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COUNTY OF VENTURA EMERGENCY MEDICAL SERVICES

HEALTH CARE AGENCY POLICIES AND PROCEDURES
Policy Title: Policy Number

Unusual Occurrence Rf?fpgrtamgjé‘;gts/Sentinel Event 150

ﬁgﬁfﬁgﬁ%n: Stevgr:félfwégr‘;;ﬁ EMT-P Date: December 1, 2013

APPROVED: —

Medical Director: A‘ﬁbelo Salvucci, M.D-. Date: December 1, 2013

Origination Date: June, 1990

Date Revised: July 11, 2013 Effective Date: December 1, 2013

Date Last Reviewed: July 11, 2013

Review Date: July, 2016

l. PURPOSE: To define Unusual Occurrences and differentiate reportable events
from Sentinel Events. To give direction for investigating and reporting
occurrences. To define the role of VCEMS in relation to these events.

I1. AUTHORITY: Health and Safety Code, Division 2.5, Section 1797.204 and
1798. California Code of Regulations, Title 22, Section 100167, 100168,
100169, 100402, 100403 and 100404.

. DEFINITIONS:

A. Unusual Occurrence: Any event or occurrence deemed to have impact or

potential impact on patient care, and/or any practices felt to be outside
the norm of acceptable patient care, as defined by the Ventura County
EMS (VCEMS) Policies & Procedures manual. Unusual occurrences also
cover events outside the “normal” flow of operations surrounding
dispatch, response, rescue and disposition of all ALS and BLS calls.
Unusual occurrences may or may not have life threatening impacts.

1. Sentinel Event: The Joint Commission defines Sentinel Events as

“...an unexpected occurrence involving death or serious physical
or psychological injury, or the risk thereof.” The phrase “or the risk
thereof” includes any process variation for which a recurrence
would carry a significant chance of a serious adverse outcome

An Unusual Occurrence is considered a Sentinel Event if it could
reasonably be considered to be the direct cause of a death or
serious injury. Sentinel Events warrant immediate investigation,
and reporting to VCEMS.

2. Reportable Event: A reportable event is an unexpected

occurrence during the dispatch, rescue, care and transportation of
a victim requiring emergency medical care that is not the direct

cause of serious physical, psychological injury, or the risk thereof,
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but does require investigation for the purposes of quality

improvement.

V. POLICY: Unusual Occurrences will be reported, investigated, and followed up

according to the following procedures. VCEMS will participate in the review,

tracking and resolution of all Unusual Occurrences.

PROCEDURE:

A. Reporting

1.

The discovering party will report the event to VCEMS by fax,
phone or e-mail. Sentinel Events shall be reported immediately.
Reportable Events shall be reported within 24 hours.

If the event occurs after business hours, or on the weekends,
reporting will be to VCEMS Duty Officer through Ventura County
Fire Communications Center (805-388-4279). Information can

also be sent via email to emsagencydutyofficer@ventura.org. If

fax or email is used, and protected health information is being
transmitted, place “CONFIDENTIAL” in the subject section.

B. Investigation:

1.

Following natification of an Unusual Occurrence, VCEMS wiill
assign the case to an appropriate entity for investigation. VCEMS
will notify all parties when and to whom the case has been
assigned.

When documents containing protected health information are
being transmitted by written or electronic mail, they must be
marked “CONFIDENTIAL".

VCEMS retains the authority to become the primary Investigator of
any Sentinel or Reportable Event.

The investigating party will be responsible for completing the
process by collecting all required elements described in this policy
and formulating an initial Plan of Action.

The following are required elements in investigating sentinel

events and must be submitted to VCEMS:

a. Policies
b. Written statement by involved personnel
C. Pre-Hospital Care Record
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d. Patient Care Record-ED if applicable
e. CAD sheets if applicable
f. VCEMS Unusual Occurrence Form
g. Patient Care Records (VCePCR and ED)
h Rhythm Strips when applicable
i. Diversion status print out (Reddinet) if applicable
6. Complete report of the investigation will be submitted to VCEMS

within 5 working days.

7. If the investigating party is unable to comply with this time frame,

VCEMS will be notified and every reasonable attempt will be

made to adjust this requirement according to VCEMS, hospital

and provider needs.

8. Upon completion, the report will be submitted to VCEMS, where a

final conclusion and or recommendation will be made on the case.

Follow Up
PROVIDER AGENCY: Agencies will track all Sentinel events and

Reportable Events for the purpose of quality assurance. If there has

1.

been no recurrence, tracking may end after a two year period. When

follow-up reevaluation is part of the plan of action, an updated report will
be forwarded to VCEMS.

VCEMS
a.

The Quality Improvement Coordinator will be responsible
for receiving Unusual Occurrence investigations and
assuring they are complete.

All Unusual Occurrences will be reviewed by the EMS
Deputy Administrator, EMS Medical Director and the CQI
Coordinator

Unusual Occurrences will be tracked and analyzed for
quality improvement purposes

The EMS Medical Director will issue a recommendation
including, but not limited to, disciplinary action when
indicated.

Once the event is reviewed by VCEMS, a letter of

acknowledgement, conclusion, and/or recommendation will
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be sent to all involved agencies and the case will be
tracked for a period of two years. If no further incidence,
the case will be considered closed.

f. Education
All prospective investigating personnel from provider
agencies and base hospitals will attend and complete a
mandatory education seminar provided by VCEMS on

Unusual Occurrence Investigation and Reporting.
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VENTURA COUNTY EMS AGENCY

UNUSUAL OCCURRENCE

Person Reporting Agency Date of Report Date to EMS
Date of Event: Fire Incident #: PCR:
Time of Event: Dispatch #: Person Reported To:
Personnel Involved Agency

Description of Unusual Occurrence

Identified Issues

Please email report to the VC EMS Agency Duty Officer emsagencydutyofficer@ventura.org
Or Fax to VC EMS Agency (805)981-5300 Attn: EMS Agency Duty Officer
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UNUSUAL OCCURRENCE

SENTINEL
EVENT

|

Unexpected occurrence
involving death or serious
physical or psychological
injury, or the risk thereof

|

-To be reported to VCEMS
immediately, by discovering
party

-Investigation assigned by
VCEMS Agency

-Complete report submitted
to EMS in 5 working days

Event tracked by

investigating provider

agency or base
hospital

-Review, Tracked by
VCEMS

-EMS to issue findings
and or
recommendations

REPORTABLE
EVENT

|

Unexpected occurrence or
practice outside the
“normal” flow of operations
surrounding dispatch,
response, rescue and
disposition.

-To be reported to VCEMS
within 24 hours by the
discovering party or agency

-Investigation assigned by
VCEMS Agency
-Complete report within 10
working days

-Event tracked by
investigating provider
agency or base
hospital and VCEMS

-VCEMS to review
and track

-VCEMS to issue
findings and or
recommendations
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HEALTH CARE AGENCY POLICIES AND PROCEDURES
Policy Title: Policy Number
Prehospital Ca@lCoordinator Job Duties 350
APPROVED: A
Administration: Steven L. Carroll, EMT-P Date: December 1, 2013
APP_ROV'_ED: - '_'"-'-’-?" Date: December 1, 2013
Medical Director:  Angelo Salvucci, M.D.

Origination Date: June 15, 1998

Revised Date: October 31, 2013 Effective Date: December 1, 2013
Date Last Reviewed: July 11, 2013
Review Date: July, 2016

l. PURPOSE: To provide guidelines for the role of the Prehospital Care Coordinator
(PCC) in Ventura County.

. POLICY: A PCC will perform his/her role according to the following.

. DEFINITION: A PCC is a Registered Nurse designated by each Base Hospital to
coordinate all prehospital and Mobile Intensive Care Nurse (MICN) activities sponsored
by that Base Hospital in compliance with Ventura County Emergency Medical Services
(VC EMS) policies, procedure and protocols and in accordance with the Health and
Safety Code, Sections 1797-1799 et al, and in accordance with Title 22 of the California
Code of Regulations.

The PCC evaluates prehospital care, prehospital personnel and MICNs and collaborates
with the Base Hospital Paramedic Liaison Physician (PLP) in medical direction.

V. PROFESSIONAL QUALIFICATIONS:

A. Licensed as a Registered Nurse in the State of California.
B. Current authorization as a Ventura County Mobile Intensive Care Nurse (MICN).
C. One year experience as an MICN in Ventura County. For those nurses with one

year work experience as an MICN within the last 18 months, this may be reduced

to 6 months.
D. Have at least three years emergency department experience.
V. SPECIFIC RESPONSIBILITIES:
A. Serve as Liaison by maintaining effective lines of communication with base

hospital personnel, VCEMS, prehospital care providers and local receiving
facilities.
B. In compliance with VCEMS Policies and Procedures the PCC will:
1. Ensure a high level of competence and training by developing and
instituting prehospital care education programs for MICNs and

prehospital personnel. Programs shall include, but not be limited to,
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specific issues identified by the VCEMS Continuous Quality Improvement

Plan.

a. Provide continuing education per policy requirements

b. Coordinate clinical experience as requested, for purposes of
provider plan of action.

C. Provide special mandatory programs such as EMS Update
classes, Paramedic Skills Labs and Paramedic Orientation.

d. Participate in process improvement teams as designhated by VC
EMS

2. Provide training for probationary MICNs and newly accrediting

paramedics by coordinating necessary clinical experience and evaluating
performance.

3. Evaluate the performance of MICNs and submit recommendations for
authorization and reauthorization to VC EMS. Such evaluation shall

include, but not be limited to:

a. Direct observation of base hospital communications.
b. Audit of recorded communications
C. Observation of patient assessment and clinical judgment skills (in

conjunction with the Emergency Department Nursing Supervisor).

d. Review of written documentation.
e. Provide written evaluation of the MICNSs for hospital performance
review.
4, Provide ongoing evaluation of assessment, reporting, communication and

technical skills of assigned paramedics. Such evaluation shall include,

but not be limited to:

a. Audit of written and recorded communications
b. Review of EMS report forms
C. Direct field observation during the ride-along, including

observation of the transfer of patient care upon arrival at the
receiving facility.

d. Assess performance during scheduled clinical hours in the
Emergency Department.

e. Evaluation of paramedic personnel for level advancement,
through direct observation, recorded communication and
paperwork audit, according to VC EMS Policy 318.

G:\EMS\POLICY\Approved\Fall 2013 Policies\0350_PCC_Job_Duties_Jul_13.Docx





Policy 350: Prehospital Care Coordinator Job Duties

10.

11.

12.

Page 30f 3
f. Provide written evaluation of the paramedics, and MICNs
g. Facilitate support services for prehospital and hospital EMS Staff,

(i.e. Critical Incident Staff Management)
h. Participate in Root Cause Analysis as indicated.
Report and investigate, and participate in prehospital care unusual
occurrences as directed by VC EMS Policy 150.
Ensure the operation of the base hospital communication equipment.
a. In conjunction with the Base Hospital PLP, ensure that all
personnel assigned to communicate with paramedics in the field

have attended an MICN developmental course approved by VC

EMS.
b. Ensure that the radio equipment is operational.
C. Ensure that ReddiNet System is operational and up to date.

Comply with data collection requirements as directed by VC EMS.
Ensure compliance with requirements for retention of recordings, MICN
and prehospital care forms, logs and information sheets and maintaining
retrieval systems in collaboration with hospital's Medical Records
Department.

Develop and maintain education records as required by EMS.

a. Records must be kept for a period of four years

In conjunction with the Base Hospital PLP, report to the EMS agency any
action of certified/licensed paramedics which results in an apparent
deficiency in medical care or constitutes a violation under Section
1798.200 of the Health and Safety Code.

Represent the Base Hospital at the Prehospital Care Committee, PCC
meeting and other associated task forces and special interest committees
as directed by the EMS Agency.

Actively participate in the development, review and revision of Ventura

County Policies and Procedures.
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HEALTH CARE AGENCY POLICIES AND PROCEDURES
Policy Title: Policy Number
Interfacility Transfer of Patients 605
APPROVED:
: Z:LM Date: December 1, 2011
Administration: ‘Steven L. Carroll
APPROVED: ==
_ . — 7 Date: December 1, 2011
Medical Director: Angelo Salvucci, M.D.
Origination Date: July 26, 1991
Date Revised: April 13, 2006 , _
Date Last Reviewed: August 11, 2011 Effective Date: December 1, 2011
Next Review Date: October 31, 2014

l. PURPOSE: To define levels of interfacility transfer and to assure that patients requiring interfacility
transfer are accompanied by personnel capable and authorized to provide care.

1. AUTHORITY: Health and Safety Code, Sections 1797.218, 1797.220, and 1798.

. POLICY: A patient shall be transferred according to his/her medical condition and accompanied by
EMS personnel whose training meets the medical needs of the patient during interfacility transfer. The
transferring physician shall be responsible for determining the medical need for transfer and for
arranging the transfer. The patient shall not be transferred to another facility until the receiving hospital
and physician consent to accept the patient. The transferring physician retains responsibility for the
patient until care is assumed at the receiving hospital.

If a patient requires care during an interfacility transfer which is beyond the scope of practice of an
EMT or paramedic or requires specialized equipment for which an EMT or paramedic is untrained or
unauthorized to operate, and it is medically necessary to transfer the patient, a registered nurse or
physician shall accompany the patient. If a registered nurse accompanies the patient, appropriate
orders for care during the transfer shall be written by the transferring physician.

V. TRANSFER RESPONSIBILITIES
A. All Hospitals shall:

1. Establish their own written transfer policy clearly defining administrative and professional

responsibilities.

2. Have written transfer agreements with hospitals with specialty services, and county
hospitals.
B. Transferring Hospital

1. Maintains responsibility for patient until patient care is assumed at receiving facility.






Policy 605: Interfacility Transfer of Patients

Page 2 of 4
2. Assures that an appropriate vehicle, equipment and level of personnel is used in the
transfer.
C. Transferring Physician
1. Maintains responsibility for patient until patient care is assumed at receiving facility.
2. Determines level of medical assistance to be provided for the patient during transfer.
3. Receives confirmation from the receiving physician and receiving hospital that

appropriate diagnostic and/or treatment services are available to treat the patient's

condition and that appropriate space, equipment and personnel are available prior to the

transfer.
D. Receiving Physician
1. Makes suitable arrangements for the care of the patient at the receiving hospital.
2. Determines and confirms that appropriate diagnostic and/or treatment services are

available to treat the patient's condition and that appropriate space, equipment and

personnel are available prior to the transfer, in conjunction with the transferring

physician.
E. Transportation Provider
1. The patient being transferred must be provided with appropriate medical care, including

gualified personnel and appropriate equipment, throughout the transfer process. The
personnel and equipment provided by the transporting agency shall comply with local
EMS agency protocols.

2. Interfacility transport within the jurisdiction of VC EMS shall be performed by an ALS or
BLS ambulance.

a. BLS transfers shall be done in accordance with EMT Scope of Practice per Policy

300
b. ALS transfers shall be done in accordance with Paramedic Scope of Practice per
Policy 310
V. PROCEDURE:
A. Non-Emergency Transfers

Non emergency transfers shall be transported in a manner which allows the provider to comply
with response time requirements.

B. Emergency Transfers
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Emergency transfers require documentation by the transferring hospital that the condition of the

patient medically necessitates emergency transfer. Provider agency dispatchers shall verify

that this need exists when transferring hospital personnel make the request for the transfer.

C. Transferring process

1. The transferring physician will determine the patient’s resource requirements and

request an inter-facility ALS, or BLS transfer unit using the following guidelines:

Patient Condition/Treatment EMT | Paramedic | RN/RT/MD
a. Vital signs stable X
b. Oxygen by mask or cannula X
C. Peripheral 1V glucose or isotonic balanced salt X
solutions running
d. Continuous respiratory assistance needed X
(paramedic scope management)
e. Peripheral IV medications running or X
anticipated (paramedic scope)
f. Paramedic level interventions X
g. Central IV line in place X
h. Respiratory assistance needed (outside X
paramedic scope of practice)
i. IV Medications (outside paramedic scope of X
practice)
. PA line in place X
K. Arterial line in place X
l. Temporary pacemaker in place X
m. ICP line in place X
n. IABP in place X
0. Chest tube X X
p. IV Pump X
g. Standing Orders Written by Transferring X
Facility MD
r. Medical interventions planned or anticipated X
(outside paramedic scope of practice)
2. The transferring hospital advises the provider of the following:
a Patient's name
b Diagnosis/level of acuity
C. Destination
d Transfer date and time
e Unit/Department transferring the patient
f. Special equipment with patient
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g. Hospital personnel attending patient
h. Patient medications
3. The transferring physician and nurse will complete documentation of the medical record.

All test results, X-ray, and other patient data, as well as all pertinent transfer forms, will
be copied and sent with the patient at the time of transfer. If data are not available at
the time of transfer, such data will be telephoned to the transfer liaison at the receiving
facility and then sent by FAX or mail as soon thereafter as possible.

4. Upon departure, the Transferring Facility will call the Receiving Facility and confirm

arrangements for receiving the patient and provide an estimated time of arrival (ETA).

5. The Transferring Facility will provide:
a. A verbal report appropriate for patient condition
b. Review of written orders, including DNAR status.
C. A completed transfer form from Transferring Facility.
V. DOCUMENTATION
A. Documentation of Care for Interfacility transfers will be done in accordance to Policy 1000.

G:\EMS\POLICY\Approved\0605_Interfaciity_Transfer_of Patients_Aug_11.docx






COUNTY OF VENTURA EMERGENCY MEDICAL SERVICES

Medical Director:
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Date: July 1, 2016

Angelo Salvucci, M.D.

Origination Date:
Date Revised:

October 1, 1993
June 22, 2016

Date Last Reviewed: June 22, 2016 Effective Date: July 1, 2016
Review Date: June, 2016
l. PURPOSE: To establish criteria for a Do Not Resuscitate (DNR) Order, and to permit

Emergency Medical Services personnel to withhold resuscitative measures from patients

in accordance with their wishes.

Il. AUTHORITY:

and Division 1,

California Health and Safety Code, Sections 1797.220, 1798 and 7186
Part 1.85 (End of Life Option Act).

California Probate Code, Division 4.7 (Health Care Decisions Law).
California Code of Regulations, Title 22, Section 100170.

M. DEFINITIONS:

A. “EMS Personnel”: All EMTs, paramedics and RNs caring for prehospital or

interfacility transfer patients as part of the Ventura County EMS system.

B. “Resuscitation”; Medical interventions whose purpose is to restore cardiac or

respiratory activity, and which are listed below:

1. External cardiac compression (chest compressions).
2. Defibrillation.*
3. Tracheal Intubation or other advanced airway.*
4. Assisted Ventilation for apneic patient.*
5. Administration of cardiotonic medications.*
C. “DNR Medallion”: A permanently imprinted insignia, worn by a patient that has

been manufactured and distributed by an organization approved by the California

Emergency Medical Services Authority.
D. “DNR Order”: An order to withhold resuscitation. A DNR Order shall be

considered operative under any of the following circumstances. If there is a

conflict between two DNR orders the one with the most recent date will be

honored.

1.

A fully executed original or photocopy of the “Emergency Medical

Services Prehospital DNR Form” has been read and reviewed on scene;

* - Defibrillation, advanced airway, assisted ventilation, and cardiotonic medications may be
permitted in certain patients using a POLST form. Refer to VCEMS Policy 625.
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2. The patient is wearing a DNR Medallion;

3. A fully executed California Durable Power of Attorney For Health Care
(DPAHC) form is seen, a health care agent designated therein is present,
and that agent requests that resuscitation not be done;

4, A fully executed Natural Death Act Declaration has been read and
reviewed on scene;

5. A fully executed California Advance Health Care Directive (AHCD) has
been read and reviewed on scene and:

a. a health care agent designated therein is present, and that agent
requests that resuscitation not be done, or

b. there are written instructions in the AHCD stating that the patient
does not wish resuscitation to be attempted,;

6. A completed and signed Physician Orders for Life-Sustaining Treatment
(POLST) form has been read and reviewed on scene, and in Section A,
“Do Not Attempt Resuscitation/DNR” is selected;

A fully executed Final Attestation Form, or;

For patients who are in a licensed health care facility, or who are being
transferred between licensed health care facilities, a written document in
the patient’'s permanent medical record containing the statement “Do Not
Resuscitate”, “No Code”, or “No CPR,” has been seen. A witness from the

health care facility must verbally document the authenticity of this

document.

E. “California Advance Health Care Directive (AHCD)”. As defined in California
Probate Code, Sections 4600-4805.

F. “California Durable Power of Attorney for Health Care (DPAHC)”: As defined in
California Civil Code, Sections 2410-2444.

G. “Natural Death Act Declaration”: As defined in the Natural Death Act of California,
Health and Safety Code, Sections 7185-7195.

H. “Physician Orders for Life-Sustaining Treatment (POLST)”. As defined in

California Probate Code, Division 4.7 (Health Care Decisions Law).
l. “Final Attestation Form”: As defined in the End of Life Option Act, California
Health and Safety Code Section 443.11.
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J. Comfort measures: Medical interventions used to provide and promote patient

comfort. Comfort measures applicable to the End of Life Option Act may include

airway positioning and suctioning.
V. PROCEDURE:

A. All patients require an immediate medical evaluation.

B. Correct identification of the patient is crucial in this process. If not wearing a DNR

Medallion, the patient must be positively identified as the person named in the

DNR Order. This will normally require either the presence of a withess or an

identification band.
C. When a DNR Order is operative:

1.

If the patient has no palpable pulse and is apneic, resuscitation shall be

withheld or discontinued.

The patient is to receive full treatment other than resuscitation (e.g., for

airway obstruction, pain, dyspnea, hemorrhage, etc.).

If the patient is taking high doses of opioid medication and has decreased

respiratory drive, early base hospital contact should be made before

administering naloxone. If base hospital contact cannot be made,

naloxone should be administered sparingly, in doses no more than 0.1

mg every 2-3 minutes.

If transport has been initiated, continue transporting the patient to the

appropriate receiving facility and transfer care to emergency department

staff.

a. If transport has not been initiated, but personnel are still on scene,
patient should be left at scene, if not in a sensitive location (place of
business, public place, etc.). The situation should be explained to the

family or staff at the scene.

D. A DNR Order shall be considered null and void under any of the following

circumstances:

1.
2.

The patient is conscious and states that he or she wishes resuscitation.
In unusual cases where the validity of the request has been
guestioned (e.g., a family member disputes the DNR, the identity of
the patient is in question, etc.), EMS prehospital personnel may

temporarily disregard the DNR request and institute resuscitative
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measures while consulting the BH for assistance. Discussion with the
family member, with explanation, reassurance, and emotional support
may clarify any questions leading to validity of a DNR form.
The underlying principle is that the patient's wishes should be
respected.

3. There is question as to the validity of the DNR Order.
Should any of these circumstances occur, appropriate treatment should
continue or immediately commence, including resuscitation if necessary.
Base Hospital contact should be made when appropriate.

E. Other advanced directives, such as informal “living wills” or written instructions
without an agent in the California Durable Power of Attorney for Health Care,
may be encountered. Should any of these occur, appropriate treatment will
continue or immediately commence, including resuscitation if necessary. Base
Hospital contact will be made as soon as practical.

F In case of cardiac arrest, if a DNR Order is operative, Base Hospital contact is
not required and resuscitation should not be done. Immediate base hospital
contact is strongly encouraged should there be any questions regarding any
aspect of the care of the patient.

G. If a DPAHC or AHCD agent requests that resuscitation not be done, the EMT
shall inform the agent of the consequences of the request.

H. DNR in a Public Place
Persons in cardiac arrest with an operative DNR Order should not be
transported. The Medical Examiner’s office should be notified by law
enforcement or EMS personnel. If possible, an EMS representative should
remain on scene until a representative from law enforcement or the Medical
Examiner’s office arrives.

l. For End-of-Life Option Act:

1. The patient may at any time withdraw or rescind his or her request for an aid-
in-dying drug regardless of the patient's mental state. In this instance, EMS
personnel will provide medical care as per standard protocols and contact

base hospital.
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2. Family member(s) or significant other(s) may be at the scene of a patient who
has self-administered an aid-in-dying drug. If there is objection to the End of
Life Option Act:

a. BLS personnel will provide BLS airway management and bag-mask
ventilation as needed until ALS arrives.

b. ALS personnel will provide BLS airway management and bag-mask
ventilation as needed, or instruct BLS personnel to continue, and
consult the base hospital physician.

V. DOCUMENTATION:

For all cases in which a patient has been treated under a DNR Order, the following

documentation is required in the Ventura County Electronic Patient Care Report

(VCePCR):

A. Name of patient’s physician signing the DNR Order.

B. Type of DNR Order (DNR Medallion, Prehospital DNR Form, POLST Form,
written order in a licensed health care facility, DPAHC, Natural Death Act
Declaration, Final Attestation Form).

C. If the decision to withhold or terminate resuscitative measures was made by an
EMT, his/her name and certificate number.

D. For all cases which occur within a licensed health care facility, in addition to
above, if the DNR Order was established by a written order in the patient’s
medical record, the name of the physician signing and the witness to that order.

E. If resuscitation is not done because of the request of a healthcare agent
designated in a DPAHC or AHCD, document the agent’s name in the VCePCR

narrative.

Appendix 1: Algorithm, Aid-in-Dying
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Appendix 1

Ventura County EMS Policy 613, “Do Not Resuscitate (DNR)

For End of Life Options Act only:

Patient has taken Aid-in-Dying drug, is NOT in cardiopulmonary arrest

EMS responds to a patient with
indications of taking Aid-in-Dying drug
(e.g., presence of a Final Attestation,
Aid-in-Dying drug vial/container,
verbal confirmation from
family/significant other)

Is the patient conscious?

l
o |

¥

L

Determine reason for contacting
5-1-1 and address patient needs and
reguests as per standard protocols.

Contact base hospital as needed.

Is the patient alone?

Is a Final Attestation available?

!

NO

No objection from

v

family / significant other.

L 4

Objection from
family / significant other.

— Final Attestation

15 or 15 NOT present.

L4

¥

YES

'

Provide comfort measures
{airway position and suctioning).
Do not start resuscitation if patient
develops cardiopulmonary arrest.
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BLS: provide airvay/ventilation until
arrival of ALS.
ALS: provide/have BLS continue to
provide airway/ventilation.
Consult base hospital physician.

NO

B






Ventura County EMS
County Wide Protocols

Policy 705.15

Nausea/Vomiting

ADULT

PEDIATRIC

BLS Pro

cedures

Maintain airway and position of comfort
Administer oxygen as indicated

Maintain airway and position of comfort
Administer oxygen as indicated

ALS Prior to Base Hospital Contact

Indications for Ondansetron:

1. Moderate to severe nausea or
vomiting.

2. Potential for airway compromise
secondary to suspected/actual
head injury when cervical
immobilization is used.

3. Prior to MS administration, for
patients with history of
nausea/vomiting post narcotic
administration.

e |V access
e Cardiac Monitor
e Ondansetron
0 PO-4mgODT
e May repeat x 1in 10 min
o IVIIM-4mg
e May repeat x 1 in 10 min

Consult with ED Physician for further
treatment measures

Indications for Ondansetron:

1. Moderate to severe nausea or
vomiting.

2. Potential for airway compromise
secondary to suspected/actual
head injury when cervical
immobilization is used.

3. Prior to MS administration, for
patients with history of
nausea/vomiting post narcotic
administration.

e |V access

e Cardiac Monitor

e Ondansetron — 4 years old and
older
o0 PO-4mgODT
o IV/IIM-4mg

Consult with ED Physician for further
treatment measures

e The use of ondansetron should be avoided in patients with known congenital long QT syndrome

e Use caution in administration of ondansetron for patients with electrolyte imbalances, CHF,
bradyarrhythmias, or patients taking medications known to prolong the QT interval

Effective Date: December 1, 2013 Date Revised:  October 10, 2013 — 7
Next Review Date: October, 2015 Last Reviewed: October 10, 2013
G:\EMS\POLICY\Approved\Fall 2013 Policies\0705_15_Nausea_Vomiting_Oct_13.Docx
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PURPOSE: The Ventura County Emergency Medical Services agency recognizes the need for
air transport of patients in certain circumstances. This policy will establish minimum standards for
the integration of Emergency Medical Services (EMS) aircraft and personnel into the local EMS
prehospital patient transport system as a specialized resource for the transport and care of
emergency medical patients.

AUTHORITY: Health and Safety Code Section 1797.200 and California Code of Regulations
Division 9, Chapter 8, Section 100300.

POLICY:

EMS aircraft must be authorized by Ventura County (VC) EMS in order to provide prehospital
patient transport within Ventura County. Authorized air unit service providers will comply with this
and other VC EMS Policies and Procedures relating to provision of air transport for emergency
patients.

DEFINITIONS:

The following definitions will be used when referring to air units in the VC EMS system.

A. Advanced Life Support (ALS) means those procedures and skills contained in the

Paramedic Scope of Practice as listed in VC EMS Policy 310.

B. Basic Life Support (BLS) means those procedures and skills contained in the EMT-I scope
of practice as listed in VC EMS Policy 300.
C. Medical Flight Crew means the individual(s), excluding the pilot, specifically assigned to

care for the patient during aircraft transport.

D. Emergency Medical Services Aircraft means any aircraft utilized for the purpose of
prehospital emergency patient response and transport. EMS aircraft includes air
ambulances and all categories of rescue aircraft.

E. Air Ambulance means any aircraft specially constructed, modified or equipped, and used for
the primary purposes of responding to emergency calls and transporting critically ill or

injured patients whose medical flight crew has at a minimum two (2) attendants certified or






Policy 1200: Air Unit Program
Page 2 of 4

licensed in advanced life support.

F. Rescue Aircraft means an aircraft whose usual function is not prehospital emergency
patient transport but which may be utilized, in compliance with VC EMS policy, for
prehospital emergency patient transport when use of an air or ground ambulance is
inappropriate or unavailable. Rescue aircraft includes ALS rescue aircraft, BLS rescue
aircraft and Auxiliary rescue aircraft.

1. Advanced Life Support Rescue Aircraft means a rescue aircraft whose medical flight
crew has at a minimum one attendant certified or licensed in advanced life support.

2. Basic Life Support Rescue Aircraft means a rescue aircraft whose medical flight
crew has at a minimum one attendant certified as an EMT-I .

3. Auxiliary Rescue Aircraft means a rescue aircraft which does not have a medical
flight crew, or whose medical flight crew does not meet the minimum requirements
established in CCR Title 22 Section 100283.

H. Air Ambulance Service means an air transportation service which utilizes air ambulances.

l. Air Rescue Service means an air service used for emergencies, including search and
rescue.

J. Air Ambulance or Air Rescue Service Provider means the individual or group that owns
and/or operates an air ambulance or air rescue service.

K. Classifying EMS Agency means the agency which categorizes the EMS aircraft into the
groups identified in CCR Section 100300(c)(3). This shall be VC EMS in Ventura County
and, for aircraft operated by the California Highway Patrol, the California Department of
Forestry or the California National Guard , the EMS Authority.

L. Designated Dispatch Center means an agency which has been designated by VC EMS for
the purpose of coordinating air ambulance or rescue aircraft response to the scene of a
medical emergency within Ventura County.

M. Rescue Incident: An incident where the use of the helicopter is the most appropriate
method of locating, reaching, and/or extricating the victim.

V. PROCEDURE:

A. VC EMS Palicies and Procedures for medical control shall apply to air unit service providers
and medical flight crews. This includes approval by the VC EMS Medical Director of
provider Medical Director medical control policies and procedures.

B. The VC EMS Policies and Procedures for record keeping, quality assurance, and

continuous quality improvement shall apply to EMS aircraft operations in Ventura County.
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C. VC EMS shall:
1. Classify EMS aircraft.
a. EMS aircraft classifications shall be limited to the following categories:
1) Air Ambulance.
2) Rescue Aircratft.
a) Advanced Life Support Rescue Aircraft.

b) Basic Life Support Rescue Aircraft.
3) Auxiliary Rescue Aircraft
b. EMS Aircraft classification shall be reviewed at 2 year intervals.
Reclassification shall occur if there is a transfer of ownership or a change in the
aircraft's category.
2. Maintain an inventory of the number and type of authorized EMS aircraft, the patient
capacity of authorized EMS aircraft, the level of patient care provided by EMS
aircraft personnel, and receiving facilities with landing sites approved by the State

Department of Transportation, Aeronautics Division.

3. Establish policies and procedures to assure compliance with Federal, State and local
statutes.
4, Develop written agreements with air unit service providers specifying conditions to

routinely serve the County.
D. Representation of provision of air unit transport services
No person or organization shall provide or hold themselves out as providing prehospital Air
Ambulance or Air Rescue services unless that person or organization has aircraft which
have been classified by VC EMS or in the case of the California Highway Patrol, California
Department of Forestry, and California National Guard, the EMS Authority.
E. Operation of State or Federal aircraft in Ventura County
A request from a designated dispatch center shall be deemed as authorization of aircraft
operated by the California Highway Patrol, Department of Forestry, National Guard or the
Federal Government.
F. Responsibilities of Ventura County Sheriff's Office (VCSO) Air Unit
1. Respond to all requests for dispatch per VC EMS policies.
2. Respond to all scenes when ground personnel determine the need for air transport
meets VC EMS policies.
3. Consider requests for interfacility transfers from hospitals within Ventura County

when use of an air or ground ambulance is inappropriate or unavailable.
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G. Medical Flight Crew Less Qualified than Ground Personnel.
In situations where the medical flight crew is less medically qualified than the ground crew
personnel from whom they receive patients, they may assume patient care responsibility
when the care required is within scope of practice of flight crew or a higher medically
gualified person joins crew.

H. Mutual Aid
If air transport services are needed and VCSO SAR is not available, VCSO/VCFD mutual
aid procedures will be activated.

l. Addressing and Resolving Formal Complaints
Formal complaints will be directed to the Medical Director and Administrator of the Ventura
County Emergency Medical Services Agency.

J. Integration of aircraft into prehospital patient transport system
In order to be integrated into the prehospital patient transport system, an air transport

service will have a written agreement with VC EMS.

G:\EMS\POLICY\Approved\Fall 2013 Policies\1200_Air_Unit_Program_Jul_13.Docx





		I. PURPOSE: The Ventura County Emergency Medical Services agency recognizes the need for air transport of patients in certain circumstances. This policy will establish minimum standards for the integration of Emergency Medical Services (EMS) aircraft ...

		III. POLICY:






COUNTY OF VENTURA EMERGENCY MEDICAL SERVICES

HEALTH CARE AGENCY POLICIES AND PROCEDURES
Policy Title: Policy Number

Criteria For Patient Emergency Transport by Helicopter 1203
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PURPOSE: To define criteria for patient transport via helicopter

POLICY: Patients shall be transported to hospitals via ground ambulance unless such

transport is unavailable or if ground transport is significantly longer than air transport

(and this difference in time may negatively impact the patient's condition

PROCEDURE:

A. If a helicopter is being considered for patient transport, early recognition
(including request for a helicopter while enroute to the call) will help decrease
delay in patient transport

B. Helicopter transportation of patients should be considered for cases that meet
ALL of the following criteria. Transport decisions will be determined jointly by the
Base Hospital (BH), if BH contact is established, and on-scene personnel.

1. A minimum of 15 minutes ground travel time to the appropriate hospital,
2. The helicopter can deliver the patient to the hospital in a shorter time than
the ground unit based on the time that the patient is ready for transport.

This decision should be based on the following formula:

minutes for ETA of the helicopter to the scene
+ minutes for air transport time to the hospital

+ 10 minutes for loading/unloading/transfer of patient to ED

= __ ETAto hospital for the helicopter
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3. Any one or more of the following patient conditions:
a. Medical-related complaints:
1) Hypotension/shock (non-traumatic)
2) Snake bite with signs of significant envenomation
3) Unstable near drowning
4) Status epilepticus refractory to medications
5) Cardiovascular instability (chest pain with dysrhythmias or
post-resuscitation)
6) Critical burns or electrical burns
7 Critical respiratory patients (use caution with altitude)
8) SCUBA-related emergencies or barotrauma (use caution
with altitude)
9) Any other medical problems in areas inaccessible to, or
with prolonged ETA times, for responding ground units
10) Other conditions subject to the approval of the BH
physician or the highest medical authority on-scene
b. Traumatic injuries — Patients with traumatic injuries who are to be

transported by helicopter shall be triaged prior to transport

according to VCEMS Policy 1405 (Trauma Triage and Destination

Criteria)

1)

Trauma Step 1-3 criteria:

a) All trauma patients to be transported by helicopter
that meet Step 1-3 criteria SHALL be transported
to a designated trauma center

b) Helicopter personnel may determine on a case-by-
case basis which trauma center is the closest and
most appropriate destination

c) BH contact with the destination trauma center shall
be initiated by the caregiver(s) staffing the
helicopter and coordination with the ground units.

d) On rare occasion, the most appropriate destination
hospital may be outside the county. However, it is

preferred that trauma patients involved in incidents
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within Ventura County are transported to a
designated Ventura County trauma center
2). Trauma Step 4 criteria:

a) An on-scene paramedic shall contact the base
hospital in whose catchment area the incident
occurred

b) A BH order is required for all patients meeting Step
4 criteria, unless the patient is located within an
inaccessible area or if patient transport will be
prolonged

c) If the patient is directed other than to the regular
catchment base hospital, the MICN will notify the
receiving hospital or trauma center of an inbound

patient and relay paramedic report

C. Mass Casualty Incidents (MCI) or multi-patient incidents
1) Helicopter transport may be utilized during MCI responses
2) Patient transport should be coordinated by the BH and on-

scene personnel

3) Patients transported by helicopter should be taken to a
farther facility, allowing for ground providers to transport
patients to the closer facilities

C. Contraindications to transport

1.

Patients contaminated with hazardous materials regardless of

decontamination status.

2. Violent or potentially violent patients who have not been chemically
restrained.

3. Stable patients (except in backcountry areas inaccessible to ground units
or it patient transport will be prolonged)

4, When ground transport time is equal to or shorter than air transport time

D. Relative contraindications to transport

1. Asystole, not responding to appropriate therapy and not meeting any
criteria of an exceptional situation (e.g., cold water drowning, lightning
strike or electrocution)

2. Transports from heavily populated areas
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3. Transports for which, prior to departing the scene, conditions exist such
that helicopter arrival at the intended destination is uncertain
4, Other safety conditions as determined by pilot and/or flight crew
E. Information about the patient(s) condition, level of medical personnel staffing the

helicopter, and ambulance staffing is reviewed by medical and public safety

personnel.

F. BH contact should be attempted to establish standard medical control. If ALS
personnel are unable to establish BH contact, Communication Failure Protocols
should be followed per VCEMS Palicy 705.

G. Provider agencies which utilize medical flight crew members who have an
expanded scope of practice beyond the Paramedic scope of practice (MD or RN)
may utilize specific treatments/procedures only upon prior written approval by the
VCEMS Agency. In such cases, notification to the receiving hospital shall be
made and BH medical direction is not required.

H. Staffing decision for transport will be determined jointly by the BH (if BH contact
is established) and on-scene personnel
1. A minimum of a paramedic (Level 1) must accompany the patient if ALS

procedures are initiated and no physician is present.

a. Exception - In a MCI situation, a patient who has had an IV started
that does not contain any additives may be transported by an
EMT.

2. Destination will be determined by the pilot and flight crew, taking into
consideration the patient(s) condition, flight conditions, and any other
factors necessary

l. Complications during patient transport via helicopter:

1. If a helicopter is transporting a patient to the hospital and is unable to
complete the transport due to weather, mechanical/safety issues, or any
other factor that was impossible to predict prior to the helicopter lifting
from the scene, the helicopter will notify FCC as soon as possible to
arrange an alternate LZ and for a ground ambulance to rendezvous with
the helicopter

2. Medical personnel staffing the helicopter shall retain responsibility for
patient care until transfer of care to ground ambulance personnel is

accomplished. If the final destination for the helicopter was to be a
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trauma center, ground personnel shall complete the transport to the

designated trauma center within that catchment area.
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FDA warns about serious heart problems with high doses of the
antidiarrheal medicine loperamide (Imodium), including from abuse
and misuse

Safety Announcement

[6-7-2016] The U.S. Food and Drug Administration (FDA) is warning that taking higher
than recommended doses of the common over-the-counter (OTC) and prescription
diarrhea medicine loperamide (Imodium), including through abuse or misuse of the
product, can cause serious heart problems that can lead to death. The risk of these serious
heart problems, including abnormal heart rhythms, may also be increased when high
doses of loperamide are taken with several kinds of medicines that interact with
loperamide (see Examples of Drugs that Can Potentially Interact with Loperamide).

The majority of reported serious heart problems occurred in individuals who were
intentionally misusing and abusing high doses of loperamide in attempts to self-treat
opioid withdrawal symptoms or to achieve a feeling of euphoria. We continue to
evaluate this safety issue and will determine if additional FDA actions are needed.

Health care professionals should be aware that use of higher than recommended doses
of loperamide can result in serious cardiac adverse events. Consider loperamide as a
possible cause of unexplained cardiac events including QT interval prolongation,
Torsades de Pointes or other ventricular arrhythmias, syncope, and cardiac arrest. In
cases of abuse, individuals often use other drugs together with loperamide in attempts to
increase its absorption and penetration across the blood-brain barrier, inhibit loperamide
metabolism, and enhance its euphoric effects. If loperamide toxicity is suspected,
promptly discontinue the drug and start necessary therapy. If loperamide ingestion is
suspected, measure blood levels, which may require specific testing. For some cases of
Torsades de Pointes in which drug treatment is ineftective, electrical pacing or
cardioversion may be required.

Advise patients taking loperamide to follow the dosing recommendations on the label
because taking higher than recommended doses, either intentionally or unintentionally,
may lead to abnormal heart rhythms and serious cardiac events leading to death. Also
advise patients that drug interactions with commonly used medicines also increase the
risk of serious cardiac adverse events. Refer patients with opioid use disorders for
treatment (see Additional Information for Health Care Professionals).





Patients and consumers should only take loperamide in the dose directed by their health
care professionals or according to the OTC Drug Facts label. Do not use more than the
dose prescribed or listed on the label, as doing so can cause severe heart rhythm problems
or death. If your diarrhea lasts more than 2 days, stop taking loperamide and contact your
health care professional. Seek medical attention immediately by calling 911 if you or
someone taking loperamide experiences any of the following:

e Fainting

e Rapid heartbeat or irregular heart rhythm
e Unresponsiveness, meaning that you can’t wake the person up or the person
doesn’t answer or react normally

Ask a pharmacist or your health care professional if you are not sure how much
loperamide to take, how often to take it, or whether a medicine you are taking may
interact with loperamide. Always tell your health care professionals about all the
medicines you are taking, including OTC medicines (see Examples of Drugs that Can
Potentially Interact with Loperamide).

Loperamide is approved to help control symptoms of diarrhea, including Travelers’
Diarrhea. The maximum approved daily dose for adults is 8§ mg per day for OTC use and
16 mg per day for prescription use. It is sold under the OTC brand name Imodium A-D,
as store brands, and as generics.

In the 39 years from when loperamide was first approved in 1976 through 2015, FDA
received reports’ of 48 cases of serious heart problems associated with use of loperamide.
This number includes only reports submitted to FDA, so there are likely additional cases
about which we are unaware. Thirty-one of these cases resulted in hospitalizations, and
10 patients died. More than half of the 48 cases were reported after 2010. The serious
heart problems occurred mostly in patients who were taking doses that were much higher
than recommended. In other cases, patients were taking the recommended dose of
loperamide, but they were also taking interacting medicines, causing an increase in
loperamide levels. Additional cases of serious heart problems associated with the use of
loperamide were reported in the medical literature."” Cases reported to FDA and in the
medical literature indicate that individuals are taking significantly high doses of
loperamide in situations of both misuse and abuse, often attempting to achieve euphoria
or self-treat opioid withdrawal. They are also combining loperamide with interacting
drugs in attempts to increase these effects.

We urge patients, consumers, and health care professionals to report side effects
involving loperamide or other medicines to the FDA MedWatch program, using the
information in the “Contact FDA” box at the bottom of the page.

*The cases were reported to the FDA Adverse Event Reporting System (FAERS),






Examples of Drugs that Can Potentially Interact with Loperamide”

* I3 3 - v
This is not a complete list, and the extent of the effects of each drug are unknown. If you
are nol sure if a medicine you are taking interacts with loperamide, ask a pharmacist or

your health care professional.

Generic Name

Examples of Brand Name(s)

cimetidine

Tagamet HB

clarithromycin

Biaxin, Prevpac

erythromycin

E.E.S., Ery-Tab, Eryc, Eryped, PCE

gemfibrozil Lopid

itraconazole Onmel, Sporanox

ketoconazole Available by generic only

quinidine’ Nuedexta

quining’ Qualaquin

ranitidine Zantac

ritonavir Kaletra, Norvir, Technivie, Viekira Pak

"Quinine and its isomer quinidine are also present in Tonic Water.

Facts about loperamide

Loperamide is approved to help control symptoms of diarrhea, including
Travelers’ Diarrhea. It is sold over-the-counter (OTC) under the brand name
Imodium A-D, as store brands, and as generics. The majority of single-ingredient
loperamide sold in the U.S. is OTC. It is also available by prescription.
Loperamide acts on opioid receptors in the gut to slow down the movement of the
intestines. This decreases the number of bowel movements and makes stools less
watery.

Loperamide is approved for use in single doses of 4 mg for the first dose followed
by 2 mg after each loose stool for adults. The maximum approved total daily dose
is 8 mg per day for OTC use and 16 mg per day for prescription use.

Dosing for children depends on the age of the child, Loperamide is not
recommended for use in children younger than 2 years.

Loperamide is available as a tablet, capsule, or liquid to take by mouth. Although
it is usually taken after each loose stool, it is important not to exceed the total
daily dose that is recommended on the drug label or prescribed by your health
care professional.

Common side effects include dry mouth, dizziness, drowsiness, stomach
discomfort, nausea or vomiting, and constipation.

Loperamide can interact with antifungal drugs such as itraconazole and
ketoconazole; the cholesterol drug gemfibrozil; the heart drug quinidine; the
antimalarial drug quinine; the HIV drug ritonavir; drugs to treat acid reflux
including histamine type 2 receptor antagonists (H2RAs); and the antibiotics
erythromycin and clarithromycin (see Examples of Drugs that Can Potentially
Interact with Loperamide). Any of these drugs when taken with loperamide can
increase loperamide blood levels.





Additional Information for Patients and Consumers

o Taking higher than the recommended dose of the antidiarrheal medicine
loperamide can lead to serious heart problems, including abnormal heart rhythms
and death. Use no more than the dose of loperamide listed on the label or
prescribed by your health care professional.

o Taking loperamide with several kinds of commonly used medicines can increase
the level of loperamide in the body and can raise the risk of these serious heart
problems and death, especially if you take more than the recommended dose of
loperamide. See Examples of Drugs that Can Potentially Interact with
Loperamide.

e Always tell your health care professionals about all the medicines you are taking,
including over-the-counter (OTC) medicines, vitamins, and other supplements.

o Seek medical attention immediately if you or someone taking loperamide
experiences any of the following: fainting; rapid heartbeat or irregular heart
rhythm; or unresponsiveness, meaning that you can’t wake the person up or the
person doesn’t answer or react normally.

e Always read the Drug Facts labels included on all OTC medicines to find out how
much and how often you should take them and if the medicines contain
loperamide.

o If you are not sure how much loperamide to take, how often to take it, or whether
a medicine you are taking interacts with loperamide, ask a pharmacist or your
health care professional.

o Stop taking loperamide and contact your health care professional if your diarrhea
lasts more than 2 days, your symptoms get worse, ot you get abdominal swelling
or bulging.

o Do not give loperamide to a child younger than 2 years unless directed by a health
care professional.

o Report side effects from loperamide or other medicines to the FDA MedWatch
program, using the information in the "Contact FDA" box at the bottom of this

page.

Additional Information for Health Care Professionals

o Higher than recommended doses of loperamide can cause serious cardiac events,
including QT interval prolongation, Torsades de Pointes, other ventricular
arrhythmias, cardiac arrest, syncope, and death.

o Consider loperamide as a possible cause of these unexplained cardiac events. In
some reported cases, these events were not attributed to loperamide, resulting in
ineffective and/or delayed treatment.

o If loperamide-induced cardiotoxicity is suspected, promptly discontinue
loperamide and start therapy to manage and prevent cardiac arrhythmias and
severe outcomes.

o Measure blood levels of loperamide. Standard drug screens for opioids do not
include an assay for loperamide; such testing for opioids will yield negative





results even in the presence of loperamide. If you need to measure blood levels of
loperamide, specifically request the test.

Consider electrical pacing or cardioversion for loperamide-associated Torsades de
Pointes that persists despite pharmacotherapy. In many reported cases,
antiarrhythmic medications were ineffective, and electrical pacing or
cardioversion were required to control the arrhythmias.

In the majority of severe cases, individuals intentionally abused loperamide by
taking massive doses to achieve a feeling of euphoria or prevent opioid
withdrawal. Some patients also misused loperamide by taking higher than
recommended doses to treat diarrhea. In the most severe cases, individuals self-
treated with doses ranging from 70 mg to 1600 mg daily, which is 4 to 100 times
the recommended dose.

In several cases, individuals used concomitant drugs to increase gastrointestinal
absorption, decrease loperamide metabolism, and increase blood brain barrier
penetration. These drugs included CYP3A4 inhibitors (e.g., intraconazole,
clarithromycin), CYP2C8 inhibitors (e.g., gemfibrozil), and P-glycoprotein
inhibitors (e.g., quinidine).

With loperamide abuse, concomitant use of drugs that inhibit CYP3A4, CYP2CS,
and/or P-glycoprotein may increase the risk of serious cardiac events. Multiple
drugs that act on different metabolic or transporter pathways may act
synergistically to increase loperamide concentrations. See Examples of Drugs
that Can Potentially Interact with Loperamide.

Loperamide is an opioid that has relatively low gastrointestinal absorption and
poor blood-brain barrier penetration. At approved doses, loperamide has a
relatively long half-life of 9 to 13 hours. At doses of 16 mg and higher, the half-
life has been found to be as high as 41 hours.

Prescribe loperamide with caution in patients who are predisposed to QT interval
prolongation, Torsades de Pointes, and other serious arrhythmias or who are on
drugs that inhibit loperamide metabolism or transport (i.c., CYP3A4, CYP2CS, or
P-glycoprotein inhibitors). Concomitant drugs may act synergistically to increase
loperamide concentrations by blocking more than one pathway of loperamide
elimination.

Counsel patients about the cardiac risks of loperamide and tell them not to use
more than the recommended dose.

Refer patients with opioid use disorders for treatment. There are FDA-approved
drugs to reduce opioid withdrawal symptoms.

Loperamide is not recommended for use in children under 2 years.

Report adverse events involving loperamide or other drugs to the FDA MedWatch
program, using the information in the "Contact FDA" box at the bottom of this

page.

Data Summary

A search of the FDA Adverse Event Reporting System (FAERS) database from
December 28, 1976 (initial FDA approval), through December 14, 2015, identified 48
cases of serious cardiac events with loperamide use. The most frequently reported






cardiac events were syncope (1=24), cardiac arrest (n=13), QT interval prolongation
(n=13), ventricular tachycardia (n=10), and Torsades de Pointes (n=7). Some cases
reported more than one cardiac event, Ten cases resulted in death. Nine of the deaths
were due to ingestion of large amounts of loperamide, and there was one sudden cardiac
death after the patient ingested an unknown amount of loperamide. In many cases,
standard antiarrhythmic medications were ineffective and only electrical pacing resulted
in control of the arrhythmias.

Twenty-two of the 48 cases reported that the patients were abusing high doses of
loperamide, and 17 cases reported that the patients were taking loperamide to treat
diarrhea. Among the 17 patients who used loperamide for diarrhea, 11 reported taking
therapeutic doses of loperamide, 5 reported using higher than recommended doses, and 1
did not report a loperamide dose. Of the cases that reported a loperamide dose, the mean
dose was 195 mg per day (range | to 1600 mg per day). Of the cases that reported the
duration of loperamide use, the duration ranged from less than 1 day to 18 months.
Among the 11 cases that reported therapeutic doses, 2 were in children younger than 2
years, in whom loperamide use is not recommended. One child experienced syncope and
hypoventilation, and the other experienced ventricular tachycardia.

Several of the 48 cases indicated the patients were intentionally misusing concomitant
drugs that are cytochrome P450 (CYP3A4 or CYP2C8) or P-glycoprotein inhibitors, such
as quinidine, which have the potential for drug-drug interactions with loperamide that can
increase the blood levels and the effects of loperamide. Four of these cases included
patients taking recommended doses of loperamide. Seventeen of the 48 cases had a
positive dechallenge following the discontinuation of loperamide, and 5 cases had a
positive rechallenge with the reintroduction of loperamide. Of the five rechallenge cases,
four were Torsades de Pointes and one was ventricular arrhythmia.

Twelve cases of Torsades de Pointes (seven were reported as Torsades de Pointes and
five were clinically consistent with it) and 11 of the 13 cardiac arrest events (including 8
cases resulting in deaths) occurred with loperamide abuse or misuse. In contrast, syncope
and ventricular tachycardia events occurred when patients took therapeutic doses of
loperamide.

We also searched the medical literature and identified additional cases of serious cardiac
events with 10peramide.1'S One case resulted in death, one was loperamide-induced
Brugada syndrome, and three were Torsades de Pointes after ingesting large doses of
loperamide. In all three Torsades de Pointes cases, the patients self-treated their chronic
diarrhea with massive doses of loperamide (range 144-192 mg per day). Multiple
advanced measures such as defibrillation and pacemaker insertion were needed. Since
our review, four additional articles describing serious cardiac events with loperamide
have been published, including two that resulted in death.”?

Data from U.S. poison control call centers indicate that since 2006, and particularly since
2010, calls have increased for intentional loperamide exposures, which include cases of
intentional abuse, intentional misuse, suspected suicide attempt, and unknown intentional





exposures. Similar increases were not seen for the prescription-only antidiarrheal product
diphenoxylate/atropine.'® The total number of fatal poisonings nationally that document
antidiarrheal drugs as a cause of death has increased since 2012 but remains low."!
However, because loperamide testing is not included in routine toxicology testing and
may not be recognized as the drug causing or contributing to a death, these numbers may
be an underestimate of actual deaths due to loperamide poisoning.
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Loperamide, an opioid antidiarrheal medication, is, surprisingly, the
latest drug of abuse, and was recently held accountable for two deaths s -
in New York. e

Figure. Some
Drugs t...

Loperamide (Imodium) acts on mu-opioid receptors in the intestinalThe drug seemed to be safe, at least in adults, at therapeutic doses

wall to inhibit gastrointestinal motility and decrease frequency of loose(2-16 mg per day), with only minor adverse effects such as nausea. No

stools. The medication was approved by the Food and Drugmajor toxicity or central opioid manifestations were reported. Patients

Administration in 1976, and quickly became a best-selling prescriptiontaking recommended doses did not experience euphoria, respiratory

drug. depression, lethargy, or mental status impairment. In fact, loperamide
was deemed so safe by 1988 that it got the green light to be sold over-
the-counter.

Many patients (and clinicians) still feel that loperamide is safe and, at
best, a weak opioid. An important recently published paper
demonstrates that neither of those beliefs is actually true.

Loperamide Abuse Associated with Cardiac Dysrhythmia and Death

Eggleston W, Clark KH, Marraffa JM Ann Emerg Med

2016 Apr 26 [Epub ahead of print] The authors report two fatal cases associated with loperamide abuse.
The first involved a 24-year-old man who was found pulseless and
apneic at home. Paramedics reported seeing six empty boxes of
loperamide at the scene. Resuscitative efforts in the field and in the
hospital failed. An autopsy revealed a central blood loperamide level of
77 ng/mL (therapeutic, 0.24-1.37 ng/mL). It was later discovered that
the young man had been taking loperamide to treat opioid-withdrawal

symptoms.

The second case described a 39-year-old man who collapsed at homeHow can we explain these fatalities from abuse of a supposedly safe

and could not be resuscitated. His family reported a history of opioidover-the-counter antidiarrheal preparation? Why are we just seeing

dependence that he was self-treating with loperamide. The post-these cases now, when loperamide itself has been available for four

mortem peripheral blood loperamide level was 140 ng/mL. decades? Are we likely to see more patients presenting with serious
toxicity from loperamide?

Poison center data and discussions in online drug forums over the pastlt is easy — and not very expensive — to acquire that much loperamide.
several years have indicated that some opioid abusers have been takingCostco sells a box of 400 2 mg loperamide caplets for $7.59. No
massive — and I mean massive — amounts of loperamide, sometimeswonder the drug is sometimes called the “poor man's methadone.”

to get high but most frequently to alleviate withdrawal symptoms. The
recommended dose of loperamide is one to sixteen 2 mg pills a day,
but some reports have described patients ingesting up to 300 pills each
day for weeks or months on end.

Loperamide as an opioid agonist is not really weak at all; that's why it
is an effective agonist at the mu-opioid receptors in the gut wall. But
the drug doesn't cause typical opioid toxicity, at least when taken in
therapeutic doses, because it has a difficult time getting into the brain.
To understand why, you have to appreciate the function of the
P-glycoprotein (P-gp) in the cell membrane.

P-gp can be thought of as a chemical bouncer tasked with keepingP-gp is also part of the blood-brain barrier, protecting the central

troublemaking drugs and substances out of important areas of thenervous system (CNS) by ejecting back into the eirculation any small

body. This biological Mr. T is found in the intestinal wall where it usesamount of loperamide that manages to make it that far. Massive doses

power from ATP to pump loperamide back into the gut, preventing itof the drug, however, can overwhelm these protective mechanisms.

from being absorbed systemically. That is why a typical dose ofIngeniously, street pharmacologists have figured out that a number of

loperamide has a bioavailability of only about 0.3%. medications inhibit the action of P-gp, and some patients will ingest
large amounts of loperamide along with one of these inhibitors to
enhance the opioid effect. (Table.)

Loperamide overdose can present with CNS and cardiac toxicity. CNSThe mainstay in treating massive loperamide overdose is good
manifestations include typical signs of the opioid toxidrome such assupportive care. Early reports of pediatric toxicity suggest naloxone is
impaired cognition, respiratory depression and miosis. Numerous caseeffective in reversing respiratory depression, but it can precipitate
reports of loperamide toxicity also describe QRS and QTC prolongationacute withdrawal in an opioid-dependent patient, so intubation and
and ventricular dysrhythmias. Several patients have recently beenmechanical ventilation might be preferable. Loperamide is fat soluble,
worked up for unexplained syncope that in retrospect was attributed toand lipid rescue therapy should provide a theoretic benefit, although I
loperamide-induced cardiotoxicity. could not find a convincing case report that demonstrated this. It is

important to consider loperamide abuse when a patient presents with

http://journals.lww.com/em-news/Fulltext/2016/07000/Toxicology_Rounds__ Opioid_Abus... 8/4/2016
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unexplained syncope, ventricular dysrhythmias, or prolongation of the
QRS and QT intervals.

Our group consulted on an interesting case many years ago. A 27-year-
old man was found apneic and without a pulse in his hotel room near
the airport. A number of empty packages of loperamide were found at
the scene, and it was assumed the cause of death was loperamide
overdose. Autopsy revealed, however, that his gut contained dozens of
condoms full of heroin, one of which had broken and killed him The
patient, a drug mule, had recently flown in from South America, and
was taking loperamide so he wouldn't pass the packets before going
through customs.

Copyright © 2016 Wolters Kluwer Health, Inc. All rights reserved.
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HIPAA PERMITS DISCLOSURE OF POLST TO OTHER HEALTH CARE PROVIDERS AS NECESSARY

EMSA #111B POLST complements an Advance Directive and | patient Middle Name: Medical Record #: (optional)
(Effective 1/172016)" 1S hot intended to replace that document.

Physician Orders for Life-Sustaining Treatment (POLST)

First follow these orders, then contact | Patient Last Name: Date Form Prepared:
Physician/NP/PA. A copy of the signed POLST
form is a legally valid physician order. Any section | Patient First Name: Patient Date of Birth:

not completed implies full treatment for that section.

A

Check
One

CARDIOPULMONARY RESUSCITATION (CPR):  If patient has no pulise and is not breathing.
If patient is NOT in cardiopulmonary arrest, follow orders in Sections B and C.

O Attempt Resuscitation/CPR (Selecting CPR in Section A requires selecting Full Treatment in Section B)
[0 Do Not Attempt Resuscitation/DNR  (Allow Natural Death)

B

Check
One

MEDICAL INTERVENTIONS: If patient is found with a pulse and/or is breathing.

O Full Treatment ~ primary goal of prolonging life by all medically effective means.
In addition to freatment described in Selective Treatrment and Comfort-Focused Treatment, use intubation,
advanced airway interventions, mechanical ventilation, and cardioversion as indicated.

O Ttrial Period of Full Treatment.

1 Selective Treatment — goal of treating medical conditions while avoiding burdensome measures.
In addition to treatment described in Comfort-Focused Treatment, use medical treatment, IV antibiotics, and
IV fluids as indicated. Do not intubate. May use non-invasive positive airway pressure. Generally avoid
intensive care.

£l Request transfer to hospital gnly if comfort needs cannot be met in current location.

[0 comfort-Focused Treatment  primary goal of maximizing comfort.

Relieve pain and suffering with medication by any route as needed; use oxygen, suctioning, and manual
treatment of airway obstruction. Do not uge treatments listed in Full and Selective Treatment unless consistent
with comfort goal. Request transfer to hospital only if comfort needs cannot be met in current location.

Additional Orders:

Checlk
One

ARTIFICIALLY ADMINISTERED NUTRITION: Offer food by mouth if feasible and desired.

O Long-term artificial nutrition, including feeding tubes. Additional Orders:
[0 Trial period of artificial nutrition, including feeding tubes.
0 No artificial means of nutrition, including feeding tubes.

INFORMATION AND SIGNATURES:

Discussed with: O Patient (Patient Has Capacity) 1 Legally Recognized Decisionmaker

[0 Advance Directive dated , available and reviewed =  Health Care Agent if named in Advance Directive:
O Advance Directive not available Name:

[J No Advance Directive Phone:

Signature of Physician / Nurse Practitioner / Physician Assistant (Physician/NP/PA)

My signature below indicates to the best of my knowledge that these orders are consistent with the patient’s medical condition and preferences.

Print Physician/NP/PA Name: Physician/NP/PA Phone # | Physician/PA License #, NP Cert. #:

Physician/NP/PA Signature: (required) Date:

Signature of Patient or Legally Recognized Decisionmaker
| am: aware that this form is voluntary. By signing this form, the legally recognized decisionmaker acknowledges that this request regarding
resuscitative measures is consistent with the known desires of and with the hest interest of, the individual whe is the subject of the form,

Print Name: Relationship: (write self if patient)

Signature: (required) Date: FOR REGISTRY

Mailing Address (street/city/state/zip): Phone Number: USE ONLY

SEND FORM WITH PATIENT WHENEVER TRANSFERRED OR DISCHARGED

*Form versions with effective dates of 1/1/2009, 4/1/2011 or 10/1/2014 are also valid





HIPAA PERMITS DISCLOSURE OF POLST TO OTHER HEALTH CARE PROV!DERS AS NECESSARY

Patient Information -

Name (last, first, middle): Date of B|rth Gender

M F
NP/PA’s Supervising Physician Lo oo oo | Preparer Name (if other than signing PHysician/NP/PAY -0
Name: Name/Title: Phone #:
Additional Contact = -7~ . - [ Nohe e AT IRAT e o
Name; Retationship to Patient: Phone #:

Lo - Directions for Héalth Care Provider. .. - 5o ia s i

Completing POLST

» Completing a POLST form is voluntary. Calfifornia law requires that a POLST form be followed by healthcare providers,
and provides immunity to those who comply in good faith. In the hospital setting, a patient will be assessed by a physician,
or & nurse practitioner (NP} or a physician assistant (PA) acting under the supervision of the physician, who wil: issue
appropriate orders that are consistent with the patient’s preferences.

¢ POLST does not replace the Advance Directive. When available, review the Advance Directive and POLST form to
ensure consistency, and update forms appropriately to resolve any conflicts.

+ POLST must be completed by a health care provider based on patient preferences and medical indications.

« Alegally recognized decisionmaker may include a court-appointed conservator or guardian, agent designated in an Advance
Directive, orally designated surrogate, spouse, registered domestic partner, parent of a minor, closest available relative, or
person whom the patient's physician/NP/PA believes best knows what is in the patient’s best interest and will make decisions
in accordance with the patient's expressed wishes and values to the extent known.

o Alegally recognized decisionmaker may execute the POLST form only if the patient lacks capacity or has designated that the
decisionmaker’s authority is effective immediately.

s To be valid a POLST form must be signed by (1) a physician, or by a nurse practitioner or a physician assistant acting under
the supervision of a physician and within the scope of practice authorized by law and (2) the patient or decisionmaker. Verbal
orders are acceptable with follow-up signature by physician/NP/PA in accordance with facility/community policy.

» If atranslated form is used with patient or decisionmaker, attach it to the signed English POLST form.

» Use of criginal form is strongly encouraged. Photocopies and FAXes of signed POLST forms are legal and valid. A copy
should be retained in patient's medical record, on Ultra Pink paper when possible.

Using POLST

» Any incomplete section of POLST implies full treatment for that section.

Section A:

« |f found pulseiess and not breathing, no defibrillator (including automated exiernal defibrillators) or chest compressions
should be used on a patient who has chosen “Do Not Attempt Resuscitation.”

Section B:

« When comfort cannot be achieved in the current setting, the patient, including someone with "Comfort-Focused Treatment,”
should be transferred to a setting able to provide comfort (e.g., treatment of a hip fracture).

« Non-invasive positive airway pressure includes continuous positive airway pressure (CPAP), bi-level positive airway pressure
(BiPAP), and bag valve mask (BVM} assisted respirations,

« |V antibiotics and hydration generally are not “Comfort-Focused Treatment.”

o Treatment of dehydration prolongs life. If a patient desires IV fluids, indicate "Selective Treatment” or “Full Treatment.”

« Depending on local EMS protocol, “Additional Orders” written in Section B may not be implemented by EMS personnel.

Reviewing POLST

It is recommended that POLST be reviewed periodically. Review is recommended when:

« The patient is transferred from one care setting or care level fo another, or

» There is a substantial change in the patient's health status, or

+ The patient’s treatment preferences change.

Modifying and Voiding POLST

¢ A patient with capacity can, at any time, request alternative treatment or revoke a POLST by any means that indicates intent
to revoke. It is recommended that revocation be documented by drawing a line through Sections A through D, writing “VOID”
in large letters, and sighing and dating this line.

« A legally recognized decisionmaker may request to modify the orders, in collaboration with the physician/NP/PA, based on
the known desires of the patient or, if unknown, the patient’s best interests,

This form is approved by the California Emergency Medical Services Authority in cooperation with the statewide POLST Task Force.
For more information or a copy of the form, visit www.caPOLST.org.

SEND FORM WITH PATIENT WHENEVER TRANSFERRED OR DISCHARGED







Public Health Administration Pre-hospital Services Committee August 11, 2016
Large Conference Room Agenda 9:30 a.m.
2240 E. Gonzales, 2" Floor

Oxnard, CA 93036

Introductions

Il. Approve Agenda
[l Minutes
V. Medical Issues
A. PACS File Sharing Project Dr. Salvucci
V. New Business
A. New medical director — Dr. Daniel Shepherd Steve Carroll
B. POLST/Comfort Measures/BVM Dr. Salvucci
C. Immodium OD/Zofran contraindication Dr. Salvucci
VL. Old Business
A. Policy 605 Interfacility Transfer of Patients-Education on Chest Tube Drainage Systems
VII. Informational/Discussion Topics
A. Acknowledge AHA Award Recipients Dr. Salvucci
B. Base Hospital Areas Dr. Salvucci
C. Policy 613 Do Not Resuscitate Dr. Salvucci
VIII. Policies for Review
A. 150 - Unusual Occurrence Reportable Event / Sentinel Event
B. 350 - Prehospital Care Coordinator Job Duties
C. 1200 — Air Unit Program
D. 1203 - Criteria for Patient Emergency Transport
IX. Agency Reports
A. Fire Departments
B. Ambulance Providers
C. Base Hospitals
D. Receiving Hospitals
E. Law Enforcement
F. ALS Education Program
G. EMS Agency
H. Other
X. Closing







Health Administration

Pre-hospital Services Committee

June 09, 2016

Large Conference Room Minutes 9:30 a.m.
2240 E. Gonzales, 2" Floor
Oxnard, CA 93036
Topic Discussion Action Assigned
. Approve Agenda Approved Approved by Scott Zeller
Seconded by Erica Gregson
[l Minutes Approved Approved by Jeff Winter
Seconded by Ira Tilles
V. Medical Issues
V. New Business

A. DNR - End of Life Option

Dr. Salvucci discussed the addition of
“End of Life Option” information added
to Policy 613. Approved with changes.

Page 5: C —replace “by an EMT” with
“by EMS Personnel”.

Approved by David Chase
Seconded by Yoni Carmona

VI Old Business

A. 605 — Interfacility Transfer
of Patients

Questions have come up regarding
Paramedics monitoring Chest Tube
Drainage Systems. Jeff winter stated
that Paramedics have been doing that
for as long as he can remember. Dr.
Salvucci felt that there should be some
education about how to handle these
devices.

Dr. Salvucci requested that Katy look
into this and develop a training/fact
sheet about Chest Tube Drainage
Systems to be distributed to EMS
personnel.

VII. Informational/Discussion
Topics

A. Critical Incident Stress
Management (CISM)

Julie discussed the CISM Coalition and
invited the committee to join their
regular meetings at 1:00 on PSC days.
The meeting is held in the EMS
Conference Room. There will be a free
Peer based training on July 28 and 29,
2016.

B. Behavioral Health for
Children

Chad told the committee about the new
Behavioral Health Children’s program.
VCBH is opening a new
emergency/short term care for facility
for children ages 6 to 17 years old with






emergent behavioral health issues.
Children that meet the criteria can be
transported from the field to the new
facility in Oxnard. The EMS Agency
and ambulance providers will continue
to meet with VCBH to develop
protocols for this new program. The
new facility may be open by the end of
August 2016. Education will be

provided to field personnel prior to that.

C. Simi Valley Hospital -
STEMI

Dr. Salvucci stated that Simi Valley
Hospital has been designated as an
official STEMI Receiving Center and
will start receiving patients from the
field on June 20, 2016.

D. PRESTO Update

Dr. Salvucci reminded the committee
how important it is to support the
PRESTO Study. The scientists are
discovering valuable information that
can help make a difference.

VIII. Policies for Review
A. 131 — Multi Casualty Passed Approved by Debbie Licht
Incident Response Seconded by Kathy McShea
B. 323 - Mobile Intensive Passed Approved by Kathy McShea
Care Nurse Authorization Seconded by Debbie Licht
Challenge
C. 332 - EMS Personnel Passed — With changes IV. add a #4 and “time frame of 1 year” | Approved by Jeff Winter
Background Check Seconded by Bob Scott
Requirement
D. 1100 - Emergency Tabled New regulations will be out in 1 year. Approved by Ira Tilles
Medical Technician Wait until new regs. are out to have Seconded by Tom Gallegos
Training Program Approval formal review.
XI TAG Report No Tag Meeting
X. Agency Reports
A. Fire departments VCFPD - They have 15 new people. The department has 100% of their

Paramedic staff.

VCFD — They will have 5 new graduates in July.
OFD — They will have 14 new recruits next month.
Fed. Fire — Thank you to Mark for helping with their MCI training.






SPFD - none
FFD - none

Transport Providers

LMT — none
AMR/GCA — none

Base Hospitals

SVH - Sidewalk CPR last week went well. Thank you to all the volunteers.
Goodbye to Jennie, thank you for all you have done! Dr. Tilles is having a going
away party on the 24™ for Jennie. Everyone is invited.

LRRMC — none

SJRMC - Thank you to Oxnard Fire for opening up your MCI training to the
MICN’s, it has been very helpful.

VCMC - none

Receiving Hospitals

PVH — none
SPH - none
CMH — none
OVCH — none

Law Enforcement

VCSO - none
CSUCI PD — none

ALS Education
Programs

Ventura College — Graduation is June 15™. Thank you to all the providers for
the internships!! The program is looking for Paramedics to help teach next year.

EMS Agency

Dr. Salvucci —none

Steve — Dr. Salvucci will be staying on as the Deputy Medical Director. He will
be a mentor and great resource for the new person. Dr. Salvucci’s retirement
party is the end of the month, additional information will be sent out next week.
Chris — none

Katy — none

Julie — none

Randy — none

Karen — none

Other

Closing

Meeting adjourned at 1145







TEMPORARY
PARKING PASS
Expires August 11, 2016

Health Care Services
2240 E. Gonzales Rd
Oxnard, CA 93036

For use in "Green Permit Parking"” Areas only, EXCLUDES Patient
parking areas

Parking Instructions: Parking at workshop venue is limited. Arrive early to allow for offsite
.parking if venue parking lot is full

Gonzales Rd. location 2240
If you park in a designated "green permit parking™ slot, fold this flyer in half and place pass
.face-up on the dash of your car, to avoid receiving a ticket

Solar Drive 2100

An additional amount of "Green Permit Parking" spaces (only 30) are available in adjacent
parking lot, those that back-up against venue parking area, (Enter this parking lot off of
Gonzales[3rd driveway] or Solar Drive). Place this flyer on your dash. If all of those stalls are
.occupied, overflow parking is available at The Palms shopping area or side streets

The Palms - shopping mall
.Enter The Palms at Lombard and Gonzales. Allow for a ten minute walk to venue location

.Additional parking is available on side streets, Lombard, Solar and Wankel Way
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