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Mission Statement

To save a life, hold a hand, and be prepared to respond in our community
when and where our patients need us.
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Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Updated

y  All Mecklenburg EMS protocols have been reviewed and updatel by the Medical Director

y Contained are revisions of and additions to the Clinical Care Protocols dated: 2/1994,
1/1998, 8/1999, 2/2004, 4/2006, 4/2007, 4/2009, 8/2011 , 01/2013, 02/2014, 08/2014,
03/2015, 08/2015, 01/2016, 08/2016, 12/2016, 07/2017, 04/2018, 10/2018

Considerations

y The Mecklenburg EMS Agency Patient Care Protocols are designed to provide the
practicing prehospital provider at all levels a set of clinical standards for performing
guality, competent, and consistent medical care
y  Protocols are designed to follow a continuum of care that is initiated by the Emergency
Medical Dispatcher utilizing Medical Priority DispatchSystems protocols through hospital
arrival and coordinate with protocols developed by the North Carolina College of
Emergency Physicians
Yy Protocols are provided under the authority of :
U The North Carolina Medical Board
U The North Carolina Medical Care Commission
U The North Carolina Office of EMS
i The Mecklenburg EMS Agency Medical Control Board
i The Mecklenburg EMS Agency Medical Director
y These protocols are intendedasagui del i ne for typical care base
and the presumptive diagnosis
y In individual clinical patient care scenarios, deviation from this guideline may be
necessary and appropriate
U Discussion with the on-duty Operations Supervisor and/or Medical Control
Physicianmust occur prior to any deviation from any protocol
0 Any exception from protocol must b e explained within the Patient Care Report to
detail reason(s) for deviation
0 Any treatment must remain within the provio
y Cases will arise that fall outside of any protocol
0 Itisthecr ewds medi cal deci si on mahkoibagsedtilhat i s
conjunction with these protocols and consultation with Medical Control
y Mecklenburg EMS Agency crew members may contact Medical Control at any time with
any questions regarding patient care issues

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Definitions

Medical Care

y Basic Medical Care
i Care which can be delivered by providers at the EMT level and above
y Advanced Medical Care
U Care which can be delivered at the Advanced EMT andor Paramedic level
A Medications/skills eligible to be performed by an AEMT must be within the
scope of practice as defined by the North Carolina Medical Board

y Adult =age > 14 years of age
y Pediatric = Age < 14 years of age
y Geriatric = age > 60 years of age

Vital Signs

y  Hypertension
0 Adult
A Sysolic blood pressure > 180 mmHg
A Diastolic blood pressure > 110 mm Hg
y  Hypotension

0 Adult
A Systolic blood pressure < 90 mmHg
U Pediatric

A Systolic blood pressure < 70 + (2*age in years)
y Tachycardia
U Adult heart rate > 100 beats per minute
U Pediatric heart rate: age < 1 year: > 160 beats per minutes
1-2 years: > 150 beats per minutes
2-5 years: > 140 beats per minutes
6-12 years: > 120 beats per minutes
y Bradycardia
U Adult heart rate < 60 beats per minute
U Pediatric heart rate - age <1 year: < 100 beats per minute
1-5 years: < 80 beats per minute
> 6 years: < 60 beats per minute

y Hypoxemia
U SpQG <90%
y Fever

U Temperature > 101.5°F
y  Hypothermia
U Temperature <96°F

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Mental Status

y Lethargic / Obtunded
U Unconscious but arousable
U Lapses back into unconsciousness without continuedstimulation
y Delusional
U Experiencing perceptions that are not truly present (hallucinating)
y  Capacity for medical decision making
U Able to make informed decisions regarding health/healthcare
U Able to understand the nature and severity of their presumptive illness/injury
U Able to understand the risks of refusing treatment
A Including, but not limited to: worsening condition, debilitation, death
U Able to understand the benefits of receiving medical care
NOT under the influence of any mind-altering substance
A Clea sensorium without delusions or hallucinations
A Oriented to person, place, time, situation
NOT suicidal or homicidal
No signs of incoordination
No slurred speech
NOT medically unstable
A Including but not limited to: hypotensive, hypoxic, hypoglycemic,
clinically intoxicated, significantly tachycardic

c:

cCccc

Ancillary Testing

y  Hyperglycemia = blood glucose > 300
y  Hypoglycemia = blood glucose < 60

Additional Definitions

y Patient
U Any individual who has a physical or medical complairt from illness or injury
y Patient encounter
U Contacting an individual who has a medical complaint or potential injury based
on mechanism or historical information suggesting an illness or injury [or]
U Initiating a conversation with a person regarding their health
y  Multiple casualty incident
U0 Any incident involving > 3 priority patients (Priority -1 or Priority-2) or > 5
patients of any priority
y Differential Diagnosis
O List of potential conditions as the cause ¢
y Intubation attempt
U Insertion of laryngoscope blade pastthe pat i ent 6 s teeth during t
regardless of whether an attempt is made to insert the endotracheal tube

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Scope of Practice

Introduction

y

Scope of practice describes the clinical skills that may be performed and the medications
that may be administered by a healthcare provider
The North Carolina Medical Board has the responsibility of defining the scope of medical
practice for prehospital providers at all certification levels in North Carolina
Local medical control has the final decision on the skills and medications that will be
utilized by the EMS agency
All Mecklenburg County prehospital personnel must adhere to the local standards
outlined in these protocols
Only EMT or Paramedic students that have satisfied each of the following will be
permitted to perform beyond their current scope of practice:
U The student is currently enrolled and considered in good standing with an EMT
or Paramedictraining program that has officially affiliated with the Agency
U Appropriate scheduling arrangements have been previously made with
Operations personnel
U The student is assigned to and under the direct supervision of a designated
Mecklenburg EMS Agency Field Training Officeror Paramedic Preceptor and is
functioning as a third cnotepadpmederdaoapacity n
Any Mecklenburg EMS Agency provider or affiliated first responder not practicing within
the scope of medical practice as outlined by the North Carolina Office of EMS and the
Mecklenburg EMS Agency, encouraging this practice, ortolerating such behavior may be
removed from patient care activities

TITLE 10 T DEPARTMENT OF HEALTH AND HUMAN SER VICES

CHAPTER 1371 FACILITY SERVICES
SUBCHAPTER 13P7 EMERGENCY MEDICAL SE RVICES
SECTION .05001 EMS PERSONNEL

10A NCAC 13P .0505 SCOPE OF PRACTICE FOR EMS PERSONNEL

EMS Personnel educated in approved programs, credentialed by the OEMS, and functioning under
physician medical oversight may perform acts and administer intravenous fluids and medications as

allowed ly the North Carolina Medical Board pursuant to G.S-343.

History Note: Authority G.S. 143%08(d)(6); 143514;

Temporary Adotion Eff. January 1, 2002;
Eff. April 1, 2003;

Pursuant to G.S. 150B1.3A, rule is necessary without substantive public interest Eff.

February 2, 2016;
Amended Eff. July 1, 2018.

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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ACE inhibitors
Acetaminophen

North Carolina Medical Board
Approved Medications for Credentialed EMS Personnel

EMS personnel at any level who administer medications must do so within an EMS system that provides
medical oversight. Personnel must follow written treatment protocols and must complete appropriate
medical education. All EMS System protocols and policies must be reviewed and approved by the Medical

Director of the (Mfice of EMS.

All items highlighted in “red™ are required by NCCEP in all systems with EMS personnel eredentialed at
the specified level. Specialty Care (SCTP) required items are not listed here, as they can be found on the
Specialized Ambulance Protocol Summary (SAPS) form.

Medications

EMR

EMT

AEMT MEDIC

X

X

Adenosine

Aminophylline

Amiodarone

Anti-arrhythmic

Antibiotics

Anti-emetic preparations

Antivirals

Aspirin

X

Alropine

'x-l

Barbiturates

—
X
X

Benzodiazepine preparations

Beta agonist preparations

Beta blockers

Bretylium

1 Esterase-Inhibitors

Calcium channel blockers

Calcium chloride/gluconate

Charcoal
Clonidine

Clopidogrel

CroFab (Crotalidae Polvwalent Immune Fab)

!

Crystalloid solutions
Cwyanide poisoning antidote kit

Digoxin

Diphenhvdramine

X.l

Dobutamine
Dopamine

Droperidol

Epinephring

xl

xl

Etomidate
Flumazenil

Furosemide

-i<><><|.a-d><><|>d ><I

Glucazon

Glucose, oral
Gilucose solutions

Haloperidel

Heparin (unfractionated and low molecular weight)

Last revision; June 15, 2018

s
H'AH

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Medications
Histamine 2 blockers

EMR

EMT

AEMT | MEDIC

X

Hydroxocobalamin

Imimunizations

xh

Insulin

[pratropium

Isoproterencl

Ketamine

| | 4 |

Levetiracetam

Lidocaime

Magnesium sul fate

Mannitol

Methylene blue

Milrinone

MN-acetyleysteine

Marcotic analgesics

Marcotic antagonists
Masal spray decongestant

x'.l.lll

X‘i‘.ll'.l

lx:—-:xxxxx

o
o

Mesiritide

Mitroglveerin

Mitroprusside sodium
Mitrous oxide

e ><I>d

Non-prescription medications

o
=

Mon-steroidal anti-inflammatoery

MNorepinephring
Octreotide

Oaiveen

Oxvtogin

xi

kMI

Paralytic agents
Phenothiazine preparations

)

Phenylephrine

Phenvioin preparations

Plasma protein fraction

Platelet g-11/111a inhibitors

Potassium chloride

Pralidoxime

x-l

x-1-

Procainamide

Procaine

Proparacaing

Fropofol

Proton pump inhibitors

Sodium bicarbonate

Sterond preparations

Thiaming

Thrombolytic agents

Topical hemostatic agents

Total Parenteral Nutrition

xxxxlx&x;-:xxx;-:xxxx

Tranexamic Acid (TXA)

Tuberculosis skin test

=1

’8
et |

Valproeic acid

Wasopressin

asopressor

Last reviskon; June 15, 2018

Ibld:i.d

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019



Scope of Practice

Page: 4 of 7
EMR EMT AEMT MEDIC
Whele blood and components 1 X
Ziprasidone X

© N oG

10.

11.

12.
13.
14.
15.

16.

MR and EMT use of epinephrine is limited to the treatment anaphylaxis and may be administered
only by auto injector, unless approved by EMS System Medical Director and OEMS.

EMT use of beta-agonists and nitroglycerine is limited to patients who currently are prescribed
the medication. EMTs may administer these medications from EMS supplies. EMT use of beta
agonists may be through any inhaled method of medication administration.

EMR/EMT administration of diphenhydramine is limited to the oral route.

As a component of preparedness for domestic terrorism, EMS personnel, public safety officers,
and other first responders recognized by the EMS system, may carry, selfadminister, or
administer to a patient atropine and/or pralidoxime, based on written p rotocols and medical
direction. All personnel except for Paramedics must administer these medications by an auto
injector.

Administration of oxygen does not require medical direction.

Administration of immunizations and TB skin tests are not limited to public health initiatives.

Can only be used as an induction agent for RSI or for post intubation sedation.

Can only be used for interfacility transport where infusion has already been started at
transferring facility. EMS units cannot carry Propofol or Cr oFab. This medication must

be provided by the transferring hospital.

FR, EMR, and EMT administration of Naloxone is limited to the intranasal (IN), intra-muscular
(IM), and auto -injector routes.

First Responder agencies, to include law enforcement are alowed to administer Naloxone with
the following requirements:

a. They must administer the Naloxone under the medical oversight of the County EMS
Medical Director and be incorporated into the respective EMS System in which they are
administering Naloxone.

b. They must receive appropriate training and continuing education as approved by the
County EMS Medical Director.

c. The Naloxone must be administered as part of a protocol and procedure approved by the
County EMS Medical Director, and the NC Office of EMS.

d. All administration of Naloxone must be reviewed by the EMS Peer Review/Quality
Management Committee of the EMS System, which functions under the supervision of
the local County EMS Medical Director.

For an EMS System to use Tranexamic Acid (TXA), they must submitfor approval by the OEMS
State Medical Director a signed letter from any Trauma Centers that would be the recipient of the
patient that the destination Trauma Center agrees with its use and will give the 2nd required
dose of Tranexamic Acid (TXA).

All Paramedic systems must carry some form of anti-arrhythmic agent. This must either be
amiodarone, lidocaine, or procainamide.

Paramedic systems must carry either a calcium channel blocker or beta-blocker.

All Paramedic systems must carry some form of injectable benzodiazepine.
EMT-Intermediate/AEMT systems must carry either acetaminophen or a non-steroidal anti-
inflammatory.

All Paramedic systems must carry an approved vasopressor. This must either be dobutamine,
dopamine, epinephrine, norepinephrine, phenylephrine, or vasopressin.

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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NCMB EMS Approved Skills

North Carolina Medical Board
Approved Skills for Credentialed EMS Personnel

EMS personnel performing these skills must do so within an EMS system. Personnel must follow
written treatment protocols and must complete appropriate medical education. All EMS System
protocols and policies must be reviewed and approved by the Medical Director of the Office of
EMS.

All items highlighted in “red™ are required by NCCEP in all systems with EMS personnel
credentialed at the specified level. Specialty Care (SCTP) required items are not listed here, as they
can be found on the Specialized Ambulance Protocol Summary (SAPS) form.

12-Lead ECG Acquisition & Transmission x x
12-Lead ECG Interpretation

15-Lead ECG Acquisition

Arterial Access - Blood Draw

Arterial Line maintenance

Blind Insertion Airway Device (BLAD)
Capnography {Waveform)

Carbon Monoxide Measurement (non-invasive)
Cardiac Monitoring

Cardiac Pacing

Cardiopulmonary Resuscitation
Cardioversion

Carotid Massage

Central Venous Pressure Line Maintenance
Chest Compression-External Device

Chest Decompression-Meedle

Chest Tube Maintenance

Childbirth

Cricothyrotomy-MNeedle
Cricothyrotomy-Surgical

Decontamination

Defibrillation- Automated
Diefibrillation-Manual

Dhirect Laryngoscopy

Endotracheal Tube Introducer

Epidural Catheter Maintenance

Forgign Body Adreay Obsiruction

Crastric Intubation

Glucose Measurement

Hemaostatic Acent

Injections — Subcutaneouws and Intramuscular
Intra-Ventricular Catheter Maintenance
Imtubation - Masotracheal

Imtubation - Orotracheal

Intubation Confirmation - Capnometry {(color)
Intubation Confirmation - Esophageal Bulb
Medication Administration

Mebulizer Inhalation Therapy

Last revisken; June 15, 2015 4

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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ENR | EviT | ABMT [ SEDIC

Mon-Invasive Positive Pressure Ventilation

Orthostatic Blood Pressure

Oxygen Administration

Patient Asscssment

Pulse Oximetry

Rapid Sequence Induction (R31)

Reperfusion Checklist

Respirator Operation

Restraints

Spinal Motion Restriction

Splinting

Stroke Screen

Suction

Swan-Cianz Catheter maintenance

Taser Probe Removal

Temperature Measurement

Tourniquet Application

Tracheostomy Tube Change

Urimary Catheterization

YWenous Access-Blood Draw

Wenous Access-Existing catheters

Wenous Access-Femoral Line

Wenous Access-Intraosseous

WYenous Access-Peripheral

Wentilator Operation

Wound Care

TEMTs using blind insertion airway devices must be functioning in EMS systems with medical direction and written
treatment protocols.

! EMS personnel at any level who administer medications must do so within an EMS system that provides medical oversight,
Personnel must follow written treatment protocols and must complete appropriate medical education. All EMS System
protocols and policies must be reviewed and approved by the Medical Director of the Office of EMS. The approved
medication list is found at the beginning of this document, The administration of oxygen does not require medical
direction.

* Gastric tube insertion may be performed only when utilized in conjunction with a blind insertion airaay device.

YEMT and AEMT may use the cardiac monitor for vital sign monitoring and ERG transmission,

 Qystems performing rapid sequence induction must have the ability to perform surgical ericothvrotomy. Commercial
cricothyrotomy or tracheostomy Kits that create an airway comparable to a surgical cricothyretomy are acceptable

b Capnometry or capnography is mandatory with all methods of intubation. Continuous capnography (EiCO2) is
stromgly recommended for the monitoring of all patients with a BIAD and mandatory with monitoring of an
endotracheal tube.

? Pediatric intubation is an optional skill/procedure,

" Ventilator patients may be transporied by EMT/AEMT when all of the following conditions are met:
<Patient is receiving home (or skilled nursing by ventilator therapy.

-The ventilator is portable and can continue to ventilate the patient during transport.

-The patient is accompanied by a non-EMS adult {from either the home or facility) who is knowledgeable, capable,
amd willing e maintain the ventilater during the EMS transport.

-While in transit, the patient is monitored using pulse oximetry.

=As of 1 January 2007, NCOEMS will be transiticning all EMT -Intermediates to the Advanced EMT Level in order to align
with the Mational Education Standards. The EMT-I and AEMT will have the same scope of practice. All EME personnel
performing skills beyond the Mational Education Standards, must do so under approved medical direction,

Last revision; June 15, 2018 5

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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10A NCAC 13P .0403 RESPONSIBILITIES OF THE MEDICAL DIRECTOR FOR EMS SYSTEMS
(a) The Medical Directofor an EMS System is responsible for the following:

Q) ensuring that medical control as set forth in Rule .0401(5) of this Section is available 24 hours a
day, seven days a week;

(2) the establishment, approval, and annual updatinguif and pediatric treatment protocols;

3) EMD programs, the establishment, approval, and annual updating of the Emergency Medical
Dispatch Priority Reference System;

4) medical supervision of the selection, system orientation, congreducation and performance of
all EMS personnel;

(5) medical supervision of a scope of practice performance evaluation for all EMS personnel in the
system based on the treatment protocols for the system;

(6) the medical review of the maprovided to patients;

@) providing guidance regarding decisions about the equipment, medical supplies, and medications
that will be carried on all ambulances and EMS nontransporting vehicles operating within the
system;

(8) determining the combination and number of EMS personnel sufficient to manage the anticipated

number and severity of injury or illness of the patients transported in Medical
Ambulance/Evacuation Bus Vehicles defined in Rule .0219 of this Subchapter;

(9) keeping the care provided #p-date with current medical practice; and

(10) developing and implementing an orientation plan for all hospitals within the EMS system that use

MICN, EMS-NP, or EMSPA personnel to provide eine medical directio to EMS personnel.

This plan shall include:

(A) a discussion of all EMS System treatment protocols and procedures;

(B) an explanation of the specific scope of practice doedentialed EMS personnel, as
authorized by the approved EMS Syst#gatment protocols required by Rule .0405 of
this Section;

© a discussion of all practice settings within the EMS System and how scope of practice
may vary in each setting;

(D) a mechanism to assess the ability to use EMS System comnmméc&quipment,
including hospital and prehospital devices, EMS communication protocols, and
communications contingency plans as related tbrenmedical direction; and

(E) the completion of a scope of practice performance evaluation that sexifiepetency in
Parts (A) through (D) of this Subparagraph and that is administered under the direction of
the Medical Director.

(b) Any tasks related to Paragraph (a) of this Rule may be completed, through the Medical Director's written
delegation, by asdsting physicians, physician assistants, nurse practitioners, registered nurses, EMDs, or
paramedics.

(c) The Medical Director may suspend temporarily, pending review, any EMS personnel from further participation
in the EMS System when he or she deteasithat the individual's actions are detrimental to the care of the patient,
the individual committed unprofessional conduct, or the individual failed to comply with credentialing requirements.
During the review process, the Medical Director may:

(1) restrict the EMS personnel's scope of practice pending completion of remediation on the identified
deficiencies;
(2) continue the suspension pending completion of remediation on the identified deficiencies; or

3) permanently revokeéne EMS personnel's participation in the EMS System.

History Note:  Authority G.S. 14%08(b); 143508(d)(3); 143508(d)(7);
Temporary Adoption Eff. January 1, 2002;
Eff. April 1, 2003;
Amended Eff. January 1, 2009; January 1, 2004;
Readopted Efflanuary 1, 2017.

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Mecklenburg EMS Agency Scope of Practice

The following are based on skills and medications utilized within the Mecklenburg EMS Agency
Patient Care Protocols

EMT

y  Procedures and Skills
U 4-lead & 12-lead ECG acquisition
Bag-Valve-Mask ventilation
Blind Insertion Airway Device
Capnographyi waveform
Cardiopulmonary Resuscitation (CPR)
Childbirth
Decontamination
Defibrillation 7 Automated (AED)
Foreign Body Airway Obstruction removal
Gastric tube insertion via Blind Insertion Airway Device
Glucose measurement
Nebulizer administration
Patient assessment(including Stroke Screen)
PRN adaptermonitoring
Restraints application
Spinal motion restriction
Splinting of fractures
Suctioning
Vital signs (including SpG,, CO, temperature & orthostatic vital signs)
U Wound care (tourniquet, chest seal, & Taser probe removal)
y Medications
U Oral medications
A Aspirin
A Diphenhydramine (Benadry(®)
A Glucose (InstaGlucosé€)
A Nitroglycerin SL (Nitrostat®) i only patients with current prescription
U Inhalational medications
A Albuterol (Proventil®) i only patients with current prescription
A Oxygen
U Intramuscular medications
Atropine via auto-injector in Mark-1® or DuoDote® antidote kits
Epinephrine 1:1,000 via draw and administer
Epinephrine 1:1,000 via auto-injector (EpiPen®)
Epinephrine 1:2,000 via auto-injector (EpiPen Jrf®)
Naloxone (Narcart®)
Pralidoxime via auto-injector in Mark-1® or DuoDote® antidote kits
U Intranasal medications
A Naloxone (Narcar®)

cocooooooQCCCcCCCCC

I D > > D

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Advanced EMT

y  Procedures and Skills

u

cococcCcc

coocooooocccc

i

4-lead & 12-lead ECG acquisition
Bag-Valve-Mask ventilation
Blind Insertion Airway Device
Capnographyi waveform
Cardiopulmonary Resuscitation (CPR)
Childbirth
Decontamination
Defibrillation T Automated (AED)
Endotracheal intubation (orotracheal route only);
A Under the direct supervision of the Medical Director or EMS Fellow
Foreign Body Airway Obstruction removal
Gastric tube insertion via Blind Insertion Airway Device
Glucose measurement
Nebulizer administration
Patient assessment (including Stroke Screen)
PRN adapter monitoring
Restraints application
Spinal motion restriction
Splinting of fractures
Suctioning
Vital signs (including SpG,, CO, temperature & orth ostatic vital signs)
Wound care (tourniquet, chest seal, & Taser probe removal)
Venous accessi Peripheral or Intraosseous

y Medications

i

i

i

i

Oral medications
A Aspirin
A Diphenhydramine (Benadry(®)
A Glucose (InstaGlucosé€)
A Nitroglycerin sublingual (Nitrostat®)
Topical medications
A Nitroglycerin ointment ( Nitrol® ointment)
Inhalational medications
A Albuterol (Proventil®)
AOxygen
Intramuscular medications
Atropine via auto-injector in Mark-1® or DuoDote® antidote kits
Diphenhydramine (Benadryf®)
Epinephrine 1:1,000 via draw and administer
Epinephrine 1:1,000 via auto-injector (EpiPen®)
Epinephrine 1:2,000 via auto-injector (EpiPen Jrf®)
Glucagon (GlucaGer?)
Naloxone (Narcar?®)
Pralidoxime via auto-injector in Mark-1® or DuoDote® antidote kits

> By B D

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Paramedic

Mecklenburg EMS AgencyScope of Practice
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Intranasal medications

A Naloxone (Narcart”)
Intravenous medications
Diphenhydramine (Benadryf®)
Epinephrine 1:10,000
Glucose solutions
Naloxone (Narcart®)
Normal saline

> > > B

y  Procedures and Skills

u

coooooooooCoooQoQoQoCCCCCCCc

4-lead & 12-lead ECG acquisition& interpretation
Bag-Valve-Mask ventilation

Blind Insertion Airway Device

Capnographyi waveform

Cardiac Pacingi Transcutaneous

Cardiopulmonary Resuscitation (CPR)

Cardioversion

Chest needle decompression

Childbirth

Decontamination

Defibrillation T Manual & Automated (AED)

Endotracheal intubation (adult only)

Foreign Body Airway Obstruction removal

Gastric tube insertion

Glucose measurement

Nebulizer administration

Non-invasive positive airway pressure (CPAP)

Patient assessment (including Stroke Screen)

Restraints application

Spinal motion restriction

Splinting of fractures

Suctioning

Vital signs (including pulse oximetry, temperature & orthostatic vital signs)
Venous accessi Peripheral, Intraosseous, or External Jugular
Wound care (tourniquet, chest seal, & Taser probe removal)

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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y Medications
U Oral medications
A Aspirin
A Diphenhydramine (Benadryf®)
A Glucose(InstaGlucose®)
A Nitroglycerin (Nitrostat®)
A Ondansetron (Zofran®)
U Topical medications
A Nitroglycerin ointment (Nitrol ointment ©)
U Inhalational medications
A Albuterol (Proventil®)
A Epinephrine (racemic)
A Nitrous oxide (N,O)
A Oxygen
U Intramuscular medications
A Atropine via auto-injector in Mark-1® or DuoDote® antidote kits
Diphenhydramine (Benadryf®)
Epinephrine 1:1,000
Epinephrine 1:1,000 via auto-injector (EpiPen®)
Epinephrine 1:2,000 via auto-injector (EpiPen J®)
Glucagon (GlucaGerf)
Midazolam (Versed)
Naloxone (Narcan®)
Ondansetron (Zofran®)
Pralidoxime via auto-injector in Mark-1® or DuoDote® antidote kits
0 Intranasal medications
A Fentanyl (Sublimaze®)
A Midazolam (Versed)
A Naloxone (Narcarf®)

D> > D> D D>

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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U Intravenous medications

Adenosine (Adenocard’)
Atropine

Calciumgluconate

Cefazolin (Ancef’)

Dextrose

Diltiazem (Cardizent)
Diphenhydramine (Benadryf®)
Dopamine

Epinephrine 1:10,000
Fentanyl (Sublimaze®)
Glucagon (GlucaGerf)
Labetalol (Normodyne®)
Lidocaine

Magnesium sulfate
Methylprednisolone (SoluMedrof’)
Naloxone (Narcart®)
Ondansetron (Zofran®)
Sodium bicarbonate

Sodium thiosulfate

T I3 I D D> I D D I I D D I D D D D D

Paramedic Special Operations

y Medications
U Paramedic list with the following also included:
U Oral medications
A Acetaminophen (Tylenol®)
A Aluminum/magnesium hydroxide + simethicone (Maalox Plus®)
A Bismuth subsalicylate (Pepto-Bismol®)
A Ibuprofen (Motrin ®)
A Pseudoephedrine & Guaifenesin (Entex PSE)
U Topical medications
A Bacitracin ointment
A Hemostatic agents
U Intraocular medications
A Tetracaine 0.5% (Pontocaine®)
U Inhalational medications
A Paramedic list
U Intramuscular medications
A Paramedic list
U Intranasal medications
A Paramedic list
U Intravenous medications
A Paramedic list

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019



Page: 1 of 3

Scene Response, Patient Categorization, and Hospital Transport

Scene Response

y Following the CMED call-taking processes, each request for service will be assigned a
priority designation based on the Medical Priority Dispatch System sub-determinant

y Predetermined response configurations and vehicle response modes have been
designated for each individual call determinant with appropriate upgrades for
simultaneous incoming calls per local medical control

U All vehicle response modes assigned by GIED will be strictly adhered to

y To upgrade the response to a higher priority, the Crew Chief must confer with CMED
Control or the Operations Supervisor

y  The call priority and vehicle response mode for responding to the scene of an incident
will be defined as follows:

Category Description Response Mode

Echo Emergency, Life-threatening Warning lights & siren indicated

Delta Emergency, Life-threatening Warning lights & siren indicated

Charlie Emergency, NONHife-threatening ~ Warning lights & siren indicated

Bravo (hot) Emergency, NONHife-threatening ~ Warning lights & siren indicated

Bravo (cold) NON-emergency Warning lights & siren NOT indicated

Alpha NON-emergency Warning lights & siren NOT indicated

NET scheduled Warning lights & siren NOT indicated

y In the event of a multiple casualty incident or disaster response, the above protocols

may be changed to better insure adequate availability of resources

Patient Categorization

y The Crew Chief will always be responsible for patient assessment, clinical decision
making, and treatment algorithms (per protocol) for all patients encountered
y Following the focused (primary), detailed (secondary) assessments, and critical
intervention(s), patient categorization will be determined and assigned by the Crew
Chief based on patient condition
y Patient categorization will be defined as follows:
Category Description  Definition & Transport Mode
Priority-1 Emergent Immediately life -threatening / high potential for decompensation
Warning lights & siren indicated
Priority-2 Urgent Not life-threatening / intermediate potential for decompensation
Warning lights & siren MAY be indicated
Priority-3 Non-urgent  Non-emergent / Minimal potential for decompensation
Warning lights & siren NOT indicated
Priority-4 Scheduled Non-emergent / Minimal potential for decompensation

Warning lights & siren NOT indicated

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Priority -1 Medical Examples

Yy Acute cerebrovascular accident categorized as CODE STROKE
y  Acute myocardial infarction categorized as CODE STEMI
y  Airway compromise or severe respiratory distress
U Patient requiring CPAP
U Patient requiring emergent intubation
U Status asthmaticus
Altered mental status with GCS< 8
Anaphylaxis
Hemodynamically unstable
Imminent delivery (term or pre -term)
Rapidly deteriorating condition
Severe abdominal or back pain with concern for abdominal aortic aneurysm
Status epilepticus
Unconscious and hemodynamically unstable

K

Priority -2 Medical Examples

Acute coronary syndrome NOT categorized as CODE STEMI

Altered mental status with GCS9 i 13

Cerebrovascular accident NOT categorized as CODE STROKE

Moderate (NON-anaphylaxis) allergic reaction

Respiratory distress NOT requiring emergent intubation or CPAP

Severe abdominal pain NOT asociated with a pulsatile intra-abdominal mass

K<<

Priority -3 Medical Examples

Chest pain, unknown etiology
U Not consistent with acute coronary syndrome or pulmonary embolus
Chronic abdominal or back pain
Constitutional symptoms (weak, dizzy, lightheaded, cold or flu-like symptoms)
Headache
Mild allergic reaction
Respiratory distress relieved after appropriate treatment(s)
Seizure history 1 postictal or fully awake

<

K

Priority Trauma Examples

y  See specific guidelines listed with Trauma Triage Destination Protocol

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Transport

y Adult patients will always be transported on the ambulance stretcher using the 2
shoulder and 3 body straps

y If patient refuses to be transported on the stretcher, this will be documented on the PCR

y It is recommended that all patients be loaded into and moved out of the ambulance on
the stretcher

y  When it is determined that the patient can e nter the ambulance on their own, assistance
will always be provided

y The squad bench and captainbés chair wil
transported (or when a patient refuses to be transported on the stretcher)

y  All patients will be appropriately secured with seat belts
y Pediatric patients (birth to 40 pounds) will always be secured in a standard infant car
seat
0 The car seat wildl only be secured to

never be secured to the squad bench
y If infant patients require spinal motion restriction, a standard infant car seat may be
used
U Additional padding will be used to reinforce motion restriction of the cervical
spine
y Medical equipment in the patient compartment will be secured with straps or seat belts
to reduce the potential f or patient or provider injury should sudden deceleration occur

Additional Considerations

y Scene Times
0 Trauma scene time goal is < 10 minutes
U Code STEMI and Code Stroke scene time goal is< 15 minutes
U Interfacility bedside time goal is < 15 minutes
U Any requirement or unusual circumstances for longer scene / bedside times
should be indicated on the PCR

y Interfacility transfers should be transported in timely efficient manor to the receiving
hospital with mode (routine traffic or lights & siren) dependent on patient condition

U Utilizing Priorities as outlined in medical priorities (listed above) or trauma
priorities (listed in trauma triage categorization)

y  Priority-1 or 2 Trauma Patients with need for emergent intervention (e.g. emergent
need for airway intervention unable to be performed in the field) may be diverted to the
closest appropriate facility for that intervention with subsequent continuance to the
originally intended facility

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Receiving Hospitals and Patient Destination

Receiving facility for patients being transported by the Mecklenburg EMS Agency
will be any healthcare facility emergency department  in Mecklenburg County

Atrium Health Huntersville (free-standing Emergency Department)
Atrium Health Mercy /' no obstetric services (if patient > 20 weeks gestation)
Atrium Health Pineville

Atrium Health South Park (free-standing Emergency Department)
Atrium Health Steele Creek (free-standing Emergency Department)
Atrium Health University City

At r i um Badirag MediclCenter

Novant Health Huntersville Medical Center

Novant Health Matthews Medical Center

Novant Health Mint Hill Medical Center

Novant Health Presbyterian Medical Center

KKK

Patientsm ay request transport to hospitals (EDOG6s) out

Yy Atrium Health Cabarrus

Yy Atrium Health Harrisburg (free-standing Emergency Department)

y  Atrium Health Lincoln

Yy Atrium Health Union

y  Atrium Health Waxhaw (free-standing Emergency Department)

y CaroMont Regional Medical Center

y CaroMont Regional Medical Centeri Mount Holly (free -standing Emergency Department)
y Lake Norman Regional Medical Center

y Piedmont Medical Center

y  These out-of-county requests may be honored only when system status will allow and is

approved by CMED orthe on-duty Operations Supervisor
y Secondary or NET transport to facilities outside of Mecklenburg County may be
performed

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019



Receiving Hospitals & Patient Destination
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General Triage

1. ADULT mtients categorized as Priority -1 Medical will be transported to the closest
network system (Atrium Health or Novant Health) hospital emergency department
requested by the patient/family

A. Patients not having a preference or unable to communicate their preference will

be transported to the closest emergency department in MECKLENBURG COUNTY

per mapping data

B. Exceptions: CODE STEMI, CODE STROKE, Cardiac arrest with ROSC in the field

(refer to specific triage destination below for each of these patient types)
2. ADULT Patients categorized as Priority -2 Medical , Priority -3 Medical or Priority -3
Trauma may be transported to any hospital or free -standing emergency department
A. Choice of receiving hospital will be based on the following order:
i. Patient preference

ii. Patients not having a facility preference or unable to communicate their
preference will be transported to the closest emergency department per
mapping data

Prehospital personnel will refrain from
Free-standing emergency departments
A. Indications to transport to free -standing ED
i. Priority -2 Medical , Priority -3 Medical or Priority -3 Trauma

ii. Priority -1 Medical or Priority -1 Trauma with emergent interventions
required to sustain life (e.g. airway intervention, hemorrhage control)

iii. Priority -1 Medical or Priority -1 Trauma where death is imminent or
obvious regardless of further resuscitative efforts (e.g. cardiac arrest with
no ROSC)

B. Contraindications to transport to a free -standing ED
i. Pregnancy > 20 weeks gestation
A Patients with imminent birth or birth complication should only be
transported to FSED if facility is critically closer than a hospital ED

ii. CODE STEMIcardiac arrest with ROSC in field CODE Stroke

iii. Patient with a high likelihood of requiring hospital admission

iv. Patients requiring physical restraint for combativeness

C. If unclear about destination decisions regarding a hospital versus free-standing
emergency department, contact medical control for consultation
5. For the initial evaluation, patients will only be transported to a hospital or free -standing
emergency department
A. If it is subsequently deter mined that another facility such as a specialty care
center or private office (e.g. eye injury requiring specialized diagnostic tools or
equipment) is indicated, it is permissible to transport to that designated location
i. Such cases will be determined by the initial receiving emergency
physician, and appropriate arrangements and communication between
physicians and facilities will be established prior to transport
ii. Destination facility must be confirmed prior to departing referring facility
6. Prescheduled, nonanergency transports for medical or therapeutic appointments may
be transported to that predesignated facility

Hw

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Receiving Hospitals & Patient Destination
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Emergency Departments on Diversion

1. There may be times when one or more hospitals or free-standing emergency
departments are unable to receive patients; either in general or those with a specific
clinical condition

2. When an emergency department(s) issues such requests and unless directed otherwise,
the following protocol shall be followed:

A. The Trauma Triage Protocol will remain in place for Priority -1 and Priority -2
Trauma patients
B. Priority -1 Medical patients will always be transported to the closest facility
within with requested healthcare system if needed for emergent intervention
(e.g. airway) regardless of the request issued by the Emergency Department
C. Pritority -1 Medical, Priority -2 Medical and all Priority -3 patients will be
transported to an alternate destination
i. If an alternate receiving facility is recommended by the emergency
department issuing the diversion request, that information will be
provided to the patient
A The patient will have the option to select the recommended
facility or choose another facility based on their preference
ii. Patients not having a preference will be transported to the closest facility
A Regardless ofa possible change in healthcare system
iii. Patients adamantly insisting on transport to the facility that has issued a
request not to receive patients will be transported to that facility
A This must be clearly communicated with the facility
iv. Only Medical Control at the final receiving facility, not the original
requested facility, should be contacted

Interfacility Transports

1. For patients with an established physician T patient relationship - includes:
interfacility transfers, private physician office/clinic  , urgent care center, etc.
A. Crew will confer with patient and physician or staff together to confirm patient
destination prior to departing hospital, ED, private office, urgent care, or clinic
B. If the patient changes their destination decision after departing the
hospital/office/clinic/urgent care contact must be made with the facility
immediatelyt o di s c us s rdqlested phartge of destirfaton
C. If accepted by the referring staff, the original destination facility (if previously
made aware of and expecting the patient), must also be notified of t he pati ent 6
requested change
D. If patient condition changes while enroute such that it necessitates a change in
destination, this also must be immediately communicated (e.g. patient develops
ST-segment elevation in route necessitating diversion to a PCI capable hospital)
2. Prehospital personnel will refrain from persuading a pati ent 6s deci sion

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Pediatric Triage

1. PEDIATRIC patients categorized as Priority -1 or Priority -2 Medical will be
transported to either At r i um Heeavlithhed sChi | d roe Novat Healths pi t al
Presbyterian Medical Center Hemby Childrenods

A. Choice of receiving hospital will be based on the following order:

i. Patient/family preference (healthcare system)

ii. Patients not having a preference or unable to communicate their
preference will be transported to the closest chi | dr ends hosrg
emergency department in MECKLENBURG COUNP¢r mapping data

2. PEDIATRICPatients categorized asPriority -3 Medical or Priority -3 Trauma or may
be transported to any hospital or free -standing emergency department

A. Choice of receiving hospital will be based on the following order:

i. Patient/family preference

ii. Patients not having a facility preference or unable to communicate their
preference will be transported to the closest emergency department per
mapping data

3. Patients requiring emergent intervention (airway management, ongoing CPR, or other
critical resuscitative need) should be transported to the closest emergency department

4. Prehospi tal personnel will refr adacsonfrom persua

H

Stroke Triage

1. Patients considered to be having an acute cerebrovascular accident (CVA) and
categorized as CODE STROKE will be transported to a hospital emergency department
only

A. Choice of receiving hospital will be based on the following order:
i. Patient/family preference
ii. Patients not having a facility preference or unable to communicate their
preference will be transported to the closest hospital emergency
department per mapping data

2. The Medical Control physician (or designee) at the destination hospital of a CODE
STROKE patient will be notified IMMEDIATELY once the categorization and the
destination hospital are determined

3. Prehospi tal personnel will refrain from persua

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019



Receiving Hospitals & Patient Destination
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Cardiac 1T Code STEMI Triage

1. Patients considered to be having an acute myocardial infarction will be categorized as
CODE STEMI and shall only be transported to hospitals with interventional cardiac
catheterization capabilities available 24 hours per day 7 days per week for primary
coronary intervention (PCI)

2. Mecklenburg County PCI facilities:

y Novant Health Presbyterian Medical Center
y Novant Hedth Matthews Medical Center

Yy Atrium Health Pineville

y At r i um Badiras Medical Center

3. The choice of PCI center will be based on the following (in order):
A. Patient preference if one of the noted PCI facilities is requested
B. Physician preferenceif one of the groups is requested

Cardiology Group PCI Hospital

Novant Health Heart and Vascular Novant Health Presbyterian MCor
Novant Health Matthews MC

Sanger Heart and Vascular Atrium Health 7 Pineville or

AHbO €arolinas Medical Center
C. Patients requesting a facility other than a PCI facility will be referred to an
alternate destination within the appropriate healthcare system
Facility PCI Hospital
Novant Health Huntersville Medical Center Novant Health Presbyterian MC
Novant Health Mint Hill Medical Center NH Presby MC or NH Matthews MC
(closest per mapping data)

Atrium Health Steele Creek Atrium Health Pineville

Atrium Health Huntersville A H &arolinas Medical Center
Atrium Health Mercy A H @&Carolinas Medical Center
Atrium Health South Park A H &arolinas Medical Center
Atrium Health University City A H &arolinas Medical Center

D. Patients not having a preference or unable to communicate their preference will
be transported to the closest PCI hospital per mapping data
E. The Medical Control physician (or designee) at the destination PCI hospital of a
CODE STEMI patient will be notified IMMEDIATELYonce the categorization and
the destination hospital are determined
4. Prehospi tal personnel will refrain from persua

Note: Referring a patient should be considered a possible substitute for the hospital initially
requested. If a patient requests another hospital incorporating cardiac catheterization services
other than the one referred, then that request will be honored. If the patient insists on the
originally requested hospital despite efforts to refer them to a PCI capable hospital, then that
request will be honored.

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Cardiac 1T Post ROSC Triage

1.

Patients with return of spontaneous circulation (ROSC) from a medical cardiac arrest will
be transported to either:
y Novant Health Presbyterian Medical Center
y Novant Health Matthews Medical Center
Yy Atrium Health Pineville
y At r i um Badiras Medical Center
Choice of destination emergency department will be based on the following order:
A. Patient/family preference
B. Patients without preference or unable to communicate a preference will be
transported to the closest of the /nduced Hypothermia capable hospitals per
mapping data
Medical Control physician (or designee) at the destination hospital emergency
department of a patient with /nduced Hypothermia shall be notified IMMEDIATELYonce
the categorization and the destination hospital are determined
Patients who do not achieve ROSC in the field, if transported, will be transported to the
closest emergency department per mapping data

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Trauma Triage

y Level | Trauma Center
0 At ri um Badiras Medical Center
0 Atrium Health Levine Peddtrid)r ends Hospital at

y Level Il Trauma Center
U N/A

y Level lll Trauma Center
U Novant Health Presbyterian Medical Center

1. Patients categorized as Priority -1 Trauma will be transported to the
HIGHEST -LEVEL designated trauma center in Mecklenburg County
y Patients with the following injuries or mechanisms will be considered Priority -1
Trauma
U0 Head injury with a Glasgow Coma Score< 13
A GCsSx< 8 lights and siren transport indicated
A GCS 9i 13 clinical judgment must be used regarding use of lights and
siren
U Systolic BP <90 mmHg
A SBP < 110 mmHg for patients > 65 -years of age
U Respiratory Rate < 10 or > 29 or need for ventilatory support
Penetrating injury to the head, neck, torso or extremities proximal to the elbow
or knee
Chest wall instability (e.g. flail chest)
Two or more proximal long bone fractures
Crushed, degloved, mangled or pulseless extremity
Amputation proximal to the wrist or ankle
Pelvic fracture(s)
Open or depressed skull fracture
Spinal injury associated with paralysis
Partial or full thickness (2™ or 3™ degree) burns associated with any of the
following:
A > 25% body surface area
Involvement of face, eyes, ears, hands, feet, or perineum
Burns crossing major joints
Circumferential involvement
High voltage electrical etiology
Associated inhalational injury or major trauma
U Traumatic arrest with signs of life in the field
U Maternal arrest with potential for emergent C -section of viable fetus

c:

coocoocccc

> > > > >

*pediatric patients ( < 14 years) P -1 or P-2 Trauma will be t ransported to the highest  -level pediatric
trauma center

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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2. Patients categorized as Priority -2 Trauma will only be transported to a
designated trauma center (category: |, Il, or IIl) in Mecklenburg County
A. The decision between trauma centers will be based on patient preference
B. Patients not expressing a preference or unable to communicate their preference
will be transported to the closest trauma center per mapping data
y Patients with the following injuries or mechanisms will be considered Prio rity -2
Trauma
U NO Priority-1 criteria present
U Femur fracture associated with high energy mechanism
A MVC, MCC, pedestrian struck, fall > 10 feet
0 Falls
A Adults > 10 feet
A Pediatrics* > 10 feet or 2-3X the height of the child
U High-risk auto crash
A Intrusion (including roof)
0 > 12 inches occupant site
0 > 18inches any site
A Ejection from automobile (partial or complete)
A Death in same passenger compartment
A Vehicle telemetry data consistent with high risk of injury
U Automobile vs. pedestrian; bicyclist thrown or run over; OR impact > 20 MPH
Motorcycle crash > 20 MPH
O EMS Providerb6ts judgement t hat patient 6s
center
A Examples
o Abdominal handlebar contusion
o Abdominal seat belt contusion
0 Chest trauma with crepitus or subcutaneous air present
o Rollover MVC

:

y The medical control physician (or designee) at the hospital receiving any patient(s)
categorized as Priority -1 or 2 Trauma will be notified IMMEDIATELYfollowing scene
departure

*vediatric patients ( < 14 years) P -1 or P -2 Trauma will be transported to the highest -level pediatric
trauma center

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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3. Patients categorized as Priority -3 Trauma may be transported to any
emergency department
A. The decision between hospitals will be based on patient preference
B. Patients not expressing a preference will be transported to the closest hospital
per mapping data
y Patients with the following injuries or mechanisms will be Priority -3 Trauma
U NO Priority-1 criteria present
U NO Priority-2 criteria present
U Head injury associated with the following:
A Brief loss of consciousness and now awake
A GCS> 14
U Fall < 10 feet
A Including hip fracture resulting from ground level fall
0 Extremity injury
A Distal extremity fractures with intact pulse
A Penetrating injury distal to the elbow or knee
A Minor isolated extremity injury

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Mass Casualty Incident Response

Introduction to the Incident Command System

y The Mecklenburg EMS Agency Mass Casualty Incident Response Protocelill serve as a
guide for responding to any incident involving ten or more patients
y  The purpose is to assist with efficient triage, treatment, and transportation of patients
involved in a multiple casualty incident
y Itis not limited to only large-scale incidents, but for a routine incident when the number
of those ill or injured exceeds the capabilities of the first arriving resources
y  The protocol aligns with the Charlotte -Mecklenburg All Hazards Plan, the North Carolina
Office of EMS, the Region F Disaster Plan, and the Emergency Department Disaster
Plans at Carolinas Medical Center andNovant Health Presbyterian Medical Center
y The incident command function must be clearly established at the beginning of
operations
U The agency with primary ju risdictional authority over the incident designates the
individual on the scene responsible for establishing command
0 When command is transferred, a briefing is conducted between commanders
that illustrates all essential information for continuing safe and effective
operations
y For incidents involving multiple jurisdictions, a single jurisdiction with multiagency
involvement, or multiple jurisdictions with multiagency involvement, a unified command
system will be adopted to facilitate agencies with different legal, geographic, and
functional authorities and responsibilities to work together without affecting individual
agency authority, responsibility, or accountability

Initial Response

Yy Successful medical management of a mass casualty response relies on thecrew of the
first arriving MEDICunit
U While the first unit on the scene will establish Incident Command, the crew of
the first arriving MEDIC unit shall initiate medical operations to include triage,
treatment, and staging operations
U If MEDIC s first to arrive on the scene, the Crew Chief will establish Incident
Command and identify the location of the Incident Command Post to CMED
U Incident Command will be transferred only after the arrival of a more qualified
person
U Transfer of command shall be conducted face-to-face after a briefing of event
details
y For a large-scale operation, Incident Command may establish a Medical Group or
Medical Branch
0 As such, the paramedic Crew Chief shall serve as the Group Supervisor or Branch
Director depending on the magnitude of the incident

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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y For any incident involving 3 or more priority patients (1 and/or 2), the Incident
Commander will assign the appropriate level of response:

U Levell

A > 101 patients
A Response:

(0]

O O OO

U Level?2

52 First Responder personnel
20 ambulances

5 EMS Supervisors

1 mass casualty unit

2 EMS buses

A 21-100 patients
A Response:

(0]

O O OO

U Level3

36 First Responder personnel
15 ambulances

3 EMS Supervisors

1 mass casualty unit

2 EMS buses

A 11-21 patients
A Response:
1 20 First Responder personnel

(0]
(0]
(0]
(0]

U Level4d

10 ambulances

2 EMS Supervisors
1 mass casualty unit
1 EMS buses

A 3-10 patients
A Response:

(0)
(0]
(0]

12 First Responder personnel
5 ambulances
1 EMS Supervisors

y The crew on the first arriving Medic unit shall perform scene size-up and notify CMED of
a mass casualty incident in progress

<<

The appropriate level of response will be communicated to CMED

CMED will simultaneously contact all Mecklenburg County hospitals, and upon

verification that all hospitals are monitoring, will announce that a mass casualty incident

has been declared

y  The following information will be provided:

et eI e B et B e

Brief description of what occurred
When the incident occurred
Where the incident occurred
Approximate number of patients involved and an estimate of the priorit ies
Approximate time when first patient will be transported from the scene

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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y CMED will advise the facilities to review their current status and be ready in 5 minutes to
report the total number of patients, by prior ity, they are prepared to receive
y CMED will recontact each hospital to ascertain the number of patients they are capable

of handling
U This information will be reported to the personnel responsible for transportation

Personnel Responsibilities and Incident Scene Management

y Positions are assigned during a mass casualty incidentto provide better control and

communications between field operations, Incident Command, and EMS Group

Supervisor

All Area positions may not need to be filled; the size and complexity of the incident will

determine how large the management structure will be

y Incident Command or EMS Group Supervisor will assign the most qualified personnel to
handle each area function

y  The sector officers should be prepared to keep Incident Command and the EMS Group
Supervisor informed on progress made and the need for any specialized equipment or
personnel

<

Triage Group Supervisor

y Responsible for supervising or conducting the systematic sorting and prioritization of
patients in accordance with the STARTtriage system
U At an incident involving large numbers of patients, the Triage Supervisor should
request additional personnel to assist with the movement of patients from the
field/triage location to the appropriate treatment location
y Responsible for ensuiing that the scene has been checked for potential victims that may
have been overlooked during the initial triage phase

Treatment Group Supervisor

Yy Responsible for establishing a treatment area that is large enough to handle the number
of patients, emergency medical personnel providing treatment, and all required
equipment

y Responsible for managing and overseeing the actions of the Treatment Areas to ensure
that appropriate basic and advanced life support is provided until patients can be
evacuated to appropriate medical facilities

y Responsible for coordinating the location of the treatment area with the Triage
Supervisor

y Area location should be at a safe distance from a hazardous materials incident site, but
should be proximal to the triage area, thereby pre venting victims from being carried
unusually long distances

U The treatment area should be readily accessible and should have a clearly
designated entrance point from triage and exit point to the transportation area

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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U For very large incidents, multiple patient triage collection points and treatment
areas may be required

U Avoid placing patients too close to vehicle exhaust or any heavy equipment that
may be operating in the area

y Treatment areas should be divided into four separate and well-identified sectors that
correspond to the triage priority of the patients

y The foIIowini outlines the patient collection areas:

A Patients that are the most seriously ill or injured with life -threatening
conditions
A These will be the first to be transported from the scene
U Yellow (Priority -2)
A Patients with illnesses or injuries that are potentially unstable / life -
threatening
A This group will be transported immediately following the Priority -1 victims
U Green (Priority -3)
A Patients with minor injuries, stable, and whose treatment or transport
may be delayed (commonly referred
A This group will be transported following the Priority -2 victims or in mass
on mass casualty transport vehicle when available
A Patients who are already dead or who have non-survivable fatal injuries
A This area serves as the incident morgue
A A law enforcement officer will be assigned to secure this area
y If there are significant numbers of patients, the Treatment S upervisor may designate
one Treatment Team Leader to oversee each of the 3 treatment sectors (Red, Yellow,
and Green)
y  When arranging the layout of the Treatment Area
U The Red (Priority-1) and Yellow (Priority-2) sectors should be proximate to each
other
i The Green (Priority-3) sector should be located to the side of the Yellow
treatment sector, but of a sufficient distance to prevent those patients in the
Green (Priority-3) sector from being exposed to the treatment activity
U The Black (deceased) sector shouldbe removed from the other treatment areas
y  Treatment Supervisor should ensure that an appropriate stock of medical equipment and
supplies are available to support patient care activities in the Treatment Areas
y Treatment Supervisor should coordinate with the Transportation Supervisor in moving
patients between the Treatment Area and the Transportation Area
U Transport Loaders will be designated to move patients from the Treatment Area
to the Transport Area

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Transport Group Supervisor

y Responsible for the routing of all patients from the incident scene to area hospitals by
both ground and air transportation

y  Serves as the single communications point between the scene and receiving facilities

y Determines and maintains the number of patients (by priority) that each hospital can
receive

U This task should be among the very first completed if not already accomplished
by Incident Command or EMS Group Supervisor prior to designating a
Transportation Supervisor

U A hospital representative should be assigned to the radio channel to receive
notifications of ambulance departures (including number of patients on board &
priorities) to their facility

y  Responsible for identifying an ambulance loading zone

U This area should be large enough to accommodate multiple ambulances and
should ideally provide for easy access into and out of the incident

U Preferably, should have separate entrance and exit routes from the
Transportation Area

U Transportation Area should also be located proximal to the Treatment Areas as
much as possible to prevent patients from having to be carried long distances

y Responsible for knowing the location of any helicopter landing zone that may be
established to support the incident

U If not already assigned by Incident Command or Operations, the Transportation
Supervisor may designate a Landing Zone Coordinator to establish a safe and
effective landing zone in conjunction with available fire personnel on the scene.

U This function should be coordinated with Incident Command to ensure that the
landing zone is in a safe area, close to the Transportation Area, and does not
interfere with incident operations

i The Landing Zone Coordinator should report back to the Transportation
Supervisor and will assist in the movement of patients from the Treatment Area
to awaiting helicopters

y  Transportation Supervisor is responsible for assigning a patient to an ambulance and a
corresponding destination to the ambulance crew

y  Transportation Supervisor has ultimate responsibility of documenting which patients
were transported to which facilities by specific EMS units (Mecklenburg Gounty and
mutual aid)

U It is recommended that a Tracking Coordinator be designated to assist in
coordination and documentation

y  Transport Loaders will move patients from the Treatment Area to transporting vehicles
y  When ambulances crews receive their patients and notified of the destination, they are
to conduct the transport without radio contact with the receiving facility

U All hospital notifications will be made by the Transportation Supervisor or
designee (Tracking Coordinator)

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact

Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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When units are prepared to transport, they will advise the receiving facility of the
following:

U The ambulance name or unit number (including helicopter EMS) transporting

U The number of patients being transported

U The priority of each patient

0 Any special needs (contamination, burn, OB, trauma, cardiac, pediatric)
The Tracking Coordinator will coordinate with the Staging Supervisor to send the
appropriate number and type of resources

U If basic life support units are standing by in the Staging Area and are required,

this should be specified by the Transportation Supervisor

Staging Supervisor

§

§

<<

Responsible for establishing a staging location that is proximal to the incident site, easy
to locate, easily accessible, and large enough to accommodate multiple ambulances
It is preferable that the ambulance and fire vehicle Staging Area be either remote from
each other or co-located in an area that allows ample parking for large numbers of both
types of equipment
A simple, easy to follow route should be identified to the Transportation Area
U This route should be directly communicated to all ambulance personnel in the
Staging Area location
If the incident requires ambulances from out -of-county, volunteer rescue squads, or
hospital ground transportation services, the Staging Manager must identify which
vehicles are staffed and equipped at the basic and advanced life support level
Tracks the arrival and departure of all ambulances to and from the Staging Area
Provides Incident Command or EMS Group Supervisor and the Transportation Supervisor
with the total number of ambulances in the Staging Area and is p repared to update this
information
Ensures that all personnel remain with their vehicles
As ambulances arrive in the Staging Area, the Staging Supervisor will document the
agency, unit number, and crew member in charge
U All communications between the Staging Supervisor and units in the Staging
Area will be through the documented crew member in charge of each unit
U If personnel are needed to report to the scene from the Staging Area, the
Staging Supervisor will ensure that the keys remain with each vehicle
Will advise that radio communication is limited to EMS officers managing the various
command functions and that scene to hospital radio communication will be handled by
the Transportation Supervisor or designee
Shall not send any units to the Transportation Area until requested to do so by the
Transportation Supervisor

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Operations Chief

y Assists Incident or Medical Command with overall EMS scene management

y  The Operations Chief may be assigned overall scenemanagement and supervision, and
be expected to report operational status to Incident or Medical Command in the
command post

y The Operations Chief may also be assigned a more specific oversight function and
tasked with reporting progress on that specific activity or assignment

Logistics Chief

y Responsible for maintaining the inventory of equipment and supplies needed on the

scene

Directs requested equipment and supplies to those areas where requested

Responsible for assisting with the setup of all treatment areas and will distribute

equipment and supplies from the Mass Casualty Incident Response Unit

y Coordinates with the driver/operator of the Mass Casualty Incident Response Unit for
the distribution of specialized equipment from this vehicle (electrical powe , light tower,
portable hydraulic lighting, and inflatable shelters)

y Coordinates with Incident or Medical Command to obtain any additional equipment and
supplies that are not present on the scene

<<

Safety Officer

y Responsible for the safety and well-being of medical personnel and patients
y Monitors and observes all aspects of EMS operations and advises Incident or Medical
Command of procedures that reduce the risk of injury to responders

Public Information Officer

y Reports directly to Incident Command or EMS Group Supervisor and is responsible for
expediting effective and accurate dissemination of media information related to the
MEDICresponse to the mass casualty incident

Patient Identification

y The START (Simple Triageand Rapid Treatment) / JumpSTART System of Triage has
been adopted for use in Mecklenburg County and across the State of North Carolina
U Itis designed to rapidly and systematically assess large numbers of patients
0 SeeSTART Triage algorithm
y Primary identification of patients should be by the alpha-numeric listed on the patient
triage and identification card
y The Triage Supervisor should place this card into the attached bag and attach the bag to
the wrist of all victims who are assessed by EMS crews on the scene
U If neither wrist is available due to injury, the card may be applied to an ankle

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019



Mass Casualty Incident Response
Page: 8 of 10

U Once applied on the scene, the triage and identification card should not be
removed until after the patient has been positively identified at the hospital
y Patients should not pass beyond the Transportation Supervisor without having an
identification card applied

Initial Triage Designation

y  The triage and identification card should be removed from the bag and folded such that
the designated color/priority is showing

Color Priority Description

- Priority-1 Immediately life -threatening

Yellow Priority-2 Serious, potentially life-threatening
Green Priority-3 Stable, non-life-threatening, ambulatory
BlacK Deceased Dead, not salvageable

Secondary Triage Designation

y Patients will be moved to the prioritized Treatment Area based on the initial triage
designation

y Upon arriving in the Treatment Area, the patient will b e secondarily triaged to determine
if the clinical status has changed

y For secondary triage, complete the patient assessment and treat injuries or illnesses
accordingly

Yy Use the triage card to record clinical information.

y If priority changes, remove the tria ge card, change to the appropriate priority, then
replace card

y The secondary triage priority determined in the treatment area should be the priority
used for transport

p \\\\‘\\\

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Patient Triage (NCCEP Protocol UP-2)

1. Locate and remove all the ambulatory patients into one location away from the incident
A. Assign an individual (law enforcement, fire, or well -appearing patient) to keep
them together until additional emergency medical resources arrive
B. Notify Incident Command or EMS Group Supervisor of their location
2. Begin assessing all norambulatory victims at their location, if safe to do so
3. Respirations
A. If respiratory rate is 30 per minute or less, proceed to Perfusionassessment
B. If respiratory rate is greater than 30 per minute (>45 or < 15 pediatrics) , tag the
patient
C.If patient i s not breathing, open the pat.i
and then reassess as outlined abovei If patient is still not breathing, tag the
patient T If patient has spontaneous respirations tag patient
4. Perfusion
A. Palpate a radial pulse and assess capillary refill time
B. If radial pulse is present or if capillary refill is < 2 seconds, proceed to mental

status
C. If radial pulse is absent or if capillary refill is greater than 2 seconds, tag the
patient
5. Mental status
A. Assess the patientds ability to follow sin

person, place and time

B. If the patient follows commands and is orie nted to person, place and time, tag
the patient Green

C. Depending on injuries (burns, fractures, bleeding); may be necessary to tag the
patient Yellow

D. If the victim is unconscious, does not follow commands or is disoriented, tag the
patient [RE@l

6. Special Consilerations

A. The first assessment that produces a red tag stops further assessment

B. Only correction of life-threatening problems such as airway obstruction or severe
hemorrhage should be managed during triage

Patient Movement

1. Patients initially triaged will be move to the Treatment Area by Transport Loaders (non-
ambulatory) or self (ambulatory)
A. Patients will be further placed into the appropriate treatment sector per triage
category
Emergency medical care will be administered in each treatment sector
Limited documentation will be completed on the patient triage and identification card
The order of transportation will proceed from , then Yellow , and Green
Patients will be transported from the Treatment Area to the Transport ation Area by
Transport Loaders

aprwbd

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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6. The Transportation Supervisor will coordinate vehicle assets and the loading procedures

7. Upon departure from the scene, the Transportation Supervisor or designee will provide a
brief report to the desig nated receiving facility

8. Transporting crews will provide the report to the hospital staff on arrival

Documentation

y During a mass casualty incident, it is difficult to obtain much of the information that is

typically included as part of a routine EMS response
U Limited pertinent documentation will be performed on the patient triage and
identification card
y The alpha-numeric identification on patient triage and identification card should be

recorded on the patient registration form at the hospital

Termination /Recovery

§

The Transportation Supervisor is responsible for handing over the master transport list
to Incident Command or the EMS Group Supervisor
U Once the completed log is received, an accounting process of all casualties
transported will be conducted
U The Transportation Supervisor or Tracking Coordinator shall notify all facilities
when the last patient has been transported from the scene and that the medical
components of the incident are terminated
Incident Command or EMS Group Supervisor, or the Safay Officer will ensure that EMS
personnel have access to adequate rehabilitation as required (refer to Medical
Monitoring protocol)
Once all patients have been transported from the scene, the focus will be on returning
the EMS system to standard operations
The Logistics Officer will ensure that all equipment used on the scene is accounted for
and returned to its appropriate vehicle
Arrangements should be made to provide a dedicated paramedic unit for standby as the
incident moves into the investigation and cleanup phase

Additional Considerations

§

During scene sizeup providers must consider HazMat, WMD, or other potential
poisonings

U Every effort should be made to approach scene from upwind, uphill direction
Triage emphasis is to ensure the best possible outcome for the greatest number of
patients
Only life-saving procedures should be performed during initial triage

U e.g. Tourniguet for hemorrhage control

U antidote administration of known exposure

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Medical Scene Control

First responders arrive prior to MEDIC::
1. First responders will assume the role of Medial Commandand take control of all patient
care activities
2. The first considerations are scene safety and scene evaluation
A. Safety issues should immediatdy be communicated to all responding agencies
B. Scene evaluation is necessary to request additional resources or personnel if
needed
3. All patients will be initially assessed for priority as outlined in |Initial _Approach to the
Scene and Universal Patient Care Protocol s
4. Following all primary assessments and communication, treatment algorithms will be
initiated
A. Airway management
B. Hemorrhage control by manual pressure (or tourniquet if indicated)
C. Bandages should not be applied until MEDIC personnel have had the opportunity
to assess the injury
5. Manual cervical spinemotion restriction as indicated based on mechanism of injury
A. A cervical collar may be applied prior to MEDICpersonnel examining the spine
6. Expose the patient as indicated so that a complete assessment may be performed

MEDIC arrives prior to first responders:

1.

2.

3.

The paramedic will assume the role of Medical Command and take control of all patient
care activities

All patients will be initially assessed for priority as outlined in Initial Approach to the

Scene and Universal Patient Care Protocols

First responders will assume a complimentary role by assisting MEDIC personnel with
equipment, supplies, medication preparation, and procedures as directed by the
paramedic
A. Responsibilities may include the following performance measures:
i. Airway equipment and supplies
ii. Capnometry
iii. Cardiac monitor
iv. Connecting the electrodes to the patient (4-leads or 12-leads)
v. Glucometer
vi. Hemorrhage control by manual pressure (or tourniquet if indicated)
vii. Preparing all components for comprehensive monitoring
viii. Pulse oximetry
ix. Spinal motion restriction and fracture immobilization
X. Vital sighs

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Transfer of Care

y  For Priority-1, 2, and 3 patients, patient care will only be transferred to a physician or
nurse at all hospitals/emergency departments
U Transfer of care to paramedic level personnel functioning in the emergency
department of the receiving facility is permitted (as approved by that facility)
U Transfer of care to medical personnel whose training or education level is below
that of a paramedic is unacceptable
A Emergency department technicians or other ancillary departmental staff
may not accept formal transfer nor sign Patient Care Reports
y For Priority-1 or 2 trauma patients, the paramedic will provide a formal report to the
physician and staff in the trauma room
U If a physician is not immediately present, the paramedic will remain in the
trauma room until a physician is in attendance
y Patients transported for any psychological or psychiatric condition regardless of severity
or clinical nature will NOT be left unattended at the triage area
U These patients will always be dispositioned to a treatment room or to triage
nursing personnel
i The patient is to be appropriately secured and the receiving staff must be
comfortable with the transfer prior to departing the room
y  When incidents involve an air medical response, the paramedic oversees patient care on
the scene and will direct flight team personnel as appropriate
U Patient care activities will then be a coordinated effort between both teams
U Transfer of care shall occur once a formal report has been provided and all
personnel agree that the transfer is appropriate
y  For nonemergency, scheduled (Priority-4) transports:
U When conducting transports from a facility or residence, transfer of care shall
occur once the patient is transported off the facility property
U0 When conducting transports to a facility or residence, transfer of care shall occur
once the patient report has been provided
A This report may be to facility staff, family members, or caregiv ers
accepting the patient

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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On-line Medical Control and Communications

Guidelines

y Except for prescheduled nonemergency (Priority-4) transports, hospital notification will
be provided on all patients transported and medical control requests will be made as
needed

U This includes all interfacility transfers to an emergency department
U Radio report must be given prior to arrival even if referring staff have provided
report to receiving staff

y  All hospital notification reports (regardless of priority) will be provided to a registered
nurse except for Priority-1 patients transported to Carolinas Medlical Caiter

y A physician may be contacted at any hospital and at any time for consultation or for
orders when applicable

U Medical Control should be contacted at any time there is any question regarding
patient care

Yy  When contacting Carolinas Medical Center for aPediatric patient T request a nurse or
physician (depending on priority) from the Levine Childrend sHospital Emergency
Department

y  For incidents involving 3 or more priority patients (Priority -1 and/or 2) or 5 or more
patients regardless of priority, the Crew Chief on the scene or preferably the Operations
Supervisor after arrival and scene assessment, will contact the Major Treatment
Attending at Carolinas Medical Centerwith:

U Number of patients

U Estimate of priority for each patient and any obvious signif icant injuries

U The attending physician will assist in determining patient destinations to ensure
that one facility is not replete at one time

U If the Major Attending is unavailable, the third-year emergency medicine resident
on duty may be contacted

y Past medical/surgical history and medications only pertinent to the patient's chief
complaint should be reported

y  Except under certain circumstances, reports should be as brief as possible and limited to

information related to the patientébés acute il/l

The Medic unit number will be the only identifier used (no names or employee numbers)

Slang terminology will NOT be tolerated, and statements should not be repeated unless

requested

y  The medical control physician or nurse should initially identify themselves

U If any doubt exists as to whether a nurse or physician is taking the report and
medical control orders are being requested or received it is imperative to verify
that individual

y  The medical control physician or designee at the hospital receiving any acute cardiac or
cerebrovascular accident patient should be notified IMMEDIATELY once this
determination is made

y Patients categorized as Priority1 Medical or Trauma, the emergency department should
be notified IMMEDIATELY following scene departure

< <

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Priority -1 or Priority -2 Trauma Patient Report

y 0 Thi it rgnber, we have an ETA of _# minutes with an age male/female
following mechanism of injury
U From scene/facility (if interfacility transfer)
Airway status
Highest heart rate, lowest blood pressure
Current HR, BE RR SpQ, ETCQ
Mental status with GCS
Head / neck trauma
Breath sounds (equal, diminished, clear, wheezes, rales)
Abdomen (tenderness, soft / rigid)
Pelvis (stability, tenderness)
Extremities (deformities, neurovascular status)
IV access and fluid administered
Additional treatment administered
Orders requested

KKKl <l

Priority -1 or Priority -2 Medical Patient Report

y A Thi gt number, we have an ETA of _# _ minutes with an age male/female with
working diagnosis
U From scene/facility (if interfacility transfer)
y Brief HPI
U For CODE STROKEFASTED score & time of onset of symptoms (last time
known to be normal)
U For CODE STEMIappropriate signs & symptoms; ECG interpretation
Current HR, BR RR Sp&
Mental status
Pertinent physical exam
Treatment administered
Orders requested

K

Priority -3 Trauma or Priority -3 Medical Patient Report

y A Thi gnit nusmber we have an ETA of # minutes with an age male/female a chief
complaint of working diagnosis

y Brief pertinent history and / or physical exam findings

y Treatment administered

y  Orders requested

Additional Consideration

V. During communication with receiving hospital, if deemed necessary to provide optimum patient
care (either in the field or on arrival to the hospital) for critically ill patient, it IS acceptable to
provide patientdbés name and DOB /i nformation to recei

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Priority Bedside Report Information

Code Stroke :

Last time confirmed known to be normal
GCS
CPSS findings
FASTED score findings
Blood pressure
Known past medical history
U Known prior CVA history
Known medications
U Known anticoagulants

K<<

<

Post Cardiac Arrest Resuscitation

y  Witnessed vs. unwitnessed
0 Amount of time from last seen till found in arrest if unwitnessed
y Bystander CPR
U Yesorno
y Initial cardiac arrest rhythm
U AED shockable vs. norshockable
U Initial MRx rhythm
Any rhythm changes during resuscitation
Time of return of spontaneous circulation
Postresuscitation vital signs
Total downtime
Number of defibrillations performed
Medications administered
Amount of IVF infused

K

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Nonemergency Transport

Medic may be called to transport nonemergency patients to includ e the fo llowing:
y Fromextendedcaref aci |l ity to physiciands office
y From physicianés office to residence
y From residence to treatment center
y  From hospital to extended care center
y  From hospital to residence

Initial Evaluation

=

Upon arrival at the transferring facility, personnel will assess the patient per protocol
2. If a life-threatening (emergent) or urgent condition is apparent, the following will occur:

A. Discussionwith referring providers of the patient 6 sondition & any treatment or

destination change if necessary

B. If a BLS Unit a BLSto ALS upgrade response should be requested
If no emergency condition, the patient may be transporte d to the prearranged facility
Patients with decision making capacitymay r ef use care or transport
order; this must immediatelybe di scussed with the patientés phy

W

Nonemergency Destination

y If emergency occurs enroute; t he patient is to be transported to appropriate emergency
department despite the origin al (non-hospital) request per destination protocols
Yy When transporting a patient to a prescheduled and/or prearranged location, either a
healthcare facility or residence, the patient may be transferred to any level of caretaker
or provider at that destination
U This may be an individual certified or trained at a level lower than the paramedic,
such as a certified nursing assistant or home health sitter
y If, upon arrival at the receiving destination it is noted that the facility is not equipped to
care for the patient, or the staff is refusing to accept the pat ient, communication shall
take place between that facility and the transferring institution prior to departure
U If resolution is not accomplished, the patient is to be transported back to the
original facility
U If the transferring facility was a hospital, di sposition may be to the emergency

department
U If the transferring facility was something other than a hospital, disposition may
be made back to the patientds original roon

y  When transporting patients through counties other than Mecklenburg, or states other
than North Carolina, the Mecklenburg EMS Agency protocols will be followed until such
time that transfer of care has occurred

y If the patient becomes unstable during transport, diversion to the closest healthcare
system hospital per patient request shall ocaur

U If the patient has valid DNR orders and the receiving facility wishes to accept the
patient in the current condition, this is acceptable

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Transfer of Care

y  Upon departing the transferring facility, transfer of care sha Il occur once the patient is
transported off the facility property

Yy Upon arrival at the receiving facility, transfer of care shall occur once the patient report
has been provided to facility staff, family members, or caregivers accepting the patient

Therap eutic Care during Transport

Yy Nutritional infusions, such as Hyperal, amino acids, intralipids may be continued
y Any chemotherapeutic agent currently being infused and monitored by persons other
than the patient must be discontinued prior to transfer unless skilled personnel familiar
with the agent and infusion accompanies the patient
U0 When such personnel are not present, medications may be transported with the
patient, but the infusion must be stopped
0 If it is noted by physician order or other documentation, that the
chemotherapeutic infusion needs to be continued, there must be appropriately
trained personnel attending the patient during the transport
U If such personnel are not available, the transport must be referred to one of the
hospital-based critical care transport services
U Any violation of bag with chemotherapy agent must be considered a biohazard
A Immediately report to the supervisor
A Do not handle the exposed agent unless cleared to by the supervisor
Yy Any therapeutic agent currently being infused and monitored by the patient, such as a
continuous infusion pump, may be continued during the transfer
y  Chronic infusions or therapeutic procedures such as insulin pumpsor peritoneal dialysis
may be continued during transport
y If a problem arises with the pump a nd/or infusion, such as pump failure or intravenous
infiltration, the infusion will be discontinued by turning off the infusion device
y  For patients that are ventilator dependent, a tra nsport ventilator may be used
U Personnel familiar with these devices may continue the transport
g I'f unfamiliar with t heentdapoe thattansport musttbe t he p a:
referred to a crew that is familiar with the device or to one of the hospital -based
critical care transport services

Special Situations

y Medic may be asked to transport Hospice patients or patients with valid DNR orders to a
residence or nursing facility
U If patient loses vital signs while still on the property of the transferring facility:
A Transport the patient back to their room an d inform the care p rovider
U If patient loses vital signs after leaving the property of the transferring facility:
A Continue to transport the patient to their destination facility
A Contact the Supervisor or CMED, and have them contact someone at that
facility or residence to explain the circumstances

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019
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Patient Initiated Refusal of Treatment or Transport

General

y Any patient requesting emergency medical treatment within the standard level of
provision and scope of practice by the Mecklenburg EMS Agency, and/or reguesting
transportation to the hospital with or without treatment will be  provided those services

y Medic personnel WILL NEVER refuse treatment or transport nor suggest
alternative transportation or follow -up options to patients

y  Presumptive diagnoses or expressed medical opinions thatmay suggest a minor clinical

condition and/or influence a patient from not being treated/transported is forbidden
U Only exception to this will be when the health and safety of personnel is of

concern
U When such circumstances arise, the Operations Supervisor and medical control
will be consulted

Patients may refuse the proposed treatment and/or transport provided by Medic

While it is encouraged that all patients be transported, individuals may refuse ser vices if

the patient has the capacity to do so

y Capacity for medical decision-making may be defined as any patient with the following:

U Able to make informed decisions regarding their health & healthcare
U Able to understand the nature and severity of th eir presumptive process
U Able to understand the risks of refusing care
A Including permanent disability, debilitation, death
U Able to understand the benefits of receiving care
i Demonstrating no evidence of being under the influence of mind -altering
substances including the following:
A Clear sensorium without delusions
A Oriented to person, place, and time
A No new signs of incoordination
A No new slurred speech patterns
0 NOTathreat to harm themselves or others
A NOT suicidal
A NOT homicidal
i NOT medically unstable thereby impacting their ability to make informed
decisions
A Including but not limited to:
0 Hypoglycemia
0 Hypotension
0 Hypothermia

<<

0 Hypoxia
o Significant bradycardia or tachycardia
y I't is imperative for the provider to act

decision-making capacity

This protocol is intended as a guideline. If it is determined that management decisions must fall outside of this guideline, contact
Medical Control with clinical care-related questions or Operations Supervisor for operations-related questions. 04/01/2019






















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































