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Atypical Clinical Guideline Utilization
and Online Medical Direction

Standard:
Provide direction on managing patients and circumstances that are outside the guidelines.
Purpose:

Give direction for providers who encounter complicated, unusual, and atypical patient
encounters and establish an orderly method by which clinical issues can be rapidly addressed.

Application:

1. Clinical encounters requiring use of this guideline may be divided into two types:

e Those whose clinical situation is covered by existing guideline but who are
presenting a clinical/administrative challenge (e.qg., clarification of a COG, patient
destination, other healthcare provider issues, etc.) and require non-medical control
guidance or

e Those whose clinical situation is not covered by existing guideline (e.g., modification
of drug dosage, patient medication not addressed in guideline or unfamiliar to a
provider, termination of resuscitation not covered in current policy) and thus require
medical control orders via on-line medical consultation (OLMC).

2. Patients (b) requiring OLMC shall contact medical control as described in steps 4 and 5
below. The provider requesting OLMC must be at the scene with the patient.

3. The first call for operational/administrative issues related to an individual patient or
patients will be placed to an organization’s designated clinical supervisory personnel
(e.g., DMO, FMO, etc.). The call should be placed via a recorded line through EMS
Communications. If the clinical supervisory personnel are not available the call should
be directed to the On-Call System Medical Director via EMS Communications on a
recorded line.

4. If OLMC consultation is required or desired the request should be (per COG) made to
the On-Call System Medical Directors. If a System Medical Director is unable to be
contacted then; a physician at the intended receiving hospital may be used via recorded
telephone line through EMS Communications or radio. If calling a hospital for OLMC;
only physicians at receiving hospitals can provide medical direction; other staff, including
nurses, may not provide online medical direction.

5. Inthe PCR, the name of the individual providing OLMC or administrative direction will be
documented in the narrative section.

CLINICAL OPERATING GUIDELINES CLINICAL STANDARD
UPDATED 06.20.18 (OMD STAFF) PAGE 1 of 1 CsS-1
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Cancellation or Alteration
of Response

Standard:
Establish direction for cancelling or altering an initial response to a request for service.
Purpose:

To give the providers in the ATCEMS System guidance on when they may be able to alter or
cancel an initial response based on patient or scene presentation.

Application:

1. Resources will be initially dispatched to a 9-1-1 request for service based on the
currently approved Medical Priority Dispatch (MPD) standards.

2. After assessing the patient(s) and making a determination of needed resources any on-
scene Credentialed Provider may modify or cancel the response mode of any other
System Provider not already on-scene.

3. If cancelled, responders may, at their discretion, reduce their response to non lights and
sirens (“Code 1”) and continue to the scene in order to provide other assistance deemed
appropriate by their organization or department. This does not apply to responses for
responsibilities other than patient care (scene safety, fluids, etc).

CLINICAL OPERATING GUIDELINES CLINICAL STANDARD
UPDATED MD 12 - 10 PAGE 1 of 1 CS-2
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Child Abuse (< 18 years old)
Recognition and Reporting

Standard:
Assessment of an abused child is based upon the following principles:

e Protect the child from harm.

e Suspect that the child may be a victim of abuse, especially if the injury/illness is not
consistent with the reported history.

o Respect the privacy of the child and family.

e Collect and document as much information as possible.

Purpose:

Children are at risk of abuse due to physical, sexual, emotional maltreatment or neglect. All are harmful to
their physical and emotional development and all require intervention. Under the Child Abuse Prevention
and Treatment Act (CAPTA), child abuse and neglect means, at a minimum, “Any recent act, or failure to
act, on the part of a parent or caretaker, which results in death, serious physical or emotional harm,
sexual abuse, or exploitation, or an act or failure to act which presents an imminent risk of serious harm.”
By Texas State law, all healthcare providers are obligated to report cases of suspected child abuse or
neglect to either the local law enforcement agency or the Texas Department of Family and Protective
Services (TDFPS) hotline 800-252-5400.

Application:

1. Stabilize and treat all injuries.

2. Immediately request law enforcement assistance.

3. Do not initiate a report to law enforcement or social services in front of the patient, parent, or
caregiver.

4. If sexual abuse is suspected, discourage the patient from washing.

5. If patient, parent, or caregivers are hostile, or refuse access/transport protect your safety and
immediately request law enforcement assistance if not already requested.

6. Do not confront or become hostile to the parent or caregiver.

7. Document:

e In their own words (in quotation marks) all statements by the patient, the parent, or caregiver,
including statements made about the manner of the injuries

Any abnormal behavior of the patient, parent, or caregiver

The condition of the environment and other residents present

Who received the report of suspected abuse or neglect

If reporting is done after PCR completion, an addendum should be written and attached with

reporting date, time, who reported to, etc. This will serve to protect the Provider

8. Healthcare Providers are required to immediately report any suspicious findings to the Texas
Department of Family and Protective Services (TDFPS) hot line 800-252-5400. This phone is
answered 24 hours everyday. This should occur as soon as reasonably possible at the hospital
after patient transfer is completed. Providers may need to request a brief “out of service time” for
this process to be completed. Other than the phone interview, there are no other immediate
written documentation reporting requirements by the State.

9. When the patient is transported the hospital; the RN/MD receiving report should be advised of the
conditions/situation the patient was found in. Law Enforcement may also be notified if available.
Notification of Law Enforcement does meet the “minimum requirement” of the State. However,
notification of Hospital Staff only does not meet the State reporting requirements for abuse of
people < 18 years old. For people =218 years old Refer to CS — 12.

CLINICAL OPERATING GUIDELINES CLINICAL STANDARD
UPDATED 02.06.13 (MD 12 — 10) PAGE 1 of 1 CS-3
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System Performance Improvement

Standard:

In accordance with the Texas Health and Safety Code section 773 and Texas Medical Board
requirements for EMS Medical Directors section 197; the System Performance Improvement
program was established and implemented.

System response agencies (transport providers and FROs) and the Office of the Medical
Director shall work together to continuously evaluate and improve behaviors, performance, and
processes critical to maintaining a high standard of patient care and a high degree of patient
safety. The performance improvement program requires active participation in each of the
following performance improvement functions:

1. performance measures to drive safe and patient-centered behaviors,

2. preplanning and post-implementation evaluation to identify potential clinical
improvements,

clinical errors & concerns to identify individual and systemic improvements, and

participation in external data registries and systems of care programs targeting clinical
system improvements.

All organizations have agreed to participate in a system-wide performance improvement
program including the execution of all necessary Memoranda of Understanding for the
exchange of Health Insurance Portability and Accountability Act (HIPAA) protected information.
All organizations further agreed to participate in the System error reporting guidelines included
in the performance improvement program. Failure (Individually or Organizationally) to participate
in the performance improvement program may result in suspension of credentials to practice
and/or FRO Agreement.

Process management documents to administer this System Program are located at:
http://www.austintexas.gov/page/performance-improvement

All process management documents may be modified as necessary for ongoing program
improvement.

CLINICAL OPERATING GUIDELINES CLINICAL STANDARD

UPDATED 02.17.16 (MD 16 — 02) PAGE 1 of 1
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Crime Scene

Standard:
To establish guidelines for conducting patient related activities on a potential crime scene.
Purpose:

When all resuscitative efforts have ceased it is every Provider’s responsibility to assist law
enforcement by preserving evidence at potential crime scene. Any scene involving a patient that
is pulseless and apneic is to be considered a crime scene and treated accordingly. In such
situations Provider’s should also maintain a heightened awareness for the presence of
weapons.

Application:

General principles of crime scene management:

1. The existence of a possible crime scene should not influence the decision to
initiate resuscitative efforts. The first arriving Credentialed Provider on-scene must
make patient access to determine whether resuscitative efforts are indicated. If law
enforcement prevents entry, additional responding units should be reduced to “Code 1”
response. All law enforcement refusal of access to patients by Providers will be
retrospectively reviewed with law enforcement.

2. A provider should not handle weapons unless necessary to ensure a safe patient care
environment. If weapons must be handled, the Provider must wear gloves, clearly
document the items original and new location, and inform on-scene Law Enforcement.

3. Never use anything (phones, sink, bathroom, towels, sheets, blankets, pillows, etc.) from
an incident scene.

4. Victims of suspected assault should be strongly discouraged against “cleaning up,”
washing or showering prior to arrival of Law Enforcement or transport.

5. Providers should not touch anything in the crime scene unless required for patient care
activities. Patient demographic information should be obtained from law enforcement
when possible.

6. Any ligature(s) involved should be left as intact as possible and should be cut rather than
untied. All cuts made should be in an area well away from any knots.

7. Containers of any substance, which may have been ingested by the patient/victim,
should be left in the position found unless needed for ongoing patient care. If the
container must be touched, use gloved hands and limit handling to a minimum in order
to preserve any fingerprints that may be present.

8. Disposable items used during resuscitation efforts are to be left in place on the body.
Sharps used during the resuscitation should be stored in an appropriate container and
taken away by EMS personnel. Any extraneous trash should be taken away as well.

9. Intravenous/IO lines, airways and all other disposable equipment used, that are
successfully placed, are to remain in place on the body.

10. Termination of Resuscitation (TOR) should be made in accordance with the standards
outlined in the Criteria for Death or Withholding Resuscitation CS-06/Discontinuation of
Resuscitation Standards CS-08.

11. If requested to do so by Law Enforcement; providers may cover a body with a trace
evidence blanket (when available), clean sheet or sterile drape. All efforts should be
made to protect the dignity of the patient and block the public view of the body.

12. Once a TOR is obtained, the body falls under the jurisdiction of the Medical Examiner. It
may not be touched or altered in any way without authorization from the Medical
Examiner’s Office.

13. It is acceptable to share Patient Care information with appropriate on-scene law
enforcement once the TOR has been completed.

CLINICAL OPERATING GUIDELINES CLINICAL STANDARD
UPDATED: 09.21.16 (MD 16 -10) PAGE 1 of 2 CS-5
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Crime Scene

Crime scene management where no resuscitation is initiated:

1. Any Responder, who is not credentialed to seek a TOR of an obvious Dead on Scene
(DOS), should immediately leave the area via the path of entry without touching
anything.

2. When TOR is required, only one properly Credentialed Provider should make entry to
the area.

Crime scene management with unsuccessful resuscitation:

1. Once resuscitation efforts have ceased and a TOR has been obtained providers should
immediately vacate the area.

2. The Medical Examiner must be able to differentiate between punctures originating from
resuscitation efforts and those present prior to arrival. All unsuccessful 1V/IO or pleural
decompression attempts should be marked on the body by circling with a marker or pen.

Crime scene management with patient transport:

1. Clothing, jewelry or other objects removed from the patient should be left on-scene.
Clearly document any items left and inform on-scene Law Enforcement of the items
original and current locations.

2. When cutting clothing for the purpose of assessment and/or treatment avoid cutting
through existing defects in the clothing (tears, entry or exit points) whenever possible.

3. If the patient has been placed on a sheet, notify the receiving facility that the sheet and
all personal effects may be considered evidence.

4. If law enforcement is not on-scene prior to transport, the first response agency is to
remain on scene, out of the crime scene perimeter, until arrival of law enforcement. An
effort should be made to keep all individuals out of the area.

Crime scene management with “exigent” circumstances:

1. Code of Criminal Procedure Title 1 Chapter 49.25 Removal of Bodies Section 8: “When
any death under circumstances set out in Section 6 (below) shall have occurred, the
body shall not be disturbed or removed from the position in which it is found by any
person without authorization from the medical examiner or authorized deputy, except for
the purpose of preserving such body from loss or destruction or maintaining the flow of
traffic on a highway, railroad or airport.”

2. Inthe case of these exceptions providers may be requested by law enforcement to
assist with the movement/removal of the body. When possible evidence blankets should
be used for patient movement and every effort should be made to preserve evidence
where possible.

N.B. Section 6 Death Investigations: This section outlines the indications for inquest by the medical
examiner. For more information visit http://www.statutes.legis.state.tx.us/Docs/CR/htm/CR.49.htm#49.25

CLINICAL OPERATING GUIDELINES CLINICAL STANDARD
UPDATED: 09.21.16 (MD 16 -10) PAGE 2 of 2 CS-5
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Criteria for Death or
Withholding Resuscitation

Standard:

Define the parameters in which providers in the ATCEMS System may withhold resuscitative
efforts.

Purpose:

CPR and ALS treatment are to be withheld only if the patient is obviously dead per criteria
below or has a valid OOH DNR per Clinical Standard CS — 09 DNR/Advanced Directive. If you
are unsure whether the patient meets criteria, resuscitate.

Application:

Resuscitation efforts should not be initiated or continued by an ATCEMS System provider if
the patient is pulseless and apneic, and one or more of the following is present. (Document
in the PCR the specific indications for withholding or stopping resuscitation).

1. Signs of obvious death:

Rigor mortis and/or dependent lividity;
Decomposition;

Decapitation;

Incineration;

Obviously mortal wounds (severe trauma with obvious signs of organ destruction)

Patient submersion greater than 20 minutes from arrival of first Public Safety entity until
the patient is in a position for effective resuscitative efforts to begin

4. Fetal death with a fetus < 20 weeks by best age determination available at scene
(considered products of conception and does not require time of death). Fetal death < 20
weeks may be documented on mothers PCR. If = 20 weeks create separate PCR.

If the patient meets any of the above criteria and bystander resuscitative care was not
continued or not initiated by System Credentialed Providers/Responders; the arriving lead
paramedic provider, may contact communications for a time of death.

If resuscitation efforts have been initiated or continued by a System Credentialed
Provider/Responder; discontinuation is at the discretion of the arriving lead paramedic
provider. In this case continue resuscitation and a System Medical Director must be
contacted for Termination of Resuscitation (TOR).

Should the on call System Medical Director decline the TOR request; the patient must be
treated and/or transported in accordance with online Physician Direction.

Exception to the above criterion: If a valid OOH DNR is presented or found anytime
during ongoing resuscitative attempts; the Providers/Responders may immediately stop the
resuscitation efforts and a time of TOR may be obtained from Communications.

Reference: Texas Health and Safety Code Sec.773.016.
DSHS Rule 157.25 Out-of-Hospital Do Not Resuscitate (DNR) Order
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Definition of a Patient

Standard:

To establish guidelines for who meets the criteria to be considered a patient in the ATCEMS
System.

Purpose:

The definition of a patient is any individual person or third party who calls about an individual
person that:

Has a complaint suggestive of potential illness or injury

Requests evaluation for potential illness or injury

Has obvious evidence of iliness or injury

Has experienced an acute event that could reasonably lead to illness or injury
Is in a circumstance or situation that could reasonably lead to illness or injury

All individuals meeting any of the above criteria are considered “patients” in the ATCEMS
System. These criteria are intended to be considered in the broadest sense. The determination
of an individual's status as a patient requires the input of both the individual and the Provider as
well as an assessment of the circumstances that led to the 9-1-1 call.

Application:

1. Anyone that fits the definition of a patient must be properly evaluated by a System
credentialed provider and appropriate treatment and transportation offered. (If a patient
wishes to refuse offered treatment and/or transport Against Medical Advice (AMA) refer to
Refusal of Treatment or Transportation Standard and the Determination of Capacity
Standard).

2. Any adult that does not fit the definition of a patient as defined above does not require an
evaluation or, completion of a Patient Care Record and, may be designated as “no patient
(s). Minors with an appropriate consenter on scene (defined in CS-27) or, who have the
ability to consent as provided below may be designated as “no patient (s)”. Minors, as
defined below and without an appropriate “consenter on scene”; must have refusal
documentation completed on a PCR/ePCR and, may not be designated as “no patient (s).” If
there is any doubt; an individual should be deemed a patient and an appropriate evaluation
should be provided and documented in the PCR/ePCR. If an individual meets the definition
of a patient the following apply:

e The definition of an adult is a person who is 18 years of age or older

e Adults have the right to consent to or refuse medical treatment

e The definition of a minor is:

e A person under the age of 18 who is not and has never been married or who has
not had the disabilities of minority (emancipation) removed for general purposes
by a court

e Generally, minors can neither consent to, nor refuse, medical treatment.

Some minors however, are considered to be emancipated and have the
rights of consent/refusal afforded an adult

« A minor is considered emancipated if he or she has obtained a court order of
emancipation from a Texas court. Minors may petition the court for emancipation
if he is:
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Definition of a Patient

o (i)A resident of Texas;(ii) 17 years of age or at least 16 years of age and
living separate from his parents, managing conservator or guardian;(iii)
Is self-supporting and managing his own financial affairs
¢ In certain situations, a minor may consent to medical treatment without
involvement of a parent or legal guardian. A minor may consent to treatment if
the minor:

e Is on active duty with the US armed services;

e Is 16 years or older residing separately from his parents or guardian
and is managing his own financial affairs (regardless of the source of
income);

o Consents to diagnosis and treatment of any infectious/communicable
disease with a reporting requirement;

e Is unmarried and pregnant and consents to care related to the
pregnancy, other than abortion;

« Consents to examination and treatment relating to drug or alcohol
dependency;

e Is unmarried and has custody of their biological child, they may
consent to treatment for the child

e The guideline definition of a pediatric patient is:

e For the purpose of determining transport destination, any patient younger than 18
years of age unless expressly stated in another guideline, standard or procedure.
(e.g. Trauma Transport Guidelines where it is defined as age <15 years)

o For the purpose of selecting appropriate treatment guideline, any patient < 37 kg
or who can be measured using a PEDIA Tape.
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Discontinuation of
Prehospital Resuscitation

Standard:

Unsuccessful cardiopulmonary resuscitation (CPR) and other advanced life support (ALS)
interventions may be discontinued prior to transport when this standard is followed.

Purpose:

The purpose of this standard is to allow for discontinuation of prehospital resuscitation after the
delivery of adequate and appropriate ALS therapy.

Application:
1. For cardiac arrest with ongoing resuscitation efforts > 30 minutes:

¢ Inclusion Criteria

1. Adequate CPR has been administered

2. Airway has been successfully managed with verification of device placement.
Acceptable management techniques include endotracheal intubation, blind
insertion airway device (BIAD) or cricothyrotomy

3. IV/IO access has been achieved

4. Rhythm-appropriate medications and defibrillations have been administered
according to clinical guideline

5. All Paramedic Credentialed providers on scene agree with decision to cease
efforts

6. If all of the above are met contact an on call System Medical Director

The lead Paramedic Provider based upon patient presentation, clinical circumstances
and their clinical judgement may contact System Medical Director for Termination of
Resuscitation (TOR) with < 30 minutes of resuscitation.

e Exclusion Criteria:
1. Cause of arrest is due to suspected hypothermia;
2. Sustained ROSC at any time during the resuscitation
3. Persistently recurring or refractory ventricular fibrillation/tachycardia or any
continued neurological activity (eye opening, or motor response).

2. When an on call System Medical Director is involved in the decision to terminate;
resuscitative efforts must be continued while:

e the family is counseled on the patients unchanging condition and impending
discontinuation of efforts; (if termination of efforts is anticipated Victim Services,
should be requested as early as possible)

e someone is requesting a TOR from an on call System Medical Director

3. Should the on call System Medical Director decline the TOR request, the patient must be
immediately transported to the closest appropriate hospital

4. Document all patient care and any interactions with the patient’s family, personal
physician, medical examiner, law enforcement, and medical control in the EMS patient
care report (PCR)

Exception to the above criterion: If a valid OOH DNR is presented or found anytime
during ongoing resuscitative attempts; the Providers/Responders may immediately stop the
resuscitation efforts and a time of TOR may be obtained from Communications.

Reference: Texas Health and Safety Code Sec.773.016.
DSHS Rule 157.25 Out-of-Hospital Do Not Resuscitate (DNR) Order
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DNR
Advanced Directives

Standard:

In the event any provider of the EMS System is presented with a completed Out of Hospital Do
Not Resuscitate (OOH-DNR) form and/or OOH-DNR ID device, the provider shall withhold CPR
and the listed therapies in the event of cardiac arrest. The form and device may be from any
(US) State. Refer to DSHS Rule 157.25.

Purpose:

To honor the terminal wishes of the patient and to prevent the initiation of unwanted
resuscitation.

Exceptions:

The provider shall begin resuscitation efforts until such time as a physician directs otherwise
when:

e A patient that is known to be pregnant.

e If there are any indications of unnatural or suspicious circumstances.

e If the Provider is unsure of the existence or validity of the DNR.

Application:
1. An advanced directive does not imply that a patient refused supportive or palliative care.

2. When confronted with a cardiac arrest patient, the following conditions must be present

in order to honor the DNR request and withhold CPR and ALS therapy:

e Qut-of-Hospital Do Not Resuscitate (OOH-DNR) — or — OOH-DNR ID device;
(Original or Copy)

¢ Valid Out-Of-Hospital Do Not Resuscitate Written Order (Original or Copy) or Device
from any (US) State;

¢ Alicensed physician on scene or in contact by telephone orders that no resuscitation
efforts are to take place

3. A DNR request may be overridden by:

e The patient or person who executed the order destroying or directing someone in
their presence to destroy the form and/or remove the identification device

e The patient or person who executed the order telling the EMS Providers or attending
physician that it is his/her intent to revoke the order

e The attending physician or physician’s designee, if present at the time of revocation,
recording in the patient’'s medical record the time, date and place of the revocation
and enters “VOID” on each page of the OOH-DNR

4. Inthe event there is a question regarding whether to honor or not honor an OOH-DNR or

Advanced Directive, initiate resuscitation and contact an on call System Medical
Director.
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Documentation of
Patient Care Report

Standard:
Establish the minimum documentation requirements for every patient contact.
Purpose:

To provide consistent and accurate documentation of the events of a patient encounter, the
A/TCEMS System Medical Director is responsible for designating the minimum data required for
patient care reporting. The following is the minimum requirements for documentation on all
patient encounters.

Application:
o For every patient contact, the following documentation requirements apply and must:

1.

Be truthful, accurate, objective, pertinent, legible, and complete with appropriate spelling,
abbreviations and grammar.

2. Use only approved medical abbreviations refer to “Approved Medical Abbreviations”
(Appendix A-01).

3. Reflect the patient’s chief complaint and a complete history or sequence of events that
led to their current request or need for care.

4. Contain a detailed assessment of the nature of the patient’'s complaints and the rationale
for that assessment.

5. Reflect the initial physical findings, a complete set of initial vital signs, all details of
abnormal findings considered important to an accurate assessment and significant
changes important to patient care. Reflect ongoing monitoring of abnormal findings.

6. Summarize all assessments, interventions and the results of the interventions with
appropriate detail so that the reader may fully understand and recreate the events.

7. For drug administrations, include the drug name, drug concentration, volume or dosage
administered, route, administration time, indication, and response.

8. List all treatments in chronological order. Response to treatments should also be listed

9. For patients with extremity injury, note neurovascular status before and after
immobilization. For patients with spinal immobilization, document motor function
before/after spinal immobilization.

10. For IV administration, document the catheter size, site, number of attempts, type of fluid,
and flow rate.

11. Include a lead Il strip for all patients placed on the cardiac monitor. Any 12-leads should
also be included. Any significant rhythm changes should be documented. For cardiac
arrests, the initial strip, ending strip, pre and post defibrillation, pacing attempts, etc.
should be attached. Or, electronically captured, uploaded and combined with the ePCR
record.

12. Document clearly any requested orders, whether approved or denied and MD name.

13. Document any waste of narcotics including the quantity wasted, where wasted, and must
have the name of the person who witnessed the waste.

14. Include an explanation for why an indicated and appropriate assessment, intervention, or
action prescribed by the Clinical Operating Guidelines did NOT occur.

15. Be available in an acceptable time period after the patient encounter by leaving the
ePCR short form at the hospital if transported.

16. Remain confidential and be shared only with legally acceptable entities.

17. If multiple System Organizations are on the scene, at least one System
Provider/Responder making patient contact from each response organization is
responsible for documenting ALL interactions, assessments and treatments their
response organization provided to the patient on a separate PCR for their Organization.

18. Once the PCR is completed, original document will not be modified for any reason. Any
changes required to correct a documentation error or for clarification shall be recorded in
an addendum.
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Documentation
Vital Signs

Standard:

Vital signs are an essential element of any patient evaluation. Complete sets of vital signs are to
be documented for any patient who receives an assessment. Or, documentation should
describe why they could not be obtained.

Purpose:

To insure that evaluation of every patient’s volume, cardiovascular and mental status is
documented with a complete set of vital signs.

Application:

1. Initial vital signs will be obtained manually with subsequent vital signs obtained
mechanically as long as they correlate with the manual vital signs. If there is a
discrepancy, manual vital signs should be continued. Initial vital signs may be deferred
until transport in severe trauma when other treatments and packaging may take priority
and vital signs may interfere with the timely execution of these priorities.

2. Aninitial complete set of vital signs includes:

e Pulse rate

e Systolic AND diastolic blood pressure

o Respiratory rate

e Pain/ severity (pain scale used & score), how pain was treated and response to
treatments with pain scale.

e GCS

3. When no ILS or above treatment is provided, palpated blood pressures are acceptable
for REPEAT vital signs.

4. Based on patient condition and complaint, vital signs may also include:
e Pulse Oximetry (required for patients with a respiratory complaint or finding or
treatment for such)
e Temperature
e End Tidal CO2

5. If the patient refuses this evaluation, document the refusal in the PCR in accordance
with the Refusal of Treatment or Transportation Standard (CS - 27).

6. When any components of vital signs were obtained using the cardiac monitor, the data
should be exported electronically to the patient care report. Where values are
inconsistent with manually obtained values, values may be appropriately edited to reflect
the manually obtained values. Documentation should reflect this as an edit.

7. The pulse rate should be obtained through palpation. A pulse oximeter heart rate is also
acceptable.

8. Record the time vital signs were obtained.

9. Any abnormal vital sign should be repeated and monitored closely.

10. Vital signs should be obtained approximately every 10 minutes. The provider should
change the frequency as need to appropriately care for the patient. At a minimum, a
set of vital signs is obtained initially and just prior to disposition.

11. An initial set of vital signs is obtained once the patient can be accessed and the patient
consents to assessment.

12. A set of vital signs is obtained just prior to completing the patient’s final disposition (e.g.
obtaining a refusal of transport, arrival at the ED, handing off the patient to hospital staff
other than ED).
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Domestic Violence (2 18 years old)
(Partner and/or Elder Abuse)
Recognition and Reporting

Standard:

Domestic violence is physical, sexual, or psychological abuse and/or intimidation, which
attempts to control another person in a current or former family, dating, or household
relationship. Elder abuse is the physical and/or mental injury, sexual abuse, negligent
treatment, or maltreatment of a senior citizen by another person. Abuse may be at the hand of
a caregiver, spouse, neighbor, or adult child of the patient. The recognition, appropriate
reporting, and referral of abuse is a critical step to improving patient safety , providing quality
health care, and preventing further abuse. For people < 18 years old Refer to CS — 03.

Purpose:

Assessment of an abuse case is based upon the following principles:
e Protect the patient from harm.
e Suspect that the patient may be a victim of abuse, especially if the injury/illness is
not consistent with the reported history.
o Respect the privacy of the patient and family.
e Collect and document as much information as possible.

Application:

1. Assess all patients for any psychological characteristics of abuse, including excessive
passivity, compliant or fearful behavior, excessive aggression, violent tendencies,
excessive crying, behavioral disorders, substance abuse, medical non-compliance, or
repeated EMS requests. This is typically best done in private with the patient.

2. Assess all patients for any physical signs of abuse, especially any injuries that are
inconsistent with the reported mechanism of injury. Defensive injuries (e.g. to forearms),
and injuries during pregnancy are also suggestive of abuse. Injuries in different stages
of healing may indicate repeated episodes of violence.

3. Assess all patients for signs and symptoms of neglect, including inappropriate level of
clothing for weather, inadequate hygiene, absence of attentive caregiver(s), or physical
signs of malnutrition.

4. System Credentialed Providers are required to immediately report any suspicious
findings to the Texas Department of Family and Protective Services (DFPS) hot line 800-
252-5400. This phone is answered 24 hours everyday. This should occur as soon as
reasonably possible after leaving the scene (if patient refuses) or at the hospital after
patient transfer is completed. Providers may need to request a brief “out of service time”
for this process to be completed. Other than the phone interview, there are no other
immediate written documentation reporting requirements by the State.

5. If the patient is transported the hospital; the RN/MD receiving report should be advised
of the conditions/situation the patient was found in. Law Enforcement may also be
notified if available. These must be reported to the “Department” (DFPS). Reporting
options are additionally discussed including criterion for on-line reporting vs. hotline call;
including, creating an account and login to make the on-line report :
https://www.txabusehotline.org/Login/Default.aspx

6. All patient encounters with DFPS reporting must be documented in your PCR/ePCR with
the DFPS intake/case number included.

Reference: Human Resources Code Title 2, Subtitle D, Chapter 48, Sec. 48.002 and 48.051.
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Emergency Medical Dispatch

Standard:

This standard establishes a uniform level of response for the EMS System and

[}
provide for the safest and most appropriate level of response to the patient(s)

Purpose:

EMS Units and First Responders will be dispatched in accordance to the standards
developed by the Medical Director and the Medical Priority Dispatch (MPD) Guidelines
EMS Units and First Responders will respond Code 1 or Code 3 in accordance to MPD
standards. As more information from EMS Communications or on scene medical
responders becomes available, the response may be upgraded to Code 3 or

downgraded to Code 1

Application:

1. EMS Units and First Responders dispatched for Code 1 response, will not upgrade to a
Code 3 response unless:

The EMS Communications personnel determine that the patient’s condition has

changed and upgrades the incident to a Code 3 response
e Public Safety personnel on-scene requests a Code 3 response

2. EMS Units and First Responders may be diverted from a lower priority incident (e.g.,
Priority 3, 4 or 5) to a higher priority incident (e.g., Priority 1 or 2) based on MPD
Guideline, if the diversion provides a significant time savings.

3. The EMS unit or First Responder may divert their response if they come upon what
appears to be a higher priority incident (e.g., en route to a Priority 3, 4 or 5 incident and
comes upon an MVC with high potential for patients in need of trauma activation).

4. EMS Units and First Responders may by-pass what appears to be a lower priority
incident and continue to the originally assigned incident. EMS Communications should
be notified so that another EMS resource may be assigned to the lower priority incident.

CLINICAL OPERATING GUIDELINES CLINICAL STANDARD
UPDATED MD 12 - 10 PAGE 1 of 1 CS-13

Version 030817 (MD 17-02)



BLS Transport Decision Process

Purpose: To define patients that cannot be transferred to a provider other than a
Credentialed Paramedic.

Application:

For the purposes of this standard, “Paramedic” refers to an Austin/Travis County EMS
System Credentialed Paramedic with no current restrictions on their credential to
practice.

All providers on scene are expected to participate in patient care. Both providers are
responsible for conducting an initial evaluation to determine a chief complaint, level of
distress and initial treatment plan. Stable patients not in need of paramedic level care
may be attended by another provider. The Transport Paramedic is responsible for
making the decision for which patients can be safely transported by a provider with
lower credentials.

The care of the following patients cannot be transferred to a lower level of Credential by
a Transport Paramedic:

1. Any patient who requires additional or ongoing medications, intervention and/or
monitoring beyond the scope of practice of the System Credentialed EMT - B
provider refer to OMD Reference OMDR - 03.

2. Any patient that receives medications beyond the scope of practice of the

System Credentialed EMT-B provider.

Postictal seizure patients who have not returned to baseline mental status.

4. Any patient with the following: Trauma Activation (steps 1 and/or 2), Stroke Alert,
STEMI Alert, or Syncope.

5. Any patient for which the transporting providers do not agree can be safely
transported without a Paramedic attending in the back of the ambulance.

6. Any “High Risk” patient as defined in Clinical Reference CR — 29 must be
assessed by a Medic Il.

w

Exceptions to the above listed items:

e Patients listed as “High Risk” in CR-29 may be transported by a Medic |
provider if, the Medic Il provider completes an assessment and; the
patient does not require any care/monitoring beyond the scope of practice
of the Medic I.

e Patients who received a single dose of intranasal (IN) narcotic for the
purpose of pain control in a traumatic injury not involving the head,
chest, or abdomen.

e Patients having a Syncopal episode, who are < 50 yrs. old, have a normal
blood sugar, and a normal ECG.

e Monitor IV Saline Lock.

e Monitor PO route medications administered by a Medic Il.
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BLS Transport Decision Process

e Any hypoglycemic patient that returns to baseline mental status after
treatment.

e A BLS Transport Provider may call and obtain a Termination of
Resuscitation (TOR) on behalf of a Paramedic Transport Provider post
ALS assessment; for patients that meet the Criteria for Death or
Withholding Resuscitation, Clinical Standard CS-06. Patients who fall
under the Discontinuation of Prehospital Resuscitation, Clinical Standard
CS-08, and the decision for TOR must be discussed between the Medic Il
and the Physician.

¢ Refer to OMDR-3 for additional Scope of Practice.

Any “High Risk” patient as defined in CR-29 must be assessed by an ALS-credentialed
Provider or Responder.

EXCEPTION: If an ALS-credentialed Provider or Responder has not been dispatched to
the scene and the primary complaint is ambulatory dysfunction i.e. “lift assist,” then
there must be an offer for an ALS evaluation. If the patient subsequently refuses ALS
evaluation, the On-Call System Medical Director (OCSMD) must be contacted.
Following contact with the OCSMD, the first responder may complete the refusal form
based on OCSMD recommendations.

Even when an ALS-credentialed Provider or Responder completes a full evaluation,
consultation with the On Call System Medical Director is recommended for all “high risk”
refusals.

The ePCR should reflect the decision making process to determine which provider
attends in the back of the ambulance. As with all documentation, both providers are
responsible for the content of the ePCR.
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Hospital Diversion

Standard:

This standard establishes the conditions under which a System hospital may go on diversion
and the process by which this should be implemented and discontinued.

Purpose:

e The ATCEMS System, with few exceptions, employs a no diversion policy for the
transport destination of EMS patients

e This standard was developed in cooperation with the hospital networks, the medical
community and the Travis County Medical Society ED/EMS committee

Application:

1.

All hospitals are to remain open to EMS patients at all times except in the conditions
described herein or in extraordinary circumstances with approval of the Medical Director.

Black-Internal Disaster:

e If a hospital with a specialized designation such as a “Stroke Center” experiences
failure of critical equipment needed to meet that requirement (i.e., CT Scanner) they
may close to EMS transports for that particular patient category

e If a hospital experiences an “Internal Disaster” such as Fire, Utility Failure or other
significant infrastructure failure they may close to EMS transports(and all other
services)

e Hospitals which need to close due to Internal Disaster as described above will
contact ATCEMS Emergency Communications Supervisor at 512-978-0410. They
will advise the supervisor of the Internal Disaster and/or the critical equipment failure
that has led to the closure

Any attempt to divert patients due to reasons other than those listed above should result
in notification of the on-call Division Commander and the on-call Medical Director.

In each case listed above Transport units, Commanders, Medical Director(s) and other
individuals will be notified of the change in hospital status via AWACS page to the “EMS-
Hospital Closure” group indicating that Hospital XX has an Internal Disaster and is
diverting the corresponding EMS traffic until further notice. The page will indicate the
affected hospital, the reason for the diversion and that the facility is on diversion until
further notice.

The patient should be informed of the need and reason the hospital is diverting EMS
patients and; in the absence of a time critical or unstable patient condition the EMS
provider(s) should recommend that a patient be transported to another network hospital
where possible. When a time critical or unstable patient condition exists the closest
appropriate facility should be recommended that is not on diversion.

If the patient refuses the recommended destination the EMS unit should transport the
patient to a facility (not on diversion) of their choosing.

If a patient insists on being transported to a facility on diversion providers should explain
the reason for the diversion status and that transport to that facility may result in
significant delays in their care, worsening of their condition or even death. Providers
should attempt to convince the patient of the need to go to an alternate facility. This
includes, but is not limited to, contacting a supervisor or on line medical control at the
diversion facility. If a patient insists on transport to that facility and the only alternative is
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Hospital Diversion

refusal of transport the EMS provider(s) should have the patient sign a refusal
acknowledging the explained risks of transport to that facility and transport the patient to
their destination of choice. If that hospital is unable to care for the patient due to a lack
of equipment or expertise (e.g. STEMI to non-PCl facility, Stroke to facility without CT
capabilities, etc) the EMS providers should advise their Supervisor of the situation and
upon arrival at the destination remain immediately available for transfer of the patient.
The length of this availability is to be determined in consultation with the EMS
Supervisor. The provider should thoroughly document their description of the risks and
their efforts to convince the patient to go elsewhere.

7. If a hospital has closed to all patient traffic including walk-ins due to catastrophic loss of
capabilities or potential threat to the safety of both providers and patients the hospital is
no longer considered an approved receiving hospital until the condition is removed.
Patients should be informed that the hospital is closed and that they will be denied
access to the facility. The patient should be transported to another appropriate facility in
accordance with #5 above. If a patient still wishes to refuse transport they should be
informed of the risks and a refusal obtained in accordance with the Refusal of
Treatment/Transportation Standard.

8. If an EMS Supervisor encounters a condition/situation at a hospital that may place
providers at risk (i.e. riot, gang violence, hostage situation etc.) the Supervisor may close
the hospital to EMS traffic pending resolution. The Supervisor should contact
communications to advise all transport providers of the hazardous condition.
Communications should immediately notify the on call Medical Director and Division
Chief.
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Identification Badges

Standard:

Credential Badges are the property of the Office of the Medical Director and are valid only if
they are issued and maintained as designated by Clinical Standard (s) and as such, badges will
not be modified. It is the responsibility of System Provider Organizations to immediately collect
and return to the OMD the badges of those individuals whose credentials have been revoked, or
who are no longer affiliated with the organization.

Purpose:

Due to the variety of providers with different levels of training an ID badge system is required to
ensure that everyone on scene knows the System-credential capabilities of each Provider.

Application:

1.

2.

Proper identification of System Providers is required by the Texas Department of State
Health Services (TDSHS).

System identification badges serve as the primary identifier for System Credentialed
individuals as well as his/her Credential level.

These badges are not intended for use as organization or department identification.
Proper identification of Providers will facilitate the exchange of patient information within
the guidelines established by Health Insurance Portability and Accountability Act
(HIPAA).

Badges should be visibly worn by any responder providing any level of patient care. The
exception would be when circumstances require the responder to utilize personal
protective outerwear (i.e. bunker gear, rain gear, etc.).

Badges are valid throughout the System and are not limited to specific venues or defined
response areas.

The ATCOMD ID badges include:

e Provider’s Picture

e Name

e Credential Level

o TDSHS Certification or Licensure Level

o TDSHS Certification or Licensure number

¢ Color coding denoting the appropriate credential level

Below is the color coding used to aid in identifying System Credential Level:

White Responder with no System Medical Credentials
Yellow System Responder

EMT-Basic

EMT-I

Paramedic

Physician

Candidates that are transitioning to a higher credential level will wear
the color badge for the desired level of credential with the words
“CANDIDATE” within the color coding and above the OMD LOGO

A system responder that is currently system credentialed, but without a badge is, at that
point, functioning as a First Aid Provider. In cases where an individual is recognized and
known to be a currently credentialed provider in the System, the provider in charge of
patient care may, at their discretion, allow the individual to participate in patient care.
The lead transport medic and the provider in question are responsible for assuring
badge compliance, but all Providers on scene are charged with pointing out any on-
scene discrepancies.
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Identification Badges

10. A Provider who provides care they are not credentialed to perform is functioning outside the
scope of his/her practice. The Provider performing the procedure in question and the
provider in charge of the scene should both immediately report the occurrence using your
Organization's defined Clinical Error Reporting Process. Failure to do so may be considered
an integrity violation and may result in action against the providers credential and/or State
Certification/License. This does not apply to candidates or students in an approved training
program operating under appropriate supervision.
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Infant Abandonment

Standard:

Texas law provides a responsible alternative to mothers who might otherwise abandon or harm
a newborn child. It states that a parent may leave an unharmed infant, up to 60 days old, at any
hospital, fire station or EMS station with “no questions asked.”

Sec.262.302 of the Texas Family Code, states...(a) A designated emergency
infant care provider shall, without a court order, take possession of a child who
appears to be 60 days old or younger if the child is voluntarily delivered to the
provider by the child's parent and the parent did not express an intent to return
for the child. (b) A designated emergency infant care provider who takes
possession of a child under this section has no legal duty to detain or pursue the
parent and may not do so unless the child appears to have been abused or
neglected. The designated emergency infant care provider has no legal duty to
ascertain the parent's identity and the parent may remain anonymous. However,
the parent may be given a form for voluntary disclosure of the child's medical
facts and history. (c) A designated emergency infant care provider who takes
possession of a child under this section shall perform any act necessary to
protect the physical health or safety of the child. The designated emergency
infant care provider is not liable for damages related to the provider's taking
possession of, examining, or treating the child, except for damages related to the
provider's negligence.

Purpose:

To provide:

¢ Protection to infants that are placed into the custody of an EMS provider under this
law.
e Protection to EMS systems and personnel when confronted with this issue.

Application:

1. Initiate patient assessment/care with appropriate Guideline (s) as needed.

2. If the event occurs at a (AFD or ESD) Fire Station, immediately contact EMS
Communications for assistance.

3. Advise Supervisor of event.

4. Transport to an appropriate medical facility.

5. Communications should notify Department of Social Services of the event and transport
destination.

6. An infant/child’s age that is known or estimated at over 60 days old or, has been abused
or neglected; must also include early notification of Law Enforcement.

7. Documentation of the event and any medical information provided for the infant/child by
the parent must be included in the PCR/ePCR.
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Inter-facility Transfers

Standard:

Establish a process for guidance on Emergent inter-facility transfers (ETRAN).

Purpose:

To transport a patient who requires Advanced Life Support care during their transport from one
medical facility to another.

Application:

1.

The transporting paramedic should ensure that all appropriate documentation accompanies
the patient. Known STEMI or time dependent Stroke or Trauma patients are exceptions to
this rule. An MOT must be obtained (location/facility exceptions noted in CS — 19) but all
other records may be faxed to the receiving facility if not presented at time of transfer.

2. In the event a Transport Provider arrives at the transferring facility and; the patientis on a
pump, vent, receiving medication (s) not in the System COGs, or on a medical device not
used in the System; the Transport Provider must contact the on call System Medical
Director.

3. When transporting hospital staff, both the transport crew and accompanying staff are
responsible for management of the patient.

4. All EMS rendered treatments must comply with the A/TCEMS System Clinical Operating
Guidelines.

5. An A/TCEMS patient care record will be completed in accordance with the Documentation of
the Patient Care Report Standard (CS — 10).

6. The following items are required equipment for all transfers.

e Cardiac monitor/defibrillator
e« Combo kit with oxygen
e Obstetrics kit (OB/GYN transfers only)
7. All patients that fall within the intent of this Standard should, at a minimum receive:
e Continuous ECG and oxygen saturation monitoring
¢ Non-invasive hemodynamic monitoring (auscultated blood pressure, palpated pulse
rate)

8. If the patient deteriorates, the transferring facility should be notified via radio or cellular
phone. Additional orders if needed should be obtained from the receiving physician or
facility whenever possible.
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Memorandum of Transfer (MOT)

Standard:

To establish the expectations that ATCEMS transporting crews will review the Memorandum of
Transfers (MOT) in order to transfer the patient to the appropriate receiving facility as ordered in
the MOT.

Purpose:

A Memorandum of Transfer (MOT) is a medical order written for the transfer of care of a patient
between one hospital to another hospital. The transport providers will honor the MOT unless
there is a change in patient condition that necessitates transport to a closer facility for the
purpose of stabilization.

Application:

1. Ensure that there is an MOT for every patient that is being transferred from one hospital to
another that it includes the signature of the sending physician, the name of a receiving
physician and a destination that is an approved transport destination as outlined in the
COG’s. If the transport providers perceive a conflict with the existing ATCEMS destination
policy and the indicated destination this must be clarified with the sending physician or his
designee before transport is initiated.

2. Review the MOT to ensure the intended destination is listed on the MOT. If it is not indicated
or there is a change in destination this must be modified by the sending facility prior to
transport. The transport providers shall not modify or document on the MOT.

3. The patient is to be transported to the intended destination unless there is a change in the
patient status that can not be managed through existing ATCEMS treatment Guidelines or
through contact with the sending/receiving physician. In such cases the provider may divert
to a closer appropriate facility for immediate stabilization. The reasons for diversion should
be thoroughly documented in the PCR.

4. Treat the patient in accordance with the COG’s or medical orders provided by the
transferring physician. Providers must ensure that the orders from the transferring physician
are within their defined scope of practice according to the COG’s.

5. A patient with present mental capacity who has not had this capacity removed by physician
or court order and who is not in custody retains the rights of consent and refusal outlined in
the Refusal of Treatment/Transport Standard. If the patient wishes to refuse care or alter the
prescribed destination this should be discussed with the sending physician.

Location/Facility exceptions to MOT Requirement:

e Transfers from St David’s Bee Cave Satellite Emergency Department (SED) to St David’s
South Austin Medical Center

e Transfers from St David’s Pflugerville Satellite Emergency Department (SED) to St David’s
North Austin Medical Center

e Transfers from St David’s Cedar Park Satellite Emergency Department (SED) to St David’s
Round Rock Medical Center

¢ Private Physicians Offices
e Urgent Care Facilities
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Minimal Equipment to Patient’s Side

Standard:
To establish a minimum list of equipment that will be taken to the patient’s side on every call.
Purpose:

ATCEMS System providers are often faced with patient conditions that require immediate
intervention in order to decrease morbidity or prevent mortality. Time dependent interventions
are those that must be performed immediately or within seconds/minutes to be effective.

Application:

ATCEMS System providers will ensure that the following equipment will be immediately
available for use at the patient’s side:

Required System Responder and EMT-B Equipment:

Appropriate PPE*** Stethoscope

Defibrillator (AED or Manual) B/P cuffs

BVM with appropriate masks Suction

02 + delivery devices (incl. CPAP) OPA / NPA

ITD igel airway (EMT-B only)

Epi (Img/mL) & IM supplies kit (EMT-B only) | Albuterol with nebulizer kit (EMT-B only)
Glucometer & test strips Oral glucose

Tape 4X4

Kerlix

Required ILS & ALS Equipment (In addition to equipment listed above):

Saline lock equipment Mucosal Atomization Device

D10W in 250mL S/W for Infusion Needles for thoracostomy (Paramedic)
Surgical Cricothyrotomy kit (Paramedic) Magill forceps for FBAO

Laryngoscope & blades for FBAO

Naloxone (IN, IM, IV)

The above interventions are most commonly associated with the following clinical conditions:
e Obstructed or compromised airway
« Ineffective ventilation
o Ineffective circulation
o Removal from impending, active or ongoing physical harm

***Be observant for of the level of Disease Isolation Precautions in effect, if any, for the patient
situation. Should there be no immediate need for equipment to intervene to decrease morbidity
or prevent mortality, stage the equipment outside the potentially contaminated environment for
immediate access if the patient condition changes.
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On-scene Authority
Patient Care

Standard:
Establish the clinical hierarchy of authority for on-scene patient care.
Purpose:

Credentialed Providers within the ATCEMS System are responsible for providing patient care in
accordance with the prescribed protocols, standards and procedures. However there may be
times when providers disagree about the care being delivered. Patient safety is the
responsibility of every provider and any concerns should be immediately brought to the attention
of other caregivers at the scene. In ANY disagreement regarding circumstances relating to
patient care a professional demeanor and focus on the best interest of the patient is paramount.
In order to maintain an orderly scene and allow rapid resolution of conflict a hierarchy of clinical
responsibility must be established.

Application:

1. Inthe event of conflicting approaches to providing patient care, extraction, or transport, it
is the responsibility of the on-scene Credentialed Providers to reach consensus as to the
most appropriate care for the patient(s). In the event of unresolved conflict, the Senior
Credentialed Provider on-scene has final authority and responsibility for decisions
regarding patient care. If there is a conflict involving a supervised provider
(Cadet/Student/Candidate) the assigned training officer has authority (at their level of
Credential) and should be consulted.

2. Seniority of Credentials (in descending order) is:

EMS System Medical Director or designee

On-Line Medical Consultation Physician

On-scene Physician (In accordance with Physician on Scene Standard CS-23)
DMO or Training Captain Paramedic on Transporting Unit

Medic Il (Credentialed Paramedic) on Transporting Unit

Credentialed Paramedic First Responder

Credentialed Emergency Medical Technician-Intermediate

Medic | (Credentialed Emergency Medical Technician-Basic) Transporting Unit
Credentialed Emergency Medical Technician-Basic

Credentialed System Responder

Credentialed Administrative Provider (any level)

3. All significant or unresolved conflicts regarding on-scene management of patients should
be reported via the appropriate chain of command and will be retrospectively reviewed in
accordance to each organization's Event Review Process.

4. If any provider, regardless of credential, feels the conflict negatively impacted patient
care the incident should be reported to the Office of the Medical Director as soon as
practical without causing an additional impediment to care.
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Patients with
Special Healthcare Needs

Standard:

This standard is established to provide quality patient care and EMS services to patients with
special health care needs. It is also important for the EMS providers to understand the need to
communicate with the patients, family and caregivers regarding health care needs and devices
that EMS may not have experience with.

Purpose

Medical technology, changes in the health care industry, and increased home health capabilities
have created a special population of patients that interface with the EMS system. It is important
for EMS to understand and provide quality care to patients with special health care needs.

Application:

1. Emergencies involving special needs patients may involve equipment (e.g. LVAD or
vagus nerve stimulation device, etc.) that is unfamiliar to the provider. To familiarize
themselves with the equipment providers may:

e ask the family, caregiver or patient for any documentation or specific information
regarding the condition and/or device;
utilize Just in Time Training aides/information regarding devices where available;
e contact the patient’s primary care physician or OLMC for assistance with specific
conditions or devices or for advice regarding appropriate treatment and/or
transport specific to the patients condition.

2. Transportation will be to the hospital appropriate for the specific condition of the patient.
In some cases this may involve bypassing the closest facility for a more distant yet more
medically appropriate destination.
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Physician on Scene

Standard:

The medical direction of prehospital care at the scene of an emergency is the responsibility of
those most appropriately trained in providing such care. All care should be provided within the
rules and regulations of the Texas Medical Board of the State of Texas.

Purpose:

This standard is established to identify a chain of command for System providers when dealing
with physicians on scene and to assure the patient receives the maximum benefit of appropriate
physician resources.

Application:

The TMB has specific rules pertaining to the authority of a physician to order specific patient
care interventions on the scene of a medical call. There are two different types of situations
regarding on-scene physicians. One is when the patient’s own physician is on-scene (“Patient’s
Personal Physician”). The other is when a physician that does not have an established
relationship with the patient is on-scene (“Intervener Physician”).

1. Physician On-Scene/General Guidelines:

e The Credentialed Provider on-scene is responsible for management of the patient(s) and
acts as the agent of the Medical Director or OLMC

o In order to participate in care, the patient’s personal physician or intervener must present
a valid Texas Medical Board License (all physicians are issued a wallet card) or be
recognized as a physician by the Provider

2. Patient’s Personal Physician On-Scene:

o If the patient's personal physician is present and assumes care, the Credentialed
Provider should defer to the orders of the patient’s personal physician if the directed
practice is within the scope and training of the credentialed provider

e The patient’s personal physician must document his or her interventions and/or orders
on the EMS Patient Care Record

e OLMC should be notified of the participation of the patient's personal physician either
from the scene or on arrival at the emergency department

o Ifthere is a disagreement between the patient’s personal physician and the
System COGs, the physician shall be placed in direct communication with OLMC
at the receiving facility. If the patient’s personal physician and the on-line
physician disagree on treatment, the patient’s personal physician must either
continue to provide direct patient care and accompany the patient to the hospital,
or must defer all remaining care to the on-line physician

3. Intervener Physician On-Scene:

o If an intervener physician is present at the scene, has been satisfactorily identified as a
licensed physician and has expressed willingness to assume responsibility for care of
the patient, OLMC should be contacted. The on-line physician has the option to:

e manage the case exclusively
o work with the intervener physician
« allow the intervener physician to assume complete responsibility for the patient
o Ifthere is a disagreement between the intervener physician and OLMC, the
Provider will take direction from the on-line physician and place the intervener
physician in contact with the on-line physician

e The intervener physician must document his or her interventions and/or orders on the

EMS Patient Care Record
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Physician on Scene

e The decision of the intervener physician not to accompany the patient to the hospital
shall be made with the approval of the on-line physician

o Medical orders are not accepted from any non-physician health care providers unless
specifically approved by OLMC
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Office of the Medical Director
Credential Audit

Standard:

To establish a standardized process for the Office of the Medical Director (OMD) to conduct an
audit (s) of all registered Credentialed Providers.

Purpose:

The purpose of the audit is to accurately maintain the official Credentialing database of all
providers for System Medical Direction. All Organizations are required to report additions and
separations of any Credentialed Provider (s) to the OMD as soon as they occur.

Application:

1.

The OMD will periodically audit the System for currently credentialed providers by
producing rosters developed from the Records Management System (RMS) data base.

2. Each Organization receiving one of these is required to review and report any
discrepancies to the OMD.

3. The Organization and the OMD will work together to resolve any roster discrepancy.

4. The OMD may provide rosters to individual Organizations or, all System Organizations as
needed.

5. The OMD may audit the System on an as needed basis.

6. The OMD may include additional required information in conjunction with an audit
including, but not limited to, confirmation (s) of education and/or skill competency
compliance.
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Provider Credentialing

Standard:
Define credentialing and the credential levels of providers within the ATCEMS System.
Definitions:

Certification or Licensure: an individual who is certified or licensed by a regulatory body as
minimally proficient to perform emergency prehospital care at a particular level that is defined by
a regulatory body (e.g., ECA, EMT-B, EMT-I, EMT-P or LP).

Credential to Practice: a process that is defined by the Medical Director that requires a certified
or licensed individual to demonstrate competency to practice at a specified level of prehospital
care. The credential to practice may be at or below the individual’s level of certification or
license.

Purpose:

Every Provider that delivers medical care within the ATCEMS System must be "Credentialed to
Practice" in addition to holding a current State of Texas Certification or Licensure. All
Credentialed Providers within the ATCEMS System are allowed to provide care under the
delegated authority of the Medical Director in accordance with the rules of the Texas
Department of State Health Services and the Texas Medical Board. Credentialing is the final
approval by the System Medical Director that ensures an individual's competency to care for
patients as part of the Emergency Medical Services System. An individual is "Credentialed to
Practice" when he or she successfully meets and maintains the defined Credentialing
requirements. The levels of Credentialing are:

e Administrative Provider
Emergency Medical Dispatch (EMD)
System Responder (SR)
Emergency Medical Technician - Basic (EMT-B)
Emergency Medical Technician - Intermediate (EMT-I)
Emergency Medical Technician - Paramedic (EMT-P)

“Credentialing Requirements” (OMDR — 09) defines what is required to obtain and maintain
credentials to practice within the ATCEMS System and can be found at:
http://www.austintexas.gov/page/clinical-operating-guidelines

“Authorized Skills by Credential Level” (OMDR — 3) defines the interventions available to
credentialed providers: http://www.austintexas.gov/page/clinical-operating-guidelines

“System Clinical Reintegration” (OMDR — 20) is necessary for a Responder or Provider that has
been absent from direct patient care for an extended period of time:
http://www.austintexas.gov/page/clinical-operating-quidelines

During the time of absence, the responder/provider Credential will be placed on an “OMD
Administrative Hold” (CS — 29). Examples of absences that this process applies to are: leave
of absence, OJI, FMLA, Departmental/Organizational reassignments, military deployments or
similar. Each organization is responsible for notifying the OMD of these type circumstances as
soon as they are aware of them. The purpose of this process is to ensure that the System
Credentialed responder/provider has a smooth transition back into patient care. Upon their
return, a time of review, competency assessments and/or preception during direct patient care
insures clinical knowledge and skills are commensurate with System expectations. The exact
steps and competencies required will be determined based upon the circumstance of the
absence, length of time away and meeting all DSHS requirements. Each Organization will
advise the OMD of the need for this process and; propose an individualized plan for each
person involved in it. The OMD will review the proposal and provide approval and/or feedback.
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Provider Qualifications

Standard:

Define qualifications in specialty areas that may include additional training or maintenance
requirements.

Purpose:

Establish qualifications for ATCEMS System providers with specialized training, Guidelines or
skills. These provider qualifications may have minimum credential levels, competencies, and/or
other requirements which must be completed or maintained in addition to any requirements
associated with a provider’s System Credential. Qualifications are created and granted by the
Medical Director independent of System Credentials and may be awarded, suspended or,
revoked independent of or in conjunction with any action against a providers credentials. Below
are the current qualifications approved by the Office of the Medical Director. Qualifications may
be added or removed by the Medical director based on the needs of the EMS System.

System Educator (SED)

Performance Management/Improvement Officer (PMI)
System Credentialing Preceptor (SCP)

Community Resource Paramedic Provider (CPP)
Special Operations — Tactical Medic (TAC)

Special Operations — Rescue (SOR)

Immunization (IMM)

Transport Provider (TSP)

Phlebotomy Services Provider (PSP)

For a list of requirements for each of the qualifications (OMDR — 02) see the OMD Website at:
http://www.austintexas.gov/page/clinical-operating-quidelines
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Refusal of Treatment
and/or Transport

Standard:

To establish guidelines for Providers (includes all System Credentialed participants) when
addressing issues of consent or for patients who wish to refuse the treatment and/or
transportation offered.

Purpose:

Adult patients with present mental capacity retain the right to refuse care and/or transport
against medical advice.

Definitions:

Informed Consent/Refusal

In Texas the general rule of law is that before a person may receive medical treatment they
must give informed consent for that treatment. Without consent the medical treatment is
unlawful. This is true regardless of whether the person receiving the treatment is a minor or has
reached the age of majority (18 years of age).

Informed consent is based on an individual's appreciation and understanding of the facts,
implications and future consequences of an action. In order to provide informed consent or
refusal a patient must have adequate reasoning faculties(capacity) and be provided with
information (risks/benefits) relevant to the decision making process. They should also be aware
of the options available to them if they choose not to accept evaluation and/or treatment.

Implied Consent
In potentially life-threatening emergency situations where a patient is unable to give informed
consent the law presumes that the patient would give consent if able. In potentially life-
threatening emergency situations, consent for emergency care is implied if the individual is:
¢ Unable to communicate because of an injury, accident, illness, or unconsciousness and
suffering from what reasonably appears to be a life-threatening injury or iliness

OR
o Suffering from impaired present mental capacity
OR
A minor who is suffering from what reasonably appears to be a life-threatening injury or

illness and whose parents, managing or possessory conservator, or guardian is not
present

Substituted (Surrogate) Consent

An individual with legal standing may give consent for a patient when the patient does not have
the ability to do so because they are a minor, incarcerated or have been determined by courts to
be legally incompetent. Parents or guardians are entitled to provide permission because they
have the legal responsibility, and in the absence of abuse or neglect, are assumed to act in the
best interests of the child.
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Refusal of Treatment

and/or Transport

The following person(s) may consent to, or refuse, the evaluation, treatment, and/or
transportation of a minor:

e Parent

e Grandparent

e Adult (> 18) sibling

e Adult (> 18) aunt or uncle

e Educational institution in which the child is enrolled that has received written

authorization to consent/refuse from a person having the right to consent/refuse.

e Adult who has actual care, control, and possession of the child and has written
authorization to consent/refuse from a person with the power to consent /refuse (i.e.,
daycare camps, soccer moms, carpools, etc.)

e Adult who has actual care, control, and possession of a child under the jurisdiction of
a juvenile court

e A court having jurisdiction over a lawsuit affecting the parent-child relationship of
which the child is the subject

e A peace officer who has lawfully taken custody of minor, if the peace officer has
reasonable grounds to believe the minor is in need of immediate medical treatment.

e A managing or possessory conservator or guardian.

Application:
1. All patients refusing treatment and/or transport must :

e Be atleast 18 years of age or an Emancipated Minor;

e Be able to demonstrate present mental capacity in accordance with the
Determination of Capacity Procedure: Clinical Procedure CP - 23.

e NOT have been declared legally incompetent by a court of law. (If a patient has been
declared legally incompetent, his/her court appointed guardian has the right to
consent to, or refuse, evaluation, treatment, and/or transportation for the patient.)

e NOT be suicidal or homicidal. (A law enforcement officer may arrest a patient who
threatens or attempts suicide under Texas Health and Safety Code Section 573.001.
The statute also covers other mentally ill patients and a similar statute allows an
arrest for chemical dependency. Only a law enforcement officer can make these
arrests.)

2. Patients meeting the above criteria who demonstrate present mental capacity retain the
right to refuse any or all treatment and/or transportation. All patients should be
encouraged to seek care. Additional resources may be employed including but not
limited to involving the patients physician, additional providers such as a Commander,
DMO, or On-line Medical Control.

3. Under no circumstances will ATCEMS System providers refuse or deny treatment or
EMS transportation to any patient (or legal patient representative) who requests medical
assistance from the provider or agency. The initiation of treatment should not be
dependent on the patient’s willingness to accept transport. (e.g. Hypoglycemia, Asthma,
etc.) This does not include the administration of narcotic pain medications or sedative
agents.

4. ATCEMS System providers shall not discourage any patient (or legal patient
representative) from seeking medical care from a physician or from accepting EMS
transport to a hospital.
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Refusal of Treatment
and/or Transport

5. When a patient with present mental capacity wishes to refuse care:

The patient will be instructed that the evaluation and/or treatment is incomplete due
to the limitations of the pre-hospital care environment;

The providers will attempt to identify any patient perceived obstacles to
treatment/transport and make reasonable efforts to address these obstacles. This
includes but is not limited to the offer of transportation without treatment, or the offer
of transportation to a facility not recommended by Guideline. These should be
offered only for the purpose of facilitating additional evaluation and/or treatment
which would otherwise be refused.

The provider will inform the patient of the risks of refusal and benefits of
treatment/transport in accordance with their presenting complaint. It should be
explained that the risks described are not comprehensive due to the diagnostic
limitations of the pre-hospital environment and that their refusal may result in
worsening of their condition, serious disability or death.

The patient will be advised that they should seek immediate medical care at an
Emergency Department or with their own physician and that they may call 911 again
at any time if they wish to be transported to the hospital or if their condition changes
or worsens.

Documentation:

1.

The provider must document facts sufficient to demonstrate the patient’s present mental
capacity and understanding of his/her condition and the consequences of refusing
treatment and/or transport to include those mentioned above.

If a patient wishes to refuse assessment, treatment and/or transport, have the patient sign
(Against Medical Advice-AMA) relating to the refusal of specific assessment, treatment,
destination recommendation, or transport and have a third party witness the signature.

If the patient refuses to sign the refusal form, the provider will document the circumstances
under which the patient refused to sign.
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Safe Transport of Patients

Standard:

To provide a safe method of transporting patients within an ambulance and protect the EMS
system and personnel from potential harm and liability associated with the transportation of
patients.

Purpose:

Without special considerations patients are at risk of injury when transported by EMS. EMS
must provide appropriate stabilization and protection to all patients during EMS transport.

Application:

1. Drive cautiously at safe speeds observing traffic laws unless patient condition requires
emergent transport in accordance with operational standards on emergency
response/transport.

2. Tightly secure all monitoring devices and other equipment.

3. Ensure that all pediatric patient less than 40 Ibs are restrained with an approved child
restraint device secured as per manufacturer’s instructions if not secured by other
means as part of patient care.

4. Do not transport the pediatric patient who meets trauma activation criteria in a child seat
that was involved in the collision.

5. Ensure that all EMS personnel use the available provider restraint systems during
transport when not otherwise engaged in patient care activities.

6. Transport adults and children who are not patients, properly restrained, in an alternate
passenger vehicle, whenever possible.

7. Do not allow parents, caregivers, or other passengers to be unrestrained during
transport.

8. Do not hold or allow the parents or caregivers to hold pediatric patients during transport.

9. For patients with medical conditions that may be aggravated by stress, make every
attempt to optimize safety.
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OMD Modification or Revocation
of Credential to Practice

Standard:

To define the revocation or modifications of a providers credential to any status other than that
of a full and unrestricted credential to practice.

Purpose:

A certified/licensed provider’s privilege to provide care in the ATCEMS System is granted at the
discretion of the Medical Director upon completion of a defined credentialing process. The
granting of this privilege assumes the provider accepts the responsibility to safeguard the
patients cared for under the Medical Directors license through prudent action and competent
clinical care. The Medical Director has a duty to supervise that clinical care and as a result may
find it necessary to temporarily or permanently modify the providers credential to practice within
the ATCEMS System.

Credential Status Definitions/Applications:

Unrestricted Status- Provider credentials to practice have been granted by the Medical
Director after completing the prescribed credentialing process. This allows providers to practice
unsupervised at their credential level in accordance with the Office of the Medical Director
Clinical Operating Guidelines. This status is simply referred to as “credentialed.”

OMD Administrative Hold — Providers Credentials are deactivated for a period of time

while non-clinical administrative issues are reviewed and resolved. The OMD Administrative
Hold is independent of but may be utilized in conjunction with an administrative action
undertaken by the providers sponsor organization or other administrative authority. Based on
the nature of the administrative action an independent OMD review may be conducted
simultaneously or subsequent to any investigation or action by another agency. Reactivation is
at the discretion of the Medical Director or their designee. Credential Badges must not be worn
and patient care is prohibited.

Suspended — Providers Credentials are suspended by a System Medical Director pending a
review of a clinical concern. After the OMD clinical review process is completed the provider
may be returned to an unrestricted status, modified status or revoked by the Medical Director.
Credential Badges must not be worn and patient care is prohibited.

Modified Credential Status- A Providers credential to practice are restricted or modified as
part of the initial credentialing process or as the result of the performance improvement and
education process. This may include, but is not limited to, increased call review, additional
education/training, or supervised practice. The duration of the modification is at the discretion of
the Medical Director and is dependent upon the terms/objectives of the modified practice period.
Credential badges may be worn but patient care is limited to the terms defined by the OMD.

Voluntary Surrender- A provider with an unrestricted credential voluntarily surrenders their
credential or is no longer affiliated with a System organization. The providers credential to
practice is removed and the provider is no longer eligible to provide patient care within the
System. Reintegration is at the discretion of the Medical Director and is subject to completion of
the defined credentialing process. Credential badges must be returned to the OMD.

Revocation — Providers credential to practice is permanently removed by the Medical Director

and the provider is no longer eligible to provide patient care within the System. Credential
badges must be returned to the OMD.
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OMD Modification or Revocation
of Credential to Practice

OMD Administrative Hold:

The OMD Administrative Hold is applied in circumstances where non-clinical
performance/behavior concerns or an administrative issue is raised by an agency other than the
OMD. In all cases patient care is prohibited and credential badges must not be worn. These
non-clinical issues may include, but are not limited to, the following:

1. Lapse, Loss, or Suspension of TDSHS Certification or Licensure- At the time a
providers TDSHS Certification/Licensure is allowed to lapse, the following process will apply:

a. Upon expiration of a provider’s certification, an “OMD Administrative Hold” is
automatically placed on the provider’s Credentials for a period not to exceed
three (3) months from the date of TDSHS certification/licensure expiration.
During this time providers may submit a written request for an extension by
the OMD based on compelling extenuating circumstances. Approval of such
extension is at the discretion of the OMD. Without documented proof of
renewal, upgrade or extension the Provider's Credentials will be considered
voluntarily surrendered at the conclusion of the 3 month period. The provider
must return all Credential badges to the OMD within five (5) business days.

b. Upon proof of the renewal of TDSHS Certification/License the removal of the
OMD Administrative Hold is subject to the successful completion of the
Reintegration Credentialing Requirements (OMDR - 20).

2. Separation from All System Registered Responder Organizations- To be credentialed in
the System a provider must be associated with a Registered System Organization. The
following outlines the process for Providers who separate from a Registered System
Organization:

a. Atthe time a provider is no longer affiliated with any Registered Responder
Organization their credential to practice is automatically placed in an OMD
Administrative Hold with or without official notification of the OMD. A Provider is
required to notify the Office of the Medical Director within one (1) business day of
when he/she is no longer affiliated with a Registered System Organization. The
Administrative Hold shall remain in place until the provider affiliates with another
Registered Responder Organization or a period of 30 days has passed. During this
time providers may submit a written request for an extension by the OMD based on
compelling extenuating circumstances. Approval of such extension is at the
discretion of the OMD. Without documented proof of affiliation or extension the
Provider’s Credentials will be considered voluntarily surrendered at the conclusion of
the 30 day period. The Provider's System Credentialing Badges must be returned to
the Office of the Medical Director.

b. In addition ILS and ALS Credentialed Providers must continue affiliation with a “Tier
2 Organization” as defined by the Office of the Medical Director in order to maintain
ILS or ALS Credentials. If a provider should separate from a Tier 2 Organization the
conditions cited in (a) above apply. The provider may affiliate with a Tier 1
Organization but will only be credentialed at the BLS level.
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OMD Modification or Revocation
of Credential to Practice

3. Action Taken By TDSHS - Any action taken against the provider’s certification/license by
the TDSHS (administrative review, suspension, etc.)

a. Any such action by TDSHS and any related documentation must be reported to the
OMD within on the first business day after the notification is received. Failure to do
so may result in suspension/revocation of Credentials.

b. The providers Credentials may be placed on an immediate “OMD Administrative
Hold” pending the completion of the TDSHS process. The OMD reserves the right to
conduct its own evaluation concurrent or subsequent to the TDSHS action. If a
separate evaluation is conducted by the OMD the Administrative Hold may be
extended pending conclusion of the OMD review.

c. The Chief Officer, Director, or Program Manager of the Responder’s Organization
will be advised of the Administrative Hold. If deemed appropriate, the leadership of
other organizations within the System and/or TDSHS may be notified.

4. Arrest for a crime that meets the reporting requirements - Providers and their
sponsoring organization are required to report to the OMD and TDSHS any arrests of
a provider involving alcohol or drugs, or a felony arrest. If the organization takes
employment action on a provider, the provider’'s credentials will be reviewed for OMD
Hold based on the circumstances of the event. Individual providers and their
respective Organizations are responsible to report any arrests of the provider
involving alcohol, drugs or a felony directly to the OMD on or before two (2) business
days after the arrest is made. Failure to do so may be considered an integrity
violation resulting in immediate suspension and possible revocation. Reporting the
event to the TDSHS is the responsibility of the individual provider and must be made
in accordance with TDSHS requirements.

5. FMLA/Military or other voluntary leave: In the event a provider requests leave from their
sponsoring organization that will exceed the minimum period described in the
reintegration process (OMDR - 20) their credential will be placed on OMD
Administrative Hold pending their return and successful completion of all elements of
the reintegration process.

Process: The process for applying and removing the OMD Administrative Hold may vary based
on the cause of the hold. The process is described for the specific circumstances
described above but may be modified at the discretion of the OMD to accommodate
the circumstances.

Notification: Notification of any of the above five (5) items from an Organization to the OMD
should be made via e-mail. Appropriate details and circumstances of the event
should be included in or attached to the electronic communication. The e-mail must
be addressed to the Medical Director, Deputy Medical Director, OMD Chief of Staff
and the Clinical Operations, Practices and Standards Coordinator.
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OMD Modification or Revocation
of Credential to Practice

Suspension:

A provider’s credential to practice may be suspended if a System Medical Director believes that
a provider’s behavior or actions suggest a potential risk to the safety of the public or to future
patients. These actions may include, but are not limited to, the following:

1. Clinical error
2. Action that may lead to revocation

Process: When a Medical Director becomes aware of behavior or actions that warrant
suspension the Medical Director or their designee will notify the providers of their
suspension as soon as possible. The Chief Officer, Director, or Program Manager of
the responder’s organization will be also be advised of the suspension. The provider
is no longer authorized to provide patient care for any organization that receives
medical direction from the Austin-Travis County Office of the Medical Director. The
provider will be scheduled to discuss the events leading to the suspension but shall
remain suspended pending additional investigation of the event. The length of the
suspension will be determined by the Medical Director. Subsequent to the Medical
Directors review of the investigation the Medical Director may return the providers
credential to unrestricted status, modify the providers credential to practice, or
permanently revoke the providers credential to practice.

Modified Credential Status:

At times it may be necessary to restrict or modify a provider’s credential to practice for the
purposes of initial or ongoing training or subsequent to an evaluation of a clinical concern. The
Medical Director may modify a provider’s credential as needed including but not limited to:

1. Candidate Status: A provider who is new, progressing in the System, or returning after a
sustained absence as described in the reintegration process (OMDR - 20) will be
granted a provisional credential to facilitate their completion of the OMD approved
credentialing process. At the conclusion of the credentialing/re-credentialing process
the provider may be granted an unrestricted credential or an additionally modified
credential as necessary.

2. Increased call review: Providers may be subjected to increased call review when a
Medical Director needs to more closely monitor a provider’s clinical practice. This
may include all aspects of clinical care including but not limited to direct observation
or documentation review, and may include all responses or may be directed at a
specific call or patient type. When increased call review is utilized the provider will
be informed of the nature and duration of the increased call review. At the
conclusion of the prescribed observation period the provider will be returned to
unrestricted status or advised of any additional action required by the Medical
Director.
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OMD Modification or Revocation

of Credential to Practice

3. Temporary assignment: A provider may be temporarily reassigned or asked to complete
an educational process in an effort to address a behavioral or knowledge deficiency.

Process: When it is necessary to modify a provider’s credential to practice the Medical Director
or their designee will notify the provider of the cause, the objective(s) and the
duration of any modification of the providers credential. Where the modification of
the providers credential is defined as part of the initial or re-credentialing process the
published process shall be considered sufficient notice of the modification. Practice
outside of the prescribed modification may result in permanent revocation of the
providers credential to practice.

Voluntary Surrender:

A provider may wish or need to leave the System for an undefined period of time. If the
provider’s credential is in good standing with the OMD the provider may voluntarily
surrender their credential to practice. Providers who have surrendered their credential
and wish to return to the System are required to complete the re-credentialing process.

Process: The provider who wishes to surrender their credential to practice shall notify the OMD
in writing of their desire to surrender their credential to practice and return their
credentialing badges to the OMD.

Revocation:

The Medical Director may remove the credential to practice of any provider who they believe
poses a potential risk to the patients cared for under the Medical Directors license. The
decision to revoke a provider’s credential to practice will be based on an investigation
conducted by the Office of the Medical Director independently or in conjunction with the
provider’s organization(s) or other appropriate authority. The decision of the Medical Director to
revoke a provider’s credential to practice is final and not subject to appeal. Actions that may
result in revocation include, but are not limited to, the following:

1. Integrity violation: The Medical Director has the ability to delegate the privilege to
practice under their medical license. In order to do so the Medical Director must trust
that the provider will safeguard the Medical Directors license by delivering care
consistent with the moral, ethical and clinical expectations outlined by the Medical
Director. This trust is a fundamental element of the Medical Director’s willingness to
delegate their practice and once lost cannot be effectively restored. Any suspected
integrity violation will result in immediate suspension pending further investigation.
Integrity violations include but are not limited to knowingly providing, verbally or in
writing, false or incomplete information to a patient, other healthcare provider,
Medical Director or their designee. In addition any falsification or alteration of a
medical record, incident reports or documents relating to a clinical event or
departmental investigation is considered an integrity violation.

2. Intentionally withholding care: this may include but is not limited to the willful failure to
assess a patient seeking evaluation, the withholding of care for an identified
condition, or the failure to make an unconditional offer of transport.
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OMD Modification or Revocation

of Credential to Practice
3. Intentionally harming a patient: this may include but is not limited to the use of physical
force, a medical procedure or device, or excessive noxious stimulus with malicious
intent to cause harm or pain. This does not apply to circumstances where it may be
clinically appropriate to restrain a patient or when a provider uses physical force in
defense against a threat of violence against themselves or others.

4. Impairment by drugs/alcohol while on duty: impairment by alcohol or other drugs or
willfully reporting for a shift while taking medication known by the provider to cause
impairment that may affect their ability to safely care for a patient. If a concern is
identified a System Medical Director should be notified immediately and the provider
suspended pending further investigation. The failure to submit to any subsequent
drug or alcohol testing is grounds for permanent revocation of their credential to
practice.

5. Failure to remediate: is considered a failure by the provider to modify their behavior and
actions after being redirected through a performance improvement process,
education, supervised practice or counseling by a Medical Director or their designee.
In addition the failure to comply with or submit to any prescribed education (e.g.
continuing education, competencies, etc.) or remediation process is considered a
failure to remediate.

Process: The Medical Director will review the available information from the investigation
process. If the Medical Director no longer wishes to credential the provider to
practice under his/her license the following will occur:

a. The OMD will provide verbal notification to the provider and his/her provider
agency(ies) within three (3) business days of the decision. The provider must return
all Credential badges to the OMD within five (5) business days.

b. The OMD will provide written natification to the provider and his/her provider
agency(ies) within three (3) business days of the decision.

c. At the discretion of the Medical Director, unless otherwise defined by rule, written
notification of the Texas Department of State Health Services will occur within five (5)
business days.

Additional Reference Documents:

Clinical Standards CS - 04, CS - 25, and OMD Reference Documents OMDR - 09,
OMDR - 20.
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System Design

Standard:

Define the design of the system and how the organizations integrate to form one System of
Care.

Purpose:

The ATCEMS System is comprised of multiple agencies that include a diverse group of
healthcare professionals including Communications Specialists, First Responders, Transport
Providers, Hospital Networks (including specialty receiving centers) and Physicians with varying
specialties in the community. Together, this “System” provides the basis for seamless delivery
of care to acutely ill or injured patients in our community.

Application:

The ATCEMS System maximizes the opportunity to deliver appropriate care to patients as
defined by the Guidelines, Procedures and Standards established by the OMD (Collectively the
Clinical Operating Guidelines). The goal of these documents is to provide safe consistent and
sophisticated care to the citizens and visitors of the City of Austin and Travis County.

Medical Direction for all EMS Providers and First Responders flows from the EMS System
Medical Director to each Texas Department of State Health Services (DSHS) Licensed System
Organization, via Provider and First Responder Organization Agreements. In order for Medical
Direction to flow from the Licensed Organization to the System Credentialed Providers they
must respond and provide patient care with the approval of their Licensed Organization (s)
within the State of Texas only.

Should they provide COG level patient care at preplanned events not approved by their System
Licensed Organization and/or outside the State of Texas; System Medical Direction does not
apply. This provision does not preclude Providers from “stopping to render aid”.

1. All medical care within the EMS System should be provided in accordance with the
current Clinical Operating Guidelines; by individuals currently certified/licensed by the
Texas DSHS and credentialed by the OMD.

2. Individuals holding current Qualifications may deliver specialty care as defined by the
COGs when appropriate equipment and conditions exist.

3. All organizations providing medical care as part of the EMS System will comply with
Texas Department of State Health Services requirements for Provider or First
Responder Organization Licensure.

4. All 9-1-1 requests for care will be managed by EMS Communications according to the
requirements of the currently adopted Medical Priority Dispatch System. This includes
call triage, pre-arrival instructions and response determinants.

5. All Tier 2 First Response Organizations will be capable of delivering, at a minimum,
Basic Life Support care (BLS) as defined by the OMD.

6. First Response ILS and/or ALS level of care is supplemental to the System minimum
requirements.

7. All System First Response Organizations must maintain the BLS supplies identified on
the Minimal Equipment List. If a System Registered Organization chooses to equip an
ILS or ALS Credentialed Provider, the equipment must be supplied and maintained
according to the appropriate Minimal Equipment List for that level of care.
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System Design

8. Standby and on-site Special Event Providers Minimal Equipment will be determined
based on the need of the specific event.

9. Treatment of patients with prescription or non-prescription medications that are not
included in the COG or not approved by OLMC is considered practicing outside the
provider’s scope of practice.

10. The use of Equipment or Supplies not approved by the System Medical Director during
patient care is prohibited. Approved items are specified per the Equipment Lists for each
System Organization Tier and Credentialing Level. Refer to OMDR 1, OMDR 4, OMDR
5, OMDR 12 and current Transport Unit MELs

11. During unusual or extreme conditions or circumstances, the above criteria may be
modified by the Medical Director to best meet the needs of the patients of the EMS
System.
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Transport Destination
Decision

Standard:

Define how a transport destination decision is reached taking into consideration the specialized
care needs of specific conditions and the needs and preferences of our patients.

Purpose

Patients treated by the ATCEMS System may have complex clinical conditions that require care
at facilities with specialized capabilities or expertise in treating these conditions. In the absence
of the need for specialized care patients may want to be transported to facilities based on their
personal preference or the location of their physician and records. Whenever possible the
providers of the ATCEMS System will provide patients with transport to a prescribed medical
facility of their preference.

Application:

1. The following assumes the patient or the patient’s guardian (in the case of a minor) has
decision making capacity in accordance with the Refusal of Treatment/Transportation
Standard and the Determination of Capacity Procedure. In the absence of decision
making capacity or in cases where consent is implied the patient should be transported to
the closest appropriate facility. If a patient wishes to refuse treatment/transport but has
been determined to lack the capacity to do so providers should consult their supervisor
and OLMC in accordance with the Refusal of Treatment/Transportation Standard.

2. When a patient presents with a clinical condition requiring specialized care the
transporting providers will transport the patient to the closest facility that offers the
specialized care for that patient’s condition. (STEMI, Stroke, Trauma, Resuscitation
Center, Pediatric care, etc).

3. If a patient refuses to go to the recommended facility transport providers will explain the
benefit of transport to the recommended facility and the risk of transport to another facility.
If the patient still refuses transport to the recommended facility transport providers will
recommend transport to the next closest appropriate facility for their condition.

4. If a patient continues to refuse transport to the alternative specialty care facility or requests
transport to a facility that lacks the ability to care for the patient condition the transport
provider will make every effort to explain the need for the specialty care facility. These
efforts may include but are not limited to contacting the patient’s physician, a supervisor,
on-call Medical Director or OLMC at the facility the patient wishes to be transported to.

5. If after the efforts described above the patient continues to request transport to a facility
not recommended for the patient’s condition the transport providers will transport the
patient to the facility of the patients choosing. They should notify their supervisor and the
receiving facility of their transport. On arrival at the facility the crew should consult with the
attending physician to determine if the patient will be transferred. If such a transfer is
imminent the provider should contact their supervisor and remain immediately available to
transfer the patient after the required screening examination by the receiving facility. The
duration of this availability is to be determined by the supervisor based on the patient’s
condition and the anticipated time to transfer.
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Transport Destination

Decision

6. If a patient does not have a condition that requires transport to a specialized facility as
prescribed by Guideline the providers will transport the patient to an approved system
facility of the patient’s choosing. When a patient requests transport to a facility other than
an approved system facility the transport decision should be made in consultation with a
supervisor. If in the provider's opinion the patient’s condition warrants transport to a closer
facility for rapid stabilization the need for this destination should be explained to the patient
and every effort made to deliver the patient to the closest appropriate facility. These efforts
may include but are not limited to contacting a supervisor or OLMC. If the patient
continues to refuse the recommended destination the patient will be advised of the
associated risks and transported to the destination of their choosing.

7. If the patient has an MOT or if transport has been arranged by another healthcare provider
the transport provider should transport the patient to the destination indicated by the MOT
or sending healthcare provider in accordance with the MOT Standard.

8. If the patient does not have a condition that requires specialty care as prescribed by
Guideline and does not have an expressed preference the transport provider may transport
the patient to the closest appropriate facility.

9. In the event multiple patients from the same event are to be transported in one unit the
patient with higher acuity determines the transport destination. Where the need for
different facilities can be anticipated reasonable efforts should be made to split the patients
at the scene as long as doing so does not place either patient in danger.

10. Any refusal of treatment or recommended transport destination should be performed and
documented in accordance with the Refusal of Treatment/Transport Standard and
Determination of Capacity Procedure.
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Transfer of Care to
Provider of Lesser Credentials

Standard:

To define circumstances and establish a process for transferring patient care from a higher
credentialed provider to one of lesser credentials.

Purpose:

Providers may be presented with multiple patients, limited resources, or patient conditions
requiring early rapid transport in order to maximize potential outcome (for example one critically
injured patient and multiple non-injured occupants in a motor-vehicle collision). These situations
may require that patients be left in the care of a lesser credentialed provider. The ultimate
decision of whether or not to initiate transport of a critically ill or injured patient while awaiting
additional resources rests with the on-scene Provider with the most advanced level of system
Credentials as defined in Authority for Patient Care.

Application:
When transferring care to a provider of lesser credentials the following applies:

1. Leaving patients on-scene should not be a routine procedure. It is to be considered only
when a patient requires immediate transport in order to maximize potential outcome.

2. The transport Provider may transfer patient care to a Provider of lesser Credentialing
when transfer of established care is not beyond the scope and/or training of the
Provider(s) assuming care (i.e., an intubated patient may not be left with a System
Responder level provider or EMTB Credentialed Provider).

3. All patients should be accounted for, assessed and triaged, and appropriate additional
resources requested prior to transport of the critically injured patient.

4. No patient requiring immediate advanced stabilization (i.e., pleural decompression,
intubation, defibrillation etc.) is to be left on-scene awaiting additional resources unless
an appropriately credentialed and equipped Provider is present and able to perform such
care.

5. Mass and Multi-casualty incident transport decisions will be made by the on-scene
command structure.
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STEMI Alert Criteria

In order to more consistently assess and apply the notification for a STEMI Alert the following
criteria have been developed in conjunction with Mission Lifeline.

A STEMI Alert should be called when a patient is currently “symptomatic” for an Acute
Coronary Syndrome (ACS) event AND a new or presumably new ST elevation >1 mm in two
anatomically contiguous leads AND does not have exclusion criterion listed below in the ACS
Consultation section.

The STEMI Alert notification should 1% be “declared” to Communications via radio or phone. Then
as soon as possible transmit a 12 lead ECG. Whenever possible the patients name should
accompany the 12 lead ECG.

The transport Hospital should be notified of the STEMI Alert as soon as practical by
Communications and the Alert must be included in the Transport radio report to the Hospital with
the patient condition information.

ACS Consult Criteria

The Provider should not declare a STEMI Alert and should consult with the anticipated receiving
Hospital prior to transport. And, transmit a 12 lead ECG with “ACS Consult — Facility Name” in the
patient ID field.

Q Patients that are currently “asymptomatic” for an ACS event however, have ECG readings
consistent with the above STEMI Alert Criteria.

OR

Q Patients who are “symptomatic” for ACS and have evidence of Isolated V1 and V2 elevation
only, LBBB, LVH, Early Repolarization, Ventricular/Ventricular Paced, Diffuse ST Elevation,
or Non-Specific ST Changes or other type “Abnormal” ECG findings including poor quality
ECG tracing.

The declaration of the Alert or use of the ACS Consult option should be based upon the patient’s
current condition and the Provider’s judgment.
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Stroke Alert Criterion

This criterion is for patients exhibiting current signs and symptoms of a Stroke as
evidenced by using the “Cincinnati Prehospital Stroke Scale” (CPSS) Clinical
Procedures CP - 14.

If the patient’s current presentation and history (last known well) are suggestive of stroke
(< 8 hours), early notification (STROKE ALERT) and rapid transport to a designated
Primary or Comprehensive Stroke Center per Hospital Transport Grid Clinical Reference
CR-13 is warranted. The “ALERT"” status declaration is made to Communications for
their assistance in notification of the Hospital that is selected by the Transport Providers.

Transport Guidelines for patients designated as “STROKE ALERT” are as follows.

If “last known well” is < 3 hours.

e These patients are transported to Hospital Facilities that are System designated
as Primary or Comprehensive Stroke Centers.

e Transporting to a Primary Stroke Center is appropriate if: the transport time to
a Comprehensive Stroke Center is > 15 minutes (approx.) longer than the
transport time to a Primary Stroke Center. This time is estimated by the
Transport Providers based upon their immediate location and known current
traffic/travel conditions. Should traffic/travel conditions deteriorate during
transport; the Providers should advise communications and divert to the nearest
Primary Stroke Center.

If “last known well” is 2 3 hours.

e These patients are transported to Hospital Facilities that are System designated
as Comprehensive Stroke Centers.

¢ Patients that present with current Stroke signs and symptoms > 8 hours are to be
transported to a Comprehensive Stroke Center for an evaluation. These patients’
are not considered Stroke Alert Patients.

Patient’s that are without a current Stroke presentation and have a history suggestive of

a T.I.A.; are to be transported to a Primary or Comprehensive Stroke Center for an
evaluation. These T. I. A. patients’ are not considered Stroke Alert Patients.
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Request for Service by
Individuals at a Hospital

Purpose:

To provide a standardized response to individuals who are at a hospital
facility capable of evaluating and treating them who contact 911 for EMS
transport to another hospital.

Application:

This clinical standard applies to individuals (not hospital staff) who are:

1. Calling from a Hospital facility, Psychiatric hospital, or
Rehabilitation facility (waiting room, emergency department, floor,
physical building/grounds, or parking facility) —AND-

2. Are currently registered to be evaluated -OR- have already been
evaluated or treated by the Emergency Department -OR- currently
under the care of a hospital.

Process:

1.

2.

3.

4.

5.

6.

7.

When a request for service is received by 911, EMS Communications
Medics will process the call in accordance with MPDS Guidelines until it's
determined that the patient meets INPTS criteria.

If it is determined that the caller meets any of the criteria described above,
the call type should be changed to Priority In-Patient Evaluation (INPT5)
and the nearest EMS Commander should be assigned to the call without a
transport unit.

EMS Communications will then contact the Hospital Department Charge
Nurse to advise that a 911 call has been received from their facility and
that an “EMS Commander” will be enroute.

Upon arrival the Commander will locate, assess the patient, and confer
with hospital staff.

If the patient meets the criteria above and, does not have a new or
unaddressed complaint the Commander should advise the patient to seek
re-evaluation at the current Hospital or Emergency Department. If the
patient does not wish to do so the Commander may, at their discretion,
decline EMS transportation of the patient.

If the patient meets criteria above and, the Commander feels the patient
would benefit from EMS transport to a different hospital they may request
a transport unit.

In all cases where patient contact is made by EMS personnel the
assessment shall be documented in the ePCR in accordance with
prescribed standards.

CLINICAL OPERATING GUIDELINES CLINICAL STANDARD
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National Registry Renewal

Standard:

To establish a process for System Credentialed Providers to maintain National Registry (NR) at
their current level regardless of System Credential level.

Purpose:

The purpose of this Standard is to provide a pathway for System Credentialed providers to
maintain their current Intermediate/AEMT or Paramedic National Registry level independent of
System Credential.

Application:

1.

Only credentialed providers in good standing with a registered System Organization may
participate in this renewal program

The provider must complete all National Registry requirements
The provider must complete all OMD-required CE at their current National Registry level

The provider must complete all OMD-required yearly skills competencies for their current
National Registry level (regardless of System Credential level). ALS skills testing
opportunities are currently offered through the Austin/Travis County EMS department.
ESDs with ALS capabilities may also skills test internally at the ALS level.
ESDs/organizations with ILS/Advanced EMT capabilities may skills test internally at the
ILS/Advanced EMT level. Skills testing sheets may be acquired through the System
Education and Professional Development Coordinator.

Each organization is responsible for certifying that all national Registry requirements are
met for each provider. A signed statement from the organization stating that the provider
has met the national Registry requirements should be transmitted to the System
Education and Professional Development Coordinator at the Office of the Medical
Director and copied to the System Clinical Operations, Practices, and Standards
Coordinator.

Upon successful completion of the entire process/program, and receipt of the certifying
e-mail, the Medical Director, at his discretion, electronically approve the National
Registry renewal

Providers that are Nationally Registered and System Credentialed at the ECS/SR or
EMT levels will continue to process applications with their organization’s training staff.

CLINICAL OPERATING GUIDELINES CLINICAL STANDARD
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Medication Administration Safety

Standard:

This standard establishes safe practices and uniform System procedures for the administration
of medications

Purpose:

To standardize the appropriate medication administration methods necessary to improve patient
safety and patient outcomes. The intention is to establish processes that will minimize the
likelihood and impact of errors associated with medication administration by preventing the error
from occurring or preventing the error from reaching the patient.

Application:

1. All medications must be administered in accordance with this Clinical Standard using the
most current System Clinical Guidelines, References, and Procedures.

a. This standard applies to all system credentialed providers.

b. This standard applies to the administration of all medications unless specifically
exempted in other System Clinical Guidelines or Procedures.

2. Each response agency must ensure all System approved medication administration
safety tools are available to providers.

a. Individual providers must have immediate access to the medication safety tools.

b. A hard copy is preferred with additional access through other means including
electronic access. As a redundancy, an alternate method for accessing the safety
tool is required.

3. The Medication Reference Tools Clinical References CR-35, CR-36, and the Medication
Administration Safety Procedure and Medication Safety Checklist contained in Clinical
Procedure CP-02 must be used each time a medication is administered to a patient.

a. The Medication Administration Safety procedure defines the methods designed to
ensure safe medication administration.

b. The Medication Administration Safety Checklist is used independently by a
second credentialed provider to verify critical information to minimize the
likelihood of a medication administration error.

c. The Medication Reference Tool is used to provide the critical information required
prior to medication administration. It does not replace the need for provider
knowledge of medications or the need for the medication information defined in
the Clinical Operating Guidelines.

d. The PediaTape device must be used to determine the estimated weight for all
pediatric patients.

4. All details of medication administration must be accurately and completely documented
in the patient care record.

CLINICAL OPERATING GUIDELINES CLINICAL STANDARD
NEW: 02.17.16 (MD 16-02) PAGE 1 of 1 CS-37
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Head Trauma, Adult

Multiple Trauma, Adult

Triage Algorithm Adult/Pediatric
Burns, Pediatric

Head Trauma, Pediatric

Multiple Trauma, Pediatric

Pediatric Medicine and Obstetrical Guidelines
Childbirth/Labor

Obstetrical Emergencies

Newly Born

Airway, Pediatric

Airway Failed, Pediatric

Respiratory Distress, Pediatric
Cardiac Arrest, Pediatric
Asystole/PEA, Pediatric

Pulseless VF/VT, Pediatric
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Legend for Table of Contents Abbreviations
Cardiac, Adult

Cardiac Arrest, Adult
Medicine, Adult
Obstetrical/Newly Born
Cardiac, Pediatric
Cardiac Arrest, Pediatric
Medicine, Pediatric
Respiratory, Pediatric
Trauma, Pediatric
Respiratory, Adult
Special Operations
Trauma, Adult
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Universal Patient Care

History: Exam:

e  Location . Primary Assessment
e  Onset . Airway

e Duration e  Breathing

e Quality e  C(Circulation

e  Radiation e Disability

e  Severity . Expose

e  Precipitating events e  Secondary Assessment
e  Modifying factors e  HEENT

e Associated symptoms e  Respiratory

e S-A-M-P-L-E e  Cardiovascular
e Past Medical/Surgery e  Abdomen

e Family e  Extremities

e Social e  Neuro

Differential:

Vascular
Infectious/Inflammatory
Trauma/Toxins
Autoimmune

Metabolic

Idiopathic

Neoplastic

Congenital

Demonstrate professionalism and courtesy

S Scene/Crew Safety/PPE
Appropriate Equipment to Patient Side
Initial Assessment/Physical Exam
S - Adult Assessment Procedure CP-06

- Pediatric Assessment Procedure CP-07

v

Vital Signs
BP, pulse, resp. rate at least every 15 minutes
Temperature if pt. with hx fever or hot to touch,
Monitor ECG, pulse ox, and ETCO2 as appropriate

v

Consider where appropriate:
Airway Guideline R-01 or PR-01
Spinal Motion Restriction Guideline U-05
Glucose Assessment Procedure CP-10

12 Lead ECG Procedure CP-01

Consider IV Guideline U-02

Qo

E Consider Cardiac Monitor P

v

©

Appropriate Clinical Guideline Adult or Pedi

Y

Contact Destination or Medical Control

if Patient does not fit a Guideline: Clinical Standard CS-01

Legend

System
Responder

B EMT -B B

S

il evmT-1 [0

P EMT-P P
YW Medical Control BV

If the patient meets any
Rapid 12 lead criteria (CR-
34): EMT providers attach
ECG electrodes ASAP and
ALS providers are to
obtain a 12 lead ECG
within 5 minutes of ALS
patient contact.

Transmit 12 Lead ASAP

Maintain all appropriate
medications and procedures
that have been initiated at

the referral agency or
institution

Minimum exam for every patient is: V/S, mental status/GCS, location of injury or complaint and pain scale.

For the dosing of medications or electrical therapy an adult is defined as = 37 Kg.
For the dosing of medications or electrical therapy a pediatric patient is < 37 Kg and also defined by the PEDIA Tape. If the patient

does not fit on the tape, they are considered an adult
Patients should be assessed for history of motion sickness and may be treated per nausea/vomiting Guideline

COG Updated: 02.04.15 (MD 14 — 09)

Clinical Operating Guideline
Version 030817 (MD 17-02)
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I\ Access

o Universal Patient Care Guideline U-01

I Intraosseous I
Procedure CP-38

Unsuccessful/Unable

Y

Legend
i System S
Yes If Cardiac A t Responder
- — ardiac Arres = EMT - B >
| EMT- |
- (1] [1]
l P EMT-P P
(Yl Medical Control Y]
> | Peripheral IV CP-28 I
v v

Successful

Unsuccessful after total 3 attempts

Y

and patient remains stable

Monitor Med Lock

Unsuccessful after 3 attempts and
patient unstable

v

Discontinue attempts and consider

| Monitor Infusion

alternate routes of treatment

Contact Destination or

Medical Control as needed

v

IO Procedure CP-38
External Jugular IV CP-27
(Adult Only)

Pearls:

e Inthe cardiac arrest patient, any preexisting dialysis shunt or external venous catheter may be used.
Intraosseous with the appropriate adult /pedi device.
May use Lidocaine 40 mg (Adult only not in cardiac arrest) (CP-38) to reduce pain of infusion.

Any prehospital fluids or medications approved for IV use, may be given through an intraosseous IV.

All' IV rates should be kept at KVO (minimal rate to keep vein open) unless administering fluid bolus/medications.
Upper extremity IV sites are preferable to lower extremity sites (except Cardiac Arrest).

Lower extremity |V sites are contraindicated in patients with vascular disease or diabetes.

Vasoactive drips should be infused through large bore IV catheter through the antecubital or larger vein

In post-mastectomy patients, avoid 1V, blood draw, injection, or blood pressure in arm on affected side.

In transported Trauma Arrest patients the 10 should be performed enroute to the hospital.

COG Updated: 02.04.15 (MD 14 — 09)

Version 030817 (MD 17-02)

Clinical Operating Guideline



Patient Safety

o Follow Universal Patient Care Guideline U-01
Legend
Refer To Minimal Equipment To Patient/Bedside Standard CS - 20 §ystem
Responder

B EMT -B B
For All Weight-Based Drug Administration refer to 3
Medication Dose Charts CR-35 or CR-36 n EMT- | n
Do Medication Administration Cross Check CP-02 for all medications P EMT-P P

Yl Medical Control Y

A 4

At the beginning of each shift document the presence of all
equipment, medications, PPE and supplies. OMD credentials on your person.

v

If supplies fall below required levels, restock at the nearest appropriate
location. If dispatched to a call that may require depleted supplies,

contact communications or your Command Staff. Medical Equipment that is System

¢ designated for multi-patient use,
should be “cleaned & disinfected’
according to manufacturers
recommendations, with an EPA

approved product after each use.

If massive depletion of supplies (e.g., post-cardiac arrest) and/or
contamination, remain out-of-service until re-supplied and clean and —
contact communications or your Command Staff.

v

Any patient care equipment (including single patient use disposables) that fails to Agencies should maintain all medical
function as it was intended while managing a patient (equipment that fails while equipment in accordance with

ona ca_ll, elthgr preventing its use on the patient or fails while attached to manufacturers recommendations

the patient) will be safely secured, removed from service, and reported to the including: periodic testing, calibrations
Office of the Medical Director (Clinical Procedure CP — 67). This does not include TR ’

medications or equipment failures due to operator error. and/or recertifying.

v

If medication error, clinical misadventure, or other adverse patient
outcome, contact the on-call Medical Director or their designee.

v

Contact Destination or

. I - Medical Control if the patent
o Appropriate Clinical Guideline — Y does not fit a Guideline
¢ Clinical Standard CS-01

Transport Patient per Patient Transport Standard CS-28, CS-31,
Appendix A-02, Reference CR-13

Pearls:
Notification Sequence:
. If an event listed in the Clinical Event Review Process requires automatic Medical Director Notification, contact the on call Medical Director or their
designee (DMO,FMO on call) immediately. These contacts should be made via Communications over a recorded line.
If any other adverse clinical outcome, notify the Medical Director or their designee (DMO on call) as soon as possible via email and/or cell phone.
The probability of disciplinary action is greatly diminished if the provider with a misadventure contacts the OMD/DMO directly.
If an error occurs without adverse patient outcome and/or a "near miss" occurs, contact your DMO or FMO or Organization’s PM/PI person.

- . L U -03
CoG Updated: 03.1115(MD 15-03)  Clinical Operating Guideline
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Deceased Person

History: Signs/Symptoms:
Past Medical History Dependent Lividity
Recent lliness Pulseless

Last seen alive Apneic
Mechanism Trauma/Medical Decapitation
Resuscitation efforts PTA Rigor Mortis

Differential:

Primary Cardiac Disease
Homicide

Diving

Trauma

Asphyxiation

o Universal Patient Care Guideline U-01

Meets System Responder
S criterion for Obvious Death S —No#» S| CPR Procedure CP-19
CS-06 or valid DNR CS-09

Yes

Y

1. Cancel unneeded First Responders
2. Reduce all others to Code 1

' v

Legend
System S
Responder
B EMT -B 2]
s (| evr-1 |
P EMT- P P

(YW Medical Control

If Provider recognizes suspicious or
traumatic cause; coordinate with Law
Enforcement CS-05.

Meets EMT-P criterion

for TOR CS-06 or CS-08

Yes

J

Continue CPR if started and
(Y Contact on call System Medical %

Director for TOR

M

Appropriate Cardiac
Arrest Guideline

Pearls:
Communications (suspicious death or assistance with family/bystanders).
members present.

Valid DNR

Rigor mortis and/or dependent lividity;

Decomposition, Decapitation, Incineration;

Obvious mortal wounds (severe trauma with obvious signs of organ destruct

Criteria for withholding resuscitation; one or more of the following is present Clinical Standard CS-06:

ion)

Patient submersion > 20 minutes from arrival first Public Safety to patient positioned for resuscitation.
Fetal death with a fetus < 20 weeks by best age determination available at scene

e Anytime a provider feels the need to have Law Enforcement on the scene they should make the request via EMS

e Victim Services should be requested via EMS Communications as soon as possible for deceased person with family

CoG Updated: 09.2116 MD 16-10)  Clinical Operating Guideline
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Spinal Motion Restriction (SMR)

The purpose of this guideline is to assist in determining if a Long Spine Board (LSB)
is to be used on the patient. The use of a C-Collar may still be appropriate and / or
necessary based upon patient complaint/condition.

Any Complaints of
Neck Pain, OR
> 65, OR, <5 ?

|
YES NO
|

Consider C- Collar

Continue Continue
Assessment Assessment

Neuro Abnormality

e Neuro. Shock

e Sensory Changes/Numbness/Tingling
e Motor Weakness/Paralysis Transport:

Trauma Alert Step 3, Mech. Of Injury (CR-30) ” g X LSB not required,
Altered Mental Status may transport with

Intoxication C-Collar only.
Distracting Injury
Spinal Tenderness
e Step Offs

e Pain with ROM
e Deformities
Language Barrier

YES
+ If there are any

doubts the default is
to apply LSB

Transport with LSB
and C-Collar (CP-58)

Pearls:

Recommended Exam: Mental Status, Skin, Neck, Heart, Lungs, Abdomen, Back, Extremities, Neuro

Consider SMR in any patient with arthritis, cancer, dialysis or other underlying spinal or bone disease.

The decision to NOT implement SMR in a patient is the responsibility of all Providers/Responders.

In very old and very young, a normal exam may not be sufficient to rule out spinal injury.

Patient’s Range of Motion (ROM) should NOT be assessed if patient has midline spinal tenderness. If ROM is assessed, the
patient should touch his chin to his chest, extend his neck (look up), and turn his head from side to side (shoulder to shoulder) without
pain.

A LSB may be used to assist in patient movement and extrication. It's use as a patient movement tool alone does not necessarily
indicate a requirement for SMR. Provider/Responder judgement and application of this Guideline will determine the need for SMR.

SMR Guidelines:

Utilization of the LSB should occur in consideration of the individual patient’s benefit vs. risk.

Whether or not a LSB is utilized, spinal precautions are STILL VERY IMPORTANT in patients at risk for spinal injury. Adequate spinal

precautions may be achieved by placement of a hard cervical collar and ensuring that the patient is secured tightly to the stretcher
ensuring minimal movement and patient transfers, and manual in-line stabilization during any transfers.

If the Provider or First Responder has a concern for spinal cord injury not addressed by these criteria; patients may be SMR at the
Provider's/Responder’s discretion. If a patient has been SMR it should not be removed pre-hospital.

COG Updated: 03.08.17 (MD 17 — 02) C”nica' Operating Guide”ne U-05
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Airway

Assess ABC's Legend
Supplemental ] Respiratory Rate, System
Oxygen PRN ~+Adequate Effort, Adequacy & Resy onder
Pulse Oximetry D

‘ B EMT - B B

il evt |1

Inadequate p EMT- P =
¢ Yl Medical Control @V

Basic Maneuvers First
- High flow Oxygen

- Open Airway/Suction ——Obstruction?
- Nasal or Oral Airway

- Bag Valve Mask (BVM)

i

Becomes Successful S FB Obstructed Airway =

Unsuccessful/lnadequate

pasenae Procedure CP-04
. Direct Laryngoscopy
Y = Continue BVM S+l Procedure CP-04A ||
B _ BIAD B
Cardiac Arrest only
Oral-Tracheal
Intubation w/Bougie ) . —
Procedure CP-47 (2) Unsuccessful > OFaned Airway Guideline
Nasal-Tracheal P Attempts R-02
Intubation
Procedure CP-44
Consider: . .
Successful——— ol | Gastric Tube | Contact Destination or

Procedure CP-32 Medical Control

Pearls:

e This Guideline is only for use in patients 2 10 yrs old or 2 37 Kg or patients longer than the PEDIA Tape.

e Capnometry (EtCO2) and pulse oximetry is mandatory with all methods of intubations. Colorimetric(EZ Cap) may be used for
initial CO2 detection when continuous capnometry is not immediately available. Document Results.

If an airway is being maintained by BVM with Pulse Oximetry 290% advanced airway is not required.

If difficult intubation is anticipated consider early use of BIAD, or assisted intubation with Bougie, Sellicks/BURP maneuver.
If intubation attempt fails CHANGE something: different blade, smaller tube size, or use adjunctive maneuver.

An intubation attempt is when the laryngoscope blade passes the plane of the teeth or the tube is inserted into the nares.
Ventilatory rate should be 10 - 12 per minute OR to maintain ETCO2 or 35-45 (when appropriate).

Maintain SMR in those patients with suspected spinal injury.

Hyperventilation in head trauma patients when herniation is suspected should be done to maintain ETCO2 of 30-35

For advanced airways secure airway.

coc updated: 071713 Mo 1305y Clinical Operating Guideline
Version 030817 (MD 17-02)



Adult Failed Airway

Two (2) failed intubation attempts
or
Anatomy inconsistent with intubation attempts.

v

Continue Good air movement
S BVM Ventilation S |[«—Yes and/or SPO2 >90% Legend
. - Do
with OPA/NPA With BVM Ventilation~ < System
| Responder
¢ No b
If SPO2 drops < 90% Y g EMT- B e
. rops = 90% One additional intubation EMT- |
or it becomes difficult
to ventilate with BVM attempt (max total 3)
7 M EMT-P |3
i ) (Yl Medical Control @Y
Facial Trauma/Swelling
that prevents use of BVM
and/or adjunct airway?
Yes * No }
I BIAD I
Surgical Airwa Y
urg y NO — | SPO2 = 90%
Procedure CP-61 |
Yes
A 4
Continue to ventilate
Via BIAD
Ventilatory rate should be 10 - 12 per S
minute to maintain ETCO2 35-45 Con'\t/la((:jt. Deisct:matloln or M
(when appropriate).and SPO2 >90% edical Contro
Pearls:

e Capnometry/Capnography (EtCO2 or Color Metric) is mandatory with all BIADS, Endotracheal intubations & Surgical airways.
Continuous ETCO2 when available should be used on all Advanced Airways. Document results and attach wave form strips
once placed on ATCEMS stretcher and just prior to hand off at Hospital.

e If an airway is being maintained by BVM with Pulse Oximetry >90%, it is acceptable to maintain basic airway measures instead
of using a BIAD or ET.

e A secure airway is when the patient is now appropriately oxygenated and ventilated.

e If aBIAD is providing good ventilatory exchange and is functioning appropriately: DO NOT REMOVE or EXCHANGE.

¢ Maintain SMR in those patients with suspected spinal injury.

e Sellick’'s and or BURP methods should be used to assist with difficult endotracheal intubations.

e Iffirst intubation attempt fails, make an adjustment and try again:

- Different laryngoscope blade - Change head positioning - Different ETT size -Different Provider

Continuous pulse oximetry should be used and documented.
Notify Destination Hospital ASAP regarding patient’s difficult or failed airway.

COG Updated: 02.06.13 (MD 12 — 10) Clinical Operati ng Guideline
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Pulmonary Edema

History: Signs & Symptoms: Differential:

e Past medical history Bilateral rales Myocardial infarction

e Medications (digoxin, lasix) Jugular vein distention Congestive heart failure
e Viagra, Levitra, Cialis Pink, frothy sputum Pulmonary embolus
[ ]

Cardiac history (myocardial Peripheral edema Pericardial tamponade
Pleural effusion

infarction, CHF) Diaphoresis Pneumonia
¢ Medication Compliance Hypotension, shock Asthma
e Dietary Indiscretion Chest pain Anaphylaxis
Respiratory distress Aspiration
Apprehension COPD

Orthopnea Toxic Exposure

. : L Legend
o Universal Patient Care Guideline U-01 <9
System
S
+ Responder

g 5min if SBP =100 ”
Yl Medical Control Y
NTG 0.4 mg SL g 5min if SBP 2100 mmHg
& NTG paste 1" to Chest Wall

If acute Ischemic

l Changes with ST
Elevation: declare a
STEMI Alert and

H 12 Lead ECG expedite transport to

Consider CPAP up to 10 with rales/ronchi - EMT - B B
indicating wet lung sounds (CP-18) n EMT- | n
Patient Assist NTG 0.4 mg SL P EMT-P 2}
I

| appropriate

Consider
: - STEMI Center.
H I .
ML t,? 238133'&%‘35 IF SYMPTOMS PERSIST Transmit 12 Lead ASAP
Enalaprilant (Vasotec) 1.25 mg IV
if SBP = 140 mmHg
M Contact Destination or M
Medical Control
e Pearls:
e Avoid Nitroglycerin in any patient who has used Viagra or Levitra in the past 24 hours or Cialis in the past 48

hours due to possible severe hypotension.

Do not administer Vasotec to patients who are pregnant or may be pregnant.

Careful monitoring of level of consciousness, BP, and respiratory status with above interventions is essential.
Consider myocardial infarction in all these patients. If suspected give ASA.

Allow the patient to be in their position of comfort to maximize their breathing effort.

COG Updated: 020415 (MD 14-09)  Clinical Operating Guideline
Version 030817 (MD 17-02)




Respiratory Distress

History: Signs & Symptoms: Differential:
e Asthma, COPD, CHF, Stroke | e Shortness of breath e Asthma/COPD (Emphysema, Bronchitis)
e Home treatment (oxygen, e Pursed lip breathing e Anaphylaxis
nebulizer) e Decreased ability to speak e Aspiration
e Medications compliance e Increased respiratory rate and e Pleural effusion
(theophylline, steroids, effort e Pneumonia
inhalers) e Wheezing, rhonchi, rales, stridor e Pulmonary embolus
e Toxic exposure, smoke e Use of accessory muscles e Pneumothorax
inhalation. e Fever, cough e Cardiac (Ml or CHF)
e Occupation e Tachycardia e Pericardial tamponade
o Travel e Hyperventilation
¢ Inhaled toxin (Carbon monoxide, etc.)
O Universal Patient Care Guideline U-01 Legend
v System s
o Airway Respiratory/Ventilatory Insufficiency? Responder
Guideline R-01 [*——Yes ETCO2 and Pulse Oximetry if available B EMT - B B
Pulmonary * n EMT n
Edema «——VYes Rales or signs of CHF? P EMT- P P
Guideline R-03 I Yl Medical Control [l
No
4
Stridor Position of comfort —Wheezing

l H Assist with patient MDI -or-

H Nebulized Normal Saline 3mL Albuterol 2.5mg Neb

B Continuous Neb as needed B
* Consider CPAP at 5 (CP-18)
Epi Neb (2mg of (1mg/mL) (if refractory to NEB)
mixed into 1 mL NS) Albuterol 2.5 mg with
Consider 12 lead ECG Ipatropium Bro. 0.5 mg Neb x1
Methylprednisolone 125 mg IV -

Consider 12 lead ECG =)

¢ P Methylprednisolone 125 mg IV

v

Magnesium Sulfate
2 grams |V place into 50mI/NS
and infuse over 20 min

< 50 years old Epi 0.3 mg (Img/mL) IM

2 50 Years Contact Destination
M or Medical Control M
Consider: Epi 0.3 mg (1mg/mL) IM

Pearls:

e ETCO2 & Pulse Oximetry must be monitored continuously if initial saturation is less than 95%, or there is a decline in
patient’s status despite normal pulse oximetry readings.

e Consider contacting Medical Control if patient is refractory to therapy.

e Asilent chest in respiratory distress is a pre-respiratory arrest sign.

e Chronic COPD may have elevated CO, at baseline. Utilize assessment to determine worsening / impairment.

coG Updated: 053117 MD17-03)  Clinical Operating Guideline
Version 030817 (MD 17-02)




Cardiac Arrest

<

h 4

History: Signs and Symptoms: Differential:
e Events leading to arrest e Unresponsive e Medical vs. Trauma
e Estimated downtime e Abnormal breathing (gasps) e VF
e Past medical history e Pulseless e Pulseless VT
e Medications e Lividity or rigor e Asystole
e DNR/Hospice e PEA
e Bystander CPR e Profound Hypotension
e AED use
o Universal Patient Care Guideline U-01 Legend
System
" Responders
Deceased Person | o Yes S |Criteria for withholding Resuscitation?| S B EMT - B B
O Guideline U-04 I
5 I VA 1
\ 4 P EMT- P P
S CPR Procedure CP-19 S Y Medical Control BN
AT ANY TIME:
Return of Spontaneous Circulation ¢
Declare a Resuscitation Alert
ALS Onscene?
Go to:
Post Resuscitation Guideline CA-05
No Yes

Assess Rhythm

Y

AED Procedure CP-03 and

[ )

e o o o

S Immediately Resume CPR Procedure CP-19 S o Go to appropriate Guideline:
Check pulse g 2 minutes with AED prompts Ventricular Fibrillation/Pulseless
ONLY Ventricular Tachycardia CA-03
Asystole/Pulseless Electrical Activity CA-02
Pearls:

Success is based on proper planning and execution. Procedures require space and patient access. Make room to work.
Reassess airway frequently and after every patient move.
Immediate and Adequate compressions with timely defibrillation are the keys to success.

Do not interrupt compressions for airway placement, ventilation, medication administration.
Perform Cardiac Arrest Checklist during resuscitation.
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Asystole/PEA

History: Signs and Symptoms: Differential:
e Past medical history e Pulseless e Medical or Trauma
e Medications e Abnormal Breathing (gasps) e Hypoxia
e Events leading to arrest e No electrical activity on ECG e Potassium (hyper/hypo)
e End stage renal disease ¢ No auscultated heart tones e Drug overdose
e Estimated downtime e Acidosis
e Suspected hypothermia e Hypothermia
e Suspected overdose ¢ Equipment settings/ problems
e DNR e Obvious Death
o Cardiac Arrest Guideline CA-01 Legend
System
S CPR Procedure CP-19 S S| Responder |°
l N EMT-B |
il evmt-1 |1
Check rhythm and pulse g 2 minutes P EMT- P P
. . Yl Medical Control Y
Epinephrine
ﬂ 1 mg (0.1mg/mL) IV/IO g 4 minutes ﬂ
+ > | Look for treatable causes:
| Asysltole. | YES >Hypoxia
Narrow PEA NO Wide PEA Hypothermia
| Hypovolemia
QRS <0.12 sec. * * QRS > 0.12 sec. N/S 1L bolus IV/IO
N/S 1L bolus IV/IO E Sodium Bicarbonate Hypoglycemia
May repeat x1 1meq/kg IV/IO (CR-35) Dextrose Infusion:
Consider Mechanical Causes: Consider Metabolic Causes: D10W Premixed 250mL Bag,
o Cardiac Tamponade e Severe Hyperkalemia . 'Titrate to patient condition and response.
e Tension Pneumothorax e Acidosis Acidosis
e Mechanical Hyperinflation e OD Calcium Channel Blocker Sodium Bicarbonate 1meq/kg IV/IO
o Pulmonary Embolism e Acute Ml Pump Failure (CR-35) .
e Hypovolemia Hyperkalemia
| | Calglum C?hlorlde 1g IV/IO
* Sodium Bicarbonate 1meg/kg IV/IO
(CR-35)
No———— ROSC? «¢—OD Calcium Channel Blocker
i Calcium Chloride 1g IV/IO
Yes Tension Pneumothorax
\ 4 Chest Decompression
(_30n5|d_er Cr.|ter|a for o Post Resuscitation Guideline CA-05
Discontinuation CS-08

AT ANY TIME

Change in Rhythm go
Contact On Call M to Appropriate Guideline
System Medical Director as needed
Pearls:

e Always confirm asystole in more than one lead.
e Correctable causes must be considered and addressed.
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Ventricular Fibrillation & Pulseless
Ventricular Tachycardia

History: Signs and Symptoms: Differential:
e Estimated Down Time e Unresponsive, Apneic, Pulseless e Asystole
e Past Medical History e Ventricular fibrillation or ventricular | e  Artifact / Device Failure
e Medications tachycardia on ECG e Cardiac
e Events leading to arrest e Endocrine / Medicine
e Renal Failure / Dialysis e Drugs
¢ DNR e  Pulmonary
Q Cardiac Arrest Guideline CA - 01 o Legend
AT ANY TIME
* Change in Rhythm go to S System
Appropriate Guideline. (If Responders
Defibrillation Procedure q2 minutes: Persistant V-Fib/Tach
S |AED or Max. Energy Setting for manual device.| S reoceurs return to B EMT - B B
Immediately Resume CPR Procedure CP-19 Guideline CA — 06) n EMT- | n
Check rhythm and pulse g 2 minutes ONLY ) EMT- P )
¢ (Yl Medical Control ¥l

Epinephrine 1mg (0.1mg/mL) IV/IO
Repeat g 4 minutes

Amiodarone 300mg IV/IO push
Repeat in 4 min at 150 mg IV/IO push x 1

Refractory to 2 5 shocks, Administered 450mg | ves | JPersistent V-Fib/Tach Guideline
Amiodarone, and V-fib/tach NEVER converted? o CA —06

T o
Lidocaine 1.5 mg/kg IV/IO every 4 minutes
until Max dose = 3mg/kg (CR-35)

Consider :
Magnesium Sulfate 2 grams slow IV/IO push
Calcium Chloride 1 gram IV/IO
Sodium Bicarbonate 1 meg/kg IV/IO (CR-35)

If hyperkalemic arrest suspected consider
early use of Calcium and Sodium Bicarbonate

Post Resuscitation
ROSC? Yes Guideline CA - 05

¢ No
M ON Call System M
Medical Director
Pearls:

ECAs, EMT-Basics and EMT-Intermediates may only use automated defibrillation (AED).

Reassess and document ETT/BIAD placement after every move and at transfer of patient care.
Continuous ETCO2 should be initiated as soon as practicable.

Calcium and sodium bicarbonate should be given early if hyperkalemia is suspected (renal failure, dialysis)
Tx priorities: uninterrupted compressions, defibrillation, then IV/IO and airway control.

Polymorphic VT (Torsades) may benefit from magnesium sulfate.

Effective CPR and prompt defibrillation are the keys to successful resuscitation.

Magnesium Sulfate slow push is over 5 minutes

If Lidocaine converts: contact OLMC for additional bolus doses of 1.5 ma/ka 1V.
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Induced Hypothermia

History: Signs and Symptoms: Differential:

e Non-Traumatic Cardiac Arrest | e Return of pulse Continue to address specific
differentials associated with

original dysrhythmia

Return Of Spontanous Circulation (ROSC) Legend
— v s System =
OP(()BSJi(?SITrﬁ%fggn «No— Criteria for Induced Hypothermia (see Pearls)? Responder
Y| B EMT -B B
es
: I YA
Complete Induced Hypothermia Checklist CR-14 P EMT-P P
Yl Medical Control Y
\ 4
S Expose patient S
Apply Ice Packs to Axilla, Neck & Groin
Sedation: Midazolam: 2.5 — 5.0 mg IV/IO OR 5 mg IM/IN
May repeat PRN max total dose 10 mg with
SBP > 100 mmHg
Vecuronium 0.1 IV/IO mg/kg to max of 10 mg
(with Advanced Airway only) (CR-35)
= : = © ATANYTIME
Cold Saline Bolus 30 mL/kg Loss of Spontaneous
to max of 2 liters Circulation:
Perform 12 Lead ECG go to appropriate
Activate STEMI Alert & Transmit 12 Lead PRN Clinical Guideline
Norepinephrine (Levophed) CR-03
2-12 mcg/min IV Infusion titrated to MAP > 65
Early Notification to
M y M

Resuscitation Center

Pearls:

Criteria for Induced Hypothermia:
- ROSC after cardiac arrest not related to trauma or hemorrhage.
- Weight > 37 Kg
- Initial temperature > 34C (93.2 F)
- Patient unable to follow commands

If patient meets other criteria for induced hypothermia and does not have advanced airway, immediately provide cooling.
If patient is hypotensive do not administer sedative/paralytic. Initiate volume replacement with cold saline.

When exposing patient for purpose of cooling undergarments may remain in place to preserve the patient's modesty.
Reassess airway frequently and with every patient move.

Patients develop metabolic alkalosis with cooling. Do not hyperventilate.

These patients should only be transported to Resuscitation Centers of Excellence.

Notify destination ASAP when this Guideline is utilized so that the receiving unit can prepare to receive patient.

Cold Saline should be infused @ 100ml/min.

If Vecuronium is used for patient care for Induced Hypothermia then Midazolam MUST also be used. If Midazolam is
contraindicated then do not administer Vecuronium.
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Post Resuscitation

History:
e Respiratory Arrest
e Cardiac Arrest

Signs & Symptoms:
e Return of pulse

Differential:

e Continue to address specific
differentials associated with
original dysrhythmia

Repeat Primary Assessment

and remove ITD if not done already. If using LUCAS
Device: release and retract Compression Pad Legend
* System
o Hy'gg#}%?ﬂ“a Is patient a candidate for induced Responder
Guideline CA-04  |#—Yes hypothermia? B EMT -B 2]
|
v e [
v
_ _ P EMT- P P
Continue ventilatory support .
- S202 >94% but<100% (YW Medical Control Y
» S - ETCO2 >20 S
- Resp Rate < 12
DO NOT HYPERVENTILATE
o Airway Guideline R-01 DeCIa,I:e a. Resusmtgﬂon
Alert” at time of patient
i movement
ﬂ Cardiac Monitor & 12 Lead ﬂ
v v v
Hypotensive Significant Ectopy Bradycardia

Hypotension
Guideline M-11

%

Wide Complex Tachycardia
Guideline C-05

Bradycardia
Guideline C-02

v

>

Pearls:

If arrest reoccurs, revert to
appropriate Guideline and/or
initial successful treatment

¢

v
Notify Destination or
Contact Medical Control

These patients must be stabilized

®  Hyperventilation is a significant cause of hypotension and cardiac arrest in the post resuscitation phase and it must be avoided.
®  Most patients immediately post resuscitation will require ventilatory assistance. Oxygen should be titrated to SaO2 of >94 but <100%.

®  The condition of post-resuscitation patients fluctuates rapidly and continuously, and they require close monitoring. Appropriate postresuscitation
management can best be planned in consultation with medical control.
® Common causes of post-resuscitation hypotension include hyperventilation, hypovolemia, pneumothorax, and medication reaction to ALS drugs.

®  Significant ectopy is defined as a dysrhythmia that meets treatment criteria as part of another Guideline.
rior to moving and should only be transported to Resuscitation Centers of Excellence.

COG Updated: 02.06.13 (MD 12 — 10)

Clinical Operating Guideline

Version 030817 (MD 17-02)

CA -05



Persistent Ventricular Fibrillation &
Pulseless Ventricular Tachycardia

Legend
s System
Responders
e Refractory to = 5 shocks -AND- B EMT -B B
e Administered 450mg Amiodarone -AND- n EMT- | n
e V-fib/pulseless V-tach NEVER converted
P SRR 3 EvT-P G
+ VYl Medical Control W%
OChange in Double Sequential External Defibrillation
Rhythm go to Procedure (CP-68) [Immediately ROSC?
Asystole/PEA Resume CPR Procedure] May repeat PRN
Guideline CA - 02

Check rhythm and pulse g 2 minutes ONLY

¢ Yes

V-fib/V-tach persists?

i

Lidocaine 1.5 mg/kg IV/IO every 4 minutes \i
until Max dose = 3mg/kg (CR-35)

Post Resuscitation
i Guideline CA - 05
Consider :

Magnesium Sulfate 2 grams slow IV/IO push A
Calcium Chloride 1 gram IV/IO
Sodium Bicarbonate 1 meg/kg IV/IO (CR-35)

If hyperkalemic arrest suspected consider
early use of Calcium and Sodium Bicarbonate

'

ROSC? Yes

T
No

v

ON Call System
Yl Medical Director i
PRN

Pearls:

Continuous ETCO2 should be initiated as soon as practicable.

Calcium and sodium bicarbonate should be given early if hyperkalemia is suspected (renal failure, dialysis)

Tx priorities: uninterrupted compressions, defibrillation, then IV/IO and airway control.

Polymorphic VT (Torsades) may benefit from Magnesium Sulfate. Slow push is over 5 minutes

Effective CPR and prompt defibrillation are the keys to successful resuscitation.

Prior to double sequential external shocks providers should verify that defibrillation pads are well-adhered to the patient and that they do not touch.
Prolonged cardiac arrests may lead to tired providers and decreased compression quality. Ensure compressor rotation, summon additional resources as needed,
and ensure provider rest and rehab during and post-event.

Continue to use primary monitor for all event recording and data capture.

Primary monitor ONLY is uploaded into e-pcr.

Once criteria for DSED are met subsequent shocks should be delivered as DSED

If Lidocaine converts: contact OLMC for additional bolus doses of 1.5 ma/kg IV.
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Chest Pain, Suspected
Acute Coronary Syndrome

History: Slgns & Symptoms: Differential:
e Take: Viagra, Levitra, Cialis Pain or pressure between navel and jaw e Angina vs. Myocardial infarction
e Past medical history (MI, e “Heart racing”, “palpitations”, or “heart too slow” Pericarditis
Hypertension, Hyperlipidemia,  CHF signs and symptoms e Pulmonary embolism
Angina, Diabetes, Post * Syncope ‘ ¢ » e Asthma/COPD
Menopausal) . gﬁ‘:‘ﬁﬁ V\ﬁza?rﬁﬁs I(nj)tst)\);iiirss r%s iratory cause) ®  Pneumothorax
[ ] . . .
e Family HX cardiovascular disease y 9 P y e Aortic dissection
< 55 years old e Gl reflux or Hiatal hernia
e Chest Pain with exertion e Esophageal spasm
e Smoker e  Chest wall injury or pain
e Stimulants e Pleuritic pain
e Overdose (Cocaine)
If the patient meets
any Rapid 12 lead o Universal Patient Care Guideline U-01
criteria (CR-34): EMT
providers attach ECG Aspirin 324 mg PO X1 Legend
electrodes ASAP and S _ Oxygen S System
ALS providers are to Titrate to Sa02 >94% but <100% Responder S
obtain a 12 lead ECG Apply 12 Lead ECG electrodes .
within 5 minutes of if trained and equipped Procedure CP-01 [\ B EMT - B B

ALS patient contact. + n EMT- | n
¢—STEMl—E 12 Lead ECG within 5 min. of Pt. contact E P EMT- P P

+ YW Medical Control ¥

Declare a"STEMI Alert”, | [Nz ~EaUENLAssISLNTG SL 0.4 mg q smin - {5
. . if SBP = 100 until patient is pain free
<15 minute on-scene time : : :
and initiate transport NTG SL 0.4 mg g 5min until pain
to appropriate free & apply NTG paste 1"
STEMI Center Hold all nitrates if SBP < 100
Tf_af‘_sm” 12 Lead ASAP Inferior wall Ml consider:
Clinical Standard CS-33 P Normal Saline 250- 500 mL P batient develon:
Appendix A-02 May repeat x 1. atient may develop:
Hypotension

Y

Fentanyl: 1 mcg/kg IV/IM/IN up to 100 mcg may o NIV
repeat 50 mcg g 10 min (Max total 300 mcg)
SBP > 100mmHg (CR — 35). As needed until
improvement.

Contact System Medical Director or M
Destination as needed

Dysrhythmia

Treat per appropriate
Clinical Guideline

WY

Pearls:

e Do not administer Nitroglycerin in any patient who has used Viagra (sildenafil) or Levitra (vardenafil) in the past 24 hours or Cialis
(tadalafil) in the past 48 hours due to potential severe hypotension.

Refer to STEMI Alert or ACS Consultation Criterion listed in Clinical Standard CS — 33.

If patient has ECG changes, or is going directly to cardiac cath lab, attempt to establish a second IV but do NOT delay transport.
Monitor for hypotension and respiratory depression after administration of nitroglycerin and fentanyl.

Diabetics and geriatric patients often have atypical pain, or only generalized complaints.

Hypersympathetic state from stimulant abuse usually presents with sustained HR >120 bpm and HTN. If chest pain occurs in setting of
stimulants utilize benzodiazepine per Overdose/Toxic Ingestion Guideline in addition to above.

e ETCO2 if multiple doses of Narcotic Medication administered

coG Updated: 021716 MD16-02)  Clinical Operating Guideline
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Bradycardia

History:
e Past Medical History
e Medications
= Beta Blockers
=Calcium Channel Blockers
=Digoxin
= Cholineregics
=Clonidine
e Pacemaker
e Events prior to onset

HR <60/min with signs of hypoperfusion
e Hypotension

Acute altered LOC

Chest pain

CHF

Syncope

Signs & Symptoms: Differential:

Acute Ml/Ischemia

Hypoxia

Pacemaker Failure
Hypothermia

Sinus Bradycardia
Electrolyte Abnormality (K+)

CVA, increased ICP, Head Injury

Sick Sinus Syndrome
AV Blocks
oD

o Universal Patient Care Guideline U-01

Legend

Y

S
B
[0]
p
M

System
S Responder
12 Lead ECG
H B EMT - B
Monitor and HR < 60 with symptoms: hypotension, acute n EMT- |
<«——No ;
reassess altered LOC, chest pain, acute CHF? p EMT- P
Yes + YW Medical Control
I Suspected Ca Channel Blocker OD ? —
No Yes
IV'NS 500mL Bolus Calcium Channel Blocker OD:
| May repeat PRN to SBP 2100 mmHg | Yl Calcium Chloride 1gramIv Y]
(max. 2 Liters) Over 10 minutes
TCP consider Sedation: Midazolam: 2.5 -5.0
mg IV/IO OR 5 mg IM/IN May repeat PRN
(max total dose 10 mg) with SBP > 100 mmH
Consider Atropine 0.8 mg q 3 minutes
max of 0.04 mg/kg
if TCP not immediately available

v

=

2-10 mcg/min 1V Infusion titrated to MAP > 65

Epinephrine CR-04 .

v

M as needed

M
ON Call System Medical Director

Pearls:

1V Glucagon = Emesis

The use of lidocaine in heart block can worsen bradycardia and lead to asystole and death.
Treatment of bradycardia is based on the presence of symptoms. If asymptomatic, monitor only.
The use of Atropine for bradycardia in the presence of an MI may worsen ischemia.
Consider treatable causes for bradycardia (Beta blocker OD, Calcium channel blocker OD, etc.) - treat appropriately
Assure patient is adequately oxygenated.

If wide complex bradycardia consider hyperkalemia.
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Narrow Complex
Tachycardia with Pulses

History: Signs and Symptoms: Differential:
¢ Medications e QRS lessthan 0.12 sec e Heart disease (WPW, Valvular)
(Aminophylline, Stimulants, e Rate related (Dizziness, CP, SOB e  Sick sinus syndrome
Thyroid supplements, Syncope / near syncope) e  Myocardial infarction
Decongestants, Digoxin) e  Electrolyte imbalance
e Diet (caffeine, chocolate) e  Exertion, Pain, Emotional stress
e Drugs (nicotine, cocaine) e Fever
e Past medical HX (A-fib, COPD, CAD, e  Hypoxia or Anemia
PSVT) e Hypovolemia
e Drug effect / Overdose (see Hx)
e Hyperthyroidism
e  Pulmonary embolus
. . - Legend
& Universal Patient Care Guideline U-01
| System
Wide Complex QRS greater than Responder
fachycardia Guideline |€——— Yes 0.12 sec OR B EMT -B B
- History of WPW
c-05 A | evt-1 i
Pre-Arrest NO
(Severely altered or ! Stable P EMT-P P
N Ipable BP .
© pajpable BF) (YW Medical Control Y]
Y v
Sedation: Midazolam: 2.5 - 5.0 mg IV/IO OR E 12 Lead ECG E
5 mg IM/IN May repeat PRN max total dose
10 mg with SBP > 100 mmHg Afib with RVR SVT
Synchronized Cardioversion With rate > 150 With rate > 150

- And/or Symptomatic
at Max. Energy Setting And BP > 90

Repeat @ Max. PRN

And/or Symptomatic
And BP >90

Valsalva's maneuver

And/ciag:q;tsoomauc _ Adenosine
And BP > 90 12 mg rapid IV repeat x 1 (Max. 24 mg)

usel0 mL flush after each dose

Diltiazem 0.25 mg/kg IV over 2 min. *
(Max = 20 mg) & BP > 90 (CR-35) NO Converted to NSR?

If unsuccessful after 15 min. |
Diltiazem 0.35 mg/kg over 2 minutes Yes
(Max = 25 mg) & BP > 90 (CR-35) v

Change in rhythm,
O go to appropriate

12 Lead ECG Contact Destination or

Guideline
bearl after rate control and/or conversion Medical Control
earis:

If patient has history of or 12 Lead ECG reveals Wolfe Parkinson White (WPW), DO NOT administer Diltiazem.

Use caution in patient currently on antihypertensive medication

Adenosine may not be effective in identifiable atrial flutter/fibrillation, but is not harmful.

Monitor for hypotension after administration of Diltiazem.

Monitor for respiratory depression and hypotension associated with Midazolam.

Document all rhythm changes with monitor strips and obtain monitor strips with each therapeutic intervention.

Continuous pulse oximetry is required for all Atrial Fibrillation Patients.

Maximum Physiologic HR calculation 220 minus (-) age in years = Max HR

Rapid ventricular response is defined as rate > 100 however rate related signs and symptoms are uncommon with HR < 150/min in
patients with healthy heart. Consider rate control at lower heart rates if symptomatic.

NEwcoe: 053117 Mp17-03)  Clinical Operating Guidelines Cc-03
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Wide Complex Tachycardia With A Pulse

History: Signs and Symptoms: Differential:
e Past medical history / medications, | ® Ventricular Tachycardia on ECG (Runs or e Artifact / Device Failure
diet, drugs Sustained) e Cardiac
. Conscious, rapid pulse .
e Syncope / Near syncope «  Chest Pain, Shortness of Breath  Endocrine/Electrolyte
e Palpitations e Dizziness e Hyperkalemia
e Pacemaker e  Rate usually 150-180 bpm for sustained e Drugs/Toxic exposure
e Allergies: Lidocaine / Novocaine V-Tach e Pulmonary disease
e CAD, CHF, Cardiomyopathy
: : - Legend
o Universal Patient Care Guideline U-01
System
Responder
h 4 B EMT - B B
Appropriate -
OPOpIae  le—No Palpable Pulse and QRS >0.12 sec? ] EmT-1 |
| P EMT-P P
Yes Y@ Medical Control gi¥
Unstable/Pre-Arrest | Stable
Severely altered or l
no palpable radial pulse
12 Lead ECG
Sedation:Midazolam: 2.5 — 5.0 mg Amiod 150 v 10 mi
IV/IO OR 5 mg IM/IN May repeat O 0 g et minutes.
PRN (max total dose 10 mg) with ay repeat XI p rzgg min
SBP > 100 mmHg (max. total dose mg)
Synchronized Cardioversion No *
at Max. Energy Setting . s
Repeat @ Max, PRN Patient Stable ~
Refractory to Amiodarone therapy ?
Amiodarone 150mg IV over 10 min. |
May repeat x2 150 mg 10 min Yes
(max. total dose 450 mg) \/
Lidocaine 1.5 mg/kg IV q 5 min
(Max 3 mg/kg) (CR-35)
12 lead ECG after conversion If torsades de pointes consider:
Magnesium Sulfate 50% 2 grams
Slow IV/IO push over 5 min
Contact Destination
or Medical Control
Pearls:
e For witnessed / monitored ventricular tachycardia, try having patient cough
e Slow wide complex consider Hyperkalemia
e |If Lidocaine converts: contact OLMC for additional bolus doses of 1.5 ma/kg IV.
e Maximum dose of antiarrhythmic should be given before changing antiarrhythmic.
¢ If hyperkalemia or tricyclic OD consider Sodium Bicarbonate 1 mEq/kg early in intervention.
e Amio. Infusion 3mL (150mg) dose of medication in 50 mL N/S in an IV burette/60 gtts set. Infuse @ 300 gtts/min (CR-2)
e Amiodarone: allow 10 minutes after dose completed before next dose.
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Abdominal Pain

History: Signs & Symptoms: Differential:
e Age e Pain e  Pneumonia or Pulmonary embolus
e LMP/Pregnancy e Nausea/Vomiting e Liver (hepatitis, CHF)
e Past medical / surgical history e Diarrhea e Peptic ulcer disease / Gastritis
e Medications e Dysuria * f/lallbla?jc_ielrl tarcti
e Last meal eaten/type of food e Constipation yocardia: fntarction
e Llastb | t/ i e Vaginal bleeding / discharge *  Pancreatitis
ast bowel movement / emesis «  Kidney Stone
e Pregnancy e Abdominal aneurysm
« Fever e Appendicitis
e Bladder / Prostate disorder
e Pelvic (PID, Ectopic pregnancy, ovarian cyst)
e Mesenteric ischemia
e Diverticulitis
e Bowel obstruction
e  Gastroenteritis (infectious)
. . o Legend
OUmversaI Patient Care Guideline U-01 -9
System
S S
¢ Responder
. , B EMT -B B
v Orthostatic Vital Signs
es . -
¢ Procedure CP-48 or Lightheaded? II EMT- | II
| M EMT-P i
Hypotension Guideline Y8 Medical Control Y
No
M-11 *
Yes Nausea/vomiting?
Nausea & Vomiting C_:onsu_jer. .
Guideline M-13 Chest Pain Guideline C-01
Pain Guideline M-16
M Contact Destination M
or Medical Control PRN
Pearls:

e Abdominal pain in women of childbearing age should be treated as an ectopic pregnancy until proven otherwise

e The diagnosis of abdominal aneurysm should be considered with abdominal pain in patients over 50 Y/O.

e Orthostatic v/s need not be assessed on obvious Hypotensive patients.

e Mesenteric ischemia presents with severe pain with limited exam findings. Risk factors include age > 60, atrial fibrilation,
CHF and atherosclerosis.
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Allergic Reaction

History: Signs & Symptoms: Differential:
e Medication history e Edema/ Voice Changes e Urticaria (rash only)
e  Onset and location e ltching or hives e Anaphylaxis (systemic effect)
e  Past medical history e Coughing / wheezing or respiratory e Shock (vascular effect)
e Past history of reactions distr e  Angioedema (drug induced)
e New clothing, soap, detergent Istress L e  Aspiration / Airway obstruction
e New environment ° Che'St or throat co'nstrlctlon e  Vasovagal event
e Medication allergy / exposure e Difficulty swallowing e CHF
e  Food allergy / exposure e Hypotension or shock e Asthma or COPD
e Insect sting or bite
OUniversaI Patient Care Guideline U-01
.I . I
Severe Respiratory Distress Mild to Moderate Dist Hives/Rash only
and/or Hy+poten5|on icfo Moderate DISTress No Respiratory Distress
S Patient Assist S - Albuterol 2.5 mg Neb, = | Diphenhydramine |
Adult EPI Pen - continuous if needed = 25 mg IV/IM/PO
S Epi0.3mg (Img/mL) IM [= Diphenhydramine Reassess patient
= or Adult EPI Pen = | 50 mg IV/IM
Consider NS bolus titrated to !
perfusion ( SBP 2 100 mmHgQ)
Cardiac Monitor
Methylprednisolone
125 mg IV
Continue to reassess airway Legend
s System S
. : . Responder
Continued distress or evidence of shock
v B EMT -B B
Consider CPAP (1] EMT- | (1]
Max. 5 cm H20 PEEP P EMT-P p
\YW Medical Control @V
Epi 0.3 mg (1mg/mL) IM May repeat g 5
0 10 min. (additional dosing is titrated to
the patients continuing response to a
severe reaction) Max total Epi 1.2 mg
M Contact Destination or M
Medical Control
Pearls:

®  These patients should receive a 12 lead ECG and should be continusly monitored.

® Any patient with respiratory symptoms or extensive reaction should receive IV or IM diphenhydramine.
® The shorter the onset from exposure to symptoms, the more severe the reaction.

e Cold pack to bite or sting site.
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Altered Menta

Status

to observe them for repeat hypoglycemic episodes.

History: Signs/Symptoms: Differential:
e Known diabetic, medic alert | e Decreased mental status *  Head trauma S
. . . CNS (stroke, tumor, seizure, infection)
tag _  Change in baseline mental status | . cardiac (I, CHF)
e Drugs, drug paraphernalia e Bizarre behavior e Infection
e Report of illicit drug use or e Hypoglycemia (cool, diaphoretic e Thyroid (hyper / hypo)
toxic ingestion skin) . Shock (septic, metabolic, traumatic)
. . . . . Diabetes (hyper / hypoglycemia)
* Past medical history e Hyperglycemia (warm, dry skin; «  Toxicologic/Carbon Monoxide
e Medications fruity breath; Kussmaul resp; e  Acidosis / Alkalosis
e History of trauma signs of dehydration) +  Environmental exposure
e Change in condition ¢ Pulmonary (Hypoxia)
. Electrolyte abnormality
. CO/Cyanide
0 Universal Patient Care Guideline U-01 Legend
System
y Responder
o Consider B EMT -B B
Spinal Motion Restriction Guideline U-05 n EMT- | n
P EMT- P P
A YW Medical Control ¥
No - Glucose Assessment Procedure CP-10
>
Glucose <50 'Glucose 300 or
Signs of dehydration
Glucose 50 - 300
Oral Glucose 15 grams if
S | patient is not obtunded. May | S Assess I IV NS 1000 mL Bolus I
repeat x1 q 15 minutes Cardiac Monitor
v & 12 Lead ECG Cardiac Monitor
¢ & 12 Lead ECG
Dextrose Infusion
D10W Premixed 250mL Bag, . . . .
Titrate to patient condition and Consider dlfferer_ltlal_s listed above and
| response. | Guidelines:
o Seizure M-17
If no IV access Overdose M-15
Glucagon 1 mg IM Behavioral M-05
* Fever (poss. Septic) M-09
Stroke M-18
— Return to baseline ?
Yes # l
. Contact Destination or
Monitor and Reassess .
Medical Control
Pearls:
e Be aware of AMS as presenting sign of an environmental toxin or Haz-Mat exposure and protect personal safety.
e Itis safer to assume hypoglycemia than hyperglycemia if doubt exists. Recheck blood glucose after Dextrose or Glucagon.
e Do not let alcohol confuse the clinical picture. Alcoholics frequently develop hypoglycemia.
e Hyperglycemia is treated with fluids. These patients are volume depleted, glucose will begin to clear with adequate hydration.
e Patents on oral hypoglycemics are at risk for repeat episodes of hypoglycemia, monitor closely and encourage transport.
o If hypoglycemic patients have returned to baseline and wish to refuse care make certain that the patient eats and that there is someone
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Back Pain

History: Signs & Symptoms: Differential:
o Age e Pain (paraspinous, spinous process) | ®  Muscle strain
e Past medical history o Swelling e Herniated disc with nerve compression
e  Past surgical history e Pain with range of motion e Sciatica
e Medications e  Extremity weakness e Spine fracture
e  Previous back injury e  Extremity numbness e Kidney stone
e Traumatic mechanism e Shooting pain into an extremity e Pyelonephritis (Kidney infection)
e Fever e Bowel / bladder dysfunction e Aneurysm/Thoracic Dissection
e Saddle paresthesia e Unirary retention or incontinence | ® Pneumonia
e Back surgery (hardware) of urine/stool e ACS
e Cauda equina
e Epidural abscess
e Pancreatitus
Legend
System
niversal Patient Car ideline U-01
OU ersal Patient Care Guideline U-0 Responder
B EMT -B B
, I T
Injury or traumatic mechanism consider P EMT- P P
Spinal Motion Restriction Guideline U-05 Wl \edical Control BY
Consider IV NS 500mL Bolus
| if hypotensive or shock |
May repeat PRN
to SBP =100 mmHg (max. 2 Liters)
A 4
o Pain Control Guideline M-16
M Contact Destination M
or Medical Control
Pearls:

e Abdominal aneurysms may present as back pain and are a concern in patients over the age of 50
e Any new bowel or bladder incontinence is a significant finding which requires immediate medical evaluation
e In patient with history of IV drug abuse or pain management injections a spinal epidural abscess should be considered.
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Behavioral

History: Signs & Symptoms: Differential: _ _
e Situational crisis e Anxiety, agitation, confusion * Altered Mental Status differential
e  Psychiatric illness/medications e Affect change, hallucinations * Hypoxia L
. . - e Alcohol Intoxication
e Injury to self or threats to others e Delusional thoughts, bizarre e Toxin / Substance abuse
* Medicalerttag behavior e Medication effect / overdose
e  Substance abuse / overdose e Combative violent e  Withdrawal syndromes
e Diabetes e  Expression of suicidal/homicidal e Depression
e Past medical/Family thoughts e Bipolar (manic-depressive)
e Schizophrenia, anxiety disorders, etc
| Scene Safety | Legend
Consider Guidelines: S m
Overdose M-15 y ReSSy;(gider
Head Trauma T-06 : : Py _
Excited Delirium M-07 |O Universal Patient Care Guideline U-01 | B EMT . B B
Hyperthermia M-10 v
: _OR- Remove patient from stressful environment n EMT- | n
Mobile Crisis Outreach Team Utili bal techni Imi
(MCOT) Referral ilize ver aGeCcS n|qiisL(rer:tl§sutrance, calming) P EMT- P P
ini - on atients
Clinical Procedure CP-17 + p Wl Vcdical Control BY
| Restraint Procedure CP-50 if needed |
Altered Mental ¢
oStatus Guideline M-03 <—f s | Blood Gllicose <50 | - |
NO —— Suspected Substance Abuse? — YES
Haloperidol 5 mg IM, | Dystonic Reaction I Sedation: Midazolam: 2.5 — 5.0 mg
May repeat X 1 dose q10 min Diphenhydramine 50 mg IV/IM IV/I0 OR 5 mg IM/IN May repeat

PRN max total dose 10 mg with
SBP > 100 mmHg

Continuous ETCO,, Pulse OX
Cardiac Monitor with restrained patients

M Contact Destination or M
Medical Control
Pearls:

e  Consider your safety first. Physical restraint should be preformed/assisted by Law Enforcement when available.

Be sure to consider all possible medical/trauma causes for behavior (hypoglycemia, overdose, substance abuse, hypoxia, head injury, etc.)

If patient is suspected of agitated delirium suffers cardiac arrest, consider a fluid bolus and sodium bicarbonate early.

Do not overlook the possibility of associated domestic violence or child abuse.

All patients who receive either physical or chemical restraint must be continuously observed by ALS personnel on scene or immediately upon their
arrival. If possible and when safe to do so apply ECG, ETCO2, Pulse Ox, Blood Glucose.

e Any transported patient who is handcuffed or restrained by Law Enforcement should be accompanied by an officer whenever possible. If not possible
law enforcement must be immediately available.

Restrained patients should never be maintained or transported in a prone position.
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Bites and Envenomations

History: Signs and Symptoms: Differential:
e Type of bite / sting e Rash, skin break, wound * Animal bite
o Description / photo with patient for |e  Pain, soft tissue swelling, redness | ¢ Human bite
identification of animal involved e Blood oozing from the bite wound | *  Snake bite (poisonous)
. . . . . . . . e  Spider bite (poisonous)
e Time, location, size of bite / sting e Evidence of infection . .
. . . . . e Insect sting / bite (bee, wasp,
e Previous reaction to bite / sting e Shortness of breath, wheezing ant, tick)
e Domestic vs. Wild e Allergic reaction, hives, itching e Infection risk
e Tetanus and Rabies risk e Hypotension or shock e Rabies risk
e Immunocompromised patient e  Tetanus risk
<€ Universal Patient Care Guideline U-01
Legend
Insect Bite | Snake Bite S System S
& ; Responder
Remove stinger if appropriate Splint limb, bandage and B EMT - B B
Apply ice pack place at level below heart.
S Minimize movement. Remove S S | Minimize movement. S n EMT- | n
constricting items Remove constricting items P EMT- P P
NO Ice -
| Yl Medical Control W
Additional Guideline (s) as needed:
o Pain Control Guideline M-16
Allergic Reaction Guideline M-02
Hypotension Guideline M-11
Seizure Guideline M-17
Nausea/Vomiting Guideline M-13
Conl\t/lact_ Destination or
edical Control
Pearls:
e Human bites have a very high risk of infection due to oral bacteria.
e Carnivore bites are much more likely to become infected and all have risk of Rabies exposure.
e Cat bites may rapidly progress to infection due to a specific bacteria (Pasteurella multocida).
e Venomous snakes in this area are generally of the pit viper family: rattlesnake, copperhead, and water moccasin.
-- Coral snake bites are rare: Very little pain but very toxic. "Red on yellow - kill a fellow, red on black - venom lack."
-- Itis NOT necessary to take the snake to the ED with the patient.
e Black Widow spider bites have minimal pain initially but may develop muscular pain and severe abdominal pain (spider is
black with red hourglass on belly).
e Brown Recluse spider bites are minimally painful to painless. Little reaction is noted initially but tissue necrosis at the site of
the bite develops over the next few days (brown spider with fiddle shape on back). OK to use ice pack for this bite.
e Evidence of infection: swelling, redness, drainage, fever, red streaks proximal to wound.
e Immunocompromised patients are at an increased risk for infection.(diabetes, chemotherapy, transplant patients)
e May use soap and water to clean wounds if time and patient condition allows.
e Consider contacting the US/Texas Poison Control Center for guidance. 1-800-222-1222
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Excited Delirium

History Signs & Symptoms Differential: _ _
e Situational crisis e Anxiety, agitation, confusion * see Altered Mental Status differential
e Psychiatric iliness/medications e Affect change, hallucinations * Hypoxia
. . . e Alcohol Intoxication
e Injury to self or threats to others e Delusional thoughts, bizarre .
dic al behavi e Toxin/ Substance abuse
* Medicalerttag € awor . e Medication effect / overdose
e  Substance abuse / overdose e Combative violent o Withdrawal syndromes
o Diabetes e Expression of suicidal/homicidal e Bipolar (manic-depressive)
thoughts e  Schizophrenia, anxiety disorders, etc
e Very “hot” to touch
Scene Safety
v
Additional Guidelines as needed: . . . .
oUnlversaI Patient Care Guideline U-01 Legend
Altered Mental Status M-03
Overdose M-15 . System
o Restraint Procedure CP-50 Responder
Head Trauma T-06
Cardiac Arrest CA-01 + EMT - B
Behavioral M-05 Sedation: Midazolam: 2.5 — 5.0 mg IV/IO OR I EMT- | |
5 mg IM/IN May repeat PRN max total dose
10 mg with SBP > 100 mmHg EMT- P
Consider using Haloperidol 5 mg IM, Medical Control
May repeat X 1 dose g10 min
Reassess patient after approximately 10 min.
Still Combative?
¥y VES
NO If immediate life threat to patient or risk to
provider safety may admin. Otherwise OLMC M
Ketamine 4 mg/kg IM
May repeat x1 g5 min. (CR-35)
> Cont.inuous ETCOZ, Pulse OX,
Cardiac Monitor and Document
Temperature > 101:
S . : S
Initiate cooling measures
| Normal Saline 1000 ml bolus |
May repeat (Max 2 Liters)
M Contact on call System Medical Director M
as needed
Pearls:

e Consider your safety first. Physical Restraint should be performed/assisted by Law Enforcement when available.

e All patients who receive either physical or chemical restraint must be continuously observed by ALS personnel on scene or
immediately upon their arrival.

e Any transported patient who is handcuffed or restrained by Law Enforcement should be accompanied by an officer whenever
possible. If not possible law enforcement must be immediately available.

e Be sure to consider all possible medical/trauma causes for behavior (hypoglycemia, overdose, substance abuse, hypoxia,
head injury, etc.)

e If patient is suspected of excited delirium suffers cardiac arrest, consider a fluid bolus and sodium bicarbonate early.

¢ Restrained patients should never be maintained or transported in a prone position..

e Cold saline boluses 30 ml/kg with temperature = 104 (up to 2 liters max in adults)
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Eye Injury/Complaint

History: Signs and Symptoms: Differential:
e Time and injury/onset e Pain, swelling, blood e Abrasion/Laceration
e  Blunt/penetrating/chemical e deformity, contusion e Globe rupture
e Involved chemicals/MSDS e Visual deficit/Loss e Retinal nerve damage
e Wound Contamination e Leaking aqueous/vitreous humor e Chemical/thermal burn
e  Medical Hx e Upwardly fixed eye e  Orbital Fx
e Tetanus status e  Shooting or streaking light e  Orbital compartment syndrome
e Normal visual acuity e Visual contaminants ¢ Neurological event
e  Medications e Rustring e Acute glaucoma
e Detached retina e Lacrimation ¢ Retinal artery occlusion
o Universal Guideline U-01 Legend
¢ Evaluate pupils s System S
— Complete Responder
Known or suspected injury No g
¢ S neuro exam S H EMT -B H
Screen for unrecognized
chemical/ I EMT- | I
S Cover unaffected eye S agent exposure ﬂ EMT- P n
fut of Socket In socket: SO SpC|. Ops. SO
¢ Medical Control
Cover with NS Mechanism
S S
soaked gauze |
l—Trauma Burn/Chemicalﬁ
S Stabilize impaled object S S| Irrigate with NS (CP-29) | S
and cover affected eye
| May use 100 mg |
Lidocaine in 1L N/S
S | Continuous Irrigation with | S
O Morgan Lens (CP-30) O
Ondansetron (Zofran) ODT 4 mg PO Zofran “*MUST NOT"
OR be administered to
Ondansetron (Zofran) 4 mg IV/IM any OB patient
May repeat PO/IV/IM x1 g 15 minutes
M Contact Destination +
or Medical Control o Pain Guideline M-16
Pearls:
e Normal visual acuity can be present even with severe injury.
¢ Remove contact lens when possible. If adherent to globe do not force. Irrigation may assist removal.
e Any chemical or thermal burns to the face/eyes should raise concern for respiratory insult
e Orbital fx raise concern for globe or nerve injury or compartment syndrome and need for repeat assessments
e Always cover both eyes to prevent further insult
e Use shield not pads for physical trauma to the eye. Pads ok for uninjured eye.
e DO NOT remove impaled objects
e Suspected globe rupture or compartment syndromes require emergent evaluation.
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Fever/Infection Control

History: Signs & Symptoms: Differential:
o Age e Warm e Infections / Sepsis
e Duration of fever e  Flushed e Cancer/ Tumors / Lymphomas
e Severity of fever e Sweaty ¢ Medication or drug reaction
e  Past medical history e  Chills/Rigors e Connective tissue disease
e  Medications Associated Symptoms (Helpful to localize e Arthritis
e Immunocompromised (transplant, source) e Vasculitis
HIV, diabetes, cancer) e myalgias, cough, chest pain, headache, | ® Hyperthyroid
e  Environmental exposure dysuria, abdominal pain, e Heat Stroke
e last acetaminophen or ibuprofen mental status changes or rash e Meningitis
o Universal Patient Care Guideline U-01 Legend
System
v S
: . Responder
Consider Appropriate PPE B EMT - B B

l il evmt-1 |0

o Hypotension < Yes Orthostatic hypOtenSion ? 2 EMT-P P
Guideline M-11 Clinical Procedure CP-48 Yl Medical Control Y

Acetaminophen
up to 1 Gram PO
| or | [<Yes— S Temperature 2 101° F S
Ibuprofen up to
600 mg PO i

> OAppropriate Clinical Guideline by Complaint

M Contact Destination M
or Medical Control

Pearls:
e Patients with a history of liver failure should not receive acetaminophen.
e Contact precautions include standard PPE plus utilization of a gown, change of gloves after every patient contact, and strict

hand washing precautions. This level of precaution is utilized when multi-drug resistant organisms (e.g. MRSA, scabies, or
zoster (shingles)), or with other illnesses spread by contact are suspected.

e Droplet precautions include standard PPE plus a standard surgical mask for providers who accompany patients in the back
of the ambulance and a surgical mask or NRB O2 mask for the patient. This level of precaution should be utilized with
influenza, meningitis, mumps, streptococcal pharyngitis, and other illnesses spread via large particle droplets are suspected.
A patient with a potentially infectious rash should be treated with droplet precautions.

e All-hazards precautions(Airborne Precautions) include standard PPE, contact precautions plus N-95 mask for providers.
This level of precautions is utilized during the initial phases of an outbreak when the etiology of the infection is unknown or
when the causative agent is found to be highly contagious (e.g. SARS,TB).

e Rehydration with fluids increased the patient’s ability to sweat and improves heat loss.
o Allergies to NSAID’s (non-steroidal anti-inflammatory medications) are a contraindication to Ibuprofen.
e Tylenol should not be used in the setting of environmental heat emergencies.
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Environmental Hyperthermia

History:

. Recent exertion or heat exposure

Lack of acclimatization

Limited access/control of fluid intake

Cardiovascular disease

Medications (antipsychotics, anticholinergics,

diuretics)

e  Lack of ability to control temperature within
environment

Signs & Symptoms:

Weakness

Nausea & vomiting
Cramping

Syncope

Diaphoresis or anhydrosis
Altered Mental Status
Bizarre behavior
Hypotension

Tachycardia

Differential:

CVA

Dehydration
Encephalopathy
Meningitis

Head Trauma
Overdose/Toxin
Hypoglycemia
Excited Delirium
Alcohol withdrawal

o Universal Patient Care Guideline U-01

v

OAppropriate Guideline <—N04{

Suspected Environmental Heat Exposure

\

Remove to shaded/cool environment
Discontinue any physical activity

\

Altered Mental Status

| NO

Legend
System
Responder
B EMT -B B
= ] evmT [0
P EMT- P P

YW Medical Control

YES
v

v

M

Cold water immersion if immediately available
Ice packs to neck, axilla and groin

Wet patient and increase airflow

Obtain rectal temperature

Obtain Blood Glucose

(0]
e o o o o

Encourage PO fluids as tolerated
Ice packs PRN
Wet patient and increase airflow PRN

Cold Saline 20mL/KG IV to max 2L

Y

| Temp > 39 C (102.2 F)

NO

\

Symptoms persist or
nausea/vomiting prevent PO fluids

'

* YES |

+ I

‘ Discontinue active cooling ‘

;

Continue active cooling
ﬂ E >

Continue symptomatic s

treatment

measures

May repeat additional cold
saline bolus 10mL/KG IV
I
Sedation for shivering:
Midazolam: 2.5 — 5.0 mg IV/IO OR
5 mg IM/IN May repeat PRN max
total dose 10 mg with
SBP > 100 mmHg

Normal Saline 1 L IV
May repeat x 1 PRN

Ondansetron (Zofran) ODT 4mg PO
or

Ondansetron (Zofran) 4mg IV/IM PRN

May repeat PO/IV/IM x1 gq15 minutes

Zofran “MUST NOT” be
administered to any OB patient

>

.

Contact receiving facility or
Medical Control PRN

Pearls:

e Exertional heat stroke should be suspected in anyone with hx of recent exertion and bizarre behavior or syncope.
e Any AMS should have Blood Glucose performed. Severe heat emergencies may lead to liver dysfunction and hypoglycemia.
e If Cold saline is not available, ILS may begin normal saline boluses.

e Rectal temperature should be obtained with provider and patient safety in mind and Patient’s level of AMS.

COG Updated: 02.03.16 (MD 16 — 02)

Clinical Operating Guideline

Version 030817 (MD 17-02)




Hypotension (non-trauma)

History:

Blood loss- vaginal or
gastrointestinal bleeding, AAA,
ectopic pregnancy

Fluid Loss- vomiting, diarrhea,
fever

Infection

Cardiac ischemia (MI, CHF)
Medications

Allergic Reaction

Pregnancy

Signs and Symptoms:

Restlessness, confusion
Weakness, dizziness
Hypotension

Weak, rapid pulse

Pale, cool, clammy skin
Delayed capillary refill
Coffee-ground emesis
Tarry stools

Differential:

Shock

Ectopic preghancy
Dysrhythmias
Pulmonary embolus
Tension pneumothorax
Toxic exposure

OUniversaI Patient Care Guideline U-01

Traumatic

Cardiac

Non-traumatic
Non-Cardiac

S| Assess Temperature |S

y

0 Appropriate |
Trauma Guideline

'

Eegend
System s
Responder
B EMT - B B
il evt- |0
P EMT-P P
(YW Medical Control @Y

y

Normal Saline
500 - 1000 ml bolus I
May repeat (Max 2 Liters)

%

Appropriate
Cardiac Guideline

Y

v

Norepinephrine (Levophed) CR-03
2-12 mcg/min 1V Infusion |
titrated to MAP > 65

Normal Saline
250 - 500 ml bolus |
May repeat (Max 1 Liters)

v

Norepinephrine (Levophed) CR-03

2-12 mcg/min 1V Infusion
titrated to MAP > 65

Contact Destination
or Medical Control

B

Pearls:

e Hypotension can be defined as a systolic blood pressure of (less than) <90 mmHg or MAP < 60

Consider all possible causes of shock and treat per appropriate Guideline.

[ ]
e Patients should always have adequate intravascular fluid load prior to the use of vasopressors .
e Place in supine position unless otherwise contraindicated.

COG Updated: 09.23.15 (MD 15 — 08)

Clinical Operating Guideline

Version 030817 (MD 17-02)




Hypothermia Environmental

History: Signs and Symptoms: Differential:
e Past medical history e Cold, clammy e  Metabolic disorder (hpoglycemia,
e Medications Shiverin hypothyroidism)
. Expos:J:e to en\iironment even in : Mental sgtjatus changes : oni_ns o
et e |+ Exremty pan or sensory L Spnmenaexpose
e Extremes of age abnorma"t_y e Sepsis
e Drug use: Alcohol, barbiturates ° Bradycarq@
e Infections/sepsis e Hypotension or shock
e Length of exposure/wetness
e  Ambient temperature
e  Exposure to wind/water
e Duration of exposure
O Universal Patient Care Guideline U-01 Legend
¢ System
- S S
= Remove wet clothing S Responder
Temperature less than 95 F (<35 C) N EMT-B Q=
> il evmt- |0
v P EMT-P P
Handle very gently if 88 F (< 30C) MY Vicdical control BY
S Blankets S
Glucose Assessment Procedure CP-10
No
Y
I Warm IV fluids if available I
Hypothermia:
v Mild: 89.6-95 F (32-35 C)
o Appropriate Clinical Guideline Moderate: 82.4-89.6 F (28-32 C)
Based on patient symptoms Severe: < 82.4 F (<28 C)
M Contact Destination M
or Medical Control
Pearls:

Extremes of age are more susceptible (young & old)

< 34 C, shivering may diminish at < 31 C shivering may stop.

With temperature less than 30 C (88 F) ventricular fibrillation is common cause of death. Handle patients gently to reduce
this risk. Transport immediately for re-warming.

If the temperature is unable to be measured, treat the patient based on the suspected temperature.

Hypothermia may produce severe physiologic bradycardia. Do not treat unless profound hypotension unresponsive to fluids.
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Nausea/Vomiting

History: Signs and Symptoms: Differential:
e Time of last meal . Fever e  CNS (Increased pressure, headache, stroke,
e Last bowel movement / emesis e Pain CNS_ Lesions, trauma or hemorrhage),
. . e Constipation e \Vestibular
e Improvement or worsening with Diarthea .« AMI
food or activity e  Anorexia e Drugs (NSAIDs, antibiotics, narcotics,
e Other sick contgcts e Hematemesis chemotherapy.)
e Past Medical History e Gl or Renal disorders
e Past Surgical History e  Diabetic Ketoacidosis
. e Uremia
* Medications e  Gynecologic disease (Ovarian Cyst/ PID)
e LMP/ Pregnancy e Infections (pneumonia, influenza)
e Travel history e  Electrolyte abnormalities
e Bloody Emesis or diarrhea e Food or Toxin induced
e Untreated water e  Pregnancy
e Suspected food poisoning
° Universal Patient Care Guideline U-01 Legend
= System a
Responder
B EMT -B B
Altered Mental Status
S — Glucose Assessment <50 -
o Guideline M-03 ees n EMT- | n
2 EMT-P [
(Yl Medical Control ¥
O Hypotension <Yes— Positive Orthostatic Vital Signs?
Guideline M-11 es Clinical Procedure CP-48
Ondansetron (Zooflr?an) ODT 4 mg PO > ofran “MUST NOT®
be administered to
Ondansetron (Zofran) 4 mg Iy/IM any OB patient
May repeat PO/IV/IM x1 g15 minutes
A J
Contact Destination
M M

or Medical Control

Pearls:

o Diabetic ketoacidosis may present as vomiting and/or abdominal pain.

¢ Number of times of emesis

e Appearance of emsis: (bloody, coffee grounds, bilious —green bile--, solids and liquid or just liquid)
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Organophosphate Exposure

History:

e Substance

Time of exposure
Decontamination performed
Treatment prior to arrival
Secondary Device(s)

Signs and Symptoms:
Salivation
Lacrimation
Urination
Defecation

Gl distress
Emesis
Bronchospasm
Bronchorrhea
Bradycardia
Seizure

Differential:

Stroke

M

Asthma/COPD

Other chemical weapon

Biologic weapon

Overdose

Food borne illness

Airborne irritant (hydrogen sulfide,
chlorine, etc)

Scene Safety/PPE

Y

€ Universal Patient Care Guideline U-01

v

Severity of Symptoms

Legend

System
Responder
EMT-B

EMT- |
EMT-P

Y

Severe:
Altered Mental Status,
Seizures

Atropine 6 mg IM/IV/IO
May repeat 2mg g 3 min

y

Moderate:
Respiratory Distress

S S
B B
P P
Yl Medical Control @V

Mild:
Salivation/Lacrimation

Atropine 4 mg IM/IV/IO
May repeat 2mg q 3 min

Atropine 2mg IM/IV/IO
May repeat g 3 min

Seizures at any time
refer to Seizure
Guideline M-17

y

Contact Destination or
Medical Control

Pearls:

e Follow HazMat procedures for decontamination.
e Assure decontamination prior to initiating treatment unless specially trained and equiped.
e Atropine should be given until salivation improves. There is no max dose of Atropine in this setting.
e Treat hypotension per Hypotension Guideline M - 11.
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Overdose

History: Signs and Symptoms: Differential:
e Ingestion or suspected ingestion of a e Mental status changes e  Tricyclic antidepressants
possibly toxic substance e hypotension/ hypertension e Acetaminophen (Tylenol)
e Substance ingested, route, quantity e Decreased respiratory rate e Depressants
e Time of ingestion e Tachycardia, dysrhythmias e  Stimulants
e Reason (suicidal, accidental, criminal) e Seizures e Anticholinergic
e Available medication in home e Cardiac medications
e Past medical history, medications e Solvents, alcohols, cleaning agents
e Insecticides (organophosphates)
Legend
o Universal Patient Care Guideline U - 01 S System
Responder
B EMT -B B
Other Narcotic OD -
Stimulant OD n EMT- | n
P EMT- P P
Y (VW Medical Control @Y
Tricyclic overdose: S .
Sodium Bicarbonate 50 mEq IV Sedation: Midazolam: 2.5
P followed by a maintenance drip. P —5.0mg IV/IO OR 5 mg IM/ Naloxone
(100 mEq in 1000 mL of NS and run IN'May repeat PRN max | | Up to 2 mg slow IV/IN/IM | ]
at 100mL/hr)=(100gtts/min) total dose 10 mg with f - d d
i _ SBP > 100 mmHg If respirations depresse
Calcium Channel Blocker OD:
M Calcium ChIorld.e 1 gram IV M 12 Lead Continuous Monitor
Over 10 minutes ‘
Consider:
Excited Delirium Guideline M - 07
Behavioral Guideline M - 05
Chest Pain Guideline C - 01
Contact Destination or
System Medical
Director as needed
Pearls:
e Do not rely on patient history of ingestion especially in suicide attempts.
e Tricyclic: 4 major areas of toxicity: seizures, dysrhythmias, hypotension, decreased mental status or coma; rapid
progression from alert mental status to death.
o Depressants: decreased HR, decreased BP, decreased temperature, decreased respirations, non-specific pupils.
e Stimulants: increased HR, increased BP, increased temperature, dilated pupils, seizures.
e Anticholinergic: increased HR, increased temperature, dilated pupils, mental status changes.
e Cardiac Meds: dysrhythmias and mental status changes.
e Solvents: Nausea, vomiting, and mental status changes.
e Insecticides: increased or decreased HR, increased secretions, nausea, vomiting, diarrhea, pinpoint pupils.
e Consider contacting the US/Texas Poison Control Center for guidance. 1-800-222-1222
e DECON of Haz-Mat patients should be performed by trained personnel prior to initial patient contact or transport.
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Pain Management

History: Signs and Symptoms: Differential:

e Age e Severity ( pain scale) e Per the specific protocol
e Location e Quality e Musculoskeletal

e Duration e Radiation e Visceral (abdominal)

e Severity (1-10) e Relation to movement, e Cardiac

e Past Medical History respiration e Pleural / Respiratory

e Medications e Increased with palpation of e Neurogenic

e Drug allergies area. e Renal (colic)

e Medications taken prior to arrival

Fentanyl: 1 mcg/kg IV/IM/IN up to 100 mcg
may repeat 50 mcg g 10 min (Max total 300mcg)
=38 SBP > 100mmHg As needed until improvement. P

Continuous Pulse Ox and ETCO2
Reassess g 5 min

Ketamine 50 mg IM route and OLMC only
May repeat x1 g5 min.

v

Reassess patient after approximately 5-10 min.
for relief or reduction of painto <3

v

Contact on call System Medical M
Director as needed

\%

OUniversaI Patient Care Guideline U - 01 Legend
System
A
. . . Responder
Patient care according to Guideline
o based on specific complaint EMT-B
Acetaminophen ¢ I EMT- | I
up to 1 Gram PO No Pain severity > 6 and/or EMT-P
| or | — Patient requests pain medication or
Ibuprofen Contraindication to PO medication Medical Control
up to 600 mg PO T
l Yes

Pearls:
e Pain severity (0-10) is a vital sign to be recorded pre and post IV or IM medication delivery and at disposition.
e Vital signs should be obtained pre, 5 minutes post, and at disposition with all pain medications.
e Monitor patient closely for over sedation - refer to Overdose Guideline M-15 if needed.
e Head injury patients should not receive pain medication
e Do not administer Acetaminophen to patients with history of liver disease.
Severe Injuries:
e Traumatic Limb Amputation/near Amputation
e Angulated Limb/ Limb Joint Fracture/Dislocation
e De-gloving injury
e Severe abrasions = 9% Body Surface Area (Refer to CR-32 for BSA calc.)
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Selzure

History: Signs and Symptoms: Differential:
o Reported / witnessed seizure e Decreased mental status e CNS (Head) trauma
activity e Sleepiness e Tumor
e Previous seizure history e Incontinence e Metabolic, Hepatic, or Renal failure
¢ Medical alert tag information e Observed seizure activity e Hypoxia
e Seizure medications e Evidence of trauma e Electrolyte abnormality (Na, Ca, Mg, K+)
e History of trauma e Unconscious e Drugs, Medications, Non-compliance
e History of diabetes e Infection / Fever
e History of pregnancy e Alcohol withdrawal
o Eclampsia
e Stroke
e Hyperthermia
e Hypoglycemia
O Universal Patient Care Guideline U-01
+ Legend
OConsider Spinal Motion Restriction Guideline U-05 System
Responder

B EMT -B B

v Seizing Post ictal n EMT- | n
_ T P EMT-