdomen and chest and to take full tidal volume breaths.

a. Restraint devices applied by law enforcement require the officer’s continued presence
to ensure patient and scene safety.

b. The officer should, if possible, accompany the patient in the ambulance, or follow by
driving in tandem with the ambulance on a predetermined route.

c. A method to alert the officer of any problems that may occur during transport should be
discussed prior to leaving the scene.

Patients should not be transported in the prone position (on their stomach) unless necessary to
provide emergency medical stabilization.

a. EMS personnel must ensure that the patient position does not compromise the patient’s
respiratory/circulatory systems or does not preclude any necessary medical intervention
to protect the patient’s airway should vomiting occur.

If providers are at risk of contamination by salivary and respiratory secretions from a combative
patient, a protective device may be applied to the patient to help reduce the chance of disease
transmission in this manner.

Perform blood glucose test. If blood glucose is <60, obtain blood sample and administer 50ml of
50% dextrose IV or glucagon 1mg IM.

Chemical restraints may be used to help control combativeness.

a. Continued forceful struggling against the restraints can lead to hyperkalemia,
rhabdomyolysis, or cardiac arrest.

b. Administer 2.5mg of midazolam (Versed) g 3-5 minutes IV/IM, up to a maximum of
10mg.

RSI and chemical paralysis should be used as a last resort to allow for patient/provider safety
and emergency patient care based on severity of illness and/or injury.

Restrained extremities should be evaluated for pulse quality, capillary refill, color, nerve and
motor function every 15 minutes. It is recognized that the evaluation of nerve and motor status
requires patient cooperation, and thus may be difficult or impossible to monitor.

The medical incident report shall document the following:

The reason restraints were needed;

The agency that applied restraints;

The periodic extremity evaluation;

The periodic evaluation of the patient’s respiratory status.

o0 oo
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Schedule Il Medications

Each agency ordering their own controlled medications must be registered with the DEA. Registration is
through the Medical Program Director (MPD).

Schedule Il medications, such as fentanyl or morphine must be ordered using a DEA form 222. All
schedule Il medications may be logged on one sheet but must be separate from the schedule Il and IV
medications log sheet

Schedule Il and IV medications (diazepam, lorazepam and midazolam) do not require the use for DEA
form 222. These may not be ordered using a prescription form. Once credentials have been established
(DEA registration number, name, address) agencies can work with the agency’s pharmaceutical supplier
using an invoice method to order schedule Il or IV medications.

Disposal of waste and outdated controlled substances:

e Vials, ampules, and injections intended for single patient use that have been opened or partially
used may be wasted. Use and wasting controlled medications must be documented on the
patient care report and the controlled substances log and witnessed by two people.

e OQutdated or unusable schedule II-IV medications must be disposed of by transferring them to a
registrant who is authorized by the DEA to receive such materials. These registrants are referred
to as Reverse Distributors. Schedule Il controlled substances should be transferred via DEA form
222. Schedule Il and IV compounds may be transferred via invoice. The MPD and
Chief/Supervisor should maintain copies of the records documenting the transfer and disposal
of controlled substances for two years. This requirement does not include the medications that
were wasted after a single patient use. Agent or agency records must be kept for two years.
Patient care records and agency-controlled medication logs document proof of disposal.

e DEA registered Reverse Distributors are listed in the MPD Controlled Substance guidelines,
found in the reference documents section.

See page 338 for Controlled Substances Management Guidelines
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Washington State Prehospital Trauma Triage Destination Procedure

See next page
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@ Health Washington State Trauma Triage Destination Procedures
Measure Vital Signs & Level Of Consciousness
STEP Glazgow Coma Seale <13 or
Svstolic Blood Prezsure < 90 mmHz

Faspiratory Bate

<10 or =29 per mmute or need for
Ventilator suppert (<20 min in infant agad < 1 vear)

5]

Assess Anatomy of Injury

Take patient to
the system’s™

[ |highest
appropriate level
Trauma Center

L

S5TEP

¢  All penatrating injuries to head, neck, torso, and extremities proximal to
elbow or kmee

Chest wall instability or deformity (e.g., flail chest)

Two or more proximal long bone fractures

Cruzhed, dagloved, mangled, or pulsaless axtremity

Amputation procimal to wrist or ankle

Pelvic fracturas

Open or deprassed skull fracturs

within 30
munutes transport
time (Air or
Ground)

*System™ is defined as the
Regional or Local EMS and

Assess Mechanism of Injury & Evidence of High-Energy Impact

STEP

* Fallz
-Adults: =20 . (1 story = 10 )
~Children: =10 &. or 2-3 times height of child
*  Hizgh-Rizk anto crazh
-Intrusion, mcluding roof =12 mches ocoupant site; =18 mehes amy
=]
-Ejection (partial or complete) from autemobile
-Dieath m same pazzengsr compartment
-Wehicls talemetry data consistant with a high risk injury
*  Augto vz pedestrian/bicyclizt thrown, run over, or with significant
(=20 mph) impact
*  Alotorcyele crazh = 10 mph

No .

Assess Special Patient or System Considerations

STEP ||*

Older Adults

-Fizk of mjury or death after age 33 vearz

-Systolic BP < 110 mav represent shock after aga 63

-Low impact mechanizms (& g ground level } fall may result n severe mjury
Children

-Zhould be triaged preferentially to pediatrie capable trauma center
Anticoagulants and bleeding disorders

-Patients with head mjury are at high risk for rapid detenioration
Burns

-Without other trauma mechanizm, triage to bum facility
Pregnancy = 20 weeks

EMS provider judgment

Trauma System.

Transport to closest
appropriate trauma

center within 30 mmutes
transport time (Alr or
Ground), which, depend-
ng upon the defined traun-
ma system, need not be
the highest level trauma
center

YES/

Contact medical contrel
and consider transport to
& frauma center or &
specific resource
hospital

| YE S>

|

Transportaccordmg to
local protocol &

Remonal PCP

2
=

|

When in Doubt, Transport to a Trauma Center!

57

Sara Ragsdale, DO MPD

revised 11/21



Pend Oreille County EMS District 1 58

Washington State Prehospital Cardiac Triage Destination Procedure

See next page
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@ Health

Assess Applicability for Triage

31 Post cardiac amrest with ROSC

_OR_
O =21 years of age with symploms lasting more than 10
minutes but less than 12 hours suspected lo be caused
by coronary artery disease:
®  Chest discomfort (pressure, crushing pain, ighiness,
heawviness, cramping, bumang, aching sensation), usually n
the center of the chest lasting more than a few minules, or
that goes away and comes back.
Pain or discomfort in 1 or both arms, neck, jaws,
shoulders, or back.
Shortness of breath with or without chest discomfort.
Epigastric (stomach) discomfort, such as unexplained
indigestion, belching, or pain.
Other symptoms may include sweating, nauseafvomiting,
lightheadedness

NOTE: Women, diabetics, and geriatric patients might not have
chest discomion or pain, Instead they might have nauseaivomiting,
back of jaw pain, fatigue/weaknass, of generalized complaints
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NO

If ALS has not been dispatched,

YES upgrade if available.

Assess Immediate Criteria
01 Post cardiac amest with return of spontaneous circulation
| Hypotension or pulmonary edema

Transport per
regional patient care
proceduras

NO

3 ek positive for STEMI (if available)

YES

b

Asgsess High Risk Criteria
In addition to symptoms in Box 1,
pt. has 4 or more of the following:
O age=55
O 3 or more CAD nisk factors:
O family history
O high blood pressure
O high cholesterol
O diabetes
O current smoker
3 Aspirin use in last 7 days
0 =2 anginal events in last 24
hours, including cumrent episode
3 Known coronary disease
(3 ST deviation = 0.5 {if available)
O Elevated cardiac markers
{if available)

NO

[

If EMS personnel
still suspect an
acute coronary
event, contact
medical control for
destination. If not,
transport per
regional patient
care procedures.

YES Unstable patients (life-threatening

arrhythmias, severe respiratory distress,
shock) unrespansive to EMS treatment
should be taken fo the closest hospital.
A

Assess Transport Time and Determine Destination by Level of Prehospital Care’

BLSIILS |

ALS

Level | Cardiac Hospital w/in 30 minutes |

YES NO

v 3

b

‘ Level | Cardiac Hospital w/in 60 minutes

YES

NO

L 4

Go to Level | NOQ | Level Il Cardiac Hospital 30
Cardiac Hospital minutes closer than Level 1?7
and alert destination
hospital &n route
ASAP

YES

Go to Level | Cardiac
Hospital and alern
destination hospital
an route ASAP

NQ | Level Il Cardiac Hospital 60

minutes closer than Level 17

-

YES

G0 to closest Level Il Cardiac Hospital and
alert destination hospital en route ASAP

F 3

* Slight modifications to the transport times may be made in county operating procedures. See page 2.
Consider ALS and air transport for all transports greater than 30 minutes.
If there are two or more Level | facilities to choose from within the transport timeframe, patient preference, insurance
coverage, physician practice patterns, and local rotation agreements may be considered in determining destination.
This also applies if there are two or more Level || facilities to choose from.

Sara Ragsdale, DO MPD
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State of Washington
Prehospital Cardiac Triage Destination Procedure

Why triage cardiac patients?

The faster a patient having a heart attack or who's been resuscitated gets treatment, the less likely he or she will die or be permanently
disabled. Patients with unstable angina and non-ST elevation acute coronary syndromes (UA/NSTE) are included in the triage
procedure because they often need immediate specialized cardiac care. This tnage procedure is intended to be part of a coordinated
regional system of care that includes dispatch, EMS, and both Level | and Level Il Cardiac Hospitals.

How do | use the Cardiac Triage Destination Procedure?

A. Assess applicability for triage - If a patient is post cardiac arrest with ROSC, or is over 21 and has any of the symptoms listed,
the triage tool is applicable to the patient. Go to the "Assess Immediate Criteria” box. NOTE: Women, diabetics, and genatnc
patients often have symptoms other than chest pain/discomfort so review all symptoms with the patient

B. Assess immediate criteria - If the patient