Non-Clinical
Protocols

The VT EMS Office has taken care to ensure that all information in these protocols is accurate and
in accordance with relevant professional guidelines as commonly practiced at the time of publication.
Please report any errors in drug dosages or other language to the VT EMS Office. Use of these
protocols is intended for Vermont licensed EMS organizations and their affiliated certified personnel
functioning under medical direction. While these protocols may not be altered or modified, there are
many options within them which require a determination by the local EMS District Medical Advisor or
on-line medical direction from the receiving hospital. VT EMS personnel, instructors, and
organizations are free to reproduce this document in whole or in part for educational, QA/QI, field
guidance, or similar purposes. Any reproduction that represents a variation of these protocols should
indicate that they are an adaptation or excerpt of the VT EMS protocols.
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General Considerations

A. A complete focused history and physical exam must be performed to seek additional
injuries.

B. Treat any injuries that are found.

C. Abuse need not be limited to physical abuse; be alert to the possibility of psychological
abuse.

D. Report any suspicion of child abuse to the Department of Social and Rehabilitation Services
at your local district office. Report any suspicion of elder abuse to the Department of Aging
and Disabilities at 1-800-564-1612.

E. Avoid a judgmental attitude toward the patient's caregivers.

F. Documentation should be objective and impatrtial.

Il. History

A. Is the patient experiencing any pain or difficulty breathing?

B. Was there any loss of consciousness?

C. Obtain a history of medical problems.

D. What medications has the patient been, or is the patient supposed to be, taking (including

over the counter medications)?

Physical Examination

moow>

Perform an initial assessment.

Assess the patient from head to toe as appropriate.
Obtain baseline vital signs.

Take note of any signs of injury.

Take note of any signs of neglect.

Treatment
{If shock present, see hypotension protocol}
{If trauma present, see trauma protocol}

Basic

A
B.
C.
D

Airway: maintain as indicated, suction as needed.

Administer high concentration oxygen, as indicated by other protocols.
Control external bleeding.

Reassure the patient.
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I General Considerations

A.

In 2006, the Vermont Legislature passed legislation known as the Baby Safe Haven
Law. This legislation provides a mechanism for parents to surrender infants up to 30
days old at locations and facilities that are capable of safeguarding the child and
avoiding abandonment of extremely vulnerable infants. In that the language of the
statute specifies 9-1-1 emergency responders at a location where the responder and the
person have agreed to transfer the child as a Safe Haven location, it is possible that
EMS personnel and organizations may receive infants. If another organization receives
the infant, EMS may play a role in transporting the child to an emergency department for
any necessary medical care and transition to custody of the Department for Children and
Families staff. The text of the legislation reads:

SHORT TITLE- This act shall be known as the “Baby Safe Haven Law.”
LEGISLATIVE INTENT-It is the intent of the general assembly that this act provide a
procedure which ensures the safety and well-being of newborns and infants. The
general assembly recognizes that it is preferable for a wide array of services to be
available to all expectant mothers and to newborn infants and their mothers. The
procedure established in this act should be considered a safeguard that will be followed
only in extraordinary circumstances.
Sec. 3. 13 V.S.A. § 1303 is amended to read:
Sec 3. 13 V.S.A. § 1303. ABANDONMENT OR EXPOSURE OF BABY
(@) A person who abandons or exposes a child under the age of two years; whereby
the life or health of such child is endangered; shall be imprisoned not more than
ten years or fined not more than $10,000.00, or both.
(b) (1) It is not a violation of this section if a person voluntarily delivers a child not
more than 30 days of age to:
(A) An employee, staff member, or volunteer at a health care facility.
(B) An employee, staff member, or volunteer at a fire station, police
station, place of worship, or an entity that is licensed or authorized
in this state to place minors for adoption.
(C) A 9-1-1 emergency responder at a location where the responder
and the person have agreed to transfer the child.

(2) A person voluntarily delivering a child under this subsection shall not be
required to reveal any personally identifiable information, but may be
offered the opportunity to provide information concerning the child’s or
family’s medical history.

(3) A person or facility to whom a child is delivered pursuant to this
subsection shall be immune from civil or criminal liability for any action
taken pursuant to this subsection.

(4) A person or facility to whom a child is delivered pursuant to this
subsection shall:

(A) Take temporary custody of the child and ensure that he or she
receives any necessary medical care.

(B) Provide notice that he, she, or it has taken temporary custody of
the child to a law enforcement agency.

©) Provide notice that he, she, or it has taken temporary custody of
the child to the department for children and family services, which
shall take custody of the child as soon as practicable.

(5) The Department for Children and Family Services shall develop and
implement a public information program to increase public awareness
about the provisions of the Baby Safe Haven Law, and shall report on the
elements and status of the program by January 15, 2007, to the chairs of
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the Senate Committee on Health and Welfare and the House Committee
on Human Services.

While the statute does not specifically mention EMS personnel or organizations, EMS
may become involved as a 9-1-1 emergency responder. It is also likely that EMS will be
involved when an infant is delivered to any other Safe Haven. Delivery of an infant to a
Safe Haven location will be an infrequent but very stressful event. Infants being
delivered to the Safe Haven are at considerable risk and every possible step to
safeguard the health and welfare of the infant should be taken.

A person delivering an infant under the provisions of the Baby Safe Haven law may not
make the subtle distinctions between EMS facilities and other Safe Haven locations
specifically mentioned in the law. EMS personnel and organizations should be prepared
to play an appropriate role in the receipt of infants delivered under the provisions of the
Baby Safe Haven law.

EMS may be summoned by a Safe Haven that receives an infant (fire, police, place of
worship, adoption agency, or health care facility). Guidance being provided by the
Department for Children and Families for Safe Havens suggests that when an infant is
received, the Safe Haven should call an ambulance to provide treatment and
transportation. The primary roles of EMS in a Baby Safe Haven encounter are as with
any other patient: assess, provide treatment as indicated, transport to a hospital.

EMS organizations with stations that could be unoccupied may wish to consider signage
on entryways indicating that persons wishing to deliver an infant under the provisions of
the Baby Safe Haven law should call 9-1-1 to make arrangements if the station is not
staffed and should not leave an infant unattended.

EMS organizations may wish to reach out to Safe Haven locations in their primary
service area to coordinate procedures and develop local plans for handling Safe Haven
encounters.

To order additional copies of Safe Haven posters and brochures, call 802-241-2251. To
find out about training opportunities from the Department for Children and Families, call
802-241-2148 or go to babysafehaven.vermont.gov

Procedure

A.

Although EMS organizations and personnel are not specifically mentioned in the Baby
Safe Haven statute, as 9-1-1 emergency responders, EMS needs to be familiar with the
provisions of the law and work to facilitate the protection of infants being received.
When involved in a Baby Safe Haven encounter, upon receiving physical custody of the
baby, whether you receive an infant from the parent, a Safe Haven, or another third
party, examine the baby and provide any treatment necessary according to the
appropriate clinical protocol(s).

If possible, offer the person delivering the infant the Safe Haven brochure published by
the Agency of Human Services if the infant is not picked up at a Safe Haven.

If it has not already been done, attempt to advise the person delivering the infant into a
Safe Haven that while she/he is not required to reveal any identifying information, she/he
can provide information about the child’s medical history using the voluntary medical
form that is attached to the DCF Safe Haven brochure. Encourage the person to
complete the form and leave it with you. If the form is left with you, complete the
information at the bottom of it with the date you received the baby and your location.
This information should be delivered to the DCF Family Services staff person.
Document this information on your EMS patient care report form as well.
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E.

Document on your EMS patient care report any additional information about the child,
the birthparents, and/or the situation that is observed or offered voluntarily, including any
names the person is willing to provide.

Transport the infant to the hospital once appropriate EMS treatment has begun. If you
receive an infant from a parent or other person, at the earliest possible opportunity, call
the police of jurisdiction where you received the child and the local DCF, Family Services
District Office or DCF Emergency Services contact to report what has happened (see list
attached). The EMS personnel involved may have information about the parent, the
circumstances of receiving the child, etc. that will be important to law enforcement and
the DCF Family Services personnel, so it is important for the EMS personnel involved to
make this contact. If you receive an infant from another Safe Haven, assure that the
original receiver(s) have made the police and DCF contacts.

Note: Once you have physical custody of the infant, always transport the child to a
hospital. If the person who delivered the infant or another person comes back to you
requesting the return of the baby, do not give the baby back. Instead, instruct the
person to contact the local Family Services District Office of DCF.
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DCF Family Services District Offices and Statewide
Emergency Services Program

BARRE - 802-479-4260
255 North Main Street, Suite 7
Barre, VT 05641-4189

BENNINGTON - 802-442-8138
200 Veterans Memorial Drive, Suite
14

Bennington, VT 05201-1956

BRATTLEBORO - 802-257-2888
232 Main Street, 2nd Floor
Brattleboro, VT 05301-2879

BURLINGTON - 802-863-7370
1193 North Avenue
Burlington, VT 05408-2749

HARTFORD - 802-295-8840
226 Holiday Drive, Suite 32
White River Junction, VT 05001-
2024

MIDDLEBURY - 802-388-4660
700 Exchange Street, Suite 105
Middlebury, VT 05753-1529

MORRISVILLE - 802-888-4576
63 Professional Drive, Suite 3
Morrisville, VT 05661-8522

NEWPORT - 802-334-6723
100 Main Street, Suite 230
Newport, VT 05855-4898

RUTLAND - 802-786-5817
220 Asa Bloomer Bldg

88 Merchants Row
Rutland, VT 05701-3449

ST. ALBANS - 802-527-7741
20 Houghton Street, Suite 211
St. Albans, VT 05478-2247

ST. JOHNSBURY - 802-748-8374
67 Eastern Avenue, Suite 4
St. Johnsbury, VT 05819-5603

SPRINGFIELD - 802-885-8900
100 Mineral Street, Suite 101
Springfield, VT 05156-3166

STATEWIDE DCF Family Service’s
Emergency Services Program-
For after hours, weekends and
holidays

800-649-5285
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NO TRANSPORT

General Considerations

A. When an EMS agency is responding, it should generally not cancel or discontinue the
response prior to reaching the scene and assessing all potential patients. Non-transport
encounters are some of the most concerning as they do not default to transport and
subsequent hospital assessment.

B. Assessment, treatment and ambulance transport should routinely be offered to all patients
irrespective of how minor the illness or injury may appear.

C. Competent, informed patients have the right to refuse treatment and transportation. This
can only occur after a complete assessment has been performed. Studies have shown that
a significant number of patients who refuse EMS treatment and transport will later seek
medical assistance and require admission to a hospital. Some will even die.

D. Document the EMS response, assessment and actions taken in all cases.

E. After completing the Supplemental Report for Patient Non-Transport, leave a copy with the
patient or, if appropriate, the patient’s parent or guardian.

Il. Procedure

A. Obtain an appropriate assessment of all patients based upon the nature of their illness or
injury.

B. Offer all patients treatment and transport. Initiate treatment according to the appropriate
protocol(s).

C. If the patient refuses offers of treatment and transport:

1. Attempt to verify the competency of the patient to refuse treatment. If the patient is
less than 18 years old or potentially incompetent (e.g., under the influence of drugs
or alcohol, suicidal, head injury, etc.), seek medical direction and police assistance

as needed.

2. Explain, in the simplest possible language, the potential for harm created by the
refusal. Seek medical direction advice as needed.

3. Attempt to have the patient demonstrate understanding of your explanation by
describing the potential for harm in his or her own words.

4, If possible, have the refusal of treatment and/or transport withessed by a third party,
preferably not an EMS provider. Have the patient and witness sign a refusal form if
possible.

5. Report the circumstances of the refusal of treatment and/or transportation to
medical direction. Seek further advice or guidance as needed.

6. Advise the patient to seek medical attention if symptoms develop or worsen.
Whenever possible, leave the patient in the care of another competent person.

7. Document the circumstances of the response and the refusal using a standard run

report form and the Vermont EMS Non-transport form. Any check mark in a shaded
area requires on-line medical direction prior to terminating the patient encounter.
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Time:

Date:

Vermont Department of Health

Emergency Medical Services

Supplemental Report for Patient Non-Transport
108 Cherry St., PO Box 70, Burlington, VT 05402
802-863-7310 1-800-244-0911 (in VT)

*unn

EMS Agency: Incident #

Incident Address:

e

Patient Name:

Patient DOB:

ol ]

If the patient is <18, is parent/guardian present?

For qualified providers with local medical direction: If altered mental status - Blood Glucose mg/dI
If chest pain, SOB or altered mental status - Pulse Ox %
Cardiac monitor: Rate: NSR Other:
Situation Involves
Chest pain Alert: YesD
Dyspnea| Oriented to:
Alt Mental statug Person Yes
Intoxication Place  Yes
Head Injury Time Yes
Situation  Yes
Pulse
40 50 60 70 80 90 100 110 120 130 140 150 Obtained? YESD
Systolic BP
50 70 90 110 130 150 170 190 210 230 250 270 Obtained? YesD
Diastolic BP
30 40 50 60 70 80 90 100 110 120 130 140 Obtained? YESD
Respirations
8 10 12 14 16 18 20 22 24 26 30 32 34 Obtained? YesD

Reason for No Transport:

Patient refuses transport against EMS advice

Patient does not desire transport to hospital via EMS and EMS provider agrees that the patient's

alternative treatment/transportation plan is acceptable.

EMS provider does not feel transport by EMS is necessary/indicated and patient agrees.

EMS provider does not feel transport by EMS is necessary/indicated and patient desires transport.

Patient understands clinical situation Yes

Patient verbalizes logical reasons for desiring no transport Yes
Risks explained to patient:

Patient verbalized understanding of risks Yes

Responsible adult family member or friend at the scene Yes

Patient's plan for seeking further medical evaluation:

| understand that evaluation and/or treatment by Vermont certified Emergency Medical Services (EMS) personnel is not a substitute for care by
my personal physician or hospital emergency department. Although | am not being transported to a hospital by EMS, my condition may still

warrant care by a physician. | am responsible for seeking the care | feel is necessary,and | have a plan for doing so. | also release the EMS personnel

and organizations involved with my current situation from all claims resulting from my voluntary refusal of treatment and/or transport.

[

No
No

No
No

Patient or Parent/Guardian signature

EMS Provider & Cert Number

Relationship (if applicable) Witness
Medical Direction ID or name:
Consulted by: None Radio Phone On scene

Check marks in shaded areas require consult with on-line medical direction.

White - Squad ; Pink - Patient; Yellow - File with District Medical Advisor

Revised 5/8/2006
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General Considerations

A.

B.

Effective communications is one of the most essential components to successful emergency
operations.

EMS relies heavily on radio communications. Radio discipline and knowledge of the
equipment being used contributes to the smooth flow of information.

Avoid the use of “10 Codes”. Often these codes have different meanings from one area to
another. Clearly spoken English at a moderate pace and without jargon is usually best
understood.

All communications systems have limitations including issues of coverage, reliability,
channel loading, etc. Whenever possible, redundant communications capability is preferred
and should be supported for both dispatch and medical direction communications.

Many EMS providers are using commercial wireless communications such as cell phones or
commercial paging. Inlarge-scale events, these systems are prone to the same demands
as EMS radio frequencies in terms of system loading. Always be prepared to rely upon
EMS radio linkages.

The 155.340 frequency is used by all hospitals in Vermont as the primary frequency for
medical direction and pre-hospital to hospital communications.

Depending upon location in the state, 155.280 and 155.205 are used for dispatch, EMS
operations, or a secondary hospital communications frequency. These two frequencies are
available to licensed EMS organizations to support scene operations not involving hospital
communications. Avoid using 155.280 or 155.205 in an area where the use of these
frequencies may interfere with local dispatch.

Vermont hospitals rely on notification from EMS for protection of their assets in cases where
patients may self-transport and are contaminated, violent or represent other hazards to
routine hospital operations. Provide the earliest possible notification to all area hospitals
when hazards from patients are a possibility.

Most communications from EMS first responders should be relayed through the transporting
ambulance to the hospital. EMS first response to ambulance communications generally
occurs on a frequency other than 155.340.

Avoid all non-incident (personal, convenience, etc.) related communications on 155.340,
155.280, and 155.205.

Procedures

A.

The following is a typical sequence of expected ambulance to hospital communications for

most single patient emergency calls:

¢ Primary hospital(s) notification at the beginning of the response to include the nature
and general location of the response.

o Primary hospital(s) notification upon arrival at the scene.

e A brief scene update as necessary depending upon the patient’s condition and/or nature
of the call. This update often includes the chief complaint, age/sex of the patient, and
any other relevant information useful to the hospital in preparing for the arrival of the
patient. For less acute situations or extended transports, this update is often not
necessary.

e A patient report either from the scene or while transporting should include (not
necessarily in this specific order):

Age (date of birth) and sex of the patient

Chief complaint (and priority designation if used locally)

History of the present illness

Vital signs

Physical exam findings

Past medical history

Relevant medications and allergies

VVVVVVY
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» Treatments performed
» On-line medical direction orders requested
» Estimated time of arrival
e Hospital notification upon arrival
B. Avoid communications that could identify the patient. This includes but is not limited to:
e Communicating a patient’'s name by radio.
e Communicating a specific street address on initial notification to the hospital.
o References to the patient that serve as secondary identifiers (e.g. “The patient is the
principal at the local elementary school”)
o Providing the patient’s initials or other identifiers by radio unless specifically requested
by the hospital
C. Whenever possible use a landline telephone to communicate patient information from a
scene to the hospital. This allows for complete identification of the patient prior to arrival
and reduces channel loading on the 155.340 frequency.

D. In cases where it is inconvenient or impaossible to use a landline telephone, use a cell phone
where feasible.
E. Whenever communicating by radio, keep the messages as brief and concise as possible.

Allow a 5 second break in communications approximately every 15 seconds during a
transmission to the hospital in the event another EMS unit has high priority communications.

F. If on-line medical direction orders are received in the field, either by radio or telephone,
repeat the order to the hospital to verify accurate understanding of the orders given.
G. At the scene of a mass casualty incident, shift operations communications from 155.340 to

155.280, 155.205, and/or a local dispatch frequency(s). All communications from the scene
to the hospital should originate from the EMS control officer or the EMS loading officer.
Once enroute, ambulance communications to the hospital should be limited to relevant
changes in patient status, on-line medical direction, and the estimated time of arrival.
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General Considerations

A. Physical findings such as cyanosis, cool skin, or fixed and dilated pupils are not reliable signs
of unsurvivability.

B. For patients in a health care facility or program with a written physician’s Do Not
Resuscitate order, do not initiate the Resuscitation protocol.

C. If there is any question about whether a resuscitation should be initiated, contact on-line
medical direction.

D. EMS personnel should attempt a resuscitation on a patient unless there is clear evidence of
unsurvivability.

E. Death is a part of life and resuscitation is not appropriate in all circumstances. It is the

prerogative of medical direction to order that a resuscitation attempt not be initiated or to
terminate one that has been initiated.

F. If enroute when an order to cease resuscitation efforts is received, continue transport of
the body to the receiving facility. The use of lights and sirens is no longer therapeutically
necessary.

History
A. How many patients are on the scene? Consider available resources on scene and

expected to become available shortly. In a multiple patient situation, treatment resources
should be devoted first to the most critical patients who are not in cardiac arrest.

B. Can it be determined reliably how long the patient has been without pulse and
respirations? Unless there is strong evidence of an earlier arrest time, it should be
assumed that the patient arrested just prior to arrival of EMS personnel.

Physical Exam

A. Assess the scene and determine the mechanism of injury if any.
B. Perform an initial assessment.
C. Perform a brief focused history and physical exam to determine if there are unsurvivable

injuries, rigor mortis or discoloration of skin at the lowest parts of the body.

Treatment

A. In cases where the EMS personnel believe the patient to be nonsalvageable but one of
the below indications is not present,contact on-line medical direction for guidance.

B. If the patient is found without pulse and respirations, a resuscitation should be initiated
unless:

1. On-line medical direction orders otherwise.

2. The patient is decapitated.

3. The patient's body is incinerated.

4 The patient has rigor mortis (stiffening) in multiple joints and/or there is lividity
(discoloration) found at the lowest points of the body. In this case there should
also be a history that supports an extended time since the patient was last known
to be alive.

5. The patient's body has clear evidence of decomposition.

C. Where a decision has been made not to resuscitate, do not use the cardiac monitor to

“confirm” death unless otherwise ordered by medical direction.

D. In cases where the scene is a possible crime scene and law enforcement officers at the
scene believe that the patient is unsurvivable, EMS providers should work in

concert with law enforcement officers to both assess the patient and preserve the crime

scene.
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E. If the patient is not to be resuscitated, the circumstances of that decision should be
reported to medical direction and documented on a run report. EMS should notify the
law enforcement agency of jurisdiction.

F. In general, ambulances should not be used to transport dead persons. Vehicles,
personnel and equipment should be returned to service as soon as possible.
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General Considerations

A.

B.

The appropriate destination for a patient with a potentially serious illness or injury is the
nearest hospital capable of managing the patient's illness or injury.

The State of Vermont does not designate a hospital by specialty or care capability. A
hospital’s capability fluctuates based on factors such as operative capabilities, blood bank
status, intensive care availability, personnel, etc. Medical direction may consider these
factors in providing on-line medical direction to determine destination of any individual
patient.

With few exceptions in Vermont, it is not necessary or appropriate to pass one hospital to
transport a patient to another hospital.

Patients with life threatening conditions or symptoms (e.g., airway obstruction, cardiac
arrest, anaphylaxis, etc.) should be transported directly to the nearest hospital.

Patient condition, personal physician, patient preference, transport time/distance, previous
hospitalizations, road conditions and similar variables are all relevant factors for
consideration in determining where to transport a patient.

When the difference in estimated transport times to more than one hospital is less than ten
minutes, the hospitals may be presumed to be of equal transport distance.

Patients with suspected major trauma should generally be taken to the closest hospital that
is equipped and staffed to manage the patient's problems. When two or more hospitals are
approximately the same travel time away (within 10 minutes of each other), the ambulance
should transport the patient to the hospital with the higher trauma care capability. Major
trauma includes conditions described in the major multiple system trauma protocol and:

1. Respiratory compromise

2. Altered mental status

3. Hypotension (systolic BP <90 mm Hg)

4, Penetrating injury to the head, neck, chest or abdomen

5. Amputation proximal to the ankle or wrist

In the absence of a specific inter-hospital written guidance or agreement, seek on-

line medical direction from the nearest hospital when in doubt about where to

transport.

Procedure

A.

Cow

Obtain an appropriate history and perform a physical examination based on the patient's
presenting problem.

Determine the patient's preference, if any, for a transport destination.

Initiate treatment according to the appropriate protocol(s).

If the patient is requesting transport to a hospital other than the nearest one, or if in the
judgment of the EMS personnel, the patient is a candidate for transport to a more distant
hospital, contact medical direction at nearest hospital for consultation and direction
regarding the choice of a destination hospital.
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General Considerations

A. Domestic violence is purposeful, coercive behavior to get compliance and/or control. It is
not a single incident, but part of a pattern of assaultive behaviors which adults or
adolescents use against their intimate partners. It includes physical, sexual, psychological
abuse and economic control.

B. Domestic abuse crosses all demographics and occurs in all types of intimate partner
relationships.

C. Domestic disputes are among the most dangerous scenarios emergency personnel
encounter.

D. EMS responders are routinely dispatched unknowingly to homes where the injuries or
illnesses are the result of violence between intimate partners.

E. Personal safety is the primary concern when responding to a domestic assault.

F. Photographs are best deferred to professionals who can take them and preserve them as
evidence.

Il. Procedure

A. If the call is dispatched as a domestic assault or dispute, are the police on the scene?

1. If no, stage and wait unti scene is secured.

2. If yes, stage and notify police of your arrival; enter only as directed by police.

3. Remain vigilant while providing care. The victim may become hostile toward police
and/or EMS personnel out of concern for the batterer.

B. Since few injuries resulting from domestic violence are publicly identified as such, any call
should be considered potentially dangerous. Be particularly careful if:

1. Dispatch is having difficulty getting information from the caller, the caller hangs up,
or there is a history of calls to this same address.

2. You are met at the door or denied entry by someone who claims there was no call
made, or who says the victim is fine and doesn’t need medical attention. Contact
the police and Medical Control.

C. On every call, assess the scene carefully upon arrival before entering. Look for:

1. Evidence of a fight (property damage), yelling, evidence of weapons.

2. Evidence of children or pets present.

3. Which lights are on at night.

D. Upon entry, observe for:

1. Signs of struggle/conflict or attempts at concealment of evidence.

2. Signs of drug/alcohol use

3. Aggressive behavior or heightened emotions

4, Obvious weapons.

E. Decide whether to withdraw to a staging area and call for police, or proceed with caution.
Don't hesitate to return to your vehicle to make decisions, notify police and/or Medical
Control. Consider using cell phone instead of radio if possible.

F. If decision is to proceed:

1. Clearly and simply identify yourself and your role. Use non-threatening
body language and approach.

2. Remember, a uniform is a uniform. EMS personnel often wear blue, badge,
radio and holsters, all of which can easily confuse an already agitated
person.

3. Use a team approach. Designate one provider to observe for safety, one or

more to work on the patient, another to calmly distract a potential aggressor
or discreetly assess children for injuries.

4, Be aware of surroundings—the number and location of exits, number and location of
people in the residence, potential weapons and hiding places. Position rescuers
with access to exit.

5. Let occupants lead down hallways or into stairwells or rooms. Keep them in front.
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6. Avoid treating patients in a bedroom (only one exit, intimate setting, often weapons
hidden) or a kitchen (many possible weapons). Use hard chairs rather than
upholstered furniture, as weapons are easily hidden among cushions.

7. Limit number of people present, whether it be responders, neighbors, etc. Have
pets secured before entering, if possible.

8. Attempt to separate the patient from the suspected batterer for assessment and
treatment. If possible, move the patient to the ambulance to assess and treat, even
if non-transport appears likely.

. Treatment
A. Injury as a chief complaint:

1. Look for injuries resulting from a defensive or deflecting move (forearm, shoulder) in
the shape of objects (belt buckles, handprint), on areas normally covered by
clothing, in different stages of healing or on bystanders such as children or pets who
may have gotten caught in the ‘crossfire’.

B. Any injury to a pregnant woman is suspect as 1 in 12 pregnant women are

battered:

1. Look for miscarriage, pre-term labor, multiple injury sites, bruising on the
abdomen or breasts, vaginal bleeding. Also look for signs of sexual assault
during pregnancy or the postpartum period.

2. Document discrepancies: stated mechanism of injury vs. actual presentation,
conflicting accounts of how injury occurred, delay in seeking medical care.

C. lliness as the chief complaint.
D. Screen patients for domestic violence. Ask the questions:

1. ‘Should I be concerned for your safety?’ Ask in private, away from all others
including suspected abuser.

2. Present screening of domestic violence as routine. Ask directly and
indirectly. Be calm, matter-of-fact and nonjudgmental. Use open-ended
guestions.

3. If your patient answers ‘yes’ to questions about domestic violence in the
relationship:

a. Document carefully what has been done and said.
b. Use the victim’s own words, not broad terms like ‘abused’ or ‘battered.’

4, Assess the possibility for both immediate danger and escalating danger:

a. Has violence increased in frequency, severity?
b. Are there firearms or other weapons present or easily available?
C. If in immediate danger, offer access to crisis services/shelter.

5. Offer written information about resources. It may be safer to write down just the
phone number of local crisis agencies without the names.

6. If your patient answers ‘no’ or will not discuss the topic, document any
inconsistencies. Make referrals discreetly.

7. The objective is to make the assessment and offer the resource information.

E. Transport vs. Non-Transport

1. Attempt to get patient into ambulance, if only for assessment and the opportunity to
talk privately.

2. If patient accepts transport:

a. Advise hospital of security issues prior to arrival.

b. Offer to request an advocate from a local domestic violence service agency
to meet the patient at the hospital for support.

C. Use transport time to provide support, listen.
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3. If patient refuses transport:

a.

Explain symptoms to watch for that might indicate injury/illness is escalating.

b. Discuss consequences of not seeking medical care.
C. Be nonjudgmental.
F. Documentation
1. In the course of documenting medical care, EMS providers are creating evidence

that may be used later to prosecute an abusive partner. Since EMS responds to
many domestic violence-related calls to which the police are not dispatched, EMS
documentation may be the only evidence to support future charges. Documentation
should include:

a. Inconsistencies between injury presentation and explanations given.
b. Delays in seeking medical care.
C. Shapes of bruises.
d. Evidence of previous injuries.
e. Environmental observations.
f. Statements made by parties in their own words.
g. Use of a body map to illustrate locations of multiple injuries.
2. Make it clear to the patient that preserving physical evidence does not obligate the
patient to report the abuse, but leaves that option open.
G. Take appropriate body substance isolation precautions.
AV Resources and Referrals*

A. State of Vermont Domestic Violence Hotline 800-489-7273

B National Domestic Violence Hotline 800-799-SAFE (or 800-799-7233).
C. Women Helping Battered Women 802-658-1996.

D See also: Abuse/Neglect Protocol.

* These phone numbers change frequently and should be updated locally. Local medical direction may be a resource.
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General Considerations

A.

Vermont’s Advanced Directive statute, which includes provisions for Do Not Resuscitate
(DNR) orders, is found in 18 V.S.A. Part 10, Chapter 231 effective September 1, 2005.
The Department has also adopted specific Advanced Directives rules that in part describe
expectations for EMS management of patients with DNR orders.

DNR orders are one component of a comprehensive package of advanced directives for
health care. Other portions of an advanced directives document express a patient’s
desires for health care during periods of incapacity, at the end of life (COLST), or for
disposition of remains after death. For EMS encounters, the portion of the advanced
directive that is typically most relevant is the DNR order.

This protocol is intended to cover all patients encountered by EMS within the State of
Vermont who have a valid do-not-resuscitate (DNR) order, other advanced directives or
clinician orders for life sustaining treatment (COLST). This can include patients both in
and out of health care facilities or programs. There is no requirement that the patient have
a pre-existing terminal illness or other health care history to obtain a DNR Order,
Advanced Directive or COLST.

In cases where the patient is conscious and competent, EMS personnel should follow the
patient’s expressed desire for resuscitation or no resuscitation attempts.

Emergency medical services care must be provided to all persons regardless of
resuscitation status, so that terminally ill patients have access to emergency palliative care
and patients who decline CPR and resuscitation efforts have access to palliative care or
other life-sustaining treatments.

DNR simply means do not initiate CPR (ventilations or compressions), defibrillation,
advanced airway techniques (e.g., ET or Combitube), resuscitation drugs or other
resuscitation measures. It does not affect other EMS care. Comfort care measures may
include positioning, temperature/environmental control, oral or nasal airways, suctioning,
splinting, oxygen, IVs by on-line medical direction, assisted medications, and other
treatments intended to reduce discomfort.

DNR Orders must be signed by the patient’s clinician, who can be an MD, DO, Nurse
Practitioner or Physician’s Assistant. While a standard COLST form that includes a DNR
order does exist (see attached), clinicians may use alternate forms for issuing DNR and
COLST orders. The essential elements of a valid DNR order include: name and date of
birth for the patient, indication of informed consent for the DNR order from the
patient/agent/guardian or a determination by two clinicians that resuscitation efforts would
not prevent the imminent death of the patient, and a dated signature of the clinician. Once
issued, there is no expiration date for DNR orders.

Physician-signed DNR orders issued prior to September 1, 2005 may continue to be
recognized as valid for EMS encounters.

Patients may obtain DNR identifications (bracelets, necklaces, wallet cards) after a
clinician’s DNR order has been issued. EMS personnel may act upon the identification as
a valid DNR order.

If a patient who lives out of state presents in Vermont with a DNR order or DNR
identification (bracelet, necklace, wallet card, etc.) that appears substantially equivalent to
the Vermont DNR order or identification, EMS personnel should honor the out-of-state
order or identification per the procedure described in this protocol.

Procedure

A.

Patients should be assessed per routine procedures and if resuscitation is or may be
needed, EMS personnel should make reasonable efforts to check the patient for a DNR
identification (bracelet, necklace, wallet card, etc.) or inquire if there is a written DNR order
available. Attempt to determine the identity of the patient (specifically, name and date of
birth).

If a written DNR order form (DNR/COLST form) or DNR identification (bracelet, necklace,
wallet card, etc.) is present for the identified patient and does not appear to be altered
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(through an attempt to remove or destroy), do not initiate CPR or other resuscitation
measures. EMS personnel should attempt to verify that the Vermont DNR Order form has
been signed by a clinician (MD, DO, NP, or PA).

C. EMS care other than resuscitation measures should be initiated for patients with known
DNR orders according to the applicable VT EMS protocol(s). Other available advanced
directive documents or a COLST form, if available, should also be used as guidance on the
patient’s preferences regarding specific treatments and transport to a hospital or other
care.

D. EMS personnel who encounter a patient with a Vermont (or similar out of state) DNR Order
form or other DNR identification should attempt to verify with competent patients that the
DNR order represents their current wishes. If a competent patient indicates the desire for
resuscitation, this preference should take precedence over the written DNR order form or
the DNR identification.

E. If the patient is not conscious or competent, EMS personnel should attempt to verify with
the patient’s agent or guardian that the DNR order or DNR identification is still in effect
(i.e., has not been revoked). If the patient’s agent is not immediately available, follow the
written DNR order or identification.

F. If the patient’s DNR identification was issued by the Medic Alert Foundation, EMS
personnel may call the phone number on the bracelet to verify the most current status of a
DNR order.

G. Seek on-line medical direction for circumstances not specifically covered by this protocol.
This may include situations such as:

H. A person other than the patient’s guardian or agent indicates that a DNR Order exists but

there is no DNR order or DNR identification available at the scene.
l. The DNR order indicates that a DNR identification has been issued but none is found on

the patient.

J. Family or bystanders threaten EMS personnel if no resuscitation is initiated even though
there is a valid DNR order or DNR identification at the scene.

K. Some unusual form of DNR identification other than a standard DNR identification

(bracelet, necklace, or wallet card) is found on the patient and there is no DNR order
available at the scene.

L. Document on the standard EMS patient care report any actions taken or not taken based
on a DNR order, COLST, or other advanced directive. If possible, retain copies of the
DNR order form or other advanced directive documents with the EMS incident report form.

M. If the patient with a DNR order, COLST, or other advanced directive documents is to be
transported (or transferred between health care facilities), copies of the DNR Order,
COLST, or advanced directive should be taken and delivered to the receiving facility.

Revised January 9, 2007



INSTRUCTIONS FOR CLINICIANS

COMPLETING VERMONT DNR/COLST FORM
(DO NOT RESUSCITATE ORDER/CLINICIAN ORDERS FOR LIFE SUSTAINING TREATMENT)

Completing DNR/COLST

e The DNR/COLST form must be completed and signed by a health care clinician based on patient preferences
and medical indications. A clinician is defined as a medical doctor, osteopathic physician, advance practice
registered nurse or physician assistant. 18 V.S.A. § 9701(4). Verbal orders are acceptable with follow-up
signature by the clinician in accordance with facility/community policy.

e  Photocopies and Faxes of signed COLST forms are legal and valid; use of original is encouraged.

Special requirements for completing the DNR section of COLST (18 V.S.A. §9708)

e A DNR order may be written on the basis of either informed consent or futility. Complete section A-2 for
informed consent; Section A-3 for futility.

e An order based on informed consent must include the name of the individual giving informed consent.

e  An order based on futility must include a certification by the clinician and a second clinician that resuscitation
would not prevent the imminent death of the patient, should the patient experience cardiopulmonary arrest.

e Ifpatient is in a health care facility, the clinician must certify that the facility’s DNR policy has been followed

e  The clinician may authorize the issuance of a DNR identification to the patient

e  Clinician must certify that clinician has consulted or made an attempt to consult with the patient, and the
patient’s agent or guardian.

Using DNR Order - Section A CPR/DNR - 18 V.S.A. § 9708(c)

e A DNR Order (Section A of the DNR/COLST form) only precludes efforts to resuscitate in the event of
cardiopulmonary arrest and does not affect other therapeutic interventions that may be appropriate for the
patient. (Sections B through H of the COLST Form address other interventions.)

e  Health care professionals, health care facilities, and residential care facilities must honor a DNR order or a DNR
Identification unless the professional or facility believes in good faith, after consultation with the patient, agent
or guardian, where possible and appropriate

o that the patient wishes to have the DNR Order revoked if the Order is based on informed consent, or
o that the patient with the DNR identification or order is not the individual for whom the DNR order was
issued.
Documentation of basis for belief in medical record is required.

Using COLST (Sections B through H)

e Any section of COLST not completed indicates that the COLST order does not address that topic. It may be
addressed in a patient’s advance directive, or in other parts of the medical record.

e  Oral fluids and nutrition must always be offered if medically feasible.

e When comfort cannot be achieved in the current setting, the person, including someone with “comfort measures
only”, may be transferred to a setting able to provide comfort.

e Treatment of dehydration is a measure that may prolong life. For a patient who desires IV fluids the order
should indicate “Limited Interventions” or Full Treatment.”

e A patient with or without capacity, or another person authorized to provide consent, may revoke the COLST
order at any time and request alternative treatment. Exceptions may apply. See, 18 V.S.A. § 9707(h) or 18
V.S.A. § 9707(g).

e Photocopies and faxes of signed DNR/COLST forms are legal and valid; use of original is encouraged.

Reviewing DNR/COLST

This form should be reviewed periodically and a new form completed if necessary when:
The patient is transferred from one care setting or care level to another, or
There is a substantial change in the patient’s health status, or

The patient’s treatment preferences change, or

At least annually, but more frequently in residential or inpatient settings.

bl

Voiding DNR/COLST

To void this form or a part of it, draw a line through each page or section to be voided and write “VOID” in large
letters.



HIPAA PERMITS DISCLOSURE OF COLST TO OTHER HEALTH CARE PROFESSIONALS AS NECESSARY

DNR/COLST Patient Last Name
CLINICIAN ORDERS

Patient First/Middle Initial
for DNR/CPR and OTHER LIFE SUSTAINING TREATMENT

Date of Birth

FIRST follow these orders, THEN contact Clinician.

(If patient/resident has no pulse and/or no respirations)
AR i
DO NOT RESUSCITATE (DNR) CARDIOPULMONARY RESUSCITATION (CPR)
[0 DNR/Do Not Attempt Resuscitation [] CPR/Attempt Resuscitation
(Allow Natural Death)
For patient who is breathing and/or has a pulse, GO TO SECTION B - G, PAGE 2 FOR OTHER
INSTRUCTIONS. CLINICIANS MUST COMPLETE SECTIONS A-1 THROUGH A-5
A-1 Basis for DNR Order
Informed Consent - Complete Section A-2
Futility - Complete Section A-3
A-2 Informed Consent
Informed Consent for this DO NOT RESUSCITATE (DNR) Order has been obtained from:
Name of Person Giving Informed Consent (Can be Patient) Relationship to Patient (Write “self” if Patient)
Signature (If Available)
A-3 Futility (required if no consent)
[J I have determined that resuscitation would not prevent the imminent death of this patient should the patient
experience cardiopulmonary arrest. Another clinician has also so determined:
Name of Other Clinician Making this Determination (Print here)  Signature of Other Clinician
Dated:
A-4 Facility DNR Protocol (required if applicable)
This patient is [ is not [] in a health care facility or a residential care facility.
Name of Facility:
If this patient is in a health care facility or a residential care facility, the requirements of the facility’s DNR protocol have
been met. (Initial here if protocol requirements have been met.)
A-5 DNR Identification (optional)
I have authorized issuance of a DNR Identification (ID) to this patient. Form of ID:
A-6 Clinician Certifications and Signature for CPR/DNR (required)
- & I have consulted, or made an effort to consult with the patient and the patient’s agent or guardian.
s Z
: E Patient’s Agent or Guardian Address or Phone
S e I certify that I am the clinician for the above patient, and I certify that the above statements are true.
3 e
£ 2
‘:;.3 s Signature of Clinician Printed Name of Clinician
o %”
Dated:

GIVE COPY TO PATIENT AND REPRESENTATIVE
SEND FORM WITH PATIENT WHENEVER TRANSFERRED OR DISCHARGED




HIPAA PERMITS DISCLOSURE OF COLST TO OTHER HEALTH CARE PROFESSIONALS AS NECESSARY

ORDERS FOR OTHER LIFE-SUSTAINING TREATMENT
(If patient/resident is breathing and/or has pulse)

B | INTUBATION AND MECHANICAL VENTILATION INSTRUCTIONS:

If patient has DNR order and has progressive or impending pulmonary failure without acute cardiopulmonary arrest:

[ Do Not Intubate/Multi-Lumen Airway (DNI)
[1 Trial Period of Intubation/Multi-Lumen Airway and ventilation

[] Intubation/Multi-Lumen Airway and long-term mechanical ventilation if needed

C TRANSFER TO HOSPITAL

[J Do not transfer unless comfort care needs cannot be met in current location or if severe symptoms cannot be
otherwise controlled

L1 Transfer

D | ANTIBIOTICS

[J No antibiotics. Use other measures to relieve symptoms
[1 Determine use or limitation of antibiotics when infection occurs, with comfort as goal

[ Use antibiotics

E | ARTIFICIALLY ADMINISTERED NUTRITION: Offer food and liquids by mouth if feasible.
Feeding tube

[J No feeding tube

L] Trial period of feeding tube (Goal: )

[1 Long-term feeding tube
Parenteral nutrition or hydration (e.g. IV fluids or Total Parenteral Nutrition)

[ No parenteral nutrition or hydration

[  Trial period of parenteral nutrition or hydration (Goal: )

[1 Long term parenteral nutrition or hydration

F MEDICAL INTERVENTIONS:

[1 COMFORT MEASURES ONLY Use medication by any route, positioning, wound care and other measures to

to relieve pain and suffering. Use oxygen, oral suction and manual treatment of airway obstruction as needed for
comfort. Offer food and fluids by mouth, if feasible.

[0 LIMITED ADDITIONAL INTERVENTIONS Includes care described above. Use medical treatments and
IV fluids as indicated. Avoid intensive care if possible.

[l FULL TREATMENT Includes care described above. Use defibrillation and intensive care as indicated.

G Other Instructions

GIVE COPY TO PATIENT AND REPRESENTATIVE
SEND FORM WITH PATIENT WHENEVER TRANSFERRED OR DISCHARGED




HIPAA PERMITS DISCLOSURE OF COLST TO OTHER HEALTH CARE PROFESSIONALS AS NECESSARY

H | Informed Consent and Clinician Signature for COLST Order (Sections B through G)

Informed Consent for this COLST Order has been obtained from:
Name of Person Giving Informed Consent Relationship to Patient
(Patient if competent) (Write “self” if Patient)
Signature
Clinician Signature for COLST
Signature of Clinician Printed Name of Clinician
Dated:

Print Clinician Name Clinician Signature (mandatory) Phone Number

Person providing consent’s signature (if available)

Date

Other Contact Information (Optional)

Name of Guardian, Agent or other Contact Person Relationship

Phone Number

Name of Health Care Professional Preparing Form Preparer Title/Facility

Phone Number Date Prepared

Review Date Reviewer Location of Review Review Outcome

|:| No Change [ ] New form
completed
] Form Voided

|:| No Change |:| New form
completed
] Form Voided

|:| No Change |:| New form
completed
] Form Voided

SEND FORM WITH PATIENT WHENEVER TRANSFERRED OR DISCHARGED
GIVE COPY TO PATIENT AND REPRESENTATIVE
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General Considerations

A. All EMS personnel should have at least awareness level training.

B. Avoid the urge to rush in. Hazardous materials are insidious; their hazards may not be
readily apparent. Your number one priority is your safety.

C. Never exceed your training or realistic capabilities on a hazardous materials response.

D Transport patients only after they have been decontaminated according to a process
determined by Incident Command.

E. Hazardous materials incidents may require the EMS provider to perform many different
functions at the scene. These duties need to be considered and agreed to in advance
through development of a community response plan.

Il. Procedures

EMS First On Scene

A. Until proven otherwise, all incidents are hazardous materials incidents.

B. Approach the scene safely and cautiously.

1. Approach from upwind and uphill (if possible).
2. Observe from a distance.

C. Identify if hazards are present.

D. Secure the scene; deny entry to bystanders and untrained personnel.

E. Establish incident command and identify a command post.

F. Request additional assistance as needed.

G. Update hospital(s) of any potential of contaminated patients arriving by non-EMS means.

H. Do not enter any areas or zones unless you are properly trained and equipped to do so.

l.

Transfer incident command to the senior fire official for the jurisdiction when they arrive.

EMS Not First on Scene

A.
B.

Report to the command post or staging area as directed.
Obtain additional assistance (if required).

February 2006



INFECTION CONTROL INFECTION CONTROL 1 OF 9

l. General Considerations

A.

Responsibility

Although employers bear some of the responsibility for prevention of spread of disease,

each EMS provider must take the responsibility to safeguard his or her own health and

safety. This includes using the personal protective equipment (PPE) appropriate for a

particular situation. Although this protocol describes many of the elements of an exposure

control plan, it is not an exposure control plan.

Risks of Disease Transmission

The risk for transmission of most serious infectious diseases is low, e.g., the human

immunodeficiency virus (HIV), which causes AIDS. If an EMS provider is stuck by a needle

containing HIV-positive blood, the chance of becoming HIV-positive is approximately 0.3%

(less than 1 in 300). This risk can be reduced even further by taking a few precautions.

Hepatitis B, on the other hand, is much easier to contract; there is a 15% - 30% chance of

an unvaccinated person becoming infected after being stuck by a needle containing blood

with hepatitis B virus (HBV).

Disease can be passed by fluids other than blood. Other potentially infectious materials are

semen, vaginal secretions, cerebrospinal fluid, synovial fluid, peritoneal fluid, amniotic fluid,

saliva in dental procedures, any body fluid that is visibly contaminated with blood and all
body fluids in situations where it is difficult or impossible to differentiate between body
fluids. It is frequently not possible for EMS providers to know whether a patient has an
infectious disease.

Preventing the Spread of Disease

1. The easiest and most effective way to prevent spread of disease is handwashing.
The preferred agent to use for cleaning unsoiled hands is an alcohol-based hand
rub. Clean soiled hands with soap and water. Either plain (non-antimicrobial) or
antimicrobial soap is acceptable. Hands are soiled if they are visibly dirty,
contaminated with proteinaceous material, or soiled with blood or other body fluids.
They are also considered soiled after the healthcare worker has used a restroom or
if the healthcare worker has had either suspected or proven exposure to Bacillus
anthracis, the bacterium that causes anthrax.

2. Another way to prevent spread of disease is to use standard precautions, which
combine the major features of universal (or blood and body fluid) precautions and
body substance isolation (BSI) and applies them to all patients. Standard
precautions apply to 1) blood; 2) all body fluids, secretions, and excretions except
sweat, regardless of whether or not they contain visible blood; 3) nonintact skin; and
4) mucous membranes.

3. EMS providers should not recap, bend or break needles or other sharps. Recapping
is permitted only when no alternative is feasible or it is required for a specific
medical procedure. When it is done, the provider should use a mechanical device or
one-handed technique.

4, EMS providers should dispose of contaminated needles and sharps as soon as
possible in appropriate sharps containers.
5. The spread of airborne diseases can also be limited by a few simple precautions.

Patients who are at risk for infection with an airborne disease include those who
have a persistent cough (more than three weeks), bloody sputum, night sweats,
weight loss, anorexia or fever. If the patient is not in acute respiratory distress and
has no other indications for oxygen, have the patient wear a surgical mask if he will
tolerate it. The EMS provider should be qualified for and wear an N-95 mask or
other respirator rated at N-95 or higher. Additionally, EMS providers should avoid
aerosol-generating procedures or anything that might provoke coughing by the
patient. As circumstances allow, keep windows open and set heating and air
conditioning systems on a nonrecirculating cycle. If the ambulance is equipped with
HEPA (high efficiency particulate air) filtration, this should be used.

February 2006



INFECTION CONTROL INFECTION CONTROL 2 OF 9

As circumstances allow, limit the number of providers in close contact with the
patient.

Whenever possible, use a pocket mask, bag valve mask or other device to ventilate
a patient rather than perform mouth-to-mouth. This is true for all patients.

D. Exposure Control Plan
Each EMS agency should have an exposure control plan that is reviewed and updated at
least annually. It should include:

a general explanation of the modes of transmission, epidemiology and
symptoms of bloodborne and airborne diseases;

a description of engineering controls and work practice controls (equipment and
procedures) that instructs providers in the means to prevent exposure;
information on the hepatitis B vaccine and how to obtain it free of charge;

the procedure for vaccination against hepatitis B;

a description of types, selection, proper use, location, removal, handling,
decontamination and disposal of PPE;

the procedure to follow when a potential exposure occurs, including the actions
to take and the person to contact;

how a provider should get evaluation and follow-up after an exposure;

a description of how hazards are communicated;

record keeping standards; and

documentation of the agency’s compliance with the requirement for annual
consideration of new technology that reduces exposure to bloodborne
pathogens (as required by the revisions made in 29 CFR 1910.1030 after
passage of the Needlestick Safety and Prevention Act of 2000).

Each agency should also have a respiratory protection program that is reviewed and
updated at least annually. This may be included as part of the exposure control plan.
Elements of such a program include:

procedures for selecting respirators for use in the workplace;

medical evaluations of employees required to use respirators; a physician or other
licensed health care professional shall perform medical evaluations using a medical
guestionnaire or an initial medical examination that obtains the same information as
the medical questionnaire; the employer shall provide a follow-up medical
examination to any employee who gives a positive response to certain questions on
the questionnaire;

fit testing procedures for tight-fitting respirators; fit testing must be repeated annually
and whenever there is a change in the respirator facepiece provided by the
employer and whenever there is a change in the employee’s physical condition that
could affect respirator fit;

procedures for proper use of respirators in routine and reasonably foreseeable
emergency situations;

procedures and schedules for cleaning, disinfecting, storing, inspecting, repairing,
discarding and otherwise maintaining respirators;

training of employees in the respiratory hazards to which they are potentially
exposed during routine and emergency situations;

training of employees in the proper use of respirators, including putting on and
removing them, any limitations on their use, and their maintenance; and
procedures for regularly evaluating the effectiveness of the program.

E. Immunization
Each EMS agency should provide hepatitis B vaccinations free of charge to EMS providers
who may in the course of their EMS duties have occupational exposure, i.e., they may
reasonably be expected to come into contact with blood or other body fluids. Agencies
should also assure that providers are immune to or up to date in their vaccinations against

February 2006



INFECTION CONTROL INFECTION CONTROL 3 OF 9

measles, mumps, rubella, tetanus and pertussis.

F. Personal Protective Equipment (PPE)
PPE consists of gloves, eye protection, masks and respirators, gowns, pocket masks and
other ventilation devices that the EMS agency furnishes to providers at no charge. They
should be used as appropriate to prevent contact with blood and other body fluids. See
Appendix 1, "Examples of Recommended Personal Protection for Worker Protection
Against HIV and HBV Transmission in Prehospital Settings." The provider may briefly and
temporarily decline to use PPE when, under rare and extraordinary circumstances, the
provider decides that the use of PPE would prevent the delivery of health care or would
pose an increased hazard to the safety of the responder.

G. Housekeeping
All equipment and environmental working surfaces should be cleaned and decontaminated
after contact with blood or other potentially infectious materials. See Appendix 2,
"Reprocessing Methods for Equipment used in the Prehospital Health-Care Setting" and
Appendix 3, "Recommendations for Decontamination and Cleaning of Rescue Vehicles."

H. Hazard Communication
Containers with blood or other potentially infectious materials should have the fluorescent
orange or orange-red biohazard label on them. There are two major exceptions to this.
First, red bags or containers may be substituted for the labels. Second, containers of blood
for clinical use (e.g., blood drawing tubes) do not have to be labeled.

l. Training
An EMS agency should provide information and training on bloodborne and airborne
diseases before an EMS provider begins providing patient care. The agency should provide
annual refresher training to providers. The refresher training should include, among other
things, a description of any changes in tasks or procedures that affect the provider's
occupational exposure.
Initial training should include:

. a description of OSHA's requirements;

. a description of the EMS agency's exposure control plan;

. a general explanation of the modes of transmission, epidemiology and
symptoms of bloodborne and airborne diseases;

. a description of engineering controls and work practice controls (equipment and
procedures) that assist providers in avoiding exposure;

. information on the hepatitis B vaccine;

° the procedure for vaccination against hepatitis B;

. a description of types, selection, proper use, location, removal, handling,
decontamination and disposal of PPE;

. the procedure to follow when a potential exposure occurs, including the actions
to take and the person to contact;

. how a provider should get evaluation and follow-up after an exposure;

. a description of how hazards are communicated; and

. an opportunity to get answers to providers' questions.

J. Record Keeping

Each EMS agency should establish and maintain an accurate, confidential medical record

for each EMS provider with occupational exposure, i.e., the provider may reasonably be

expected to come into contact with blood or other body fluids. The record should include:
. the provider's name;
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a copy of the provider's hepatitis B vaccination status;

. a copy of all results of examinations, medical tests and follow-up procedures for
the provider;

° the agency's copy of the healthcare professional's written opinions on the
desirability of hepatitis B vaccination and post-exposure evaluation and follow-up;

. for an exposure, the information provided to the healthcare professional who

evaluated the provider (description of the provider's duties as they relate to the
exposure incident, documentation of the route(s) of exposure and circumstances
under which the exposure occurred and results of the source individual's blood
testing, if available).
Each EMS agency should have training records. The records should be maintained for at
least three years from the date the training occurred. The training records should include:

. dates of training sessions;

. contents or a summary of the training sessions;

° names and qualifications of the person(s) conducting the training;
. names and job titles of the person(s) conducting the training.

K. Occupational Safety and Health Administration (OSHA)
OSHA has rules pertaining to bloodborne pathogens (29 CFR 1910.1030) and tuberculosis
(29 CFR 1910.134, the Respiratory Protection Standard, and OSHA Instruction CPL 2.106,
Enforcement Procedures and Scheduling for Occupational Exposure to Tuberculosis (TB)).

L. Ryan White Comprehensive AIDS Resources Emergency Act
The Ryan White CARE Act is a federal law that gives emergency response employees
certain rights and obligations when they are exposed to certain potentially life-threatening
diseases during the course of an emergency. The potentially life threatening diseases
include certain airborne diseases (infectious pulmonary tuberculosis), bloodborne diseases
(hepatitis B and human immunodeficiency virus infection, including AIDS) and uncommon or
rare diseases (diphtheria, meningococcal disease, plague, hemorrhagic fevers and rabies).
The law requires that each emergency response agency have a designated officer (DO) for
infection control who coordinates information gathering and communication. The Ryan White
law specifically includes not just employees, but also "other persons (including employees of
legally organized and recognized volunteer organizations, without regard to whether such
employees receive nominal compensation) who, in the course of professional duties,
respond to emergencies in the geographic area involved."

M. Emerging Infectious Diseases
The 2002-2003 outbreak of Severe Acute Respiratory Syndrome (SARS) demonstrated very
effectively that new infectious diseases can and will occur. It is not possible to predict the
location, form or virulence of such a disease, so EMS providers and agencies will need to be
vigilant. Providers can rely on the Vermont Department of Health and the Centers for
Disease Control and Prevention to be reliable and timely sources of information and advice
when these outbreaks occur.

Il. Procedures
A. Exposure to Bloodborne Disease

1. An exposure has occurred when there is eye, mouth, other mucous membrane, non-
intact skin or parenteral contact between an EMS provider and blood or other
potentially infectious material as a result of the EMS provider's duties. Non-intact skin
includes weeping wounds, rashes and open wounds less than one hour old.

2. As soon as possible after an exposure, the EMS provider should wash with soap and
water any skin that was involved. Flush exposed mucous membranes with water.

3. The EMS provider should contact the agency's designated officer (DO) for infection

control and document the route of exposure and the circumstances under which the
incident occurred.
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4.

10.

11.

12.

13.

14.

The designated officer should collect the facts relating to the circumstances of the

incident and determine whether the responder could have been exposed to hepatitis

B or HIV (assuming the source patient had either or both of those diseases).

If the DO determines that the responder could have been exposed to a bloodborne

disease, then the DO should submit to the hospital to which the patient was

transported a written request for a determination of exposure.

The hospital should evaluate the facts and, if the source patient can be identified,

review the patient's medical records for results of tests for hepatitis B, HIV infection,

and infectious pulmonary tuberculosis (TB) and for signs and symptoms compatible

with these diseases.

Federal law requires the hospital, within 48 hours, to submit one of three written

responses:

a. there was no exposure;

b. there is insufficient information to determine whether there was an exposure;
or

C. there was an exposure.

If the hospital notifies the DO that there was an exposure, the notification shall

include the name of the infectious disease involved and the date the source patient

was transported.

The DO shall notify providers who responded to the incident and who may have been

exposed:

a. That they may have been exposed,;

b. Of the name of the disease involved;

C. Of any actions the provider should take;

d. If medically appropriate, of the date of the incident.

The EMS agency should cooperate with the receiving hospital in seeing that HBV and

HIV testing is performed on the source patient when the patient's HBV and HIV status

is unknown and the patient has given consent. The agency and hospital should make

the source individual's test results available to the provider in accordance with federal

and state laws and regulations.

The EMS agency should arrange for the responder’s blood to be tested for HBV and

HIV as soon as feasible after consent is obtained.

The agency should provide post-exposure prophylaxis when medically indicated.

Free consultation with experienced experts is available from the National Clinicians'

Post-Exposure Prophylaxis Hotline (PEP Line). This is a 24-hour emergency hotline

that provides immediate information to clinicians regarding the management of an

employee who has experienced an occupational exposure to blood. The toll-free

number is (888) 448-4911.

The EMS agency should also provide counseling to the provider as needed. This is

especially important with regard to HIV exposure.

If the provider reports an illness that may have resulted from the exposure, the EMS

agency should arrange for medical evaluation.

B. Exposure to Airborne Disease

1.

An exposure may occur when a provider shares air space with a patient who has an
infectious disease caused by an airborne pathogen. Vermont has one of the lowest
TB case loads in the country. There were seven cases of infectious pulmonary TB in
the entire state in 2001, 4 cases in 2000 and 3 in 1999. Similarly, suspected cases of
Severe Acute Respiratory Syndrome (SARS) have been uncommon, but not unheard
of, in Vermont. This knowledge must be balanced with an awareness that people
diagnosed in another state may visit Vermont.

If a hospital determines that a patient transported by ambulance has infectious
pulmonary TB, federal law requires the hospital to notify the DO for the service within
48 hours of making the diagnosis.
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3. An EMS provider may request a determination by the agency's DO if the provider
believes he or she may have been exposed to infectious pulmonary tuberculosis. The
procedure is the same as for bloodborne diseases.

C. Exposure to Uncommon or Rare Diseases

1. An EMS provider may request a determination by the agency's DO if there is reason
to believe he or she may have been exposed to an uncommon disease like
meningococcal disease. The procedure is the same as for bloodborne diseases.

Il Appendices
Appendix 1  Examples of Recommended Personal Protection for Worker Protection Against HIV

and HBV Transmission in Prehospital Settings
Appendix 2  Reprocessing Methods for Equipment used in the Prehospital Health-Care Setting

Appendix 3  Recommendations for Decontamination and Cleaning of Rescue Vehicles
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APPENDIX 1: Examples of Recommended Personal Protection for Worker Protection
Against HIV and HBV Transmission in Prehospital Settings

Task or Activity Disposable | Gown Mask Protective
Gloves Eyewear
Bleeding control with Yes Yes Yes Yes
spurting blood
Bleeding control with Yes No No No
minimal bleeding
Emergency childbirth Yes Yes Yes, if splashing | Yes, if splashing
is likely is likely
Blood drawing At certain® No No No
times
Starting an intravenous (IV) | Yes No No No
line
Endotracheal intubation, Yes No No, unless No, unless
esophageal obturator use splashing is likely | splashing is likely
Oral/nasal suctioning, Yes? No No, unless No, unless
manually clearing airway splashing is likely | splashing is likely
Handling and cleaning Yes No, unless No No
instruments with microbial soiling is likely
contamination
Measuring blood pressure No No No No
Measuring temperature No No No No
Giving an injection No No No No

NOTE: The examples provided in this table are based on application of universal precautions. Universal
precautions are intended to supplement rather than replace recommendations for routine infection control,
such as handwashing and using gloves to prevent gross microbial contamination of hands (e.g., contact
with urine or feces).

! Gloves should be worn for phlebotomy if cuts, scratches or other breaks in the skin are present on the
worker’s hands, if the worker is inexperienced, or if the situation suggests a greater possibility of bleeding.

2\While not clearly necessary to prevent HIV or HBV transmission unless blood is present, gloves are
recommended to prevent transmission of other agents (e.g., Herpes simplex).

Centers for Disease Control, February 1989
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APPENDIX 2: Reprocessing Methods for Equipment Used in the Prehospital Healthcare
Setting

Sterilization
Destroys: All forms of microbial life, including high numbers of bacterial spores.

Methods: Steam under pressure (autoclave), gas (ethylene oxide), dry heat, or immersion in EPA-
approved chemical “sterilant” for prolonged period of time, e.g., 6-10 hours or according to manufacturers’
instructions. Note: liquid chemical “sterilants” should be used only on those instruments that are impossible
to sterilize or disinfect with heat.

Use: For those instruments or devices that penetrate skin or contact normally sterile areas of the body,
e.g., scalpels, needles, etc. Disposable invasive equipment eliminates the need to reprocess these types of
items. When indicated, however, arrangements should be made with a health-care facility for reprocessing
of reusable invasive instruments.

High-Level Disinfection

Destroys: Mycobacterium tuberculosis, vegetative bacteria, most viruses, and most fungi, but does not kill
bacterial spores.

Methods: EPA-registered “hospital disinfectant” chemical germicides that have a label claim for
tuberculocidal activity; commercially available hard-surface germicides or solutions containing at least 500
ppm free available chlorine (a 1:100 dilution of common household bleach — approximately %2 cup bleach
per gallon of tap water).

Use: For those surfaces that come into contact only with intact skin, e.g., stethoscopes, blood pressure
cuffs, splints, etc., and have been visibly contaminated with blood or bloody body fluids. Surfaces must be
precleaned of visible material before the germicidal chemical is applied for disinfection.

Low-Level Disinfection

Destroys: Most bacteria, some viruses, some fungi, but not Mycobacterium tuberculosis or bacterial
spores.

Methods: EPA-registered “hospital disinfectants” (no label claim for tuberculocidal activity).

Use: These agents are excellent cleaners and can be used for routine housekeeping or removal of soiling
in the absence of visible blood contamination.

Environmental Disinfection: Environmental surfaces which have become soiled should be cleaned and
disinfected using any cleaner or disinfectant agent which is intended for environmental use. Such surfaces
include floors, woodwork, ambulance seats, countertops, etc.

IMPORTANT: To assure the effectiveness of any sterilization of disinfection process, equipment and
instruments must first be thoroughly cleaned of all visible soill.

Centers for Disease Control, February 1989
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APPENDIX 3: Recommendations for Decontamination and Cleaning of Rescue Vehicles

Clean-Up Kit

Household utility gloves

Plastic spray bottle with cleaning agent

Plastic spray bottle with disinfectant solution or bottle with concentrated household bleach to be diluted with
water (1:100 dilution approximates ¥ cup bleach per gallon of water)*

Disposable toweling

Plastic bags (hospital red bags, household plastic bags)

Basket/carrier to hold cleaning supplies

Clean-Up Procedure After Each Call

1. Prepare vehicle for cleaning/decontamination.

a. Always wear utility gloves throughout clean-up procedure.

b. Remove used or soiled linen and place in designated bag for laundering. Either leave laundry at the
hospital or reprocess in the EMS laundry using warm water, detergent, and bleach as recommended
on the product labels.

c. Discard any soiled dressings, bloody materials, and other contaminated, non-sharps waste in a red
bag and leave at the hospital.

d. Place reusable equipment which needs reprocessing in plastic bag (any color other than red).

e. Check the vehicle for any needles or other sharps which may have been left and carefully dispose in
a sharps container.

2. Check for areas soiled with blood and other visible body substances and remove.
a. Remove moist blood and other body substances with paper toweling and discard in a red bag.
b. Spray cleaner on affected area and remove any remaining blood or body substances. Dispose of
towels in red bag.
c. Spray disinfectant* on affected area, wipe over the surface, and allow to air dry. Dispose of towels
in red bag.

3. Spray cleaner on remaining surfaces with which the patient had contact as well as surfaces which were
used in the course of providing prehospital care. Wipe the surface with toweling and allow to air dry.

Periodic Cleaning of Rescue Vehicles

On a regular basis (e.g., weekly, monthly) as determined by the frequency of vehicle use and obvious need,
the floors, walls, interior and exterior of cabinets and drawers, benches, and other surfaces, should be
thoroughly cleaned. The same cleaning agent used between cases can be used for this more extensive
cleaning. A supply kit should be kept in a central location for this purpose (e.g., pail, reusable cleaning
cloths that are laundered after use, supply of cleaning agents). Wipe with toweling and allow to air dry.

Since carpeting and permeable seat covers in the patient compartment of ambulances are more difficult to
clean than non-permeable surfaces, their use is not recommended.

*NOTE: Bleach solution should be made up fresh at the time of use or daily.

Centers for Disease Control, February 1989
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l. General Considerations

A.

A duly licensed first responder or ambulance service, having received a bona fide request
for emergency medical assistance, is duty bound to respond and deliver reasonable care to
the ill or injured, exercising due caution and diligence. Care must be continued until: it is
transferred at an appropriate health care facility, the patient is pronounced dead by a
licensed physician or has met criteria for death on scene as specified in this document, or
the patient has refused care, having been deemed to possess the capacity to do so.
Emergency medical care is a continuum begun by prehospital providers that continues
through diagnosis, treatment and possibly rehabilitation. The concerted, integrated efforts
of the health care team, comprising prehospital providers, physicians, nurses, allied health
personnel, clergy and mental health workers, allow for the best possible outcome for the
patient. All serve a vital role. Recognizing this offers a guide for dealing with non-
prehospital providers who wish to render assistance on the scene of an emergency.

1. Procedure

A.

Non-physicians (nurses, midwives, physician assistants, allied health personnel, clergy,

mental health workers, etc.) on the scene:

1. Control of an emergency scene should be the responsibility of the individual in
attendance who is most appropriately trained and knowledgeable in providing
prehospital emergency stabilization and transport.

2. Confrontation should be avoided whenever possible. The appropriate involvement
of non-prehospital providers should be determined by the certified responding
prehospital providers.

3. On-line medical direction should be sought for situations where a cooperative
working relationship is failing or has failed, or the non-prehospital provider refuses to
relinquish care of the patient.

4, In any circumstance where the prehospital provider is uncertain whether care
proposed by an intervener is appropriate, seek on-line medical direction.

Physician intervention on the scene:

1. Control of an emergency scene should be the responsibility of the individual in
attendance who is most appropriately trained and knowledgeable in providing
prehospital emergency stabilization and transport.

2. Confrontation should be avoided whenever possible. The appropriate involvement
of non-prehospital providers should be determined by the certified responding
prehospital providers.

3. When EMS personnel encounter a person claiming to be a physician at the scene,
the EMS provider should take reasonable steps to verify the identity of the physician
without restricting the physician's access to provide potentially lifesaving care.

a. If the patient's private physician is present and assumes responsibility for the
patient's care: the prehospital provider should generally defer to the orders
of the private physician within the limits of the provider's training and
certification. Medical direction should be contacted. The private physician
should be expected to accompany the patient to the hospital if interventions
beyond the scope and practice of the providers have occurred. The
prehospital provider reverts back to following these protocols and on-line
medical direction at any time when the patient's private physician is no
longer in attendance.

b. If a physician is present who is not the patient's physician and on-line
medical direction cannot be established: the prehospital provider should
generally relinquish responsibility for the patient's care when the physician
has identified himself and has indicated a willingness to assume
responsibility and document any interventions. When these conditions exist,
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the prehospital provider should defer to the wishes of the physician on the
scene within the limits of the provider's training and certification.

If the care and treatment differ from these protocols, the physician should
agree in advance to accompany the patient to the hospital. However, in the
event of a mass casualty incident or disaster, patient care needs may require
the physician to remain at the scene.

C. If a physician is present who is not the patient's physician and on-line
medical direction can be established: the on-line physician is ultimately
responsible. Should any disagreement between the physician on the scene
and the on-line physician exist, the prehospital provider should follow the
orders from the on-line physician and place the intervener physician in
contact with the on-line physician. The on-line physician has the option of
managing the case entirely, working with the physician, or allowing the on-
scene physician to assume responsibility.

C. The details of any encounter with an intervener should be documented. Include the
intervener's name, qualifications, and any care provided by the intervener.
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The following information describes the essential roles of key EMS personnel functioning at a mass casualty
incident scene. These descriptions conform to the current plan endorsed by the New England Council for
Emergency Medical Services (NECEMS) and are consistent with the Incident Command System. The tasks
described are intended to be illustrative of the functions typically associated with the positions but are not
necessarily all encompassing for every situation.

Incident Commander

The Incident Commander is typically the senior fire officer on the scene per Vermont law. In the absence of
or until arrival of the senior fire officer on the scene, and depending on the nature of the incident, the senior
police officer or senior EMS officer may assume the Incident Commander position in accordance with
emergency plans. The Incident Commander generally performs the following tasks:

Identifies the type of incident.

Establishes the command post.

Sets the objectives and priorities for all activities.

Has ultimate responsibility at an incident.

Plans and assigns tactical resources.

Delegates authority for Operations, Planning, Logistics, and Finance/Administration Sections
to individuals to fill key positions.

Coordinates interagency resources.

EMS Control Officer

The EMS Control Officer directs all medical operations, and is appointed by and reports to the Incident
Commander or Operations Officer (if an Operations Officer has been appointed). The EMS Control Officer
performs the following tasks:

Identifies the type of incident.

Estimates the number of victims and injuries and communicates with the

receiving hospital(s).

Confers with the command post regarding the coordination of traffic and

EMS access and the location of any staging areas.

Obtains authority from the Incident Commander or the Operations Officer to

enter the scene and establish medical operations.

Appoints and supervises a Primary Triage Officer, Secondary Triage Officer, Treatment
Officer, and Loading Officer.

Directs incoming EMS providers to assist in backboarding and other

activities as needed.

Confers with the command post regarding the proper location of the treatment

area and loading area.

Identifies problems and reassigns resources as needed.

Gives periodic reports to the Incident Commander or the Operations Officer

and when appropriate, recommends that the MCI response be terminated, or declared
“under control.”

Primary Triage Officer

The Primary Triage Officer rapidly and continuously assesses all patients to identify and immediately correct
life-threatening problems and is appointed by and reports to the EMS Control Officer. The Primary Triage
Officer performs and/or delegates to subordinates the following tasks:

Circulates among all patients and conducts the first level of triage.

Identifies life-threatening problems: airway, bleeding, and shock.

Directs others, when available, to manage airway, bleeding, and shock.

Continues to circulate among patients to assess life-threatening changes

(airway, bleeding, and shock) until all patients have been moved to the treatment area.
Continues in this role until relieved by the EMS Control Officer.
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Secondary Triage Officer

The Secondary Triage Officer views all patients to determine the order of patient evacuation from the scene
to the treatment area and is appointed by and reports to the EMS Control Officer. The Secondary Triage
Officer performs and/or delegates to subordinates the following tasks:

Views all patients; identifies and corrects any remaining life-threatening
problems (airway, bleeding, and shock).

Conducts the second level of triage by classifying and tagging each
patient according to their need for treatment. If using METTAGS, the
following number priority codes and colors apply to the corresponding
patient condition using the NECEMS secondary triage method:

0 =BLACK Respiratory/Cardiac Arrest

1=RED Rapid transport to hospital

2 = YELLOW Delayed transport to hospital

3 = GREEN Transport to hospital not required by
ambulance

Continues tagging until all patients have been tagged.

Provides a report to the EMS Control Officer on the number and categories
of patients tagged.

Continues in this role until relieved by the EMS Control Officer.

Treatment Officer

The Treatment Officer establishes and supervises all activities in a treatment area, and is appointed by and
reports to the EMS Control Officer. The Treatment Officer performs and/or delegates to subordinates the
following tasks:

Sets up the treatment area.

Marks boundary lines for the location of red-tagged and yellow-tagged

patients.

Supervises all patient care.

Receives and reviews the condition of all patients as they arrive in the

treatment area.

Performs the third level of triage, which includes the A/B sorting of red-

tagged patients.

Communicates to receiving hospitals the following for each patient: the

triage tag number, triage tag color, sex and approximate age, injury or

injuries, and estimated time of arrival. (Some or all of these tasks may

instead be assigned to the Loading Officer).

Maintains an inventory of supplies and equipment, and requests additional

supplies and equipment as needed through the EMS Control Officer.

Coordinates transportation priority decisions with the Loading Officer

and refers patients to the Loading Officer.

When permitted by available resources, may appoint and delegate the

following tasks to the following subordinates:

Intake Manager (Gatekeeper): Sets up the treatment area, verifies tag color, and
performs A/B sorting.

Resource Manager: Places patients in treatment area according to tag color,
assigns EMS providers to patients, and monitors resources.

Communications Manager: Communicates with receiving hospitals.

Gives periodic reports to the EMS Control Officer.

Continues in this role until relieved by the EMS Control Officer.
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Loading Officer

The Loading Officer assigns ambulance crews to transport patients and is appointed by and

reports to the EMS Control Officer. The Loading Officer performs and/or delegates to subordinates the
following tasks:

Establishes the loading area adjacent to the treatment area.

Organizes ambulances for rapid loading of several ambulances at a time.
Performs the fourth level of triage and assigns patients cleared by the
treatment officer to ambulances, and the ambulances to the appropriate
receiving hospitals.

Maintains a written patient transport log including, for each patient trans-
ported: the triage tag color, triage tag number, destination hospital, name
of the transporting ambulance service, and time of departure.

Provides all drivers with proper routing instructions and maps as necessary.
Communicates to receiving hospitals the following for each patient: the
triage tag number, triage tag color, sex and approximate age, injury or
injuries, and estimated time of arrival. (Some or all of these tasks may
instead be assigned to the Treatment Officer).

Gives periodic reports to the EMS Control Officer.

Continues in this role until relieved by the EMS Control Officer.

Sample EMS-MCI Organization Chart

Incident Commander

Operations Officer

EMS Control Officer

Primary Secondary Treatment Loading
Triage Triage Officer Officer
Officer Officer
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AEROMEDICAL SERVICE

General Considerations

A.

nmo

Unless otherwise specified by the EMS District Medical Advisor, all requests for the helicopter
must be made in conjunction with on-line medical direction. The earliest possible contact with
medical direction will help assure a timely response. The helicopter should generally be
requested through on-line medical direction after an EMS provider is on the scene to assess the
patient(s).

Patients should be taken to the closest appropriate medical facility whether by air or by ground.
Decisions about appropriate destination should be made with on-line medical direction. (See
Destination Determination Protocol)

For a helicopter scene transport to be worthwhile, the response time of the helicopter to the
scene should be significantly less than the time it would take to travel by ground to the nearest
medical facility (including extrication time), e.g., 15 minutes for the helicopter to arrive at the
scene vs. 25 minutes to provide scene care and ground transport to the nearest facility is an
adequate time justification for the use of the helicopter.

There should be no delay in patient care while waiting for a helicopter to arrive.

An appropriate landing zone should be identified prior to requesting the helicopter.

The advanced care that the airmedical crew brings to a scene is a reasonable consideration in
the decision to use helicopter transportation and should be discussed with on-line medical
direction.

History and Physical Exam

The following types of patients should be considered candidates for airmedical transports from pre-
hospital scenes:

A.

mmoo

«~Io

Head injured patients with one or more of the following:

= Glasgow Coma Scale less than 12 or deteriorating mental status to the point where the
patient is not verbalizing

= Penetrating injury or open fracture

» Lateralizing findings such as weakness, paralysis, or seizures on one side of the body, or
unequal pupils.

Chest injury patients with one or more of the following:

= Symptoms of a tension pneumothorax including significant difficulty breathing and or shock.

= A potential cardiac injury as evidenced by symptoms such as jugular vein distension,
hypotension, ectopy on a cardiac monitor, or muffled heart tones.

*= A penetrating chest wound

= A major chest wall injury (e.qg., flail chest or coughing up blood)

Patients in need of advanced airway intervention otherwise not available at the scene

Burn patients with potential airway involvement

Spine injury patients with neurological deficit

Patients with clinical signs of shock including mental status deterioration, hypotension,

tachypnea, or severe respiratory failure.

Patients with amputations proximal to the knee or elbow.

Complex medical or trauma patients who may benefit from treatment at a specialty center.

Patients in cardiac arrest from any cause are not candidates for airmedical transport.

Any patient who does not specifically fit into one of the above categories, but the EMS provider

on the scene feels would benefit from airmedical transport, should be discussed with on-line

medical direction.
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AEROMEDICAL SERVICE

[l Procedure

A. Obtain an appropriate history and perform a physical examination based on the patient’s
presenting problem(s).

B. Initiate treatment according to the appropriate protocol(s).

C. Consider airmedical transport for the patients described in Section Il. If airmedical transport is
likely to shorten the patient’s time to potentially lifesaving advanced treatements or until arrival at
an appropriate medical facility, contact on-line medical direction to discuss a request for the
helicopter.

D. Request the helicopter, if indicated, according to local dispatch procedures.
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l. General Considerations

A. Terrorist incidents could involve nuclear, chemical, biological or other weapons of mass
destruction.
B. EMS providers may be the first responders on the scene of a terrorist incident. Early

identification of a possible terrorist event will be helpful to overall management. Any
explosion, large scale illness, major incident at a public landmark, or other situation that is
not easily explainable by the circumstances should be considered a terrorist incident until
confirmed otherwise by law enforcement officials.

C. The safety of your personnel, other emergency responders and protection of the uninvolved
public take precedence over the treatment of ill or injured persons.
D. Secondary devices may be placed with the intent of destroying emergency response

resources and personnel. Consider parking and staging areas for vehicles and personnel
carefully. Avoid staging all resources at a single site.

E. Establish unified command upon the arrival of fire, police and EMS agencies.

F. EMS should provide the earliest possible natification to the primary and other potential
receiving hospitals. Report the nature of the scene and an estimated number of patients as
the initial update.

G. Transport contaminated patients only after they have been decontaminated according to a
process determined by the incident commander.

Il. Procedures
EMS First On Scene
A. If an incident is suspected as a terrorist event, treat it similarly to other HAZMAT scenes.
B. Approach the scene safely and cautiously.
1. Approach from upwind and uphill (if possible)
2. Observe from a distance
C. Identify if hazards are present.
D. Secure the scene; deny entry to bystanders and untrained personnel.
E. Establish incident command and identify a command post.
F. Request additional assistance as needed.
G. Update hospital(s) of the scene and estimated number of patients. Include the possibility of

contaminated patients arriving by non-EMS means.

H. Do not enter any areas or zones unless you are properly trained and equipped to do so.

l. Transfer incident command to the senior fire or police official for the jurisdiction when they
arrive.

J. Identify the type of personal protective equipment necessary for EMS operations at this
scene.

EMS Not First On Scene
A. Report to the command post or staging area as directed.
B. Obtain additional assistance as required.
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