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Mission Statement

The intent of the Office of Medical Direction is to promote the
highest level of patient care and develop critical thinking as well
as inspire the Paramedics and EMTs through knowledge and
compassion for the citizens and visitors of Polk County to deliver
premiere customer service now and in the future.
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Definitions/Acronyms

PEARLS Physical Evidence And Reasoned Logic (Scientific method)
AICD Automated Internal Cardiac Defibrilator

IRF Initial Receiveing Facility
CSC Comprehensive Stroke Center
PSC Primary Stroke Center

LMP Last Menstrual Period

BSI Body substance Isolation

LBT Length Based Tape

IBW Ideal Body Weight

DAI Drug Assisted Intubation

MAP Mean Arterial Pressure
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AUTHORIZATION

PCFR

A. The CLINICAL CARE GUIDELINES were developed and circulated under authorization of the below
signed Medical Director for Polk County in accordance with Florida Statute 401 and Florida Administrative
Code (FAC) 64J-1.

B. The information contained within this document is intended to provide and ensure uniform treatment for all
patients who receive pre-hospital care by approved Polk County agencies. These GUIDELINES apply
exclusively to the present and future ALS and BLS agencies responding to the activation of the 911 systems
within Polk County who are working under the Medical Director. While attempts have been made to cover
all patients who access our system, the Medical Director realizes that unforeseen scenarios or situations
may arise. It is suggested that for those instances, medical personnel will follow the INITIAL MEDICAL
CARE PROTOCOL (or other appropriate PROTOCOLS), exercise their own judgment, and contact
Medical Control online should any questions or problems arise. Our goal is to provide care when
appropriate, relieve pain and suffering and do no harm. The patient’s best interest should be the final
determinant for all decisions.

C. The CLINICAL CARE GUIDELINES contains the following sections:

1. ADMINISTRATIVE POLICIES

2 PROTOCOLS

3 FORMULARY

4. PROCEDURE GUIDELINES

5 APPENDICES

6 SPECIAL OPERATIONS TEAM PROTOCOLS

D. Changes in these GUIDELINES can only be made and promulgated by the Medical Director for Polk
County. Any use or duplication of this document requires the written consent of the administration of Polk
County Fire Rescue.

E. The following agencies have agreed to abide by the contents of these CLINICAL CARE GUIDELINES:

Auburndale Fire Department Bartow Fire Department Davenport Fire Department
Dundee Fire Department Fort Meade Fire Department Frostproof Fire Department
Haines City Fire Department Lake Alfred Fire Department Lake Wales Fire Department
Lakeland Fire Department Winter Haven Fire Department

F. Approved By:

Pushpal R. Banerjee, D.O.
Medical Director

Administrative Policies 1-1
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PURPOSE AND RATIONALE
A. The PCFR CLINICAL CARE GUIDELINES document is written as treatment parameters for the

management of patient care. The Paramedic and EMT are given the authority through these
GUIDELINES to function under the license and approval of the Medical Director. The intention
of these GUIDELINES is to facilitate the rapid dispersal of adequate and acceptable measures aimed at
stabilizing the afflicted and ensuring safe and comfortable delivery to an appropriate receiving facility.

These GUIDELINES shall not circumvent the need to establish radio contact with Medical Control but will
provide a means to initiate care in a timely manner. They are to be used only when the Paramedic or EMT
is on duty and is acting as a duly authorized representative of their particular agency under the direction of
the Medical Director of Polk County.

Modification

1. Modification of these GUIDELINES may be required and such modifications will be dictated by
patient assessment to customize the most appropriate treatment for each individual patient. These
modifications will be done in conjunction with Medical Control. Personnel are encouraged to make
early and frequent contact with Medical Control whenever a doubt exists as to the proper management
of any individual patient.

2. Medical Control is defined as:
a. PCFR Medical Director, Associates and OMD Medical Control Officer(s)
b. Receiving facility physician where the patient will ultimately be transported.

TREATMENT ALGORITHMS
A. These GUIDELINES are designed to rely heavily on the training and good judgment of the individuals using

them. APPENDICES are provided for reference and are considered a part of the PCFR CLINICAL
CARE GUIDELINES. Several PROTOCOLS are divided between the care and treatment of the stable
patient versus the unstable patient. Most of which revolve around the treatment of tachyarrhythmias
and bradyarrhythmias. As a matter of definition, the UNSTABLE patient is one who presents with any
of the following:

1. SIGNIFICANT DISCOMFORT OF SUSPECTED CARDIAC ORIGIN

2 SEVERE DYSPNEA

3. ACUTE ALTERED MENTAL STATUS

4 HYPOTENSION WITH SIGNS OF DECREASED TISSUE PERFUSION

Administrative Policies 1-2
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General Measures

The following GENERAL MEASURES shall be applied to help promote speed and efficiency when rendering emergency
medical care to the sick and injured. These measures provide general parameters for pre-hospital emergency care delivery
in Polk County.

PCFR

Life Safety: The overall safety of personnel is paramount to quality patient care.

A.

Vehicle Operation Safety: All crews are expected to use knowledge, foresight, and judgment at all times
while operating an emergency vehicle. This is vital to response, care, and delivery of the patient to an
appropriate facility. Patients should be prioritized in such a manner as to send the most appropriate
resource(s) in the most appropriate manner whether emergency or non-emergency based upon initial
dispatch information.

Scene Safety: Each scene should be properly evaluated for hazardous materials, fire, violent patients, etc.
The scene should be secured by appropriate agencies, if necessary, prior to arrival and before patient contact.

Body Substance Isolation (BSI): Proper Personal Protective Equipment MUST be utilized according to
Exposure Control Plan Policies.

Medical Equipment: Only medical equipment / supplies approved by the Medical Director will be utilized
for patient care. New equipment / supplies may be field tested (with specific parameters), but only after
evaluation and approval by the Medical Director.

Incident Management

A.

Resources: Assess the need for additional support and request appropriate resources as necessary. Additional
resources should be requested to the scene as early as possible and response mode prioritized by the on scene
incident commander.

Mass Casualty: The goal is to rapidly identify patient’s injuries and sort them according to their severity and
need for treatment. Refer to TRIAGE SYSTEM ADMINISTRATIVE POLICY for specific details.

Mutual Aid from Out of County Agencies: All requests for mutual aid transport must be approved by the

PCFR Administrative Staff.

Incident Command: A dynamic organizational structure that expands and contracts as need to manage an
event. Every effort will be utilized to follow the incident command structure.

Mutual Aid: In cases of out of county, mutual aid response, Polk County personnel are directed to

utilize the PCFR CLINICAL CARE GUIDELINES for all facets of pre-hospital medical care.

Patient Care

A.

Informed consent: Always attempt to obtain informed consent prior to treatment. Respect the patient's right
to privacy and dignity. Courtesy, concern, and common sense will ensure the patient receives the best
possible care.

Rapid initial assessment: A Paramedic should generally be able to decide within 3 minutes after patient
contact if Advanced Life Support (ALS) will be needed and should be instituted simultaneously with the
initial assessment.

1. Rapid stabilization should, in most cases, be done on scene (where the patient is encountered) prior to
movement from the scene to the unit.

2. A comprehensive exam is appropriate after the patient has been stabilized.

Assessment and care: Generally, the assessment and initial therapy (including IV insertion[s]) should be
completed within the first 15 minutes after patient contact. Except for extensive extrication, or other
significantly atypical situations, the patient should be enroute to a receiving facility within this time frame.
Additional treatment if indicated should be continued during transport.

Administrative Policies 1-3
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Care level: The Paramedic is ultimately responsible for all patient care and will perform an assessment on all
patients to determine their level of care.

1. Advanced Life Support (ALS): The Paramedic is required to attend all patients deemed ALS in the
patient compartment during transport. As a general rule, an ALS patient is defined as one who portrays
signs / symptoms that fit into 1 or more of the chief complaints as outlined in the PROTOCOL. Patients
who have a pre-hospital intravenous line are NOT considered BLS patients, regardless of complaint, and
must be tended to by a Paramedic.

2. Basic Life Support (BLS): The transport Paramedic may designate an EMT to attend BLS patients, but

remains ultimately responsible for patient care. The EMT must document on the run report that the
Paramedic, stating name and credentials, initially assessed the BLS patient. An EMT may tend to
patients with: a non-prehospital Heparin-lock or saline-lock (e. g. BLS transfer) provided the patient's
chief complaint or diagnosis is not ALS in nature. Other examples include isolated upper extremity injury/
closed fracture, c-spine precaution/chronic back pain from traumatic injury/general ground level fall,
generalized fever after R/O of possible Sepsis, etc. Common sense plays a large role in these situations.

3. Refusal of Transport: All patients who receive treatment are to be transported by appropriate means to
an appropriate receiving facility for further evaluation. If the patient refuses transport, refer to the
REFUSAL OF TREATMENT / TRANSPORT ADMINISTRATIVE POLICY.

4. Personnel with Paramedic priveledges: As noted in the ALS Intern Program, IF an intern successfully
completes all phases of the program and there are no Paramedic positions available the Intern will continue to
have full Paramedic privileges. IF an intern successfully completes all phases and elects not to take a
Paramedic position then the Intern will have Paramedic privileges except the administration of narcotic
substances or attending ALS patients during transport to the hospital for a period of no more than one year.

Medication dosing for Medicals: All medication dosages listed are for adults, unless otherwise specified.

1. Adult: An adult patient is one who is 8 years of age or older.

2. Pediatric: A pediatric patient is under 8§ years of age and 80 Ibs. or less according to Length-Based Tape.
3. Infant: An infant patient is from birth to 1 year of age.

Trauma: For traumatic situations, ages are defined by the State of Florida Trauma Transport criteria:

1. Adult: An adult patient is one who is 16 years of age or older.

2. Pediatric: A pediatric patient is one with the anatomical characteristics of a person fifteen (15) years or
younger.

Medical Control

A.

B.

Definition: An on-line emergency room physician who is willing to accept responsibility for the actions of
EMS/Rescue personnel or the Medical Director and or his associates.

Contact: If needed to deviate from or modify the PCFR CLINICAL CARE GUIDELINES, the
following will be utilized to receive orders:

1. PCFR Medical Director, Associates and OMD (designated) Medical Control Officer(s)

2. Receiving facility physician where the patient will ultimately be transported.

PCFR MEDICAL DIRECTOR ORDERS: If the PCFR Medical Director has given an order, the
Paramedic does not have to receive a signature for the EPCR. The Paramedic will make a notation
in the report stating that orders were received and verified with the PCFR Medical Director.

Disclaimer: The above contact information is intended to be utilized to receive further information or orders
from a physician. If a physician has been contacted and orders given contrary to the request, it is not prudent
to contact another physician to attempt to countermand the previous orders.

Documentation: Provide contact name, time, orders requested, and orders received on the patient care report
(PCR). Also document if unable to contact a particular resource, as justification for contacting the next
appropriate medical control.

Administrative Policies 1-4
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Transfer of Care

A. On scene

1.

A two or three tier system is designed to provide minimum response times to the maximum area and/
or population. In order to be effective there must be a prompt initial assessment by the 1st response unit,
a rapid but appropriate treatment, and a smooth transfer of patient care to the transport unit. This
allows for the minimal scene time and the return of the 1st response unit to available status.

There will be occasions when the transport medic will need to change the initial assessment and/or
treatment plan. This in no way indicates less than optimal assessment or care by the 1st responder, but
recognizes that signs and symptoms are dynamic and will change during the course of patient care.
Therefore, the following procedures will be applied to the transfer of patient care "on-scene":

a. The 1st responder will perform an initial assessment and appropriate treatment will be
initiated. Common sense, teamwork, and professionalism will be used to ensure optimal patient care.

b. Transfer of patient care will occur upon arrival of the transport unit’s Paramedic; therefore
the transport Paramedic is in charge and ultimately responsible for patient care.

c. If additional care is necessary due to the critical nature of the patient, the transporting Paramedic
will request continued assistance enroute to receiving facility.

d. If there is a significant difference of opinion as to proper patient care, it will be decided by online
Medical Control or OMD Medical Control Officer(s). A review of the call may include a discussion
at a later date by all involved parties and a mutual understanding reached.

B. At Destination

1.

There may be difficulties in transferring patient care upon arrival at area hospitals due to the extreme
overcrowding, the high volume of EMS calls, and the increased severity of illness of patients. It is
therefore imperative that we all work together with a spirit of cooperation in order that the patients
receive the best possible care.

The following procedures will be applied to the transfer of patient care at destination:

a.  Once on hospital property (ED, Cath Lab, ICU, etc.), the patient is the responsibility of the hospital
and staff whether or not official patient transfer has occurred.

b. Once in the hospital, the PCFR CLINICAL CARE GUIDELINES no longer governs patient care.

c. Any medications or procedures in progress will be continued until finished unless discontinued by
direction of an attending hospital physician. Any new or repeat medications or procedures will be
done under the direction of the attending hospital physician using hospital supplies and medications.

d. Ifthere is a significant change (deterioration) in patient condition, the hospital medical staff must be
informed immediately. Please document the person, title, and time contacted.

e. If any conflict in the above procedure arises, please notify the appropriate Paramedic
Battalion Chief or Medical Supervisor immediately.

Administrative Policies 1-5
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C. Documentation

1.

An Electronic PCR will be generated at the conclusion of each patient encounter. Reference
Electronic Patient Care Report Policy 2009-003 dated September 2, 2009. You MUST enter the
name of the person receiving the verbal report from you in the Electronic PCR signature section and
if possible obtain their signature (Receiving RN/MD signature).

a. If for a significant reason an EPCR is unable to be completed an abbreviated report, at a
minimum shall sufficiently identify, in writing, the crew, patient, vitals signs, chief complaint,
treatment, and the times observations were made or treatment was rendered.

No copies or patient information will be given to anyone other than the receiving facility. Law
Enforcement agencies may be provided copies of reports and/or EKG strips from Refusals,
pronouncement of death, Legal Blood Draws, etc, if the following circumstances exist: the officer is
performing a death investigation, the patient is under arrest, or incarcerated.

In general, extra attention needs to be given for documentation of patient belongings including dentures,
large sums of money, weapons, etc along with transfer to who/whom at hospital ER (name preferably).
Remember current policy states we do not transport patient medications unless necessary.

D. Suspected Abuse and Neglect

1.

2.

INITIAL MEDICAL CARE as indicated.

Note environment, patient’s interaction with caregivers, discrepancies in the history obtained from
patient and caregivers, and any signs of obvious injury.

If parents / guardians refuse to let you transport the patient, leave scene and remain in a safe
location until aid from law enforcement can be enlisted.

Transport. It is mandatory to report your suspicions to the ER physician upon arrival.
Contact Department Of Children and Families (DCF) (800) 96A-BUSE. ALL Paramedics AND

EMTs ARE LEGALLY BOUND TO CONTACT DCF IN ALL SITUATIONS THAT ARE
SUSPECTED TO BE DUE TO CHILD AND ELDER ABUSE OR NEGLECT.

Carefully document history and physical exam findings as well as environmental / circumstantial
data on the run report.

For victims of sexual assault, if patient meets Trauma Alert criteria, transport to

Lakeland Regional Medical Center (LRMC)

For victims age of 16 and under that present with any associated injury, transport

to Lakeland Regional Medical Center (LRMC)

For victims over the age of 16 that present with any associated injury, transport to

the closest appropriate facility.

For victims that do not present with any injury, contact Polk County Sheriff

Department or Municipal Law Enforcement for transport to an appropriate facility.

Administrative Policies 1-6


msrichcr
Highlight


PreviousPagsq

TOC

Polk County Fire Rescue
Administrative Policies

Radio Report

PCFR

General Information:

A.

B.

Stable patients: The goal is to provide a quick synopsis of the patient’s condition. Only pertinent information
needs to be relayed to the receiving facility. This information should include:

1. Paramedic/EMT name, ALS agency and unit number.
2. Patient age, sex, personal physician if known, and approximate weight in kilograms.
3. Chief complaint.
4. Vital signs:
a. Blood Pressure
b. Pulse
c. Respirations
5. Treatment initiated.
6. Estimated Time of Arrival (ETA).

Unstable patients: A radio report should be delivered at least 3 minutes prior to arrival at hospital and a
"heads up call" for unstable patients should be given from the scene if warranted and time permits.

Physician's Orders (in addition to the above information):

A.
B.

State the need for physician’s consult or a request for physician’s orders.

State specific request upfront and provide all supporting information to justify the request (example:
requesting orders for Cardizem...I have a 68 y/o male pt...).

Level of consciousness (A-V-P-U) and orientation to person, place, time, and incident.
Chief Complaint:

1. Pertinent positives: symptoms, and degree of distress.

2. Mechanism of injury / history of present illness / pertinent scene information.

3. Pertinent negatives.

Medical History, Medications, and Allergies.

Clinical Findings:

1. Assessment findings.

2. Basic and 12-lead ECG assessments.

Administrative Policies 1-7
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3. Vital signs:

a
b.
c.
d.

c.

Blood Pressure: auscultated or palpated.
Pulse: rate, regularity, quality.

Respirations: rate, depth, pattern.

Skin: color, temperature, moisture, and turgor if indicated.

Other pertinent observations.

Treatment initiated and patient response.

TOC

Confirm physician's orders received by repeating information and confirm physician’s name or hospital ID

number.

Update patient status to receiving facility if patient deteriorates.

Administrative Policies

1-8



PreviousPagsq

TOC

Polk County Fire Rescue
Administrative Policies

Refusal of Treatment / Transport

PCFR

General:

A. In all cases, patients presenting with an illness or injury should be approached with the intent to transport.
The option of refusal of treatment and/or transport should be a last resort.

B. Any patient encountered, regardless of their transport status, must have a history and physical exam
completed, this includes at least one set of vital signs to rule out threats to life.

Patient:
A. The definition of a patient is any human that:
1. Has a complaint suggestive of potential illness or injury.
2. Requests evaluation for potential illness or injury.
3. Has obvious evidence of illness or injury.
4. Has experienced an acute event that could reasonably lead to illness or injury.
Is in a circumstance or situation that could reasonably lead to illness or injury.

B. All individuals meeting any of the above criteria are considered “patients” in the PCFR System. These
criteria are intended to be considered in the widest sense. If there are any questions or doubts, the individual
should be considered a patient.

Competency:
A. Competency shall be defined as one who is all of the following:
1. 18 years of age or older.
2. Awake, alert, and fully oriented to person, place, time, and incident.

3. Has no signs of injury or illness which may impair the ability to make an informed decision inclusive of
the use of drugs and/or alcohol.

4. Has the mental capacity to understand and appreciate the nature and consequences of his/her condition
and ability to make rational decisions.

5. Showing no current evidence of bizarre/psychotic thoughts and/or behavior or displaying behavior that
is inconsistent with the circumstances of the situation.

6. Shows no current evidence of suicide ideations, suicide attempts, or any indication that they may be a
danger to themselves or others.

B. Minors:
1. The following person(s) may consent, or refuse, the evaluation, treatment, and/or transportation of a
minor:
a. Parent

b. Grandparent
c. Adult (> 18) brother or sister
d. Adult (> 18) aunt or uncle

e. Educational institution in which the child is enrolled that has received written authorization to
consent/refuse from a person having the right to consent/refuse
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f.  Adult who has actual care, control, and possession of the child and/or has written authorization to
consent/refuse from a person having the right to consent/refuse (i.e., daycare camps, soccer moms,
carpools, etc.)

g.  Adult who has actual care, control, and possession of a child under the jurisdiction of a juvenile
court

h. A court having jurisdiction over a suit affecting the parent-child relationship of which the child is
the subject

i. A peace officer who has lawfully taken custody of minor, if the peace officer has reasonable
grounds to believe the minor is in need of immediate medical treatment

j- A managing or possessory conservator or guardian

2. A Provider may be denied access to minor children by a parent or guardian if there is no obvious
immediate life threat to the patient. However, in general, parents or guardians cannot refuse life-saving
therapy for a child based on religious or other grounds.

3. In certain circumstances, a patient under 18 years of age who has the legal competency (emancipated) and
present mental capacity to consent or refuse evaluation/treatment may do so. In such cases, the law states
that a person under 18 years of age may consent to evaluation and/or treatment if the person:

Is on active duty with the Armed Services of the United States of America

b. Is 16 years of age or older and resides separate and apart from his/her parents, managing
conservator (an individual appointed by the court, usually during divorce proceedings, to have
custody of a minor, to make decisions for the minor and to make a home for the minor), or
guardian, with or without the consent of the parents, managing conservator, or guardian regardless
of the duration of the residence; and managing their own financial affairs, regardless of the source
of the income

c. Is consenting to the diagnosis and treatment of an infectious, contagious, or communicable disease
that is required by law or rule to be reported by the licensed physician or dentist to a local health
officer or the Florida Department of Health

d. Is consenting to examination and treatment for drug or chemical addiction, drug or chemical
dependency, or any other condition directly related to drug or chemical use

e. Isunmarried, pregnant and consenting to evaluation and/or treatment related to the pregnancy

f.  Is unmarried, is the parent of a child, and has actual custody of the child, consenting to evaluation
and/or treatment of the child

4. A pregnant minor must have adult consent unless she fits within one of the previously mentioned
exceptions.

5. When treating minors, it is important that there be an interactive process between them and the provider.
The interaction should involve developmentally appropriate disclosure about the illness/injury, the
solicitation of the minor’s willingness and preferences regarding treatment, and decision options.
Although the intent of this interaction is to involve the child in decisions, the way in which the
participation is framed is important. As with any patient, minors should be treated with respect.

C. When a patient is refusing treatment or transport and fails to meet the above competency criteria, law
enforcement, field supervision, and/or medical control must be actively consulted and participate in
determining the outcome. Medical Control and Field supervision must be contacted prior to any patient being
treated and/or transported against their will.
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Consent:

A.

With certain exceptions (see Implied Consent) all adult patients and select minor patients have a right to
consent to medical evaluation and/or treatment. If they have the legal competency and present mental
capacity to do so. There are three specific forms of consent that apply to EMS: Informed Consent, Implied
Consent, and Substituted Consent.

Informed Consent:

1.

Informed consent is more than a legality. It is a moral responsibility on the part of the Provider, based in
the recognition of individual autonomy, dignity, and the present mental capacity for self-determination.

With informed consent, the patient is aware of, and understands, the risk(s) of any care provided,
procedures performed, medications administered, and the consequences of refusing treatment and/or
transport.

They should also be aware of the options available to them if they choose not to accept evaluation
and/or treatment.

Implied Consent:

1.

In potentially life-threatening emergency situations, consent for treatment is not required. The law
presumes that if the individual with a real or potential life-threatening injury or illness were conscious
and able to communicate, he/she would consent to emergency treatment.

In life-threatening emergency situations, consent for emergency care is not required if the individual
meets any of the following criteria:

a. Unable to communicate because of an injury, accident, illness, or unconsciousness and suffering
from what reasonably appears to be a life-threatening injury or illness

b. Suffering from impaired present mental capacity

c¢. A minor who is suffering from what appears to be a life-threatening injury or illness and whose
parents, managing or possessory conservator, or guardian is not present

Substituted Consent:

1.

This is the situation in which another competent adult consents for the patient, as in minors,
incapacitated patients, incarcerated patients, and those determined by courts to be legally incompetent.

Parents or guardians are entitled to provide permission because they have the legal responsibility. In the
absence of abuse or neglect, it is assumed they act in the best interests of the child. However, there is a
moral and ethical “need to respect the rights and autonomy of every individual, regardless of age.”

Incarcerated: Law Enforcement
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Restraint / Transport Against Will:

A.

If, based on Provider assessment, the patient is not capable of making an informed decision AND the patient
has a potentially harmful illness or injury, the patient should be extensively counseled regarding the need for
medical care.

If the patient STILL refuses further care/evaluation, or is a harm to (him/her) self or others, the patient
should be physically restrained by EMS personnel with law enforcement assistance, if available.

1. PHYSICAL RESTRAINTS (Refer to PHYSICAL RESTRAINT PROCEDURE GUIDELINE) should
be safe & humane. At NO TIME should a patient be struck or managed in such a way as to impose pain.
Restrain in a position of comfort and safety.

2. Thoroughly document on the EPCR the reason for restraint, the mental status exam, options
attempted, and method of restraint (no exceptions).

3. If CHEMICAL RESTRAINT is deemed necessary, refer to the PSYCHOLOGICAL & BEHAVIORAL
EMERGENCIES PROTOCOL.

4. Patients should be monitored every 5-10 minutes during either, restraint period, and findings
documented on EPCR. Never leave a patient alone after any form of restraint.

Close call / cancelled enroute:

A. During mutual response to a scene, the first arriving unit will determine the need for treatment and/or
transport. If conditions exist where the patient meets refusal criteria, the first arriving unit will cancel
incoming units and must obtain refusal documentation.

B. No refusal needs be taken by the units that were cancelled. If there are any questions or concerns about
the assessment or competency of the patient, the ALS unit should not be cancelled.

Public Assist:

A. If a transport unit arrives on-scene of an incident in which a well-being check or assistance in moving is

requested and other public safety units are on scene, only one unit is required to generate full documentation
of the call. The first unit on scene will complete the ePCR including a refusal of treatment/transport
documentation and the other unit(s) will document assisting/referral to other documentation.

Hypoglycemia:

A.

B.

There may be times when patients are refusing further treatment or transport after a corrected hypoglycemic
episode.

These patients will be allowed to refuse transport if all of the following criteria are met:

1. There is a documented low glucose reading pre-treatment and a normal glucose reading post treatment.
2. The patient is awake, alert, and oriented x 4 post treatment (understands current situation).

3. The patient is not going to operate any moving vehicle or equipment immediately following treatment.
4

There is another competent adult who will assume the responsibility of caring for the patient for the next
1-2 hours or no decrease in glucose reading (second normal reading) after 30 minute period.

5. There are no other underlying medical or trauma conditions requiring treatment at the time of service.

Refusal of Treatment or Transport:

A.

IF THE PATIENT IS REFUSING ANY CARE OR TREATMENT DETERMINED TO BE
BENEFICIAL AS PRESCRIBED IN THESE PROTOCOLS, MEDICAL CONTROL WILL BE
NOTIFIED FOR DIRECTION AND THE PA