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Public Safety AED Service Provider 
 

Purpose 
A public safety AED service provider is an agency or organization that employs 
individuals as defined in Section 100014 C.C.R, and who obtain AEDs for the purpose 
of providing AED services to the general public. 
 
Related Policies 
Marin P&P 4100, 4120.  Authority cited: Section 1797.107, 1797.182, 1797.183, 
1797.210 Health and Safety Code; Section 13518 Penal Code.  
 
Policy 
 

A. A public safety AED service provider shall be approved by the Marin EMS 
Agency, or in the case of state or federal agencies, the EMS Authority, prior to 
beginning service. In order to receive and maintain AED service provider 
approval, a public safety AED service provider shall ensure compliance with the 
requirements of this Chapter. 

 
B. Public safety AED service provider approval may be revoked or suspended for 

failure to maintain the requirements of this section. 
 

C. A public safety AED service provider applicant shall be approved if they meet 
and provide the following: 

 
1. Provide orientation of AED authorized personnel to the AED; 

 
2. Ensure maintenance of AED equipment; 

 
3. Ensure initial training and continued competency of AED authorized 

personnel; 
 

4. Authorize personnel and maintain a listing of all public safety AED service 
provider authorized personnel and provide upon request to the LEMSA or the 
EMS Authority. 

 
D. An approved public safety AED service provider and their authorized personnel 

shall be recognized statewide. 
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Public Access AED Provider 
1797.196. (Civil Liability Protections: AED) 

 
Definitions 
For purposes of this section, “AED” or “defibrillator” means an automated external defibrillator. 
 
Policy 
A.   In order to ensure public safety, a person or entity that acquires an AED shall do all of the following: 
 

1. Comply with all regulations governing the placement of an AED. 
 

2.  Notify an agent of the local EMS agency of the existence, location, and type of AED acquired. 
 
3.  Ensure that the AED is maintained and tested according to the operation and maintenance 
guidelines set forth by the manufacturer. 

 
4.  Ensure that the AED is tested at least biannually and after each use. 
 
5. Ensure that an inspection is made of all AEDs on the premises at least every 90 days for potential 
issues related to operability of the device, including a blinking light or other obvious defect that may 
suggest tampering or that another problem has arisen with the functionality of the AED. 
 
6. Ensure that records of the maintenance and testing required pursuant to this paragraph are 
maintained. 
 

B. When an AED is placed in a building, the building owner shall do all of the following: 
 

1.  At least once a year, notify the tenants as to the location of the AED units and provide 
information to tenants about who they can contact if they want to voluntarily take AED or CPR 
training. 

 
2.  At least once a year, offer a demonstration to at least one person associated with the building so 

that the person can be walked through how to use an AED properly in an emergency. The 
building owner may arrange for the demonstration or partner with a nonprofit organization to do 
so. 

 
3.  Next to the AED, post instructions, in no less than 14-point type, on how to use the AED. 

 
C. A medical director or other physician and surgeon is not required to be involved in the acquisition or 
placement of an AED. 
 
D.    When an AED is placed in a public or private K–12 school, the principal shall ensure that the school 
administrators and staff annually receive information that describes sudden cardiac arrest, the school’s 
emergency response plan, and the proper use of an AED. The principal shall also ensure that 
instructions, in no less than 14-point type, on how to use the AED are posted next to every AED. The 
principal shall, at least annually, notify school employees as to the location of all AED units on the 
campus. 
 

1.  This section does not prohibit a school employee or other person from rendering aid with an 
AED. 

 
2.  A manufacturer or retailer supplying an AED shall provide to the acquirer of the AED all 

information governing the use, installation, operation, training, and maintenance of the AED. 
 
E.  A violation of this section is not subject to penalties pursuant to Section 1798.206. 
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F. Nothing in this section or Section 1714.21 of the Civil Code may be construed to require a building 
owner or a building manager to acquire and have installed an AED in any building. 
 
G. For purposes of this section, “local EMS agency” means an agency established pursuant to Section 
1797.200. 
 
H.  This section does not apply to facilities licensed pursuant to subdivision (a), (b), (c), or (f) of Section 
1250. (Amended by Stats. 2015, Ch. 264, Sec. 2. Effective January 1, 2016.) 
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EMERGENCY MEDICAL DISPATCH 
PURPOSE 
To delineate requirements and practices for emergency medical dispatch and dispatchers with the 
goal of protecting the health and welfare of citizens and maximizing the availability and use of 
resources. 

DEFINITIONS 
A. Emergency Medical Dispatch is the practice of utilizing trained and certified personnel to receive 

and manage requests for emergency medical response using an approved emergency medical 
dispatch protocol reference system, and the provision of pre-arrival instructions to callers at the 
scene of a medical emergency and to dispatch appropriate levels of response according to pre-
established guidelines.  

B. Emergency Medical Dispatchers are persons who have completed an approved EMD training 
course, are EMD certified and employed by a designated EMD provider agency.  

POLICY 
A. The Marin County Sheriff's Office, Communications Division is the sole EMD provider within Marin 

County. 

B. All “911” calls for medical assistance will be handled by currently certified Emergency Medical 
Dispatchers. In the event that a request for medical assistance is received via a local agency 
‘business line’, the caller will be transferred or conferenced in to the Marin County Sheriff’s Office 
Communications Center.  If it is not possible to transfer the caller, the person handling the call will 
confirm address, phone number and chief complaint.  The person will then notify Marin County 
Sheriff’s Office Communications Center and provide the information to an EMD dispatcher.  The 
MCSO dispatcher will attempt to call back the reporting party and start appropriate resources to 
the scene. 

C. Dispatchers will utilize  authorized protocols and procedures using the approved emergency 
medical dispatch protocol reference system to determine the recommended response or pre-arrival 
instructions. The dispatch center must use the most current EMD protocols available. When 
updated EMD protocols are available,the dispatch center shall have 1 year to implement the 
update.   

D. Policies and procedures related to program approval, certification and recertification processes, 
dispatch guidelines, and quality assurance issues will be developed and monitored by the EMS 
Agency’s Medical Director in conjunction with the Sheriff's Office Communications Division. 

E. EMS aircraft will be dispatched in accordance with Policy 5100 “EMS Aircraft”. 
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MARKETING AND ADVERTISING 
 

PURPOSE 
 
To define the ways in which marketing and advertising of Trauma System services may be done. 
 
DEFINITIONS 
 
A. Marketing and advertising, as it relates to Trauma System services, is defined to include 

providing any type of notification to the public that such services are available and/or attempting 
to solicit use of such services by the public. 

 
POLICY 
 
A. In accordance with the California Health and Safety Code, Division 2.5, Section 1798.165 (C), 

the use of the terms “trauma facility”, “trauma hospital”, “trauma center”, “trauma care provider”, 
“trauma vehicle”, or similar terminology in signs or advertisements or in printed materials and 
information furnished to the general public is prohibited unless authorized by the Marin County 
EMS Office. 

 
B. All marketing and promotional plans with respect to trauma center designation shall be submitted 

for review and approval by the EMS Office prior to implementation. 
 
C. Review of the plans shall be based on the following guidelines: 

1. Shall provide accurate information; 
2. Shall not include false claims; 
3. Shall not be critical of other providers; and 
4. Shall not include financial inducements to any providers or third parties. 
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SERVICE AREAS FOR HOSPITALS 
PURPOSE 
To define the service areas for hospitals within the Marin County Trauma System. 

RELATED POLICIES 
Trauma Triage and Destination Guidelines Policy, # 4613 

DEFINITIONS 
Service Area refers to the area from which acute care facilities will receive patients. 

POLICY 
All counties contiguous with Marin County have established Trauma Systems in place and will not 
utilize designated trauma facilities within Marin County as primary destinations for injured patients. 

A. Conditions may exist at any given time that result in the delivery of injured patients to a Marin 
County designated facility by a provider originating their service in another county.  Those 
conditions may include, but are not limited to the following: 

1. Circumstances requiring medical mutual aid 
2. Incidents impeding the usual flow of traffic and dictating a Marin County destination. 

 
B. Patients who meet Trauma Triage Criteria will be transported to a trauma center, as indicated 

by the Trauma Triage and Destination Guidelines policy. 
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PATIENT TRANSFER AND TRANSPORTATION 
PURPOSE 
To provide guidance regarding the movement of injured patients from non-trauma facilities to trauma 
facilities and from one level of trauma facility to a different level of trauma facility and to review the 
availability of transportation for those purposes. 

RELATED POLICIES 
Interfacility Transfer, #GPC5; EMS Aircraft, #5100 

DEFINITIONS 
A. Non-trauma facilities are acute care facilities not holding a trauma center designation. 

B. Trauma facilities are acute care facilities holding a trauma center designation of Level I, Level II, 
Level III or EDAT. 

POLICY 
A. All acute care facilities in Marin County, as part of an inclusive trauma system, will provide 

care to injured patients and participate in the Trauma System Plan. 

B. Prehospital care personnel will evaluate trauma patients on initial contact and determine the 
appropriate destination based on the apparent severity of the injury, the location of the patient, 
the time to transport to definitive care and the availability of transport resources related to the 
location of the appropriate facility. 

C.  Patient transfer may be accomplishedin one of the following ways: 

1. Transfer from a non-trauma facility to a trauma facility.  To facilitate this type of patient 
transfer, a rapid re-triage for adults and pediatrics patients may be used (see 4606 A and 
B); 

2. Transfer from a trauma facility to a trauma facility with a higher level designation 
4606 A and B may be used to identify the types of patients which may benefit from the 
transfer; 

3. Transfer  after  stabilization  and  initial  care (per EMTALA regulations) to  a  like  facility  
of  the patient’s choosing; 

4. Transfer after definitive care (per EMTALA regulations) to a non-trauma facility for on-going 
care. The transfer of patients from one facility to another must be based upon medical 
treatment decisions and not in whole or in part on the patient’s financial or social status or 
their ability to pay for care or services.  Decisions to transfer the patient at their request 
or the request of their insurer must, at all times, be made in a manner consistent with 
good medical practice. 

E. As the lead agency, the Marin County EMS Agency will initiate and maintain contracts with 
Level I, Level II and specialty care facilities on behalf of the Marin County Trauma System 
Plan. 

1. All contracts arranging for care of patients injured in Marin County will include 
provisions for the establishment of transfer guidelines indicating the type of patients or 
injuries anticipated to be transferred under the terms of the agreement. 

2. Marin County facilities are required to have transfer agreements and  to specify the 
type of patient or injury to be transferred under the terms of the agreement. 

3. Additional transfer agreements must include provisions assuring that required trauma 
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data is provided to the transferring facility to complete data collection and quality 
improvement processes. 

F. In all instances of patient transfer, it is the responsibility  of  the  transferring facility to assure the 
following: 

1. That the transfers occur in accordance with all state and federal laws and regulations; 

2. That all pertinent patient records are transferred with the patient; 

3. That the receiving facility and receiving physician have accepted the patient 

4. That the method of transfer is appropriate to the needs of the patient at the  time that the 
transfer occurs; and 

5. Arranging appropriate transportation for the patient  

G. If expected patient care is within Paramedic Scope of Practice and timely transfer is needed, 
contact 9-1-1 to request Emergency Interfacility Transfer. If expected patient care exceeds 
Paramedic Scope of Practice, contact appropriate transport agencies (CCT Transport) or arrange 
for nursing staff and/or MD to accompany paramedic or EMT during transport to the receiving 
facility. 

1. Patients being transferred should receive, during the transport, a level of care and 
attention equivalent to the level of care necessary before and following the transfer. 

2. Level of care refers to the type of equipment and supplies needed and to the level of 
expertise of caregivers. 
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TRAINING OF TRAUMA SYSTEM PERSONNEL 
PURPOSE 
To define trauma-related training required for Trauma System personnel to assure a universal 
understanding of expectations within the Trauma System. 

RELATED POLICIES 
Paramedic Accreditation/Continuous Accreditation, #3300  

POLICY 
A. Trauma System Orientation is a required component of Provider Agency/Hospital orientation, and 

should include: 

1. All  prehospital personnel  

2. All pertinent hospital personnel (ED physicians, ED staff, ICU staff, etc.); 

3. All 911 Medical Dispatchers; 

4. Content should include the following: Trauma-related scene management, utilization of 
resources, evaluation of trauma patients, determination of appropriate destination using the 
Trauma Triage and Destination Guideline policy (#4613), trauma resuscitation, trauma 
team response, and all other system policies and operational changes associated with the 
Trauma System Plan. 

B. Trauma-related classes or certifications for nurses or physicians are required and considered part 
of the contractual agreement for designation. 

C. The responsibility for assuring training of all appropriate personnel is the responsibility of the 
employing agency. 

D. Facilities and agencies contracted/designated to provide trauma services will provide training to 
employees. Training can be accomplished via high fidelity simulation scenario training. Facilities 
requesting a change in the type of training may petition the EMS Agency for a specific change. The 
requesting facility must provide the rationale, evidence for the requested change, and the 
proposed curriculum for the EMS Agency to review and approve.  
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JURISDICTIONAL COORDINATION 
PURPOSE 
To summarize the coordination with surrounding jurisdictions, facilitating integration of this developing 
trauma system with established or developing trauma systems in other counties. 

RELATED POLICIES 
Medical Mutual Aid, #5200; GG Bridge Response Policy, #5300 

POLICY 
A. The Marin County Trauma System Plan utilizes Level I, Level II, and specialty centers as well as 

air transport resources located in other jurisdictions. 

1. The Marin County EMS Agency develops and implements contractual arrangements with 
facilities in other jurisdictions. 

2. Existing operations of air ambulance providers are reviewed to assure they are appropriate 
. 

B. Marin County EMS Agency works with other LEMSAs to assure that the needs of their patients are 
met and that they have access to the closest appropriate facility. 

C. Consistent with the Marin County Trauma System Plan, cooperative follow-up and data collection 
will occur to assure that all patient care is reviewed through a comprehensive quality improvement 
program and that trauma systems in all jurisdictions have access to complete information on their 
patients. 
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COORDINATION WITH NON-MEDICAL 
EMERGENCY SERVICES 

PURPOSE 
To ensure that all non-medical emergency service providers are informed of the trauma system plan 
as it relates to their agency or organization. 

DEFINITION  
Non-medical Emergency Services (e.g., law enforcement agencies), for the purposes of this policy, 
shall mean any agency or organization that is not a provider of prehospital BLS or ALS services and is 
not providing service through a hospital that receives trauma patients. 

POLICY 
A. The Marin County EMS Agency ensures that all appropriate agencies are provided with a current  

copy of the Trauma System Plan and all policies and procedures created to implement that plan.   

B. Appropriate agencies and organizations participate on relevant countywide trauma related 
committees to assure participation of all stakeholders in decisions related to ongoing operation of 
the trauma system. 

C. Staff will offer to meet with all agencies or organizations to review the system and to answer 
questions regarding potential impact on their operations. 

D. Efforts will occur, on a regularly scheduled basis, to provide public information about the trauma 
system and  to involve agencies or organizations with interest in the process. 
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MEDICAL CONTROL AND ACCOUNTABILITY 
PURPOSE 
To describe medical control of activities needed to provide care to patients with traumatic injuries. 

RELATED POLICIES 
Trauma Triage and Destination Guidelines, #4613; Traumatic Injuries, T1 

POLICY 
A. The Marin County EMS Agency Medical Director is the qualified physician contracted to provide 

services by the County of Marin and is responsible for medical direction of the overall Marin 
County EMS system. 

B. The Provider Medical Director is the qualified physician contracted or hired by a hospital or ALS 
provider agency to oversee medical quality issues within that agency according to that agency’s 
approved Quality Improvement Plan. 

C. Medical control and accountability of the prehospital portion of the system will continue as currently 
configured. 

D. As part of an inclusive Trauma System, all acute care hospitals in Marin County who receive 
ambulances will receive injured patients and will participate in the Marin County Trauma System in 
one of the following ways: 

1.  As a designated trauma center or 

2.  As a receiving facility for injured patients who do not meet trauma triage criteria.  

E. All acute care hospitals in Marin County who receive ambulances will participate in trauma data 
collection and the Trauma Continuous Quality Improvement Process according to terms contained 
in their contract for services with the County of Marin. 

F. All acute care hospitals in Marin County who receive ambulances will comply with the medical 
control standards as established by Marin County EMS Agency. 
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TRAUMA TRIAGE AND DESTINATION  
 
PURPOSE 
To provide additional explanation and guidance for the Marin County Trauma Triage Criteria Tool to 
help identify trauma patients in the field and, based upon their injuries, direct their transport to an 
appropriate level of trauma care facility. 

RELATED POLICIES 
Service Area for Hospitals, #4603; EMS Aircraft, #5100; Ambulance Diversion Policy, #5400; 
Destination Guidelines, GPC 4; Determination of Death, ATG 6; Multi-Casualty Incident, GPC 12 

DEFINITIONS 
A. Designated Trauma Center refers to an acute care facility holding designation as a Level I, Level 
II, Level III, or EDAT. In Marin County, Marin General Hospital is the designated “Level III trauma 
center” and Kaiser is the designated “EDAT.”  

B. Provide Trauma Notification means that field personnel will advise the trauma center as soon as 
possible of their impending arrival by providing a Trauma Notification (see Trauma Triage Tool). 

C. Time closest facility is that facility which can be reached in the shortest amount of time. 

GENERAL POLICY 
A. It is the overall goal of the Marin County Trauma System to provide treatment of injured patients at 

Marin County hospitals.  

B. Whenever physician consultation is indicated within this policy, contact shall be made with Marin 
General Hospital Level III trauma center.  

C. The following policy statements pertain to use of the Trauma Triage Tool (see 4613a): 

1. Patients shall be determined to meet criteria for transport to a designated trauma center if 
they meet the criteria listed in the Trauma Triage Tool. 

2. Physician consultation is REQUIRED in the following circumstances: 

a. The paramedic is unable to transport the patient to the indicated facility in an 
expedient manner; 

b. The paramedic assesses the patient and scene conditions and believes transport to 
a different level of care is indicated;  

c. Patient requests a facility not indicated by the Trauma Triage Criteria Tool. 

3. Physician consultation is RECOMMENDED whenever assistance in resolving treatment 
decisions or transport destinations is desired. 

4. Unmanageable airway: Patients with airway compromise unmanageable by BLS or ALS 
adjuncts will be transported to the closest receiving facility. 

5. Traumatic Arrest in the Field Prior to Paramedic Arrival: Patients found in cardiopulmonary 
arrest due to blunt or penetrating trauma may be determined dead at the scene and not 
transported. Determination of death must meet criteria found in Policy ATG-6 
(Determination of Death).  

6. In MCI incidents, triage principles (START triage) may preclude initiation of CPR (refer to 
policy   ATG 6).   
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D. Destination for Adult patients who meet Physiologic or Anatomic Criteria: 

1. Transport to time closest trauma center. 

2. If the estimated ground transport time to the closest trauma center exceeds 30 minutes, 
consider use of air ambulance.  

a. Estimated ground transport time is evaluated from the time the patient is packaged 
and ready for transport. Consider traffic conditions, weather, and other relevant 
factors. 

b. Estimated air transport time includes: minutes until arrival (if helicopter is not 
already on the ground); scene and load time of flight crew (typically 10 minutes); 
flight time to trauma center; and off-load time (typically 7-10 minutes).  If helicopter 
is on the ground at the time the patient is ready for transport, then air transport time 
is evaluated as time to load, flight time to trauma center and time to off-load to the 
ED. 

E. For adult patients meeting mechanism of injury or additional factors criteria, transport to Marin 
General. 

F. Destination for Pediatric patients who meet Physiologic or Anatomic Criteria: 

1. Transport directly to Children’s Hospital Oakland (see Trauma Triage Tool). 

2. If ETA (transport time) is anticipated to be >30 minutes, physician consultation should be 
obtained with the Level III trauma center to determine destination.   

G. Incidents involving three or more patients meeting Physiologic or Anatomic Criteria will be 
handled in the following manner: 

1. Use of air ambulance should be considered. 

2. Prehospital providers shall consult with the Level III trauma center regarding destinations.   

3. Patients that the Level III trauma center cannot accept should be transported to an out-of-
county Level I or II trauma center in the most appropriate and expedient manner.  

4. If an incident is a Multi-Casualty Incident (MCI), prehospital providers will utilize the Multiple 
Patient Management Plan for destination guidelines. The term “Immediate Trauma Patient” 
will be used to describe an MCI patient that may need the services of a trauma center. The 
coordinating hospital should consider the capacity at the local and regional trauma centers 
when making destination decisions.    

H. The EDAT will be used for patients meeting mechanism of injury trauma triage criteria that Level III 
trauma center is unable to accept. 
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MARIN COUNTY TRAUMA TRIAGE TOOL 

Adult Patients (age 14 and older) 
 

Uncontrolled Airway  
Transport to closest Emergency Department 

 
Assess for – Major Physiologic Factors 

1. Glasgow Coma Scale ≤13 (attributed to traumatic head injury)                                        
2. Systolic blood pressure (mmHg) <90 mm Hg 
3. Respiratory rate <10 or >29 breaths per minute 

 
 
 
 

 
 

Assess for – Major Anatomic Factors 
 
 

 
 
 
 
 
 
 
 
 
 

Assess for – Mechanism of Injury Factors 
 
 

 
 
 
 
 
 
 
 
 
 

 
 
 

Assess for – Additional Factors 
 
 
 
 
 
 
 
 

 
 

YES NO 

Assess Anatomic Factors 

Provide Trauma Notification & 
Transport to Time Closest Trauma 
Center:  Marin General Hospital by 
ground, or Level II by air. 
 

1. Penetrating injuries to head, neck, torso,                                                     5.   Pelvic fractures     
       or extremities proximal to elbow or knee                                                      6.  Open or depressed skull fracture 
2. Flail chest                                                                                                     7.  Paralysis (partial or complete) 
3. Two or more proximal long-bone fractures                                                   8.  Burns with anatomic factors 
4. Crushed, degloved, mangled or amputated extremity proximal to wrist or ankle     
                                                                                                                     

1. Falls                                                                                                          3.  Auto vs. pedestrian or auto vs.                 
- Adults >20 feet (one story is equal to 10 feet)                                              bicyclist:  thrown, run over, or with             
- Children >10 feet or three times the height of the child                                >20 mph impact                                                                                     

2. High-risk auto crash and                                                          4.  Motorcycle or bicycle crash:   thrown                         
- Passenger space intrusion >18” (>12” occupant site)                                 and > 20 mph impact                                                                                                                                                                                                                                                                                                 
- Ejection (partial or complete) from automobile                                       5.  Burns with MOI factors 

        - Death in same passenger compartment 
         
                                       

Provide Trauma Notification & 
Transport to Time Closest Trauma 
Center:  Marin General Hospital by 
ground, or Level II by air. 

 
Assess Mechanism of Injury Factors 

YES NO 

Assess Additional Factors 

Provide Trauma Notification & 
transport to Marin General Hospital 
Trauma Center 

Does assessment of additional factors (e.g. age > 65, anticoagulant use, antiplatelet use, bleeding 
disorders with head/torso injury, pregnancy >20 weeks, etc.) or other complaints or exam findings cause 
paramedic to be concerned about the patient? 

 

YES NO 

Provide Trauma Notification & 
Transport to Marin General 
Hospital Trauma Center 

YES NO Transport to closest ED or ED of 
patient’s choice 
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MARIN COUNTY TRAUMA TRIAGE TOOL 
Pediatric Patients (age <14 yrs) 

 
Uncontrolled Airway  

Transport to closest Emergency Department 
 
Assess for – Major Physiologic Factors 

 
 
 
 

 
Assess for – Major Anatomic Factors 
 
 
 
 
 
 
 
 
 
 
 
 

 
SPECIAL CONSIDERATIONS 

1. The clinical findings, including past medical history, are critical to identifying the trauma patient, especially 
when assessing Mechanism of Injury (MOI) and Additional factors (AF). 

2. A thorough clinical assessment is especially important in: 
• Patients with persistent & unexplained respiratory difficulty, tachycardia, or peripheral vaso-constriction; 
• Any patient <5 yrs of age who has suffered major trauma but for whom it is not possible to fully 

determine physiologic status; 
• Inability to communicate (e.g., language barrier, substance or psychiatric impairment) 

3. There are mechanisms of injury not identified in the Trauma Triage Tool that may be associated with trauma.  
Any fall or impact with significant velocity is likely to produce a candidate for trauma activation. 

 
TRAUMA NOTIFICATION  
Field personnel will advise the trauma center a minimum of 10 minutes prior to arrival (or as soon as possible if 
transport is < 10 minutes) by providing a Trauma Notification.  This information will be used to activate the 
trauma team. Communication with the hospital via MERA is preferred.  The notification must include at a 
minimum the following information: 

1. Medic Unit and Transport Code 
2. Trauma Notification and Criteria Category (e.g, Major Physiologic Factors/Anatomic 

Factors/MOI/Paramedic judgement) 
3. Age / Gender 
4. M - Mechansim of Injury (e.g., MVA, fall, stab wound, gunshot wound) 
5. I - Injury and/or complaints; significant injuries and findings  
6. V - Vital Signs;  blood pressure, pulse, respiratory rate, GCS 
7. T – Treatment / interventions.  
8. ETA 

 
Trauma Center consultation is recommended for questions about destinations for injured patients. 

1. Glasgow Coma Scale ≤13 (attributed to traumatic head injury) 
2. Systolic BP <80 mm Hg – age 7-14 
3. Systolic BP <70 mm Hg – age < 7 
4. RR < 20 in infants age less than one year, or requiring ventalatory support 

YES NO If positive A/P findings, Transport to Oakland 
Children’s Hospital if ETA 30 min. or less, 
otherwise transport to Marin General Hospital 
and provide Trauma Notification 

Follow assessment for MOI and 
Additional Factors on page 1 for 

Adult Trauma Patients 

1.   Penetrating injuries to head, neck, torso,                                        5.  Pelvic fractures 
      or extremities proximal to elbow or knee                                         6.  Open or depressed skull fracture     
2.   Flail chest                                                                                        7.  Paralysis (partial or complete) 
3.   Two or more proximal long-bone fractures                                      8.  Burns with anatomic factors         
4.   Crushed, degloved, mangled or amputated extremity proximal to wrist or ankle     
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TRAUMA CENTER DESIGNATION PROCESS 
PURPOSE 
To outline the process for achieving designation as a trauma center in Marin County. 

POLICY 
A. Initial Designation Process in Marin County 

1. Marin County EMS Agency will designate trauma centers in Marin County. 

2. Facilities providing Level I, Level II and other pediatric trauma services will be contracted by 
Marin County to provide those services within the system. 

a. County of origin designations will be accepted. 

b. Only designated facilities will be utilized. 

B. Subsequent designations  

1. Facilities not seeking designation during the initial process and electing to do so at a later 
date must do the following: 

a. Submit a letter of intent to seek designation to the Marin County EMS Agency and 
pay the required fee in the manner set forth in the original RFP no sooner than 
twelve (12) months following completion of the initial designation process. 

b. Meet all standards and requirements set forth in the original RFP at time of site 
inspection. 

2. Out of county facilities wishing to participate should notify Marin County EMS Agency in 
writing of their desire to contract to provide services within the Marin County Trauma 
System. 
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TRAUMA DATA COLLECTION AND 
MANAGEMENT 

PURPOSE 
To specify the components of the data collection and management processes. 

RELATED POLICIES 
Patient Care Record, # 81157006; Quality Improvement and System Evaluation, # 4616 

DEFINITIONS 
A. The Marin County Electronic Prehospital Information System is that combination of 

databases used to collect prehospital and Emergency Department outcome information. 

B. Trauma One is proprietary trauma registry software designed to collect specified trauma 
system information. 

POLICY 
A. All Marin County hospitals and  prehospital providers agencies will participate in the 

collection of prehospital trauma data. 

B. All hospitals in Marin County will participate in Trauma Registry data collection whether they 
seek designation as a trauma center or do not seek designation. 

C. The Prehospital Information System has been modified to collect additional trauma 
information.  Appendix A lists these additions.  

D. Prehospital Trauma Audit Filters will be reported to providers monthly.  Audit filters are listed 
in Appendix B. 

E.A. The Collector A Trauma Registry program will be used to collect specified trauma 
information for the purpose of monitoring and tracking care provided to injured patients in 
the hospital setting (Appendix C and D).  

F. Yearly EMS statistical reports will be expanded to include trauma system reports as 
determined by the Trauma Advisory System CQI Committee (TAC) and the Marin County 
Trauma CQI Plan. 

G.B. Appropriate Trauma System statistical and quality improvement information will be 
published reported on a regular basis 
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APPENDIX A
 

Intent of Injury 
Unknown or N/A 
Intentional 
Unintentional 
 

Safety Equipment Used 
None 
Lap restraint 
Shoulder restraints 
Child safety seat 
Airbag 
Helmet 
Protective clothing 
Flotation Device 
Personal Protective Equip 
Harness 
Other 
 

Scene Conditions 
None identified 
Complicated extrication 
Do not resuscitate order form/medallion 
Hazardous material/contaminated Pt. 
Medical personnel on scene 
Possible provider exposure 
Unsafe or unsecured scene 
AMA 
Possible crime scene 
Other 
 

How Trauma Occurred 
Burns - chemical 
Burns - Electrical 
Burns - heat - boiling water 
Burns - heat - flame 
Burns - heat - gas/flammable liquid 
Burns - heat - hot surface 
Burns - heat - steam/grease scald 
Burns - heat - tap water 
Collision - with animal 
Collision - with auto 
Collision - with bicycle 
Collision - with bus 

Collision - with motorcycle 
Collision - with tractor/trailer 
Collision - with train 
Collision - with tree or building 
Collision with stationary fixed object 
Fall - ground level 
Fall - height < 20 feet - other 
Fall - height < 20 feet from balcony 
Fall - height < 20 feet from bunkbed 
Fall - height < 20 feet from cliff 
Fall - height < 20 feet from highchair 
Fall - height < 20 feet from horse 
Fall - height < 20 feet from ladder 
Fall - height < 20 feet from playground 

 Fall - height < 20 feet from roof 
Fall - height < 20 feet from stairs 
Fall - height < 20 feet from table 
Fall - height < 20 feet from tree 
Fall - height < 20 feet from window 
Fall - height 20 feet or over - other 
Fall - height 20 feet or over from balcony 
Fall - height 20 feet or over from cliff 
Fall - height 20 feet or over from ladder 
Fall - height 20 feet or over from playground 

 Fall - height 20 feet or over from roof 
Fall - height 20 feet or over from stairs 
Fall - height 20 feet or over from tree 
Fall - height 20 feet or over from window 
Hanging or strangulation 
Human bite 
No further identifier required 
Other - see narrative 
Penetrating injury - airgun - grease 
Penetrating injury - airgun – other/mechanical 
Penetrating injury - airgun - paintgun 
Penetrating injury - airgun - water 
Penetrating injury - arrow 
Penetrating injury - impaled on object 
Penetrating injury - other 
 

Where Trauma Occurred 
Aircraft - commercial 
Aircraft - private 
Auto - cargo area 
Auto - driver 
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Auto - pass front 
Auto - pass rear 
Auto - unknown location 
Bicycle 
Bus 
Farm 
Home - bathroom 
Home - bedroom 
Home - garage 
Home - kitchen 
Home - other 
Home - stairs 
Industrial - construction site 
Industrial - logging site 
Industrial - manufacturing plant 
Licensed facility 
Motorcycle - driver 
Motorcycle - pass 
Other - See Narrative 
Pedestrian - Crosswalk 
Pedestrian - In roadway 
Pedestrian - Intersection, no crosswalk 
Pedestrian - no intersection, no crosswalk 
Pedestrian - Sidewalk 
Public building - other 
Public building - school 
Recreation - land - baseball 
Recreation - land - football 
Recreation - land - hang gliding 
Recreation - land - horse riding 
Recreation - land - mountain climbing 
Recreation - land - other 
Recreation - land - rollerblading 

Recreation - water - boating 
Recreation - water - diving 
Recreation - water - jet skiing 
Recreation - water - other 
Recreation - water - swimming 
Recreation - water - water skiing 
Recreation - water scuba diving 
Train/rail 
 

Where was Patient 
Motorcycle - front 
Motorcycle - other 
Motorcycle - rear 
Motorcycle - rollover 
Motorcycle - side 
MVA - direct front 
MVA - direct rear 
MVA - driver front 
MVA - driver rear 
MVA - other 
MVA - pass front 
MVA - pass rear 
MVA - rollover 
MVA - secondary impact - direct front 
MVA - secondary impact - direct rear 
MVA - secondary impact - driver front 
MVA - secondary impact - driver rear 
MVA - secondary impact - pass front 
MVA - secondary impact - pass rear 
MVA - secondary impact - t-bone driver 
MVA - t-bone driver 
MVA - t-bone pass 
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APPENDIX BA 
PREHOSPITAL TRAUMA AUDIT FILTERS COMPLETED BY PROVIDERS 

GENERAL 
A. Response time to scene >10 minutes 

B. On scene time >10 minutes 

C.A. Patient with Trauma Triage Criteria who does not have “early trauma notification”  selected 
AND/OR no “time” is recorded (when call is made) 

1. Early Ttrauma notification will include the information in the Trauma Triage Tool 

TRIAGE AND DESTINATION 
A. A patient meeting the trauma triage criteria transported to a facility other than the designated 

Trauma Center for Marin County. 

B. Patient with anatomic or physiologic trauma triage criteria transported to an ED or EDAT 

B. Patient with multiple trauma (defined as two or more selected trauma triage criteria) transported to 
in-county facility (any hospital) 

C. Patient with “high energy transfer mechanism” (Fall > 20 feet, Rollover with unrestrained occupant, 
prolonged extrication > 20 minutes, or significant blunt trauma to head, neck, or torso)  transported 
to a Level II Trauma Center,  ED or EDAT 

D. Patient with “other mechanism of injury” transported to an ED 

CLINICAL 
A. Patient with GCS < /= 9 who is not intubated in the field (successful intubation) 

B. Patient with physiologic criteria (SBP < 90) , IVs not started 

C. Patient with physiologic criteria (resp rate <10 or > 29 BPM) without ALS airway intervention 
(oxygen, adjunct airway treatment) 

D. Patient with GCS </=13 with mechanism of injury without C-spine collar spinal motion restriction 
placed 

E. Patient with GCS </=13 without ALS adjunct airway intervention (no oxygen, artificial airway, etc.) 

F. Patient who meets ANY criteria on trauma triage physiological criteria tool who does not have an 
IV placed 

G. Any cardiac arrest  protocol patient in which trauma is present (noted by presence of trauma triage 
criteria or mechanism of injury on PCR) 

H. Treatments: 

1. needle thoracostomy 
2. mast applied 
3.2. CPR 
4.3. All medications 
5. CPR 
6. Oxygen 
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APPENDIX C 
MARIN COUNTY TRAUMA TRIAGE CRITERIA 

PHYSIOLOGIC 

• GCS </= 13 
• Systolic B/P < 90 mmHg 
• Respiratory rate < 10 or > 29 breaths per minute 

ANATOMIC 

• Amputation above wrist or ankle 
• Pelvic instability 
• Traumatic paralysis 
• Flail or crushed chest 
• Two or more proximal long bone fractures (femur or humerus) 
• Penetrating trauma to head, neck, or torso 
• Burns with trauma 

HIGH ENERGY TRANSFER MECHANISM 

• Fall > 20 feet 
• Ejection from vehicle 
• Rollover with unrestrained occupant 
• Significant blunt trauma to the head, neck, or torso 

OTHER MECHANISM OF INJURY 

• MVA with:  initial speed > 40 mph; auto deform > 20 in; OR intrusion > 12 in 
• Auto vs. peds/auto vs. bike > 5 mph 
• Motorcycle crash > 20 mph or separation of rider from bike 
• Prolonged extrication 
• Pedestrian thrown or run over 
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APPENDIX DB 
REPORTING REQUIREMENTS FOR TRAUMA CENTER HOSPITALS 

PATIENTS TO BE ENTERED INTO REGISTRY: 

• Patients who meet trauma triage criteria on the Marin County Trauma Triage Criteria Tool who 
are transported by EMS to the trauma center 

• Patients who meet trauma triage criteria that present to the trauma center without EMS 
involvement 

• Patients who meet trauma triage criteria who are transported to non-trauma designated centers 

• Patients who meet trauma triage criteria who are transported to another trauma center (i.e., 
transferred to higher level trauma center; repatriated; etc.) 

• All trauma related deaths 

 
All trauma patients as defined above will have the following audit filters collected: 

EMERGENCY/RESUSCITATION PHASE 

• Response by all trauma team members 

• Trauma Surgeon response time (> 30 minutes) 

• Definitive airway in place when patient with GCS < 9 leaves resuscitation area 

• Vital signs documented n the trauma record upon arrival and every 15 minutes x 3 

• Vital signs documented on trauma record hourly until discharge from the ED 

• Patients receive CT scan within 1 hour of ED arrival when intracranial injury present and GCS 
< 12 

ACUTE/ADMISSION PHASE 

• Patient with abdominal injuries and hypotension SBP < 90 mmHg who undergoes laparotomy > 
1 hour after ED admission 

• Patient undergoes laparotomy > 4 hours after ED arrival  
• Patient with subdural brain hemorrhage undergoing craniotomy > 4 hours after ED arrival 
• Patient with epidural brain hemorrhage undergoing a craniotomy > 4 hours after ED arrival 
• Open fracture patient receives initial surgical treatment > 8 hours after ED arrival 
• Thoracic surgery performed > 24 hours after ED arrival 
• Abdominal surgery performed > 24 hours after ED arrival 
• Vascular surgery performed > 24 hours after ED arrival 
• Cranial surgery performed > 24 hours after ED arrival 
• Non-fixation of femoral diaphyseal fracture 
• Patient requiring re-intubation of airway within 48 hours of extubation 
• Unplanned return to the OR 
• Admission of patient under 14 years of age 
• OB trauma patient admitted 

POST HOSPITAL PHASE 

• Admission unplanned 
• Admit to hospital within 72 hours after ED discharge 
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Each hospital will be required to submit a monthly summary report of trauma patient activity to the 
EMS Program.  Monthly summary reports will include: 
 

• Total number of trauma patients entered into the registry per month 
• Total number of admitted trauma patients 
• ISS Scores, ICD-9 summary 
• Admitting Diagnosis 
• Admitted to what service 
• Trauma Triage Criteria met as defined by the Marin County Trauma Triage Criteria Tool 
• Demographics:  age, sex, location of injury 
• Disposition from ED: OR, ICU, acute care unit, discharged, etc.) 
• Length of stay 
• Audit filters 
• Complications 
• All readmissions within 72 hours after ED discharge 
• All unplanned admissions 
• Trauma Deaths 
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QUALITY IMPROVEMENT AND SYSTEM 
EVALUATION 

PURPOSE 
To summarize the Quality Improvement and System Evaluation Processes specific to the Trauma 
System. 

RELATED POLICIES 
Quality Improvement, Provider Agency Responsibilities, #2004; Prehospital Care Record Audit, #2005 

EMS System NotificationEvent Reporting Form, #2010; Trauma Data Collection and Management, 
#4615 

POLICY 
A. The Marin County Trauma EMS Agency Continuous Quality Improvement plan establishes a 

program that monitors, assesses, and manages trauma care and system issues.  Care provided is 
monitored on an ongoing basis and the system will be adjusted periodically, as deemed 
appropriate, to assure the provision of quality trauma care and minimize mortality and morbidity 
resulting from injury. 

B. Prehospital Trauma Care and System Issue Review: Marin County will continue to use its current 
CQI processes to review care rendered in the prehospital setting.  This process includes the 
following: 

1. All providers have an approved Quality Improvement Program in place. 

2. All ALS providers and hospitals have a designated Provider Medical Director. 

3. A system of “flags” (Data audit filters) identifiesreports that identify records that which fall 
outside of defined parameters. EMS staff then compiles and submits a report of those 
records to the ALS provider for review.   

4. A Data/Quality ImprovementTrauma Advisory committee Committee (TAC) meets quarterly 
tsice a year to review system issues, report data, and discuss quality improvement 
activities. related to data collection and the record audit system.  Issues requiring further 
follow-up related to trauma will be referred to the Trauma System CQI Committee. 

5.4. The Helicopter Utilization Review Committee will continue to review all helicopter 
dispatch and transport issues. A quarterly report will be submitted to the Trauma System 
CQI Committee.  Issues requiring further follow-up related to trauma and helicopter 
dispatch or transport will be referred to the Trauma System CQI Committee. 

C. Hospital Trauma Care and System Review:  

1. Hospitals holding with a trauma designations are required to have an internal performance 
improvement plan and committee review process for reviewing trauma cases and internal 
trauma system issues.  The committee review process will be multidisciplinary and will 
include the EMS Agency Medical Director and EMS AgencyTrauma Coordinator. Hospitals 
will review process and outcome measurements of trauma care on a monthly regular basis. 
The following trauma cases will be reviewed by the Hospital Performance Improvement 
Committee: 

a. all deaths 

b. cases identified by the registry audit filter profiles (process/outcome measurements) 
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c. cases requested by the EMS Agency  

d. cases requested by the provider agency 

2. All hospitals holding with a trauma designations are required to maintain data collection 
utilizing the Collector trauma Registryregistry.   

3. Hospitals not holding trauma designations will participate with patient identification, trauma 
registry entry, and patient outcome follow-up according to the terms of their agreement with 
the County of Marin. 

D. Trauma System CQI Committee 

1. The Trauma System CQIAdvisory Committee will meet every other monthtwice a year and 
be hosted by the EMS ProgramAgency.   

2. Trauma System CQI Committee will review case presentations and                 trauma 
system issues referred by the following: 

a. Data CQI Committee 

b. Hospital PI Committee 

c. Helicopter Utilization Review Committee 

d. Other:  Individuals or other groups may request consideration of an issue by 
contacting the EMS office. 

3.2. Membership will may include but not be limited to: 

a. EMS Agency Medical Director and Trauma Coordinator 

b. Trauma Directors:  all hospitals 

c. Trauma Coordinators:  all hospitals 

d. Emergency Department Director or designee:  all hospitals 

e. Marin County Coroner 

f.e. Provider Medical Director or Designee 

g.f. Paramedic Liaison(s) 

4.3. All cases presented at the Trauma System CQIAdvisory Committee will be processed 
reviewed at a minimum for the following: 

a. Determination Identification of source (cause) ofany system issues 

b. Identification of preventabilitysystem improvement opportunities and follow up 

c. Submission of corrective plan and course of action 

d.c. Presentation for educational purposesOpportunity for education and training 

5.4. Attendance for the Trauma Medical Directors and the Trauma Nurse Coordinators is 
mandatory. with a 90% attendance requirement (five out of six meetings).  All requests for 
guest speakers or presentations must be approved by the EMS Agency Medical Director 
prior to the meeting.  Committee members should notify the EMS Trauma Coordinator of 
any meeting that they would be unable to attend. 

6.5. Meeting summary reports will be available to the public, submitted to the Emergency 
Medical Care Committee (EMCC), and included in the EMS Annual Report. Meeting 
summary reports will include a record of attendance, description of items discussed, and 
action plan developed. 
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SYSTEM ORGANIZATION AND MANAGEMENT 
PURPOSE 
To define the organization and management of the Trauma System. 

POLICIES 
A. As the lead agency for the Marin County EMS System, the EMS Program, within the Division of 

Health Services, the Department of Health and Human Services, is responsible for planning, 
implementing, and managing the trauma care system.  These responsibilities include the following: 

1. Assessing needs and resource requirements; 

2. Developing the system design, including the number of trauma centers and patient flow 
patterns; 

3. Assigning roles to system participants, including designation of trauma centers; 

4. Working with designated centers and neighboring EMS systems regarding outreach and 
mutual aid; 

5. Developing a trauma data system, including a trauma registry at trauma centers and 
participation in regional trauma and prehospital data collection; 

6. Monitoring the system to verify compliance with appropriate state and local laws and 
regulations, local EMS Policies and Procedures and contractual arrangements; 

7. Evaluating the impact of the EMS and trauma system and revising the system design as 
needed. 

B. The Marin County EMS Trauma Coordinator oversees the implementation of the Trauma System 
Plan and coordinates monitoring activities within the Trauma System.  Other program staff also 
participate in system monitoring, evaluation and problem solving activities. 

C. Trauma System issues  are monitored and evaluated utilizing the CQI process outlined in the 
Trauma System CQI plan, and include: 

1. Data/CQI Committee (prehospital) 

2. Helicopter Utilization Review Committee  

3.1. Routine Patient Care Record audits 

4.2. Provider Quality Improvement Plans 

5.3. Hospital /EMS Facility Audit and System CQI committees 
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GENERAL SYSTEM OPERATIONS 
PURPOSE 
To define general system operational issues common to all providers within the system. 

POLICY 
A. Fire Department personnel will be dispatched as first response agencies on all levels of medical 

response. 

B. The ALS unit of the zone provider will be dispatched according to EMD.  

C. The first on-scene paramedic will assume responsibility for care of the patient(s) and may 
relinquish care to another paramedic with mutual agreement. 

D. Following an appropriate examination, the paramedic may determine that ALS intervention is not 
indicated and release the patient to BLS level of care.  ALS personnel will remain in attendance 
until BLS transport personnel assume direct care.  If another D or E response occurs, patient may 
be left in the care of nontransport BLS/EMT personnel. 

E.D. All persons requesting medical attention will be evaluated and treated according to Marin 
County BLS or ALS Treatment Guidelines.  Following an appropriate examination, the paramedic 
may determine that ALS intervention is not indicated and request BLS transport (based on provider 
agency policies). ALS personnel will remain in attendance with the patient until BLS transport 
personnel assume the responsibility for patient care. If there is a Code 3 incident dispatched and 
the attending ALS unit is the nearest responder, the patient may be left with the non-transport BLS 
personnel.  

F.E. Patients All persons receiving ALS interventions will be transported to a receiving facility 
determined according to Marin County policiesy unless otherwise addressed by policy (for 
example, Trauma Triage and Destination Guidelines, Refusal of Care,   Release at Scene, 
Determination of Death, Specialty Patient). 

G.F. Transport units will proceed to the receiving hospital facility in the manner (Code 2 or 3) 
deemed appropriate by the attendantpatient care provider. 
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AMBULANCE SUPPLY/EQUIPMENT 
REQUIREMENTS 

PURPOSE 
To establish minimum requirements for ambulance vehicles, equipment and supplies. 

AUTHORITY 
 A. California Administrative Code, Title 13, Chapter 2 

 B. California Emergency Medical Services Authority 

 C. Marin County Ambulance Ordinance 

POLICY 
A. Vehicles  

1. Ambulance vehicles shall meet all standards specified in the California Administrative 
Code, including the possession of a valid emergency vehicle permit issued by the California 
Highway Patrol. 

2. Vehicles will be maintained cleanly and in good mechanical and body condition at all times. 

3. All ambulances will have adequate space in the patient care compartment as described in 
the Ambulance Ordinance. 

4. Equipment to enable communication with the County Communications Center (i.e., MERA), 
provider dispatcher dispatch center (i.e., company radio), and receiving hospital will be 
carried as follows: 

a. All medical transport units will carry Marin MERA radios 

b.4. Non-fire service units must have a company dispatch radio 

c.5. Cell phones are optional and desired for triple redundant communications 

B. Safety Equipment: Safety Equipment to be carried on ambulances and maintained in good working 
order shall include all items listed in the current equipment checklist. California Administrative 
Code and recommended by the Emergency Medical Services Authority.  Items recommended by 
the Authority are listed below: 

1. Seat Belts - Two in rear compartment (one on bench) 

2. Heating and Air Conditioning in both the front and rear compartments 

3. Marin County map current within last two years 

4.B. Fire extinguisher with current annual inspection  

C. Emergency Care Equipment and Supplies: Ambulances will carry all items listed in the California 
Administrative Code, those recommended by the Emergency Medical Services Authority, and 
those required by the County of Marin.  See Policy 5010. 

D. If staffed at an ALS level, ambulances must, in addition, carry drugs, solutions and equipment as 
listed in Policy 5010. 

E. If staffed at a Critical Care Transport level, ambulances must, in addition, carry drugs, solutions 
and equipment as listed in Policy 5011. 
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DESCRIPTION AND FUNCTION OF BASIC, 
ADVANCED LIFE SUPPORT, AND CRITICAL 

CARE TRANSPORT UNITS 
PURPOSE 
To define basic, advanced life support, and critical care transport units, their staffing and functions 
within the Marin County EMS system. 

DEFINITIONS 
A. Emergency Medical Technician (EMT) refers to an individual currently certified to the EMT level 

in the state of California 

B. Paramedic -refers to an individual currently licensed as a paramedic in the state of California and 
accredited to practice in Marin County 

C. ALS indicated refers to patients for whom ALS treatment is appropriate due to complaint and/or 
symptoms present. 

MINIMUM STAFFING AND DESIGNATION 
A. Basic Life Support (BLS) units will be staffed by two EMTs and will be referred to as an 

"Ambulance" or "A" unit followed by a number indicating the agency.  

B. Advanced Life Support (ALS) units will be staffed by a minimum of one EMT and one paramedic. 

C. Fire department owned units will be referred to as “Medic” or “M”  units followed by a number 
indicating the agency. 

D. Privately owned units will be referred to as "Paramedic" or "P" units followed by a number 
indicating the agency. 

E. Critical Care transport units will be staffed by a minimum of one two EMTs, one EMT or 
Paramedic, and an R.N. and will be referred to as a “CCT” unit followed by a number indicating the 
agency. 

POLICY STATEMENT 
A. It is intended that all residents and visitors of Marin County have access to advanced life support 

services. 

B.F. It is intended that this care be rendered by advanced life support units as defined in this policy. 

PROVISION OF SERVICES 
A. Pre-hospital ALS response 

1. Will be provided by units having a primary zone provider contract or subcontract according 
to the Marin County EMS Plan 

2. If the above unit(s) is unavailable for dispatch, an alternate ALS unit will be dispatched by 
the usual dispatching agency when provided for by contract/agreement with the primary 
zone provider. 

3. If the primary zone provider and alternate provider are unavailable, the nearest ambulance 
will be dispatched by the usual dispatching agency and will function according to Marin 
County Policies and Procedures. 
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B. Situations involving units not under primary zone provider contract 

1.B. If a  unit not authorized to provide service in that ALS zone not under primary zone provider 
contract witnesses an incident that results inencounters a patient needing ALS intervention, that 
unit shall do the following: 

a.1. Immediately access zone provider medical dispatchcontact County Communications 

b.2. Request EM/AO number and dispatch of contract primary zone provider 

c.3. If time to hospital is less than ETA of contract primary zone provider ALS unit, treat initiate 
treatment and transport. 

d.4. If time to hospital is greater than ETA of contract primary zone provider ALS unit, begin 
initiate treatment and, wait for contract provider. 

2.C. If a unit isIf a unit is not staffed or equipped to provide the level of care needed by a patient, 
that unit shall do the following: 

a.1. Access zone provider medical dispatchImmediately contact County Communications. 

b.2. Request EM/AO number and dispatch of contract primary zone provider 

c.3. If time to hospital is less than ETA of contract primary zone provider ALS unit, treat initiate 
and transport. 

d.4. If time to hospital is greater than ETA of contract primary zone provider ALS unit, treat 
as able,and wait for contract zone provider 

e. If incident is a scheduled transport, contact patient’s physician. 

D. Transfers from one care facility to another are addressed in the "Interfacility Transfer GPC 05”. 

3.E. Critical Care Transport units will be used to provide an enhanced level of care during transfers.  
They are not routinely utilized in the pre-hospital setting. 

4.F. Transfers from one care facility to another are addressed in the "Interfacility Transfer GPC 05. 
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FIRELINE PERSONNEL 
 
PURPOSE 
 
To establish policy for EMTs and paramedics to function as fireline personnel when requested 
through the statewide Fire and Rescue Mutual Aid System to respond to and provide Basic Life 
Support (BLS) and Advanced Life Support (ALS) care on the fireline at wildland fires. 
 
DEFINITION 
 
Fireline Emergency Personnel – An EMT or Paramedic who meets all pre-requisites established by 
FIRESCOPE and is authorized by their department to provide treatment on the fireline. 
 
POLICY 
 

A. Under the authority of State regulations, EMTs or paramedics may render care during 
mutual aid operations as long as the following conditions are met: 

 
1. They are in possession of a valid California Paramedic License or EMT certificate. 
2. They are accredited by a local EMS agency 
3. They are affiliated with a Marin provider approved by the local EMS Agency. 
4. They may utilize the scope of practice for which s/he is trained and accredited according 

to the policies and procedures established by his/her accrediting local EMS agency. 
B. When requested for an out of county assignment, personnel may utilize the scope of 

practice for which they are trained and accredited according to the policies and procedures 
established by the Marin EMS Agency. 

C. This policy is not intended to replace existing EMS or circumvent the established response 
of EMS within any jurisdiction. 

 
 OPERATIONS 

 
A. Marin County personnel are authorized to provide pre-hospital care within the scope of 

practice allowed by the State of California and the Marin EMS Agency. 
B. Marin County personnel will be equipped with the items on the EMT or paramedic inventory 

list as well as any required firefighting equipment. 
C. It is recognized that the Fireline personnel cannot carry the same amount of equipment and 

supplies as would normally be stocked on a BLS/ALS vehicle. The inventory is based on 
the anticipated needs while considering the size and weight of the equipment and supplies.  

D. Marin County personnel shall comply with all Marin County EMS Agency policies, 
procedures when functioning as a fireline EMT or paramedic. 

E. The personnel shall present their credentials (paramedic license or EMT certificate, 
accreditation card and department identification) to the Medical Unit Leader who will 
forward that information to the local EMS Agency having responsibility for the area being 
affected by the incident.  
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F. The Fireline personnel are expected to check in and obtain a briefing from the Logistics 
Section Chief, or the Medical Unit Leader if established at the Incident.  

G. Documentation of patient care will be in accordance with Marin County EMS Policy 7006.  
Fireline personnel should utilize the Marin Field Transfer Form (FTF) for all patients 
encountered at the incident.  Documentation on the FTF must include the incident number 
assigned to the specific incident (e.g. CA Scu 00025123). The original copy will be retained 
by the Fireline personnel employing agency, one copy will accompany the patient (if 
transported) and one copy will go to the Medical Unit Leader.  

H. All Field Transfer Forms completed at the incident will be reviewed through the home 
agency CQI process.  

I. Controlled substances shall be stored and handled in accordance with Marin EMS and 
local agency policies.  

 
 QUALIFICATIONS, CERTIFICATION AND TRAINING 
 

Designation by a BLS or ALS Provider Agency as Fireline personnel must include verification that the 
Fireline personnel have completed the requirements outlined in the FIRESCOPE Position Manual for 
FEMT and FEMP.  
 
RELATED POLICIES 
 
Provider Equipment List, 5010 
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AMBULANCE DIVERSION POLICY 
  
PURPOSE 
 
To define the circumstances under which ambulance traffic may be diverted from an expected or 
"usual" receiving facility. 
 
RELATED POLICIES 
 
A. Trauma Triage and Destination, #4613 
B. Destination Guidelines, GPC 04 
 
AUTHORITY 
 
"In the absence of decisive factors to the contrary, ambulance drivers shall transport emergency 
patients to the most accessible emergency medical facility equipped, staffed, and prepared to receive 
emergency cases and administer emergency care appropriate to the needs of the patient."  California 
Administrative Code, Title 13, Section 1105 (c). 
 
DEFINITIONS 
 
A. Full diversion means a rerouting of all ambulance traffic. 
B. Condition specific diversion may occur when a normally available service, procedure or 

piece of equipment is temporarily unavailable and results in the rerouting of specific patients, 
dependent on the reason for diversion. Condition Specific Diversion may include the  
following: 
 
1. CT Scanner Inoperable 
2. Neurosurgeon Not Available 
3. Trauma Center Diversion 
4. Emergency Department (ED) Saturation 
5. Cath Lab Diversion 

POLICY 
 
A. Each Receiving Hospital shall establish an internal hospital plan, approved by and on file with 

the EMS Agency. The plan shall include, but not be limited to the following: 
 

1. Definitions and standards for activation which are consistent with this policy/ 
procedure. 

2. Identification of the internal approval process, including persons or positions that must 
be involved in the decision-making process. 
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3. Mechanisms for notification, on-going monitoring, removal from  diversion status; 

identification and activation of backup ED and ICU physical space according to 
state licensing guidelines; call-in mechanism for additional staff; identification of 
patients who can be safely transferred within the facility; internal review of the 
diversion and reporting to the EMS Agency. 

 
B. Full diversion may occur only if the receiving emergency department is incapacitated by a 

physical plant breakdown (i.e., fire, bomb threat, power outage, etc.) which renders patient 
care unsafe. In the event of a full diversion, all patients will be rerouted to other 
facilities as appropriate. 

 
C. The need to institute a Condition Specific Diversion is determined according to each 

facility's plan, consistent with the following: 
 

1. The following patients may not be rerouted: 
a. Obstetrical patients in active labor 
b. Patients with respiratory distress and unmanageable airway 
c. Patients with uncontrolled external hemorrhage 
d. Patients requiring ALS, but having no paramedic in attendance 
e. Patients with CPR in progress 
f. Stable patients who insist on transport to a specific hospital. Ambulance 

personnel will inform the patient of the diversion status and document that the 
patient refused transport to an alternate facility. 

g. Destinations of all other patients will be determined in accordance with the 
type of diversion. 

 
2. CT Scanner Inoperable: 

a. Full trauma activations with signs and symptoms of head, neck or spinal cord 
injury, transport to Level II Trauma Center; if conditions preclude air transport 
contact Level III Trauma Center. 

b. Limited trauma activations meeting the above criteria will be transported to the 
EDAT. 

c. Patients with the following get transported to closest facility with functioning 
CT scanner: 

d. Signs or symptoms of a new CVA 
e. Head injury patients not meeting trauma criteria with anticoagulant use and/or 

bleeding disorders 
 

3. Neurosurgeon Not Available: 
a. Patients with signs and symptoms of head, neck or spinal cord trauma: 

transport to Level II Trauma Center; if conditions preclude air transport contact 
Level III Trauma Center (MGH). 

b. Patients with signs and symptoms of CVA and/or medical conditions that may 
require Neurosurgical intervention: transport to the closest appropriate facility 
in Marin County with a functioning 
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c. CT scanner for initial evaluation and stabilization. Transfer, if indicated, is the 

responsibility of the hospital, including the maintenance of formal transfer 
agreements with other facilities. 

 
4. Trauma Center Diversion: 

a. Trauma patients will be diverted from the trauma center when the trauma 
surgeon and back-up trauma surgeon are encumbered with the care of 
trauma patients either in the operating room or emergency department. 

b. Patients who meet Physiologic and/or Anatomic Trauma Triage Criteria 
(Full activations) shall be transported to the time-closest Level I or Level 
II Trauma Center by air or ground. 

c. Patients who meet “Mechanism of Injury” and/or “Additional Factors” 
Trauma Triage Criteria (Limited activations) shall be transported to the 
EDAT. 

d. The following conditions DO NOT constitute acceptable grounds for  
Trauma Center Diversion: 
1) A lack of clinical specialty backup, inpatient bed space, 

monitored beds, or inpatient nursing staff. 
2) ED Saturation Diversion 
3) Inoperable CT Scanner (see section V.C.3.) 

 
5. ED Saturation Diversion: 

a. Ambulance traffic may be diverted due to emergency department saturation 
when emergency department resources are fully committed and unable to 
accept incoming ambulance traffic. 

b. Trauma, STEMI, and suspected CVA patients will NOT be rerouted. 
c. Under this policy, no diversion incident shall exceed two hours. At the end of a 

two hour diversion period, a hospital must again contact the Communications 
Center to initiate another diversion status. 

d. Under no circumstance is lack of in-patient hospital beds, other than in the 
Emergency Department, grounds for diversion. Hospitals are expected to 
accept ALL ambulance patients and to provide emergency stabilization and 
appropriate transfer if necessary. 

e. In all cases of diversion, senior management or designee must be notified and 
must approve activation of the diversion status. 

 
D. In the event that more than one Trauma Center or more than two receiving hospitals within 

Marin County meet their internal plan criteria and wish to activate diversion status at the 
same time, diversion status for all will be discontinued upon direction of the EMS 
OfficeAgency. 



 

 

 
 

E. INITIATING AND TERMINATING DIVERSION STATUS 
 

1. Initiating diversion 
 

a. The facility shall implement the internal plan prior to initiating diversion status. The 
request to initiate status must be approved by senior management. 

a.b. The facility shall update ReddiNet to indicate their status as being on  diversion. 
b. The impacted facility shall contact the Communications Center, announcing their need 

to initiate diversion status, including the following information: 
a. Criteria for diversion 
b. Name of senior management person approving diversion status 
c. Expected duration of diversion 

d. The Communications Center shall notify all other hospitals, the EMS Office, and 
providers as they are dispatched to calls, of the hospitals’ diversion status and type of 
diversion. 

 
2. Termination of diversion 

 
a. Diversion status will be terminated as soon as possible. 
b. Diversion status is terminated when the hospital updates their status in ReddiNet to 

indicate that they are no longer on diversion. notifies the Communications Center who will 
then notify all  other hospitals, the EMS Office, and provider agencies as they are 
dispatched on calls. 

c. The name of senior management approving the termination of the diversion status shall 
be reported. 

 
3. Dispatch centers (public and private) shall monitor ReddiNet in order to inform providers of 

the hospital diversion status. 
 
4. Comm Center shall notify the EMS Agency of changes in diversion status. 

 
5. EMS Agency staff is available to assist with solving system-related problems and can be 

reached by contacting the Communications Center. 
 

6. The EMS Agency will track the frequency and duration of diversion, making periodic reports to 
system participants. 

 
a. Documentation of Diversion 
b. Hospitals must complete the Ambulance Diversion Form and fax it to the EMS agency 

within 48 hours (415.499.3747) for ALL diversions. Refer to Appendix A. 
c. An EMS Notification Form should be submitted to the EMS agency for  any problem 

associated with patient care during a diversion. 
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EMS PROGRAM APPROVALS 
  
PURPOSE 
To provide guidelines for the approval of private ambulance providers, EMS training programs 
and Continuing Education providers by the Marin County EMS Agency. 
 
RELATED POLICIES 
 
AUTHORITY 

A. Marin County Ambulance Ordinance No. 3226 
B. Board of Supervisors Resolution #96-41 
C. California Code of Regulations, Division 9, et sec. 

POLICY 
 
A. General 

1. All training programs, continuing education providers, and EMS providers must be 
authorized by the EMS Agency to operate in Marin, and shall abide by all current EMS 
system policies, protocols and procedures.  

 
B. Private Ambulance Providers  

1. All private ambulance providers are subject to the Marin County Ambulance Ordinance 
No. 3226 and Board Resolution #96-41.  

2. Prior to initiation of services, Providers shall: 1) receive approval from the Marin 
County Board of Supervisors, and 2) possess a certificate of operation issued by the 
EMS Agency. 

3. Providers shall maintain a current certificate of operations and be subject to annual 
inspections. 

4. All provider ambulances operated in Marin shall pass an annual inspection by the EMS 
Agency. 

5. Providers shall maintain a physical base of operations in Marin County. 
 
C. EMT Training Programs 

1. All EMT training program providers are subject to California Code of Regulations, Title 
22, Division 9, et sec. 

2. Providers shall receive approval from the EMS Agency prior to offering courses or 
training to prehospital personnel. 

3. Providers shall submit a resume for each primary or lead instructor that clearly 
demonstrates: 
a. Two years professional or volunteer experience in a relevant field. 
b. Training in instructional techniques and the delivery of adult learning. 
c. Familiarity with course content. 
d. Providers shall maintain a physical address in Marin County.  

 
D. Continuing Education Programs 

1. All Continuing Education providers are subject to California Code of Regulations, Title 
22, Division 9, et sec. 

2. Providers shall receive approval from the EMS Agency prior to offering qualifying CE 
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programs and hours to prehospital personnel. 
3. Providers shall submit a resume for each primary or lead instructor that clearly 

demonstrates: 
a. Two years professional or volunteer experience in a relevant field. 
b. Training in instructional techniques and the delivery of adult learning. 
c. Familiarity with course content. 
4. Providers shall maintain a physical address in Marin County. 

 
E. First Aid Training Programs (Public Safety/EMR) 

1. All first aid training program providers are subject to California Code of 
Regulations, Title 22, Division 9, et sec. 

2. Providers shall receive approval from the EMS Agency prior to offering courses or 
training to prehospital personnel. 

3. Providers shall submit a resume for each primary or lead instructor that clearly 
demonstrates: 
a. Two years professional or volunteer experience in a relevant field. 
b. Training in instructional techniques and the delivery of adult learning. 
c. Familiarity with course content. 
4. Providers shall maintain a physical address in Marin County. 
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SPECIALTY CARE CENTER DESIGNATION 
PURPOSE 
To outline the process for achieving designation as a specialty care center (e.g., Trauma, STEMI, 
Stroke, etc.) in Marin County. 

POLICY 
A. Designation Process 

1. Marin County EMS Agency will designate all specialty care centers in Marin County. 

2. Facilities providing specialty care services will be contracted by Marin County to provide 
those services within the system. 

a. Only designated facilities will be utilized to provide specialty care. 

3. Facilities seeking designation must do the following: 

a. Submit a letter of intent to seek designation to the Marin County EMS Agency and 
pay an annual amount as set forth in written agreement. 

b. Meet all standards and requirements set forth by the EMS Agency. 

c. Successfully complete verification by an accrediting body or as approved by the 
EMS Agency. 

4. Designation will be for a term determined by written agreement with the EMS Agency. 
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SEIZURE  
BLS 

ALWAYS USE STANDARD PRECAUTIONS 
 
INDICATION 
 Patient with reported or continuing seizure activity 

 
TREATMENT 
 BLS RMC 

 
SPECIAL CONSIDERATION 
 Consider treatable etiologies (hypoglycemia, hypoxia, narcotic overdose, unusual odor of 

alcohol, signs of trauma, medic alert tag)  
 Be attentive to excessive oral secretions, vomiting, and inadequate tidal volume 
 Treatment should be based on the severity and length of the seizure activity 

 
DOCUMENTATION- ESSENTIAL ELEMENTS 
 Past medical history ( i.e., seizures, diabetes) 
 Number, description, duration of seizures 
 Narcan administration by first responder, if known 
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AUTHORIZED PROCEDURES FOR EMT-1  
PERSONNEL  

ALWAYS USE STANDARD PRECAUTIONS 
 
 
INDICATION 
In addition to the items listed in the basic Scope of Practice of Emergency Medical Technician (EMT), 
EMTs may perform the following: 
 
PROCEDURE 
 Administer over the counter medications including oral glucose or sugar solutions and patient’s 

own aspirin (162 - 324mg chewable). 
 Monitor intravenous lines delivering glucose solutions or isotonic balanced salt solutions 

including Lactated Ringer’s for volume replacement; 
 Monitor, maintain, and adjust if necessary in order to maintain, a preset rate of flow and turn off 

the flow of intravenous fluid; 
 Transfer a patient, who is deemed appropriate for transfer by the transferring physician, and 

who has nasogastric (NG) tubes, gastrostomy tubes, heparin locks, foley catheters, 
tracheostomy tubes and/or indwelling vascular access lines, excluding arterial lines; 

 
EMT OPTIONAL SKILLS 
  Accreditation for EMTs to practice optional skills shall be limited to those whose certificate is 

active and are employed within the jurisdiction of the LEMSA by an employer who is part of the 
organized EMS system. 

 The following optional skills may be performed after the EMT has received training approved 
by the LEMSA. 
 Administration of epinephrine by auto-injector for suspected anaphylaxis and/or severe 

asthma. EMTs must demonstrate skills competency at least every two years to maintain 
accreditation. 

 Administration of prepackaged Atropine and Pralidoxime Chloride 
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DETERMINATION OF DEATH - ALS  
ALWAYS USE STANDARD PRECAUTIONS 

 
INDICATION 
Patient in cardiac arrest who does not meet criteria for BLS Determination of Death and does not have a valid 
DNR order.  
 
PROCEDURE 
 Confirm pulseless and apneic.  Apply leads and document rhythm in two monitoring leads for one minute or 

in one lead if an AED is the only available monitor.  
 Determination of death can be made prior to, or immediately after, initiating resuscitation when:  
 Medical (ALL must be present) 
 The presenting rhythm is asystole 
 Event was unwitnessed   
 Effective bystander CPR was not initiated, based on CPR guidelines/paramedic judgment 
 No evidence of potentially reversible cause of arrest (e.g. hyperkalemia or hypothermia) 
 No AED or manual shock delivered  

 Trauma (EITHER may be present) 
 MCI incident where triage principles preclude initiation of CPR 
 Blunt, penetrating or profound multi-system trauma with asystole or PEA 

 If determination of death cannot be made, perform ALS resuscitation for 20 minutes.  
 If the above procedures have been completed without ROSC, resuscitation may be discontinued and 

determination of death made when ANY of the following are present: 
 Information (e.g. valid DNR or POLST form) becomes available which precludes continuation of 

resuscitation efforts  
 ETCO2 ≤ 10mm/Hg and the rhythm is asystole or PEA 

 If determination of death can still not be made for medical arrests, continue resuscitation for ten  
additional minutes (30 minutes total) at which point resuscitation may be discontinued and determination of 
death made if ROSC has not occurred.  If patient in refractory VF, transport is warranted. 

 PHYSICIAN CONSULT 
• Evidence exists that resuscitative efforts are not desired or appropriate (e.g. family request) and above 

criteria is not met 
• ETCO2 > 10mm/Hg after 30 minutes of resuscitation efforts 

 When applicable, notify the appropriate law enforcement agency and remain on the scene until law 
enforcement or coroner arrives 

 Complete the Determination of Death form and leave a copy at the scene if the patient will be transferred to 
the coroner 
 

DOCUMENTATION- ESSENTIAL ELEMENTS 
 Criteria for discretionary determination of death (i.e., DNR or valid POLST form) 
 Name and phone number of physician authorizing termination of resuscitation 
 When possible, attach copy of DNR to PCR or include type of DNR and physician information 

 
RELATED POLICIES/ PROCEDURES 
 BLS Determination of Death BLS 5 
 DNR GPC 7  
 Cardiac Policies:  Asystole/PEA C3; PEA C2; Adult Cardiac Arrest Guidelines  
 Cold Induced Injuries E2 
 Trauma Triage and Destination Guideline Policy 4613 
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VENTRICULAR ASSIST DEVICE 
(VAD) 

  
ALWAYS USE STANDARD PRECAUTIONS 

 
INDICATION 
For assessment, management, treatment, stabilization and/or transport of a patient with a VAD 
CRITICAL INFORMATION 
 Note unique ASSESSMENTS section below 
 The VAD Coordinator (VADC) should be contacted immediately. Dispatch may have VADC contact 

information. The patient and caregiver will have contact information; it may also be found on the device, a 
medic alert bracelet, near a phone or other obvious location.  The VADC may be on the phone upon EMS 
arrival.  

 The VADC is a valuable resource but is NOT medical control.  Request physician consult if necessary.   
 If appropriate, request POLST/DNR status 
ASSESSMENT - Patient  
Patient assessment depends on complaint and presenting signs and symptoms.  The complaint may not 
involve the VAD. All VAD patient assessments will include the following: If the 
 complaint involves VAD (i.e. decreased LOC, signs of shock, weakness, SOB), the assessment will include: 
NOTE: O2 sat and pulse will be absent or greatly diminished 
 Neuro status 
 Manual blood pressure (will be only one number) 
 Skin signs 
 ETCO2 monitoring  
 Lung sounds      
 Capillary refill 
 Auscultate device (RUQ)cardiac monitor (ECG rhythm may be abnormal but unless patient is symptomatic, 

treat the patient, not the monitor) 
ASSESSMENT – device 
 Involve VADC, patient and family in assessing/troubleshooting device 
 A green light indicates the device is powered.  It does NOT mean the device is working 
 Auscultation of a humming sound at the RUQ indicates the device is working 
 Check ALL connections to be certain they are secure and batteries are charged 
TREATMENT 
 ALS RMC 
 If signs of shock present, start IV NS, give 500ml bolus and reassess, including lung sounds. 
 If the patient is to be defibrillated, do not place pads over patient’s device 
 Withhold chest compressions unless the patient is pulseless, unconscious, and you and the VADC have 

determined the device has stopped working 
 Obtain 12-lead ECG – however, treat the patient, not the monitor 
DOCUMENTATION- ESSENTIAL ELEMENTS 
 VAD Coordinator name and contact info 
 Assessment findings 
RELATED POLICIES/ PROCEDURES 
 Destination Guidelines Policy GPC 4 

 VAD related complaint:  transport directly to a VAD center.  If concerns about patient’s stability 
or destination, refer to GPC 4 and get a physician consult 

 Non-VAD related complaint:  transport per GPC 4 
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ADULT CARDIAC ARREST 
ALWAYS USE STANDARD PRECAUTIONS 

 
INDICATION 
 Unresponsive; no breathing or has agonal respirations; no pulse 

 
 
 

Critical Information:  
• Witnessed vs Unwitnessed 
• Consider pre-cordial thump if witnessed and 

defibrillator not immediately available 
• Use metronome or similar device 
• If hypothermic, delay compressions for 3 

minutes; focus on ventilations and active 
rewarming 

• Manual CPR is preferred; mechanical CPR 
is an acceptable alternative 

• Change compressors q 2’ 
• Minimize interruptions 
• Defibrillate per manufacturer’s 

recommendations. 
• Do not stop compressions while defibrillator 

is charging 
• Resume compressions immediately after 

shock  
  

 

BLS Airway Management 
• BLS airway is preferred during the first 5’ 
• Use two-person BLS airway management 

whenever possible 
• Avoid excessive ventilation 
• 30:2 compression/ventilation ratio 

ALS Airway Management 
• King Airway preferred device 
• May use ETT/video laryngoscopy (VL) if 

available 
• Laryngoscopy for ETT must occur with CPR 

in progress.  Do not interrupt CPR for >10 
seconds for tube placement 

• Continuous ETCO2 use to monitor 
effectiveness of CPR and advanced airway 
placement. Maintain O2 sat 94-99% 

• 1 breath every 6 seconds 
 
 
 

 
 
 

Treatment on scene 
• Movement of patient during CPR may be detrimental to outcome 
• Provide resuscitation on scene until ROSC or when patient meets Determination of Death criteria 
• Regardless of the above, transportation is warranted in the following situations:  refractory VF, unsafe scene conditions, 

unstable airway, hypothermia as a primary cause of arrest (<95F/35C), any patient pulled from a fire in cardiac arrest 
• To assure ROSC continues, remain on scene for 5-10’ and then transport to a STEMI Receiving Center 

 

YES 

Shockable 
Rhythm? 

NO 

Vfib/pVT Asystole/PEA 

CPR 2 min 
 

SEE VFIB / 
PULSELESS VTACH 

POLICY 

SHOCK 

CPR 2 min 
 

SEE 
ASYSTOLE / 

PEA 
POLICY 

 
 

Start CPR 
110 bpm – 2” depth & full recoil 

Give O2 via BVM 
Attach monitor/defibrillator 
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SUSPECTED CHILD/ DEPENDENT ADULT/ 
ELDER ABUSE/NEGLECT/HUMAN TRAFFICKING   

ALWAYS USE BODY SUBSTANCE ISOLATION PRECAUTIONS 
 

INDICATION 
 Identification and guidelines for reporting and treating suspected child abuse (persons < 18 years of 

age), dependent adults between the ages of 18 and 64 years (those with physical or mental limitations 
restricting their ability to carry out normal activities), domestic abuse (intimate partner violence, includes 
dating relationships), human trafficking, and elder adults (> 65 years) 

 Abuse is defined as harmful, wrongful, neglectful or improper treatment which may result in physical or 
mental injury. 
 

TREATMENT 
 BLS/ ALS RMC  
 Treat and transport the patient per Destination Guidelines Policy GPC 4 
 If patient or patient’s DDM (Designated Decision Maker) refuses transportation to the hospital and 

patient’s life is not in imminent danger: 
 Leave the scene, contact law enforcement, establish radio contact with the intended receiving 

hospital, describe situation including reasons for suspecting abuse. 
 If patient or patient’s DDM refuses transportation to the hospital and patient’s life is in imminent danger: 
 Stay on the scene, request local law enforcement agency to respond and place patient in protective 

custody. 
 If abuse is suspected in individuals other than the patient: 
 Follow the procedures stated above for imminent and/ or non-imminent danger. 

 Contact the local law enforcement agency and/or one of the following protective service agencies by 
phone within 24 hours and submit completed report within 36 hours of incidence: 
 Marin Child Protective Services, 415-499-7418. State of California Report of Suspected Child 

Abuse Report SS 8583 (see GPC 9A)  
 Marin County Adult Protective Services, 415-507-2774. State of California Report of Suspected 

Dependent Adult/ Elder Abuse Form SOC 341 (see GPC 9B) 
 

CRITICAL INFORMATION 
 Common findings in victims of child abuse are as follows: 
 Suspicious fractures in children < 3 years 
 Multiple fractures 
 Unexplained bruising 
 Starvation/ dehydration 

 Common findings in parents/ guardian of abused child/ elder/ domestic partners/ human trafficking/ 
dependent adult are as follows: 

 Contradictory stories regarding patient’s injury 
 Evasive answers in questions 
 Anger directed towards or little concern for the patient 
 Drug use 
 Inability to locate guardian 

 
RELATED POLICIES/ PROCEDURES 
 California Department of Social Services, Welfare & Institution Code (SS 15630, 15658 (a) (1), 8583 
 Destination Guidelines Policy GPC 4 
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COLD INDUCED INJURY 
ALWAYS USE STANDARD PRECAUTIONS 

 
INDICATION 
 Exposure to cold and/or wet environment  
TREATMENT and CRITICAL INFORMATION  
 Move patient to a warm, protected environment as soon as possible 
 Remove all wet clothing and cover entire body (including head & hands) with warm blankets 
 ALS RMC, including –   rectal core temperature; if possible (epitympanic or rectal), treat 

hypoglycemia per ALOC policy if patient presents with ALOC, rectal temperature must be 
obtained 
 

 

 
 Resuscitation should not be initiated if submersion greater than or equal to one hour: physical 

examination of body with accurate and reliable history of submersion time.  
 If less than 1 hour, auscultate for heart rate and assess for electrical activity for 60 seconds. 
 If there are no signs of life and asystole remains after 60 seconds, ventilate for three minutes. 

 If still asystolic and no pulse, begin CPR 
 If VF/VT, defibrillate once @ highest joule setting 150J, 200 or 360J (depending on 

manufacturer) and if no change, begin CPR. 
 If PEA (even very slow); withhold CPR; continue warming measures; begin transport, 

continue IV fluid boluses (as above); handle gently and manage airway.  
 Withhold ACLS medications until core temperature reaches 86F/30C 
 
SPECIAL CONSIDERATION 
 Subtler presentations exist in the elderly, newborns, chronically ill, patients taking medications and 

alcohol 
 Handle the patient gently for all procedures; physical manipulations have been reported to 

precipitate ventricular fibrillation. 

TEMPERATURE SYMPTOMS VS TREATMENT 
Mild 90-95F /32-35C shivering, apathy, 

ataxia,  No LOC 
Increased HR, increased RR, 
NL BP Normal to increased 
RR & HR 

IV fluids (warm if available); 
warm blankets, hot packs to 
chest, back, groin, axilla 

Moderate 82-90F/28-32C shivering may cease; 
decreasing LOC; ALOC; 
slurred speech; 
unsteady gait; trial 
dysrhythmias (will 
resolve with warming) 

may be bradycardic and 
hypotensive;  Slow HR & 
RR; pulse may be difficult 
to detect 

as above; handle patient 
gently and try to keep 
horizontal;  
 

Severe <82F/<28C Minimally or completely 
unresponsive, ALOC; 
ventricular dysrhythmias 

profound hypotension; Low 
BP; difficult to detect any 
VS (auscultate for heart 
sounds)  

as above; critical to handle 
patient gently and keep 
horizontal; IV fluids (warm if 
available) @ 20ml/kg bolus; 
reassess after 500 ml; repeat 
as necessary for SBP > 90 
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 Continue re-warming in patients with temperature < 35C (95°F) with known or suspected 
hypothermia (hypothermia from submersion <60 minutes) as the primary cause or significant 
contributor of death, unless obvious death or valid DNR are present.  

 



April 2017 draft                                 COUNTY OF MARIN EMS                                                    E 5 
 

  
Page 1 of 1 

DROWNING/ NEAR DROWNING 
ALWAYS USE BODY SUBSTANCE ISOLATION PRECAUTIONS 

 
INDICATION 
 Drowning:  loss of consciousness in water, now in full arrest 
 Near Drowning:  loss of consciousness in water, not in full arrest 

 
TREATMENT 
 ALS RMC 
 Ensure patent airway 
 Protect cervical spine if neck injury suspected 
 High flow oxygen. Prepare to support ventilations with appropriate airway adjuncts (CPAP if 

available) 
 Anticipate vomiting:  take precautions against aspiration and be prepared to suction 
 Remove wet clothing  
 Keep patient warm and dry 

 
SPECIAL CONSIDERATION 
 If patient had LOC in water and presents in full arrest and is normothermic, treat as cardiac 

arrest, using specific dysrhythmias treatment guideline.  
 If patient is hypothermic (<95°F), refer to Cold Induced Injury policy 
 

RELATED POLICIES/ PROCEDURES 
 Spinal Immobilization GPC 13 
 Cold Induced Injury E 2 
 CPAP ALS PR 13 
 BLS Determination of Death BLS 5 
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SEIZURES 
 ALS 

ALWAYS USE STANDARD PRECAUTIONS 
 
INDICATION 
 Recurring or continuous generalized seizures with ALOC 
 

TREATMENT 
 ALS RMC 
 Treat hypoglycemia according to ALOC policy 
 Narcan 2 mg IV/ IM/ SL/ IN if opiate overdose is suspected and the patient is in respiratory 

failure or shock 
 Midazolam (Versed)    
 IV/IO:  1 mg slowly; MR q 3 minutes until seizure stops or maximum dose 0.05 mg/kg. 
 IN:  5 mg (2.5 mg in each nostril) 
 IM: 0.1 mg/kg; MR x 1 in 10 minutes if still seizing. 

 
SPECIAL CONSIDERATION 
 Consider treatable etiologies (hypoglycemia, hypoxia, narcotic overdose, unusual odor of 

alcohol, signs of trauma, medic alert tag) prior to administering anti-seizure medications. 
 Expect and manage excessive oral secretions, vomiting, and inadequate tidal volume. 
 Treatment should be based on the severity and length of the seizure activity. 
 Focal seizures without mental status changes may not require pre-hospital pharmacological 

intervention. 
 Never administer Midazolam (Versed) rapid IVP/IO since cardiac and/or respiratory arrest 

may occur. 
 
DOCUMENTATION- ESSENTIAL ELEMENTS 
 Blood glucose level 
 Number, description, duration of seizures 
 Dosage of medications, times administered 
 Narcan administration by first responder, if known 

 
RELATED POLICIES/ PROCEDURES 
 Intranasal Medications Midazolam (Versed) & Narcan ALS PR 7 
 ALOC N1 
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 TRAUMATIC INJURIES 
ALWAYS USE BODY SUBSTANCE ISOLATION PRECAUTIONS 

 
INDICATION 
 Suspected or apparent injuries which meet conditions listed on the Marin County Trauma 

Triage Tool  
 

CRITICAL INFORMATION 
 Rapid transport to the appropriate trauma receiving facility is important and must be taken into 

account in the field management of trauma patients 
 

TREATMENT 
 ALS RMC 
 Early Trauma center notification 
 Control of bleeding 
 If SBP < 100, consider 2 large bore IVs; fluid challenge 250-500 ml 
 Pain management as appropriate 
 For head injury patients, consider Zofran to prevent vomiting which could increase ICP 
 Prepare for early and rapid transport to the appropriate trauma center 
 

SPECIAL CONSIDERATION 
 If injury may have resulted from abuse, neglect, assault, attempted suicide/ homicide and/ or 

other crimes, refer to Suspected Child/ Dependent Adult/ Elder Abuse/Neglect/Human 
Trafficking Policy for reporting. 

 
RELATED POLICIES/ PROCEDURES 
 Destination Guidelines GPC 4 
 Suspected Child/ Dependent Adult/ Elder Abuse/Neglect/Human Trafficking GPC 9 
 Spinal Immobilization  GPC 13 
 Adult Pain Management ATG 2 
 Trauma Triage Tool 4613a 
 Severe Nausea and Vomiting M 5 
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NEWBORN RESUSCITATION 
ALWAYS USE STANDARD PRECAUTIONS 

 
INDICATION 
 Prehospital delivery of a newborn 
 

CRITICAL INFORMATION 
 Assess for term gestation, crying or breathing, heart rate, and muscle tone.   
 Measure with color-coded resuscitation tape and treat according to the Pediatric Dosing Guide 
(P18A).  Apply corresponding wrist band. 
 Peripheral Cyanosis is considered a normal finding 

TREATMENT 
 BEFORE BIRTH (as possible) 

• Check & Prepare Equipment (BVM, suction, warm/clean linen, cord clamps, sterile 
blade/shears, SpO2 monitor) 

 AT BIRTH 
• DRY AND STIMULATE  
• ASSESS: Crying/breathing, muscle tone 
• TREATMENT: 

 
1. FIRST 60 SECONDS: 

 ASSESS: Crying/breathing, muscle tone 
IF term gestation, crying, has good muscle tone: 

- Dry, warm 
- Position airway, clear secretions as needed 
- Place SpO2 on Right Hand 
- 60 seconds after birth: place 1st clamp at least 2 inches from child 

and second clamp 3 inches from first clamp.  Cut cord in-between 
two clamps 

- Ongoing evaluation (See Step 5) 
IF NOT crying/good muscle tone: 

- Dry, warm 
- Stimulate by rubbing back, soles of feet 

 
Assess: Heart Rate (brachial or gently hold umbilical stump at base) 

IF HR below 100 OR gasping/apnea: 
- Initiate PPV 
- Place SpO2 monitor 
- Consider ECG monitoring 

IF HR above 100 and labored breathing/central cyanosis: 
- Position and clear airway (Suction as needed) 
- Place SpO2 monitor 
- Administer Oxygen as needed (See normal SpO2 chart below) 

 
 

2. NEXT 30 SECONDS: 
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  ASSESS: Heart Rate 
IF HR below 100: 

- Check chest movement 
- Reposition airway to optimize chest movement 
- Check Mask Seal 
- Continue PPV 
- Consider ETT/LMA 

 
3. NEXT 30 SECONDS: 

  ASSESS: Heart Rate 
IF HR below 60: 

- Initiate chest compressions 
• 3 compressions and 1 breath, goal of 90 compressions/min 

- Initiate IV/IO access 
- Place ETT (If not done in Step 2) 

IF HR above 60: 
- Return to Step 2 above 

 
4. NEXT 30 SECONDS: 

  ASSESS: Heart Rate 
IF HR below 60: 

- Administer Epinephrine 0.01 mg/kg IV/IO 
• Repeat every 3-5 minutes 

- Continue compressions and ventilation 
- Administer fluid bolus 10 ml/kg 
- Assess for pneumothorax 

IF HR above 60: 
- Return to Step 3 above 

 
5. ONGOING EVALUATION (Post resuscitation/well child) 

- Assess & Document APGAR Scores at 1 and 5 minutes (Chart 
below) 

- Assess for hypoglycemia and treat according to Pediatric Dosing 
Guide 

- Closely monitor temperature and ensure patient warmth 
- Continuous assessment of SpO2, HR, RR in transport 
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DOCUMENTATION- ESSENTIAL ELEMENTS 
 Presence of meconium 
 APGAR score at 1 and 5 minutes 
 

SpO2 Normal Values 
After Birth (In Min) 
1 min 60-65% 
2 min 65-70% 
3 min 70-75% 
4 min 75-80% 
5 min 80-85% 

10 min 85-95% 

APGAR SCORE 
Sign 0 1 2 

Heart rate 
(bpm) 

Absent Slow (<100) ≥100 

Respirations Absent Slow, irregular Good, crying 
Muscle tone Limp Some flexion Active motion 

Reflex/ 
Irritability 

No 
response 

Grimace Cough, sneeze, cry 

Color Blue or pale Pink body with blue 
extremities 

Completely pink 
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PEDIATRIC RESPIRATORY DISTRESS 
ALWAYS USE STANDARD PRECAUTIONS 

 
INDICATION 
 Patient exhibits any of the following: 
 Wheezing 
 Stridor 
 Grunting 
 Nasal flaring 
 Apnea 
 

CRITICAL INFORMATION 
 Measure with color-coded resuscitation tape and treat according to the Pediatric Dosing Guide 

(P18A).  Apply corresponding wrist band. 
 Neonate = birth to four weeks; infant = four weeks to 1 year; child = 1-14 years;   

adolescent = >14 years  
 

TREATMENT 
 ALS RMC 
 Position of comfort to maintain airway 
 Allow parent to administer oxygen if possible 
 Upper Airway/ Stridor: 

 Mild to moderate respiratory distress:  3ml NS via HHN 
 Moderate to severe respiratory distress: Epinephrine 1:1,000 5 mg in 5 ml via      

nebulizer   
 Lower Airway Obstruction/ Wheezing: 

 Albuterol 2.5 mg in 3 ml NS via HHN, mask, or bag-valve-mask; MR x 1 and  
 Ipratropium 500 mcg in 2.5 ml NS via HHN or bag-valve-mask 
 If response inadequate, Epinephrine 1:1,000 (0.01 mg/kg) IM, maximum single dose 

0.3 mg; MR x 1 in 15 minutes. 
 Foreign Body Obstruction: 

 Attempt to clear airway:   
 < 1 year: 5 back blows and 5 chest thrusts 
  > 1 year: 5 abdominal thrusts 
 Visualize larynx and remove foreign body with Magill forceps 

 Respiratory failure/ apnea/ complete obstruction. 
 Attempt positive pressure ventilation via bag-valve-mask, if unable to ventilate, attempt 

intubation 
SPECIAL CONSIDERATIONS 
 Assess key history factors: recent hospitalizations, asthma, allergies, croup, and medication 

usage 
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PEDIATRIC BURNS 
ALWAYS USE STANDARD PRECAUTIONS 

 
INDICATION 
 Damage to the skin or an inhalation injury caused by contact with fire, heat, electricity, or 
caustic material. caused by contact with caustic material, electricity, or fire, or any burn associated 
with respiratory involvement 
CRITICAL INFORMATION 
 Measure with color-coded resuscitation tape and treat according toper the Pediatric Dosing Guide (P18A).  

Apply corresponding wrist band (do not apply over burned areas). Neonate = birth to four weeks; infant = 
four weeks to 1 year; child = 1-14 years; Adolescent = >14 years is this necessary? 

 Consider early intubation for severe facial burnsPerform frequent airway assessments and consider early 
intubation for inhalation injury, i.e., facial or chest burns, singed nasal hairs, soot/blisters in oropharynx. 

 Burns with trauma mechanism will beare to be transported according toper the Marin County Trauma 
Triage Tool 

TREATMENT 
 RemoveMove patient to safe area and stop the burning process 
 Remove contact with the agent, unless adhered to the skin 
 Brush away any dry chemicals 
 Flush with water to stop the burning process or to decontaminate 
 Remove offending agent, involved clothing and restrictive jewelry (unless adhered to skin) 
 Brush away dry chemicals 
 Flush with copious amounts of tepid water x 10-15 minutes to stop burning process or to 

decontaminate 
 Keep patient warm 
 Cover injuries with clean, dry linen 

 ALS RMC 
 High-flow oxygen for burns involving the chest and for patients with evidence/suspicion of 

inhalation injury (facial burn, singed nasal hair, soot/blisters in the oropharynx, etc.)   
 Re-evaluate airway frequentlyfor inhalation injuries, facial or chest burns 
 IV NS 125-250ml/hr (waiting for Paula)at TKO; do not administer fluid bolus 

 Support ventilation with high flow oxygen 
 If wheezing, consider bronchodilator therapy- Albuterol 5 mg in 6 ml NS HHN 
 Re-evaluate airway frequently 

 Expose affected area and apply clean dry sheet 
 Remove all restrictive clothing/ jewelry  
 Keep patient warm to avoid hypothermia 
 IV NS 10 cc/kg;   Re-evaluate airway frequently 
     Expose affected area and apply clean dry sheet  
     Keep patient warm to avoid hypothermia 
     Fluid bolus 20 ml/kg NS IV/IO 
     ProvideP pain management as soon as possible indicated 
    Transport by ground according to Destination Guidelines. Transport to closest receiving facility 

for advanced airway management if it cannot be done on scene in a timely manner. Transport 
by ground.  If there is respiratory involvement,                                                 transport to the 
time closest ED by air or ground. 
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 SPECIAL CONSIDERATION 
 Avoid hypothermia, do not use ice or wet dressings,  

and keep patient warm 
 IV/IO required if BSA >10% 

DOCUMENTATION- ESSENTIAL ELEMENTS 
  Estimated percentage of BSA affected 
 Airway assessments 

RELATED POLICIES/ PROCEDURES 
 Pediatric Pain Management P15 
 Pediatric Shock P7 
 Pediatric Dosing Guide P18A 
 Destination Guidelines GPC4 
 Marin County Trauma Triage Tool 
 Pediatric Respiratory Distress P3 

 
 
 
 



Grey Pink Red Purple Yellow White Blue Orange Green
kg 3 - 5 6 - 7 8 - 9 10 - 11 12 - 14 15 - 18 19 - 23 24 - 29 30 - 36
lbs 6 - 11 13 - 15 18 - 20 22 - 24 27 - 31 33 - 40 42 - 51 53 - 64 66 - 80

60, 80, 100 ml 130 ml 170 ml 210 ml 260 ml 325 ml 420 ml 530 ml 660 ml
3.5 / 0 3.5 / 0 3.5 / 1 4.0 / 1 4.5 / 2 5.0 / 2 5.5 / 2 6.0 / 2 6.5 / 3

1st 6  10J 13J                17J               20J             26J             33J            40J 53J       66J             
2nd 12  20J 26J 34J 40J 52J 66J 80J 106J 130J
1st 3 - 5J 7J                9J                 10J               13J             17J              20J        27J           33J              
2nd 6 - 10J 13J 17J 20J 26J 34J 40J 54J 66J

4 gm 6.5 gm 8.5 gm 10.5 gm 13 gm 16.5 gm 21 gm 26 gm 33 gm
19 ml 31 ml 41 ml 50 ml 62 ml 79 ml 100 ml 124 ml 158 ml

 0.3 - 0.5 mg  0.7 mg     0.9 mg         1 mg  1.3 mg           1.7 mg           2.1 mg        2.7 mg        3.3 mg           
0.14 ml                  0.2 ml         0.3 ml          0.3 ml        0.4 ml  0.6 ml          0.7 ml  0.9 ml         1.1 ml            

0.6 - 1 mg 1.3 mg 1.7 mg 2.1 mg 2.6 mg  3.4 mg  4.2 mg 5.4 mg 6.6 mg
Concentration: 6 mg/2 ml (3 mg/ml)               0.25 ml  0.4 ml  0.6 ml 0.7 ml 0.9 ml 1.1 ml 1.4 ml 1.8 ml 2.2 ml

15  25 mg 32 mg 42 mg 50 mg 65 mg 80 mg 105 mg 130 mg 165 mg

0.3  0.5 ml 0.6 ml 0.8 ml 1 ml 1.3 ml 1.6 ml 2.1 ml 2.6 ml 3.3 ml

0.1 mg 0.1 mg 0.2 mg 0.2 mg 0.3 mg 0.3 mg 0.4 mg 0.5 mg 0.5 mg

1 ml 1 ml 2 ml 2 ml 3 ml 3 ml 4 ml 5 ml 5 ml

0.15  0.25 mg 0.3 mg 0.4 mg 0.5 mg 0.7 mg 0.8 mg 1 mg 1.3 mg 1.7 mg

1.5 - 2.5 ml 3 ml 4 ml 5 ml 7 ml 8 ml 11 ml 13 ml 17 ml
0.4  - 0.6 ml 0.8 ml 1.1 ml 1.3 ml 1.6 ml 2.1 ml 2.6 ml 3.3 ml 4.1 ml

4 mg 6.5 mg 8.5 mg 10.5 mg 13 mg 16.5 mg 21 mg 26 mg 33 mg

0.08 ml 0.1 ml 0.2 ml 0.2 ml 0.3 ml 0.3 ml 0.4 ml 0.5 ml 0.7 ml

0.03  0.05 mg 0.07 mg 0.09 mg 0.1 mg 0.1 mg 0.2 mg 0.2 mg 0.3 mg 0.3 mg

0.3 - 0.5 ml 0.7 ml 0.9 ml 1 ml 1 ml 2 ml 2 ml 3 ml 3 ml

ACTIVATED CHARCOAL 1 gm/kg PO (Max dose 50 gm)   
Concentration: 25 gm/120 ml bottle (1 gm/4.8 ml) 
ADENOSINE 0.1 mg/kg RIVP w/ 10ml NS flush
MR x 1 double the dose 
(Max 1st dose 6 mg, max 2nd dose 12 mg)

Concentration: (multi dose vial) 0.4 mg/ml

Concentration: 1 mg/10 ml (0.1 mg/ml)
ATROPINE (Organophosphate Poisoning)
0.05 mg/kg IV/IO
MR q 5 

‐

 10 minutes until symptoms resolve                                                                                                                
Concentration: (preload) 1 mg/10 ml (0.1 mg/ml)  

Concentration: 150 mg/3 ml (50 mg/ml)                          

1st

2nd

EPINEPHRINE (Cardiac Arrest/Bradycardia) 1:10,000
0.01 mg/kg IV/IO (Max dose 0.1 mg/kg)
Concentration: 1 mg/10 ml  

Neonates
D10W 2 ml/kg  IV/IODEXTROSE 10%                Give over 10 minutes                                                                    > Neonate

D10W  5 ml/kg IV/IO (max dose 125 ml)

DEFIBRILLATION   2  4 J/kg                                                                                                    

CARDIOVERSION   0.5  1 J/kg, 2 J/kg                                                                            
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NS Fluid Bolus
Intubation tube size / blade size

WEIGHT 

BENADRYL 1 mg/kg IM/IV/IO                                                                  
(IV/IO Max dose 25 mg; IM Max dose 50 mg) 
Concentration: 50 mg/ml                                                                

ALBUTEROL Unit Dose  2.5 mg/3 ml

ATROPINE (Bradycardia) 0.02 mg/kg IV/IO
MR x 1 in 3 - 5 minutes
(Min dose 0.1 mg, Max single dose 0.5 mg) 

AMIODARONE (Pulseless Arrest) 5 mg/kg IV/IO                                                 
followed by 20 ml NS flush. MR x 2 refractory rhythm  
(Max single dose 300 mg) 



Grey Pink Red Purple Yellow White Blue Orange Green
kg 3-5 6 - 7 8 - 9 10 - 11 12 - 14 15 - 18 19 - 22 24 - 28 30 - 36
 lbs 6 - 11 13 - 15 18 - 20 22 - 24 27 - 31 33 - 40 42 - 51 53 - 64 66 - 80

0.03 - 0.05 mg 0.1 mg 0.1 mg 0.1 mg 0.1 mg 0.2 mg 0.2 mg 0.3 mg 0.3 mg

0.03 - 0.05 ml 0.1 ml 0.1 ml 0.1 ml 0.1 ml 0.2 ml 0.2 ml 0.3 ml 0.3 ml

0.09 - 0.15 mg 0.2 mg 0.3 mg 0.3 mg 0.4 mg 0.5 mg 0.6 mg 0.8 mg 1 mg

0.1 - 0.15 ml 0.2 ml 0.3 ml 0.3 ml 0.4 ml 0.5 ml 0.6 ml 0.8 ml 1 ml

1.5 - 2.5 mg 3 mg 4  mg 5 mg 6 mg 8 mg 10 mg 13 mg 17 mg
0.06 - 0.13 ml 0.2 ml 0.2 ml 0.3 ml 0.3 ml 0.4 ml 0.5 ml 0.7 ml 0.8 ml
0.75 - 1.25 mg 2 mg 2 mg 3 mg 3 mg 4 mg 5 mg 6 mg 8 mg

Concentration:  20mg/1ml               .04 - .06 ml 0.1 ml 0.1 ml 0.2 ml 0.2 ml 0.2 ml 0.3 ml 0.4 ml 0.4 ml

0.15 - 0.25 mg 0.3 mg 0.4 mg 0.5 mg 0.7 mg 0.8 mg 1 mg 1 mg 1 mg

0.15 - 0.25 ml 0.3 ml 0.4 ml 0.5 ml 0.7 ml 0.8 ml    1 ml 1 ml 1 ml

0.6 - 1.0 mg 1.3 mg 1.7 mg 2.1 mg 2.6 mg 3.3 mg 4.2 mg 5 mg 5 mg

0.12 - 0.2 ml 0.3 ml 0.3 ml 0.4 ml 0.5 ml 0.7 ml 0.8 ml 1 ml 1 ml

0.3 

‐

 0.5 mg 0.7 mg 0.9 mg 1 mg 1.3 mg 1.7 mg 2.1 mg 2.6 mg 3.3 mg

0.06 - 0.1 ml 0.1 ml 0.2 ml 0.2 ml 0.3 ml 0.3 ml 0.4 ml 0.5 ml 0.7 ml

0.3  0.5 mg 0.7 mg 0.9 mg 1 mg 1.3 mg 1.7 mg 2.1 mg 2.6 mg 3.3 mg

0.03 -0.05 ml 0.1 ml 0.1 ml 0.1 ml 0.1 ml 0.2 ml 0.2 ml 0.3 ml 0.3 ml

0.3  0.5 mg 0.7 mg 0.9 mg 1 mg 1.3 mg 1.7 mg 2 mg 2 mg 2 mg

0.3 - 0.5 ml 0.7 ml 0.9 ml 1 ml 1.3 ml 1.7 ml 2 ml 2 ml 2 ml
 3  5 mEq 6.5 mEq 8.5 mEq 10 mEq 13 mEq 17 mEq 21 mEq 26 mEq 33 mEq

3  5 ml 6.5 ml 8.5 ml 10 ml 13 ml 17 ml 21 ml 26 ml 33 ml

Concentration: 2 mg/2 ml  
SODIUM BICARBONATE 1 mEq/kg IV/IO                                  
Concentration: 1 mEq/ml

EPINEPHRINE (Allergic Reaction & Asthma) 1:1,000
0.01 mg/kg IM; MR x 1 in 15 minutes (Max dose 0.6 mg)
Concentration: 1 mg/1 ml  
EPINEPHRINE  "Nebulized Epi" (Upper Airway/Stridor) 
1:1,000                                                                              

IPRATROPIUM - Atrovent
500 mcg per unit dose (2.5 ml)

MIDAZOLAM - Versed  (Seizure & Cardioversion)
0.05 mg/kg slow IV/IO 
(Max 1st Dose 1 mg, total max dose 5 mg)

GLUCAGON (hypoglycemia/Beta blocker OD)0.03 mg/kg IM 
MR x 2 q 15 minutes (Max dose 1 mg) 
Concentration: 1 mg/1 ml   

Concentration: 5 mg/ml  

MIDAZOLAM-Versed  (Seizure) IM: 0.1 mg/kg
MR x 1 in 10 minutes

MIDAZOLAM - Versed  (Seizure) IN: 0.2 mg/kg 
Split dose equally per nostril  (Max dose 5 mg)
Concentration: 5 mg/ml 

MORPHINE (Pain/Burns) 0.1 mg/kg IV/IO/IM  
MR x 2 in 15 minutes (IV/IO) or in 30 minutes (IM)                                                           
Concentration: 10 mg/1 ml    
NARCAN- Naloxone
0.1 mg/kg  IV/IO/IM MR q 5 minutes up to 2 mg

WEIGHT 

LIDOCAINE 2% -  (IO Insertion)
0.5 mg/kg slow IO  (Max dose 40 mg)

1st

2nd

Concentration:  2mg/2ml (1 mg/ml)  
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5 mg (5 ml) Via Nebulizer

500 mcg / 2.5 ml

Age 2 - 3 years: Give 2 mg ODT or slow IVP         Age 4 and up: Give 4 mg ODT or slow IVP   Concentration: 4 mg tab ODT, 4 mg/2 ml IV 
ZOFRAN - Ondansetron 


	4110_PublicSafetyAEDProvider_April2017
	4120_PublicAccessAEDProvider_April2017_Draft
	4200_EMD_April2017_Draft
	EMERGENCY MEDICAL DISPATCH
	PURPOSE
	To delineate requirements and practices for emergency medical dispatch and dispatchers with the goal of protecting the health and welfare of citizens and maximizing the availability and use of resources.

	DEFINITIONS
	A. Emergency Medical Dispatch is the practice of utilizing trained and certified personnel to receive and manage requests for emergency medical response using an approved emergency medical dispatch protocol reference system, and the provision of pre-a...
	B. Emergency Medical Dispatchers are persons who have completed an approved EMD training course, are EMD certified and employed by a designated EMD provider agency.

	POLICY
	A. The Marin County Sheriff's Office, Communications Division is the sole EMD provider within Marin County.
	B. All “911” calls for medical assistance will be handled by currently certified Emergency Medical Dispatchers. In the event that a request for medical assistance is received via a local agency ‘business line’, the caller will be transferred or confer...
	C. Dispatchers will utilize  authorized protocols and procedures using the approved emergency medical dispatch protocol reference system to determine the recommended response or pre-arrival instructions. The dispatch center must use the most current E...
	D. Policies and procedures related to program approval, certification and recertification processes, dispatch guidelines, and quality assurance issues will be developed and monitored by the EMS Agency’s Medical Director in conjunction with the Sheriff...
	E. EMS aircraft will be dispatched in accordance with Policy 5100 “EMS Aircraft”.


	4602_TS_Marketing_Advertising_April2017_Draft
	MARKETING AND ADVERTISING
	PURPOSE
	DEFINITIONS


	4603_TS_Service_Areas_Hospitals_April2017_Draft
	SERVICE AREAS FOR HOSPITALS
	PURPOSE
	To define the service areas for hospitals within the Marin County Trauma System.

	RELATED POLICIES
	Trauma Triage and Destination Guidelines Policy, # 4613

	DEFINITIONS
	Service Area refers to the area from which acute care facilities will receive patients.

	POLICY
	All counties contiguous with Marin County have established Trauma Systems in place and will not utilize designated trauma facilities within Marin County as primary destinations for injured patients.
	A. Conditions may exist at any given time that result in the delivery of injured patients to a Marin County designated facility by a provider originating their service in another county.  Those conditions may include, but are not limited to the follow...
	B. Patients who meet Trauma Triage Criteria will be transported to a trauma center, as indicated by the Trauma Triage and Destination Guidelines policy.


	4606_TS_PatientTransfer_Transportation_April2017_Draft
	PATIENT TRANSFER AND TRANSPORTATION
	PURPOSE
	To provide guidance regarding the movement of injured patients from non-trauma facilities to trauma facilities and from one level of trauma facility to a different level of trauma facility and to review the availability of transportation for those pur...

	RELATED POLICIES
	Interfacility Transfer, #GPC5; EMS Aircraft, #5100

	DEFINITIONS
	A. Non-trauma facilities are acute care facilities not holding a trauma center designation.
	B. Trauma facilities are acute care facilities holding a trauma center designation of Level I, Level II, Level III or EDAT.

	POLICY
	A. All acute care facilities in Marin County, as part of an inclusive trauma system, will provide care to injured patients and participate in the Trauma System Plan.
	B. Prehospital care personnel will evaluate trauma patients on initial contact and determine the appropriate destination based on the apparent severity of the injury, the location of the patient, the time to transport to definitive care and the availa...
	C.  Patient transfer may be accomplishedin one of the following ways:
	1. Transfer from a non-trauma facility to a trauma facility.  To facilitate this type of patient transfer, a rapid re-triage for adults and pediatrics patients may be used (see 4606 A and B);
	2. Transfer from a trauma facility to a trauma facility with a higher level designation 4606 A and B may be used to identify the types of patients which may benefit from the transfer;
	3. Transfer  after  stabilization  and  initial  care (per EMTALA regulations) to  a  like  facility  of  the patient’s choosing;
	4. Transfer after definitive care (per EMTALA regulations) to a non-trauma facility for on-going care. The transfer of patients from one facility to another must be based upon medical treatment decisions and not in whole or in part on the patient’s fi...
	E. As the lead agency, the Marin County EMS Agency will initiate and maintain contracts with Level I, Level II and specialty care facilities on behalf of the Marin County Trauma System Plan.
	1. All contracts arranging for care of patients injured in Marin County will include provisions for the establishment of transfer guidelines indicating the type of patients or injuries anticipated to be transferred under the terms of the agreement.
	2. Marin County facilities are required to have transfer agreements and  to specify the type of patient or injury to be transferred under the terms of the agreement.
	3. Additional transfer agreements must include provisions assuring that required trauma data is provided to the transferring facility to complete data collection and quality improvement processes.
	F. In all instances of patient transfer, it is the responsibility  of  the  transferring facility to assure the following:
	1. That the transfers occur in accordance with all state and federal laws and regulations;
	2. That all pertinent patient records are transferred with the patient;
	3. That the receiving facility and receiving physician have accepted the patient
	4. That the method of transfer is appropriate to the needs of the patient at the time that the transfer occurs; and
	5. Arranging appropriate transportation for the patient
	G. If expected patient care is within Paramedic Scope of Practice and timely transfer is needed, contact 9-1-1 to request Emergency Interfacility Transfer. If expected patient care exceeds Paramedic Scope of Practice, contact appropriate transport age...
	1. Patients being transferred should receive, during the transport, a level of care and attention equivalent to the level of care necessary before and following the transfer.
	2. Level of care refers to the type of equipment and supplies needed and to the level of expertise of caregivers.


	4608_TS_Training_Trauma_System_Personnel_April2017-Draft
	TRAINING OF TRAUMA SYSTEM PERSONNEL
	PURPOSE
	To define trauma-related training required for Trauma System personnel to assure a universal understanding of expectations within the Trauma System.

	RELATED POLICIES
	POLICY
	A. Trauma System Orientation is a required component of Provider Agency/Hospital orientation, and should include:
	1. All  prehospital personnel
	2. All pertinent hospital personnel (ED physicians, ED staff, ICU staff, etc.);
	3. All 911 Medical Dispatchers;
	4. Content should include the following: Trauma-related scene management, utilization of resources, evaluation of trauma patients, determination of appropriate destination using the Trauma Triage and Destination Guideline policy (#4613), trauma resusc...
	B. Trauma-related classes or certifications for nurses or physicians are required and considered part of the contractual agreement for designation.
	C. The responsibility for assuring training of all appropriate personnel is the responsibility of the employing agency.
	D. Facilities and agencies contracted/designated to provide trauma services will provide training to employees. Training can be accomplished via high fidelity simulation scenario training. Facilities requesting a change in the type of training may pet...


	4609_TS_Jurisdiction_Coord_April2017_Draft
	JURISDICTIONAL COORDINATION
	PURPOSE
	To summarize the coordination with surrounding jurisdictions, facilitating integration of this developing trauma system with established or developing trauma systems in other counties.

	RELATED POLICIES
	Medical Mutual Aid, #5200; GG Bridge Response Policy, #5300

	POLICY
	A. The Marin County Trauma System Plan utilizes Level I, Level II, and specialty centers as well as air transport resources located in other jurisdictions.
	1. The Marin County EMS Agency develops and implements contractual arrangements with facilities in other jurisdictions.
	2. Existing operations of air ambulance providers are reviewed to assure they are appropriate .
	B. Marin County EMS Agency works with other LEMSAs to assure that the needs of their patients are met and that they have access to the closest appropriate facility.
	C. Consistent with the Marin County Trauma System Plan, cooperative follow-up and data collection will occur to assure that all patient care is reviewed through a comprehensive quality improvement program and that trauma systems in all jurisdictions h...


	4610_TS_Coord_With_NonMedEmergServ_April2017_Draft
	COORDINATION WITH NON-MEDICAL EMERGENCY SERVICES
	PURPOSE
	To ensure that all non-medical emergency service providers are informed of the trauma system plan as it relates to their agency or organization.

	DEFINITION
	Non-medical Emergency Services (e.g., law enforcement agencies), for the purposes of this policy, shall mean any agency or organization that is not a provider of prehospital BLS or ALS services and is not providing service through a hospital that rece...

	POLICY
	A. The Marin County EMS Agency ensures that all appropriate agencies are provided with a current  copy of the Trauma System Plan and all policies and procedures created to implement that plan.
	B. Appropriate agencies and organizations participate on relevant countywide trauma related committees to assure participation of all stakeholders in decisions related to ongoing operation of the trauma system.
	C. Staff will offer to meet with all agencies or organizations to review the system and to answer questions regarding potential impact on their operations.
	D. Efforts will occur, on a regularly scheduled basis, to provide public information about the trauma system and  to involve agencies or organizations with interest in the process.


	4612_TS_Medical_Control_Accountability_April2017_Draft
	MEDICAL CONTROL AND ACCOUNTABILITY
	PURPOSE
	To describe medical control of activities needed to provide care to patients with traumatic injuries.

	RELATED POLICIES
	Trauma Triage and Destination Guidelines, #4613; Traumatic Injuries, T1

	POLICY
	A. The Marin County EMS Agency Medical Director is the qualified physician contracted to provide services by the County of Marin and is responsible for medical direction of the overall Marin County EMS system.
	B. The Provider Medical Director is the qualified physician contracted or hired by a hospital or ALS provider agency to oversee medical quality issues within that agency according to that agency’s approved Quality Improvement Plan.
	C. Medical control and accountability of the prehospital portion of the system will continue as currently configured.
	D. As part of an inclusive Trauma System, all acute care hospitals in Marin County who receive ambulances will receive injured patients and will participate in the Marin County Trauma System in one of the following ways:
	1.  As a designated trauma center or
	2.  As a receiving facility for injured patients who do not meet trauma triage criteria.
	E. All acute care hospitals in Marin County who receive ambulances will participate in trauma data collection and the Trauma Continuous Quality Improvement Process according to terms contained in their contract for services with the County of Marin.
	F. All acute care hospitals in Marin County who receive ambulances will comply with the medical control standards as established by Marin County EMS Agency.


	4613_TS_Trauma_Triage_DestinationGuidelines_April2017_Draft
	TRAUMA TRIAGE and DESTINATION
	PURPOSE
	To provide additional explanation and guidance for the Marin County Trauma Triage Criteria Tool to help identify trauma patients in the field and, based upon their injuries, direct their transport to an appropriate level of trauma care facility.

	RELATED POLICIES
	Service Area for Hospitals, #4603; EMS Aircraft, #5100; Ambulance Diversion Policy, #5400; Destination Guidelines, GPC 4; Determination of Death, ATG 6; Multi-Casualty Incident, GPC 12

	DEFINITIONS
	A. Designated Trauma Center refers to an acute care facility holding designation as a Level I, Level II, Level III, or EDAT. In Marin County, Marin General Hospital is the designated “Level III trauma center” and Kaiser is the designated “EDAT.”
	B. Provide Trauma Notification means that field personnel will advise the trauma center as soon as possible of their impending arrival by providing a Trauma Notification (see Trauma Triage Tool).
	C. Time closest facility is that facility which can be reached in the shortest amount of time.

	GENERAL POLICY
	A. It is the overall goal of the Marin County Trauma System to provide treatment of injured patients at Marin County hospitals.
	B. Whenever physician consultation is indicated within this policy, contact shall be made with Marin General Hospital Level III trauma center.
	C. The following policy statements pertain to use of the Trauma Triage Tool (see 4613a):
	1. Patients shall be determined to meet criteria for transport to a designated trauma center if they meet the criteria listed in the Trauma Triage Tool.
	2. Physician consultation is REQUIRED in the following circumstances:
	a. The paramedic is unable to transport the patient to the indicated facility in an expedient manner;
	b. The paramedic assesses the patient and scene conditions and believes transport to a different level of care is indicated;
	c. Patient requests a facility not indicated by the Trauma Triage Criteria Tool.
	3. Physician consultation is RECOMMENDED whenever assistance in resolving treatment decisions or transport destinations is desired.
	4. Unmanageable airway: Patients with airway compromise unmanageable by BLS or ALS adjuncts will be transported to the closest receiving facility.
	5. Traumatic Arrest in the Field Prior to Paramedic Arrival: Patients found in cardiopulmonary arrest due to blunt or penetrating trauma may be determined dead at the scene and not transported. Determination of death must meet criteria found in Policy...
	6. In MCI incidents, triage principles (START triage) may preclude initiation of CPR (refer to policy S S ATG 6).
	D. UDestination for AdultU patients who meet Physiologic or Anatomic Criteria:
	1. Transport to time closest trauma center.
	2. If the estimated ground transport time to the closest trauma center exceeds 30 minutes, consider use of air ambulance.
	a. Estimated ground transport time is evaluated from the time the patient is packaged and ready for transport. Consider traffic conditions, weather, and other relevant factors.
	b. Estimated air transport time includes: minutes until arrival (if helicopter is not already on the ground); scene and load time of flight crew (typically 10 minutes); flight time to trauma center; and off-load time (typically 7-10 minutes).  If heli...
	E. For adult patients meeting mechanism of injury or additional factors criteria, transport to Marin General.
	F. UDestination for PediatricU patients who meet Physiologic or Anatomic Criteria:
	1. Transport directly to Children’s Hospital Oakland (see Trauma Triage Tool).
	2. If ETA (transport time) is anticipated to be >30 minutes, physician consultation should be obtained with the Level III trauma center to determine destination.
	G. Incidents involving Uthree or more patients meeting Physiologic or Anatomic CriteriaU will be handled in the following manner:
	1. Use of air ambulance should be considered.
	2. Prehospital providers shall consult with the Level III trauma center regarding destinations.
	3. Patients that the Level III trauma center cannot accept should be transported to an out-of-county Level I or II trauma center in the most appropriate and expedient manner.
	4. If an incident is a Multi-Casualty Incident (MCI), prehospital providers will utilize the Multiple Patient Management Plan for destination guidelines. UThe term “Immediate Trauma Patient” will be used to describe an MCI patient that may need the se...
	H. The EDAT will be used for patients meeting mechanism of injury trauma triage criteria that Level III trauma center is unable to accept.
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	MARIN COUNTY TRAUMA TRIAGE TOOL
	Pediatric Patients (age <14 yrs)
	Assess for – Major Physiologic Factors
	Assess for – Major Anatomic Factors
	SPECIAL CONSIDERATIONS



	4614_TS_TS_Designation Process_April2017_Draft
	PURPOSE
	To outline the process for achieving designation as a trauma center in Marin County.

	POLICY
	A. Initial Designation Process in Marin County
	1. Marin County EMS Agency will designate trauma centers in Marin County.
	2. Facilities providing Level I, Level II and other pediatric trauma services will be contracted by Marin County to provide those services within the system.
	a. County of origin designations will be accepted.
	b. Only designated facilities will be utilized.
	B. Subsequent designations
	1. Facilities not seeking designation during the initial process and electing to do so at a later date must do the following:
	a. Submit a letter of intent to seek designation to the Marin County EMS Agency and pay the required fee in the manner set forth in the original RFP no sooner than twelve (12) months following completion of the initial designation process.
	b. Meet all standards and requirements set forth in the original RFP at time of site inspection.
	2. Out of county facilities wishing to participate should notify Marin County EMS Agency in writing of their desire to contract to provide services within the Marin County Trauma System.
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	TRAUMA DATA COLLECTION AND MANAGEMENT
	PURPOSE
	To specify the components of the data collection and management processes.

	RELATED POLICIES
	Patient Care Record, # 81157006; Quality Improvement and System Evaluation, # 4616

	DEFINITIONS
	A. The Marin County Electronic Prehospital Information System is that combination of databases used to collect prehospital and Emergency Department outcome information.
	A. Trauma One is proprietary trauma registry software designed to collect specified trauma system information.

	POLICY
	A. All Marin County hospitals and  prehospital providers agencies will participate in the collection of prehospital trauma data.
	A. All hospitals in Marin County will participate in Trauma Registry data collection whether they seek designation as a trauma center or do not seek designation.
	A. The Prehospital Information System has been modified to collect additional trauma information.  Appendix A lists these additions.
	A. Prehospital Trauma Audit Filters will be reported to providers monthly.  Audit filters are listed in Appendix B.
	A. SThe CollectorS A Trauma Registry Uprogram Uwill be used to collect specified trauma information for the purpose of monitoring and tracking care provided to injured patients in the hospital setting (Appendix C and D).
	A. Yearly EMS statistical reports will be expanded to include trauma system reports as determined by the Trauma Advisory SSystem CQIS Committee U(TAC)U and the Marin County Trauma CQI Plan.
	B. Appropriate Trauma System statistical and quality improvement information will be published reported on a regular basis

	APPENDIX A
	APPENDIX Ba
	PREHOSPITAL TRAUMA AUDIT FILTERS Completed by providers
	General
	A. SResponse time to scene >10 minutes
	A. SOn scene time >10 minutes
	A. Patient with Trauma Triage Criteria who does not have “SearlyS trauma notification”  selected AND/OR no “time” is recorded (when call is made)
	1. SUEarlyUSU Ttrauma notification will include the information in the Trauma Triage Tool

	Triage and Destination
	A. UA patient meeting the trauma triage criteria transported to a facility other than the designated Trauma Center for Marin County.
	A. SPatient with anatomic or physiologic trauma triage criteria transported to an ED or EDAT
	A. SPatient with multiple trauma (defined as two or more selected trauma triage criteria) transported to in-county facility (any hospital)
	A. SPatient with “high energy transfer mechanism” (Fall > 20 feet, Rollover with unrestrained occupant, prolonged extrication > 20 minutes, or significant blunt trauma to head, neck, or torso)  transported to a Level II Trauma Center,  ED or EDAT
	A. SPatient with “other mechanism of injury” transported to an ED

	Clinical
	A. Patient with GCS < /= 9 who is not intubated in the field (successful intubation)
	B. Patient with physiologic criteria (SBP < 90) , IVs not started
	C. Patient with physiologic criteria (resp rate <10 or > 29 BPM) without ALS airway intervention (oxygen, adjunct airway treatment)
	D. Patient with GCS </=13 with mechanism of injury without SC-spine collarS spinal motion restriction placed
	E. Patient with GCS </=13 without ALS adjunct airway intervention (no oxygen, artificial airway, etc.)
	F. Patient who meets ANY criteria on trauma triage physiological criteria tool who does not have an IV placed
	G. Any cardiac arrest  protocol patient in which trauma is present (noted by presence of trauma triage criteria or mechanism of injury on PCR)
	H. Treatments:

	SAPPENDIX C
	Marin County Trauma Triage Criteria
	Physiologic
	Anatomic
	High Energy Transfer Mechanism
	Other Mechanism of Injury
	APPENDIX Db
	Patients to Be Entered Into Registry:
	 Patients who meet trauma triage criteria on the Marin County Trauma Triage Criteria Tool who are transported by EMS to the trauma center
	 Patients who meet trauma triage criteria that present to the trauma center without EMS involvement
	 SPatients who meet trauma triage criteria who are transported to non-trauma designated centers
	 Patients who meet trauma triage criteria who are transported to another trauma center (i.e., transferred to higher level trauma center; repatriated; etc.)
	 All trauma related deaths

	Emergency/Resuscitation Phase
	 Response by all trauma team members
	 Trauma Surgeon response time (> 30 minutes)
	 Definitive airway in place when patient with GCS < 9 leaves resuscitation area
	 Vital signs documented n the trauma record upon arrival and every 15 minutes x 3
	 Vital signs documented on trauma record hourly until discharge from the ED
	 Patients receive CT scan within 1 hour of ED arrival when intracranial injury present and GCS < 12

	Acute/Admission Phase
	Post Hospital Phase
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	QUALITY IMPROVEMENT AND SYSTEM EVALUATION
	PURPOSE
	To summarize the Quality Improvement and System Evaluation Processes specific to the Trauma System.

	RELATED POLICIES
	Quality Improvement, Provider Agency Responsibilities, #2004; Prehospital Care Record Audit, #2005
	EMS System NotificationEvent Reporting Form, #2010; Trauma Data Collection and Management, #4615

	POLICY
	A. The Marin County Trauma EMS Agency Continuous Quality Improvement plan establishes a program that monitors, assesses, and manages trauma care and system issues.  Care provided is monitored on an ongoing basis and the system will be adjusted periodi...
	B. Prehospital Trauma Care and System Issue Review: Marin County will continue to use its current CQI processes to review care rendered in the prehospital setting.  This process includes the following:
	1. All providers have an approved Quality Improvement Program in place.
	2. All ALS providers and hospitals have a designated Provider Medical Director.
	3. A system of “flags” (Data audit filters) identifiesreports that identify records that which fall outside of defined parameters. EMS staff then compiles and submits a report of those records to the ALS provider for review.
	1. A Data/Quality ImprovementTrauma Advisory committee Committee (TAC) meets quarterly tsice a year to review system issues, report data, and discuss quality improvement activities. related to data collection and the record audit system.  Issues requi...
	4. The Helicopter Utilization Review Committee will continue to review all helicopter dispatch and transport issues. A quarterly report will be submitted to the Trauma System CQI Committee.  Issues requiring further follow-up related to trauma and hel...
	C. Hospital Trauma Care and System Review:
	1. Hospitals holding with a trauma designations are required to have an internal performance improvement plan and committee review process for reviewing trauma cases and internal trauma system issues.  The committee review process will be multidiscipl...
	a. all deaths
	b. cases identified by the registry audit filter profiles (process/outcome measurements)
	c. cases requested by the EMS Agency
	d. cases requested by the provider agency
	2. All hospitals holding with a trauma designations are required to maintain data collection utilizing the Collector trauma Registryregistry.
	1. Hospitals not holding trauma designations will participate with patient identification, trauma registry entry, and patient outcome follow-up according to the terms of their agreement with the County of Marin.
	D. Trauma System CQI Committee
	1. The Trauma System CQIAdvisory Committee will meet every other monthtwice a year and be hosted by the EMS ProgramAgency.
	1. Trauma System CQI Committee will review case presentations and                 trauma system issues referred by the following:
	a. Data CQI Committee
	a. Hospital PI Committee
	a. Helicopter Utilization Review Committee
	a. Other:  Individuals or other groups may request consideration of an issue by contacting the EMS office.
	2. Membership will may include but not be limited to:
	a. EMS Agency Medical Director and Trauma Coordinator
	b. Trauma Directors:  all hospitals
	c. Trauma Coordinators:  all hospitals
	d. Emergency Department Director or designee:  all hospitals
	a. Marin County Coroner
	e. Provider Medical Director or Designee
	f. Paramedic Liaison(s)
	3. All cases presented at the Trauma System CQIAdvisory Committee will be processed reviewed at a minimum for the following:
	a. Determination Identification of source (cause) ofany system issues
	b. Identification of preventabilitysystem improvement opportunities and follow up
	a. Submission of corrective plan and course of action
	c. Presentation for educational purposesOpportunity for education and training
	4. Attendance for the Trauma Medical Directors and the Trauma Nurse Coordinators is mandatory. with a 90% attendance requirement (five out of six meetings).  All requests for guest speakers or presentations must be approved by the EMS Agency Medical D...
	5. Meeting summary reports will be available to the public, submitted to the Emergency Medical Care Committee (EMCC), and included in the EMS Annual Report. Meeting summary reports will include a record of attendance, description of items discussed, a...
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	SYSTEM ORGANIZATION AND MANAGEMENT
	PURPOSE
	To define the organization and management of the Trauma System.

	POLICIES
	A. As the lead agency for the Marin County EMS System, the EMS Program, within the Division of Health Services, the Department of Health and Human Services, is responsible for planning, implementing, and managing the trauma care system.  These respons...
	1. Assessing needs and resource requirements;
	2. Developing the system design, including the number of trauma centers and patient flow patterns;
	3. Assigning roles to system participants, including designation of trauma centers;
	4. Working with designated centers and neighboring EMS systems regarding outreach and mutual aid;
	5. Developing a trauma data system, including a trauma registry at trauma centers and participation in regional trauma and prehospital data collection;
	6. Monitoring the system to verify compliance with appropriate state and local laws and regulations, local EMS Policies and Procedures and contractual arrangements;
	7. Evaluating the impact of the EMS and trauma system and revising the system design as needed.
	B. The Marin County EMS Trauma Coordinator oversees the implementation of the Trauma System Plan and coordinates monitoring activities within the Trauma System.  Other program staff also participate in system monitoring, evaluation and problem solving...
	C. Trauma System issues  are monitored and evaluated utilizing the CQI process outlined in the Trauma System CQI plan, and include:
	1. Data/CQI Committee (prehospital)
	1. Helicopter Utilization Review Committee
	1. Routine Patient Care Record audits
	2. Provider Quality Improvement Plans
	3. Hospital /EMS Facility Audit and System CQI committees
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	GENERAL SYSTEM OPERATIONS
	PURPOSE
	POLICY
	A. Fire Department personnel will be dispatched as first response agencies on all levels of medical response.
	B. The ALS unit of the zone provider will be dispatched according to EMD.
	C. The first on-scene paramedic will assume responsibility for care of the patient(s) and may relinquish care to another paramedic with mutual agreement.
	A. Following an appropriate examination, the paramedic may determine that ALS intervention is not indicated and release the patient to BLS level of care.  ALS personnel will remain in attendance until BLS transport personnel assume direct care.  If an...
	D. All persons requesting medical attention will be evaluated and treated according to Marin County BLS or ALS Treatment Guidelines.  Following an appropriate examination, the paramedic may determine that ALS intervention is not indicated and request ...
	E. Patients All persons receiving ALS interventions will be transported to a receiving facility determined according to Marin County policiesy unless otherwise addressed by policy (for example, Trauma Triage and Destination Guidelines, Refusal of Care...
	F. Transport units will proceed to the receiving hospital facility in the manner (Code 2 or 3) deemed appropriate by the attendantpatient care provider.
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	AMBULANCE SUPPLY/EQUIPMENT REQUIREMENTS
	PURPOSE
	To establish minimum requirements for ambulance vehicles, equipment and supplies.

	AUTHORITY
	A. California Administrative Code, Title 13, Chapter 2
	B. California Emergency Medical Services Authority
	C. Marin County Ambulance Ordinance

	POLICY
	A. Vehicles
	1. Ambulance vehicles shall meet all standards specified in the California Administrative Code, including the possession of a valid emergency vehicle permit issued by the California Highway Patrol.
	2. Vehicles will be maintained cleanly and in good mechanical and body condition at all times.
	3. All ambulances will have adequate space in the patient care compartment as described in the Ambulance Ordinance.
	1. Equipment to enable communication with the County Communications Center (i.e., MERA), provider dispatcher dispatch center (i.e., company radio), and receiving hospital will be carried as follows:
	1. All medical transport units will carry Marin MERA radios
	4. Non-fire service units must have a company dispatch radio
	5. Cell phones are optional and desired for triple redundant communications
	A. Safety Equipment: Safety Equipment to be carried on ambulances and maintained in good working order shall include all items listed in the current equipment checklist. California Administrative Code and recommended by the Emergency Medical Services ...
	A. Seat Belts - Two in rear compartment (one on bench)
	A. Heating and Air Conditioning in both the front and rear compartments
	A. Marin County map current within last two years
	B. Fire extinguisher with current annual inspection
	C. Emergency Care Equipment and Supplies: Ambulances will carry all items listed in the California Administrative Code, those recommended by the Emergency Medical Services Authority, and those required by the County of Marin.  See Policy 5010.
	D. If staffed at an ALS level, ambulances must, in addition, carry drugs, solutions and equipment as listed in Policy 5010.
	E. If staffed at a Critical Care Transport level, ambulances must, in addition, carry drugs, solutions and equipment as listed in Policy 5011.
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	DESCRIPTION AND FUNCTION OF BASIC, ADVANCED LIFE SUPPORT, AND CRITICAL CARE TRANSPORT UNITS
	PURPOSE
	To define basic, advanced life support, and critical care transport units, their staffing and functions within the Marin County EMS system.

	DEFINITIONS
	A. Emergency Medical Technician (EMT) refers to an individual currently certified to the EMT level in the state of California
	B. Paramedic -refers to an individual currently licensed as a paramedic in the state of California and accredited to practice in Marin County
	C. ALS indicated refers to patients for whom ALS treatment is appropriate due to complaint and/or symptoms present.

	MINIMUM STAFFING AND DESIGNATION
	A. Basic Life Support (BLS) units will be staffed by two EMTs and will be referred to as an "Ambulance" or "A" unit followed by a number indicating the agency.
	B. Advanced Life Support (ALS) units will be staffed by a minimum of one EMT and one paramedic.
	C. Fire department owned units will be referred to as “Medic” or “M”  units followed by a number indicating the agency.
	D. Privately owned units will be referred to as "Paramedic" or "P" units followed by a number indicating the agency.
	E. Critical Care transport units will be staffed by a minimum of one two EMTs, one EMT or Paramedic, and an R.N. and will be referred to as a “CCT” unit followed by a number indicating the agency.

	POLICY STATEMENT
	A. It is intended that all residents and visitors of Marin County have access to advanced life support services.
	F. It is intended that this care be rendered by advanced life support units as defined in this policy.

	PROVISION OF SERVICES
	A. Pre-hospital ALS response
	1. Will be provided by units having a primary zone provider contract or subcontract according to the Marin County EMS Plan
	2. If the above unit(s) is unavailable for dispatch, an alternate ALS unit will be dispatched by the usual dispatching agency when provided for by contract/agreement with the primary zone provider.
	3. IfS Sthe primary zone provider and alternate provider are unavailable, the nearest ambulance will be dispatched by the usual dispatching agency and will function according to Marin County Policies and Procedures.
	A. Situations involving units not under primary zone provider contract
	B. If a  unit not authorized to provide service in that ALS zone not under primary zone provider contract witnesses an incident that results inencounters a patient needing ALS intervention, that unit shall do the following:
	1. Immediately access zone provider medical dispatchcontact County Communications
	2. Request EM/AO number and dispatch of contract primary zone provider
	3. If time to hospital is less than ETA of contract primary zone provider ALS unit, treat initiate treatment and transport.
	4. If time to hospital is greater than ETA of contract primary zone provider ALS unit, begin initiate treatment and, wait for contract provider.
	C. If a unit isIf a unit is not staffed or equipped to provide the level of care needed by a patient, that unit shall do the following:
	1. Access zone provider medical dispatchImmediately contact County Communications.
	2. Request EM/AO number and dispatch of contract primary zone provider
	3. If time to hospital is less than ETA of contract primary zone provider ALS unit, treat initiate and transport.
	4. If time to hospital is greater than ETA of contract primary zone provider ALS unit, treat as able,and wait for contract zone provider
	1. If incident is a scheduled transport, contact patient’s physician.
	D. Transfers from one care facility to another are addressed in the "Interfacility Transfer GPC 05”.
	E. Critical Care Transport units will be used to provide an enhanced level of care during transfers.  They are not routinely utilized in the pre-hospital setting.
	F. Transfers from one care facility to another are addressed in the "Interfacility Transfer GPC 05.
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	AMBULANCE DIVERSION POLICY
	RELATED POLICIES
	AUTHORITY
	DEFINITIONS
	POLICY
	2. CT Scanner Inoperable:
	3. Neurosurgeon Not Available:
	4. Trauma Center Diversion:
	5. ED Saturation Diversion:
	E. INITIATING AND TERMINATING DIVERSION STATUS
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	EMS PROGRAM APPROVALS
	RELATED POLICIES
	AUTHORITY
	POLICY
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	PURPOSE
	To outline the process for achieving designation as a specialty care center (e.g., Trauma, STEMI, Stroke, etc.) in Marin County.

	POLICY
	A. Designation Process
	1. Marin County EMS Agency will designate all specialty care centers in Marin County.
	2. Facilities providing specialty care services will be contracted by Marin County to provide those services within the system.
	a. Only designated facilities will be utilized to provide specialty care.
	3. Facilities seeking designation must do the following:
	a. Submit a letter of intent to seek designation to the Marin County EMS Agency and pay an annual amount as set forth in written agreement.
	b. Meet all standards and requirements set forth by the EMS Agency.
	c. Successfully complete verification by an accrediting body or as approved by the EMS Agency.
	4. Designation will be for a term determined by written agreement with the EMS Agency.
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