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On-Line Command III: Special Situations

Case #1: Refusals

Listen to .mp3 audio of call: (only available in online version)

Case 1 (Refusals) Transcript

Hey, doc, currently seeing a 30 year old female, involved in a two-car motor vehicle accident… [inaudible background interruption from patient] …thirty year old female, involved in two-car motor vehicle accident, patient was the driver, restrained, vehicle sustained moderate passenger-side damage. Talking with the witnesses here, the patient was acting rather strangely, so on and so forth, and they believe the patient to be intoxicated but there was no evidence orno odor of that. On talking with the patient, she did indicate that she is on Glucophage, she is not a diabetic. So we did a quick assessment on her, we did a blood sugar, and her blood sugar was 57, her vitals are all good and stable, her blood pressure is 108 by palp, her pulse is 90, respiratory rate is 16, and a good head to toe assessment—I mean, there’s no evidence of external trauma except over the left clavicle where the seatbelt was, actually brush-burned her skin—doc, I advised her numerous, numerous times that she should seek medical assistance, and allow us to transport and treat her, her family’s here, and she’s adamantly refusing to be transported. I just wanted to consult you and see what your thoughts are.

Case 1 (Refusals) Questions and Discussion

Should the EMT have this patient sign a refusal form and let the patient go, or should the EMT force the patient to go to the hospital?

This simple-seeming question has many implications—and the wrong answer could end up in a dead patient and a court appearance. The following questions will test your knowledge of the applicable medico-legal principles and guide you in learning more about these issues.

1. For medical decision-making purposes, what are the criteria for determining whether a patient is intoxicated?

a. The blood alcohol level is the sole criterion. Due to a recent change in Pennsylvania law, anyone with a blood alcohol of greater than 80 mg/dL (.08) (recently decreased from 100 mg/dL) is officially intoxicated; anyone with a level below this is officially sober.

b. If the patient acts intoxicated, you should assume the patient is intoxicated. The blood alcohol level is much less important than whether the patient acts intoxicated. 

c. The family should decide whether the patient is intoxicated.

d. You cannot determine intoxication without a magistrate’s decision.
a. is not correct. 

It is true that 80 mg/dL is the accepted level for drunk-driving cases before a judge in Pennsylvania. However, for medical decision-making this level is nearly irrelevant.

b. is the best answer. 

When medical personnel (including EMTs and medical command doctors) are deciding whether a patient is capable of informed refusal, which is the same as informed consent, the courts expect [ref] a clinical evaluation. In particular [ref], courts have said the physicians have the capability to decide whether a patient is too intoxicated to make good medical decisions, and rather than second-guessing physicians, tend to give physicians wide latitude in making this decision. The presumption is that the physician made a correct decision unless proven otherwise (regardless of patients screaming “I’ll call my lawyer!”). 

Is the patient’s speech slurred? Is the patient ataxic? Is the patient acting inappropriately? Do other observers think the patient is intoxicated? Some chronic alcoholics may be clinically sober with a level over 80 mg/Dl; some first-time drinkers may be grossly intoxicated with a level of 70. 

Those with low alcohol levels (or no alcohol at all) may still be intoxicated with other intoxicants (e.g., cocaine, barbiturates, benzodiazepines).

c. is not correct. 

While it may be useful to ask the family how the patient is acting, the decision whether the patient is too intoxicated to make medical decisions is reserved, by court decisions, to medical personnel, and specifically to physicians.

d. is not correct.
A magistrate may rule on a person’s competence [ref] to make certain decisions, including medical decisions. And, a magistrate may convict a person of drunk driving. However, the courts recognize that decisions about intoxication must be made “on the spot” by medical personnel, often with incomplete information. 
2. Although the patient in the above case may not be intoxicated with alcohol or recreational drugs, she may be mentally impaired by a medical condition (hypoglycemia). As far as her capacity to make medical decisions, does it make a difference whether she is intoxicated or impaired by a medical condition—and how impaired is impaired enough to not be able to make appropriate medical decisions?

a. It doesn’t matter if the impairment is from drugs or a medical illness. 
b. Whether a patient can make medical decisions is a clinical judgment, based not only on the level of impairment, but also the risks involved.

c. Both of the above are true.
a. is correct.
If the patient is not capable of making reasoned medical decisions, then medical personnel must at “in loco parentis” (in place of a parent), preventing the patient from harming herself until she is once more able to make reasoned medical decisions.

b. is correct.
Rather than citing some absolute level of impairment, the courts say that physicians and other medical personnel should take the level of risk into account in determining whether a patient has the capacity to make medical decisions. 

Two opposing principles collide here. 

The first principle is that people should be free, and in this particular case, from unreasonable detention by medical personnel. Restraining or treating a patient who does indeed have the legal capacity to refuse care, and who does not want to be treated, may constitute assault.

The second principle is that when people are impaired, and are likely to hurt themselves as a result, those with responsibility for them must act so as to protect them. In the case of medical personnel, letting an impaired patient inappropriately refuse care may constitute abandonment.

Despite all of the drunks in EDs screaming about suing those who put them in leather restraints, there is almost no case law on unlawful medical restraint. Given the uncertainty and need for immediate decisions, courts generally give wide latitude to police officers and to medical personnel, particularly physicians, in making these determinations. 

For example, if, say, you are working in the ED and see a grossly drunk patient taking out his car keys and getting ready to go out and try to drive home, you must do your best to prevent the patient from leaving and driving the car, though not at physical risk to yourself. If you don’t, and the patient comes to harm as a result—or worse yet hits some innocent person with his car—you may be liable. Consider for example a famous case where ED personnel let a drunk patient walk out--the drunk patient tried to walk across a highway and was hit by a car and killed. Those in the ED were found liable for his death. 

Although this case involves a patient in the ED, the same legal principles apply to your handling of medic calls for refusals. If told the medic to let this patient go, and then the patient then drove off the road, killing a two-year-old child, do you think a court might hold you responsible for the two-year-old’s death? 

In the specific medical command call given in the audio snippet and transcript above, what is the risk? 

This patient, despite the surprising (and as it turned out, erroneous) information that the patient doesn’t have diabetes mellitus, is on a long-acting antihyperglycemic and is both clinically and by laboratory evidence hypoglycemic. And, in general, the standard of care for this situation is not only ED evaluation, but overnight admission on a dextrose drip. The risk is of recurrent and sometimes profound hypoglycemia, sometimes causing brain damage or death. If this risk is bad enough to require admission, it is bad enough the patient is capable of making a reasoned decision to refuse transport before you and your medic should allow this patient to refuse transport.

The medic command doctor told this medic to obtain assistance from the police, and to restrain the patient if necessary, and transport the patient to the nearest appropriate facility for medical evaluation. When faced with this (and pressure from her family, which the medic enlisted and was helpful), the patient consented to be treated for the hypoglycemia and to go to the ED where she was admitted.
3. What are the specific legal requirements to demonstrate capacity to provide informed consent to sign out of the ED against medical advice, to refuse medical treatment in the ED or on the street, or to refuse EMS transportation?

a. The patient understand the relevant information.

b. The patient must be able to manipulate the information.

c. The patient must be able to make and communicate a choice.

d. The patient must be able put all three of the above requirements together to appreciate the situation and its consequences.
a. is correct but incomplete.
The first test is of simple understanding.  If a patient can’t understand the danger, and you do understand the danger, you have an obligation to protect her.  

Also, as a side issue related to understanding, consider that the medic may not appreciate the danger—it is common for medics to treat those with hypoglycemia from insulin, where there is much less danger of recurrent hypoglycemia, and release them. This medic did not, in fact, understand that hypoglycemia from oral agents is different and much more dangerous. This is an example of where your deeper medical understanding may lead you to appropriately overrule a medic—or better, educate the medic, and jointly come to an agreed-on plan to transport the patient regardless of the patient’s refusal.
Asking the patient to paraphrase what the medic told her can help assess this understanding better than asking her to simply regurgitate information.  If a person is disoriented, providing a nonsensical history (on diabetic drugs but no history of diabetes) or acting intoxicated, it is hard to support a conclusion that she appreciates a personal danger.

b. is correct but incomplete.
The second test is of the ability to consider alternatives. To determine whether this woman can successfully manipulate information, your medic could ask her about hypothetical situations based on what a rational person would do.  For example, your medic could ask her what she thought an average woman would do if a doctor informed her they she a medical condition that might kill her, or worse yet, turn them into vegetable, if she wasn’t admitted to the hospital overnight. In this way a person with normal capacity, but differing values, can demonstrate that understanding. For instance, she might say she was on her way to see her child who only had a few hours to live and this was more important to her than the possibility of dying. (This was certainly not the case here, though.)

c. is correct but incomplete.
The third test is whether the patient can make decisive choices.  Different responses within a short time suggests that she cannot organize her thoughts and choose a course of action is confused and unstable.  Patients who repeatedly change their minds should be protected until their decision-making process is stabilized. 

d. is the best answer.
The last test is the complete ability to appreciate the outcome of her behavior and give reasons for her choice.  The goal is to evaluate her ability to do this, not to make value judgments based upon her choices. 

The bottom line is:  what is best for the patient's health?  If restraining a patient is the best way to ensure that outcome, then restrain the patient. The advice to treat the patient as you would your own mother is a good guideline.  

An “Against Medical Advice” document that expands on the above discussion is available online.

One final note. A published survey paper showed that fewer than a third of EMS services had a refusal policy that met minimal legal requirements, so medical command physicians should not plan to rely on the EMS service’s protocol to provide for patient safety and for the medical command physician’s medico-legal safety.

The Pennsylvania statewide BLS Protocols also provide a protocol for EMS personnel to deal with such issues (Refusal of Treatment / Transport – 111), and a separate protocol (Non-Transport of Patients – 112) for when the patient refuses transport but really doesn’t need transport.
Case #2: Psych and Restraint Issues

At 3 AM, you get a medical command call from a local medic.

The medic’s voice is strained, there is a woman screaming abuse in the background, and two male voices shouting at her to hold still.

The medic tells you the following:

Case 2 (Psych and Restraint) Transcript

[pressured speech] Doc, I’ve got a 33 year old woman, history of depression for many years, who took most of a bottle of acetaminophen about 4 hours ago. She called 9-1-1 asking for help. The police aren’t here yet because they’ve got a hostage situation somewhere else. The family is here too. This woman, she, she… I think she had a fight with someone else in the family and now is very angry, very upset. She absolutely refuses transport and won’t really talk with me. She is alert, not intoxicated, not visibly ill, just upset and uncooperative. By the way, the patient says she is fine, she is no longer suicidal, that we have no legal right to keep her, and she wants to call her lawyer.

The medic asks the following pointed questions (with continued screaming in the background):

Since the police aren’t here, can we legally restrain her? Do we have to wait for the police to arrive before they transport her?

[Family members in the background screaming at woman about how she’s going to hospital regardless of what she says now. The question now becomes partly moot as the other two members of the crew, as you can hear in the background, have just restrained her onto the stretcher.]

Do we have to fill out the “302” paperwork [forms for commitment under Section 302 of the PA Mental Health Code] before we transport her?

Do we have to call the county mental health administrator on call before we transport her?

Case 2 (Psych and Restraint) Questions and Discussion

We will take these questions one at a time.

4. Do EMS personnel need to wait for police before restraining or transporting her? 

a. It is unlawful (and may constitute the crime of assault or battery) for EMS personnel to restrain or transport, against the patient’s will, a patient with the capacity to provide an informed refusal for care. 

b. If EMS personnel have good reason to believe that the patient is suicidal or otherwise a risk to herself, and that the patient might elope (get away), then the EMS personnel, according to court decisions, are not only allowed to restrain the patient, but expected to restrain the patient.

c. Court decisions say that EMS personnel do not have to put themselves at risk of serious injury, to restrain a patient; in such cases, they should ask the police to restrain the patient. If necessary, they should wait for police rather than endangering themselves.

d. Answer (a) is correct, but courts make an exception for suicidal patients; both (b) and (c) are correct.
a. is correct but incomplete.

b. is correct but incomplete.

c. is correct.

d. is the best answer.
It is true that EMS personnel cannot lawfully restrain a patient, if the patient has the capacity to provide an informed refusal [informed consent link] for care and refuses care. And, such conduct may be subject to a criminal complaint of assault or battery. However, the courts generally are very sympathetic to medical personnel in questionable cases, and expect that medical personnel will act to restrain and treat a patient if it is an emergency situation if they have any questions about the patient’s capacity to refuse care. See Case 1, above, for more on refusals. But, there is an exception for suicidal and homicidal patients.

Many court decisions hold that medical personnel, confronted with a suicidal or homicidal patient, are required to restrain and transport the patient, but they are not required to endanger themselves to do so.

These court decisions make case law, or to use an older term, “common law.” This law is well-established, and applies to situations regardless of a patient’s commitment status under state law. For a better understanding of the relation between different types of US law, a brief online law tutorial is available. 

5. Do EMS have to complete the “302” paperwork (forms for commitment under Section 302 of the PA Mental Health Code) before they restrain or transport her? If they or the complete a “302” they need to call the county representative for authorization to make the 302 legal?

a. Yes.

b. No.

a. is incorrect.

b. is correct.

The Pennsylvania Mental Health Act (available online in original form, also in an abbreviated form with portions relevant to emergency medicine and EMS highlighted) provides state law procedures and requirements for committing patients, against their will, to a mental institution. This law provides specific procedures for how this must be accomplished. It also provides procedures for tasking the police with apprehending a mentally-incapacitated patient and bringing him or her to a hospital for evaluation. However, the court cases (case law = common law) described above apply to patients even before this paperwork is completed. So, regardless of commitment status, patients who are suicidal, homicidal, or otherwise mentally incapacitated enough to be a risk to themselves, must be restrained and treated by EMS personnel (although not at risk to the EMS personnel).

Of interest, the Pennsylvania Mental Health Act specifically excludes drug or alcohol abuse or intoxication from the acceptable reasons for involuntary commitment. Nonetheless, as described in Case 1, above, EMS personnel must restrain and treat those who are incapacitated by alcohol or drug intoxication, or medical illness, regardless of the state’s Mental Health Act.

It is true that, under section 302 of the Pennsylvania Mental Health Act, that the “302 petition” has to be filled out, before a patient can be committed to a mental institution. To be valid, such a petition must either be authorized via a call to the county mental health representative and then cosigned by a single physician; or, signed by two physicians. And, if someone wants to get the county to authorize police to apprehend and transport a mentally ill patient to a hospital to be evaluated, a 302 petition must be filed and authorized by the county mental health representative. 

But, entirely outside this particular state law, there is a common law (case law) privilege (and duty) for medical personnel, including EMS personnel, to restrain and transport anyone who, in their best estimation, is suicidal, homicidal, or otherwise so impaired by mental illness that the person is a danger to self or others.

It is also worth noting that this common law principle also applies to interfacility transfers. If a patient is suicidal or homicidal, EMS personnel have the legal privilege and duty to restrain the patient to prevent harm. Regardless of whether the patient is subject to a “302” involuntary commitment, a “201” voluntary commitment, or no commitment, they must restrain the patient if need be. 

Some EMS personnel may be confused by trying to apply the provisions of the Pennsylvania Mental Health Act apply to their ability to restrain patients. If so, remind them that there is case law, at both state and federal levels, that allows and indeed requires such restraint.

The National Association of EMS Physicians provides the guideline Patient Restraint in Emergency Medical Services Systems which provides an extensive and detailed discussion of the issues.

The Pennsylvania statewide BLS Protocols also provide a protocol for EMS personnel to deal with such issues (Agitated Behavior - 801). Please also note that, although this protocol is titled “Agitated Behavior” it also applies to patients who are quietly suicidal but not agitated in the least.
Case #3: DNR and Advanced Directives

You are on duty in the ED, at a time when it’s particularly busy, when you get the following call:

Case 3 (DNR) Transcript
Doc, here’s the situation. It’s sort of complicated but I think I’ve got a handle on it now. We’re at the home of a 77 year old man who’s got terminal metastatic lung cancer, sent home from the hospital about two weeks to die at home with family. His PCP knows all about this, and he told the family in detail about what to expect and they all decided that they wanted him to die at home and they were ready for it. When his breathing started getting real slow and labored tonight, one of his daughters panicked and called 9-1-1. When we got here, everyone in the family were crying and screaming at each other. Except for the one daughter, they all are demanding we providers leave the patient alone—what?—I think he just took his last breath—and the one daughter is crying and insisting that the he’s still breathing, denying that he is dead, and insisting they we resuscitate him. The rest of the family is telling her that he’s dead and she needs to accept it. Do you want us to start resuscitation?

Case 3 (DNR) Questions and Discussion

6. Should they start resuscitation?
a. Yes.

b. No.

a. is incorrect.

b. is correct

You may have questions about whether the patient has an activated Living Will, or a Prehospital DNR (Do Not Resuscitate Order), but those questions can wait. At this point, you have a patient who is terminal, who is expected to die, and just—while you were on the radio with EMS—died. You have what sounds like reliable information that this man is terminal. Attempts at cardiac resuscitation are very, very unlikely to help this patient. Indeed, most ethicists would say that to start resuscitation at this point is unethical, immoral, and just plain cruel. So the correct thing to say is “No! Do not start CPR or ACLS!”

However, there are several more considerations to discuss, which may be helpful in situations that are less urgent and less clear than the case presented above.

7. Is having a Living Will the same as having a Out-of-Hospital DNR (do not resuscitate)?
a. Yes.

b. No.

a. is incorrect; Living Wills and Out-of-Hospital Do Not Resuscitate status are very much different.

b. is correct

The Pennsylvania Advance Directive for Health Care law, Act 24 of 1992, allows "living wills.” Officially, EMS personnel can honor a living will, if it is valid (signed by the patient and two witnesses or the person with power of attorney) and operative (see below) and only if a command physician orders them to follow it.

Even for EMS personnel, living wills under this law only apply (are operative) if the patient is 

(1) diagnosed by two physicians as terminally ill or in a permanent state of unconsciousness, and/or

(2) declared legally incompetent.

These living wills do not apply to a patient who has a sudden and unexpected cardiac arrest, and therefore are of limited if any application to EMS, except when family or nursing home staff mistakenly, or in a panic, call EMS for a person with a living will who is dying at home, or at a nursing home, as in the above case. Nonetheless, a Living Will can provide a solid indication that the patient does not want resuscitation.

Indeed, the main problem in these situations is determining the patient’s wishes. The general principle is “if in doubt, resuscitate”—but if there’s solid evidence the patient does not want to be resuscitated, it’s appropriate for EMS personnel to call medical command and ask to not resuscitate the patient. 

Additional things that would help persuade you and your EMS personnel not to resuscitate a patient include a recent hospital or nursing home DNR order, signed by the patient or someone who has power of attorney for the patient. DNR orders only apply to the particular hospital or nursing home, but do provide a solid guide to the patient’s (or power of attorney’s) wishes.

Pennsylvania does have an Out-of-Hospital DNR law. If EMS personnel find a patient with a valid Out-of-Hospital Do Not Resuscitate (OOH DNR) necklace or bracelet, they may, and in fact must, not resuscitate the patient.

As regards the Medical Command Physician’s responsibility, section 1051.81 of the Pennsylvania Code specifically states:

§ 1051.81. Medical command physician responsibilities.

 (a)  Compliance with out-of-hospital DNR order. If a medical command physician is in contact with a prehospital practitioner when the prehospital practitioner is attending to a patient in cardiac or respiratory arrest and the prehospital practitioner is made aware of an out-of-hospital DNR order for the patient by examining an out-of-hospital DNR order, bracelet or necklace, the medical command physician shall honor the out-of-hospital DNR order. If appropriate, the medical command physician shall direct the prehospital practitioner to provide other medical interventions within the practitioner’s scope of practice to provide comfort to the patient and alleviate the patient’s pain, unless the prehospital practitioner is otherwise directed by the patient.

 (b)  Prehospital practitioner uncertainty. If a medical command physician is in contact with a prehospital practitioner when the prehospital practitioner is attending to a patient in cardiac or respiratory arrest and the prehospital practitioner communicates uncertainty as to whether an out-of-hospital DNR order for the patient has been revoked, the medical command physician shall ask the prehospital practitioner to explain the reason for the uncertainty. Based upon the information provided, the medical command physician shall make a good faith assessment of whether the described circumstances constitute a revocation, and then direct the prehospital practitioner to withdraw or continue CPR based upon whether the physician determines that the out-of-hospital DNR order has been revoked or not revoked. 

However, in practice, as of 2005, few terminal patients are making use of this capability. However, if EMS personnel find a valid Out-of-Hospital DNR order, then it is clear that they should not start resuscitation.

The Pennsylvania statewide BLS Protocols also deal with DNR issues and Out-of-Hospital DNR.

Additional background on prehospital DNR and prehospital termination of resuscitation is available in a document prepared by the Pennsylvania Emergency Health Services Council.
Cases #4: DOA

Case 4 (DOA) Transcript

Doc, here’s the situation. We’re at the scene of an elderly man with a history of a bypass about 5 years ago but no other past medical history, who lives by himself. He was last seen by family yesterday. Today, his son knocked on the door, and when there was no answer, broke in through a window. He found his father on the floor unresponsive, and called us. That was about 10 minutes ago. He did not do CPR. 

The patient is cold, unresponsive, pulseless, apneic. Do you want us to start resuscitation for hypothermic arrest, or treat the patient as a DOA?
Case 4 (DOA) Questions and Discussion

8. What additional information is appropriate to ask for, and will help in your decision whether to treat as DOA or as hypothermic cardiac arrest?
a. Does the patient have rigor mortis?

b. Does the patient have dependent lividity?

c. How cold is it inside the house?

d. Is the patient’s temperature (tactile or measured) the same as the surroundings?

e. Is there any rhythm on cardiac monitoring?

f. All of the above may be helpful in deciding whether to resuscitate.

a. is correct but incomplete.

b. is correct but incomplete.

c. is correct but incomplete.

d. is correct but incomplete.

e. is correct but incomplete.

f. is the best answer.

It seems very unlikely that this patient just died as the son entered the house—much more likely is that he has been dead for too long for resuscitation attempts to make any sense. 

If the patient seems to have rigor mortis, it tends to suggest that the patient can be treated as a DOA. However, severely hypothermic patients are also often stiff, so this by itself is not presumptive evidence of death.

Dependent lividity is presumptive evidence of death—however, it can be confused with pressure necrosis from laying on the ground, or with frostbite—so additional evidence would help confirm this patient is indeed DOA.

If the house is relatively warm inside—and the patient’s body temperature is roughly the same—then it is very unlikely this is hypothermia. And, if there is no rhythm on cardiac monitoring, this pretty much clinches the diagnosis of remote death and allows you to tell the EMS personnel to treat this as a DOA situation. 

Ask EMS personnel to provide this information, then make your decision. You also may find the state EMS Basic Life Support Protocols for DOA and Hypothermia helpful in making this decision:
Pennsylvania Department of Health Resuscitation 322 – BLS – Adult/Peds

DEAD ON ARRIVAL (DOA) STATEWIDE BLS PROTOCOL

Criteria:

A. Patient presenting with the following

1. Decomposition.

2. Rigor mortis (Caution: do not confuse with stiffness due to cold environment)

3. Dependent lividity.

4. Decapitation.

5. Unwitnessed cardiac arrest of traumatic cause.

6. Traumatic cardiac arrest in entrapped patient with severe injury that is not compatible with life.

7. Incineration.

8. Submersion greater than 1 hour.

B. In cases of mass casualty incidents where the number of seriously injured patients exceeds the personnel and resources to care for them, any patient who is apneic and pulseless may be triaged as DOA. 1
Exclusion Criteria:

A. Obviously pregnant patient with cardiac arrest after trauma, if cardiac arrest was witnessed by EMS practitioners. These patients should receive resuscitation and immediate transport to the closest receiving facility. See Trauma Patient Destination Protocol # 180.

B. Hypothermia. These patients may be apneic, pulseless, and stiff. Resuscitation should be attempted in hypothermia cases unless body temperature is the same as the surrounding temperature and other signs of death are present (decomposition, lividity, etc…). See hypothermia protocol #681.

Treatment:

A. All patients:

1. Initial Patient Contact – see Protocol # 201.

2. Verify pulseless and apneic.

3. Verify patient meets DOA criteria listed above.

a. If any doubt exists, initiate resuscitation and follow Cardiac Arrest Protocol # 331 and consider medical command contact.

b. If patient meets DOA criteria listed above, ALS should be canceled.

4. If the scene is a suspected crime scene, see Crime Scene Preservation Guidelines #919.

5. In all cases where death has been determined, notify the Coroner or Medical Examiner’s office or investigating agency. Follow the direction of the Coroner or Medical Examiner’s office/investigating agency regarding custody of the body.

Possible Medical Command Orders:

A. If CPR was initiated, but the medical command physician is convinced that the efforts will be futile, MC physician may order termination of the resuscitation efforts.

Note:

1. In the case of multiple patients from lightning strike, reverse triage applies, and available resources should be committed to treating the patients with no signs of life unless they meet the other criteria listed above.

Performance Parameters:

A. Review all cases for documentation of DOA criteria listed above.

Effective 09/01/04 322-1 of 1
Although there are no statewide Advanced Life Support (ALS) protocols yet, a standard component of an ALS DOA protocol includes using a monitor to check for a cardiac rhythm in three leads as well.

9. If, instead of being found in a relatively warm house, an elderly patient who lives by himself found in the backyard in a snowdrift  in the wintertime, but with similar findings of rigor mortis and dependent lividity, should they start resuscitation?
a. Probably.

b. No.

a. is correct.

b. is incorrect

In this case, there is some presumption that the patient might be severely hypothermic, and there are a number of cases of people surviving such an exposure, neurologically intact. The “rigor mortis” can be simply stiffness from cold, and the “dependent lividity” might be pressure necrosis or frostbite.

The Pennsylvania BLS Protocol for hypothermia states:

Pennsylvania Department of Health Trauma and Environmental 681 – BLS – Adult/Peds

HYPOTHERMIA / COLD INJURY / FROSTBITE STATEWIDE BLS PROTOCOL

Criteria:

A. Generalized cooling that significantly reduces the body temperature.

B. If temperature reading is available, body temperature < 95° F (35° C).

C. Note that hypothermia is severe if core body temperature is < 90° F (32° C).

D. Frostbite generally affects feet, hands, ears, and/or face. Skin initially appears reddened, then mottled, bluish, white and/or gray. This is painful initially then becomes numb.

Exclusion Criteria:

A. DOA, including the following - see DOA protocol # 322.

1. Submersion for >1 hour.

2. Body tissue/chest wall frozen solid.

3. Body temperature same as surrounding temperature and other signs of death (lividity/ rigor)

Treatment:

A. All patients:

1. Initial Patient Contact – see Protocol # 201.

a. Assess pulse for 45 seconds.1
b. Consider call for ALS if available. See Indications for ALS Use protocol #210.

c. Consider air ambulance if severe hypothermia and transport time to hospital capable of rapid extracorporeal rewarming is more than 30 minutes.

2. Apply oxygen (High concentration if altered mental status). 2,3
B. Systemic Hypothermia:

3. Handle patient gently and avoid excessive or rough movement of the patient.

4. Place the patient in a warm, draft free environment.

5. Remove wet clothing and cover with warm blankets.

6. If the patient is unconscious or is not shivering:

a. If respirations and pulse are absent, start CPR. 1,4 It is possible that the patient is still alive.

b. Transport IMMEDIATELY 5,6,7, continuing CPR as necessary.

c. Contact Medical Command.

7. If the patient is conscious and shivering:

a. Rewarm the patient slowly:

1) Place heat packs on the patient’s groin, lateral chest or axilla and neck. Do not place heat packs directly against skin- wrap in towel.

2) If the patient is alert, administer warm non-caffeinated beverages (if available) by mouth slowly.8
8. Transport 6
9. Perform ongoing assessment.

C. Frostbite:

3. Keep patient warm while exposing affected part.

4. Apply loose sterile dressing to affected part.

5. DO NOT:

a. Rub affected part or break blisters.

b. Expose part to dry heat.

c. Immerse part in snow or hot water.9
d. Allow affected part to thaw if it may refreeze before transport is completed.

6. DO:

a. Transport, keeping patient warm.

b. Perform ongoing assessment. 
Notes:

1. Vital signs should be taken for a longer time than usual, so that a very slow pulse or respiratory rate is not missed. Assess pulse for 45 seconds. If a pulse or respirations are detected, do not perform CPR.

2. Use warmed humidified oxygen if available.

3. Services that use optional pulse oximetry monitors should not use them in hypothermic patients since pulse oximeters are unreliable in this situation.

4. In suspected severe hypothermia (core temperature, if available, is below 90° F) and an AED is advising shock, shock no more than 3 times. If there is still no pulse, continue CPR and transport to an appropriate facility.

5. If cardiac arrest or unresponsive to verbal stimuli, transport to trauma center following Trauma Triage Protocol # 180. Transport to center capable of extracorporeal rewarming (cardiac bypass) if this adds no more than 20 minutes to transport time to closest appropriate trauma destination hospital. Contact medical command at destination facility as soon as possible to provide maximum time for staff to prepare to receive the patient.

6. If the patient has severe hypothermia and vertical evacuation is required, transport the patient in a level position when possible. Transporting vertically with the head up has been associated with seizures and death.

7. In submersion or cardiac arrest, hypothermia is protective. Do not attempt to rewarm the patient during transport to a facility that is capable of rapid extracorporeal rewarming.

8. DO NOT permit fluids by mouth if patient also has severe traumatic injuries or abdominal pain.

9. In wilderness / delayed transport situations, rewarming the frostbitten area in warm water may be appropriate if transport is delayed significantly. The area should not be rewarmed unless it can be completely rewarmed and then protected from additional cold injury.
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Case #5: Ceasing Resuscitation

It is a pleasant spring evening and the ED is (surprisingly) not all that busy. You receive the following call:

Case 5 (Ceasing Resuscitation) Transcript

[Some noise of people talking loudly but in the distant background. Birds singing. Medic’s voice is strained but quiet.] Doc, here’s the situation, and it’s a real situation, I’m telling you. I’m out in the woods, a couple of miles from the road, at the bottom of a cliff. By the way there is no chance of landing a helicopter anywhere around here, and it took Jim and me almost an hour to hike up here from the nearest road. The local search and rescue team is on the way, but I have no idea when they’re going to get here. There’s a group of five college kids who were up here climbing at White Rocks today. As far as I can tell, one of these guys was rappelling down the cliff, but someone—and they’re arguing about this right now—didn’t tie in the rope right, because it came loose and he fell about a hundred feet and landed right on his chest.
This guy is dead, I have no question about it. One of the students here, who’s also an EMT, says there were no pulses or respirations half an hour ago, and they got him down on the ground and started doing CPR. These guys have been doing CPR for over an hour. They’re just, they’re just—out of control. They’re exhausted from doing CPR, they’re not making sense, they insist that they can save him.
We brought a Stokes litter with us, and when the search and rescue team gets here we can do an evacuation to the road. But that’s going to take a couple of hours, and we can’t do CPR while carrying a patient in a Stokes.

We intubated him, put on the monitor—and it’s asystole in all leads—and my partner is trying to start an IV. I’ve got one of the friends bagging, because I thought it would be best for me to walk away a bit and talk to you. This  looks hopeless to me—this guy has been dead for a while, his friends are just out of their minds and refuse to admit it. We’d like to call this right now and tell them he’s dead, but it’s—it’s not going to be easy. Do you have any suggestions, doc?

Case 5 (Ceasing Resuscitation) Questions and Discussion

10. Should they terminate resuscitation?
a. Yes.

b. No.

a. is correct.

b. is incorrect

The literature is clear on this subject:  except in very, very rare circumstances, prehospital traumatic arrest cannot be resuscitated. The only exception is if a patient with penetrating trauma loses vital signs soon before arriving at a trauma center. And this patient will not reach a trauma center soon. Therefore, from a medical perspective, further resuscitation is useless. The National Association of EMS Physicians publishes a Guidelines for Withholding or Termination of Resuscitation in Prehospital Traumatic Cardiopulmonary Arrest that recommends not even starting resuscitation efforts for apneic, pulseless blunt trauma victims.
11. If this were a patient in the same backcountry situation at White Rocks, but the patient had a primary medical cardiac arrest, rather than a fall, should they also terminate resuscitation?
a. Yes.

b. No.

a. is correct.

b. is incorrect
The fact that this is a backcountry cardiac arrest, regardless of the fact that it is from trauma, also means that survivability is essentially nil. The Wilderness Medical Society’s Practice Guidelines for Wilderness Emergency Care provide consensus guidelines for such situations: if prolonged attempts at resuscitation—on the order of 30 minutes—are unsuccessful, then resuscitation should be terminated.

12. If this were in a park in a rural village, about half an hour drive from the nearest hospital, a patient with a primary medical cardiac arrest, and with EMS arrival delayed for about 30 minutes with a primary medical cardiac arrest, rather than a fall, should they also terminate resuscitation?
a. Maybe.

b. No.

a. is correct.

b. is incorrect
Even if EMS personnel are attempting resuscitation of a non-traumatic arrest, and not in the backcountry, the National Association of EMS Physicians position paper Termination of Resuscitation in the Prehospital Setting for Adult Patients Suffering Non Traumatic Cardiac Arrest suggests terminating resuscitation after 20 minutes if no response. As of 2005, there are no statewide Advanced Life Support (ALS) protocols, but each EMS system has a set of ALS protocols, and they usually have provisions to terminate resuscitation in the field. Consult your local protocols for the details. It would be worthwhile to review these now, as you may not be able to find them quickly when asked to make immediate decisions during a command call. 
Case #6: Child Abuse

You are on duty in the ED when you receive a command call by phone rather than radio. The nurse says that you need to come to the phone right away.

Case 6 (Child Abuse) Transcript

Doc, I’ve got a difficult situation here. Our dispatch was called by a baby sitter for a two-year old boy who she said can’t walk and she thinks he’s got a broken leg. … She has been at this kid’s house for a couple of hours, and when she arrived he was taking an afternoon nap. When he woke up, he tried to get up and walk and started crying about his leg, and then kept crying. She could see it was very swollen and bruised, and he has a bunch of other bruises on his back and legs, and she wasn’t able to reach the parents via their cellphone, so she called 9-1-1. Right after we arrived and started assessing him—and it does look as though he’s got at least a tib-fib fracture on the right, it’s very swollen and bruised, though CSM is intact, but he’s also got a whole bunch of bruises on his back and the back of his chest, and he’s tender over several of his ribs, too. Anyway, as we were assessing him and putting on a SamSplint, the parents arrived home. They said that they will take him to his pediatrician, and they are refusing transport. They say he’s running and falling a lot and has bruises all the time—but—but this is really impressive bruises, I gotta tell you, doc. Anyway, I told them I had to talk to you about the refusal and they said that if I called you they’d sue me. Anyway, we’re outside the house right now, as they told us to get out or they would call the police for us breaking and entering. The baby sitter started crying and then ran out. Anyway, we’re sitting outside the house in the unit, and I thought it was better to call you on cellphone than radio. Sounds like pretty obvious child abuse to us. What should we do?
Case 6 (Child Abuse) Questions and Discussion
13. Can you reassure the EMS personnel that they don’t need to worry about being sued, or have the police file charges against them?
a. Yes.

b. No.

a. is correct.

b. is incorrect
The Pennsylvania Code, Title 23, Chapter 63 (Child Protective Services) specifies that 

Persons who, in the course of their employment, occupation or practice of their profession, come into contact with children shall report or cause a report to be made in accordance with section 6313 (relating to reporting procedure) when they have reasonable cause to suspect, on the basis of their medical, professional or other training and experience, that a child coming before them in their professional or official capacity is an abused child.
Further, it states that:

§ 6318. Immunity from liability.

(a) General rule.--A person, hospital, institution, school, facility, agency or agency employee that participates in good faith in the making of a report, cooperating with an investigation, testifying in a proceeding arising out of an instance of suspected child abuse, the taking of photographs or the removal or keeping of a child pursuant to section 6315 (relating to taking child into protective custody), and any official or employee of a county agency who refers a report of suspected abuse to law enforcement authorities or provides services under this chapter, shall have immunity from civil and criminal liability that might otherwise result by reason of those actions.

(b) Presumption of good faith.--For the purpose of any civil or criminal proceeding, the good faith of a person required to report pursuant to section 6311 (relating to persons required to report suspected child abuse) and of any person required to make a referral to law enforcement officers under this chapter shall be presumed.
§ 6319. Penalties for failure to report.
A person or official required by this chapter to report a case of suspected child abuse who willfully fails to do so commits a summary offense for the first violation and a misdemeanor of the third degree for a second or subsequent violation.

So, according to state law, as long as they are acting in good faith, they are immune from lawsuits, they are presumed not to be acting with criminal intent and neither the police or the courts would consider criminal charges. What is more, they (and you) are required by law to report this suspected child abuse, and if they don’t they might be liable or exposed to possible criminal charges.
14.   Should the EMS personnel themselves call the local police for assistance?
a. Yes.

b. No.

a. is correct.

b. is incorrect.

This is now a police matter. EMS personnel should contact the police to investigate. You should offer to talk with the police if needed, but the EMS personnel can probably manage by themselves. The police should assure that the patient is protected from his parents, and they should make sure that they treat the leg fracture and any other injuries they find on further exam, and transport to the nearest appropriate facility regardless of the parent’s wishes.

While parents generally hold the right to consent for medical treatment for their children who are minors, this does not hold if the patient has a medical emergency and the parents are refusing, especially if EMS personnel suspect child abuse. 
Case #7: Elder Neglect

You are sitting in the ED towards the end of your shift completing a few charts. You notice one of the nurses takes a phone call and it seems to be a long one, with some “uh-huhs” and “hmms” on the part of the nurse, and she has a concerned look on her face. Finally, she says “Doctor, I think you’d better talk with this medic on the phone.”

Case 7 (Elder Neglect) Transcript

Hi, doc, sorry to bother you, but we’re looking for advice. We’re calling by phone because this isn’t, well, an actual command call, you know? But we do need your advice. There is this nice elderly woman who lives about six blocks from the station. We’ve all been up there at one time or another over the past few years. She’s about 95 years old, and ever since her husband died about ten years ago, she’s been living by herself. She’s really gone downhill the past few years, just getting weaker and weaker—not demented at all, she’s sharp as a tack, no major medical problems, really, except she had a fall with a hip fracture, oh, maybe eight years ago; I don’t think she’s seen a doctor since then. And she’s had a hard time taking care of that big house.

I’m sorry, anyway, we’ve been up there off and on mostly for lift assists when she would fall down and not be able to get up. Anyway, about—what—a couple of years ago, this young woman moved in with her, says she’s a niece or something like that, but I don’t know about that. She’s been her caretaker, and got her a hospital bed an’ ‘at, but doesn’t seem to be very good at taking care of the house. But she’s not there all the time, and occasionally we get a call for a fall when her niece needs help with lifting to get her back into bed off the floor. Today, we got a call from the niece or whatever that the woman had fallen again, and she needed help.

So we got there and found the woman on the floor, with her clothes soaked with urine and stool, and she’d been there for hours, she said. Her right hip—that’s the one that has not had a hip replacement, was tender in the groin, a bit, and maybe it was a bit externally rotated—and she couldn’t even bear weight on it. She said it didn’t hurt that bad unless she tried to bear weight. 

Well, we helped her up into a wheelchair, and told the niece that we thought she might have a hip fracture and that we needed to take her to the ED for x-rays, but then she got very angry and told us to butt out, that she would take care of it can call a doctor if she thought she needed to. She started screaming and we left. 

But now, thinking about it, and talking about it, we’re not sure we should have left. We’re back at the station, and we’ve been talking about it, and we all think that that niece or whatever she is hasn’t really done much of a job of taking care of the woman, or the house which is a real mess,  and now we’re worried that she has a hip fracture and the niece will keep her from getting medical care. What do you think we should do?

Case 7 (Elder Neglect) Questions and Discussion
15.   Should the EMS personnel call the local police for assistance?
a. Yes.

b. No.

a. is correct.

b. is incorrect.

The Pennsylvania Older Adults Protective Services Act also known as Pennsylvania Code, Title 6, Chapter 15, Protective Services For Older Adults, contains the following wording:

§ 10225.302. Reporting; protection from retaliation; immunity
(a) Reporting.--Any person having reasonable cause to believe that an older adult is in need of protective services may report such information to the agency which is the local provider of protective services. Where applicable, reports shall comply with the provisions of chapter 7.
(b) Receiving reports.--The agency shall be capable of receiving reports of older adults in need of protective services 24 hours a day, seven days a week (including holidays). This capability may include the use of a local emergency response system or a crisis intervention agency, provided that access can be made to a protective services caseworker in appropriate emergency situations as set forth in regulations promulgated by the department. All reports received orally under this section shall be reduced to writing immediately by the person who receives the report.
The best way to start this emergency contact is through the local police, who should have contact information for the local emergency response number. If a simple show of force by the police is not enough to persuade the niece to allow the medics to treat and transport the patient, the police can obtain an emergency court order to allow them to use force to allow the medics to treat and transport the patient:

§ 10225.307. Involuntary intervention by emergency court order.

(a) Emergency petition.--Where there was clear and convincing evidence that if protective services are not provided, the person to be protected is at imminent risk of death or serious physical harm, the agency may petition the court for an emergency order to provide the necessary services. The courts of common pleas of each judicial district shall ensure that a judge or district justice is available on a 24-hour-a-day, 365-day-a-year basis to accept and decide on petitions for an emergency court order under this section whenever the agency determines that a delay until normal court hours would significantly increase the danger the older adult faces.

16.   Are EMS personnel at risk of a lawsuit or criminal charge if they are mistaken, and wrongly report the niece for possible elder abuse/neglect?
a. Yes.

b. No.

a. is incorrect.

b. is correct.

The Older Adults Protective Services Act contains some essentially ironclad legal protection for the EMS personnel:
§ 10225.302. Reporting; protection from retaliation; immunity.
…
(c) Retaliatory action; penalty.--Any person making a report or cooperating with the agency, including providing testimony in any administrative or judicial proceeding, and the victim shall be free from any discriminatory, retaliatory or disciplinary action by an employer or by any other person or entity. Any person who violates this subsection is subject to a civil lawsuit by the reporter or the victim wherein the reporter or victim shall recover treble compensatory damages, compensatory and punitive damages or $5,000, whichever is greater.

(c.1) Intimidation; penalty.--Any person, including the victim, with knowledge sufficient to justify making a report or cooperating with the agency, including possibly providing testimony in any administrative or judicial proceeding, shall be free from any intimidation by an employer or by any other person or entity. Any person who violates this subsection is subject to civil lawsuit by the person intimidated or the victim wherein the person intimidated or the victim shall recover treble compensatory damages, compensatory and punitive damages or $5,000, whichever is greater.

(d) Immunity.--Any person participating in the making of a report or who provides testimony in any administrative or judicial proceeding arising out of a report shall be immune from any civil or criminal liability on account of the report or testimony unless the person acted in bad faith or with malicious purpose. This immunity shall not extend to liability for acts of abuse, neglect, exploitation or abandonment, even if such acts are the subject of the report or testimony.
Case #8: Physician on Scene

Case 8 (Physician on Scene) Transcript
[Pressured speech, lots of noise in background] Doc, this is EMT-Basic Tim Miller, I don’t usually call medical command so please excuse me if, uh, I don’t get this exactly right. I’m with two other EMT-Basics at a standby at a Little League game at—well, you wouldn’t probably know it, but it’s out in a rural area, anyway—well, the situation’s that we have a cardiac arrest, we’re doing CPR, we used the AED but it said no shock advised, we’re loading this guy into the unit right now, and there’s this guy here—this doctor I guess, he says he’s an anesthesiologist, he’s one of the team doctors, and he hopped in the back of the unit—[yes, I know, hang on, I’m talking with medical command, just get ready to roll]—anyway, doc, this anesthesiologist wants to help us and he’s—actually I think he’s just intubated the patient in the back of the unit—right? [“Got it, the tube’s good”] Anyway, I guess we certainly want his help, can you talk to him.

“Hello, this is Doctor Kness, I’m an anesthesiologist, I’m the team doctor for the Blackbirds, and I saw there was an arrest, and these guys can’t intubate, so I just wanted to help and just placed an 8.0 tube, good visualization of the cords, equal air entry bilaterally, no sounds in the stomach, and good color change on the disposable CO2 monitor.”

Case 8 (Physician on Scene) Questions and Discussion
17. After discussion with the anesthesiologist on the scene, is it legal for you to allow the anesthesiologist to ride in the back of the ambulance and run the code until the patient reaches the hospital.

a. Yes.

b. No.

a. is correct. 

b. is incorrect
The Pennsylvania statewide BLS Protocols provide more on these issues (On-Scene Physician – 904) deal with these issues. Specifically, the protocol states:

A. When a bystander at an emergency scene identifies himself/herself as a physician:

1. Ask to see the physician’s identification and credentials as a physician, unless the EMS practitioner knows them.

2. Inform the physician of the regulatory responsibility to medical command.

3. Immediately contact medical command facility and speak to the medical command physician.

4. Instruct the physician on scene in radio/phone operation and have the on scene physician speak directly with the medical command physician.

5. The medical command physician can:

a. Request that the physician on scene function in an observer capacity only.

b. Retain medical command but consider suggestions offered by the physician on scene.

c. Permit the physician on scene to take responsibility for patient care. NOTE: If the on-scene physician agrees to assume this responsibility, they are required to accompany the patient to the receiving facility in the ambulance if the physician performs skills that are beyond the scope of practice of the EMS personnel or if the EMS personnel are uncomfortable following the orders given by the physician. Under these circumstances, EMS practitioners will:

1) Make equipment and supplies available to the physician and offer assistance.

2) Ensure that the physician accompanies the patient to the receiving facility in the ambulance.

3) Ensure that the physician signs for all instructions and medical care given on the patient care report. Document the physician’s name on the PaPCR.

4) Keep the receiving facility advised of the patient and transport status. Follow directions from the on-scene physician unless the physician orders treatment that is beyond the scope of practice of the EMS practitioner.
So, in this case, there seems little doubt that this person is a qualified anesthesiologist. And, an anesthesiologist should be quite qualified to run a medical cardiac arrest, so turning over medical command to the anesthesiologist sounds like good patient care, and is certainly consistent with the law and regulations.

18. The anesthesiologist asks whether he should ride to the hospital with the patient, or if he can turn over the patient to the EMT-Bs and you for the transport.

a. Inform the anesthesiologist that it’s fine for him to back out, and you can take over from here.

b. Inform the anesthesiologist that EMT-Bs are not trained to care for intubated patients, and you need him to accompany the patient to the hospital to supervise the intubation, even if he defers medical command to you.

a. is incorrect. 

b. is a better answer.
It is true, as discussed in the section discussing levels of training of Pennsylvania EMS Personnel, that EMT-Basics are not trained to manage intubated patients, at least not enough to manage an intubated cardiac arrest independently. It is also true that if the anesthesiologist doesn’t accompany the patient to the hospital, he may well be leaving himself open to claims of abandonment, with a significant legal risk. It is probably worth mentioning this to the anesthesiologist if he needs a little persuasion to accompany the patient to the hospital.
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