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OPERATIONS: General Policy (ALS/BLYS) Policy: 5730

Date: 11/1/07

STEMI RECEIVING CENTERS

3.3

Failure to comply with the criteria outlined in this policy will result in disciplinary
action up to and including suspension or rescission of STEMI Receiving Center
designation.

Reporting Requirements of STEMI Receiving Centers
4.1 Door-to-dilation times will be reported to the EMS Agency every six (6) months.
4.1.1 If the goal of door-to-dilation times of 90 minutes or less is not met 90%
of the time, an improvement plan must be submitted to the EMS Agency
addressing the deficiency with steps being taken to improve the times.

A designated STEMI Receiving Center should be considered as the destination of choice

if all of the following criteria are met:

5.1  The patient’s 12-L EKG shows a STEMI

52  ETAto the STEMI Receiving Center is 30 minutes or less from the scene.

5.3  The base hospital confirms a STEMI Receiving Center as the destination; base
hospital contact is mandatory for all patients identified as possible STEMI
patients.

The following factors, in conjunction with a suspected STEMI, should be taken into

consideration when making the destination decision:

6.1  Malignant dysrhythmias; ventricular fibrillation/tachycardia and second/third
degree atrioventricular block

6.2  Contraindications to thrombolytics

6.3 Duration of symptoms

6.4  Hemodynamic instability (shock)

Patients with uncontrollable airways or in cardiopulmonary arrest shall be transported to
the closest receiving center. The only exception is if the hospital is closed due to Internal
Disaster per policy 5310.
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OPERATIONS: General Policy (ALS/BLYS) Policy: 5800
Date:  7/1/10

MULTIPLE CASUALTY INCIDENT (MCI1) SCENE MANAGEMENT

1. The purpose of this policy is to establish a flexible medical management and documentation
strategy for multiple casualty incidents (MCIs) to improve medical management and
decrease patient scene time. An MCI may be activated when there are five (5) or more
patients requiring transport or if deemed necessary by Incident Command.

2. The Incident Command System (ICS) as defined by FIRESCOPE will be utilized at all
MCls. Its Multi-Casualty organizational module is designed to provide for the necessary
supervision and control of essential functions required during an MCI. The primary
functions will be directed by the Medical Group Supervisor, if activated (otherwise
Operations), who reports to the Multi-Casualty Branch Director, if activated, or directly to
the Incident Commander (IC). Resources having direct involvement with patients are
supervised or coordinated by one of the functional leaders or coordinators. The required
functional positions under the Medical Group Supervisor (Operations) are:

2.1.  Triage Unit Leader: Supervises triage personnel, who perform the actual triage of
patients. Once triaged, directs movement of patients to the Treatment Area, usually
via backboard or litter carried by litter bearers.

2.2.  Medical Communication Coordinator: Maintains communications with the Base
Hospital (BH)/Coordinating Facility. Responsible for reporting location,
mechanism, and approximate number of immediate, delayed, and minor patients,
requesting hospital availability and determining patient transportation and
destination decisions.

2.3.  Treatment Unit Leader: Supervises personnel assigned to treat patients in the
three treatment areas. Assumes responsibility for treatment, preparation for
transport, coordination of patient treatment and directs movement of patients to the
loading area.

2.4.  Ambulance Coordinator: The Ambulance Coordinator reports to the Patient
Transportation Unit Leader, manages the Ambulance Staging Area(s), and
dispatches ambulances as requested.

2.5. Patient Transportation Unit Leader: The Patient Transportation Unit Leader is
responsible for the coordination of patient transportation and the maintenance of
records relating to the patient’s identification, condition, and destination.

****More than one functional position may be assigned to a single responder****

3. S.T.A.R.T.: This system allows first responders to triage patients in sixty (60) seconds
or less, based on three physical assessments: ventilation, perfusion, and mental status.
Deceased: No ventilation present even after attempting to position airway.
Immediate:  Ventilation is present only after positioning the airway.

or Respirations over 30 per minute.
or Peripheral Pulse absent and Cap Refill over 2 seconds.
or Mental Status depressed, i.e., patient fails to follow simple

commands.
Delayed: Any patient who does not fit the Immediate or Minor categories.
Minor: These patients are separated from the general group at the start of the

triage by requesting those who can walk to go to an assigned area.
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MULTIPLE CASUALTY INCIDENT (MCI1) SCENE MANAGEMENT

4, RESPONSE

The first on-scene responder unit will complete a rapid size-up of the incident, declare the

incident an MCI by notifying their dispatch agency of this, request additional personnel

and equipment as necessary, initiate the ICS, and begin triage of victims using the

START system and approved triage tags.

4.1. Incident Command will be established by the appropriate jurisdictional public
safety agency. In the absence of public safety agency on scene, the transport
provider agency should institute ICS as necessary.

4.1.1. Incident Command will be responsible for the management of all incident
operations.

4.1.2. The IC will assign the Medical Communications Coordinator position as
soon as feasible in the incident, preferably to a paramedic.

4.2.  Prior to arrival at scene, all responding personnel/units will contact the IC or his/her
designee on the assigned radio channel to request assignment or staging instructions.
All personnel shall remain with their vehicles until otherwise assigned.

4.3.  The IC has the authority to change assignments as he/she sees fit.

4.4.  All on-scene providers will follow legal orders of/from the IC.

S. COMMUNICATIONS
5.1.  All responding units will be informed of the channel and will use it for all incident
radio communications.
5.2.  Responding units will not contact a BH prior to arrival on-scene.
5.3.  The assigned Medical Communications Coordinator (Med Com) shall initiate
contact as soon as possible with the closest most appropriate BH.
5.3.1. Med Com’s initial contact shall include:
5.3.1.1. Identifying self as Med Com.
5.3.1.2. Name and location of the MCI Incident.
5.3.1.3. ETAto closest hospital and Trauma Center to establish a point of
reference.
5.3.1.4. Scene description including any special circumstances.
5.3.1.5. Number of patients and request for MCI bed availability.
5.3.1.5.1. The BH will use the ReddiNet to poll hospitals for bed
availability. (Consider out-of-county hospital(s) for
polling based upon incident location.)
5.3.1.5.2. Receiving hospitals will input bed availability promptly.
5.3.2. Med Com’s second contact to the BH shall include:
5.3.2.1. Receiving bed availability from the BH using the ICS-MC-308 form.
5.3.2.2. Current patient count by Patient Status (Immediate, Delayed, or
Minor).
5.3.2.3. Transportation destination considerations: Pediatrics, Burn, Trauma.
5.3.2.3.1. The BH will coordinate patient destination with Med
Com.
5.3.2.3.2. Receiving hospitals will monitor and use the ReddiNet.
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MULTIPLE CASUALTY INCIDENT (MCI1) SCENE MANAGEMENT

5.3.3. Med Com’s subsequent contacts to the BH shall be consistent with the
ICS-MC-306 form.
5.3.3.1. Patient Triage Tag Number
5.3.3.2. Patient Status (Immediate, Delayed, or Minor)
5.3.3.3. Chief Complaint
5.3.3.4. Patient Info: Age/Sex
5.3.3.5. Hospital Destination
5.3.3.6. Ambulance Company & Unit ID Number
5.3.3.7. Off Scene Time
5.3.3.7.1. The BH will track patient destinations via use of the
ReddiNet or ICS-MC-306 form.
5.3.3.7.2. Receiving hospital will “Arrive” each patient via
ReddiNet when each arrives in the ED, and add all
pertinent patient information as appropriate.

5.4.  Transporting ambulances shall notify the receiving hospital as soon as possible, and
shall include:
5.4.1. Incident Name/Location Incident
5.4.2. Triage Tag Number
5.4.3. Patient Status (Immediate, Delayed, or Minor)
5.4.4. Chief Complaint/Major Injury
5.4.5. Mechanism of Injury
5.4.6. Glasgow Coma Scale (GCS)
5.4.7. Patient’s Vital Signs
5.4.8. Estimated Time of Arrival

5.5.  Base and receiving hospitals shall utilize the ReddiNet to manage patient
destination assignments from all MCls.

6. PATIENT TRANSPORTATION

6.1.  The IC or his/her designee will designate an ambulance staging area.

6.2.  Prior to arrival at MCI scene, each ambulance will contact the IC or his/her
designee on assigned radio channel and request assignment or staging instructions.

6.3.  Treatment and transportation should be according to the seriousness of the patients’
injuries whenever possible.

6.4.  The Transportation Unit Leader will notify the Med Com of departing units.

6.5.  The Transportation Unit Leader will copy the information from the triage tag onto
the ICS-MC-306 Form and confirm the destination with the ambulance crew.

6.6.  During large MClIs where patient transport demands tax ALS ambulance

availability and/or negatively affect the operation and continuity of the EMS

system, patients may be transported by Basic Life Support (BLS) ambulance.

6.6.1. Patients should be prioritized with higher acuity patients going via ALS
ambulance and lower acuity patients going via BLS ambulance transports
whenever possible.

6.6.2. Based upon available personnel, a non-transport paramedic (ALS First
Responder) should be considered for the provision of care to patients triaged
as immediate during transport in a BLS ambulance.
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MULTIPLE CASUALTY INCIDENT (MCI1) SCENE MANAGEMENT

6.6.3. Once the decision to utilize BLS ambulance has been made by the IC, those
BLS ambulances that present the best estimated time of arrival (ETA) to the
scene will be used.

6.7.  During extreme circumstances where ambulance resources are exhausted or where
alternative transportation resources, such as buses, will provide the most expedient
transport or enhance patient safety, use of those resources are authorized as
determined by the IC.

6.7.1. The IC is responsible for assuring patient safety when alternative
transportation options are utilized.

6.7.2. Minimum staffing shall be two (2) Emergency Medical Technicians
(EMTs), supplied with radios and BLS equipment if vehicles, such as buses,
are used to transport patients triaged as Minor.

7. DOCUMENTATION

Patient identification, assessment, treatment, and disposition will be documented on the

triage tags. Only the Cal Chiefs-approved triage tags shall be used. The triage tag will be

handled as follows:
NOTE: For non-contaminated incidents, remove the “contaminated” portion of the
triage tag. If a contamination hazard exists, all EMS personnel shall coordinate with
the IC or his/her designee for briefing.

7.1.  As patients are triaged, one half of the appropriate triage category (immediate,
delayed, and minor) will be removed from the tag and retained by the triage
personnel.

7.2.  Once the triage is complete, triage personnel will deliver the retained category halves
of the triage tags to the Triage Unit Leader to retain accountability.

7.3.  The category half remaining on the triage tag must remain with the patient for the
identification of the individual patient triage category.

7.4.  The transport portion affixed to the top of the triage tag (below the Personal
Property Receipt) will be removed by the Transportation Unit Leader and
documented with transport destination and mode of transportation with appropriate
unit identifier.

7.5.  Following the conclusion or resolution of the incident, the IC will be responsible for
completion of all MCI documentation, which may include:

7.5.1. 1CS-214 (For each personnel assigned to a functional position)

7.5.2. 1CS-MC-305 form (Multiple Casualty Branch Worksheet)

7.5.3. 1CS-MC-306 form draft version (Multiple-Casualty Recorder Worksheet)

7.5.4. 1CS-MC-308 form draft version (Multiple-Casualty Hospital Resource)

7.5.5. 1CS-MC-310 form draft version (Multiple-Casualty Ambulance Resource
Status)

7.5.6. 1CS-MC-312 form (Medical Supply Receipt and Inventory Form)

***All documentation will be turned into the provider’s continuous quality
improvement (CQI) department.***



Page 5 of 5

OPERATIONS: General Policy (ALS/BLYS) Policy: 5800
Date:  7/1/10
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8. TRAINING
An approved Riverside County EMS Agency MCI Training Program for initial and
biennial recurrent training is required for all:
e ALS Providers
e BLS Providers
e Base Hospitals
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Date: 11/1/06

Utilization of Mobile Basic & Advanced L.ife Support Caches (MBLSCs/MALSCs)

1. Definitions

11

1.2

1.3

1.4

Mobile Basic or Advanced Life Support Cache (MBLSC/MALSC)

A trailer purchased by the Riverside County Department of Public Health /
Bioterrorism Preparedness and Response (DOPH/BTPR) Branch and stocked with
ALS and/or BLS supplies to support the treatment of a minimum of 100 victims.
Weapon of Mass Destruction (WMD)

Defined by U.S. Code, 18USC2332a(c)(2) as: “(A) Any destructive device

as defined in Section 921 of this title [which reads “any explosive, incendiary, or
poison gas -- bomb, grenade, rocket having a propellant charge of more than four
ounces, missile having an explosive or incendiary charge of more than one-
quarter ounce, mine or device similar (to any of the above)], (B) any weapon that
is designed or intended to cause death or serious bodily injury through the release
.. .of toxic or poisonous chemicals or their precursors; (C) any weapon involving
a biological agent, toxin, or vector; or (D) any weapon that is designed to release
radiation or radioactivity at a level dangerous to human life.”

Catastrophic Event

Any disaster or other public health emergency that overwhelms the standard
response capabilities of the responding agencies in Riverside County.

Mass Casualty Incident

That combination of numbers of injured persons and type of injuries which
overwhelms the capability of the standard EMS response structure.

2. Ownership
The Riverside County Department of Public Health (DOPH), Bioterrorism Preparedness
and Response (BTPR) Branch will retain ownership of the Mobile BLS/ALS Cache
(MBLSC/MALSC) trailers and contents. The MBLSCs/MALSCs will be assigned to
specific providers for the duration of each provider’s contract/MOU/permit with the County
for provision of life support services. The BTPR Branch has the right to remove, relocate
or deploy the MBLSCs/MALSCs in response to a current event or mutual aid request.

3. Responsibilities of the providers/hosts housing the MBLSCs/MALSCs

3.1

3.2

The provider/host shall be responsible for ensuring the security of the trailer

and its contents while in storage at all times.

The provider/host must maintain the trailers in a state of readiness and in

accordance with the manufacturer’s recommendations.

3.2.1 The provider/host shall be responsible for ensuring that the trailer
remains in working order, including having appropriate levels of air in the
tires, at all times. The trailer should be stored in such as way as to ensure
that the tires do not degrade.

3.2.2 The provider/host shall be responsible for ensuring that the trailers
are readily accessible and not blocked in by large objects or vehicles that
would impede its ability to be moved in a timely manner.
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Utilization of Mobile Basic & Advanced L.ife Support Caches (MBLSCs/MALSCs)

3.2.3

3.24

3.2.5

3.2.6

3.2.7
3.2.8

3.2.8

The provider/host shall inventory the stock in the trailer on an annual

basis and report the results of the inventory to the EMS Agency. If no

deployment occurred in the previous months, missing items are the

responsibility of the host/provider agency to replace.

The provider/host will maintain a written record of AED equipment

checks, which will be done monthly to ensure readiness, or more often if

required by the manufacturer.

The provider/host shall assure that oxygen tanks are rotated or emptied

and refilled every six (6) months. Hydrotesting shall be done per tank

manufacturer’s recommendation.

The provider/host shall be responsible for replacing the bottles of Normal

Saline (NS) and Sterile Water for irrigation prior to their expiration date(s),

and in all cases at least once/year.

The provider host will replace all batteries and penlights at least once/year.

Responsibilities specific to ALS provider/hosts of MALSCs:

3.28.1 The ALS provider/host shall be responsible for replacing
the IV NS supplies prior to their expiration date, and in all
cases at least once/year.

3.2.8.2 The MALSCs include a generator and gas can (stored empty).
The ALS provider/host shall be responsible for filling the
generator and/or gas can upon any deployment of the MALSC.

Any changes to cache locations must be approved in advance by the BTPR

Branch.

4, Activation/Utilization of the MBLSC/MALSC
The decision to deploy the MBLSC/MALSC will be made in accordance with the Incident
Command System (ICS) and the Standardized Emergency Management System (SEMS).
Personnel who can authorize deployment of MBLSC/MALSC

4.1

4.2

41.1
41.2
4.1.3
414
4.1.5
4.1.6
4.1.7
4.1.8

EMS Duty Officer or Branch Chief

BTPR Duty Officer or Branch Chief

PH Duty Officer

Health Officer or designee

Riverside County Departmental Operations Center (DOC)
Medical Health Operational Area Coordinator (MHOAC)
Regional Disaster Medical/Health Coordinator (RDMHC)

The Incident Commander of a qualifying mass/catastrophic event
(places a resource request through Perris Command Center)

Criteria to consider in deploying the cache include but are not limited to:

421
4.2.2
4.2.3

4.2.4
4.2.5

Any event that spans a large geographical area.

Any catastrophic event (as defined in Item 1).

Any event that destroys a large building or structure (e.g. convention
center, college, hotel etc).

Any Weapons of Mass Destruction (WMD) event (as defined in Item 1).
Any natural or man-made disaster which can be classified as a mass
casualty incident (as defined in Item 1).
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4.3

4.4

4.5

4.2.6 Preplanned staging at or near large events/mass gatherings where the
possibility of a major medical event exists.

4.2.7 Asa mutual aid request from neighboring counties, regions, the state or
federal government.

The MBLSC/MALSC shall not be deployed to routine multiple casualty incidents

or to other events that can be handled with standard daily resources. Cache trailers

hold supplies to treat up to 100 victims and are to be used for mass events only.

Transportation of the MBLSC/MALSC

4.4.1 The provider/host shall be responsible for transporting the MBLSC/MALSC
when deployed.

4.4.2 If necessary, the provider/host’s supervisor/duty officer will coordinate
transportation of the MBLSC/MALSC by another responsible entity.

4.4.3. The provider/host shall have the cache trailer on the road within 20
minutes of receiving the request for deployment, including the stocking of
gasoline supplies (see item 3.2.8.2 above)

All instances in which a cache is utilized must be reported to the EMS Duty

Officer immediately. The EMS Duty Officer can be reached at (951) 358-5029

during regular business hours, and through the answering service after hours, at

(951) 782-2977. “Immediately” is defined as within one (1) hour or less of cache

deployment.

5. Recordkeeping during utilization of the MBLSC/MALSC

5.1
5.2

Each MBLSC/MALSC has an inventory of all cache supplies and resources.
Accurate records must be kept by the requesting agency on all supplies used to be
eligible for reimbursement following the Standardized Emergency Management
System (SEMS) / National Incident Management System (NIMS) model. Records
must include:

e incident name,
incident commander and agency,
time of cache deployment,
individual who authorized cache deployment,
number and types of cache contents used,
number of patients involved in the incident, and
time that the EMS Duty Officer was notified.
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SELF TREATMENT with AUTO-INJECTOR NERVE AGENT POISONING KITS

1. Use of Mark-I, DuoDote, or other auto-injectors of atropine and pralidoxime (2-PAM
Chloride), referred to here as “Kits”, shall be for self-administration or administration to
emergency response team members only, in the event of exposure or suspected exposure
(based on symptomatology) to nerve agents.

1.1  Kits may be issued to and used by EMT-Ps, EMT-Is, and selected law
enforcement personnel.
1.2 Kits are not issued for use on the general population.

2. Only prehospital personnel who have successfully completed training specific to the use
of Mark-1, DuoDote, or similar atropine/ pralidoxime auto-injector kits are authorized to
use them under this protocol.

2.1 Knowledge and skills will be maintained by review training held every 6 months.

3. Upon identification of a scene as involving suspected or known release of nerve agents,
3.1 Notify the IC immediately,
3.2 Isolate / cordon off the area,
3.3 Monitor yourself and responding team members for signs and symptoms.

4. If you believe you or your team members have been exposed to a nerve agent:
4.1 Immediately remove yourself and others from the area,
4.2  Notify the IC,
4.3  Begin decontamination process including:
removal of all clothing,
washing with copious amounts of water.
4.4 Monitoring for signs and symptoms of exposure:
4.4.1 No signs — continue monitoring.
4.4.2 Mild signs* —
administer atropine auto-injector (2mg) IM x 1
administer 2-PAM-CI auto-injector (600mg) IM x 1
4.4.3 Moderate signs* --
administer atropine auto-injector (2mg) IM; may repeat X 1 in
5 — 10 minutes,
administer 2-PAM-CI auto-injector (600mg) IM; may repeat x 1 in
5 — 10 minutes,
apply oxygen as needed.
4.4.4 Severe signs* —
administer atropine auto-injector (2mg) IM x 3,
administer 2-PAM-CI auto-injector (600mg) IM x 3,
apply high flow oxygen; prepare for possible intubation,
repeat atropine g. 5 minutes prn until secretions diminish
(personnel may require multiple doses of atropine).

* DuoDote combines a single (2 mg) does of atropine with a single (600mg) dose
of 2-PAM CI
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45  Once properly decontaminated, response personnel should be transported to the
closest most appropriate receiving center.

5. All Kit uses, including accidental discharges, lost, stolen, or damaged kits must be
reported to the EMS Agency on the appropriate form(s).
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SELF-APPLICATION (PROTECTION) with an EMERGENCY ESCAPE HOOD

1. Use of the NIOSH approved Emergency Escape Hood shall be for self-application or
application to an emergency response team member only, in the event of exposure or
suspected exposure (based on symptomology and/or environmental cues) to chemical,
biological and/or radiological agents.

2. Escape hoods only provide protection to known chemical warfare agents and particulates for
a minimal amount of time (maximum of 15 minutes) and cannot be re-used. The hood is
designed to provide respiratory protection and protect the head and eyes from exposure
during escape from chemical, biological and radiological warfare agents (N-95 masks DO
NOT provide protection against any warfare agent.)

Note: This device is only designed for an emergency escape and does not provide

protection for or allow for any responder to work in a contaminated environment, nor

is it designed to escape a fire or smoke related to fire. The escape hood provides NO

protection against oxygen deficiency.

2.1 Emergency Escape Hoods may be issued to and used by EMT-P’s, EMT-Is and first
responders.

2.2 Emergency Escape Hoods are not to be issued for use on the general population.

3. Only prehospital personnel who have successfully completed training specific to the use of
an Emergency Escape Hood are authorized to use this equipment under this protocol.
3.1 Knowledge and skills shall be maintained through annual review training.

4. Upon identifying a scene involving a suspected or known release of any chemical, biological

or radiological agent,

4.1 Don (put on) your escape hood (make sure hair and clothing do not obstruct seal).

4.2  Immediately remove yourself and other personnel from the contaminated area and notify
the IC at the scene.

4.3  Isolate / cordon off the area.

4.4 Do Not remove hood in contaminated atmosphere. Once removed, DO NOT re-use;
treat equipment as contaminated.

5. Once personnel are removed from the contaminated area and until the unknown substance
is identified as hazardous/non-hazardous

5.1 Observe for any abnormal signs and symptoms.

5.2 Ensure continuous medical monitoring of any personnel who donned protective
equipment or who responded to the event and were in the suspected contaminated
area for any abnormal signs and symptoms.

5.3 Provide for proper decontamination of potentially exposed personnel.

5.4  Never leave the scene until properly decontaminated and dismissed by the appropriate
staff member of the incident command structure on-scene.

5.5 Once properly decontaminated, response personnel should be transported to closest
most appropriate receiving center for further evaluation.

Note: DO NOT transport contaminated clothes or equipment.
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6. Emergency Escape Hoods are a one-time-use device, post-event the hood must be discarded
following standard procedures for contaminated equipment/materials.

6.1 Once removed, the escape hood should be red bagged and left on scene with all other
contaminated clothes, equipment and trash generated at the scene of the incident. All
disposable personal protective equipment will be bagged as hazardous waste. The red
bag containing potential HAZMAT material should be left at a designated point in the
decontamination area. This designated point will be established by the appropriate
HAZMAT personnel on scene of the incident following coordination with the IC.

6.2  The escape hood must not be transported to the receiving hospital.

7. If you believe you or your team members have been exposed to a nerve agent:
REFER TO POLICY # 5900.

8. Any Emergency Escape Hood use must be reported to the EMS Agency on the appropriate
form(s).





