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BEFORE THE BOARD OF COUNTY COMMISSTIONERS
FOR MULTNOMAH COUNTY, OREGON

ORDINANCE NO. 789

An ordinance adopting an ambulance service plan for Multnomah

County pursuant to ORS 823.180.

Multnomah County ordains as follows:

Section I. Findings.

1. ORS 823.180 requires that the County develop a plan
relating to the coordination of ambulance services within the
County.

2. In conformance with ORS 823.180, the Board of County
Commissioners has consulted with and sought advice from interested
persons, cities, and districts with regard to ambulance service
planning.

3. The Board of County Commissioners has considered all
proposals for providing ambulance services that have been submitted
for consideration, and has considered existing boundaries of cities
and rural fire protection districts in establishing the ambulance
service area under the plan.

4. The Board of County Commissioners heard presentations of

proposed ambulance service area plans on June 23, 1993; conducted
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work sessions on June 29, 1993, June 30, 1993 and July 6, 1993 to
consider plan elements; and held a public hearing on July 1, 1993
to hear public testimony on submitted plans and plan elements.

5. After extensive discussion and consideration of various
policy options, the Board of County Commissioners adopted an
Ambulance Service Plan July 15, 1993, with the adoption of
Ordinance 772. Ordinance 772 established a single ambulance
gservice area for Multnomah County with emergency ambulance
transport provided by both public and private contracted emergency
ambulance providers. Ordinance 772 was referred to the voters by
citizen petition. At the March 1994 election, the citizens of
Multnomah County voted to repeal the Ambulance Service Plan adopted
by Ordinance 772.

6. The Board of County Commissioners held an additional work
session on April 19, 1994, to consider plan elements of an
Ambulance Service Plan with a single provider of emergency
ambulance services. Comment was invited from interested parties,
and a public hearing was held on May 19, 1994 to hear public
testimony on submitted plans and plan elements.

7. The Board of County Commissioners considers the April 19,
1994 work session and the May 19, 1994 public hearing to be an
extension of the planning process begun in June 1993, After
extensive discussion and consideration of various policy options,

the Board of County Commissioners has determined that the Ambulance
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Service Plan, attached hereto as Exhibit A, best serves the public
interest.

8. The ambulance service plan attached hereto as Exhibit A
meets the criteria set forth in OAR 333-28-100 through 333-28-130
(Oregon State Health Division Administrative Rules).

9. The Board of County Commissioners recognizes that
amendments to the current EMS Code, and other actions, will be
necessary to fully implement the plan adopted by this ordinance.
Section II. _Adoption of Plan.

The Ambulance Service Plan attached hereto as Exhibit A is
adopted. The Director of Emergency Medical Services shall promptly
submit the adopted plan to the State Health Division as required by
ORS 823.180.

ADOPTED this _9th day of June , 1994, being

the date of its third reading before the Board of County

Commissioners of Multnomah County, Oregon.
WSO R
N S ol

Db

Beverly Steifl, /Chair
Multnomah C vy, Oregon

County Counsel
ATA\SEVEN\903JAW.ORD\mw

FADATAVCOUNSE!
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AMBULANCE SERVICE PLAN
SUMMARY

The Multnomah County Board of Commissioners, based on the findings,

conclusions, system design options, and recommendations from participants
in the ambulance service planning effort, have approved the following plan:

1.
2,

Multnomah County will comprise a single Ambulance Service Area.

First response to 9-1-1 medical calls will be provided by fire departments and
districts with a minimum staffing standard of defibrillator trained EMT-Basic
personnel.

Ground ambulance transport for 9-1-1 emergency calls will be provided by a
single, contracted ambulance service chosen through a competitive bid
process.

- Al other ambulance service will be provided by private ambulances.

Air ambulance services will be provided by private helicopter and airplane
providers,

Ambulances responding to 8-1-1 emergencies will be staffed by two
EMT-Paramedics.

Dispatch for all 2-1-1 medical emergency calls will be provided by the City of
Portland, Bureau of Emergency Communications (BOEC) through a
negotiated performance agreement.

Primary radio communications for 9-1-1 emergencies will be on the 800Mhz
system. Mobile Data Terminals (MDT) will be used for dispatch and
communications with the BOEC dispatch computer.

. Medical direction and supervision will be provided by an EMS Medical

Director employed by the county.

10.The EMS Program Office in the Health Department will administer the ASA

and the EMS system in Multnomah County.

11.EMS will develop and maintain a pre-hospital patient care, dispatch, and

hospital disposition data base for use in monitoring performance.

12.The EMS system will use the Continuous Quality Improvement process to

ensure the quality and improvement of patient care.

13.The cost of ambulance transport, the EMS Medical Director, and the EMS

Program Office will be financed by fees charged to people receiving care
through the 9-1-1 medical response system. Some First Response costs,
such as medical supplies and equipment, may be financed through the above
mentioned fees.
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14.Muitnomah County will work with other jurisdictions to move toward a regional
approach to EMS.



6/9/94

CERTIFICATION
_ OF THE
MULTNOMAH COUNTY
AMBULANCE SERVICE PLAN

The undersigned certify that pursuant to Oregon Administrative Rules 333-
28-085 through 333-28-130 that: ‘ :

Each ambulance service plan element contained in these rules has been
- addressed and considered in the adoption of this plan by the Board of County
Commissioners and, ,

In the Board's judgment, the ambulance service area established in the plan '
provides for the efficient and effective provision of ambulance services and,

To the extent they are applicable, the County has complied with ORS
823.180(2)(3) and 823.310 and existing local ordinances and rules.

Dated at Multhomah County,-J-‘—m—@-—g-e--l-gg.‘q

erly Stein |
Chair, County Board of Commissioners

Reviewed:
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OVERVIEW OF MULTNOMAH COUNTY
GEOGRAPHY

Multnomah County is the most densely populated county in Oregon. ltis a
predominantly urban area with approximately 97% of the population residing
-within the urban growth boundary established by METRO. The County extends
from the junction of the Willamette and Columbia Rivers on the West to the
foothilis of the Cascade Mountains on the East. The County covers 465 square
miles.

Because of the hills in various areas of the county snow and ice can cause
problems with emergency response.

The large park, forest, and watershed areas in the county may be a barrier to
access by emergency vehicles and special rescue resources may be needed.

While these areas are hard to reach, fortunately there are few calls for service in
these areas.

POPULATION.

1980 Census data shows the following populations:

Jurisdiction Population Per cent of county
population
City of Portland 437,398 74.9
City of Gresham 68,235 11.7
City of Troutdale 7,852 1.3
City of Wood Viliage 2,814 0.5
City of Fairview 2,391 0.4
City of Maywood Park 794 0.1
Unincorporated Areas 64,403 11.0
(by subtraction)
Total County 583,887 100.0

In addition to the population living in Multnomah County, a large influx of
people occurs during the working day increasing the population by up to 25%
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EMERGENCY MEDICAL RESOQURCES

There are a number of organizations within Multnomah County currently
providing emergency medical services.

Fire departments and districts are the first response providers for the entire
county. They respond on essentially all the 9-1-1 medical calls. There are two
(2) fire departments that provide both BLS and ALS first response; Portland Fire
and Gresham Fire. There are five (5) fire departments that provide service at the
BLS level only.

Three ambulance companies provide . response for 9-1-1 emergency calls -
and provide non-emergency services as well. Three other companies provide
non-9-1-1 ambulance service only. All ambulances are licensed and regulated
by Multhomah County EMS.

All hospitals, with the exception of one, provide emergency services and
serve as receiving hospitals for the emergency ambulance services. There are
two level-one trauma hospitals in the County. In addition, some patients are
- transported to hospitals in Washington County, Clackamas County, and
Southwest Washington.

There is one air ambulance service serving the County, providing both
emergency scene response and inter-facility transport.

10
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DEFINITIONS

Pefinitions in italic are those found in QAR 333-28-100

"Advanced Life Support” (ALS) means those medical services that may be
provided within the scope of practice of a person certified as an EMT-Paramedic
as defined in ORS Chapter 823.

"Ambulance” means any privately or publicly owned motor vehicle, aircraft, or
water craft that is regularly provided or offered to be provided for the
transportation of persons suffering from iliness, injury, or disability and licensed
by the State pursuant to ORS Ch. 823.

‘Ambulance services” means the transportation of an ill, injured, or disabled
individual in an ambulance and, in connection therewith, the administration of
prehospital medical or emergency care, if necessary.

~"Ambulance Service Area" (ASA) means a geographic area that is served by one
ambulance service provider and may include all or a portion of a county, or all or
portions of two or more contiguous counties.

"Ambulance Service Plan" means a written document that outlines a process for
establishing a county emergency medical services system. A plan addresses the
need for and coordination of ambulance services by establishing ambulance
service areas for the entire county and by meeting the other requirements of the
rules. Approval of a plan will not depend upon whether it maintains an existing
system of providers or changes the system. For example, a plan may substitute
franchising for an open market system.

"Basic Life Support" (BLS) means those medical services that may be provided
within the scope of practice of a person certified as an EMT-Basic as defined in
ORS Chapter 823.

"Bureau of Emergency Communications" (BOEC) means the Bureau within the
City of Portland that maintains the 9-1-1 telephone answering system and the
dispatch service for police, fire and EMS for the County.

"CHORAL" means the on-line computer link among all the receiving hospitals
within Multnomah, Clackamas and Washington Counties that provides
information on the status of those hospitals for receiving ambulance transports.

"Contract Ambulance" means an ambulance authorized by the County to
respond to emergency medical calls.

"County" means Multnomah County, Oregon.
“Division" means the Oregon Health Division, Department of Human Resources.
"Effective provision of ambulance services” means ambulance services provided

~in compliance with the county ambulance service plan provisions for boundaries,
coordination, and system elements.

11
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"Efficient provision of ambulance services” means effective ambulance services
provided in compliance with the county ambulance service plan provisions for
provider selection.

"Emergency Medical Dispatcher” (EMD) means a person who is certified by the
Board on Public Safety Standards and Training as defined in ORS 401.735.

"Emergency” means a non-hospital occurrence or situation involving iliness,
injury, or disability requiring immediate medical services, wherein delay of such
services is likely to aggravate the condition and endanger personal health or
safety.

"Emergency Medical Services" (EMS) means those prehospital functions and
services whose purpose is to prepare for and respond to medical emergencies,
including rescue, all ambulance services, patient care, communications, and
evaluation.

"Emergency Medical Services Medical Director" (EMSMD) means a physician
employed by the County to provide medical direction to the EMS system and
medical supervision to EMTs providing emergency services within the County.

"EMS Program Office" means that organizational division within the County
Health Department responsible for the administration of the EMS system in the
County.

"Emergency Medical Technician" (EMT) means a person certified at one of the
three levels of practice defined in ORS Chapter 823.

"Expeditious (Best Effort) response" means responding to medical calls as soon
as possible upon dispatch.

"Fire Ambulance (Rescue)" means an ambulance , operated by a fire service,
licensed for BLS or ALS service.

“First Responder"” means an organization that provides fast response to
emergency medical calls by EMTs before the arrival of an ambutlance. These
organizations are now fire departments throughout the County.

"HEAR" means the radio frequency that may be used for ambulance to hospital
and hospital to hospital radio communications.

"Medical Advisory Board" means an advisory committee appointed by the
I\Cﬂultnomah County Board of Commissioners as defined in Multnomah County
ode.

"MCC 6.32" means the current Multnomah County Code cited as the Multnomah
County Emergency Medical Services Code.

“Mass Casualty Incident” (MC!} means an emergency medical incident with

* enough injured or ill persons to meet the requirements for scene and medical
management as defined in the EMS Administrative Rules, MCI Plan.

"MED NET" means those radio frequencies that may be used for EMS dispatch,
on-line medical control, and MC| communications.

12
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"Medical Resource Hospital" (MRH) means that hospital, contracted to EMS, to
provide on-line medical advice and control to EMTs.

"Non-Emergency Ambulance" means an ambulance, licensed by the County,
that provides medical transportation to patients who do not require emergency
response and which is licensed by the State pursuant to ORS Ch. 823.. The
level of care provided is dependent upon the patient's need.

“Notification time" means the length of time between the initial receipt of the
request for emergency medical service by either a provider or an emergency
dispatch center (9-1-1), and the notification of all responding emergency medical
service personnel.

"On-line Medical Advice (Control)" means medical direction and advice given to
an EMT, by a physician, through radio or telephone as a supplement to the
written patient care protocols.

"Provider" means any public, private, or volunteer entity providing EMS or
- ambulance services.

“Provider selection process” means the process established by the county for
selection of an ambulance service provider.

"Public Safety, Answering Point" (PSAP)/ 9-1-1 means the organization that
answers calls for police, fire, and emergency medical assistance that are
received from persons dialing 9-1-1. This service is provided by BOEC.

"Response time" means the time between the notification of each provider and
the arrival of each provider's EMS unit(s) at the incident scene.

"Rural” or "rural response zone" means those areas outside the urban growth
boundary of Multnomah County.

"Urban" or "urban response zone" means those areas within the urban growth
boundary of Multnomah County.

13
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AMBULANCE SERVICE AREA BOUNDARIES
DESCRIPTION.

All of Multnomah County comprises a single ambulance service area. There
is concern that the portions of the county that are rural in nature and have a low
-population density cannot support the ground response time standard applicable

for the urban areas.

The use of the Urban Growth Boundary, developed by METRO, as a
demarcation between urban and rural ambulance response time zones in the
County will provide for a more realistic application of response time standards.
(Attachment A)

ALTERNATIVES FOR RESPONSE TIME REDUCTION
RURAL CONSIDERATIONS

Because of the need to provide the most efficient and effective service to
citizens within Multnomah County, certain areas of the County have already
been deemed better served by agencies responding from outside the County.
These areas are considered to be within the County ambulance service area and
intergovernmental agreements specify the details of service for each of these
areas. (Attachment B) The areas affected are:

*The community of Dunthorpe

ePortions of Mulinomah County located in Lake
Oswego.

*The Skyline area in the Northwest portion of
the County.

*The area adjacent to Columbia County served by
Highway 30.

sEastern areas of Multnomah County contiguous to Clackamas and
Hood River Counties.

In addition, Multnomah County EMS serves areas in other jurisdictions by
similar agreements. These areas are:

*The North end of Sauvie island located in
Columbia County.

*Portions of the City of Portland located in
Washington County.

It is the intent of this plan to foster regional approaches to ambulance service
area planning, management, and service to reduce any negative effects on
service that may be caused by political boundaries.

14
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Therefore, in order to maximize the effectiveness of the resources available
throughout the region, within 90 days from the approval of this plan, the EMS
office will bring together all current and potential parties involved in EMS in
Multnomah County, Clackamas County, Washington County, Columbia County,
Hood River County, and the State Parks to develop a regional plan and
subsequent agreements for the provision of EMS services in the area.

(A map showing the fire districts for first response, and city boundaries is
included in Attachment C.)

PREVENTION

Reducing the number of inappropriate 8-1-1 calls will allow for better
utilization of resources and improve cost efficiencies. There will be a program,
coordinated by the EMS program office, that will have as its goal the appropriate
u;e of 9-1-1 for emergency medical requests. All providers will participate in this
effort.

In addition, the EMS office will coordinate public education programs
designed to reduce injuries, promote wellness, and enhance 9-1-1 system
access. This coordination will take place between ambulance services,
hospitals, law enforcement agencies, other area EMS providers, and the medical
community.

Current resources can be used to promote the appropriate use of 9-1-1.

However, additional sources of financial support such as grants will be sought
for injury prevention and other aspects of the program.

15
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SYSTEM ELEMENTS
RESPONSE TIMES.

DISPATCH.

At least ninety (90) per cent of responses to medical calls received by the
Public Safety Answering Point (PSAP - 9-1-1) will be dispatched within
eighty(80) seconds.

Medical call-taking and dispatch will continue to be governed through a
performance contract between Multnomah County EMS and BOEC. This
contract specifies the procedures to be used for dispatch, the triage
requirements for calls, pre-arrival instructions to be given to callers and the
review process to be used for the medical dispatch function. The development of
these criteria is the responsibility of the EMS Medical Director. (Attachment D).

RESPONSE STANDARDS.

Response time will be measured from the time BOEC dispatches a unit until
the unit reports arrival at the scene of the incident. Times shall be those
recorded by the BOEC dispatch computer. Response times shall be uniformly
distributed throughout the urban or rural zones. The following response time
standards apply only to emergency calls. Non-emergency calls dispatched by
BOEC, or turned over to non-emergency ambulances, will be run in an
expeditious manner.

FIRST RESPONSE

The response standard for urban First Responders is four (4) minutes, zero
(0) seconds or less to at least ninety (90) per cent of medical calls.

Rural First responders will respond in an expeditious "best effort” as soon
as dispatched.

AMBULANCE
Within the Urban Growth Boundary:

Contract ambulances will respond to ninety (90) per cent of medical calls in
eight (8) minutes, zero (0) seconds or less. This response time presupposes the .
current first response staffing and time goals. Increasing the timeliness and
intensity of first response may allow for longer ambulance response times.
Should this be the case, this plan allows for the incorporation of those response
time requirements in lieu of the eight minute requirement. Advice from the
medical community (Medical Advisory Board, Physician supervisors, ACEP, and
- other interested physicians) will be sought regarding the efficacy of changes in
the first response criteria and extended ambulance response times.

Outside the Urban Growth Boundary:

16
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Contract ambulances will respond to at least ninety (90) per cent of
medical calls in twenty (20) minutes, zero (0) seconds or less.

Frontier (minimally populated area - e.g. Bull Run water shed):

Calls will be responded to in an expeditious, "best effort" manner as soon
as the unit(s) are dispatched. The important element for response into these
areas is the iImmediate response to the dispatch to insure that help is moving
- toward the incident as soon as possible.

EMS PROVIDER RESPONSE
LEVEL OF CARE

Multnomah County's emergency medical services will be provided using a
combined system of non-transporting first response and transporting
ambulances.

Emergency medical calls, when appropriate by dispatch protocol, will receive
a first response.

In accordance with priority dispatch criteria employed by EMS Dispatch, first
- responders will be sent to identified calls and an ambulance will be dispatched
to all calls.

The goal of EMS dispatch is to send to each medical call, the amount of
service necessary to provide quality medical care. It is the intent of this plan to
avoid duplicated or unnecessary responses, providing cost savings to the
system.

Contract ambulance service will be provided by a single ambulance service.
The contracted provider may not subcontract emergency ambulance service to
another provider. '

The fire services that maintain rescue vehicles licensed as ambulances may
continue to provide ambulance response under unusual circumstances (e.g.
inclement weather, unusual service demand, etc.) as allowed for by protocol.

There will be a single system status dispatch plan for the entire ASA. The
appropriate first responder, and the closest ambulance, as recommended by the
dispatch computer (CAD), will be dispatched to each call.

Dispatch criteria will be developed by the EMS Medical Director.
PERSONNEL (STAFFING)

FIRST RESPONSE

RURAL CONSIDERATIONS
It is the goal of this system to have all first responders trained, at a
minimum, to the EMT-Basic level. Rural first responders should attempt to have

at least one EMT-B at the scene of a medical call. It is recognized that because
of the size and the volunteer nature of the Rural Fire Protection Districts serving

17
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parts of Multnomah County, this training level may not be feasible soon. The
EMS program will assist rural providers in the development and provision of
training necessary to meet this goal.

URBAN AREAS

Portland Fire and Gresham Fire currently have all response personnel
trained to the EMT Basic level and provide many ALS first response units, with
at least one (1) EMT-Paramedic responding on those units. Should it be
determined appropriate for the urban response and agreed to by the fire
providers and the county, all responding fire units may be required to staff at the
ALS level.

AMBULANCES

All ambulances providing 9-1-1 emergency response will be staffed with two
(2) EMT-Paramedics.

Other licensed ambulances will be staffed with EMT-Basic or EMT-
‘Paramedic personnel, according to the level of service.

Additional staffing standards may be set by the EMS Medical Director for
critical care transfers or other specialized services. '
MEDICAL SUPERVISION

EMS MEDICAL DIRECTOR

Multnomah County will employ an EMS Medical Director (EMSMD), through
the Health Department, who will serve as the medical director for the EMS
program and be the physician supervisor for all EMTs in the employ of providers
of ambulance services in the County. In addition and by agreement, the EMSMD
may serve in this same capacity for EMTs employed by other EMS providers.
The EMSMD will provide medical advice to all aspects of the EMS system and
will have specific authority to set uniform standards of EMS patient care for the
County. These standards will include, but not be limited to:

*Dispatch and pre-arrival protocols;
eTransport triage criteria and protocols;
*County specific EMT requirements;
°Approved equipment, supplies and drugs;
*Patient care protocols;

*Medical criteria for response times; and

*Patient transfer criteria,

18



6/9/94

The EMSMD will create policies for limiting the practice of EMTs if necessary,
and will ensure that these policies are carried out with adequate due process
protections.

The EMSMD will also set specific standards for training and continuing
education for EMTs and EMDs.

The EMSMD will assist rural volunteer fire districts in meeting the state
standards for EMT training.

The EMSMD will ensure that all providers within the system participate in a
quality management program designed to provide for continuous quality
improvement in patient care and all other aspects of emergency medical
services. This process will provide the basis for changes in medical care
protocols and the educational and training standards set forth by the EMSMD.

The EMSMD may, at his or her discretion, and as funding allows, appoint
assistants to help carry out the duties assigned to the EMSMD. The EMSMD
however, retains the sole responsibility for all assigned duties.

The EMS program will provide office and administrative support to the
EMSMD.

MEDICAL ADVISORY BOARD

EMgn EMS Medical Advisory Board (MAB) will provide medical advice to the
MD.

Other committees and groups may be formed to provide specific advice to the
EMSMD or the EMS program.

The MAB will provide reports to the Board of County Commissioners on the
effectiveness of medical care provided by the EMS system at least annually.

(See Attachment E - EMSMD position description)

ON-LINE MEDICAL CONTROL

On-iine medical control will be provided by a Medical Resource Hospital
(MRH). Standards for on-line medical control and MRH operations will be set
forth by the EMSMD and implemented through a performance contract with the
hospital. The EMSMD will monitor the performance of the MRH contract.
(Attachment F)
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PATIENT CARE EQUIPMENT

Requirements for equipment and supplies will be determined by the level of
service (ALS, BLS, emergency, non-emergency) provided and will be set by the
EMSMD.

FIRST RESPONDERS

All first response vehicles will be required to carry medical equipment and
supplies appropriate to their level of service, as defined by the EMS Medical
Director.

AMBULANCES

All ambulances will be required to maintain equipment, supplies, and drugs
appropriate for their level of service (ALS, BLS) as required under QAR 333-28-
050 and as required by the EMSMD. Ambulances will be inspected on a regular
basis, by the EMS office to determine compliance with these requirements.
(Attachment G)

RURAL CONSIDERATIONS

The EMS program will assist rural first responders in obtaining the necessary.
equipment to maximize their response capabilities. (e.q., automatic defibrillators)
VEHICLES

FIRST RESPONDERS

First response vehicle standards are the responsibility of the agency that
operates them. The vehicles must meet any medical requirements of the
EMSMD.

AMBULANCES

Ambulances will meet all relevant State and Federal statutes and rules and
must meet any additional requirements of the EMSMD.
TRAINING AND EDUCATION.

EMERGENCY MEDICAL TECHNICIAN (EMT) LEVELS

Training and certification required for those technicians providing ALS care
will be the level of EMT-Paramedic. In addition to the requirements for State
certification, the EMSMD may require additional training or education.

Training and certification for other EMTs will be at the level of EMT-Basic.

in addition to the requirements for State certification, the EMSMD may
require additional training or education.
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It is the goal of this plan to encourage EMT-Basic training and certification for
all 9-1-1 medical call first responders. EMS will work with the first response

. organizations to help realize this goal.

CONTINUING EDUCATION.

All training and continuing education will be provided throughout the EMS
system through a single, coordinated educationa! program. Resources now
-available and additional training resources identified will be "pooled" to allow for
their maximum use. The EMSMD will establish system-wide criteria that meet the
needs of all levels of EMTs in both the urban and rural settings. This will also
insure that all personnel receive appropriate and consistent training. The content
offered will meet certification requirements and will reflect the outcomes and
findings of the quality improvement process.

The EMS Program will continue to provide periodic inservice sessions to
introduce changes in patient care protocols, administrative rules, State
requirements, and other pertinent information. All EMTs will be required to
attend to maintain their credentials as approved by the EMSMD.

The EMSMD may require EMTSs to obtain additional training and education.
Provider agencies will offer training and education to their employees and other
EMTs in the system as approved by the EMSMD, and as part of the coordinated
EMS educational program.

The EMS educational program will specifically assist rural first responders in
obtaining the training necessary to meet system goais.

QUALITY ASSURANCE
STRUCTURE

The basis for quality assurance in the County will be a Continuous Quality
Improvement (CQ!) process. This model, based on the Total Quality
Management theory espoused by W. Edwards Deming, is currently employed in
a number of service industries, including hospitals. The focus of this process is
statistical quality sampling to improve uniformity and quality of patient care. It
involves standardization, measurement, testing, and inspection in a continuous
process of improvement and training. When problems are identified, their
resolution is accomplished within the involved system components, through
participation by the people responsible for the operation of these components.
The EMS CQI process will bring together all members in the EMS system to
identify problems and work out solutions in a structured, participatory manner.
The process employed may use peer review, problem solving groups, or other
methods. Problems are addressed at the appropriate level within the
organization with the end goal of improved service.

PROCESS AND PROBLEM RESOLUTION

Implementation of CQI will involve the education of EMS personnel in the
process and the development of data sources.

The CQI process will analyze data on all aspects of the EMS system
including dispatch, response times, medical supervision and control, patient
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care, EMT and EMD performance, and other components. The data will come
from computer databases, patient care chart reviews and audits, complaint
patterns, patient outcomes, and other relevant sources. The outcomes of the
process are information, problem solving, and system improvement. These
outcomes will serve as the basis for system change.

The EMS office will provide staff support for the CQ! process. The CQI
process is not oriented to fixing blame for mistakes, but to learning from the
analysis and resolution of identified problems.

SANCTIONS

Ambulance service contracts will specify fines or other remedies that will be -
imposed if certain conditions are not met. In addition, the contracts will identify
those conditions that will constitute a breach of the contract and the conditions
for termination of the agreement.

The EMS ordinance and administrative rules currently allow for sanctions for
non-compliance. These remedies will continue as part of the licensing process

- . for both contract and non-emergency ambulances.

It is not the purpose of the CQI process to apply sanctions or other remedies
to non-compliant providers. Any remedies employed will be identified in the
contract or agreement with the provider or in the ordinance. Any remedies
directed to individual EMTs will be specified in the ordinance and be the
responsibility of the EMSMD.
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ADMINISTRATION AND COORDINATION

PLANNING AND ADMINISTRATION

MCC 6.32 establishes the authority of the Board of County Commissioners
(BCC) to develop, approve, and administer the ambulance service plan. MCC
6.32 further defines the administration of the EMS system and the license
requirements for ambulance providers (contract and non-emergency).

Administration of the ambulance service plan and the EMS system will reside
with the Multnomah County Health Department EMS Program Office. All medical
care components of the system will be under the authority of the EMS Medical
Director.

Specific relationships with contract ambulance providers, 9-1-1 dispatch, and
MRH will be delineated in intergovernmental agreements and contracts. These

-~ documents will be performance based and will specify the duties,

responsibilities, compensation, remedies, and other aspects of the relationship
between the County and the contractor. Similar agreements will be encouraged
between the County and first responders and may include compensation.
Compensation shall be contingent upon the agreement by the first responder to
use EMS system standards as its target response times.

The EMS Program Office will administer and monitor these agreements and
make recommendations to the Commission on the continuance, renewal, or
termination of the agreements.

Non-emergency ambulances will be regulated through the licensing
requirements specified by ordinance. There are no restriction on the number of
ambulance licenses available No other agreements are anticipated.

RATE REGULATION

The Board of County Commissioners, as part of the ambulance contracting
process, will approve all rates for emergency ambulance services provided
under this plan.

There will be a single charge schedule that will apply uniformily throughout
the service area for services provided to 9-1-1 callers.

There will be a Rate Regulation Board (RRB) composed of EMS providers
(other than in Multnomah County), business and accountancy representatives,
and service users. The RRB will be responsible for the verification and
appropriateness of the rates proposed in the bid process and will recommend to
the Board of County Commissioners the approved initial rates. The RRB will also
serve as the rate review body to hear and recommend action concerning
subsequent requests for rate adjustments. Rate adjustment formulas, such as
““the Consumer Price Index (CPI), may be included in the agreements. The RRB
recommendations will be made to the EMS Program Office and the Board of
County Commissioners as part of contract approval and modification processes.
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The RRB will also review any system requirements that may have a
“significant financial impact on the providers. If the committee determines that
such an impact is present, it may recommend a rate adjustment to compensate
for the requirement.

The RRB will develop specific guidelines for the rate regulation process.
These will include standards by which to determine the appropriateness of
requests for rate increases.

Non-emergency ambulances will not be subject to the rate determination
process. Fees charged for their services will be driven by the market for such
services. They will however, continue to charge only those fees that are on file
with the EMS Program Office.

COMPLAINTS

- ~Standards for the fair and equitable handling of complaints concerning pre-
hospital patient care and ambulance service will be adopted by the EMS
Program Office and the Medical Director.

Complaints regarding EMS provider actions or services will be received by the
EMS Program Office from any source. All information relevant to the complaint
will be collected and reviewed by EMS staff. The information may include
dispatch records, patient care reports, invoices for service, incident reports,
hospital records, interviews, and other documents. Complaints will be resolved
through three mechanisms:

1. Medical care complaints will be referred to the Medical Case Review,
currently provided by the EMS Quality Assurance Committee, for impartial
review and recommendations. Disposition of these complaints will be handled by
the EMS Medical Director.

2. Dispatch and system response complaints will be initially reviewed by
EMS staff. Some complaints may be referred to the Dispatch Committee for
review and recommendation. Individual case dispositions will be handled by the
EMS Program Office.

3. Complaints about ambulance charges and other non-medical, provider-
related complaints will be reviewed by the EMS Program staff who will be
responsible for the disposition of each case.

Complaints will be concurrently forwarded to the service provider on a timely
basis.

if it is determined appropriate, complaints may be referred to other agencies
for disposition (e.g., District Attorney for complaints that may be of a criminal
nature).

Ail complaints that include medical or other sensitive information about

identifiable patients will be considered a function of the Quality Assurance
process. Confidentiality will be protected as required by relevant statutes.
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Confidentiality applies only to the patient or medical information and does not
preclude the release of other information regarding complaints filed concerning
providers.

Complaints and their resolutions will constitute a data source available to the
Quality Improvement process. In addition, all complaint information will be
available to the EMS Medical Director for use in the medical supervision of
EMTs.

MUTUAL AID AGREEMENTS.
ROUTINE EMS SERVICES.

For certain portions of Multnomah County, intergovernmental agreements will
allow for response from agencies outside the County. Multnomah County
providers will respond into other jurisdictions under similar agreements. The
areas are described earlier in this document.

UNUSUAL CIRCUMSTANCES (MCI, DISASTER)

Fire district and fire department mutual aid agreements are in place for
events that overtax the resources of a given fire district.

Similar agreements will be executed on a regional basis to allow ambulances
from outside the County to respond at the request of EMS Dispatch.

in addition, all ambulances, contract and non-emergency, licensed in
Multnomah County, are required to respond to disasters and MCI when
requested to do so by the EMS Program Office through BOEC dispatch.

DISASTER RESPONSES.
- MASS CASUALTY INCIDENT.

The County's Mass Casualty Incident (MC!) plan is developed by a multi-
disciplinary, tri-county committee and adopted under County Ordinance (MCC
6.32). This plan, and similarly adopted plans used by the counties surrounding
Multnomah County provide the direction for the organization and use of
resources if there is & MCI. This plan is also incorporated as an annex in the
emergency management disaster plans of the County and other local
jurisdictions. (Attachment H)

In an MCI, medical communication and patient destination is the
responsibility of the Regional Hospital. Regional hospital is designated by the
EMS program Office in conjunction with other affected counties.

, in the event that resources exceeding those normally available for EMS
service to the County are needed, additional ALS and BLS ambulances and
other resources within the County may be used. The EMS Administrator (or
~-BOEG, per protocol) may request the use of out-of-county resources through
those jurisdiction's emergency managers. Normal staffing requirements for
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ambulances may be waived under these circumstances. A resource list of
potential responders is maintained at BOEC.

DISASTERS

Planning has started that will identify how medical resources will be used if
there is a disaster. For purposes of this planning, disasters are events that
disrupt the normal infrastructure that is relied upon to provide daily EMS
services. These could include earthquakes, floods, or other events that cause
failure of communications, roads, power, medical care sites, overwhelming
numbers of ill or injured, or similar problems. The plan will include initial
assumptions on the availability of emergency medical care, immediate
operations, and recovery from the event. This planning is a cooperative regional -
activity.

SPECIAL PERSONNEL AND EQUIPMENT.
HAZARDOUS MATERIAL RESPONSE (HAZ-MAT)

HAZ-MAT response is the responsibility of the fire districts and departments
within Multnomah County. HAZ-MAT response plans include the determination
of the hazard, its effect on people, and the appropriate neutralization,
decontamination and medical care actions to take in the pre-hospital and
hospital settings. (Attachment 1)

Transport and receiving hospital standards for exposed patients and care
givers are under development.

SEARCH AND RESCUE

Search and rescue operations are the responsibility of the Multnomah County
Sheriff. The Sheriff's Office serves as incident commander for search and rescue
operations. EMS and fire responders provide resources as required by the
incident commander. Along with the governmental and associated volunteer
resources, there is a specialized team (Reach and Treat) available from one
licensee. (Attachment J)

SPECIAL EMERGENCY RESPONSE TEAM (SERT)

In addition to the standard EMS response, specialized paramedics from the
fire services provide emergency medical service to the Police SERT team
members. This is a function controlled by the police and not part of the normal
EMS response.

SPECIALIZED RESCUE

Multnomah County, through the fire districts, has the following specialized
rescue abilities: ‘

eExtrication

*High Angle Rescue
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*Trench Rescue
*Dive rescue

There are no specialized medical component to these rescue services. Medical -
care is provided by Fire EMTs assigned to the rescue teams. (Attachment |)
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EMERGENCY COMMUNICATIONS AND SYSTEM ACCESS.
TELEPHONE

Multnomah County is served through a single Public Safety Answering Point
(PSAP, 9-1-1 center) accessible by callers through Enhanced 9-1-1. EMS
contracts with the Portland City Bureau of Emergency Communications (BOEC)
for emergency medical triage, pre-arrival instructions, and contract ambulance
dispatch. In addition, BOEC provides the same service for all police departments
and fire departments and districts in the county.

DISPATCH

Current EMS call-taking and dispatch is governed by a set of protocols and
procedures, developed by a committee of dispatchers, first responders, EMTs,
providers, and physicians. With the proposed changes in the system, "criteria
based dispatch” protocols and procedures will be recommended to the EMS
Medical Director and promulgated through contracts and as formal County EMS
administrative rules. EMS Dispatch at BOEC (and any other ambulance
. dispatch) is required to use these protocols and procedures. (Attachment K -
Current protocols)

BOEC will continue to dispatch all first responders and contract ambulances. -
BOEC will also dispatch any fire rescues used as ambulances. Ambulances
may, in the future, be dispatched by the ambulance provider if approved by the
EMS Program Office.

9-1-1 medical calls are initially processed by call-takers who use the EMS
approved call triage guide to determine the nature of the call and the level of
emergency or non-emergency response required. (In addition, under County
rules, if a person calls any ambulance company and requests service, the
company must triage that request using the same triage guide that is used at
BOEC and then, if the request is determined an emergency per the triage guide,
pass the call information to BOEC for response.)

Call information is then sent (via computer) to the dispatcher. Through a
computer aided dispatch system (CAD) , the status of all fire units and
ambulances is available to the dispatcher. The dispatchers send fire and
an;lbulance units, as appropriate, depending on the nature and location of the
call.

As dispatch is under way, the call-taker (who has remained on the line) may
provide the caller with pre-arrival instructions for patient care as specified in the
protocols.

Depending upon the location of the call and the availability of ambulances, an
out-of-county unit may be dispatched. This is accomplished by direct radio
contact or by telephone to the appropriate dispatch center.

RADIO COMMUNICATIONS

Current:
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All ambulance dispatch is done on (UHF) MED NET 9 (462.950).
Fire first response dispatch is done on the fire channels.

Medical direction from MRH is communicated on (UHF) MED NET 4
(463.075).

Ambulance to receiving hospital patient information is communicated on
(VHF) HEAR (155.340 MHz)

MC! communication is done on (UHF) MED NET 1 (463.000)
Effective in Summer, 1994:

All the above communications will be done using a "800 MHz trunked" radio
system now being installed through out the County by the City of Portland. In
addition each contract unit and fire unit will be equipped with a mobile data
terminal (MDT) for communication with dispatch and the CAD system. The ability
to use the HEAR system will be maintained.

RECEIVING HOSPITAL AVAILABILITY

The availability of hospitals to receive ambulance patients is communicated
on a computer link network (CHORAL). This system displays a number of
hospital status conditions that may result in the diversion of ambulances.
Receiving hospitals are required to use the CHORAL system if they wish to
divert ambulances from their hospital. (Attachment L)

EMERGENCY MEDICAL DISPATCHER TRAINING

All dispatchers and call takers at both BOEC and at the ambulance
companies are trained to meet Emergency Medical Dispatcher EMD standards
set forth by the State Board on Public Safety Standards and Training (BPSST).
The EMS Medical Director is responsible for the medical protocols used by
these dispatchers and for the medical supervision of their performance and may
set forth additional requirements.
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WORKFORCE ISSUES
STABILITY

The ambulance provider will be required to submit a plan, as part of the
-contracting process, that will specify their policies and methods to insure the
minimal turnover of personnel providing patient care. This plan will become part
of the evaluation for contract or agreement performance.

DIVERSITY

The diversity of personnel regarding gender, race, and ethnicity in the EMS
system in Multnomah County, and throughout the state leaves much to be
- desired. While there are many women working in the private ambulance sector,
there are few in the fire services. Paramedics of African-American, Asian,
Hispanic, Native American, or other minority backgrounds comprise an
extremely low percentage of the EMS workforce. The State EMS division records
do not contain any information on gender, racial, or ethnic background, but the
State EMS Director feit that there were very few minority EMTs. To resolve this
. issue will take a long term commitment from the providers of EMS care, the
County EMS system, and the EMT training programs.

First, each provider will submit evidence that they have in place a plan,
consistent with currently applicable Federal, State, and Local laws and
regulations, to promote diversity of personnel in their organization, including
goals and objectives for meeting this need and the timelines anticipated.
Diversity in this context includes establishing opportunities for women and
minority EMTs. All provider plans will address access for minorities; fire
providers will also focus on the inclusion of women as paramedics.

Second, the EMS Program will work with the EMS providers, the State EMS,
and the training programs, both in Multnomah County, and in other areas, to
recruit training candidates from diverse backgrounds.

TERMINATION

Termination of EMTs for retaliatory reasons or the "blacklisting" of EMTs
seeking employment will be prohibited in the contracts with the County and will
be cause for contract termination if it is found to have occurred.

EMPLOYEE ASSISTANCE PROGRAMS

All providers under contract to the County will be required to provide

employee assistance programs (EAP).
LABOR RELATIONS

EMS providers under contract to the County will have a workable plan to
insure healthy labor relations in their organizations.
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PREFERENCE

As required in ORS 823.250, should a provider, initially operating under a
contract authorized by this plan, be replaced by another provider, the
reptacement provider shall give preference to qualified employees of the
previous provider for a period of six months following the date of replacement.
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PROVIDER SELECTION
AND EVALUATION

INITIAL ASSIGNMENT

The Board of County Commissioners designates the County Health
Department as the party responsible for assuring appropriate Emergency
Medical Services in the ASA. The County intends to contract for services it
deems necessary for the efficient and effective provision of EMS. The Health
Department EMS program office will be responsibie for the proposal and
contract process. The request for proposals will be developed by an
independent consultant retained by the County and the evaluation of the
submitted proposals will be by an independent panel, appointed by the County
Health Officer in consultation with the EMS Medical Director, if hired., and
consistent with County purchasing procedures. All contracts require the approvall
of the Board of Commissioners.

Any proposal submitted by a public or private potential ambulance provider
shall disclose the full cost of the services requested in the request for proposal,
-including, but not limited to, materials, labor, administration, benefits, retirement,

disability funding, capital expense, public relations expenditures, property and
malpractice liability reserves, and other applicable operating expenses in a form
required by the request for proposal process.

The RFP shall require disclosure of any history of conviction or pending
claims regarding unfair employment practices, involvement with Medicare fraud,
violations of the Americans with Disabilities Act, antitrust activities, or violations
of any other federal, state, or local civil or criminal laws or administrative rules.
This information will be considered in making a decision regarding the recipient
of the contract.

FIRST RESPONSE

The County's goal is to enter into intergovernmental agreements with all fire
departments and districts within the County interested in providing EMS first
response. These agreements may include compensation. Compensation shall
be contingent upon the agreement by the first responder to use EMS system
standards as its target response time. Response times and levels of service will
be specified in these agreements.

AMBULANCE SERVICE

Ambulance services for 9-1-1 emergency calls will be contracted to the most
qualified provider. Selection will be through a competitive proposal process.

REASSIGNMENT

Should an ambulance provider resign their interest in providing transport
services, or should the County terminate the agreement for service, the County
-shall exercise those provisions of the contracts and other contingencies that
alllow foé the continuation of ambulance service while a replacement provider is
- selected.

APPLICATION FOR AN ASA

32



6/9/94

Applications from prospective ambulance providers will be accepted
-according to the provisions of the request for proposals. These provisions will
include specific qualifications for prospective providers.

NOTIFICATION OF VACATING AN ASA

A notice of termination by the contract ambulance providers will be required
in accordance with the provisions of the initial contract.

MAINTENANCE OF LEVEL OF SERVICE

To insure that emergency medical services are uninterrupted should a
provider vacate their interest in the ASA, a one year notice will be required in the
agreements with the contract ambulance provider. Penalties for insufficient
notice and "fail safe" provisions will be specified in the contract.

CONTRACT EVALUATION

. The contract for the transporting ambulance services will be for a term of five
(5) years, with a five year renewal, if the provider meets the requirements of the
contract and the renewal is approved by the Board of Commissioners. Nothing
shall obligate the Board of Commissioners to renew a contract.

Sanctions tied to the performance conditions in the contract and the
termination of the contract for cause, may be exercised at any time during the
contract period. If the financial considerations agreed to by the parties fail to
meet the explicit expectations in the documents, the contract may be terminated.

A complete review of the ambulance agreement will be required before the

renewal of the agreement. The contract will include the specifics of the review
process. This review will include, but not be limited to:

*Adherence to response time requirements.

sCompliance with other performance
requirements.

*Meeting workforce goals such as diversity
and others outlined on page 30.

+Complaints concerning service.
*Meeting the financial goals of the agreement.

*"Street level" relationships of the provider
with others in the system.

*Participation in the quality improvement
~ program and an assessment of the quality
of services performed.

*Complaints concerning workforce issues.
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ATTACHMENT B
INTERGOVERNMENTAL AGREEMENT
RESPONSE TO MEDICAL CALLS
(EXAMPLE)



INTERGOVERNMENTAL AGREEMENT

This Agreement is entered into by and between Multnomah County and Washington |
County, each being a home rule political subdivision of the State of Oregon.

WHEREAS:

1. The parties each are authorized by law to provide for the efficient and effective
provision of ambulance services and ORS 190.010 authorizes counties to enter
into intergovemmental agreements assigning the performance of functions or
services; . '

2. The parties, on December 4, 1989, entered into an agreement whereby
Washington County authorized Multnomah County to administer the reguiation
of emergency medical and ambulance services under the Multnomah County
Code for those areas of Washington County inside the City of Portland;

3. The parties have determined that, due to terrain and road access difficulties,
patient care would be best served by authorizing Washington County to
administer the regulation of emergency medical and ambulance services under
the Washington County Code for a portion of Multnomah County in the West
Hills/Skyline area; now it is

AGREED:;

1. Effective upon adoption of this Agreement by both Counties, Washington County
by and through its EMS Policy Board or successor body, shalt administer the
regulation of emergency medical and ambulance services under the Washington
County Code and the Rules adopted thereunder, for all emergency calls
originating in the West Hills/Skyline area as described in paragraph 1, Exhibit

. “A’ which is attached and included by this reference.

2. Washington County Code Chapter 8.32 and the Rules adopted thereunder shall
govern and be in full force and effect in the area covered by this Agreement.
Washington County shall comply with all applicable state and federal laws, rules
and regulations regarding emergency medical services.



INTERGOVERNMENTAL AGREEMENT Page 2

3. Within the limits of the Oregon Tort Claims Act and Article IX, section 1 0, of the
Oregon Constitution, Washington County shall defend, save harmless and
indemnify Multnomah County and its officers, employees and agents against any
and all claims or demands arising out of any and all alleged acts or omissions
by Washington County or its officers, employees or agents occurring during
administration of the regulation of emergency medical and ambulance services
in the area covered by this Agreement. : '

4. Multnomah County shall have no responsibility for the cost of administering
regulation of emergency medical or ambulance services in the area covered by
this Agreement and shall receive no portion of any fees adopted and collected
by Washington County. _ ‘ :

5. This Agreement shall continue indefinitely, but may be terminated by either party
with sixty (60) day written notice to the EMS Coordinator or Director of the other

4_ 4 .L/,///‘

VWashington County Counsel

APPROVED WASHINGTON COUNTY

party.
hunia / %»5
Chairman e O air J
Washington County uttnomah Ceynty
Board of Commissioners Board of Commissioners
L/ 15/0y March 17, 1994
Date’ 7 Date
Attest: - Altest:
Ciosean Corasta o
Recording Secreta Recording Secretary '
_ Approved as to form: Approved as to form;

Multnomah County Counsel

REVIE e e

BOARD OF COMMISSIONERS By JI‘W’{{%.: ,,
504 2 Ry By
MINUTE ORDER # ‘2‘/"/3(;’/ ............. ‘
DATE sovoeveererssesraassess e b o S B PPROVED HULINONAH
BOARD OF COMMISSIGNERS
AGENDA # _R-8 DATE _3/1.7.94
DER_ROGSTAD

BOARD CLERK



EXHIBIT “A”

For purposes of this agreement the West Hills/Skyline area is the area bordered on the
north by NW Rocky Point Road from the Washington County line to the intersection
with NW Skyline Boulevard; on the east by the eastern boundary of the Skyline

- Boulevard right-of-way, between NW. Rocky Point Road and Highway 26 (Sunset
Highway); on the south by Highway 26 between SW Skyline Boutevard and the
Washington County line and on the west by the Washington County line, between
Highway 26 and NW Rocky Point Road. - '

1. Washington County Emergency Medical Services Office shall administer the

- regulation of emergency medical and ambulance services for the West
Hills/Skyline aréa addressed ON AND WEST of Skyline Boulevard from Highway
26 to the intersection with NW Rocky Point Road, all roads that branch from this
section of NW Skyiine Boulevard, including NW Springville Lane intersecting
NW Springville Road: but excluding the section of NW Skyline Boulevard
between NW Comell and NW Thompson Roads, and all roads branching
from this section. (see Informational appendix 1.) :

2. Multnomah County Emergency Medical Services shall administer the regulation
of emergency medical and ambulance services for the area EAST of Skyline
Boulevard including roads branching from Highway 30, to include NW
Springville Lane intersecting Highway 30, and NW Skyline Boulevard between
NW Comell And NW Thompson Roads, and all roads branching from this loop.
(See informational appendix 2.) ‘ '
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ATTACHMENT D
BOEC CONTRACT
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UCT29 1984 . - PERFORMANCE AGREEMENT

'BUREAU OF EMERGENCY COMMUNICATIONS

The City of Portland, hereinafter referred to as City,

through its Bureau of Emergency Communicatijons, hereinafter

' referred to as BOEC, and the City~County Emergency Medical

Services, hereinafter referred to as EMS, agree as follows:

1.

General Scope:

City agrees to perform call receipt, dispatch, information,
associated services and management of the City—County
Emergency Communications/Operation Center, hereinafter

referred to as Center.

Administrative Responsibility: ' .

The parties hereby agree that the City ehall pPossess and
exercise administrative authority and responsibility to
manage and maintain the Center, and nothing in this
Agreement sghall change title to, ownership of, or access to
the Center, any of its equipment or any other real and
personal property of the parties. '

Reports and Files:

EMS shall have access at all times to all of BOEC's manual
and automated records and files except that summary reports

Produced for a specific user agency shall not be disclosed

4 1 = PERFORMANCE AGREEMENT
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without writtén permission of that user. guMs shall have

the right to review all computer programs written for or by
the BOEC.

City and EMs agree to share with other uger agencies all non
user—specific‘information on operational data pertaining to
incidents received for or dispatched as part of its periodic
information processing requirements. The Center is not
prohibited from using user-generated data for annual
reporting and budgetary purposes, These,#hall be in the
form‘of.Computer Assisted Dispatch (CAD) and Mobile pata
Terminals (HD&) transaction historylprintouts.

4. Monthly Reports:

During the period of this Agreement, City shall continve to
submit monthly management reports to EMS-in accordance with

4 rutually agreed upon format,

5. Data Retention and Disseminations

£or a period of at least twelve months unless an extension
is specifically requested, Aﬁdio-tapesjshall be retained
for at least seven monthé'unles§ EMS requests that specific
audio tapes be retained for an additional periog of time.

Any additional costg incurred by City in the storage of can

the agreed upon time shall be paid by EMs.

2 - PERFORMANCE AGREEMENT
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Special Reports:

Special requests for nonroutine data, not readily
retrievable from the cap system shall be honored when

authorized by the chief liaison with BOEC or his designee.

. Special requests shall be made through the Director or the

Operations Manager and shal} not exceed SO cumulative hogrs
per year of gtaff time, excluding requests for invesﬁigation
of official complaints and incident information'requested
during the shift when it occurred, and shall not require the
use of resources which are. unbudgeted.-

Security and Privacy:

\

The confidentiality'ﬁnd privacy of BOEC records and tapes

' shall be protected under a mutually agreed upon Security and

Privacy plan consistent with relevant laws and regulations.
The concerned user agency shall be consulted and give

authorization prior to the release of records that are ‘

o
L

/

sensitive or otherwise non-routine in nature,

Reguests for Service: : )

All citizen requests for, or complaints about EMS serfrice,

the action taken, and the ultimate disposition of said

Complaints received by BOEC from clitizens cbncerning EMS

members' performance will be referred'directly to EMS,

3 - PERFORMANCE AGREEMENT
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11,

Complaints. from cltiiens about BOEC gervices received by
EMS will be referred directly to BOFC administration.

- System Haintenance.

Routine maintenance that will interfere with the operation
of the Primary system shall not be permitted unless a backup
system is in place so that there is no change in service to
field units. In.the event that routine maintenance will
tequire an interruption or significant reduction of service
€o field units, scheduling of such routine maintenance must
receive prior written approval of ENMS.

Alr Time: .

Alr time usage and procedures on each channel will conform
to all applicable PFederal and State regulat1ons The radio
log and summaries of hourly traffic shall be available cn
request. Operational channels will be kept open to ensure
the maximum effective air time usage possible.

Levels of Service:

A. BOEC shall maintain and support all operations,
including computer prcgrams and so%tware,—reqnired to
procide EMS with highest level of communications
service. -EMS will Be notified in writing at least 30
days before the implementation of any change in the
BOEC's level of.service or operation procedures wnich

may impact EMS operations. Any such changes which

4 - PERFORMANCE AGREEMENT
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prior»EMS,appmoval.
EMS agrees to accept the below listeq performance

specifications, Net 8 gservice information Standards, apg

1) Police Communications Telephone Performance

SEecifications:

(a) *A* System Performance Specification:

telephone answering* group may be employed to
Process Ron-emergency calls, City will report *p=
System statisticg regularly to Eums,

Response Time:

Iype of Call Monthly Average

Hot Incident g Priority 1'Ca118'(Codé 3)

Create to Send = 1 minute (Goal).

Priority 2 (Code 1)

Create to Seng - - 1.8 minuteg (Goal)

5 - PERFORMANCE AGREEMENT
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13.

Changes which have a major operational or budgetary
impact on BOEC shall be implemented upon approptiate
consultation with those users who are so fmpacted and
tﬁe Comnissioner-in—-Charge of BOEC. Unanticipated major
changes will be subject to a separate service charge

mutually agreed upon prior to implementation. However,

- this in no way implies that the BOEC has the adthority

to prohibit changes in tﬁe operational policy of EMS.
Hhen in the opinion of a field supervieor, an incident
requires the exclusive use of a radio net, a dispatcher

staffed and dedicated channel will be provided.

Sworn Personnel:

- The maximum number of sworn: law enforcement personnel

assigned to BOEC on a full-time basis for all user agencies

shall not exceed elght (8) sworn personnel assigned by the

Portland Police Bureau, and four (4) sworn personnel

assigned by Mul tnowah County. Assignment and transfers of

sworn personnel to and from the Center will be arrived at by

wmutual consultation and agreement between the appropriate

parties.

Charges for Services:

A. Charges for commenicetions delivered by BOEC to EMS

pursuant to this Agreement, unless otherwise provided
herein, shall be based upon the proportion of EMS' calls
for service dispatched relative to the total number of

calls for law enforcement and emergency medical services

6 - PERFORMANCE AGREEMENT



dispatched by BOEC on the basis of total dispatches ovef
the 12 moath éeriod ending December 31st preceding the
budgeted year. wus reserves the right to verify all
Center statistics and computer Programs used to generate
Cedter data, |

B. Whenever additional users are added éo and affect the
communications System, charges will reflect the
'proportioﬁ set forth in Paragraph 13A, based on
comparable, actual, or estimated data during the initial_
year and actual aosc generated data thereafter.

C. Charges for separately contracted Multnomah County
services provided to BOEC such as micowave, sworn

~ Personnel overtime and background investigations shall
be set off against BOEC service charges to sheriff.
14f Billings:

Billings will be sent to EMS every 28 days beginning July 1,

1984. Payments will be due the City of Portland 30 days

thereafter. Computat1ons shall be based on statistics from

thirtgen'za—day periods ending on or about the prev1ons |

December 31,

A. Penalty:
A penalty on late payments will be assessed at the rate
of 1 per cent per month or as otherwise Prescribed by

the Portland City Code for late payments

7 ~ PERFORMANCE AGREEMENT
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17.

B. .Reconciliation: ..

. Reconciliation to actual user costs shall be made
quarterly using the most recent previous quarter.

Budget and Contract Review:

EMS will have an opportunity to review and comment upon

éhe Center's annual budget priof to its submission to City
Council no later than March 31st. EMS will also have the
opéortunity to comment on any poséible amendments to this
contract at that time. -

Report Takers: -

EMS shall be responsible for setting its oén policy and,.
developing its own procedures regarding the taking of
reports . in lieu of dispatching field units.

Liabilitx:

The'city shall defend aéainst any and all claims brought

or actions filed against the Center or any of its employees,
shall hold County and user agencies harmless from any and
all claims of whatever nature which result from any activity
©f the Center not undertaken at the directhn of the County
Or user agencies or its officers, employees or agents, and

shall indeanify the County or user agencies and hold it

‘harmless from any and all liability, loss or damage the

County or user agencies may suffer as a result of claims.

-demands, costs or judgments against the County as a result

of any Center activity so undertaken, pursuant to ORS 30.260
et seg.‘ The County or user agencies agree to promptly
notify the Center and the. City's Bureau of Risk Management

of any claims or demands made against the County as a result

of any activity of the Center.
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18.

19.

Term of Agreement:

City and EMS agree that this Performance Agreewment shall

. take effect upon its execution and shall be retroactive to

July 1, 1984 and shall continue thereafter indefinitely, byt

it shall be subject.to modification or amendment by the

pParties as they may motually agree in writing. 1t may be
cancelled by either party at the end of the preceding fiscal

Year upon 90 days prior written notice.

Notices:

All notices bursuant to the terms of this Agreement shalj

be addressed as follows:

Notice to City of Portland:

Director
Bureau of Emergency Communications
2960 SE 103rd Drive

Portland, Oregon 97266

Notice to Emergency Medical Services:

Director
Emergency Medical Services
426 SW Stark Street .
Portland, Oregon 97204

9 - PERFORMANCE AGREEMENT



IN WITNESS WHEREOF, the County acting by and through its
Counﬁy Executive, and the City, acting by and through its
Commissioner in Charge of BOEC and Auditor and—pursuant to

Ordinance No. « have caused this agreement tovbe

executed on the dates noted below.

MULTNOMAH COUNTY, OREGON

ayMLb. Bu%%/% '

Dennis Buchanan,
County Executive

APPROVED AS TO FORM: Date: ff-[- 3{/

A lok..

John B. Leahy/
County Counsel

CITY OF PORTLAND, OREGON

By

Commissiqner Miidrz:)a. Schwab

APPROVED AS TO FO%  Date: ___ $<l
S " waresE TS ‘%é
ChristoPheré;;t homas Auditor Jewel Lansing

City Attorn
Date:

. 156605
10 - PERFORMANCE AGREEMENT
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EXHIBIT ‘A" o ' ‘
BUREAU OF DMERGENCY COMUNICATIONS JuL 10 1930

THIS AGRERMENT is made and entered into by ang between the CITY
OF -POR'ILAND, party as a municipal corporatioﬁ of the State of Oregon,
hereinafter referred to as "'City," MULTNOMAH QOUNTY, a politics]

subdivision of the State of Oregon, hereinafter referred to gg “County,"!

the CITY OF ';ROUIDALE,. & municipal corporation of the State of Oregon,
pursuant to the authority granted in Chapter 190 of Oregon Revised

Statutes.
WITNESSE T H;:
RECITALS

WHEREAS, the City of Portland and the County have established a
combined City-County emargency call receiving, -dispatéh -and operations
center at Kelly Butte known as the BUREAU OF EMERGENCY COMMUNICATIONS

hereinafter referred to as the "Center;" and

' i'Wl-IEREAS, the Center was equipped by, and the Microwave Systen
pufchased through, federal grants and the expenditure of City ang County
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WHEREAS, it is in the public interest to continue to own the

Center jointly; and

WHEREAS, agencies of the City of Gresham and the Cu:y of

Tmutdale have used the services of the Center but the c:.tles themsalwves

have not been parties to this agreement; and

WHEREAS, it is desirable that the Cities of Gresham and
Troutdale should be parties to this enabling agreement; and '

WHEREAS, the City and other user jurisdictions have agreed that
the Center will carry out its service functions to the cormudnity'without

regard to the geographical boundaries of the respecti:\:e partieé ; and

WHEREAS, the City, and other user jurisdictions must provide for
the management, operation and maintenance of the Center and have agreed

that the (h.ty will control such functions on a day-to-day basis; and

WHEREAS, the City, and other user jurisdictions have agreed that

the operations of the Center shall be carried out by nonsworn personnel;

- and

. WIEREAS, Er_mrgéncy tedical Dispatching was added to the Center

as a new function December 9, 1980; and



te
.

‘the Center November 9, 1981; and

Z1480

162245

WHEREAS, County-wide emergency telephone call ("'911") receipt

and processing for fire, police ang ambulance services was implemented in

WHEREAS, ORS 401.710, et seq. (HB 3178, 1981) has,-as of
January 1, 1982, preerrpted.and replaced the l‘hltndmah County telephone
tax which provided the financing base for these 911 services; and

WHEREAS, the orderly continuation of these 913 s;a;:'vices and
their financial support frc;m State telephone tax revenues is in the
mwutual best interest of the Ciﬁy, County, and o:ther user jurisdictions;

and
WHEREAS, the Center's equipment and other personal property

which mikes possible the operation of the Center is purchased with monies

collected for charges for service; and

WHEREAS, for executive and adninistrative purposes the Center

'will function as a bureau within the City;

NOW, THEREFORE, with the Center operating as generally indicated

. in the foregoing RECITALS and in consideration of the terms, conditions’

and convenants contained hereinbelow, the parties hereto agree as follows:
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1. MISSION STATEMENT

The mission of the Center is to receivef_ and p.roce.ss emérgency
telephone calls from the citizens of the City, and other user
jurisdictions, to dispatch emergency services, and to provide. quarters
and facilities for command during emergency operatioﬁs.-' ‘For purposes of
this agreement, the temm “‘Users" means sgencies of the jurisdictions that
are parties to this agreement. Users shall have performance agreements °
as provided in Section 5 of this Agreemeﬁt. The Center shall function as
the Emergt"—:ncy'Telephone system as defined in-OélS 401.710, et seq., and,”

‘as such, shall:

a. Receive » Process and dispatch calls for law enforcement
services utilizing equipment, procedures and staffing levels to
"ensure the shortest response time and maximum safety to citizens

consistent with effective law enforcement ranagement.

b. Receive, process and d_ispatch calls for emergency medical
response in support of the aims and intent of the County's
Emergency Medical Services Code and rules and City Ordinance
150180. |

¢. Receive and process calls for Fire Service to Portland Fire

Alarm Dispatch.
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Subject to the conditions that there is no reduction or change
in service levels and there is no increase in cost to the parties to this

agreement thereby, the same or similar emergency services may be

performed for other government agencies pursuant to oth_r agreements

between the Clty and other user. aoencz.es

2. User-City Relationships

The Center is a joint User-City operation, the c‘l.ay-to-day
management, operation and.fiscél cohtrol of the G-;nter_is the
responsibility of the City.. The Center angd' Cér:ter's manual and automated
records and files shall be accessible as provided in respective
performance agremeents to authorized representai.ii.nsa;s.bf the City and user
jurisdictions. The day-to-day administration of the Center will be the
responsi.bility of a Civili:an Director who is chosen by the City in
consultatiion with the user agencies. Consultation shall include, but not
m 1i.vnitled to, the fc;llowing' system users shall develop a Job
description for the Civilien Director to be fomarded to the D;.recto* of
the Portland Bureau of Personnel. At least one member of the interview
panel to choose a Civilian Director will be chosen from among the
non-City members of the User Board. When a civil service list is

established for a Civilian Director, such list will be shared with user
jurisdictions for review and comment. The Director shall Teport ‘to the

City but may not -be dismissed without consultation with the User Board.
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3. User Board

A user board, the organization and me.mblership of which will be
provided for in the performance agreements adopted by -jurisdictions which
are parties t;.o this agreement is established. The user board will review

" proposed pohgy chanbes and advise the Center Director and/or the
Comm.ss:.oner in charge of the Bureau. and the Executive authorities of
jurisdictions with partz.c:n.patmo user agencies regarding pol:.cy changes
and other matters which may be under consideration by the Junsdlctlons

L]

board.

4. Emergency Operations

TheCit:y , and other users; shall have access to the Center to
direct and dispatch sm:ﬁ emerg-ency operations as circumstances may
require. Although the City has the administrative respons:l.blhty and
authority for the managemsut of the Center, the parties shall prepare,
agree upon and abide by such procedures and protocols necessary for t:he
joint emergéncy management use of the Center éun’.qg emargencies. Toe -
City's emem:éency manager. shall have the responsibility for the
| __dev'elépmént of the protocbls. The protoc,ols shall include coordination

with the Center's director.
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S. Performance Agreement(s)

The City and the jurisdictions shall ne-'gotiate separate
performance agreement(s) relating to the provision of various types of
emergency telephone call Processing services (911) and other services by
the City to the Jurisdictions. These performance agreement(s) will
contain a description of the specific types of service to be provided by
the Center to the Jurisdictions, including, but not lzl.nnted to, systems

management, service levels, management mformatmn reports, data request

processing; system and data security and prlvacy, service costs, and data

retention and dissemination.

6. Center Personnel

" The Center shall.operat'e with nonsworn personnel. A1l nonsworn
personnal perfomiing emergency call processing and communication services
shall be employees of the City. The parr.:.es agree that the Director of
the Center shall possess and exercise administrative and management

authority over all nonsworn personnel assigned to the: Center,

‘?- Budget

(a) Tne City and Jurisdictions vho are parties to this
aoreement through the:u: budget processes, will provide adequat:e '
resources consisteat with the Center's mission. The Center shall be an
appropriation unit of the City and funds necessary to operate. the Center
shall b° approprlated by the City. The Junsdlctlons resarwv

-7 -
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the right to participate in the Center's Budget process. Prior to
submission for City budget review, the user jurisdictions shall receive
copieé of all documents rélating to the Centér's' budget in sufficient
time to review and comtent upon said documents. The i.}ser jurisdictions
vill pay their agreed-upon proportionate share of the -expens.es of
operating the Center as noted in the performance agreement(s) referred to
in Part 5, then in effect between the parties. The performance |
agreements shall stipulate a formula used to determine costs to each
party. The formula shall behuniformly applied to all use.z" agencies. In
the event the pafties cannot agree to a budge;_ for the Center, the City
or other user juri‘sdictions shall have the rigl‘;t to terminate this
agreement insofar as it regulates and provides for a mlé.tiénship between
the City and a user jurisdiction as provided in seétion 13 of this

agreement.

The Center's budget will reflect the total costs incurred as a
result of the Center's operation, including the use and maintenance of
.. the County's Microwave System. The budget will provide a aetailed cost
analysis of those costs to be incurred in the planning, installati.on.,

opefation and improvement of the emergency telephone system. (91l). -

The costs incurred by the County for the Center's use and the
County's maintenance of the Cbunty‘s' Hicrowave shall be feflected in the
Center's quarterly billing in écco;dance with the agmed-ubon formila in.
the performance agreement then in effect bst:wéen the parties. Each
quarter, the County shall submit to the Director a report of all costs

incurred by the County in support of-the center.

~
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8. . Property Settlement Upon Termination

a) In the event this agreement is termu;ated the C:.ty and
Users shall mutually agree upon a ronetary Settlement that will

compensaie Users for their interests in Ceater equipment.

b) In recognition of Ca.ty § proprietary interest in the Oounty s
microwave system, the County will, in the event of termination, provide
the C:Lty with the contmued use of the microwave System on a contractual
basis. Charges for the City's use of t:he County's mJ.crowave system shall
be based on the City's Proportionate share of: tha system's ope*-at:.on and”
‘maintenance cost. If the County discontinues use of the mlcrowave
system, the C:Lty shall have first right to purchase the’ system at its

fair market value

c) If the parties camnot agroe upon a monetary settlement for
any such Center equipment that compensates the user- Junsdlctlons for
their mterests the*em then the matter of the respective interests in
such equipment or the fair market value thereof shall be determined
Pursuant to.ORS 190.710 et Seq. in consideration of the provisions of

this section (number 8) of this agreement.
9. . ‘Liability
The City shall defend against any and all claims Brought: or

.
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actions filed against the Center or nny of its employees, shall hold

) Jurisdictions harmless from any and all claims of whatever nature which
result from eny activity of the Center not undertaken at the direction of
a user or its officers, employees or agents, and shall indemnify the User
and hold it hammless from any and a11 liability, loss or damage the User
way suffer as a result of claims, demands, costs or judgments against the
User as a result of any Center activity so undertaken pursuant to ORS
30.260 et seq. Each Jun.sd:n.ctlon agrees to prouptly not:.fy the Center -
angd the City's Bureau of Rlsk Management of any cla:.ms or demands made

against any user as a result of any activity of the Center.
10. Limitations

Nothing contained in’ this Agreement shall be construed: as a
grant of any legislative power by either the City, the County; or other

users, to any party or to the Center.

11. Construction

This Agreement shall be liberally construed to effect the

-

' .purposes expressed herein.

12. Termination of Previous Agreements

The City and County executed the "'Emergency

- 10 -
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Conmunications/Operations Center Agreenent' on December 19, 1974, and

~amending agreements on September 4, 1975, November 16, 1976, August 16,

1979, and December 15 1983 which agreenments establ:.shed a combined

City-County emergency call receiving, dispatch and operat:.ons center at

Kelly Butte (heremafter refen—ed to as '%greements' Y. Because the
part:.es consider it to be in their mutual interest for saxd Aaree:em_s te
be terminated, it is agreed between the parties that said Agreements arve

terminated as of the date hereof and only those rights, convenants,

_obligations, duties and responsibilities concerning the Center that are

incorporated jinto this Agreement are in effect between the parties.

13. Term, Modification and Review of Contract

a) Tnis Agreement shall take effect on the last dav of
signature by-the authorizgd representati;res of the parties here to, and
shall continue thereaftejc indefinitely, but it shall be subject to
modification or amendment as they may mutually agree in writing as

provided in subsection d) of thig section.

b) This contract rriay be terminated by mutual consent of the

parties.

c) Any party may cease to participate in thisg Agreement by
providing all other parties with written notice at least six (6) months

-

1] -
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prior to July lst of the jrear ia which the party wishes to cease
participating.

1
4

d) Any party wishing to amend the Agreement shall notify each
of the other parties by providing a statemént of issues and provisions
vhich the notifying party wishes to wodify and a date for the initiétion
of negotiation not sooner than 30 days not later than 90 days after the

date of not:lflcat:.on

e) This Agreement shall be reviewed by the parties to this
-Agreement at ‘least once every three years beginning with the date of

execution of this agreement.

14, Nonassignment

~Neither the City nor the_ County nor any other user jurisdictions
may assign any function, respons:Lb:.hty or ass¢=t of the Center to any
otier governmental agency nor to any person or ent:.ty w:.ﬁout the written

consent of t"l_ other parties.

- 12 -



15, Notices

All notices pursuant to the terms of éhis Agreement shall be

addressed as follows:

Notices to City - . Commissioner in Charge
1220 S. W. Fifth Avenue
Portland, Oregon 97204

Notices to County - 1. Director, Emergency Medical
Services ‘
426 5. W. Statk, Second Floor
Portland, Oregon 97204 .

2. Sheriff, Multnomsh County
Hansen Building
12240 N. E. Glisan
Portland, Oregon 97230

3. County Chair '
Room 134 Multnomah County -
Courthouse
102) S. W. 4th Avenue
Portland, Oregon 97204

Notices to City of Gresham- Gresham City Manager
1333 N. W. Eastwan Parkway
Gresham, Oregon 97030

Notices to City of Troutdale Troutdale City Manager
L 104'S. E. Kibling
Troutdale, Oregon 97050

TN WITNESS WHEREOF, the County, acting by and through its County
Executive, the City of Gresham, acting by and through its Mayor, and the

-13 -
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City of Troutdale, acting by and through its Mayor, and the City of
Portland, acting by and through its Commissioner in charge of the Center
and Auditor and pursuant to Ordinance No. ., have caused thig
Agreement: to be executed on the dates' noted belpw. -

(C\_A Date: J/pz/f(

rence Kressel, County Counsel

'By-/g‘i S—Os’lx_})]@

Bob Sldpper, SharifF

vece T ) 94 107
L yl 7

CITY OF PORTLAND, OREGON _

a

APPROVED AS TO FORM: | | : Commissioner
- - . : "'é(" o
| "_.ByWMM, % Date / f

City Attommey
By t_é%« W
ity 1tor

Date: '9’//0/?0

- 14 -



21480

162448

CITY OF TROUTDALE, OREGON

By_dra'. < Cox

Mayor

Date: g = 27T

Dgte: ‘/;.- A g—-’?d

CITY OF GRESHAM, OREGON

r

. s V. ! -
By ’Z{k‘*‘-&-‘*—ﬂq \(Zq B (R

Mayor

- 15 -
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ORDINANCE NO. 16244R8

- '*Authorize an intergovernmental agreement between the
City, Multnomah County, Gresham and Troutdale for
the provision of emergency dispatch and related
services by the Bureau of Emergency Communications.
{(Ordinance) .

The City of Portland ordains:

Section 1. .The Council finds:

1.

The Bureau of Emergency Communications' (BOEC)

. provides .emergency dispatch and related

services to the County and other cities within
Multnomah . County. '

The users of BOEC services currently contract
with the City based on a Performance Agreement
entered into in 1987 and subsequently amended
in 1888. This agreement deals with operating
policies, reporting requirements and billing
methodology and procedures.

Broader policy issuer including personnel
policies, role of a . er's committee, and
management responsibilities are not adequately
addressed in the Performance Agreements.

- The intergovernmental agreement attached to

this ordinance and marked Exhibit A addresses
the broad policy issues pertaining to the

. operation of BOEC.

162448

Multnomah County and the cities of Gresham and °

Troutdale have already ratified this agreement
through their elected, legislative bodies.

Such agreements are authorized pursuant to

. Chapter 190 of Oregon Revised Statutes and

Section 2-105(a) 4 of the Charter of the City
of Portland.



- . 2:15.5.0
ORDINANCE No. ™~

NOW, THEREFORE, the Council directs:

a. The Commissioner of Public Safety and the City
Auditor to execute an 1nte.rgovernmental
agreement with Multnomah County, and the cities
of Gresham and Troutdale for the provxslon of
emergency dispatch and related services

- substantially in the form of ¢the attached
Exhibit A.

Section 2. The Council declares that an emergency exists -
in order to immediately protect and preserve the publ:Lc
health, safety and welfare by insuring the continuity of
emergency dispatch and related services within the
Portland area; therefore, this oOrdinance shall be in
force and effect from and after its passage by Council.

Passed by the Couﬁcii. 0CT 12 1989

S BARBARA CLARK

mmissi ' ' . Auditor of the City of Portland

~-.mmissioner Dick Bogle By ¢ ’;o ortlan
David Logsdon:ug . ' 77&@/
October 5, 1989 ' A

Deputy



ATTACHMENT E
EMS MEDICAL DIRECTOR
POSITION DESCRIPTION



March 5, 1993

EMS MEDICAL DIRECTOR
(Exempt/Unclassified)

DEFINITION

To provide medical supervision for all emergency medical technicians providing pre-hospital
patient care within the County, and to provide medical direction to all components of the

emergency medical services system.
SUPERVISION RECEIVED AND EXERCISED '

Receives administrative direction from the Director, Health Department.

Exercises technical supcﬁhion over emergency medical tcchr_aicians.

EXAMPLES OF DUTIES - Duties may include, but are not limited to, the following:
Dcirelop uniform standards of emergency care within the County; solicit input regarding

. standards from physicians, nurses, emergency medical technicians, ambulance providers, first

responder providers, hospitals, government agencies, and other interested organizations and

. individuals.

Accompany emergency medical technicians during the performance of medical duties for the

. purpose of supervision, education, and system evaluation.

Promulgate and revise, as necessary, medical care standards for:. priority dispatchfpre-arrival
instructions; ALS and BLS patient care protocols; hospital destination criteria; accreditation
requirements for pre-hospital care personnel beyond State standards; staffing, equipment,
supplies, and operational criteria for first response vehicles, ground ambulances, air ambulances,
specialized critical care and mobile intensive . care ambulances, and non-emergency patient
transport vehicles for incorporation into licensing requirements; response times for first
Tesponders and transporting emergency ambulances; the transferring of patients between
hospitals; and the provision of medical services in areas of public assembly.

Set standards for the provision of on-line medical control.

Develop and supervise a quality management program to ensure continuous improvement of all -
Ievels of care within the emergency medical services delivery systems.

Set standards and objectives, and participate in the continuing education and training of
pre-hospital care personnel. _ _

Approve emergency medical technicians for practice in the County. Establish policies and due
process for the limiting of practice of emergency medical technicians, including probation,

* suspension, or revocation of physician orders.

Perform related duties as assigned.

QUALIFICATIONS

Knowledge of:
Principles, practices, and procedures of emergency medicine,
Principles, practices, and procedures of pre-hospital patient care.

Principles, practices, and procedures of public health,



EMS MEDICAL DIRECTOR
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QUALIFICATIONS (Continued)
Knowledge of: (Continued)

cheral, state, and local laws and regulations governing the practice of cmcrgcncy' medicine and
pre-hospital emergency medical services.

Principles of supervision, training, and performance evaluation,
Ability tor
Effectively administer a variety of emergency medical care activities.

Interpret and apply applicable federal, state, and local laws, rules, regulations, and policies
governing emergency medical services.

'Establish and maintain cooperative working relationships with those contacted in the course of
work. 3 .

Communicate clearly and concisely, both orally and in writing.
.Gain cooperation through discussion aﬁd persuasion.
Supervise, train, and evaluaté assigned staff.

Exveri 1 Txgining Guidelines:

Any combination of experience and training that would likely. provide the required knowledge
and abilities is qualifying. A typical way to obtain the knowledge and abilities would be:

Experience:

Three years of increasingly responsible emergency medical - services eﬁpericncc, including
systemn medical direction and emergency medical technician supervision.

AND
Training:

Graduation from an accredited medical school and completion of an emergency medicine
msidenCy. . : . '

L Certificate:

Possession of, or ability to obtain, an appropriate and valid license to practice medicine in the
State of Oregon. _ : :

Board certification in emergency medicine.

92ES
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MEDICAL RESOURCE HOSPITAL
CONTRACT
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MULTNOMAH COUNTY
AND
OREGON HEALTH SCIENCES UNIVERSITY
EMERGENCY MEDICAL SERVICE AGREEMENT

THIS INTERGOVERNMENTAL AGREEMENT is made and entered into thisca(lbLVGay
of . 1993, by and between MULTNOMAH COUNTY, a political subdivision
of the ate of Oregon (hereinafter referred as "COUNTY"), and the OREGON
BEALTH SCIENCES UNIVERSITY, acting by and through the Oregon State Board of
Higher Education om behalf of the State of Oregon (hereinafter referred to as
"STATE"),

WITNRESSETH:

WHEREAS, COUNTY's Health Department requires services which Contractor is
capable of providing, under terms and conditions hereinafter described, and

WHEREAS, STATE is able and prepared to provide such services as COUNTY
does hereinafter require, under those terms and conditions set forth; now, and

WHEREAS, Multnomah County Code (MCC) and Emergency Medical Services (EMS)
rules require a single medical direction point, a, single point of data
collection, and research, therefore

IN CONSIDERATION of those mutual promises and the terms and conditions set
forth hereafter, the parties agree as follows: .

1. Term.

The term of -this Agreement shall be from July 1, 1993, to and
including June 30, 1994, unless sooner terminated under the provisions hereof.

2. Services.

A. STATE shall furnish on-line medical direction and comply with the
following performance indicators:

1) All calls requesting on-line medical direction must be
answered by the appropriate physician in fifty-five (55) seconds at least
ninety percent (90%) of the time.

2) SIATE must provide a process to assure that staff physicians
are knowledgeable of the protocols., This process may include but not be

Alimited to: educational sessions, tests, and inservice for protocol updates,

The process must be approved by COUNTY.

3) STATE will develop a process for Standard Operating Procedures
{SOP) adoption which governs on-line medical direction. COUNTY will review
operating procedures prior to their implementation. STATE will adhere to the
SOPs at all times. Failure to provide these SOP's for COUNTY review is a
breach of Contract.

Page 1 of 7
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4) A plan must be developed and approved by the COUNTY which
details a problem solving process for any complaint or issues presented to the
STATE's medical director or communications coordinator. This plan must assure
a complaint resolution which will be furnished to the COUNTY no more than
thirty (30) days from date of complaint filing.

5) The STATE will implement a quality assurance/quality
improvement process that reviews standards, operations, and performance,
igentifying problems and their solutions. This process will allow for input
from COUNTY, and will report summary data and findings to the Medical Adv1sory
Board Quality Assurance Subcommittee on a quarterly basis.

6) The STATE will participate in the COUNTY's guality assurance
process by providing a staff member, when requested, and by providing medical
resource hospital data and information on a timely basis as requested by the
Quality Assurance Committee.

7) The Medical Resource Hospital medical director shall meet with
the Multnomah County physician supervisors at their regularly scheduled
meetings to discuss online medical control issues and exchange information.

B. The STATE shall provide trauma communications coordination and
comply with the following performance indicators., The trauma communications
coordination function is being provided at the request of the Area Trauma
Advisory Board {(ATAB I),

1) All trauma communication coordination requests must be
answered within ten (10) seconds ninety percent (90%) of the time.

2) The STATE must develop a process which allows for Standard
Operating Procedures (SOP) adoption and includes the Area Trauma Advisory
Board and COUNTY review prior to implementation. The STATE will adhere to the
SOPs at all times.

. 3} The STATE must provide a plan which details a problem solving
process for any complaint. The plan must assure that the STATE has an outcome
from the complaint which will be furnished to the COUNTY no more than thirty
(30) days from the date of complaint filing.

C. The state will assist in provision of inservice training to
emergency medical technicians in Multnomah County and comply with the f;%,
following performance indicators:

1) The number of inservices which will be offered in each year is

‘twelve (12), but is adjustable to more or fewer at COUNTY and STATE deeeeeaaoa.

Vieve Hen

2) The coordination of those courses will be carried out through

a joint arrangement with the STATE, COUNTY, and other hospitals in Multnomah
County.

3) STATE services required are that cases and case summary for
case review will be provided. One MRH physician will be in attendance to
provide the case review.

D. STATE shall be responsible for central data collection for medical
direction and trauma communication coordination activities. STATE shall
comply with the following performance indicators:

Page 2 of 7
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1) STATE is to collect this data from Emergency Medical
Technicians at the time that they contact STATE for on-line medical direction
or Trauma Communications Coordination (TCC) functions.

2) The specific data points to be collected are referenced in
appendix A.

3) Raw data points are to be provided to COUNTY for monthly
periods. These will be in the form of diskettes in dBase 3 form, provided no
later than the 30th of the following month.

4) The data points as described in appendix A may be modified
upon the concurrence of COUNTY and STATE.

5) STATE shall provide a trauma communications center monthly
report which complies with the format in appendix B.

6) The data (voice tapes, written reports, and all data peints
collected) is the sole property of COUNTY, which has the sole authority for
release of the data. COUNTY shall prescribe guidelines to be used for the
release of the data and STATE must follow these guidelines. It is the intent
of guidelines that they facilitate and not impede academic research (see
appendix C), .

: 7) STATE shall also provide COUNTY proof of Joint Commission of
American Hospitals (JCAH) accreditation and that it meets or exceeds all
requirements of MCC 6.31.060 (A-6) and rules adopted pursuant thereto.

3. mpen ion.
A, COUNTY agrees to pay STATE $10,200 based on the following terms:

1) COUNTY agrees to maintain MRH radio base station, six UHF
portable radios, and the multichannel recorder used to provide MRH
communications.

2) One guarter advance of the total amount ﬁpon execution of this
Agreement, balance payable in three (3) quarterly installments upon receipt of
billings from STATE.

3) Expenditure reports.are to be sent to the EMS Director, Health
Department, 426 SW Stark, 9th Floor, Portland, Oregon 97204.

B. COUNTY certifies that either federal, state or local funds are
available and authorized to finance the costs of this Agreement. In the event
that funds cease to be available to COUNTY in the amounts anticipated, COUNTY
may terminate or reduce Agreement funding accordingly. COUNTY will notify
STATE as soon as it receives notification from funding source. Reduction or
termination will not effect payment for accountable expenses prior to the
effective date of such action,

C. All final billings affecting Agreement payments must be received
within thirty (30) days after the end of the Agreement period. Agreement
payments not triggered or billed within this specified time period will be the
sole responsibility of STATE.

Page 3 of 7



A. STATE is an independent contractor and is solely responsible for
the conduct of its programs. STATE, its employees and agents shall not be
deemed employees or agents of COUNTY.

B. STATE shall defend, hold and save harmless COUNTY, its officers,
agents, and employees from damages arising out of the tortious acts of STATE,
or its officers, agents, and employees acting within the scope of their
employment and duties in performance of this Agreement subject to the
limitations and conditions of the Oregon Tort Claims Act, ORS 30.260 through
30.300, and any applicable provisions of the Oregon Constitution.

C. COUNTY shall defend, hold and save harmless STATE, its officers,
agents, and employees from damages arising out of the tortious acts of COUNTY,
or its officers, agents, and employees acting within the scope of their
employment and duties in performance of this Agreement subject to the
limitations and conditions of the Oregon Tort Claims Act, ORS 30.260 through
30.300, and any applicable provisions of the Oregon Constitution.

5. Workers Compensation -

A. STATE shall maintain Workers' Compensation insurance coverage for
all non-exempt workers, employees, and subcontractors either as a carrier
insured employer or a self-insured employer as provided in Chapter 656 of
Oregon Revised Statutes.

6. ntr r_Identification

STATE shall furnish to COUNTY its employer identification number, as
designated by the Internal Revenue Service.

7. Subcontracts and Assigpment

STATE shall neither subcontract with others for any of the work
prescribed herein, nor assign any of STATE'S rights acquired hereunder without
obtaining prior written approval from COUNTY. COUNTY by this Agreement incurs
no liability to third persons for payment of any compensation provided herein
to STATE.

8. A R L

A. BSTATE agrees to permit authorized representatives of COUNTY,
and/or the applicable Federal or State government audit agency to make such
reéview of the records of the STATE as COUNTY or auditor may deem necessary to
satisfy audit and/or program evaluation purposes. STATE shall permit
authorized representatives of COUNTY Health Department to site visit all
programs covered by this Agreement. Agreement costs disallowed as the result
of such audits, review or site visits will be the sole responsibility of
STATE. If a Agreement cost is disallowed after reimbursement has occurred,
STATE will make prompt repayment of such costs.
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9, Waiver Default.

Waiver of a default shall not be deemed to be a waiver of any
subsequent default. Waiver of breach of any provision of this Agreement shall
not be deemed to be a waiver of any other or subsequent breach and shall not
be construed to be a modification of the provisions of this Agreement.

10. Adherence to Law

A. STATE shall adhere to all applicable laws governing its
relationship with its employees, including but not limited to laws, rules,
regulations and policies concerning workers' compensation, and minimum and
prevailing wage requirements.

B. STATE shall not unlawfully discriminate against any individual
with respect to hiring, compensation, terms, conditions or privileges or
employment, nor shall any person be excluded from participation in, be denied
the benefits or, or be subjected to discrimination under any program or
activity because of such individual's race, color, religion, sex, national
origin, age or handicap. In that regard, STATE must comply with all
applicable provisions of Executive Order Number 11246 as amended by Executive
Order Number 11375 of the President of the United States dated September 24,
1965, Title VI of the Civil Rights Act of 1964 (42 U.S.C, §2000(d)) and
Section 504 of the Rehabilitation Act of 1973 as implemented by 45 C.F.R.
84.4. STATE will also comply with all applicable rules, régqulations and
orders of the Secretary of Labor concerning equal opportunity in employment;
and the provisions of ORS Chapter 659. -

11. Modification

A. In the event that COUNTY's Agreement obligation is amended by a
federal or state initiated change, COUNTY shall amend this Agreement through
written notification of changes sent to STATE by mail. STATE shall siga the
amendment and return to COUNTY within twenty (20) working days of receipt of
COUNTY's notification document.

B. Any other amendments to the provisions of this Agreement, whether
COUNTY or STATE initiated, shall be reduced to writing and signed by both
parties.

12. In ration

This Agreement contains the entire Agreement between the parties and
supersedes all prior written or oral discussions or Agreements.

13. Record Confidentiality

STATE agrees to keep all client records confidential in accordance
with State and Federal statutes and rules governing confidentiality,

14. Early Termjipation

A. Violation of any of the rules, procedures, attachments, or
conditions of this Agreement may, at the option of either party, be cause for
termination of the Agreement and, unless and until corrected, of funding
support by COUNTY and services by STATE, or be cause for placing conditicns on
said funding and/or services, which may include withholding of funds. Waiver
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by either party of any violation of this Agreement shall not prevent said
party from invoking the remedies of this paragraph for any succeeding
violations of this Agreement.

B. - This Agreement may be terminated by either party by sixty (60)
days written notice to the other party.

C. Immediate termination or amendment by COUNTY may occur under any
of the following conditions; or

1) Upon notice of denial, revocation, suspension or
nonrenewal of any license or certificate required by law or regulation to be
held by STATE to provide a service under this Agreement.

2} Upon notice if STATE fails to start-up services on the
date specified in this Agreement, or if STATE fails to continue. to provide
service for the entire Agreement period.

3) Upon notice to COUNTY of evidence that STATE has
endangered or is endangering the health and safety of clients/residents,

" staff, or the public. )

D. Payment to STATE will include all services provided through the
day of termination and shall be in full satisfaction of all claims by STATE
against COUNTY under this Agreement. .

: E. Termination under any provision of this section shall not affect
any right, obligation or liability of STATE or COUNTY which accrued prior to
such termination. :

15. Litigation.

A. STATE shall give COUNTY immediate notice in writing of any action
or suit filed or any claim made against STATE or any subcontractor of which
STATE may be aware of which may result in litigation related in any way to
this Agreement.

16. Oregon_Law and Forum

This Agreement shall be construed according to the law of the state of
Oregon.

17. reifi ion R rding Lobbyin

A, No federal appropriated funds can be or will be paid, by or on
behalf of the contractor, to any person for influencing or attempting to
influence an officer or an employee of any agency, a member of congress, an
officer or employee of congress, or an employee of a member of congress in
- connection with the awarding of any federal contract, the making of any
federal grant, the making of any federal loan, the entering into of any
cooperative agreement, and the extension, continuation, renewal, amendment, or
modification of any federal contract, grant, loan, or cooperative agreement.

B. If any funds other than federal appropriated funds have been paid
or will be paid to any person for influencing or attempting to influence an
officer or employee of any agency, a member of congress, an officer or
employee of congress, or an employee of a member of congress in connection
with this contract, the contractor shall complete and submit Standard
Form-111, "Disclosure Form to Report Lobbying," in accordance with its

instructions.
Page 6 of 7
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IN WITNESS WHEREOF, the parties have caused this Agreement to be
executed by their duly appointed officers the date first written above.

OREGON HEALTH SCIENCES UNIVERSITY

. \‘ . .r‘! ’-') s
By Ti' oot {1 Mﬁ/

Thomas G. Fox
Vice President

Acting Couaty Chair

Date _ 7/ 3 /53 ‘ pate _July 1, 1993

HEALTH DEPARTMENT

93-6001786W By: BZ/&OW e

Federal I.DI'. Number Billi Qdegaard], Director

Date: b~ 14-93

[

EMERGENCY MERICAIL SERVICES

Date:(;f'/[:ﬂngzﬁ

REVIEWED:

LAURENCE KRESSEL, County Counsel

for Multnomah 9322%%i13jii;;2
By: C;EE%?£%;7Y//

G- 257

Date:

APPROVED MULTNOMAH COUNTY
BOARD OF commssmns7s
AGENDA § _C-4 DATE //1/93

DEB_BOGSTAD

BOARD CLERK
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OREGON HEALTH DIVISION
EMERGENCY MEDICAL SERVICES & TRAUMA SYSTEMS
SECTION
and
MULTNOMAH COUNTY
EMERGENCY MEDICAL SERVICES OFFICE

GROUND AMBULANCE INSPECTION FORM

1993-94
U INITIAL INSPECTION QO REINSPECTION

DATE: - TIME:

BUSINESS NAME:

CONTACT PERSON:

BUSINESS ADDRESS:

NON-EMERGENCY TELEPHONE NUMBER:

TYPE OF ORGANIZATION: Q FIRE DEPARTMENT O HOSPITAL OPERATED
Q PRIVATE OINDUSTRIAL Q MUNICIPAL O VOLUNTEER

LEVEL OF CARE: O BLS QBLS/ALS QALS TRANSFER QALS (9-1-1)
VEHICLE AVAILABILITY: 0O ON-LINE Q RESERVE

MAKE OF VEHICLE: YEAR OF MANUFACTURE:
LICENSE: VIN:

MODEL: QTYPE | QTYPE Il QTYPE Il Q@ OTHER:

MILEAG_E: . (> 100,000 MILES)



INSPECTION CODES:

1=PRESENT AND IN GOOD WORKING ORDER
2=ITEM PLACED ON VEHICLE AT TIME

OF INSPECTION

3 = ITEM NOT PRESENT OR NOT IN GOOD
WORKING ORDER

RATING CATEGORIES:

CRITICAL EQUIPMENT IN BOLD AND CAPS

Equipment in this category that is either missing

or not in good working order shall result in the immediate
suspension of the license to operate untif corrected.

(A} REQUIRED FOR ALS UNITS ONLY

MECHANICAL EQUIPMENT

O HORN, ONE DUAL ELECTRIC

& SIREN, Electronic {with two speakers in grille), contro!
functions: manual . wail . yelp

Note: Hi-Low function is not allowed!

O LIGHTING. Refer to KKK specifications for type I, If, Il
010203 HEADLAMP, White-2, with dimmer switch
010203 FRONT SIDE MARKER LAMPS Amber—2
010203 FRONT SIDE REFLECTOR, Amber--2
010203 FRONT TURN SIGNAL Amber—2 {Inciuding
vehicular hazard warning signal flasher)

O 10203 FRONT IDENTIFICATION LAMP, Amber-3
010203 FRONT CLEARANCE LAMP Amber—2
010203 REAR SIDE MARKER LAMP, Red—-2
010203 REAR SIDE REFLECTORS, Red-2
0102 O3 REAR REFLECTORS, Red—2
‘010203 REAR IDENTIFICATION LAMP Red--2
010203 REAR CLEARANCE LAMP, Red~2 .
010203 REAR STOP, Tail lamp, Red-2 (Turn signal
section may be amber)

010203 REAR BACKUP LAMP, White-1 .
010203 REAR LICENSE PLATE LAMP, White-1
010203 FRONT WARNING LIGHT, Red-1
010203 FRONT WARNING LIGHT, White-1
010203 REAR WARNING LIGHT, Red-2
010203 REAR WARNING LIGHT, Amber-1
010203 SIDE WARNING LIGHT, Red-2 per side
010203 GRILLE WARNING LIGHT, Red-2
010203 INTERSECTION LIGHT-1 per side
010203 SIDE FLOODLIGHT-1 per side
010203 REAR FLOODLIGHT, White-1

O SPOTLIGHT, Handheld or roof mounted-1

O SAFETY BELTS, With retractor devices-1 per seating
position ‘
BRAKE SYSTEM

O MAIN BRAKES

O PARKING BRAKES

(3 BACKUP ALERT ALARM, with off switch

TIRES and TIRE CHANGING EQUIPMENT
O FRONT TIRES, Minimum tread of 3/32", even wear
O REAR TIRES, Minimum tread of 3/32™, even wear
O SPARE, minimum tread of 3/32", even wear

O JACK with handle

OLWGWRENCH -

WINDOWS, WINDOW CLEANING

EQUIPMENT and MIRRORS
OWINDSHIELD, # of reck chips
‘#oferacks ____,length .
DO WINDSHIELD WIPER, Dual, electric, multi-speed
O WINDSHIELD WASHER
OWATERLEVEL: O OK O LOW
D WINDSHIELD DEFROSTER
O WINDOWS, (slde and rear}
#ofcracks __ , length .
O WINDOW between driver and patient compartment for
Type It and lll vehicles
O OUTSIDE MIRRORS-1 each side

ENGINE, TRANSMISSION ELECTRICAL,
HEATING AND COOLING EQUIPMENT

3 ENGINE Ol LEVEL,
OQ0OK Olow

O TRANSMISSION OIL LEVEL
O0K Olow

0O FAN BELTS,
0 OK O wom

(J STARTER,

00K O difficult to start
O ELECTRICAL SYSTEM, with all fights on amp meter read
+
O BATTERY SYSTEM, dua! 12 volt system with labeled
selector device
O SHOCK ABSORBERS,
Ofront O rear
O EXHAUST SYSTEM,
COK Oleaks
(3 TAILPIPE(s), discharge to side of vehicle
O HEATER, , .
Ofront Ovrear
O3 AIR CONDITIONER,
Ofront O rear

PATIENT CARE EQUIPMENT

OXYGEN (MEDICAL)
INSTALLED SYSTEM

O Tank has at least 3,000 liter(2,000 psi) capacity, contains
at least 500 liters (500 psi)

{3 Compartment ventilated fo outside
) No other equipment stored inside cabinet
CFLOW TEST RESULTS

O acceptable O unacceptable
PORTABLE SYSTEM
O Tank has at least 304 liter capacity (600 psi
minimumy)
O FLOW TEST RESULTS

O acceptable QO unaccepfable
0O TANKS PROPERLY SECURED

O FULL SPARE, tagged, sealed
O All tanks must be inspected and have a hydrostatic
pressure test by a qualified person; tanks stamped with a
date followed by a *, +, or stars are goed for 10 years, all
other markings afler a date are good for 5 years,
AIRWAY CARE DEVICES
NASAL CANNULAS with tubing

O PEDIATRIC-2

OADULT-3
OXYGEN NON-REBREATHER OR PARTIAL
REBREATHERS MASKS, with tubing

O PEDIATRIC--3

3 ADULT-3

" OXYGEN HUMIDIFIER—1

O (A) NEBULIZER MASKS, with tubing—4{1)
O (A} CHEST DECOMPRESSION KIT--2 (1)
1 (A) TRACHEAL LUMEN AIRWAY DEVICE--2 (1)
(E. G., NU-TRAKE® type device)



BAG-VALVE-MASK VENTILATION DEVICE,
DISPOSABLE (each mask must be transparent and
semi-tigid)

O INFANT--2 (1)
TEST RESULTS

O acceptable O unacceptable

0 ADULT/CHILD--2 (1)
TEST RESULTS

O acceptable
O MASK SIZES--2 (1) each
0_.1_,2_ ,3_,4 .6
O NASAL AIRWAYS, 2 (1) each, PLASTIC or RUBBER:
26Fr. ___, 28Fr,32Fr.___ f{or equivalent)
O ORAL AIRWAYS-2 (1), PLASTIC or RUBBER:
INFANT _, CHILD __, SMALL ADULT ___, MEDIUM
ADULT __,LARGE ADULT ___, EXTRA
LARGE ADULT ___
O (A) ET TUBES: 2 (1) each, 2.5 _,3.0__, 3.5 _.40
—_+45__,50__,65_,60_,86_,80__
O (A) ET TUBES-3 (1) each, 7.0 _, 7.6 —.80_,
O (A) ET TUBE HOLDER-2 (1)
(A) INTUBATION STYLETTES

O PEDIATRIC-2 (1)

CJADULT-2 (1)
SUCTION EQUIPMENT -
O INSTALLED, (independent of oxygen supply) 1000 m|
collection bottle
O TEST RESULTS

Q acceptable O unacceptable
O COLLECTION BOTTLE LINERS—10 (1)
() PORTABLE, (rray be battery __, oxygen __,or
manually powered _ )
0O TEST RESULTS

O acceptable
O WATER for rinsing, 8 f. oz.,
O SUGTION CATHETERS—4 (2) each
TONSILTIP _,6Fr.__, 10Fr. _,
14 Fr. __, 18 Fr. __ (or equivalent)
0 SUCTION CONNECTING TUBING—4 (2)
0 SUCTION CLEANING BRUSH--2 (1)
O (A) NASOGASTRIC TUBES—2 each
SFr.__ 14Fr.__, 18Fr. _ (or equivalent}
LITTERS, FASTENERS and ANCHORAGE'S
0 WHEELED COT, with mattress and three restraining
devices (chest, hip, and knee) at least 2" with quick-
release buckle--1 -
{7 SIDE or CENTER cot fastener with quick-release
feature--1
O FOLDING STRETCHER(s) with three restraining devices
{chest, hip, and knee), at least 2" wide with quick-release
buckie. Number required is based on the litter carrying
capacity of unit, number:
BACKBOARDS, MINIMUM of 4 2* WIDE
RESTRAINING STRAPS WITH QUICK-RELEASE

- BUCKLE (Spider® type restraint may be substituted)

0 SHORT or equivalent; (i.e. KED)—1
O LONG-2 (1)
OPEDIATRIC-1, a modified short or long backboard is
acceptable.
3 SCOOP STRETCHER-1
O EXTREMITY RESTRAINING DEVICES--8 (4)
(E. g., Flex-cuff® type) :

O unacceptable

O unacceptable

SPLINTING MATERIALS
EXTRICATION COLLARS (soft foam rubber cervical
coflars are NOT allowed)
OTALL-2 (1)
3 REGULAR-3 (1)
O SHORT-3 (1)
I NO-NECK-3 (1)
O PEDIATRIC~2 (1)
O PEDIATRIC NO-NECK-2 (1)
O HEAD IMMOBILIZER DEVICE, {foam blocks or Head-
Bed™ type device)—4 (2)
EXTREMITY SPLINTS (JUPPER-3 {1 LOWER-3
TRACTION SPLINTS (J CHILD-1 & O ADULT-1, or
£ CHILD/ADULT Combination—1
I PASG, ADULT —1
BANDAGING and DRESSING MATERIALS
O CONFORMING NON-STERILE 2¢
GAUZE BANDAGES-12
O GAUZE 4" X4" STERILE SPONGES—24
STERILE BULK DRESSINGS:
08"X304,0r07" X868 -8
O NON-POROUS 4™ X 4" STERILE DRESSING -4
O ADHESIVE or HYPOALLERGENIC TAPE—3 {1
ROLL(S) 1 __ ,and2"____
O BANDAGE SHEARS--2
O TRIANGULAR BANDAGES-4
9 BURN SHEETS-2 -
OTHER PATIENT CARE EQUIPMENT
0 OBSTETRICAL KIT (DISPOSABLE)--2 (1)
G HYPOTHERMIA THERMOMETER, protective case—1
O RIGID EYE SHIELDS—4 (2)
0 EMESIS CONTAINER, 1 two liter container, with
plastic liners—4 (1} .
STETHOSCOPE,
Oaduit--1
0 pediatric—1
ANEROID SPHYGMOMANOMETER
(3 NEONATE~1
O INFANT~1
QO CHILD-1
O ADULT-1
OLARGE ADULT-1
PATIENT EXAM GLOVES, latex or vinyl,
O SMALL-1 Bx (15 pair)
O MEDIUM-1 BX (15 pair)
O LARGE~1 BX (15 pair}
O FACE MASKS, DISPOSABLE- (2)
O HEPTA® type MASKS--1 per crewperson (plus 1
spare liner)
O PROTECTIVE EYE WEAR—1 pair per crewperson
O ISOLATION GOWNS, DISPOSABLE-6 @ ‘
O BEDPAN-1
O URINAL~1
O HAND CLEANING SOLUTION, waterless—16 oz or 8
cloths
O CLEANING DISINFECTANT, 8 oz—1
0 CONTAINER(s) for used needles, 1 in each kit
number:
(9 CONTAINER(s) for contaminated personal protective
equipment, and non-blood contaminated waste,
number;
1 (A} BLOOD GLUCOSE METER~1
and METER STRIPS—-10(2)
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BLS AMBULANCE EQUIPMENT

(7 EPINEPHRINE 1:1,000-2 ampules
Earliest expirationdate: ____
O ACTIVATED CHARCOAL-2 oz
Earliest expiration date:
0 GLUCOSE, Liquid tube—2 oz
Eatliest expiration date:
O IRRIGATION FLUID~1,000 cc total
Earliest expiration date:
0 BLOOD GLUCOSE STRIPS--1 btl (5 strips)
(MAY CARRY GLUCOSE METER)
IF PARTICIPATING IN EMT-D PROGRAM;
0 DEFIBRILLATOR, auto or semi-automatic
O PATIENT CABLES~2 (1)
O CONTACT GEL-2 (1) tubes, or
O PRE-GELLED DEFIB PADS~3 (1) sets
O MONITORING ELECTRODES—4 (1) sets
{3 ECG PAPER--3 (1) ROLLS, (if not a recording device)

ALS AMBULANCE EQUIPMENT
3 MONITOR/DEFIBRILLATOR/PACER (Of pace unit)—
with write-out, portable -
O PEDIATRIC DEFIB PADDLES -1
O ADULT DEFIB PADDLES -1
O PATIENT CABLE--2 (1)
3 MONITORING ELECTRODES
PEDIATRIC-3 (1) sets
ADULT-8 (2) sets
0 PACE CABLE-2 (1) and
O PACING PATCHES-2 (1) set{s}
OCONTACT GEL-2 (1) tube(s), or
CJ DEFiB PADS—4 (2) sets
0 £ECG PAPER-3 (1) roli{s)
O LARYNGOSCOPE HANDLE-1
OEXTRA BATTERIES-2
LARYNGOSCOPE BLADES
O STRAIGHT-1each, 6 _,1_,2_,3_ 4
O CURVED-feach,2__,3__,4
O EXTRA BULBS-~-2 each in required sizes
McGILL FORCEPS--1 each
a PEDIATRIC
CJADULT
7 INTRAVENOUS FLUIDS, sterile, plastic containers—8 (2)
Liters minimum, 2 (1)~-500 c¢ required
QOgood O expired
INTRAVENOUS FLUID TUBING
O INTRAVENOUS CONTROL DEVICE,
{Soluset® or type device)—4 (2)
O MICRO DRIP SETS, may be carried as
Soluset®—4 (2)
O REGULAR ADMIN, SETS-6 (2)
O BLOOD PUMP ADMIN. SETS~4 (2)
TOURNIQUETS, DISPOSABLE
O PEDIATRIC-2 (1)
1 ADULT--6 (2)
INTRAVENQUS ACCESS DEVICES
BUTTERFLY DEVICES-2 each
O023Ga.___
O025Ga.
OVER-THE-NEEDLE CATHETERS
0924 Ga~4 (2yeach
022 Ga~4 (2Jeach
320 Ga.~10 (4) each
318 Ga.—10 (4) each
016 Ga.—~10 (4) each
014 Ga.~10 (4) each

012Ga.___,ord10Ga.___ ~2(1)each
INTRAOSSEOUS NEEDLES
015Ga-2(1)__
O18Ga~2__
SYRINGES, sterile
O tec-4(2) _
O3ce,___orO5cc, _ _ord6cc_ —4(2)
O10cc__,or012cc___ ~-4(2)
0680 cc, catheter tip~-2
060 ce, Luer lock—2 (1) __
NEEDLES, straight, sterile,
O VACUUM TRANSFER—4 (1) ____
O200r21 Ga—4(1) _____
Ot8or18Ga—4(1)__
(3FILTER NEEDLE, 18 Ga.—4 {1) ___ _
O VACUUM TUBES, clot tubes—-4 (1) ____
Earliest expiration date;
O VACUUM TUBE HOLDERS--2______
O CLEANSING PADS, Alcohol or Betadine®-50 (10)
O BETADINE®TYPE OINTMENT (or unit dose)—-2 (1)
tubes or 10 (2) packets '
O K-YBTYPE LUBRICANT (or unit dose}—2 (1) tube(s) or
10 (2) packets
OMALE ADAPTER PLUGS~4
O SODIUM CHLORIDE INJECTIBLE PRELOADS--4
Earliest expiration date;

COPY OF STANDING ORDERS
OBLS
O EMT-I
OALS

0 SIGNED BY SUPERVISING PHYSICIAN:
NAME:
DATE:
Must be signed and dated annually.

AMBULANCE CARRYING CONTROLLED SUBSTANCES
MUST HAVE:

0 LOCKED BOX ATTACHED TO THE INSIDE OF A
LOCKED CABINET

O KEYS TO EACH OF THE LOCKS (THE SAME KEY
CANNOT BE USED FOR BOTH LOCKSI)

O SIGN IN/SIGN OUT FOR EACH CONTROLLED
SUBSTANCE

OJ ALL DEVICES AND EQUIPMENT NOT STORED IN
CABINETS MUST BE PROPERLY FASTENED TO
PREVENT ITEMS FROM MOVING ABOUT WHILE THE
VEHICLE IS IN MOTION OR {F INVOLVED IN AN
ACCIDENT

LINEN SUPPLIES

O PILLOW with plastic covering—-1 for each stretcher,
fotal #

O PILLOW CASES (cloth or paper)—6 (3)

8 COT SHEETS {cloth or paper}—12 (6)

0 BLANKETS -1 for each stretcher, (may be
disposable), total #



SECURITY and RESCUE

EQUIPMENT
O FIRE EXTINGUISHER, § Ib., 2A-10BC type, (must be
accessible from either the patient or drivers
compartment--1
(O FLASHLIGHT--2 (1)
O BATTERIES--O good O bad
O BULBS-0 good © bad
J EXTRA SET OF PACKAGES AND DATED
BATTERIES—1
O ROADWAY WARNING DEVICES, Flares or Red colored
chemical lights--to equal 180 minutes
O LEATHER GLOVES-2 pair
0 CROWBAR, 24"-1
OWRECKING BAR, 51"—t
Note: A pry-ax type tool may be substituted for the crowbar
and wrecking bar i
0 EMERGENCY RESPONSE GUIDE BOOK, DOT,
INITIAL RESPONSE TO HAZARDOUS MATERIAL
INCIDENTS, 1992 or newer—1

COMMUNICATIONS EQUIPMENT
AND RECORDS )

RADIO O VHF OUHF O 200 MHz
List all frequencies:

O PATIENT CARE REPORT FORM-12 {2)

O REFUSAL INFORMATION FORM--6 (1)

O TRIAGE TAGS--25

O AMBULANCE USAGE RECORDS KEPT IN OFFICE
0O MAINTENANCE RECORD KEPT IN OFFICE

PATIENT COMPARTMENT
DIMENSIONS
PATIENT COMPARTMENT;

O LENGTH, must be at least 116" (B) and 122°(C) from the
front partition the Inside surface of the rear door at the floor.
ACTUAL:
O DISTANCE; must be at least 25" and not more than 30" of
unobstructed space at he t head of the primary patient
stretcher (measure form backrest of EMT seat to forward
edge of stretcher).
ACTUAL:
O DISTANCE; must be at least 10" from the end of the
stretcher to the inside surface of the rear door,
ACTUAL;
O WIDTH; must be at least 18" (+/- 6") clear alsle between

. primary stretcher and squad bench.

ACTUAL:
O HEIGHT; must be at least 60"
ACTUAL:

DOORS
£ "DOOR OPEN' WARNING
O RIGHT FORWARD SIDE; must be at least
! 30" wide ACTUAL:
42" high, type 1. ACTUAL:
54" high, type 1 & Hl. ACTUAL;,
O REAR LOADING, must be at least:
44" wide. ACTUAL:
46" high. ACTUAL:
[ BETWEEN DRIVER AND PATIENT COMPARTMENT
FOR TYPE Il AND #I, must be at least:
17" wide. ACTUAL:_
46" high. ACTUAL:
{7 150 sq. in of window, AGTUAL:

EMBLEMS and MARKINGS

FRONT:

O Word "AMBULANCE" in 4" biue block letter in mirror
image, centered above the grille, on an orange or white
background.

) Star-of-Life In 3" blue emblem located to bath the left and
right of the word ambulance.,

SIDE:

O Werd "AMBULANCE" in 6" blue block letters on each

slde

(F Star-of-Life In 16" In blure block emblem on each side
REAR: h :

0 Word "AMBULANCE" in 6" blue block letters

O Star-of-Life in 12" blue block emblem  on each rear door
TOP: :

0 Star-of-Life In a 32 blue block emblem

AMBULANCE EXTERIOR:
NEED OF BODY WORK? NO___ YES
SPECIFY:

NEED OF PAINTING? NO___ YES
SPECIFY:

CLEANLINESS:  SATISFACTORY ___
UNSATISFACTORY ___

AMBULANCE INTERIOR:

NEED OF UPHOLSTERY WORK? O NO OYES

EQUIPMENT ORGANIZED IN A NEAT AND ORGANIZED

MANNER? ONO OYEs

CLEANLINESS SATISFACTORY
UNSATISFACTORY _____

DISPLAYING SIGNS, LICENSES
AND CERTIFICATES

O Star-of-Life Ambutance 1822 B or ¢
Sticker, Location:
"NO SMOKING" signs,

€3 Drivers Compartment

0O Patient Compartment
O Health Division Ambulance License,
Location:
O Muktnomah County Ambulance {.icense:
Location;




(¥ DEA License filed in ambulances business office

MEDICATIONS--REQUIRED BY MULTNOHLAH COUNTY

OACTIVATED CHARCOAL, 50 gm-2 (1)
Earliest expiration date:
COADENOSINE, 6 mg--5 (5)

- Earliest expiration date:
OALBUTEROL, 2.5 mg-5 (2)
Earliest expiration date:
OATROPINE, 1 mg--6 (3)
Earliest expiration date;
OBRETYLOL, 500 mg—6 (3)
Earliest expiration date;
DEXTROSE:

050%, 50 cc4 (2)

Earliest expiration date:

OLIQUID-10 Gm~2 (1)
Earliest expiration date:

ek
Earliest expiration date:
ODIPHENHYDRAMINE--50 mg--2 (1)
Earliest expiration date; -
EPINEPHRINE:

01:1000, 30 cc--2 (1)
Earliest expiration date:

J1:1,000, 1 mg/cc-—-2 (1)
Earliest expiration date:

01:10,000, 1 mg/10 cc—10 (4)
Earliest expiration date:
OFUROSEMIDE, 40 mg—4 (2)
Earliest expiration date:

OGLUCAGON, 1 mg--2 (1)
Earliest expiration date:
Earliest expiration date:
OINTROPIN, 400 mg--2 (1)
Earliest expiration date:
LIDOCAINE

02%, 100 mg/ 10 cc—6 (3)
Earliest expiration date:

01 Gm in 250 cc-2 (1)
Earliest expiration date:
OMAGNESIUM, 2 Gm/20cc (10%),—4 (2)
Earliest expiration date:

ek .

Earliest expiration date;
ONALOXONE, 2 mg--9 (3)
Earliest expiration date:
NITROGLYCERINE

OTABLETS, 0.4 mg--2 units (1), or
Earliest expiration date:

OSPRAY, 0.4 mg-2 units (1)
Earliest expiration date;
OSODIUM BICARB., 50 mEq/50 cc—3 (2)
Earliest expiration date:
OTHIAMINE, 100 mg--4 (1)
Earliest expiration date:

** —must be locked and counted at each
shift change!



INSPECTION FINDINGS and
DISPOSITION

CAN THE PERSON ASSISTING WITH THE
INSPECTION LOGATE THE EQUIPMENT IN A TIMELY
MANNER?

OYES ONO

O INITIAL INSPECTION ACCEPTABLE :
* JINITIAL INSPECTION IS NOT ACCEPTABLE. THE
INSPECTION REVEALS VIOLATIONS THAT
CONSTITUTE AN IMMEDIATE DANGER OR THREAT
T0 THE PUBLIC. THE LICENSE FOR THIS VEHICLE IS
MMEDIATELY SUSPENDED AND SHALL REMAIN
SUSPENDED UNTIL THE VIOLATIONS HAVE BEEN
CORRECTED.
* O INITIAL INSPECTION IS NOT ACCEPTABLE. THE
INSPECTION REVEALS VIOLATIONS THAT DO NOT
CONSTITUTE AN IMMEDIATE THREAT TIE THE
PUBLIC. NOTIFY THE HEALTH DIVISION AND THE
MULTNOMAH COUNTY EMS OFFICE IN ITING
THAT THE NON-CRITICAL VIOLATIONS HAVE BEEN
CORRECTED BY: {NOT TO EXCEED 72 HOURS) DATE:
TIME:

B RE-INSPECTION IS ACCEPTABLE

*{7 RE-INSPECTION IS NOT ACCEPTARBLE. REMIT A
CHECK IN THE AMOUNT OF $50.00 MADE PAYABLE
T0:

0 OREGON HEALTH DIVISION

O MULTNOMAH COUNTY EMS OFFICE

(0 COPY OF THE AMBULANCE INSPECTION FORM
GIVEN TO AMBULANCE SERVICE REPRESENTATIVE:

NAME TIME

INSPECTION COMPLETED BY:

* COUNTY HEALTH DEPARTMENT REPRESENTATIVE
NOTIFIED:

NAME

TIME
* COUNTY AMBULANCE SERVICE PLAN
ADMINISTRATOR NOTIFIED;
NAME TIME

* OREGON STATE HEALTH DIVISION ADMINISTRATOR
NOTIFIED:

NAME TIME -

CREW INFORMATION:

NAME CREW 1:

CERTIFICATION NUMBER;

EXPIRATION DATE:

DRIVERS LICENSE EXPIRATION DATE:
NUMBER:

ACLS: O CURRENT O EXPIRED

BCLS: O CURRENT O EXPIRED

NAME CREW 2:

CERTIFICATION NUMBER:

EXPIRATION DATE:

DRIVERS LICENSE EXPIRATION DATE:
NUMBER:

ACLS: O CURRENT O EXPIRED

BCLS: O CURRENT O EXPIRED

CULTURES: ONO OYES

SOURCE:

ATTACH RESULTS HERE:
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MULTNOMAH COUNTY
EMERGENCY MEDICAL SERVICES
MASS CASUALTY INCIDENT PLAN

1. GENERAL

A.

Purpose:

The Mass Casuvalty Incident Plan outltnes the response policies and
procedures for emergency medical services providers and agencies
in Multnomah County to be implemented tn the event of a Mass
Casualty Incident (MCI).

Information: -
The following titles of the National Interagency Incident .
Management System (NIIMS) Incident Command System (ICS) are used:

NILIMS ICS

Emergency Center

EMS Assembly Area.

Medical Branch Director

Medical Communications Group Supervisor
Medical Transportation Group Supervisor
Triage Group Supervisor

Treatment Group Supervisor

Definitions:

: A unit staffed by at
least two persons: one state-certified at or above the EMT 1
Tevel and one state-certified at or above the EMT 3 level, or an
RN, PA or physician tralned in prehospital emergencies as defined
in OAR 333-23-050 2 (a), (A) and (B). .

Multnomah Countv ALS Ambulance: An-ambu1énce staffed.'actording
to Multnomah County Administrative Rule, by at least two Oregon
Certified EMT 4s.

- AlLl=Call: An'interhosp1tal survey conducted on the Hospital

Emergency Administrative Radio (HEAR) System to determine the
number of critical and/or noncritical patients each facility can
handte. ' .

- : Area where arriving ambulances and
personnel can be assembled in close proximity to the tncident.

: A unit staffed by at least two
persons: one state-certified at or above the EMT 1 level or an
RN, PA or physician trained in prehospital emergencies.
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' : A city of Portland
bureau responsible for management of the Multnomah County Public
Safety Answering Point (PSAP) located at Kelly Butte. This bureau
coordinates 9-1-1 communications for Emergency Medical Services,
Law Enforcement and Fire Services throughout Multnomah County
including the cities of Portland, Gresham, Troutdale, Wood
Village, and Fairview.

A confidentlial

‘discusston organized and performed by a Critical Response Team

(CRT) composed of responders, peers, and mental health
professtonals. [The Critical Response Team responds to any
situation faced by emergency services personnel that causes them
to experience unusually strong emotional reacttons which may
potentially interfere with their ability to function etther at the
scene or later.]

A faciltty established and equipped to perform
coordination in support of a large scale emergency or disaster.

EMS Assembly Area: Area where arriving ambulances and personnel
can be assemb1ed in close proximity to the incident.

Individual designated to manage the
EMS Assembly Area(s). :

EMS_Dispatch: An integral part of the Bureau of Emergency
Communications. EMS Dispatch functions as a central point for
9-1-1/medical call taking and dispatch. During a Mass Casualty
incident, EMS Dispatch will monitor the operations frequency,
assign additional requested resources, and ensure sufficient
medical coverage for other EMS incidents.

Eire Alarm Dispatch (FAD): Communications center for fire
services 1n Multnomah County.

Fire Command: Senfor Fire Officer on-scene.
£1Igﬁﬂg;;ug: A fire service unit which has medical capability.

Hospital Emergency Administrative Radlo (HEAR): VHF radio system
coordinated by Regional Hospital during a Mass Casualty
incident--used to ascertain and assemble information regarding

hospital resources.

Immediate Danger Zone: Area-surrounding an incident in which
there is a potential danger to 1ife. Incident Command will
determine its boundaries.

u "): Radio designation and "title" of
person or persons responsible for overall direction of the
incident.

: Person destgnated by the public safety agency
in charge to command the scene.
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Aurisdiction: Mu!tnomah'County-and_those Jurisdictions within
Multnomah County.

: A well-marked area, 100 ft. x 100 ft.,
designated and secured by fire or law enforcement personnel for
helicopter landing. )

: An EMT 4 who coordinates all on-scene
emergency medical services activitles.

: An EMT 4 who coordinates
Regional Hospital communications and patient destinations with

transporting ambulance assignments.

' : s responsible for removal of deceased frém
area and coordinates morgue activities. :

¢ Acts as back-up to Regional
Hospital in the event of Regional Hospital communications fatlure.

MedNets: UNF radia frequencies designated for Emergency Medical
Services communications. o

Morguye: Temporary area initially designated by the Medical Branch
Director and Transportation Group Supervisor, where deceased
victims will be taken--location may be changed by Medical Examiner.

Designated area adjacent to the patient
treatment area, where transporting units receive and load patients.

] Designated area where patfents are
brought, reassessed, and treated after initial triage and tagging
by a Triage Team member. Treatment priority sections will be
marked, corresponding with colors of triage tags.

' Factlity coordinating patient destinations
with hospital resources. - : o .-

Staging Area: Area where arrivinﬁ fire service equipment, other
vehicles and personnel stage to be in close proximity to the
+4ncident. : '

¢ An EMT 4 who establishes
treatment areas and supervises patient loading into transport
units. . '

: An EMT 4 who coordinates all
activities in the treatment areas. :

Iriage: Process of sorting patfents by severtty of injury.

' ¢ An EMT 4 who coordinates triage, patient
assessment, and tagging.

Iriage Tag: Multicolored tie-on tag used to fndicate condition
and treatment priority of patients.
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Red - Priority 1 = Critjcal | |
Life threatening medical emergencies, 1.e., airway,
breathing and/or circulation problenms.

Yellow ~ Priorify 2 - Noncritical '
Not as serfously 1njured as Priority 1. patients, but
pos;}::lity-exists for rapid deterforation of physical
con on. . . '

Green - Priority 3 - Ambulatory - ‘
Require treatment, but can walt for transportation without
{mmediate threat to 1ife.

Black ~ Priority 0 '
Expired or mortal injuries.

: Hefhod used to catégorize condition of pattents,

Jriage Yagging

according to severity of tnjurfes. A triage team member will
- assign tags corresponding in color with treatment priority areas:
‘red = priority 1; yellow - priority 2; green - priority 3; black -
priority 0. The triage tag shall stay with the pattent through -

hospital admittance,
Legal Authortty: N

ORS 431.607 Emergency Medical Services and Trauma System

ORS 823.00 Ambulances and Emergency Personnel .

ORS 823.180 cbunty'plan for ambulance and Emergency Medical
s Services - - '

333-28-000 through 333-28-063 . Ambulances and E@grgency ngical o

Jechniclans =~ i

_333;28-b95 through 333-28-130  County Ambulance Service Area

Plans

333-200-000 through 333-200 050 Emergency Medical Services and
-7 Trauma Centers™ '~ T
Eh * 'f"u

S} : e ¢

Multnomah County Code: o
MCC 6.32 ‘ Ambulance Services

Permanenttand Emérgency Rules
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Red - PriorTty 1 - Critfcal o
Life threatening medical emergenctes, f.e., airway,
breathing and/or circulation problems.

Yellow - Priorify 2 - Noncritical : |
Not as seriously tnjured as Priority V patients, but
pos::%}lity-exiSts for rapid deterforation of physical
con on. - _ :

Green - Priority 3 - Ambulatory = -
Require treatment, but can walt for transportation without
immediate threat.to 1ife. .

Black - Priority 0
Expired or mortal injuries.

: Method useﬂ to catégorize condition of patients,

-according to severity of injuries. A triage team member will
- assign tags corresponding 1n color with treatment priority areas:
red - priority 1; yellow - priortty 2; green - priority 3; black -

priority 0. The triage tag shall stay with the patient through
hospital admittance.‘: - :

Legal Authority: : N

ORS 431.607 Emergency Medical Services and Trauma System
ORS 823.00 Ambulances and Emergency Personnel

ORS 823.180 County plan for ambulance and Emergency Medical
Services : -

333-28-000 through 333-28-063 . Ambulances and_Emgrgency Mgpical o

TJechnictans - i

333-28-095 through 333-28-130 Cohnty Ambulance Service Area

Plans
333-200-000 through 333-200 090 Emergency Medical Services and
- Trauma Centers”. ~ T
I ' I\’o

(€Y : T .,

Multnomah County Code:

MCC 6.32 ~ Ambulance Services
Permanent ‘and Emergency Rules

a

)



Jurisdiction: Multnomah County and those Jurisdictions within
Multnomah County.

: A well-marked area, 100 ft. x 100 ft.,
designated and secured by fire or law enforcement personnel for
helicopter landing. )

¢ An EMT 4 who coordinates all on-scene
emergency medical services activities.,

: An EMT 4 who coordinates
Regional Hospital communications and patient destinations with
transporting ambulance assignments. :

' : s responsible for removal of deceased from
area and coordinates morgue activities. :

i Acts as back-up to Regional
Hospital in the event of Regional Hospital communications failure.

MedNets: UHF radio frequencies designated for Emergency Medical
Services communications. L

Morgue: Temporary area inttially designated by the Medical Branch
Director and Transportation Group Supervisor, where deceased
victims will be taken--location may be changed by Medical Examiner.

: Designated area adjacent to the patient
treatment area, where transporting units recelve and 1oad patients.

rea: Designated area where patients are
brought, reassessed, and treated after initial triage and tagging
by a Triage Team member. Treatment priority sections will be
marked, corresponding with colors of triage tags.

¢ Facility coordinating patfent destinations
~with hospital resources. - A i b

¢ Area where arrivind fire service equipment, other
veh}gles and personnel stage to be in close proximity to the
+4ncident. : '

¢ An EMT 4 who establishes
treatment areas and supervises pattent loading tnto transport
units. . ‘

¢ An EMT 4 who coordinates all
activities in the treatment areas. :

JIriage: Process of sorting patients by severity of injury.

| ¢ An EMT 4 who coordinates triage, patient
assessment, and tagging.

Triage Tag: Multicolored tie-on tag used to ndicate condttion
and treatment priority of patients.

2/93 ' : ’ 3
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Other: -
State Trauma Advisory Board Plan
Area Trauma Advisory Board I Plan - April 4, 1988

E. Policy: .
The Mass Casualty Incident (MCI) Protocol will be used to
coordinate incidents tnvolving ten or more total patients.

During a mass casualty incident, emergency medical services
providers and agencies will conduct operations to provide

immediate resources, to mintmize the loss of 1ife through prompt
medical treatment §n the field, and to coordinate field medical

services and activities with existing medical factlities angd other

support services and resources.

It 1s an EMS policy that agencies having the responsibility to
provide needed emergency services be notified of an impending or
actual fncident as soon as appropriate in order to infttate
preparedness or response activities.

The Trauma System §s NOT used for mass casuilty incidents.

On-scene personnel will have authority to act tn a timely manner
within the incident command system at the scene.

If the first units responding to an incident are BLS or ALS
staffed with only one EMT 4:

A. Medical Branch Director shall order ALS units as needed to
f111 the EMT 4 positions.

B. Designated BLS personnel shall perform MCI tasks normally
assigned to EMT 4s until relteved.

y

Level I: ‘
An fncident exists involving ten or more total patients or the

~ potential for 10 or more patients.

Level II: _
An incident exists where the number of MCI-dedicated ALS
ambulances has reduced the availabje ALS ambulances within
Multnomah County to a Mintmum Coverage Level of 3 or below.

Level III: . ) )
An incident exists where the number of MCI-dedicated ALS .
ambulances has reduced the available ALS ambulances within
Multnomah County to a potential EMS Coverage Level of 0.

ACTIVATION

The first arriving Advanced Life Support unit on the scene shall
tdentify itself and advise EMS Dispatch of the following:
1. The exact Tocation of the incident.
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2. The type of incident .(transportation acctident, fire,
explosion, etc.).
3. Environmental conditions (hazardous materials, extreme

weather, etc.).
Number qf ALS ambulances needed.
Immediate danger zone.

. Recommended routes to and from the scene.

4
5.
6. Assembly area.
7
8

Approximate number of patients.

o

- Provides personnel to perform duties of the Medical Branch
- Director and Triage Group Supervisor.

- Provides the identification vests, task cards, and triage area
© tarps.

-CIf the first arriving Fire Unit is not ALS staffed, the
Triage Group Supervisor's duties may be assigned to ALS
Ambulance personnel and the Transportatton Group Supervisor's
duties assigned to BLS f!re personnel! until relieved by fire
ALS personnel )

-  Provides personnel to perform duttes of the Transportation
Group Supervisor and Communications Group Supervisor.

COMMUNICATIONS

MCI

Fleld units SHOULD NOT use the HEAR system —- it 1s reserved for
interhospital traffic. Units transporting pattents should not
give receiving hospital; updates or patient care reports.

MedNet 1 1s the deditated MCI channel for on-site coordination,
communication with Reglonal Hospital and the request/direction of
add1t10na1 nedical personnel through EHS Dispatch

If MedNet 1 is- disabled MetNet 4 will be used (MRH will

~continue to function for medical direction and non-MCI trauma

communications on MedNet 4).

Medical Operations:

Medical Sector Coordinator Communtcations Group Supervisor;
Transportation Group Supervisor- Trtage Group Supervisor; ALS
Ambulances; LifeFlight; EMS Dispatch; Fire Rescues, dedicated
BOEC MCI Operator.

Interhospital Coordimation:

Reglional Hospital and Area Hospitals.



Primary EMS Dispatch:

Routine EMé Operations.
Inittal assignment of units to MCI.
Reassignment of units after transport.

V. DOCIMENTATION
' The Communications Group Supervisor will £111 out and maintain the
Mass Casualty Incident Log.

A1l MCI operations documents will be copied and forwarded to the
Multnomah County Emergency Medical Services office within five
‘working days.

"An accounting of the expense of the Multnomah County Emergency
Services Agencies may be kept and made avatlable upon request to
the Multnomah County/city Office of Emergency Management for the
purpose of compiting and reporting to the county.

DEMOBILIZATION

1.

Appropriate callbacks will be made by agencies who made
inttial contacts, at the direction of the Incident Commander,
9-1-1 center will cancel units, agencies will cancel personnel.

Personnel-on-scene wilt check with Incident Command before
clearing scene.

All agencies should consider contacting a Critical Response
Team (CRT) which performs Critical Incident Stress Debriefing
(CISD) for their personnel. Requests for the Oregon Critical
Response Team (OCRT) may be made through Medical Resource
Hospital.

VII. . ACTIVITY CHECKLIST

A.

Level 1

- An incident exists invoiving ten or more total patients.

. Position

Emergency Medical Services

Dispatch

2/93

Jask
Verify Mass Casualty Inctdent and

its Jocation, dispatch inttially
requested units.

If EMS Dispatch is advised that
hazardous materials are involved
in the incident, IMMEDIATELY
notify all responding agencies.

Notify BOEC supervisors, adjust
staffing pattern, inform law
enforcement dispatch. 7



First arriving ALS Unit

2797

Task

'_ Relay incident information to Regional
‘Hospital. :

Broadcast Incident and frequency

-information to all on-1ine EMS units.

Put air ambulance services on standby.

Call all ground ambulance companies
and have them put all available units
on the air for potential response.

Notify the EMS Office.

Monitor the operattons frequency and
dispatch addittonal EMS units per
request of the Medical Branch Director
or Incident Commander.

Cancel ground and air ambulances per
request of Medical Branch Director or

‘Incident Commander.

Advise Emergency Medical Services
Dispatch of the following:

This 1s an MCI.
The exact location of the incident.

The type of fncident (transportation

accident, fire, explosion, etc.).

Environmental conditions (hazardous

materials, extreme weather, etc.).

Number of ALS ambulances needed.

Immediate danger zone.

'Assemny area.

Recommended routes to and from the
scene.

Approximate number of patients.



Position
First Fire ALS Unit

‘Medical Branch Director

* Triage Group Supervisor

2/93
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Provide the Medical Branch
Director and Triage Group
Supervisor.

Distribute the identification
vests and task cards to the
Transportatton Group Supervisor,
Communication Group Supervisor,
Triage Group Supervisor, and
Medical Branch Director.

Provide triage tags.

Provide color coded tarps or
markers for treatment areas.

Coordinate ALL on-scene EMS
activity.

Ensure that EMS Dispatch gets
pertinent incident information.

Appoint Trigge Group. Supervisor.

Order ambulances, as needed, per
Communications Group Supervisor.

Coordinate all EMS activities with
Incident Command.

Order additional resources for
Medical Branch (manpower, buses,
medical supplifes, Red Cross,
Medical Examiner, etc.).

Delegate establishment of air
ambulance Landing Zone (LZ).

Constantly assess performance of
group supervisors and make
personnel changes 1f necessary.

Perform rapid triage.

Estimate number of patients and
type of injuries, f.e., Head,
peds, OB, Chest, Burns, Radfation,
HazMat.



-Flrst ALS Ambulance

Medical Communications Group Supervisor____

Task

Give this information to the
Medical Branch Director and the
Communications Group Supervisor.

Go ﬁack. start "tagging" patients.

Confer .with Medical Branch
Director to establish extrication
teams.

Ensure that no unnecessary
equipment is brought into scene
where patients are located.

Move pattents to treatment areas
as soon as possible.

Provide EMT 4 Transportation Group
Supervisor and EMT 4
Communications Group Supervisor.

Establish communications with
Reglonal Hospital on Mednet 1.

Designate the Ambulance Assembly
area. Relay location to Medical
Branch Director.

Start MCI log, using information
from the Triage Group Supervisor.

If necessary, designate a
communications assistant to assure
an organized fiow of information

from scene to Regtonal Hospital. -

Request additional ambulances,
including BLS ambulances, If
needed, via the Medical Branch
Director.

Keep a unit ready for loading in

the Loading Zone at all times.

“As soon as a unit 1s ready to -

2/93

transport, tell Reglonal Hospital
the number and type of patients on
board. Regional will determine
unit destination. :

10



Medical Transportation Group Supervisor____

Treatment Group Supervisor

2/93

Jask

Inform loaded ambulance of its
destination, ensure tts safe
departure, and {mmediately request
another ambulance to move in from
the staging area to the loading
Zone.

Establish patient treatment areas
after conferring with the Medtcal
Branch Director regarding location.

Establish patient loading zone.
Constder proximity to treatment
area and ambulance approach and
exit routes.

Assign patients from tfeatment
area to ambulances.

Supervise the number and priority
of loading of patients.

As soon as patients have been
loaded, tell the Communications
Group Supervisor the ambulance
unit and number/type of patients
on board. (Head, Peds, 0B, Chest,
Burns, Radiation, HazMat, etc.)

If extra medical equipment is
needed, request. from the Medical

Branch D1rector

Do not aIlow patients to stack
up”-in the loading zone.

If necessary, delegate the loading
of ambulatory patients into buses.

Coordinate all activities 1n the
treatment area with the
Transportation Group Supervisor.

Organize treatment areas and order
additional medical equipment and

_manpower through the Medical
‘Branch Director.

Maintain contact with Triage Group

. Supervisor. WAccept patients into

treatment areas.

11



Additional Arriving Ambulances

Additional Arriving Rescues

Alr Ambulances

2/93

Task

Provide BLS care to patients. ALS
care may be possible later in the
tncident when resources allow.

Identify the order in which
patients are to be transported.

Keep the treatment area as secure
as possible.

If ambulatory patients are loaded
onto buses or grouped together in
one location, attempt to provide
secure access and egress points
(so patients or their parents do
not leave the scene). All
gat!ents triaged must be accounted
or! -

Go to the EMS Assembly Area and
remain with your vehicle.

Report your arrival to the
Communications Group Supervisor.
(EMS Assembly Area Manager 1f one
has been designated.)

Load patients as assigned by
Transportation Group Supervisor.

Transport to medical factlity as
assigned by Communicattons Group
Supervisor and provide patient
care enroute.

Respond to Sfa§1ﬁg Area.

Report arrival to the Staging Area
Manager; wait for assignment.

If assigned as an ambulance,
report to EMS assembly area and
remain with your vehicle. On
arrival, i{nform Communication
Group Supervisor (EMS Assembly
Area Manager if one has been
designated.) ‘

Switch to predesignated operattons
net for instructions and landing
zone location and remain with your
aircraft after landing.

Load pattents as assigned by
Transportation Group Superv%§gr.



Regional Hospital

Medical Examiner

' Incident Commander

Law Enforcement

- Fire Service

2/93
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Transport to medical facility as '
assigned by Communications Group
Supervisor, :

Establish contact with
Communications Group Supervisor.

Initiate HEAR System "All1-Call"
and relay informatton to others on
emergency notification 1ist.

Coordinate patient information
between field personnel and
receiving hospitals.

Coordinate transportation ,
assignments from .incident site to
hospitals.

Upon fequest. provide medtcal
direction ¥n case Medical Resource
Hospital communications fail.

Direct tagging of possessions and
preserve conditions at the scene
for investigative agencies.

Direct removal of the deceased
from the area, and coordinate
morgue activities.

Oversee -and manage all on-scene
incident operattons.

Coordinate with Incident Command.

Perform on-scene operations and
tasks according to agency
procedures and Incident Command -
Directives.

Coordinate with Incident Command.

Perform on-scene operations and
tasks according to agency

procedures and Inctdent Command

directives.

13



B. Level II

An incident exists where the number or MCI-dedicated ALS ambulances has
reduced the avatilable ALS ambulances within Multnomah county to the minimum
coverage level 3 established by Multnomah County Administrative Rules.

Posifion Jask - In Addition to Level I
BOEC Request out-of-county ambulances
' as directed by Medical Branch
Director.

C. Llevel II1

. An: Incident exists where the number of MCI-dedicated ALS ambulances has reduced the
available ALS ambulances within-Multnomah County to an EMS Coverage Level of O.

Position - | Jask - Xn Addition to Level II
A1l Agencies ' -Increase support according to magnitude
: i . - of {ncident. -

Coordinate arrival and dispersement of
additional manpower and resources with
Emergency Center and Incident Command.

Notify the City/County Emergency
Management Office.

2193 | . 14



EMS Structure

- ICS: Incident Command
_ Operations Staging Area
Section Chief Staging Area Manager
* EMTs, Nurses, PAs,
Physicians*
* Ambulances/Rescues
EMS: Medical Branch q::ﬁ::frlesnli”.ﬁ“ "
Director
~ {Fire}
Triage Group Communications Group Transportation
Supervisor Supervisor Group
{Fire) (Ambulance) (Ambulance)
Treatment Group EMS Assembly Area
Supetvisor Assembly Area Manager
(if needed) {if needed)
(Fire) (Ambufances)
* Staffed Ambulances*
* Air ambulances

~ *Alloff-duty EMS personnel who arrive ot the scens will repart only to the Staging Area,

K needed, they wifl be asked to respond to a given person and for area by the

Staging Area Manager snd be given visible identification.



Medical Branch Diagram

(Example}
+ + | ¢ EMS Assembly Area
- (Assombly Area Manager)
44
- - |
Pgﬁent < Helicopter
Loading Zone l Landing/Loading Zone**
_ - Transportation —
4 | - Group Supervisor
(Treatment Group _
Supervisor) , * | Regional
| Communications | Hospital
" Red Triage Group Group s‘"ll”“?‘“
Yellow Supervisor
Green
Black -
Secondary
Triage*
Medical Branch «
T Director - . .
t : Staging Area
. ¢ Staging Area Manager
- Incident (Operations *EMTs, nurses, PAs,
| Section Chief) Physicisns
-mlpmesmucues
I « Medical supplies and
equipment
~ 1Incident

Commander

¢ Diagram indicates needed triage aress. Actual designated sitas will vary.

** Healicopter landingfloading zone should be plsced away from areas of patient care,
Actual placement will be determined by where the heficopter can land.

1£




Communications* |

911 Dilspamll
. Dispatch Net
(MedNet 10)
|
En Route
(Med'Net 1)
On 'Srte
Operations Net Designated Fire
{MedNet 1) Operations Net
" Incident Commander
(Operations Section
Chief)
Medical Branch Director | Medical Branch Director
(mositur {Medical Treatment
_ Group Supervisor)
Medical Communications
Group Supervisor
'Regional Hospital
. BLS Ambulance Medical Triage
ALS Ambulance - Group Supervisor
Fire Rescue (Extrication
| Team Leader)
Air Ambulance | o

*Who has what bhanne!s.

17



Patient Flow

HotZone

ot~

- Primary Triage -
((evaluated and tagged)
Black Red Yellow - Green
Priority-0 ’ Priority-1 , Priority 2 Priority-3
_Deador - cml: | Nowtde Ambll
Terminally cal on-Lriuca ulatory
injured . \ _ o
| ] A4
: v '
T R E AT M ENT
Re-assessed —» | (Secondary Triage)
v
Medical v
Examiner | o ~ Transport
v
Hospital

When & vehicle is available for transport, treatment shall shift
from on-scens to treatment during transport.

Keeping on-scene time to & minimum consistent with good
patient care is the goal.

18
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ATTACHMENT I
 HAZ-MAT
SPECIALIZED RESCUE



§ I it

. MAB Approved
11/10/89

HAZARDOUS MATERTALS -
Purpoce: 2 o B

Paramedice may be first on the scene of 2 hazardous materials situatjon
because of chorter response time or no koowledge of dispateh that harerdoug
materials are involved. ' This protocol is intended to guide paramedics who do
Bot mormelly function in harardous materials scenes. )

1f the scene you are responding to is a known or Euspected (based ogn
information from dispatch) hazardous materials situation etaje and wait for
th‘,hn:nrdous materialc porig@aol,i;'" o

When you bhave arrived at the scene and £ind out during ecene assegsmert that
hazardous meterials are involved stage and walt for the hasardous materiaig
personnel, . '

All scenes (MVa, Iadu:t:igl. etc.) should be considered as'beiag & potential
hazardous materials situation, The tollowing'lpptonch-ptocodurc should be
used: BN '

. T - L) .- R - .2 .

Procedure:

I. Approach

[ DT Ca e a e w -,
SN YY - =i EEIFEEE A s 0 Y

A. Al) gcenes:

1. Utilize 6‘cgutionarf,npproggp_at.all times,
2. The reported location may be inggcurate:and response into a
. contaminated srea might occur, . > " : .
3. Approach upiind'and'upggadé if 'possible. If unable to approach
.from_upwind]upqrnde,fapbroaph at 0% "to wind/grade if ‘possible
) .‘.bwith lafetyin mind...--.q.'-,_:.u- ,.:..-..... ‘:;.';... ..--:....-' -—-I:I,‘....:.“. ,::_.. .. -..-.4: A ade -
. 4.  Position vehicle well eway trém_ﬁqoblcmﬂind:haadod”nﬁdy”trom
" . incident. - ﬁ':'.,;-:;f,,ffx,‘:i_vf' T e
5. Communicate your  actions or iatended actions to EMS Diepatch.
6. Remember: Contaminated and/er -exposed response perconnel may . .
add to the overall Problem and reduce their effectiveness to -
help. ) ce ST T

L A . LY

B. If st any tipe_yég_gu:ggg;;a bazardous é§;c;ini§,¥itua£;ohzﬂi;“ .

1. If first-in rcépqndeé. confirm that fire and police have been
notified, :

2. If you are a firgt-in responder, first priority ié'ccqpe "
isolation. XEEP OTHERS AWAY! KEEP UNNECESSARY EQUIPMENT FROM
BECOMING CONTAMINATED, - L . . o

3, 1If you believe that You or your vehiqle.are.contaminuted stage

- in &n dsolated area, "7t T o i TLTLCTITAARRRES

(5610E/p/1)



TO:

FROM:

DRAFT

PORTLAND BUREAU OF FIRE, RESCUE & EMERGENCY SERVICES
INTER-QFFICE CORRESPOMDENCE
{FOT FOR MAILING)

April 13, 1993

Whom It May Concern

Lt. Dennis Gale

BUBJECT: Specialized Rescue/EMS Services Provided by Portland

iI.

Bureau of Fire, Rescue & Emergency Services

HIGH ANGLE RESCUE

High angle rescue incidents are handled by specially trained
and equipped units stationed in strategic locations
(stations 1, 22, 19 & 41). 1In addition, all of those
stations have high angle rescue trained fire
fighter/paramedics that. provide medical care at the

_incidents.

CAVE IN RESCUE

Cave in incidents are handled by Squad 1 (specially trained
personnel) using Trench Rescue 1 (special cave in

equipment). These units are preceded by PFB 1st responders
and PFB fire fighter/paramedic units knowledgeable about '

-cave in rescue techniques.

III.

WATER RESCUE

'Specialized water rescue is providgdlby Péftiand Fire'S‘biVe'

Rescue Team. This specialized 30 member team is supported

'by PFB first responders and PFB fire fighter/paramedic

units.

HAZARDOUS MATERIALS INCIDENTS

Hazardous materials incidents are handled by Haz. Mat. 23.

'This regional Hazardous Materials Team is assisted by

specially trained Haz. Mat. paramedics from Haz. Mat. Rescue

41. ‘




VI.

VII.

EXTRICATION

Extrication is normally handled by one of ten PFB truck
companies stationed in strategic locations. 211 extrication
incidents require a PFB ALS unit (medical care) and a PFB
engine company (fire safety).

SPECIAL POLICE OPERATIONS (S.W.A.T. TEAMS, Etc.)

Medical care at special police operations isg handled by 12
specially trained fire fighter/paramedics. These
"S.E.R.T./Fire Medics" received their specialized training
from Portland Police Bureau’s Special Emergency Response
Team.

SPECIAL RESCUE INCIDENTS )
Special rescue incidents (elevator rescue, etc.) are

normally handled by PFB Squad 1. This unit has received
specialized training in these areas. .



ATTACHMENT J N
SEARCH AND RESCUE PROTOCOL



SEARCH AND RESCUE {SAR)

" Incidents that 6ccur in "back country” or wildemess areas often involve extended
response times, specialized IB‘eﬁ;r:mnel and extrication equipment; non routine
procedures for dispatch of EMS resources may need to be used.

Always notify the Sheriff's Office of any incident that occurs “on a trail; during a
hike or ¢limb," or other similar outdoor events. Per ORS #401.066, the Sheriff's
Office is in charge of ali Search and Rescue incidents, and is responsible for
notifying, organizing; and using appro&iate resources, such as the RAT Team
through Buck Medical Services, the 304th Air-evac unit, etc.

There is no need for an ALS ambulance to standby at a trail head waiting for a
wilderness rescue team to extract a Fatient. An MCSO/SAR Officer at the scene
may advise BOEC to have the initial y dispatched ambulance go back in service
- until the patient is prepared for transport; at that time the MCSO/SAR Officer will
request the dispatch of appropriate transport.

RESPONSIBILITY: ACTION:

Calltaker 1. Process the call for medical and law enforcement
’ -response. L

- 2. Identify the need for MCSO/SAR notification when
the incident type and location is verified. .

3. Attempt to ascertain any access problems or
unusual incident circumstances or hazards and
include in the MISC. INFO.

4. Ensure that the MCSO District Officer and the
- MCSO 8hift Sergeant have been notified. MCSO is
in command of all Search and Rescue incidents.

5. Complete the call per BOEC policy.

EMS Dispatcher 1. Contact the appropriate first responder agency.
NOTE: Certain areas in East County have no EMS
first responder services (unusual MSAG info should
be in call MISC. INFO.) _ ‘

2. Dispatch the-amopriate units.
NOTE: The Buck Ambulance RAT team may be

activated for response in Multnomah County ONLY
on requested of the Sheriff's office

3.350 5/92
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Dispatdh Coordinator

"~ Incident Command

3. Advise all responders to contact the MCSO

District Officer or SAR Coordinator as soon as
they arrive on scene. :

4. Contact or dispatch additional EMS
resources when requested by the MCSO

~ District Office or SAR Coordinator

1. Monitor alf activities associated with
the incident.

2. Advise all net dispatchers of NET-5
closure for SAR operations, as
required.

3. When Search and Rescue is
requested, make appropriate
notifications. ‘

1. If "command" requests a delay in
dispatching an ambulance, ground or air,

. (while the SAR team reaches, stabilizes,
- packages, and extricates the patient)

command is then responsible for contacting
EMS Dispatch for dispatch of an appropriate
transport unit.

2. Decisions about appropriate
transport units should be made in
consult with available medical resources

~at the scene.

24



ATTACHMENT K =
DISPATCH PROCEDURES
TRIAGE GUIDE



o MULTNOMAH COUNTY
EMERGENCY MEDICAL SERVICES
TRIAGE GUIDELINES

" PREARRIVAL INSTRUCTIONS

* These Triage Guidelines are to be used by ALL licensees in Multnomah County. Any call for emérgdncy
" medical assistance MUST be triaged by these standards. Any response other than 0, as defined herein,
will be referred to EMS Central Dispatch per Rule 631.320 (Subsection B and F) and Rule 631.330

(Subsection A).
No licensee or EMS dispatch agency may downgrade the response as required by these standards.

Any request for medical assistance which requires an ambulance in thirty (30) minutes or less MUST be
triaged by these standards. ‘

When in doubt, use your judgement and upgrade the level of response: _
REASONS FOR ANY DEVIATIONS IN TRIAGED RESPONSE LEVEL MUST BE DOCUMENTED. .

* « The use of the masculine or feminine pronoun, within text, is not meant to be gender specific

('rhis document available from:
Multnomah County EMS Office
426 SW Stark Street, 9th floor

Portland, Oregon 97204
(503) 248-3220

\[Onph.icml}nit] _ J

Exhibit “C”
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1. Whatis happening ?
2. Conscious ?

3. Breathing?

4. Age/Male or Female 7

CARDINAL QUESTIONS — ALWAYS ASK!

BREATHING CHECK: Place your ear next to his/
her mouth & nose and look toward the chest. Can{
you feel or hear any air movement? Is there fluid.
bubbles or anything else in the mouth or nose? Dy
you see the chest or stomach moving? Place your
hand on his/her stomach. Can you feel it rising or
falling?

PULSE CHECK: See Additional Information. *

RN

UN 1 -Unconscious, not breathing
-Unconscious, not known if breathing -
-Unconscious, abnormal or possible agonal breathing

-UN 3 -Unconscious, breathing normally

-Now conscious and breathing (if with difficulty, see BREATHING card)

1  CARDINAL QUESTIONS

892

* PULSE CHECK: Child/Adulf: Place your index and middle finger into the groove next to his/her Adam’s
Apple. DON'T PRESS TOO HARD! Feel for a pulse for S seconds.

Infant:

AGONAL BREATHING:

SIGNS OF SHOCK:

IF TRAUMA: Pre-Arrival:

Place your index and middle finger over the baby's left nipple.
DONT PRESS TOO HARD! Feel for a pulse for 5 seconds.

Gasping, ineffective breaths that often occur at tﬁc time of Cardiac Arrest.
The caller may describe the person as "breathing funny, breathing weird,
gasping, making funny noises, etc,”

1. Confused or sleepy ? ( Key Question )

Other signs of shock are listed below and should be used as determinants
when volunteered by the caller or are covered by other key questions.

2. Skin feels cool and moist

3. Pale or blue skin color

4. Nausea and/or vomiting

5. Dizzy or faint

“Don't move him!! If you must, try to keep his head and neck from
turning or pulling, to prevent further injury.”

1 CARDINAL QUESTIONS ' 8/92
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SRREER AR

] " Chest Pain S § N ) e
! { 2 ﬁloody or “coffee-ground” vomitus ? | If‘."’mi‘i"g OF Bausea is present, tum on side.
o 3. Confused or sleepy ? ' / K signs of shock or fainting present, ay down flat
4 Dizzy or feeling faint 7 and raise legs.
S§.  Rectal bleeding ? Dark, tarry stool 7 No food or drink.

4 * Refer to Chest Pain Card

AB 3 -Vomiting bright red blood or dark “coffec ground” substance
-Signs of Shock (confused, sleepy, dizzy, faint, etc. . )
-Rectal bleeding/dark, tarry stool : _
-Any female of child-bearing age (13-50) with abdominal pain and/or bleeding .

~2 ABDOMINAL COMPLAINTS - . ' 8/92

-~

“Coffes ground” vomitus is partly digested blood from chronic internal bleeding.

Life-threatening causes;

. -Ectopic Pregnancy

-Perforated or bleeding ulcer - - . -
-Ruptured spleen or liver

-Abdominal aortic aneurysm _
-Myocardial Infarction (M.1) [May simulate heartburn]

*Common causes:
-Flu
-Appendicitis ' '
-Pelvic Inflammatory Disease (P.LD.)
-Bowel Obstruction
Gastritis _ . )

2 ABDOMINAL COMPLAINTS | 82
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1. Difficulty breathing ?

2.  Difficulty swallowing, swollen tongue ?
3. Confused or sleepy ?

4. History of allergic reaction ?

§. Suspected cause of symptoms ? :

If signs of shock present, lay panent down and raise ley
.- (if this does not compromise breathing). {

If difficulty breathing, place in position of comfort.

If necessary, refer to appropriate sequence card for
airway, breathing or CPR instructions.

If nausea or vomiting present, refer to Vomiting/
Nausea cand.

AL 3 -Difficulty breathing
-Swollen tongue -
-Signs of shock
-Previous history of severe reaction
AL 9/0  -Bites and stings with local reaction (excessive swelling at site)

-Rash and/or itching only

3 ALLERGIES / HIVES / MED REACTIONS

Allergy signs/symptoms:
-Rash
-Itching
-Difficulty breathing
-Anaphylactic shock
-Abdominal pain
-History of allergic reactions in the past

Probable causes of allergic reaction:
~-Medications - Penicillin most common

~Radiology dyes

-Bee, wasp, yellow jacket or homet stings
-Seafood (mainly shellfish)

-Nuts '

3 ALLERGIES / HIVES / MED REACTIONS . 8/2
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1L - Loéaiion of bite ?
2. Difficulty breathing ?

3.  Uncontrolled bleeding ?
4. Confused or sleepy ?
s, Type of animal ? Whereisit ?

.
AN 1 -Bitten on face / neck / chest
AN

3 -Difficulty breathing
~Uncontrolled bleeding
-Signs of shock

AN 90  -All others .

Always notify Animal Control and, if animal still on scene, send Police.

If signs of shock present, lay patient down and raise legs (if this does
- not compromise breathing). ‘
Hdiﬂifultyhﬂdﬁ?;.plmhpuiﬁmofmfm*
If bleeding, apply and muintain direct pressure to wound site.**
Try to keep the animal in sight or watch where it goes, WITHOUT
ENDANGERING YOURSELF, -
* If nocestary, refer to appropriate sequence card for sirway, breathing
-or CPR instructions.
s [f necessary, refer to Bleeding card.

4

4 : ANIMAL BITES

8/92

Use your judgement, upgrade if necessary (consider what happened and current circumstances).

4 ANIMAL BITES

8/92




1.  Weaponor assa.aﬂant still there ? ‘ :zg&dn:th?;mi" "YI p‘“’| “:)d“’“ and raise legs (if
2. Type and location of wound ? 1f difficulty breathing, place in position of comfort.*

3. Difficulty or pain in breathmg ? | Ibleeding, apply and maintain direct pressure to wound
4. Bleeding ? ' site.**

s, Confused or sleepy ? * If necessary, refer (o appropriate sequence card for airway,
6. Abnormal behavior/loss of consciousness ? | ,, breaung fgz‘f:g“"“l s

If appropriate, advise medical respondcrs to stand by until Police advise regarding scene safety.
AS 1 -Penetrating wound, GSW, stab wound

AS 3 -Location of wound unknown
-Difficulty breathing
-Excessive bleeding
-Signs of shock
-Blunt trauma to head or trank with abnormal behavior or loss of consciousness

AS  9/0  -Minor lacerations or bruises / all others :

§  ASSAULT/RAPE/GSW/STABBING - 8/92

If medical units are staging, have Police advise when scene is safe for medical entry.

Central penetrating wounds (head, neck, chest, back, abdomen ) are more serious than extremity wounds

Crime scenes:
Leave evidence undisturbed if possible ( weapons, tracks, etc.)

Rape: . .
Suggest that victim should not wash clothes/self before evaluation and investigation. -

5 - ASSAULT /RAPE / GSW / STABBING - gm2




1. Arcthere any other sympto;ns ?
2.  Recentfallortrauma7*

s, History of similar back pain ?

‘Recent Fall, Trauma or Chest Pain — also refer to appropriate card

BK 3 -Signs of shock
-Non-traumatic back pain in patients over 40

BK 0  -Allothers

If traumatic cause, don’t move him!! If you must,
try to keep his head and neckfromtummgor
 pulling, to prevent further injury.

3. Chestpain?* * If signs of shock, lay down flat and raise legs (do
4.  Confused or sleepy 7 ' f;;:nr;x)se legs if pain was caused by traumatic

If vomiting, refer to Vomiting/Nausea card.

6 - BACKPAIN

8/92

Non-traumatxc causes:
-Muscle spasm
-Aneurysm
-Kidney Stones
-Kidney Infection
-Vertebral disc disease
-Pancreatitis
-Myocardial Infarction

Traumatic causes:
-Fracture of ribs or spine
-Strained back
-Ruptured disc

6 - BACKPAIN

8/




vy

A Ay

2. Medications/Possible OD/Alcohol ?

. 6. Past psychiatric history ?

*ALWAYS SEND POLICE ON BEHAVIOR PROBLEMS*#*

BE 3 -Abnormal behavior and head injury within past 24 hours
~History of diabetes, scizures, drug abuse or overdose
(if suspected/confirmed overdose or DTs, refer to Overdose card)
-Patients over 40 with no known psychiatric history '

Police to advise if:
-Violent with no obvious mcdzcal problems
-Threatening suicide (notify FAD if specialized rescue mxght bc needed — bndgc, Jumper,
water (also consider River Patrol)).

1. Is patient violent? Suicidal? Any weapons ? - Did you sec any Medic-alert tags? (neck, wrist, ankler

If first-hand (victim on phone): keep on line if poss:bl

3. Head injury or trauma in past 24 hours ? ‘
4. Headache ? (see Headache card) H second- lr’va;‘dw'ﬂfn‘:;u‘:nmcfm o
5. Hls;;ry 01; diabetes, seizures, drug abuse or -Protect victim from self (if possible to do so safely),
Vi r :
overdose ~ BEWARE OF ATTACK!

7 BEHAVIOR PROBLEMS .

8/92

Possible causes:
-Suicide attempts / threats
-Drug abuse / withdrawal
-Alcohol abuse / withdrawal or DT's
-Emotional and/or hysterical reactions
-Psychiatric problems
-Shock (acute or delayed)
-Liver or kidney failure

NOTE: Serious medical problems such as insulin shock, severe hypovolemia, hypoxia,
delirium tremens (DT’s), overdose, etc. often cause behavioral problems.

Behavior problems in persons over 40 without prior psychiatric history must be
assumed to be medical in nature.

NOTE

7 BEHAVIOR PROBLEMS

8/92




‘ Y o ' ' nm‘mﬁ:mmm'tﬁwimszummmwwkup
1. How injured ? his bead and neck from turning or pulling, to prevent further injury.
2. Area bleeding 7/ Still bleeding ? 1 wmdkﬁwﬁrmmmsm
- 3. Spurting or flowing (oozing) ? h m";, fails, memwh(,,_ ra *ppear broken). If direct
4. Confused or sleepy ? | From head/trunk: mdlymbewnmﬂedmﬂ:;mﬂcdnum
5. Dizzy or feeling faint ? . N, SeOCK: lay vt dovm, rais legs.
nostrils, pnumlemfotwud(mpm'au
swallowing/aspinating blood)

BL 3 -Critical (see ADDITIONAL INFORMATION section)
-Possibly critical (see ADDITIONAL INFORMATION secuon)
-Large laceration or sxgmﬁcant bleedmg

BL - 9/0 -Notcritical

8"  BLEEDING | | : , 8/92

“‘Types of bleeding:  Arterial vs. Venous ~ Control: First, direct pressure/elevation
Internal vs. External Second, pressure points *

In most cases, external bleeding is not as serious as it may seem. Bleeding is often over-treated instead of-
locating and treating more serious but less obvious injurics including simple airway problems.

AMPUTATION: Control bleeding (direct pressure, elevation/pressure points). Locate part, wrap in clcan dry
cloth or plastic, keep cool. Do not place part directly on ice/in water.

CRITICAL EQSSIB.LY.CRIT.IQAL HQ.bLEBﬂICAL

- Neck Nose

-Qroin Abdomcn , Mouth
Chest : Back Hands

- Rectal Arms Fingers
Vomiting/coughing up ‘Legs , Buttocks
Uncontrolled Scalp o _Feet .
Spurting (At any location) ) Urinary : Toes
Sign of shock Vaginal ** Tongue

* Arms - Brachial Artery : Inside upper arm, just below armpit, PRESSURE POINTS:

Legs - Femoral Artery: Halfway between groin and hip, on crease of leg.
*# During Pregnancy, ;gfer to Pregnancy card.

8 BLEEDING | o | 8/52




- Choking — can victim speak ?

Pale or blue skin color ?
Chest Pain ? (Refer to Chest Pain card)

If alext and breathing, keep in most
comfortable position.

If choking or airway obstruction gr blue skin color
or unable to speak: refer to appropriate sequence
card for airway, breathing or CPR instructions.

BR 1 -Choking or airway obstruction
-Inability to speak
-Blue skin color
BR 3  -Difficulty breathing ) .
" -Known foreign body ingestion with normal breathing and difficulty swallowing
BR 0 -All-others
9 BREATHING DIFFICULTIES / CHOKING 892

Causes of breathing difficulties:

-Foreign object obstructing airway

-Asthma _ .
~Pulmonary Embolus (blood clot in the lungs)
-Congestive Heart Failure (CHF)

-Acute Pulmonary Edema (fluid in the lungs)
-Severe allergic reactions

-Emphysema (chronic lung discase)

Bfeathing problems can be secondary to:

-Stroke (CVA)

-Diabetic problems

-Seizures (febrile or epileptic)
-Cardiac Armrest

-Overdose

«Trauma

BREATHING DIFFICULTIES / CHOKING

g2




1. Isanything still burning ? mmkmmuﬁmdomwmukmmkmmm

2. Causeof bun ? L Remove victim from smoky area (IF SAFE).
Chemical:confermceniti FAD | SRS A0 G S
Electrical: refer to Electrocution card " Do not break bum blisters. '

3. Extent of burn ? _ 7 qudchenmlm flush immediately with water umtil 15t

4. Confused or sleepy ? ‘ Brushoﬂ" dry chemicals. -

§. Difficulty breathing ? HngkﬁemeWMfwmw.m

BU 3 -Electrical or chemical burn .
~Greater than 20% burs for adults, 5% for children USE YOUR JUDGEMENT
-Difficulty breathing IF IN DOUBT, UPGRADE!
-Signs of shock
-Facial Bumns

-Second or third degree burns to hands/feet/joints (especially infants or children)
BU 4  -ALS Ambulance C-1 standby, per Fire Service request
BU 9/0 -Allothers
# NOTE: IFFIRE INVOLVED, NOTIFY FAD - EVEN IF FIRE APPEARS OUT

10  BURNS | . - 8/92

Types:
-First Degree (Sunburn)
-Second Degree (“partial thickness™ = blistering of skin)
~Third Degree (“full thickness” = damage to all skin layers)

Approximating extent:
~“Rule of Nines" (Diagram), large areas
-Surface of victim‘s palm approx. 1%

Special problems:
-Bums of face, hands loss of function, airway problems

-Smoke inhalation: airway problems

-Electrical Burns: electrical danger, associated fractures
" <Chemical Burns: contamination/hazmat

-Radiation Burns: contamination/hazmat

MAKE SURE FIRE IS OUT !

t PP e : £/92

10 BURNS




1. ChestPain? | mgc;lm in a comfortable position (often scrmé_“
2. Difficulty breathing ? . - ) '
3. Pale or blue skin color ? : { Loosen collar, necktie, etc.

4. Nausea or Vomiting ? : * If necessary, stay on phone with potential rescuer——
§. Cardiac History ? CONSIDER beginning discussion of CPR

6. Abnormal heart rate (If_v olunteered) If pausea/vomiting, refer to Vomiting/Nausea card.

CH 1 ~Chest pain with 2 or more of the following:
* - Difficulty breathing
- Pale/blue skin color
- Nausea and/or vomiting
- Cardiac history
- Abnormal heart rate

CH 3 -Chest pain only (or with 1 of the above)
-Abnormat heart rate without chest pain

CH © -«All others

11  CHEST PAIN/HEART PROBLEMS / HEART ATTACK

Critical problems: | Non-Critical:
*-Heart Attack:(Myocardial Infarction: “M.I") -Pleurisy -Hiatal Hernia
-Ruptured thoracic aortic aneutysm -Pneumonia -Hyperventilation
. -Esophagitis -Viral illnesses
Potentially Critical problems: . . - '
" -Pulmonary Embolus: HEART ATTACK: Substernal chest pain often
Blood clot in lungs described as tightness, constricting band, crushing,
~Pneumothorax: “like someone is sitting on my chest”. Possibly
) Air outside of the lungs within the radiating pain to left arm, jaw, neck, or back.
chest cavity -Sweating (diaphoresis)
-Pericanditis: -Nausea, “heartburn”, “indigestion”
Infection of the sac around the heart -Angina which is unusually severe or has not abated
-CHF (Congestive Heart Failure: with self-administration of Nitroglycerin. '
“pump failure™)

*Heart Problems” range from old rheumatic fever to benign congestive heart failure, from angina to "heart

attack™ (a non-specific complaint but a common one). Try to obtain symptoms which accurately pinpoint the
problem. Often victims deny or fail to recognize symptoms of real heart attack. Listen for any of the above ¢

similar descﬁpﬁ_ons.

8/92

11 CHEST PAIN /HEART PROBLEMS / HEART ATTACK



1. Alert? (Able to talk normally ?)

" 2, Taking Insulin 7 (Was it taken today )

3. Violent?

DI 3 -Unconscious or confused
-Violent (send Police also)

DI 9/0 -All others

Did you see any Medzc-alen tags (neck,

wrist, ankle)? , ,
If patient can sit up and hold a glass glone, suggest a
glass of juice, sugar water, etc.

If unconscious or not arousable, refer to appropriate
sequence card for airway, breathing or CPR
instructions.

12 DIABETIC PROBLEMS

8/92

.NOTE: Level of consciousness is the key to determine appropriate pre-hospital response.

NOTE: Potential area for error is to confuse alcohol intoxication or DUTI with hypoglycemia.

INSULIN SHOCK / HYPOGLYCEMIA (rapid onset) -
Too much insulin has depleted the body’s available blood sugar. Since the brain’s only usable fuel is sugar,
it is the first organ at risk. This is a serious medical problem if the patient is not alert. May be confused
with alcohol intoxication. In insulin dependent diabetics hypoglycemia (flow blood sugar) commonly occurs
in late aftemoon (1600 - 1700 ; peak effect if insulin taken at 0800) or midnight (if 1600 dose of msuhn
taken ), especially if patient has not had adequate food intake.

DIABETIC COMA (gradual onset)

Unconsciousness or decreased level of consciousness secondary to the body’s mablhty to use available
blood sugar for fuel when sufficient insulin is not given. Without accurate history this problem may be
difficult to tell from insulin shock. (COMA is a state of unconisciousness from which the patient cannot be

aroused).
DIABETIC KETOACIDOSIS

Pre-coma state resulting from insuﬂ'iéicnt insulin. Unable to use sugar, the body burns its own tissue (fat,
muscle, etc.) The ketoacids produced (ketones) are “poisonous™ to the patient, making them increasingly

ill. This is not a pre-hospital emcrgcncy;

12 . DIABETIC PROBLEMS

8/92




T,

» I--Is victim still in water ? ‘ If diving or other traumatic injuries are suspected, instrat..
caller to avoid moving victim: try to keep his head a

2. T’_mc .un-dcr watcr ? ‘ neck from tuming or pulling, to prevent further injury.
3. Did victim dive into water ? If water was very cold or victim feels very cold, suspect
(I traumatic injury, refer to Traumatic Injury hypothermia. Refer to Heat/Cold card.
card for pre-arrivals) . If necessary, refer to appropriate sequence card(s) for

airway, breathing or CPR instructions

DR 1 -Unconscious with any of the following:
' ~ Not breathing
Unknown if breathing
Breathing abnormally or possibly agonal breathing

DR 3 -Still in water, precise location not verified
-Now conscious
-Unconscious, breathing normally

+ » Notify appropriate law enforcement agency for possible search &rescue e o
<Notify MCSO River Patrol for river incidents

13 DROWNING ' - . R8®>

Victims of cold water drowning can remain under water for long periods of time before death or brain damage
occurs. Cold water reduces the body’s chemical need for oxygen and slows the heart rate and metabohsm.
Immediate CPR may be neccssary when the victim is removed from the water.

Near-drowning in cold water is a type of hypothermia. In hypothermia, complsw recovery may occur although
the victim has been under water for one hour or longer. (A hypotherm:c victim should not be considered dead
unul he/she is rewarmed and is still lifeless).

_NOTE: BE SURE TO CONSIDER TRAUMA AS POSSIBLE CAUSE/RESULT OF DROWNING.

13 DROWNING R 8952
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1 - e " | BEWARE OF ELECTRICAL HAZARDS
™ 1. Source of electrical shock ? . . Do not move victim unless absolutely necessary. If you

{ . wmust, try to keep his head and neck from turning or
2. Is victim still in contact with electrical source ? pulling, to prevent further injury.,
3. Fell ? From how high ? i Do not touch victim if still in contact with electrical source.
4. s there a burn 7 (Refer to Burn card for .| Tum off electrical source if possible (fuse box, circuit

breakers, etc.) - DONT TOUCH ANY WIRES.

If necessary, refer to appropriate sequence card for mrway.
breaﬁung or CPR lnsuucuons

arrival instructions) .

T

EL 1 -Unconscious
-Status unknown

EL 3  -Conscious | \

14 ELECTROCUTION . ‘ - 892

g

Suspect Cardiac Arrest until consciousness and breathing verified.

Associated falls — Electrocutions occurring above the ground may result in significant falls resulting in injuries
more serious than those from the electrical current itself.

‘ Electrical burns are often deceiving in appearance as regards to severity. Internal damage from passage of
current through body can be substantial with few external signs of injury.

- Often entry and exit wound sites,

14 . ELECTROCUTION ' 8/




-

L. Type of problem ?

2. Foreign body or impaled object ?

3. Any other injuries or complaints ? (also refer to
appropriate card) ' '

" Lay patient down {
If chemical: flush eye gently with water until help arri-
(do not flush towards uninjured eye}
If trauma, do not irrigate eye
Abrasions: do not rub eye
Impaled object: do not touch or remove
If eyeball cut or leaking do not touch, bandage or irrigate

EY 3 ~Chemical exposure
-Impaled object, lacerations, avulsions, punctares, orbital fractures
~Violent mechanism of injury with potential for other head/neck injury
EY ~All others

15 EYE PROBLEMS

Contusions:
-Orbital fractures _
~-Hyphema (blood in anterior chamber of eyeball)
~Retinal detachment.
-Penetrating wounds of globe.

Burns:

" -Chemical : bases (lyes) are worse than acids
«Arc welding

-Flash

Contact lens problems

_-A lens can hold a chemical in the eye even with irrigation.

15 EYE PROBLEMS

8/92




S,

1. Canse of fall 7 | DON'T MOVE VICTIM' Ifyou must, try to kcep

2. Distance fallen ? o S : hxsheadandneckfromun'nmg or pulling, to
3. Confused or sleepy ? ) prevent further injury.
4. Dizzy or feeling faint 7 - ' Do not place pillow, etc. under victim’s head.

§. Any obvious injuries ? (also refer to
Trauma card)

6. Still down ? g Bleeding card).

FA 1 -Long fall >20 feet
-Requires rope rescue
-Signs of shock
-Status unknown
-Stll down

FA '3 ~Fall <20 feet
-Signs of shock
-Status unknown -
-Still down

FA 9 -“Invalid Assist” (Conference with FAD) .

‘FA 0 -All others

Don't treat unless serious bleeding present (refer to

‘16 FALLS

“FALLS" IS NOT A SPECIFIC DIAGNOSIS. IT COVERS MANY VARIED SITUATIONS.
INQUIRE FOR SPECIFIC FACTS.

F.]dcrly patients frequently sustain hip fractures when they fall,

A “ground level” fall (when someone is standing or sitting and just falls to the ground) may havé been caused
by a medical condition. Consider unconscious/fainting, seizure, stroke, etc. and go to appropriate card for

addmonal questions.

Oonsﬁer the potential for difficult extrication - industrial sites with catwalks. staircases, basements,
" construction sites. Advise FAD of need for additional resources.

16 FALLS

R 8/9:




1. Type of injuries ?

2. Number of victims 7 (consider MCI)

3. Is extrication necessary ?

4. Name of product ? (Spelling 7)

5. Are there product markings or labels ?

6. What is the source and quantity of product released ?

. acmmedlca.l crew/dispatch.

Do not touch victim or enter area unless the product
_ identified and appropriate protective clothing is wor,
IF NO DANGER TO RESCUER, remove victim(s)
from toxic environment and keep victim(s) isolated.
Establish specific location for someone to meet and
guide responding units to incident site. Advise caller

that there may be more than one unit arriving.

If source is a toxic or unknown substance, do not dispatch anyone yet - CONFERENCE WITH FAD AND
DISPATCH PER THEIR INSTRUCTIONS.

INFORM ALL RESPONDING PERSONNEL OF POTENTIAL DANGER, AND PROVIDE SPECIAL
INSTRUCTIONS WHEN AVAILABLE - If ficld personnel request air ambulance, mlay all HazMat info to

HM 9 -All others

HM 1  -Oncormorevictims - : ADVISEALLRESPONDERS TO STAGE UNTIL
CLEARED FOR ENTRY BY HAZMAT UNIT(S)

17 HAZARDOUS MATERIALS INCIDENT

Very small quantities of toxic substances can be fatal.

Contamination is often not visible.

NOTE: Personnel on scene should:

NOTE

e

Toxic gasses may be colorless, odorless, and tasteless {example: Carbon Monoxide). Signs/symptoms can range
from headache to unconsciousness: victim can present in any state of intoxication or altered mental status.

Anyone who handles a contaminated victim must also be decontaminated. | )

Remove as much of contaminating substance as possible from victim before transporting.

If possible, wrap contaminated victim prior to transport - to reduce contamination spread.
Notify MRH/Poison Control of nature of product as soon as possible.

Notify receiving facility of situation and wait for their directions before transferring patient.

HazMat team response or any appropriate increase in response level should be determined by FAD,

17 HAZARDOUS MATERIALS INCIDENT /92




Recent trauma to head ? (refer to Trauma card)
Any periods of unconsciousness, confusion or
behavioral changes ?

Suddenonset?

Speech or motor problems ?

Changes in vision ?

Is this the worst headache you veevcrhad ?

Make patient conifombic.
Reassure and keep her as calm as possible.

HE 3 -Periods of unconsciousness, confusion or behavioral changes

-Sudden onset

-Severe speech or motor problems
-Changes in vision

-Worst headache

0  -All others

HEADACHE

8/92

TYPES:
-Tension
-Sinus

-Migraine

-Cluster

-Meningitis ‘
-Subdural Hematoma
-Subarachnoid Hemorrhage

Since the brain is the organ of concern in victims with headache, changes in alertness, behavior, or speech and
motor function (paralysis, weakness) all indicate a more serious underlying problem.

Sudden, severe onset may also suggest a more serious underlying cause.

18

HEADACHE

8/




High temperature of victim 7
Skin dry, face red/flushed ?
Confused, acting strangely, staggering ?
Skin cold, clammy, sweaty ?
Muscle Cramps ?
Unresponsive 7
Frozen extremities 7-
" Confused or acting strangely ? .
Length of ime in cold ?

HEAT

COLD

pPUPEARUEPE |

HEAT :
HC 1 -High body temperature, skin dry or face red/flushed

-Confused, acting strangely or staggering
HC 3 -Skin cold, clammy, sweaty

. -Muscle cramps
HC ¢ -All others
COLD ;
HC 1 -Unresponsive
-Frozen extremities

HC 3  -Confused or acting strangely
HC 0 -All others

,

“Take victim out of sunlight/hot environment, (

Use cool cloths/wet sheets to reduce temperature,

Lie victim flat and elevate feet.

If vomiting or nauseous, refer to V/N card for instructions. -
COLD

Give nothing by mouth

Avoid excessive movement

Wrap with blanketx
anb:te;mnnmdmmmt-pmwctmjuredm

- DO NOT RUB or immerse in hot water. -

19 HEAT /COLD

8/92

-y

HEAT: If temperature has been taken, a “high” reading is greater than 102° F (38.8°C).

HEAT STROKE IS A PROFOUND EMERGENCY 1!

- very gently.
“Nobody is dead until they are warm and dead”

19 HEAT /COLD

Heat Exhaustion Heat Stroke
Mental State--—-- May be disoriented-——— Confused or coma
Temperature--—---- Normal or low Very high
~ Skin—- Cool, pale, moist Hot, red, dry
Puls¢---e——- Rapid, weak Rapid, strong, full
Treatment Cooling; Rapid cooling

COLD: Consider hypothcrnna in the elderly, the alcoholic and the patieht found outdoors, particularly during
the cold/freezing seasons. It is possible to become hypothermic in temperatures above freezing, indoors as
well as outdoors. Wet and/or windy envirooments increase risk.

Severe Hypothermia : Skm ice cold, rigid muscles, little or no heart sounds, May appear dead. Handlc

8/92




" 1. Specific traumatic injuries 7* Bleeding 7¢ | TURN OFF MACHINERY 1
2, Trapped /caught in machinery 7 _ Don’t move victim unless location increases danger, If
3. Fallen 7* _ o you must move him, try to keep his head and neck
. . . from tuming or pulling, to prevent further injury,
4 How.many m.!umd ? .. : Assign specific location for someone to meet and guide
*If necessary, refer to appropriate card. more than one unit ariving.

TR 1 -If extrication is needed
-If more than one victim

TR 3  -Kunknown type of injuries or unknown if extrication is needed
-Any industrial/machinery accident for which specific information cannot be obtained.

-20  INDUSTRIAL / MACHINERY ACCIDENT , , - 8/92

Generally will be a third party caller. L

It is very important to determine if extrication from machinery is needed.

It is often difficult to locate the victim in plants, warchouses, hold of ships,
construction sites, etc. — GET CLEAR DIRECTIONS

20 INDUSTRIAL / MACHINERY ACCIDENT 8/92




" i

‘DO NOT TOUCH VICTIM OR ENTER AREA UN'I"IL PRODUC
.- Difficulty breathing ? IDENTIFIED OR UNTIL PROPER PROTECTIVE CLOTHIN(f

1
WORN.
2. Confused or disoriented ?
. | IFNODANGER TO RESCUER, REMOVE VICTIM FROM T
3. Source of toxic substance ? ENVIRONMENT AND KEEP VICTIM ISOLATED
4, Howma.nywcnms? If necessary, refer w appropriate sequence card for sirway breathing or
NOTE: “Sniffing” glue, etc. is an Ovcrdosc CPR inswructions.
Amgnlpen.ﬁcloanmformmmmmdgmdempondmg unitg,
problem - see Overdose card. Advise caller that there may be more than one vnit griving,

« » IF SOURCE IS A TOXIC OR UNKNOWN SUBSTANCE, REFER TO HAZMAT CARD « «
+ » NOTIFY ALL RESPONDING PERSONNEL OF POTENTIAL DANGER AND PROVIDE SPECIAL
INSTRUCTIONS WHEN AVAILABLE « »

IN 1 -If f)atient has not been removed from toxic environment
-Unconscious or condition unknown.,
-Difficulty breathing or confused

IN 9/0 -Allothers : o
MULTIPLE VICTIMS : Consider activation of MCI plan.

21  INHALATION POISONING . : N 8/97

. Toxic gasses may be colorless, odorless and tasteless (e g- Carbon Monoxxde) Symptoms can rangc from
headache to unconsciousness and victim can present in any state of intoxication.

Very small quantities of toxic substances can be fatal.

21 INHALATION POISONING 8192




Whausmeremnthatyouthmkhehasamedmal
emergency 7

Did you see him fafl ?

Did you see him get injured or assaulted 7

Is he bleeding ?

Ishe moving ?

*Get a physical description of the pnuent“

MAKE EVERY ATTEMPT TO DETERMINE SPECIFIC
FACTS ANDREI-ER'IO'IH‘EAP?ROPRIATECARD

haun M

MN 9 -Unknown problem

' Did you see any medic-alert tags (neck, wrist, ankle)?

Look for and direct responders to the victim.
Inform caller that there may be a delay in response.

If necessary, refer to appropriate sequence card for
airway, breathing or CPR instructions.

Send CHIERS (W26) if patient located within their Central City District
Send Police if patient outside W26 area or W26 is unavailable.

If specific information is discovered after the call is dispatched, inform all responders and send additional
umts as needed. Add new information to the incident mmedaatcly M

22  MAN/PERSON DOWN

- 8/92

emergencies can “mimic” inebriation.

22 MAN/PERSON DOWN

“MAN DOWN" IS NOT A SPECIFIC DIAGNOSIS. IT COVERS MANY VARIED SITUATIONS.
INQUIRE FOR SPECIFIC FACTS.

Only one card in the Triage Guidelines asks if the caller/victim has ingested alcohol — the Overdoses/
Poisoning/Ingestion card. Information regarding a subject’s state of i mtox:canon may be offered by the
caller, but this info should not be used in determining response.

The intoxicated person may also have a legitimate medical emergency — calltakers should be wary of assummg
- that areportedly intoxicated person is “just a drunk™. Diabetes, head injuries, and other serious medical -

8/92




.,.“\

1. Confused or drowsy ? Gather medications / pill bottles, etc.

% H.::;dl: owamu??h ingested 1 ' If appropriate, or if caller is the patient, stay on linc
Alooho;] flfi’ngemd ? - with caller until help arrives. -
3. DT'sor withdriwal ? i If necessary, refer to appropriate cards for vomiting,

' . airway, breathing or CPR instructions.

oD 1 -Uncoascious

oD 3 -Confused or drowsy
-Alcohol taken with drugs
-Suspected or confirmed DT’s or withdrawal
-Condition unknown

All other ingestions / overdoses : Conference with Poison Control Center and await their instructions.
ALL overdoses : refer to Police. ‘

23 OVERDOSES/POISONING /INGESTION . gfon

IF THE CALLER IS THE PATIENT, KEEP HIM/HER ON THE LINE UNTIL HELP ARRIVES !

Overdose: Intentional act by victim.
Ingestion: Denotes accidental intake . , _
Most ingestions by children can be handled by the Oregon Poison Control Center (OPCC) i

All calls referred to the Oregon Poison Control Center will be evaluated by them and necessary units dispatched
per recommendation. If appropriate, stay on line with OPCC until OPCC determines no need for emergency
Because overdose victims have a motive for their action (suicide, attention getting, a "cry for help”, eic) they
often are misleading about the amount or type of medication taken. They may also exhibit violent and/or
unpredictable behavior. Make sure that all responders are aware of unusual circumstances!! -

DT’s (Delirium Tremens) is associated with alcohol withdrawal and can cause tremors, convulsions, and
hallucinations. Delirium Tremens has a mortality rate of up to 20%.

Patients who are addicted to drags may experience a severe reaction when the drug is withdrawn. These
reactions are characterized by anxiety, nausea, vomiting, convulsions, delirium, profuse sweating, rapid heart -
rate, hallucinations, and severe abdominal cramps.

23 OVERDOSES / POISONING / INGESTION ' : 8/92




RS By s

1. Bleeding ? How much™? IMMINENT BIRTH: See Childbirth Sequence Ca
. 2, Months pregnant ? First pregnancy ? ~'| Do not pack anything into the vagina to control
[ 3 Fr‘Iyep: of pax:f ? (bc;xing down, contragtion ) bleeding. Use padsftowels to'absorb.
. ucncy ol pain . Do not attempt to stop delivery !
Y 3 * s .
+ > Mother pushing or baby's head crowning ? I necessary, refer to appropriate sequence card for
6. If delivered, is baby conscious & breathing ? airway, breathing or CPR instructions
. Seizures ? (Refer to seizure card) : b o

OB 1 -Excessive bleeding during 3rd trimester, before or after delivery.

-Delivery has just occurred, is occurring now, or is imminent *

-Abnormal presenting body part.

-New onset seizure activity (if seizing now, refer to scizure card pre-arrivals)
OB 3  -Excessive bleeding during 1st or 2nd trimester.

OB 0 -All others -

. 24  PREGNANCY/CHILDBIRTH / MISCARRIAGE R8P

= i . ‘
** IMMINENT: Pains less than 2 minutes apmmﬁmpmgnmcy.lasthmsmmmapaninmdormompmgnmcy.
rapid progression of labor, head crowning or mother pushing.
I geaeral, initial pregnancies progress through labor slower than successive pregnancies. Therefore, labor pains two
minutes apart matbirdpmgmncyareconsidmdmomurgemmaninaﬁmpmgnancy.

Stages of pregnancy: ) Ist trimester- Q- 3 months
2nd trimester - 4 - 6 months _
3nd trimester - 7 - 9 months (to delivery)

NOTE: Presentation of the cord, hands or feet first as baby delivers is a dire pre-hospital emergency. Often the only
chance for the baby’s survival is rapid transport for in-hospital care,
Contraction = Labor pains from contractions of the uterus.

Burlngdown:Maymeanﬁ:émoﬂ:eﬁsphysicallymcmpﬁngwpushﬂwbabythmughﬂwbinhcanalorthatthe
mother feels that she has to move her bowels, 'Ihisiscansedbybaby'sheadpresshg’ond:emoﬂxer’smcm. (birth

is imminent!)
Crowning: Top of baby’s head showing at vagina (birth is imminent!)
Bleeding and/or pain during the first or second uimesmmybcaﬁgnofmiscaniagelmpicpmmwyoroﬂmr

Some bleeding always occurs at delivery. More than § biood-soaked pads is considered excessive bleeding (before or
after delivery). -

REMEMBER: Afier delivery there are two patients!!

If the mother tells you that “The baby is coming!” -— it usually is.

24 PREGNANCY / CHILDBIRTH / MISCARRIAGE
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: ‘No CPR on seizing patient.
;: w&xﬁm;w ? Do not restrain patient or force objects into his / her mog
- Move dangerous objects away from patient.
3. Pregnant 7 (Refer to Pregnancy card) '| Tum gently on side after seizure stops.
4. High fever? Don’t let patient wander about.
5. Any associated trauma ? (Refer to Trauma Refer to vomiting card instructions if vomiting occurs.
card) ) Instruct caller to call back if patient has
) ' another seizure.

Sz 3 -Still seizing
) -One or more seizures
-Febrile seizure, child 5 years or younger (even if not seizing now)

SZ 9 -Not seizing now
-If caller is patient and says he/she thmks a seizure is imminent.

SZ o ~-All others

25  SEIZURES/CONVULSIONS

*Seizures during the third trimester of pregnancy (eclampsia) may indicate a scrious complication of pregnancy
which may be life threatening to the woman and child.

Also known as “fits” or cpilepsy.

A seizure is an abnormal firing of brain cells, & “short circuit™ resulting in random patterns of emotion or

Types: Grand mal, Petit mal (“absence™), Psychomotor, Jacksonian, Focal.

Causes: Epilepsy, trauma, meningitis, cardiac arrést (specifically from hypoxia —lack of Oxygen to the brain),

feve.r DT’s, many others.

Associated problems: -Airway (patient position, secretions, vomitus ), cyanosis, oral trauma (bitten tongue or
cheek), fractures (from “thrashing about”), inappropriate CPR and mouth-to-mouth, post-ictal state (patient

is “spaced out”), recurrent or continuous seizures (Status Epilepticus — very serious ).

25 SEIZURES / CONVULSIONS
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" 1. What is different today ?

2. Confused or hard to arouse ? Make patient as comfortable as possible.

3. Dizzy or feeling faint ? ' * Monitor breathing.

4. Does something hurt ?

8. Duration of illness ?

6. Suspected cause ? History ? Dialysisor
Transplant patient ? .

7. Fever?

SK 3 -Confused or hard to arouse

~Dizzy or feeling faint.

-Other signs of shock

-Dialysis patient _

-Transplant patient . : ' :
SK 0 -Unknown status ' .

= -Fever only, no emergency signs or symptoms.

NOTE: If vomiting the only sign or symptom, sec VOMITING card. .

26  SICK PERSON/CHRONIC ILLNESS ' ' 892

" Complaints such as Cancer, Leukemia, chronic illness, dehydration, infection, meningitis, etc. elicit an
emotional response from dispatchers because the terms seem serious. Stick to obtaining signs and
symptoms that can be prioritized.

26 SICK PERSON / CHRONIC ILLNESS ' 8/92
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'REASSURE VICTIM

1.. Confused or hard to arouse 7 I S (
2. Difficulty breathing ? - .| Laypatent down.

3. Headache ? No pillows behind head (can cause airway problct

4, Victim able to move both sides of body ? * If difficulty breathing, position of comfort (may be

(weakness/paralysis on one side 7) lying down or semi-reclining)

5. Slurred or difficult speech ? : Check airway. If vomiting or drooling, turn head to

6. Facial droop or drooling ? : ' side. If necessary, refer to appropriate card for

7. History of previous stroke ? : mrway. breathing or CPR i msn'ucuons.

ST 3 -Confused or hard to arouse
-Any difficulty breathing
-Headache
-Weakness or paralysis of one side
-Slurred or difficult speech
~Facial droop or drooling? -

ST o0 -All others _ i .

27 STROKE - | | . 82

s

The airway may become obstructed by the p&ﬁent‘s tongue (due to loss of gag reflex from nerve damage).

Definition: Disruption of blood flow to the brain or part of the brain due to blood clot or hemorrhage.
Hemorrhage also causes increased pressure within the sku]l. Clots are usually spontaneous wlulc
hemorrhage is either spontaneous or traumatic. -

Paralysis or weakness of one side, altered level of consciousness and respiratory changes are all common
symptoms. Other than supportive care there is no specific pre-hospital treatment.

C.V.A = CerebroVascular Accident.
TJ.A. = Transient Ischemic Anack (“little stroke”= stroke-like symptoms that resolve quickly)
NOTE: Many stroke victims are unable to talk or respond, but are very aware of everything around thcm.

Reassurance is very important. Talking about them or their condition as if they cannot hear or
- understand may greatly increase their feehngs of hclplcssncss, anxiety and/or panic.

27 STROKE 8/92




1, What happened ? T ’ | Don’tmove victims unless mmedme danger....
(Refer o list in ADDITIONAL INFORMATION section) (fire, leaking fuel, hazmat, toxic fumes, etc.)
2. Any injuries ? If you must move him, try to keep his head and
- 3, Number of victims ? neck from turning or pulling, to prevent further
4. Anyone trapped or pinned ? ' injury.
S. Any hazards at the scene 7 Don’t treat unless serious bleeding (Ifnecessary.
(fire, leaking fuel, hazmat, toxic fumes, etc.) refer to Bleeding card.)

% ooIF HAZARDOUS MATERIALS / CARGO VEHICLES INVOLVED, CONFERENCE WITH FAD +

TA 1 -Reported 2 or more victims (consider MCI potential)
-Victim(s) pinned in, trapped, or unconscious
-Hazards at scene with known victim(s)
-Violent Mechanism of Injury * (REFER TO LIST IN ADDITIONAL INFORMATION SECTION)

TA 3 -Known injuries

. 28 TRAFFIC ACCIDENT 8/

[ *VIOLENT MECHANISM OF INJURY = A type of incident which, by its very nature, significantly
increases the possibility of serfous injury due to the large amount of energy involved. Alwaysa TA 1.

Examples: - Auto vs. pedestrian - Any high-speed accidéit
- Auto vs. bicycle - Passengers thrown from vehicle
- Any motorcycle accident - Vehicle on its top, off bridge, etc.
- Rollover - Extensive damage to vehicle(s)

Always inform ALL responding agencies (police, fire and/or medical) if there is any possibility of hazardous
materials involved and provide special instructions when available.

In single vehicle accidents (car vs. pole, car into d:tch eic.) consider medical cause, ¢.g. M.L, diabetic problem
" fainting, eic .

Consider dispatching addmonal units/resources if mulnple patient situation -— Estimate l msporung unit for
each 2 patients. (MCI?)

If responders at scene report no traffic accidcnf located, notify other responding agencies.
IF IN DOUBT, UPGRADE THE RESPONSE.,

28 TRAFFICACCIDENT | 8




1. What happened 7 Don't move victim unless immediate danger — o

~ (fire, hazardous materials, toxic fumes, etc.)
If you must move victim, try lokeqihisbeadandneckfrom 1
or pulling, to prevent further i m]ury

2. Number of victims ? (Consider MC)
3. Victim(s) trapped or pinned ?
4. Part(s) of body injured ?

. Don’t splint
i- O?wmtmmgumm'? 3f biecding, apply and maintain direct pressure to wound site.
. Difficuity }4 . If severe bleeding or amputation, refer to Bleeding card.
7. Confused or sleepy ? Industrial Accident: see Industriat Card

TR 1 -CRITICAL (refer to list in ADDITIONAL INFORMATION section)
Also: -Reported two or more victims (consider MCI)
-Victim(s) pinned in, trapped or unconscious
-Hazards at scene with kmown victim(s)
-Violent mechanism of injury**

TR - 3 -POSSIBLY CRITICAL or NON-CRITICAL (refer to list in ADDITIONAL INFORMATION section)
—with signs of shock, excessive bleeding, open fracture or amputation.

TR 9/0 -POSSIBLY CRITICAL or NON-CRITICAL (refer to list in ADDITTONAL INFORMATION scction)
—-with NO signs of shock, excessive bleeding, open fracture or amputation,

IF IN DOUBT, UPGRADE!!

29 TRAUMATIC INJURIES, SPECIFIC - ‘ 8/92

. 1"\

Types of Injuries:

Fracture (break) Contusion (bruise) - Laceration (cut)

Dislocation (out-of-joint) Abrasion (scrape) Avulsion (torn away)
CRITICAL POSSIBLY CRITICAL NON-CRITICAL
Head Back " Clavicle Fingers Toes
Neck or Spine * Pelvis/Hip  Shoulder - Hands - Feet
Chest, ribs, sternum Femur Genitalia Wrist - Ankle
Abdomen ‘ Arms Tibia (shin) Elbow Knee

*+VIJOLENT MECHANISM of INJURY: A type of incident which, by its very nature, significantly
increases the possibility of serious injury due to the'large amount of encrgy involved. :
* A patient with spinal cord injurics may have one or more of the following:
1. Tingling sensation or numbness in arms or legs
2. Inability to move
3. No pain (with obviously serious injuries)
AVOID ANY UNNECESSARY MOVEMENT WITH POSSIBLE SPINAL CORD INJURIES ! !

NOTE: IF multiple victims with known central wounds, use your judgement in determining additional respé
or notifications. Coasider MCI or HazMat potential. '

29 TRAUMATIC INJURIES, SPECIFIC | 8/92
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1. Breathing 7 (see Additional Info) 'Did you see any medic-alert tags (neck, wrist, ankle)?
2. Now conscious ? : * BREATHING CHECK

3. Cause / history of unconsciousness ? 1 e PULSE CHECK
(What happened 7). -

If necessary, refer to appropriate sequence card for
' airway, breathing or CPR instructions.

UN 1 -Unconscious, not breathing
-Unconscious, not known if breathing
-Unconscious, abnormal or possible agonal breathing

UN 3 -Unconscious, breathing normally _ :
-Semi-conscious {(confused, hard to arouse) and breathing (if with difficulty, referto
BREATHING card) - ' _ .-
-Now conscious and breathing (if with difficulty, refer to BREATHING card)

ik

30 UNCONSCIOUS/FAINTING . ' 8/92

*BREATHING CHECK: Place your ear next to his/her mouth and nose and Jook toward the chest.
Can you feel or hear any air movement? "Is there fluid, bubbles or
anything else in the mouth or nose? Do you see the chest or stomach
moving? Place your hand on his/her stomach. Can you feel it rising or
falling? o : T C

** PULSE CHECK: Child/Adult:Place your index and middle finger into the £roove next to
‘ his/her Adam's Apple. DON'T PRESS TOO HARD! Feel for a
pulse for 5 seconds.

Infant: Place your index and middle finger over the baby's left nipple.
DONT PRESS TOO HARD! Feel for a pulse for 5 seconds.

AGONAL BREATHING: Gasping, ineffective bmaths that often occur at the time of Cardiac Arrest. The
- . " caller may describe the person as "breathing funny, breathing weird, gasping,
making funny noises, etc." '

SIGNS OF SHOCK: Confused/sleepy; skin cool/moist, pale/blue; nausea/vomiting; dizzy/faint.

SOME CAUSES OF UNCONSCIOUSNESS: -
Cardiac Arrest (sudden onset) Diabetic problems - Syncope (fainting)

Other heart problems Respiratory problems Head Injury (old or new)
Overdose, poisoning, intoxication Seizures ~ Stroke (CVA) :

30 UNCONSCIOUS / FAINTING 8/92
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‘ " problem ? Did you see any medic-alert tags (neck, wrist, anklc
i 2 Dowshehavemyknownh:smryofmed:calmblems? - e
{ e . ") . | Look for and direct responders to the victim.
4. Have you spoken with her ? If necessary, refer to appropriate sequence card for
5. Can she talk in her usual manner 7 airway, breathing or CPR instructions.

6. Is she able to move ?
MAKE EVERY ATTEMPT TO DETERMINE SPECIFIC
FACTS AND REFER TO THE APPROPRIATE CARD

UK 3 -Caller indicates scvere medical problem but is unable to describe specific signs or symptoms.

UK 9 -Unverified medical alarm from a licensed alarm company.
-If patient can be seen with obvious medical problem.

NOTE: If specific information is discovered after call is dispatched, inform responders and send
additional units as needed. Add new information to the incident immediately.

31  UNKNOWN PROBLEM . ) 8/92

“UNKNOWN PROBLEM™ IS NOT A SPECIFIC DIAGNOSIS. IT COVERS MANY VARIED SITUATIONS.
INQUIRE FOR SPECIFIC FACTS.

Location of victim could suggest type of problem hkely to be encountered:

Restanrant may suggest Chokmg

Seafood Restaurant-—may suggest Choking, severe allergic reaction _
Garage may suggest Carbon Monoxide poisoning, electrocution
Bank --may suggest Cardiac arrest

Park mhay suggest Intoxication, OD, choking, assault

Street may suggest Intoxication, cardiac arrest, seizure, OD, assault

Relay fype of location and/or business name (if known) to responding units, not just address.

RN

31 UNKNOWNPROBLEM . 8/92
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TRAUMA VICTIM: Don't move him!! If you must, try 1o kee
1. Any other symptoms 7 . akﬁgmmmmmsmpm.mmm:Mc
2. Vomiting blood or “coffee ground” type material If aunconscious, turn head to side or roll entire body to side. Sco
3. Level of consciousness ? matiet out of g,

. Ifwmi-cmsciws.makemvi:ﬁmmclearmnﬁway. If
4. Confused or sleepy ? , assist as above.
If patient in semi-reclining position of comfort, lean them forws
. or to side. Lnyhgﬂ:emdownmayoompmmissbmtlﬁng.
SHOCK: Lay down, elevate Jegs.

AB 3 -Vomiting bright red blood or dark “coffee ground” substance.

SK 3 -Vomiting with signs of shock

SK . o -Vomiting only, no other symptoms

32  VOMITING / NAUSEA - 8/9:

The biggest danger from vomiting is aspiration (inhalation) of the vomitus. Whenever a patient’s state of '
consciousness is such that they cannot protect their own girway, steps must be taken to protect the patient
from aspiration (hence turning head to side, rolling body to side, etc.). Aspiration of any petroleum-based
substance can cause chemical pneumonia, which can also be fatal, : :

Nausea can be symptomatic of a wide range of problems, from tension/nervousness to life threatening problems
like heart attack or shock. . o '

Vomiting is a normal bodily reaction to rid the stomach of its contents. In the case of food that disagrees with
" the body, vomiting itself may solve the problem.

Nauseafvomiting may be one of the signs of heart attack, shock, overdose of some drugs; bloody vomitus can

indicate internal bleeding from ulcer, trauma, etc. "Coffee ground” vomitus is partly digested blood from
chromic internal bleeding,

2 VOMITING / NAUSEA - 8/92
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| Encourage calter to bring victim as close to phone as possible.

PRE-ARRIVAL SEQUENCE CARDS

Ask the caller : “Do you or anyone clse there know CPR ?*. If he knows CPR, find out if he needs assistance and :
him you can assist with telephone instruction. '

Use the following statement : “Do you want to do CPR — I'll help you!!"” This statement should be recited as one
sentence with NO break after “CPR". Do not allow caller to say no because she doesn't know CPR. This should
be a forceful and persuasive statement, but if the caller declines for any reason that is her decision and you nolonger
have verbal consent to proceed. Coercion should NOT be used. Callers may be physically unable to perform CPR

. or they might be placed in physical jeopardy by performing CPR - Allow THEM to make the decision.

Follow the sequence card exactly. Slight changes in wording can change the effectiveness of CPR.CPR isigeffective
on a soft surface - ensure that the patient is on a hard surface (table or floor) before attempting chest compressions.

Reassure the caller frequently that help is on the way.

THE SEQUENCE CARDS CANNOT POSSIBLY INCLUDE THE ANSWER TOEVERY SITUATION. THECALL-
TAKER MUST MAKE DECISIONS USING JUDGEMENT AND EXPERIENCE. :

The “hysteria threshold” is the point at which an operator can gain control of a seemingly hysterical or uncooperative

calier, and can begin to give effective pre-arrival instructions. The calltaker must realize that this threshold exists

and gan be reached in almost all cases if the calltaker doesn’t give up before obtaining control of the caller. -
“Repetitive Persistence,” repeating a phrase or request over and over without changing the wording or structure, is
a very effective way to reach this “hysteria threshold”. Exaruple: “You must be calm so you can help your baby"™
(repeat). The consistent phrase should eventually “break through” to the agitated/hysterical caller and enable the
calltaker to regain control and proceed with instructions.

33 852

————

AIRWAY CONSIDERATIONS

Airway control and maintenance is the most important aspect of emergency care for the critically ill or injured
- patient. Insuring that proper instructions are given and appropriate pre-arrival sequence cards are followed is
of paramount importance. There may be some patients who are obviously breathing who need types of airway
management that are not included in the sequence cards. -
In all situations (except pre-arrivals, DIABETIC PROBLEMS), do not encourage or sanction the giving of any food
or drink prior to the arrival of responders. ' ' o ‘ T

Always check for and remove loose dentures if the patient needs any type of airway support.
Apillow, blanket, etc. may have been placed under the victim’s head “to make him more comfortable.” HOWEVER,

this action can flex the neck forward and compromise/obstruct the patient’s airway and/or worsen a neck injury.
CAUTION YOUR CALLER TO AVOID IT.

If unconscious and vomiting, turn patient’s head to side or roll entire body to side. Scoop vomitus out of mouth.

If trauma victim, “log roll” patient to side; try to keep the head and neck from turning or pulling, to prevent further
injury. : .

If semi-conscious, make sure patient can clear his/her own airway. If not, assist as above. Patient may bite rescuer
while “scooping” vomitus out. CAUTION CALLER TO BE CAREFUL! '

If patient is in a semi-reclining position of comfort, lean him forward or to the side. Laying him down mav -
compromise his breathing. Find position most comfortable to patient and most supportive of effecti-
respirations. .

33 'PRE ARRIVAL SEQUENCE CARDS 852




HELP IS ON THE WAY! LISTEN CAREFULLY 1 I'l tel you how to hielp your baby. —

(If caller hysterical: YOU MUST BE CALM SO YOU. CAN HELPYOUR BABY. [Keep repeating until calm.])
Bring the baby near the phone. h

Is lhel baby still choking? Is the baby able to breathe?

CHOKING - NOT BREATHING ' NOT CHOKING - NOW BREATHING
Ishe coughing or wheezing? ~ =—————— YES cm‘.l.’k his mouth for objects. If yousce
something, use your finger to sweep it out of
NO _ the mouth.
E Isherbletospeakorcw?l : : , I unconscious, slightly tilt his head BACK to
= __, Do not do anything now. keep his throat open. STAY ON THE LINE

o YES = Wait until EMT's arive, WITH ME!

**Lay him FACE DOWN across your am or lap with his HEAD LOWER THAN HIS BODY (Support his head).
Deliver 4 sharp blows with the heel of your hand right between his shoulder blades.

Look|inhis mouth. Do you see an object? | o
A s .

) Layg:iebab;&acgup € Use y;mﬁngenomcpitomofhismm lsitou_t?—l

—l 0 | T T

. Place 2 fingers in the MIDDLE of the CHEST right BETWEEN THE qN
NIPPLES. Make sure your FINGERS are on the CENTER of the CHEST,
.. RIGHT BETWEEN THE NIPPLES.
- PUSH with your fingertips UP AND DOWN rapidly 4 times, like you're
“PUMPING” the chest. - _
I.ooklinﬂxe mouth. Can you see an object? = . —YES -
NO '
Is heJt;reathing now? YES 2 If unconscious, slightly tilt his head
BACK tokeep his throat open.
NO STAY ON THE LINE WITH ME!
‘ Rep;li{t from **, |
NO AGAIN
lshelbmnﬂng or moving YES > If unconscious, slightly tilt his head BACK to keep
his throat open. STAY ON THE LINE WITH ME!
NO

4

GO TO INFANT: MOUTH-TO-MOUTH CARD (35)
| 8/92

34 INFANT: CHOKING INFANT = 0-1 YEARS
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HELP IS ON THE WAY! LISTEN CAREFULLY ! I'll tell you how 10 help yout baby (If caller hystencal. YOU MUST
BE CALM SO YOU CAN HELP'YOUR BABY. [Keep repeating until calm.])

.Bring her near the phone. : A o i
Put the baby flat on her back on a table or the floor. '
Place your HAND UNDER her NECK AND SHOULDERS and SLIGHTLY TILT her HEAD BACK.

Is there vomi:infmr'moum Y:I“:S
No ) VOMITING INSTRUCI‘IONS Tum her HEAD 1o the SIDE. SCOOP
: MOUTH OUT (before you stan Mouth-to-
, ‘ Mouth.). '
REMEMBER: Do this YOU MUST BLOW TI-IROUGH THE
any time vomiting occurs REMAINING FL.UID.
Is she brclal.hing now?
NO
< .
- Do you or anyone else there know CPR? (If s0, STAY
ON THE PHONE and relay sequence to ettsure they’re ) Maintain SLIGHT HEAD TILT and check
doing it properly.) . her breathing often.

[
I'm going to tell you how to give MOUTH-TO-MOUTH,

Em;.ﬁl:berhcaci back like you did before. 1 L
**  COMPLETELY COVER her MOUTHAND —> I'm going to tell you how to check for the pulse.
NOSE with your MOUTH. :
v . B 897
_ AU Place your INDEX AND MIDDLE S
AT 3 e FINGER over her LEFT NIPPLE. DON'T
Blow 2 SLOWB S OF AIR into her LUNGS, just like
) - : PRESS TOO HARD. FEEL for a PULSE for 5
you're filling up a SMALL balloon. | SECONDS
|
Watchforherchtttoﬂsc | Do you FEEL A PULSE?
‘ o I
Go do itnow an* then come ng’ht back to the phone. YES
Did you see hergiEST RISING when you blew in the air... ++ Continuck(ouﬂl-to-MouﬂL Blow 1 SLOW
Did you feel the AIR GOING IN? YES { | BREATH into her ONCE EVERY 3 SECONDS.

Go do this now, BUT DON'T HANG UP!
KEEP THE LINE OPEN and tell me if she starts

NO ‘ to breathe on her own..Is she breathing on her
MAKE SURE HER HEAD IS TILTED BACK own? ] '
SLIGHTLY. (Gobackto ** ,repeat the sequence,and - NO YES
BLOW A LITTLE HARDER,) ———— YES - NOW — _ J
| Continue STOP Mouth-t0-Mouth
NOAGAIN ‘ ‘ Mouth-to-Mouth  and monitor. If breathing
stops again: Go back o -
Go to INFANT: CHOKING CARD (34) NO and repeat. -
Go to INFANT:
COMPRESSIONS CARD (36)

35 INFANT: AIRWAY/MOUTH-TO-MOUTH 8.~




HELPIS ON THE WAY! LISTEN CAREFULLY ! I'll tell you what to do next.
(Bring the baby near the phone). Place him on his back on a hard surface (table or ﬂobr).

I
Place 2 fingers in the MIDDLE of his CHEST right BETWEEN THE NIPPLES. Makc sure your FINGERS are
in the CENTER of the CHEST, RIGHT BETWEEN THE NIPPLES.

|
PUSH with your fingertips STRAIGHT UP AND DOWN rapidly S times, like you're PUMPING the chest.
' >

Then put your HAND UNDER the NECK AND SHOULDER area so that his HEAD is SLIGHTLY. TIL'I‘ED
-BACK. .

_ l
Put your MOUTH over his NOSE AND MOUTH.
i
* Blow in 1 SLOW BREATH OF AIR and then PUMP the CHEST again rapidly 5 times.

Repeat cycle ll times and then come right back to the phone.
!

** Check for a pulse:

. i
.~ Place your INDEX AND MIDDLE FINGER over his LEFT NIPPLE. DON'T PRESS TOO HARD.

FEEL for a PULSE for 5 SECONDS.

\L , : . : _ 8/92
Do you FEEI‘,LA PULSE? YES .
- N
IJO . Maintain HEAD TILT and monitor breathing often.
\k ' IF NOT breathing:
Keep repeating *, checking for a pulse o o
every 4th time. Make sure his head is tilted back *. Goto ++ on INFANT: AIRWAY/MOUTH-TO-
to keep his airway open. .~ - MOUTH CARD (35) and give MOUTH-TO- -
MOUTH instructions.

[
KEEP DOING IT UNTIL HELP CAN TAKE OVER
OR UNTIL HE STARTS TO BREATHE ON
HIS OWN. ' '

If he starts breathing on his own: STOP CPR AND
.MONITOR CLOSELY.

“If he STOPS t!mmhing again: Go back to **,

'VOMITING INSTRUCTIORS:—Tufn is READ 5 SIDE,
SCOOP MOUTH OUT. YOU
REMEMBER: Do this MUST BLOW THROUGH

anytime vomiting occurs. THE REMAINING FLUID.

36  INFANT: CHEST COMPRESSIONS _ 8/92
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HELP IS ON THE WAY! LISTEN CAREFULLY { I'll tell you how to help your chiid. - (f hysterical: YOU
MUST BE CALM SO YOU CANHELPYOUR CHILD. (Xecp repeating until caim.])
Bring her near the phone.

~ Is she still choking? Isthechildablctobreathe? I

l

CHOKING - NOT BREATHING NOT CHOKING - NOW BREATHING
Is she coughing or wheezing? YES Check the mouth for objects. If you see
I - - something, use yout finger to sweep it out
NO ' : _ of her mouth,
Is sheablrtospcakorcry" Don't do anything If unconscious, slightly tilt her head BACK
now. Wait until to keep her throat open. STAY ON THE

(o} YES T2 EMT'samive. —~ LINE WITH ME!

B LayherFACEUPON'IHEFLOOR.Ti]Ihcrhcad backs]ighﬂytoopcnhzrairway

ENEEL at her FEET, PlaoctleEELofyourhmdjust abovehcrbellybutton BELOWhernbsmthcmxddIeof
her stomtach.

Push quickly DOWN INTO her stomach 6 times. :

Look in her mouth. Do you see an object? - Yf
. 8/92
NO : Use your finger to isweep it out of ber mouth. Is it out?
Is she brermmg now? TS : ' N$
NO -If unconscious, LIFT Repeat from **, :
d “HER CHIN SO HER | ' YES
Repeat from **, HEAD TILTS BACK to :
keep the throat open.
. STAYONTHELINE °
NOAGAIN 'WITH ME!
Is shcbréﬁthingormovi*{l YES 3 If unconscious, tilt her head BACK 10 keep her

thmalopen. STAY ON THE LINE WITH ME!
NO

GOTO C‘kﬂl.D: AIRWAY/MOUTH-TO-MOUTH CARD (38).

37 - CHILD: CHOKING 'CHILD=1-8YEARS | 85<




" HELPIS ON THE WAY! LISTEN CAREFULLY ! I'll tell

Bnngthechﬂdnearmcphonc
thnnﬂatonhxsbackonatableoronmeﬂqor. L
LIFT HIS CHIN SO HIS HEAD TILTS BACK.

you how to help your child. (If hystcncal YOU MUST BE

CALMSOYOUCANHEIIYOURCHILD [Keeprepeanngmmlealm])

I'm going 10 tell you how to give MOUTH-TO-MOUTH,

Is them vomit iﬂ his mouth? = Y\IES
|
NO VOMITING INSTRUCTIONS: Tum his HEAD to the SIDE. SCOOP his
MOUTH OUT (before you start Mouth-to-
, Mouth.).
REMEMBER: Do this YOU MUST BLOW THROUGH THE
- any time vomitin} occurs REMAINING FLUID.
N
Is he breathinig now? '
'1!«'0 YES
Doyouor mym{else there know CPR? (If s0, STAY \lr
ONTHEPHONEandmIaysequcncetowsumtheym Conunuelifhnghlschmandchcck
doing it properdy.) _ his breathing often. '

8/92

L

*“COMPLETELY COVER his MOUTH AND NOSE
‘with your MOUTH. If you can't, then HOLD HIS NOSE
CLOSED and COMPLETELY COVER his MOUTH

_ ~with your MOUTH

"Blow 2 SLOW BREATHS into his LUNGS ;ust like
you xeﬁllmgup?SMAlLballoon.

Watch for his chest to rise. i
Go do itnow ancll then come right back to the phone,

YES

Did you see his CHEST RISING when you blew in the air...

3 I'm goinéfo tell you how to check for a pulse,

* Place you'r INDEX AND MIDDLE FINGER
into the groove next to his ADAM'S APPLE..
DON'T PRESS TOO HARD. FEEL fora
PULSE ﬁl:r_ 5 SECONDS.

= Do-you FEEL A PULSE?
|
YES -

*++ Continue Mouth-to-Mouth. Blow 1 SLOW
BREATH into him ONCE EVERY 4

Did you feel meiamcomcxm
0

' MAKE SURE YOU ARE STILL LIFTING HIS CHIN.

(Go back to **, repeat the sequence, and

BLOWAmlEHARDER.)

NO AGAIN

Go to CHILD; CHOKING CARIX37)

YES-NOW ~—

Go to CHILD: CHEST
COMPRESSIONS CARD (39)

SECONDS. Go do this now, BUT DON'T
HANG UP! KEEP THE LINE OPEN and tell
me if he starts to breathe on his own...Is he

breathing on his own? I
o - YES

Mo Coame

¢ Mouth-to-Mouth

STOP Mouth-to-Mouth
and monitor. If breathing
stops again: Go back to *
and repeat.

8/92

38  CHILD:AIRWAY/MOUTH-TO-MOUTH
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HELP IS ON THE WAY! LISTEN CAREFULLY 1 I'll tell you what o do next.

Bring the child near the phone. Place her on her back on a hard surface (table or floor).
Place the HEEL ONLY of ONE HAND in the MIDDLE of her CHEST right BETWEEN THE NIPPLES. {
Make sure ONLY THE HEEL of one HAND is in the CENTER of her chest, RIGHT BETWEEN THE

" NIPPLES.

PUSH STRAIGHT UP AND DOWN with the HEEL of your hand 5 times, just hkc you're PUMPING the chest.
PUSH DOWN FIRMLY with the HEEL OF ] HAND, 1 INCH. PUSH 5 times — at least 1 PUSH EVERY
SECOND.

I..lFI‘TI-IECHlNSOI-IERHEADBENDS BACK.

COMFPLETELY COVER her MOUTH AND NOSE with YOUR MOUTH. If you can‘t. then HOLD HER
NOSE CLOSED and COMPLETELY COVER her MOUTH WITH YOUR MOUTH.
*Blow in 1 SLOW BREATH and then PUMP the CHEST again 5 times.
Repeat cycle 4 times and then come right back to the phone.
** Check for a pulse:

Slide your INDEX AND MIDDLE FINGER into the groove next to her ADAM'S APPLE., DON'T PRESS
TOO HARD. FEEL for a PULSE for 5§ SECONDS. )

Do you FEEL A PULSE? _YES _
o _ | N
. . - 8§92
l Maintain CHIN LIFT and monitor her breathing often.
_ IF NOT breathing:
Keep repeating *, checking for a pulse |
every 4th time.  ~ " Go to ++ on CHILD: AIRWAY/MOUTH-TO-
: I MOUTH CARD (38) and g1vc MOUTH-TO-
KEEP DOING THIS UNTIL HELP CAN TAKE MOUTH instructions.
- OVER OR UNTIL SHE STARTS TO '
BREATHE ON f—IER OWN.

If she starts breathing on her own: STOP CPR AND
MONITOR CLS/SELY

If she STOPS breathing again: Go back to **.-

VOMITING INSTRUCTIONS: Turn her HEAD to SIDE.

‘ SCOOP MOUTH OUT. YOU
REMEMBER: Do this - MUST BLOW THROUGH
anytime vomiting occurs. ~THE REMAINING FLUID,

39 CHILD: CHEST COMPRESSIONS 8/92




HELPIS ON'I'HEWAY! LISTEZINICAREFUILYII'HteHyouhowwhelpmm (If caller hysterical: YOU
MUS‘I‘BBCAIMSOYOUCANHELPI‘]I!\{ [Keeprepeanngunulcalm]) ‘

Listen carefully. I'll tell you how to do

thel-sfmhch Maneuver.

Listen carefully to these instructions! Then
£0 to him and do EXACTLY as I tell you-
M$MEMGMBACKWTTEPHONE.
* Make sure he is laying FACE UP on a hard
surface (table or floor), STRADDLE his HIPS.
TiItla;hcadbackshghﬂy.toopenmsmrway ‘

Bring him near the phone
Can he .stzlmd? YES
NO (victim probably unconscious or Keep him near the phone.
will be soon) .
Ishe i:ouglung or wheczini? Ishe couining or wheezing?
NO YES Reassure him. Don't do YES NO
: anything now, Wait until . -
CT.n he breathe or talk? EMT"s arrive. STAY ON Can he breathe or mli?
- THE LINE WITH ME!
(o] YES YES ' O

Listen carcfully. I'll tell you how to do
the Heimlich Mancuver. |

Listen carefully to these instructions! Then
go to him and do EXACTLY as I tell you-
- and COME RIGHT BACK TO THE PHONE.

* Move BEHIND him and put your
around his waist. 8/92

Place your hands, one on TOP of the other, just
ABOVE his belly button. With a quick THRUST,
PUSH INTO his STOMACH DOWNWARD AND

= 6 times and retum to the phone right away.

TOWARD HIS HEAD using your weight. Do this -

Grasp your FIST with your other hand, just
ABOVE his belly button. Be sure you are
BELOW the ribs and breast bone. In & quick
motion, JERK HARD, INWARD AND. UP,
INTO his stomach. Do this 6 times and

retum to the phone right away.
Look into his mouth. Can you see an object? Isttwobjectmnandcmhebmmm
: talk now? J
NO - YES Use your FINGER to sweep it out YES NO
,k of his MOUTH. Is it fm )
Is he breathing now? ' Repeat from * until the
| | NO object is out or he
-NO ‘ YES Can he Bfeathe loses consciousness.
STOP trosmest. | °"’i“‘°""’ If he cannot stand
: ‘ up any longer, g0 to **,
Monitor closely. L J,O‘ 1ES T
GO TO ADULT: **op‘ freatment.
¥ AIRWAY/MOUTH-  Reassure him,
Repeat the sequence from **. TO-MOUTH CARD  Monitor closely.
and then return to the phone (@1).
right away.

[ _40 _ ADULT: CHOKING ‘ §/22
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' HELP IS ON THE WAY! LIS‘TENCAREFULLY!I’uteﬂyouhowtohelpher (If hysterical; YOUMUST
BE CALM SO YOU CAN HELP HER, [Keep repeating until calm.])

[
Can you get tl'ie phone next to her? If so, do it NOW.

I'm going to tell you how to open her airway. LISTEN CAREFULLY to these instructions and do EXACTLY
as I tell you. Lay her FLAT ON HER BACK. If there is a pillow under her head, REMOVE IT.

LIFT HER CHIN SO HER HEAD TILTS BACK.

Godoﬂﬁsnmrandcdmerigmbackmmpmm. _ ..
Is there vomit in her mouth? ‘
[ | VOMITING INSTRUCTIONS: Tum her head to the SIDE.
NO | YES—> ~ SCOOP MOUTH OUT (before

: " | REMEMBER - do this any you start mouth-to-mouth).

Is she breathing now? time vomiting occurs YOU MUST BLOW THROUGH
_I THE REMAINING FLUID,

0o * YES———> Maintain the CHIN LIFT and check her breathing often.

DoytlmwantmdoCPR-Il‘Ilhclpyou!

‘iES NO—> Stop giving instructions and tell caller that help is on the way.
8/92
Do you or anyone else there know CPR? (If so, STAY ON THE PHONE and relay sequence to ensure
they'fe doing it properly.) _
I'm going to tell you how to give Mouth-to-Mouth.
i
Lift h’cr CHIN up the way I told you before.
** Hold fier NOSE CLOSED.

COMPLEI‘ELY COVER her MOUTH with your mouth. SLOWLY FORCE 2 DEEP BREATHS mto her
LUNFS just like you're blowing up a BIG balloon. Watch for her CHEST TORISE. -
God? this now and come right back to the phone.
Did you see her CHEST RISING when you blew in the air?...Did you feel the air going in? YES

NO I want you to check for her pulse. *Slide your INDEX AND

' - MIDDLE FINGER into the groove next to her ADAM'S
t"
- Lift the CHIN UP MORE and repeat from | APPLE. DON'T PRESS TOO HARD. FEEL for a PULSE
10 AGAIN . YESNOW—— fors SECONDS. Do you FEEL A PULSE? — YES
| .

Does it feel like her throat is blocked?... /" NO Contitue MOUTH-TO-
That the air wasn't going in? NO Jﬁl MOUTH until person

YI'ES Go to ADULT: CHEST mmwbreathingor

: COMPRESSION CARD  help arrives. Give 1 BREATH
@2). /5 SECS. Recheck he pulse

Go to ADULT: CHOKING CARD (40) periodically, *

[ 41 ADULT: AIRWAY/MOUTH-TO-MOUTH . sxyz




HELP IS ON THE WAY! LISTEN CAREFULLY and I'll tell you what to do next.

Can you get the phone next to him? If 50, do it now. :

Put him ON THE FLOOR OR A HARD SURFACE. DO IT NOW. Then come right back to the phone.
I .

PutYIOUROTHERHAND ON'I’OPOFTH:ATHAND.
Push'DOWNFIRM..YWim ONLY THE HEELS of your hands 2 INCHES,

Push with ONLY THE HEELS of your hands STRAIGHT UP AND DOWN 15 times. JUST like you're .. ..
PUM'PINGTHECI'IES‘I‘. Do it 15 times, ONCE A SECOND.. REMEMBER! o .

Now pinch his NOSE CLOSED AND LIFT THE CHIN AGAIN,

J
* SLOWLY BLOW IN 2 BIG BREATHS, then PUMP THE CHEST 15 more times. Make sure ONLY THE HEEL

ofyomHANDisonﬂwbone‘hﬂwMOFTHE CHEST, RIGHT BETWEEN THE NIPPLES,
| : o ) ‘
Repeat the cycle 4 times and come fight back to the phone. I'll stay on the line,
I - : ‘
Now check for a pulse: Slide your INDEX and MIDDLE FINGERS into the groove next to his ADAM'S
APPLE. DON'T PRESS TOO HARD! FEEL for § SECONDS. ' : '

42

8/92
Keep repeating *, checking for a pulse every 4th time.
M“"’"P“’“_ ? YES ?  Mainain CHIN LIFT and check his breathing often, 1t
NO NOT breathing: Continue MOUTH-TO-MOUTH. Give
l ' 1 BREATH /5 SECONDS. Recheck pulse periodically.
(refer to ADULT: AIRWAY/MOUTH-TO-MOUTH

| , CARD (41)_ifnemsary)

REEP DOING THIS UNTIL HELP CAN TAKE OVER OR UNTIL HE STARTS BREATHING ON
HIS OWN. . .

Ifhe La.rts breathing on his own: STOP CPR AND MONITOR CLOSELY.
l .

If he stops breathing again; VOMITING INSTRUCTIONS: Tum his HEAD to the
CHECK FOR A PULSE, , : SIDE. SCOOPMOUTH
| . ‘ REMEMBER: Do this OUT (before you start Mouth-
Is there a pulse? : any time vomiting occurs, to-Mouth.) YOU MUST BLOW
I I : THROUGH THE
REMAINING FLUID.

Goback to *.

Continue MOUTH-TO-MOUTH. Give 1 BREATH /5 SECONDS, unil
person resumes breathing or until help arrives. Recheck pulse periodically.

ADULT: CHEST COMPRESSIONS 8/92
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HELP IS ON THE WAY! LISTEN CAREFULLY. I'l tell you what to do.

Has she already delivered?

;

" NO

Is the moiher pushing or straining?—

YES

I..aymom“lénherbackinﬂieemter
of bed or on the floor. Raise her

head with pillows, but don’t let her

sit up and DON'T LET HER GO
TO THE BATHROOM.

You will need a clean, dry cloth
(washcloth OK), at Jeast 2 clean dry
towels, a blanket or extra towel and
a shoelace. Go get them now - I'll

T
There is still some time left
before delivery occurs. Calm

mom, instruct her to take deep
breaths bctwelen contractions,

You will need at least 2 clean
dry towels, a blanket or extra
towel, a clean dry cloth
(washcloth OIK) and a shoelace.,

0

YES

— Is the baby cl:tyingfbreaming?

YES

BABY WILL BE SLIPPERY -
BE CAREFUL! SUPPORT HIS
HEAD AND SHOULDERS; .

- HOLD HIS HIPS AND.__....

1EGS FJRIVPX.

Place baby across mom's
stomach,

You will need a clean, dry
cloth (washcloth OK), at least
2 clean dry towels, a blanket

. :
A —

stay on the phone. _ Go get them now. Letmeknow or extra towel and a s?oelace.
With each contraction place hand if mother begins pushing or ) ﬁﬂg: them now — I'll stay
against the vagina and apply firm straining with contractions. o L
but GENTLE pressure tokeep ‘ - ean out baby’s
baby'shead from Geliverin 100 T2t qq wdoosts o and NOSE with dry cloth
and tearing mom. Asthe HEAD ~ Dry baby off and wrap in
next. _ 8/92
delivers, it may tum to the side. dry towel or blanket. Cover
Now clean out baby’s MOUTH and baby's HEAD and KEEP IT
NOSE with a dry cloth. As the body WARM. DO NOT COVER
delivers remember BABY WILL . FACE. Tic shoelace tightly
BE SLIPPERY, BE CAREFUL!! ground cord approximately 6-
. Support baby's HEAD and inches from baby. DO NOT
SHOULDERS and hold HIPS and CUT CORD.
LEGS firmly. Wrap baby in dry
towel and place on mom's stomach. Make sure mother is kept
If the 1st towel becomes wet, warm also,
lace it with a dry towel.
i rn ' @ ' INSTRUCTIONS FOR
CONTINUE TO CLEAN OUT THE J DELIVEI:;’I%F
SENRASIESSARUIE o den vy | AT
BUTNOTFACE. MOUTH-TO-MOUTH CARD When the afterbirth is
. . 35). delivered, (usually about 20
Tie the shoelace tightly around the ™ minutes after birth of baby)
umbilical cord approximately 6 mpumatqwelandKEEP
inches from baby. DONOTCUT -IT, DO NOT THROW IT
THE COﬁD AWAY. The doctor will need
to examine it
-NO

43

Is the bab)Ir crying/breathing?

YES — Maintain baby AND Mom. Keep both wam.

CHILDBIRTH

|
8hs
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"C.H.O.

R.A.L.

‘Computerized Hospital On-line Resource Allocation Link

CHORAL is a unique pfoprietary software system designed to establish a
community-wide network that improves the allocation and efficient use of
participating hospitals emergency services resources.

The CHORAL system provides:

\/ A means to manage the problem of
hospital closures and ambulance
diverts.

/ A single consistent method of
communicating divert status to

MS personnel. :
Documentation for hospitals to
monitor their profile of diverts over
a period of time for improved
staffing assignments and financial

" analysis. |

/ Data for EMS systems planners to
monitor and begin solving the
problems of hospital diverts within
their community.

One step method of alerting the
entire community of a hospitals
closure or selective diverts.

/ A way to help solve the problem of
unequal distribution of the
medically indigent publi_c. '

List of Hdspitals Currently Using The CHORAL System:

In Oregon: |

Universtty Hospital, Portland |

Emanuel Hospital and Health Center,
Portland

Providence Medical Center, Portland

Good Samaritan Hospital & Medical Center,
Portland

Portland Adventist Medical Center, Portland

Mount Hood Medical Center, Gresham

*

Holladay Park Medical Center, Portland
Bess Kaiser Medical Center, Portland
Kaiser Sunnyside Medical Center,
Clackamas
St. Vincent Hospital, Portland .
Woodland Park Hospital, Portland
Rogue Valley Medical Center, Medford
Providence Medical Center, Medford

Quest Technologles, Inc. - po. Box 19412, Portiand, Qregon 87219 - (503)245-8850 -« (800)228-0790 Fax (503)245-2368
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CHORAL

(Computerlzed Hospital On-line Resource Allocation Link)

Lnformahon Sheet

There is a growing problem of hospitals diverting
patients. This practice, well described in the August
1989 jems, (Journal of Emergency Medical Services),
creates several problems. Hospitals diverting
patients for financial reasons unfairly burden the
ultimate receiving institution. The emergency
medical services.system is unable to find a suitable
receiving hospital for its patients. Families who
believe their loved one is being transported to one
hospital arrive there to find they are at the wrong

facility. While preventing: hospitals from ever

diverting is unlikely, there is a system recently
implemented in" Portland, Oregon which displays
hospitals’ divert status to dispatch centers, the base
station, and other area hospitals allowing the system
to make necessary compensations.

The system is based on an interhospital
computerized communications systém which was
previously used to monitor the status of this area’s
trauma hospitals. This trauma system role is
descnbed in Jack Stout’s “Interface” column in the
June 1988 issue of jems. In short, the earlier system
relied on computers located within the emergency
departments of 14 Portland hospitals. These
computers were all linked to the emergency medical
services system base station which in Portland is
known as Medical Resource Hospital (MRH). In that
system, hospitals displayed their trauma status
visually on their terminal screen and that data was
transmitted to ali other hospitals as well as MRH
which monitored the entire system and advised
paramedics which of the 14 facilities were available
for trauma at any given moment.

Building on that system, the Multnomah County
office of Emergency Medical Services, working with
the Oregon Assoaatmn of Hospitals, contracted with

Richard Quest of Salem, Oregon to rewrite the

software so that the system will instead monitor six

hospital divert categories and display that
information system wide. The 911 communications
center and MRH monitor system divert status so that
paramedics are advised when they start to a hospital
with a patient of that hospital’s status. This avoids-
hospital shopping. Each hospital controls its own
data. No hospital nor the 911 center nor MRH can
change any data displayed by the other hospitals.
Facility changes, after going out to the system, are
saved in each hospital’s own computer memory. The
system divert history is stored in the MRH computer.
This database will allow the EMS system to see
patterns and prevalence of diverts. We have found
that widely distributing information about facilities
tends to keep each honest. One would think that in
this information system a hospital would be tempted

 todisplay itself as being more capable that it really is,

In fact, the Multmomah County experience appears tc
be the opposite.

The software is designed so that a hospital can
provide its own compatible hardware or purchase
hardware through Quest Technologies. The software
allows maximum flexibility. Future changes in the
screen format can be easily accomplished using a
menu driven program. This program allows system
planners to add or delete data points from the
display as the system evolves and different needs
arise, For example, other hospitals may wish to join
the system or existing hospitals may add services
which they want displayed on the screen. This is
easily and inexpensively accomplished. _

This system allows communities to monitor the
divert status of all hospitals on the system.
Paramedics, dispatch centers, and the base station

. can quickly identify an available hospital for the

ambulance if the original destination is on divert.
Patients then reach care more quickly. Tk

Quest Technologles, Inc. - 0. Box 18412, Portiand, Oregon 97219+ (503)245-8850 + (800)226-0790 Fax (503)245-2368
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