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Medical Directors Authorization



Clinical Operating Guidelines 2016

Anderson County Emergency Medical Services Guidelines (revision project completed February 2016) are hereby

adopted. They are to be initiated by EMS personnel within their scope of licensure whenever a patient presents with

injury or illness covered by the guidelines. Where indicated to contact Medical Control, the EMS Provider should

receive voice orders from Medical Control before proceeding. Other orders may be obtained from Medical Control

when the situation is not covered by the guidelines or as becomes necessary as deemed by the EMT or Paramedic

Effective Date of these SOPs: February 2016



____________________________________

Anderson County Medical Director
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_____________________________
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Section One



Professional Practice



Introduction (What is “Professional Practice”?)

EMS is a practice of medicine. A unique practice at that…

Every EMS System is a complex marriage between sound science and the appropriate delivery of that science to a

patient in a compassionate, operationally sound way. The Professional Practice section of the Anderson County

Emergency Services Clinical Operating Guidelines defines those areas of the Practice that support the delivery of

sound science to the ill and injured patients we are summoned to care for. In essence, this is the “art” of delivering

medical care…

The concepts and specific issues discussed in the Professional Practice section describe how we deliver clinical

medicine to our patients and the “rules” of membership in this System.



Logistics of Patient Care On-Scene (The “who calls the shots” Question)

Authority for Patient Care/On-Scene Healthcare Providers

Credentialed Providers within Anderson County Emergency Services System are responsible for providing patient

care in accordance with the established Clinical Operating Guidelines. Emphasis should always be placed on

providing appropriate, safe, patient-focused care. On occasion, there may be disagreement regarding how that

care should be provided. Similarly, there may be operational interventions that impact clinical care of patients.

While questions regarding care are a healthy part of any practice of medicine, delays or on-scene conflicts in

emergency care are not. In ANY disagreement regarding patient care or issues that impact patient care on a

scene, decisions must always focus on what is in the best interest of the patient and can be delivered safely by the

Providers on the scene.

In the event of conflicting approaches to providing patient care, extraction, or transport, it is the responsibility of the

on-scene Credentialed Providers to reach consensus as to the most appropriate care for the patient(s). In the

event of unresolved conflict, the Senior Credentialed Provider on-scene has final authority for decisions regarding

patient care. Seniority of Credentials (in ascending order) is:

 First Responder

 Emergency Medical Technician – Basic

 Emergency Medical Technician - Advance

 Emergency Medical Technician – Paramedic

 Emergency Medical Technician – Critical Care Paramedic

 On-scene Physician

 On-Line Medical Consultation Physician

 EMS System Medical Director

All significant or unresolved conflicts regarding on-scene management of patients should be reported via the

appropriate chain of command and will be retrospectively reviewed by the Healthcare Quality Committee or their

designees.
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Cancellation or Alteration of a Response

Resources will be initially dispatched to a 9-1-1 request for service based on the currently approved Medical Priority

Dispatch (MPD) standards. During the course of providing care in the System, any Credentialed Provider may

modify or cancel the response mode of any other System Provider. If cancelled, responders may, at their discretion

and with legitimate cause, reduce their response to non lights and sirens and continue to the scene in order to

provide other assistance deemed appropriate by their organization or department. This does not apply to

responses for responsibilities other than patient care (scene safety, fluids, etc).



Transfer of Care to a Provider of Lesser Credentialing

Occasionally, Providers are presented with multiple patients, limited resources, or patient conditions requiring early

rapid transport in order to maximize potential outcome (for example one critically injured patient and multiple noninjured occupants in a motor-vehicle crash). The ultimate decision of whether or not to initiate transport of a

critically ill or injured patient while awaiting additional resources rests with the on-scene Provider with the most

advanced level of system Credentials as defined in Authority for Patient Care. When making these determinations,

the following applies:

 Leaving patients on-scene should not be a routine procedure. It is to be considered only when a patient

requires immediate transport in order to maximize potential outcome.

 The transport Provider may transfer patient care to a Provider of lesser Credentialing while awaiting

additional transport resources when transfer of established care is not beyond the scope and/or training of

the Provider(s) assuming care (i.e., an intubated patient may not be left with an EMT-B Credentialed

Provider).

 All patients should be accounted for, triaged, and appropriate additional resources requested prior to

transport of the critically injured patient.

 No patient requiring immediate advanced stabilization (i.e., pleural decompression, intubation, defibrillation

etc.) is to be left on-scene awaiting additional resources unless an appropriately Credentialed and

equipped Provider is present and able to perform such care.

 Mass and Multi-casualty incident transport decisions will be made by the On-scene Command Structure.



First Responder Accompanying Ambulance Transport of Critically Injured/Ill Patients

When requested, First Responders will accompany transport Providers during transport of critically ill/injured

patients.

If First Responders are unavailable to accompany a patient in an ambulance in need of additional Providers, an

additional resource should be requested (First Responders from another organization, an EMS Commander, or

other available resources) to accompany the patient to the hospital. On occasion, a rendezvous with additional

resources may be preferable and should be considered.



On-Line Medical Consultation (OLMC)

On occasion, it will be necessary or desirable to contact a physician for assistance with patient care decisions or to

approve specific clinical care. This may include discussing care with the patient’s personal physician, or requesting

guidance from OLMC. If contact with OLMC is required, it should be requested from the facility that the patient is

being transported to (or is requesting in cases of conflict), or with the facility responsible for receiving specific

patient populations (for example – trauma, critical pediatrics, sexual assault, etc). To ensure continuity of care,

once OLMC has been established, the Provider will follow the physician’s medical orders, within the scope of the

Provider’s Credentials. Orders from OLMC or a patient’s personal physician should be conveyed via ACEMS

Communications and fully documented on the Patient Care Record. Unless an alternate facility is approved by

OLMC, the patient should be transported to the contacted facility.
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Interacting with On-Scene Healthcare Professionals

It is our collective desire to work collaboratively with appropriately identified (meaning they must have

documentation readily available or be known by the Provider on-scene) healthcare professionals on the scene of a

medical emergency to enhance patient care. It is also our collective responsibility to assure that our patients only

receive care from appropriate, acceptable practitioners.

According to the Tennessee State Board of Medical Examiners (TSBME), the licensing body for physicians in

Tennessee, control at the scene of a medical emergency shall be the responsibility of the individual in attendance

who is most appropriately trained and knowledgeable in providing prehospital emergency stabilization and

transport. The TSBME has specific rules pertaining to the authority of a physician to order specific patient care

interventions on the scene of a medical call. There are two different types of situations regarding on-scene

physicians. One is when the patient’s own physician is on-scene (“Patient’s Personal Physician”). The other is

when a physician that does not have an established relationship with the patient is on-scene (“Intervener

Physician”).





Physician On-Scene/General Guidelines

The Credentialed Provider on-scene is responsible for management of the patient(s) and acts as the agent

of the Medical Director or OLMC.

In order to participate in care physicians must present a valid Tennessee Board of Medical Examiner’s

License (all physicians are issued a wallet card) or be recognized as a physician by the Provider or

competent patient.







Patient’s Personal Physician On-Scene

If the patient's personal physician is present and assumes care, the Credentialed Provider should defer to

the orders of the patient’s personal physician.

The patient’s personal physician must document his or her interventions and/or orders on the EMS Patient

Care Record.

OLMC should be notified of the participation of the patient's personal physician either from the scene or on

arrival at the emergency department.

If there is a disagreement between the patient’s personal physician and the System COGs, the physician

shall be placed in direct communication with OLMC. If the patient’s personal physician and the on-line

physician disagree on treatment, the patient’s personal physician must either continue to provide direct

patient care and accompany the patient to the hospital, or must defer all remaining care to the on-line

physician.







Intervener Physician On-Scene

If an intervener physician is present at the scene, has been satisfactorily identified as a licensed physician

(by showing a valid copy of his/her Tennessee Medical License), and expressed willingness to assume

responsibility for care of the patient, OLMC should be contacted. The on-line physician has the option to:

 manage the case exclusively

 work with the intervener physician

 allow the intervener physician to assume complete responsibility for the patient

If there is a disagreement between the intervener physician and OLMC, the Provider will take direction from

the on-line physician and place the intervener physician in contact with the on-line physician.
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The intervener physician must document his or her interventions and/or orders on the EMS Patient Care

Record.

The decision of the intervener physician to not accompany the patient to the hospital shall be made with the

approval of the on-line physician.

Medical orders are not accepted by any non-physician health care Providers unless specifically approved

by OLMC.
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Applicability of Clinical Operating Guidelines (COGs)



When do the COGs apply? What is a patient? When can a patient consent or refuse? When should resuscitation

be implemented or stopped?

One of the toughest parts of any medical practice is determining when specific guidelines apply and in what

circumstances they apply. The following definitions apply to specific circumstances commonly encountered in our

System. As in all patient care guidelines, Provider judgment, experience and evaluation of the circumstances are

essential for us to make the most appropriate decisions as consistently as possible.



What is the Definition of a “Patient”?

With the advent of cell phones and the increased number of requests for emergency medical care by individuals

other than patients themselves (for example, a passer-by that calls 9-1-1 for a motor vehicle crash where there are

no injuries, complaints or indication of injury, and EMS is dispatched to the scene), it is necessary to define a

patient in our System. Why? Because anyone that fits the definition of a patient must be properly evaluated and/or

appropriate treatment options taken (including an informed refusal if the competent patient absolutely does not wish

medical care or transport despite our suggestions that they do). Similarly, anyone that does not fit the definition of

a patient as defined by our System does not require an evaluation or completion of a Patient Care Record. If there

is ever any doubt, an individual should be deemed a patient and appropriate evaluation should take place.

It is important to remember that the definition of a patient requires the input of both the individual and the Provider,

and an assessment of the circumstances that led to the 9-1-1 call. The definition of a patient is a separate question

from whether or not the patient gets evaluated or treated.

The definition of a patient is any human being that:

 Has a complaint suggestive of potential illness or injury

 Requests evaluation for potential illness or injury

 Has obvious evidence of illness or injury

 Has experienced an acute event that could reasonably lead to illness or injury

 Is in a circumstance or situation that could reasonably lead to illness or injury

All individuals meeting any of the above criteria are considered “patients” in the Anderson County Emergency

Services System. These criteria are intended to be considered in the widest sense. If there are any questions

or doubts, the individual should be considered a patient.

To assist in further distinguishing our patients, the following should apply:

The definition of an adult is:

 One who has reached the age of legal consent and refusal for medical treatment? In Tennessee, this is 18

years of age.

The definition of a minor is:

 One who has not yet reached the age of consent and refusal for purposes of medical treatment. Generally,

minors can neither consent to, nor refuse, medical treatment. Some minors however, are considered to be

emancipated, which means either that a court of law somewhere has removed the minor’s disability to

make legally binding decisions or, that as a practical matter, they are living apart from their parents and

functioning on their own as adults.
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The definition of a pediatric patient is:

 Any patient younger than 16 years of age. “Younger than 16 years of age” applies specifically to Patient

Care Guidelines and the provision of treatment.



Patient Consent and Refusal

The United States Supreme Court has recognized that a “person has a constitutionally protected liberty interest in

refusing unwanted medical treatment” even if refusal could result in death. Although courts protect a patient’s

rights to refuse care, “preservation of life, prevention of suicide, maintenance of the ethical integrity of the medical

profession, and protection of innocent third parties” may also be considered when evaluating a patient’s wish to

refuse treatment. Each case must be examined individually.

In providing medical care, the universal goal is to act in the best interest of the patient. This goal is based on the

principle of autonomy, which allows patients to decide what is best for them. A patient’s best interest may be

served by providing leading-edge medical treatment, or it may be served simply by honoring a patient’s refusal of

care. Although complicated issues can arise when Providers and patients disagree, the best policy is to provide

adequate information to the patient, allow time for ample discussion, and document the medical record

meticulously.

With certain exceptions (see Implied Consent), all adult patients, and select minor patients, have a right to consent

to medical evaluation and/or treatment, or to refuse medical evaluation and/or treatment if they have the legal

competency and present mental capacity to do so. There are three specific forms of consent that apply to EMS:

Informed Consent, Implied Consent, and Substituted Consent.





Informed Consent

Informed consent is more than legality. It is a moral responsibility on the part of the Provider, based in the

recognition of individual autonomy, dignity, and the present mental capacity for self-determination. With

informed consent, the patient is aware of, and understands, the risk(s) of any care provided, procedures

performed, medications administered, and the consequences of refusing treatment and/or transport. They

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

treatment.







Implied Consent

In potentially life-threatening emergency situations, consent for treatment is not required. The law

presumes that if the individual with a real or potential life-threatening injury or illness were conscious and

able to communicate, he/she would consent to emergency treatment. In life-threatening emergency

situations, consent for emergency care is not required if the individual is:















Unable to communicate because of an injury, accident, illness, or unconsciousness and suffering from

what reasonably appears to be a life-threatening injury or illness

OR

Suffering from impaired present mental capacity

OR

A minor who is suffering from what appears to be a life-threatening injury or illness and whose parents,

managing or possessory conservator, or guardian is not present



Substituted Consent

This is the situation in which another person consents for the patient, as in minors, incapacitated patients,

incarcerated patients, and those determined by courts to be legally incompetent. The fundamental issue in

informed, substituted consent for minors is a question of how decisions should be made for those who are

not fully competent to decide for themselves. Parents or guardians are entitled to provide permission

because they have the legal responsibility, and in the absence of abuse or neglect, are assumed to act in
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the best interests of the child. However, there is a moral and ethical “need to respect the rights and

autonomy of every individual, regardless of age.” Providers must walk a fine line between respect for

minors’ autonomy, respect for parental rights, and the law. “Laws may be ethical or unethical; ethical

actions may be legal or illegal.”

The whole issue of when a patient may or may not be considered legally competent and possessing the present

mental capacity to consent to, or refuse care, is complex and confusing in the emergency care environment. It is

our obligation to make sure we address each of the following principles:













When they can, patients must give us permission to evaluate and/or treat them for any presumed or real

medical condition.

We must evaluate and/or treat those patients who are unable to make a decision due to their illness, injury

or circumstances.

We must be able to determine whether a patient has the legal competency and present mental capacity to

refuse evaluation and/or treatment.

We must inform the patient of the risks and potential alternatives to refusing or accepting care and be

reasonably certain they understand.

We must honor a patient’s refusal of evaluation and/or treatment if they have the legal competency and

present mental capacity to refuse that evaluation and/or treatment.



Any person, eighteen (18) years of age or older, that is deemed to have the legal competency and present mental

capacity to consent, may consent to, or refuse evaluation, treatment, and/or transportation. That person may also

sign a legal document (Patient Refusal Form).

If the patient has the legal competency and present mental capacity to consent, and chooses to refuse further

evaluation and/or treatment, the Provider must, after assessing the patient’s ability to understand, provide the

patient with information regarding the risks of refusal, the alternative options available, and what to do if conditions

persist or worsen.

A Provider may be denied access to personal property (land and home) by the property owner or patient, if there is

no obvious immediate life threat to a patient.



Legal Competency and Present Mental Capacity to Consent or Refuse Evaluation or Treatment

It is our obligation to offer evaluation and/or treatment to anyone with evidence of illness or injury regardless of

whether they initially choose to refuse that evaluation and/or treatment. However, a patient must have the legal

competency and present mental capacity to consent before consent is deemed to be valid.

 Mental competency: legal term, and there is a presumption of legal mental competency unless one has

been declared mentally incompetent by a court of law. Legally competent individuals have a right to refuse

medical treatment.

 Present mental capacity: refers to one’s present mental ability to understand and appreciate the nature

and consequences of his/her condition and to make rational treatment decisions.

While there are criteria for legal competency and present mental capacity as defined below, there is no way to

cover every potential circumstance with a written guideline. Thus, we should always determine a patient disposition

that is safe and appropriate given the circumstances

 18 years of age or older

 Alert, able to communicate, and demonstrates appropriate cognitive skills for the circumstances of the

situation

 Showing no indication of impairment by alcohol or drug use

 Showing no current evidence of suicidal ideations, suicide attempts or any indication that they may be a

danger to themselves or others. Law enforcement must be requested for this patient population.
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A law enforcement officer may arrest a patient who threatens or attempts suicide. The statute also

covers other mentally ill patients and a similar statute allows an arrest for chemical dependency.

Remember though, only a law enforcement officer can make these arrests.

Showing no current evidence of bizarre/psychotic thoughts and/or behavior, or displaying behavior that is

inconsistent with the circumstances of the situation

No physical finding or evidence of illness or injury that may impair their ability to understand and evaluate

their current situation (for example, a patient with a head injury and an abnormal GCS, a patient with

significant hypoxia or hypotension, etc)

A patient that has NOT been declared legally incompetent by a court of law.

 If a patient has been declared legally incompetent, his/her court appointed guardian has the right to

consent to, or refuse, evaluation, treatment, and/or transportation for the patient.



When evaluating a patient for the ability to consent to or refuse treatment, the Provider must determine whether or

not the patient possesses the present mental capacity to understand and appreciate the nature and

consequences of his/her condition and to make rational treatment decisions. Such an evaluation must take into

consideration not only the patient’s orientation to person, place, time, and event, but also their memory function,

their ability to engage in associative and abstract thinking about their condition, their ability to respond rationally to

questions, and their ability to apply information given to them by the Providers.

A thorough test of the patient’s mental status is one that assesses orientation, registration (memory), attention,

calculation, recall and language. This can be accomplished fairly rapidly. For example

 Level of Consciousness - The use of appropriate “noxious stimuli” is an acceptable practice in our system

to assist in determining a patient’s level of consciousness. This may be in the form of ammonia inhalants

or painful stimuli through the application of pressure to the fingernail bed. Use of a “sternal rub” is NOT

appropriate.

 Awake, alert, and oriented- elicit specific/detailed responses when questioning your patient to determine

A and A and O status

 Registration- give your patient the name of 3 unrelated items (dog, pencil, ball) and ask them to repeat

them and remember them because you will ask again later

 Attention and calculation- ask the patient to spell a five-letter word backwards (pound, earth, space,

ready, daily, etc.), or count backward from 100 subtracting 7’s.

 Recall- ask the patient to recall the 3 items identified in “registration.”

 Language- state a simple phrase (“no if, ands, or buts”) and ask the patient to repeat. Also test the

patient’s ability to respond to verbal commands by asking the patient to do something with an object (“hold

this piece of paper”, “fold this paper in half”) or identify two objects held up such as a watch or pencil.

Patients with impaired present mental capacity may be treated under implied consent.

If the patient does not have the legal competency and present mental capacity to consent and the principles of

implied consent do not apply, OLMC must be contacted for specific orders and the patient should be transported to

a medical facility for further evaluation.

Online Medical Consultation must be contacted prior to any patient being transported against their will. An EMS

Commander must be dispatched to the scene and participate in the evaluation and decision process. Obviously, if

in the opinion of the ALS Credentialed Provider in charge, there is an immediate risk to life or significant morbidity,

patient safety and care are the priority (implied consent would apply here).

Finally, the Provider’s findings must be documented with facts, not conclusions, and such documentation must be

sufficient to demonstrate the patient’s mental status and understanding of his/her condition and the consequences

of refusing treatment.
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