Emergency Medical Dispatching

Jeff J. Clawson, MD

T he development and rapid growth of EMS has produced a redefinition of the various
roles of the EMT, paramedic, mobile intensive care nurse, and emergency physician,
both on-line and off-line. Even the citizen has come to be identified as a “key player” in the
evolving roster of the prehospital care team.

The last in a long line of individuals to be identified as vital to the functioning of an EMS
system is the emergency medical dispatcher (EMD). The dispatcher’s key role has been accu-
rately defined only since 1979, when the Sait Lake City Fire Department identified the medical
dispatcher as the “weak link” in the chain of EMS response’ Until that time, the individual
functioning as the medical dispatcher had, on the average, less than one hour of medical training.
Common Misconceptions

There are several commonly held misconceptions about dispatching that are nearly uni-
versal throughout EMS communities and that have delayed development of sound EMD pro-
grams. Seven have been identified:

* The caller is too upset to respond accurately
* The caller does not know the required information
* The medical expertise of the dispatcher is not important

* The dispatcher is too busy to waste time asking questions, giving instructions, or flip-
ping through card files

» Phone information from dispatchers cannot help victims and may even be dangerous
* More personnel and more units at the scene are always better

+ It is dangerous not to provide maxi-
muIm responses or not to respond to
every call with “red-lights-and-siren”
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representing “normal conversational speech” and
five representing “so emotionally distraught that
information (eg, the address} could be obtained
only with great difficuity.” Of the 146 cailers in non-
cardiac arrest cases, they found the mean emo-
tional score was 1.4. However, contrary to popular
expected resuit, the mean emotional quotient for
the 494 callers reporting cardiac arrest was oniy 2.1

The second misconception, that the caller
“doesn’t know the required information,” appears to
be more a result of the dispatcher’s not asking the
right questions than it is a true lack of knowledge
on the part of the caller.

The misconception regarding the medical
training of the dispatcher and his or her use of pro-
tocots has fallen by the wayside, as a number of
states, as well as the Department of Transportation,
have established programs for training and either
formaily or informally require that the dispatcher
use medically approved protocois.

Another false notion is that telephone infor-
matign from dispatchers is not safe. Currently,
hundreds of dispatch systems provide dispatch
prearrival instructions with almost universally posi-
tive resuits. The National Association of EMS Physi-
cians has stated in its consensus document on EMD
that “standard telephone instructions by frained
EMDs are safe to give and. in many instances, a
moral necessity.™ '

Currently, hundreds of dispatch
systems provide dispatch
prearrival instructions with almost
universally positive resuits.

The last two misconceptions are the resuit of
unscientific use of “red-lights-and-siren” responses
as used by other public safety providers, particularly
fire departments. More attention than ever is being
focused on the use of red lights and siren for every
EMS response ® Currently, there is no identiftable
data or published study in the medicat or EMS liter-
ature supporting the use of red lights and siren or
maximal response on every call.

The Role of the Dispatcher

The emergence of dispatcher training as vital
to the appropriate functioning of EMS systems has
been a phenamenon of the 1980s. In the past, the
dispatch function was “out-of-sight” of medicai
control. For most EDs, a prehospital case begins

on-line —that is, when the biotelemetry radio goes
off announcing a call, so the dispatcher’s function
before arrival at the scene was mostly unknown

to the emergency medical community as far as

the mechanics of EMS dispatch and the decision-
making process of EMS response. Whether'the
closest unit was sent, whether a paramedic unit
was unavailabie because of a previous assignment,
or whether the first assigned vehicle did not arrive
because it was involved in a “red-lights-and-siren”
accident literally was a secret to most medical con-
trol physicians.

Today, the role of the typical EMD is muliti-
faceted. At least six “subroles,’ or functions, have
been identified: interrogator, radio dispatcher {out-
put), triage, logistics coordinator, resource person,
and prearrival aid instructor. Specific training in
each of these aspects of dispatching is essential.
Also, a sound basis in generic telecommunication
techniques is a requisite framework for sound emer-
gency medical dispatching,

The EMD needs specific training so that he or
she can recognize specific presentations of medicai
problems! This body of knowledge commonly is
referred to as the “dispatch priorities” and is an
obligue cross-section of emergency medicine
unique to dispatch. The basic components of emner-
gency medical dispatching (key question inter-
rogation, prearrival instructions. and dispatch
prioritization) are essential to the proper and appro-
priate initiation of prehospital medical care.

Medical Control

Inclusion of medical control in the dispatch
process has lagged significantly behind physician
direction of other EMS components. In the past,
medical control was unaware of the prearrival state
of affairs in EMS. The “out-of-sight, out-of-mind”
physical existence of the medical dispatcher has
been identified as a contributing factor to this evo-
lutionary lag! Another factor affecting the delay in
medical involvernent has been the question of con-
trol over dispatch policy and practice. The fire ser-
vice became a common stepparent for EMS in the
1970s, and a reluctance to medical involvement in
agency activity, such as dispatch. often was encoun-
tered, However, the medical community and the
EMS agency are responsible for working together
to establish appropriate and medically sound
practices and procedures for EMDs in medical
dispatch centers.




Quality Assurance

The concept of emergency medical dispatching
encompasses more than just training. In essence, a
practice standard is evolving that defines not only
the role of the EMD but also the supervision, qual-
ity assurance. and risk management practices that
must accompany it! The tragic effects of poor dis-
patching have been documented® The time to '
organize the quality assurance portion of an EMD
program is not after a “major malfunction” - medi-
cal control of dispatch is just as essential as it is for
paramedics and EMTs, and. without it, the dispatch
process is shaky indeed.

A practice standard is evolving
that defines not only the role of the
EMD but also the supervision,
quality assurance, and risk
management practices that
must accompany it.

Training, Certification, and
Continuing Medicai Education

The process begins with training and certifi-
cation. State-approved courses currently range from
25 to 40 hours. This training is critical in providing
the groundwork for the precise. “rapid-fire” deci-
sion making that often is required of the EMD.

No one would prefer the care of a noncertified
EMT or paramedic over that of a certified one, and
this concept applies directly to the medical dis-
patcher as well, Defining a standard training pack-
age and practice sets the stage for the development
of government certification of these EMS profes-
sionals. There is a clear trend toward the institution
of certification in many states and EMS regions.
The state-level process for establishing regulations,
standards. or official guidelines often has been

- difficult: when possible, the emergency physician
should be involved? ¥ '

Continuing medical education is essential to
reinforce initial concepts and to build on the many
aspects of dispatch priorities! The fact that dis-
patching is an emerging and changing field man-
dates an active continuing medical education
nrogram to keep dispatchers current with medical
standards and ideas specific to their dailv routines,.
As the on-line experience of new EMDs expands.
continuing medical education becomes their link
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with the positive and changing aspects of medicine.
Physicians must take an active role in the quality
assurance process and in providing sound continu-
ing medical education for dispatchers. Regular
exposure to appropriate medical concepts as they
relate to dispatch increases understanding and fos-
ters application of medical principles at the point
where EMS “leaves the chute" —the dispatch center.
Currentiy, EMD recertification may reguire a mini-
mal investment of as little as one hour per month?!
As more experience is gained with the education of
EMDs, the necessary amount and type of such train-
ing will continue to be redefined.

Risk Management and Dispatch

" Case Review

Adeguate on-line supervision must be provided
for dispatchers who function as the “air traffic con-
trollers of the ground.” EMDs must be supervised
directly, and supervisors functioning in this role
rnust have sound training in emergency medical
dispatching. Professional on-line supervision to
identify problems as they occur will pay dividends in
problern reduction in the future. Supervisors must
have both EMS and EMD knowledge and be respon-
sible for quality assurance and risk management as
a major part of their job activities.

Because history repeats itself, an after-the-
fact review of EMD activities and decisions atso is
important. A review can reveal a weatth of informa-
tion about the current state of a dispatch center, in
reference to both protocol adherence and the indi-
vidual abilities of the EMDs. For this purpose, a
medical dispatch review committee, consisting of
all dispatch-related parties, inciuding line EMDs,
should review, on a regular basis, tape-recorded
plavbacks of calls received and processed by dis-
patchers® The use of a medical dispatch feedback
report to record, in writing, apparent problems
at dispatch is another heipful too! for medical
control review.

Role of the Medical Director

The responsibility of the EMS medical director
now must include medical dispatcher functions?
This responsibility inctudes initia} training, CME,
medical dispatch case review, protocol review and
approval, including response assignment and “red-
lights-and-siren” need. For most EMS medical
directors, the responsibility for medical dispatch
does not appear to be as important as their interac-
tions with paramedics and EMTs. However, the dis-
patch center, in essence, controls the system in its
make-up and deployment, and the establishment of



122 B Principles of EMS Systems

dispatch priorities often requires an unprecedented

review of how the system functions. These priorities
include EMS decision-making activities that must
involve physicians. Once involved, the physician
often becomes fascinated by the philosephy of medi-
cal dispatch.

The dispatch center, in essence,
controls the system in its |
make-up and deployment, and
the establishment of dispatch
priorities often requires an
unprecedented review of how
the system functions.

One aspect of routine medical direction that is
not really possible in dispatch is on-line control.
The dispatch equivalent to medical control is dis-
patch case review, and this can be performed by
committee with the medical director’s invoivement,
as described earlier.

To be able to manage the activities of the EMD
from a medical-administrative standpoint, the phy-
sician medical director should attend an estab-
lished, highly regarded EMD training course—one
that is taught by an instructor with EMD experi-
ence. Once the physician understands the training
required of EMDs, he or she will be better prepared
to provide adequate medical control.

The National Association of EMS Physicians
summarized the issue of medical control in dispatch
with their consensus document on emergency med-
ical dispatching (Appendix}. The documnent’s general
statement proposes that

“The trained Emergency Medical Dispatcher
(EMD) is an essential part of today’s EMS sys-
tern. Medical control for the EMD and the dis-
patch center is also part of the EMS physician’s
responsibilities. The basic functions of emer-
gency medical dispatching should include
predetermined interrogation questions, pre-
arrival telephone instruction, and preassigned
response levels and modes. The EMD must
understand the philosophy and psychology of
interrogation and telephone intervention, basic
emergency medical priorities, and be versed in
basic life support. Training should be standard-
ized and EMDs certified by governmental
authority™

Medical Dispatch Systems
Standards

Medical dispatch system standards should
include, at a minimum;

» A requirement to use a medical dispatch
protocol systermn generically defined as an
approved reference system used by a local
dispatch agency to dispatch aid to medical
emergencies. The system should include
systemized caller interrogation questions;
systemized prearrival instructions; and pro-
tocols matching the dispatcher’s evaluation
of injury or illness severity with vehicle
response mode and configuration. {Vehicle
response mode is the Use of emergency driv-
ing techniques, such as “red-lights-and-siren”
versus routine driving response, vehicle
response configuration is the specific vehicle
of varied types, capabilities. and numbers
responding to render assistance.)

_ « That dispatch agencies provide for quality
assurance by initiating an on-going medical
call review procedure.

» A state or regionally required training and
certification program that inciudes an initial
certification process: a recertification process
and period; provisions for certification and
recertification of the handicapped; lapsed cer-
tification reentry; reciprocity approval proce-
dures; instructor definitions and standards;
and prohibitions and revocation processes.

+ A definition of medical control and the pro-
cess of approval of written medical dispatch
protocols for individual agencies.

« Appropriate wording to tie into any EMS
immunity clause existing in the current
EMS law. '

These standards for medicai dispatch providers
are designed to premote the health and safety of the
patient as well as the efficiency and responsibility of
the EMS system.

Prearrival Instructions

Trained EMDs have become the system’s “first”
first responders because they may provide initial
professional intervention within the EMS system
and because they can reduce response time to near
zero for the specific problems on which they can
have an impact. There is no better justification for
the provision of prearrival instructions than the
landmark legal opinion to the Aurora (Colorado)




Fire Department written by EMS legal authority -
James Page, JD. which says that:

“After vears of arriving ‘too late’ at the scenes
of hundreds of life-threatening emergencies, it
s difficult for me to offer a detached and une-
motional opinion. Throughout the US we have
spent billions of dollars constructing systems
to respond to medical emergencies, and we
have done little to cure the deadly four-minute
gap at the front of the system. While we race
through city traffic to get to the scene, a brain
dies from lack of CPR {oxygen). Frankly, I don't
understand how any public safetv or health
care worker can accept these recurring trage-
dies without activelv seeking a solution to the
‘response time’ problem which proves fatal in
s0 many cases. ™

Common Dispatcher-Caller
Situations

There are certain predictable situations facing
medical dispatchers that should be resoived, or at
least addressed. without significant delay. For exam-
ple, to an EMT trained in automatic defibrillation,

a cardiac arrest victim is defined as a pulseless,
motionless. nonbreathing patient. The same patient
may have been described to the dispatcher bv a
second-party caller in this way: “[s he conscious?”

. "No!" *Is he breathing?” . . . “Uh. I'm not sure.
He’s making runny noises.” In this case. “funny
noises” —a common teiephone description of agonal
respirations—must be interpreted correctly by the
dispatcher based on dispatch-specific medical train-
ing. A trained EMD would realize that this descrip-
tion represents an unconscious victim with an
uncontrolled airway until proven otherwise. A
professional would immediately establish control
of this airway, not defer it to someone else. The
basics apply equally to dispatchers aiso.

EMDs should be trained to give various types
of prearrival instructions** Many are nonmedical,
such as “don’t move the victim.” “observe the victim
closely until the paramedics get there and report
any changes to me immediately.” or “turn on your
porch lights and flash them on and off when vou
hear the siren.” Other medical instructions-that
can be given range from head-tilt airway control,
mouth-to-mouth breathing, the Heimlich maneu-
ver, and direct pressure hemorrhage control to
telephone-instructed CPR. The more invasive or
significantly intricate procedures are given through
the use of “treatment sequence protocols” (Figure 1).
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These cards are algorithmic scripts that the
EMD, through a "ves or no" logic branch. literally
reads to the calier. This system prevents dispatcher
variation in treatment and ensures consistency
from one case to the next. Such scripts help the
EMD develop learned phrasing after continued
study and multiple use, which may reduce fear and
anxiety and encourags intervention.

On the surface, the behavior of the emotional
or sometimes hysterical caller may seem to be ran-
dom and unpredictable. But, after nearly a decade of
study, researchers have determined that there are
sorne very predictable, generic components present
in most prearrival instruction cases.

The hysteria threshold. All distraught callers
appear to have a threshold of hysteria that can be
overcome by “repetitive persistence.’ This threshold
usuaily is easy to reach through the use of this tech-
nique. Once the caller has been “reached™ and is “in
control.” he or she usually is able to repeat the dis-
patcher’s instructions “word perfect.'

Repetitive persistence is the most successful
method of reaching the hysteria threshold. In this
technique. the EMD repeats over and over again, in
the same exact wording, a request to calm down or
perform any other act desired. For example, in the
case of a distraught mother whose child is choking.
“You're going to have to calm down, ma'am, if were
going to help your baby" should be repeated firmlv
to achieve initial control. This approach works
aimost universally after only two or three repeti-
tions. Altering the wording is less effective, and it is
believed this appears to the caller’s subconscious as
indecision or lack of control on the part of the
EMD. '

The “bring the patient fo the phone’ problem.
It is amazing how many times prearrival instruc-
tions are begun only to have the caller interrupt
the process by yelling, “Bring him in here to the
phone!”'® Obviously, this wastes time and interrupts
the instructions. The EMD should always ask
“Where is the patient?” at the beginning of the
telephone treatment sequence.

The “re-freak” even{. The exception to the
complete control obtained once the threshold is
reached occurs when the caller is reminded of the
distressing state of the victim at any of three differ-
ent stages: First, when the victim is brought to the
phone, and back into the sight of the caller; second,
when the EMD asks for verification of absent vital
signs: and third, when the caller finally is perform-
ing, for exarnple, CPR or the Heimlich maneuver,
and the victim is not “revived.” When this happens,

L T e
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Figure 1. Sample telephone treatment sequence protocol.

No
Can they talk? N
(Are they breathing OK?) — Yes —>
No
v

Listen carefully to these instructions then return to

|
No
N .
Repeat the Heimiich Maneuver ancther & times
then return to the phons. Do it now.

No
hd

GO TO ADULT AIRWAY MOUTH-
TO-MOUTH CARD-E (Part 1)

ADULT CHOKING SEQUENCE

Help is on the way — you must be calm, OK?
Listen carefully and do-exactly as | say.

Can the victim stand? -=

o treatment. — Can they talk?
Reassure. Yes {Are they brelathing QK?}
A
Ne
v

the victim and perform the Heimlich Maneuver Yes Maneuver. Turn them away from you. Put your
exactly as | tall you then come right back to the arms around their waist. Grasp one fist with
phone. OK? your other hand. just above the beily button.

. . Be sure you're below the ribs and breast bene. In
Make sure they are lying face up. Straddle their ane guick motion, jerk hard. inward and up into
hips. Place your hands. one on top of the other, their stomach. Do this 6 times then return to
just abave their belly button. With a quick the phone.
downward thrust, push, using your weight, into :
their stomach. Do it now 6 ﬂmes then return to - Yos - Is the object out? Can they breathe and tatk now?
the phane. !

No

s the object out? Can they breathe or taik now? - Yes

Is the object qut? Can they breathe or taik now? - Yes /

Yes

Bring them near the phone.

Listen carefully. I'l tell you how to do the Heimiich

Repeat the Heimlich Maneuver untii they ¢an
breathe or talk, OR until they can't stand up,
OR they lose consciousness.

{If they can't continue standmg. use sequence
on left.}

{If UNCONSCIOUSNESS OCCURS, go to
the NEXT card — ADULT AIRWAY MOUTH-
TO-MOUTH CARD-E (Part 1)

- 3/86 MPC

.callers say “Nothing’s working!” in frustration and
despair and sometimes stop trying!> 16

The “nothing’s working” phenomenon. Most
callers have a misconception that if they are per-
forming the EMD's instructions, then the victim
will respond or be immediately revived. When the
patient doesn't respond, a specific type of frustra-
tion—“refreak” can occur and interrupt the treat-
ment sequence'® The EMD can overcome this with
appropriate encouragement, repetitive persistence,
and by stating that the caller shouid “*keep the vic-
tim going until the paramedics get there.’

Dispatch Treatment Sequence
Protocols

EMS physicians and other personnel involved
in developing “standards” should have a perspective
of how dispatch treatment standards will be applied
and why. A common problem presented to medical

control physicians during adoption of dispatch
treatment sequence protocols is what appears to be
deviation from current standards, such as those of
the American Heart Association (AHA). The prob-
lem usually is in understanding the special lirnita-
tions of the dispatch situation, not in the dispatch
protocol itself.

For example, the most common method of
opening the airway is the head-tiit as used by dis-
patchers: “Put one hand on the forehead, the other
under the neck. Lift up on the hand under the neck
and push down on the hand on the forehead. This
will apen the airway.” However, in 1987, AHA
changed the recornmended airway control maneu-
ver to the chin-lift and jaw-thrust” The continued
use of the head-tilt technique in many dispatch pro-
tocots, however, is not an oversight. The dispatcher
is in the position of trying to teach a difficult physi-
cal procedure to an unwilling student in seconds,



without verification of correct application. As such,
the rmost reproducible and simpie to convey method
to achieve a life-sustaining result must be used, that
is, the head-tilt.

Concerns Regarding Prearrival
Instructions

The provision of prearrival instructions raises
the concerns of many, and the common issue is
“Doctors don't even give advice over the phone—
why should dispatchers?” It has been amply shown
in hundreds of cases that EMDs give excellent
instructions via the telephone!

More intelligent concerns should revolve
around the following guestions: 1} Is there adequate
identification of the problems requiring dispatcher
treatment intervention? 2) Are dispatchers uni-
formly trained? 3) Do dispatchers use sound, medi-
cally approved algorithms to determine when to
give more detailed instructions such as CPR?

4) [s there adequate quality control including call
review? The answers to each of these questions is -
important in the risk management of EMD pro-
grams, and dispatchers should not be any less
accountable than other EMS practitioners.

Medical Dispatch Priorities
and Components

Priorities are not new to the emergency physi-
cian. so dispatch priorities simply are an extraction
of his or her knowledge regarding the urgency of
medical problems on which ED triage decisions
comrnonly are based. These priorities lie at the
heart of medical dispatch because they form the
basis of the dispaicher’s knowledge, decision mak-
ing. and treatment. The development of ‘dispatch
priorities” was a key event in the evolution of emer-

gency medical dispatching! ¥

The dispatcher currently is the least trained
professional in the ' EMS chain of care: therefore, he
or she must fully understand and completely adhere
to a sound protocol for dispatch priorities. Each
protocol consists of four components: key ques-
tions. prearrival instructions; dispatch priorities
{including determinants), and response mode, and
these are explained in detail on “medical dispatch
priority cards.” which the EMD uses to respond to
callers {(Figure 2). An “additional information" sec-
tion of the dispatch cards exists to remind the EMD
of important medical information and axioms that
wll be routinely “in sight” and. therefore, eventually
"in mind.” iFigure 3).
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Each key question asked on a dispatch priority
card is included for one or more of the following
reasons:

» To “glean” information that is necessary in
determining the appropriate response
assignment

» To identify and verify conditions that require
prearrival instructions

» To obtain information required by response
personnel to preplan and address the call

+ To identify hazards at the scene and risks
to patients. laypersons, and professional
responders

Any guestion set that does not address all of
these considerations will contribute to an unsound
interrogation. The answers to these questions
provide information needed for appropriate pre-
arrival instructions-the second component of
dispatch protocol.

The major reason for the structure of the key
questions is to identify the rost appropriate mobile
response ~the dispatch priorities. These priorities
reflect the level of urgency needed during response.
The “response” section of the dispatch protocol
matches the levels of urgency with the most appro-
priate mobile response available within that system.

In the past, many medical dispatchers were
given lists of problems, and these lists were consid-
ered to be the “dispatch priorities” Such a list
might have included appendicitis, anaphylactic
shock, heart attack. heat stroke, pneurnothorax,
and puimonary embolus. The effectiveness of this
type of system was severely limited because the
problem has to be “diagnosed” before the dispatche:
can select the right response! To require the least-
trained medical person in the EMS system to diag-
nose the problem is shaky at best. Effective dispatch
must use symptom-based or incident-type (mecha-
nism of injury} entry problem indices instead of
diagnostically based ones. The entry problem index
was adopted by the Department of Transportation
in its 1983 Medical Dispatch Priority Reference
System exarnple!®

Maximal Response

Resources in EMS are limited. Literallv mil-
lions of “emergency” responses occur every vear in
this country alone, Most of them receive “maximal
response,”® which is always “red lights and siren” or
multiple vehicles or beth. In the vears before prior-
ity response, “red lights and siren” were run—not

only to the scene, but often to the hospital. Ninety
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Figure 2. Medical dispatch priority card.

KEY QUESTIONS _ PRE-ARRIVAL INSTRUCTIONS
1. History of seizures? NOTE TO DISPATCHER: Stay on line
2. Did iniury precede seizure? with caller until seizure stops . . . then
3. History of: - Drugs? verify breathing.
) . =Diabetes? a  No CPR while victim is jerking.
4. Fever (if age =<5) 0. Don't restraint victim, force objects in
5. Pregnant? (if female age =12) victim's mouth, or force victim’s
6. Has seizure stopped? jaw open.
d. Move dangerous objects.
e.  Turn gently on side when seizure stops.
f. Don'tlet victim wander around.
g.  Look for medical ID tags/cards.

Determinant DISPATCH PRIORITIES Response
A, Victims UNDER AGE 35 with Unknown A Closest BL.S COLD
history, or previous history of seizures. Ambulance COLD

Febrile Seizures (age=5).

B. B Closest BLS HOT
_ Ambulance CCLD
C. Victims UNDER AGE 35 with NO previous C Paramedics HOT
history. Pregnant or Trauma or Diabetic. Ambutance COLD or HOT
Continuous or muitipie seizuras.
D.  ANY victim age 35 or OVER W Closest BLS HOT
: Paramedics HOT
Ambulance COLD or HOT
12 CONVULSIONS/SEIZURES MPC © 8/86

Figure 3. Additional information card.

ADDITIONAL INFORMATION

Also known as seizures, fits, epilepsy . . . they are an abnormal firing of brain ceils usually

resulting in jerking movements.

TYPES: Grand mal, Petit mal, Psychomotor, Jacksonian, focal . . .

CAUSES: Epitepsy {(unknown cause}, trauma, tumor, meningitis, cardiac arrest {anoxia—
lack of oxygen), Diabetes mellitus {hypoglycemia, hyperglycemia), drugs
(cocaine, amphetamines), fever, many other less common causes.

PROBLEMS: Associated with airway, cyanosis, tongue biting, fractures, secretions.
INAPPRCPRIATE CPR and Mouth-to-Mouth, post-ictal state, recurrent or
continuous (status epilepticus). _

NOTE: SEIZURE-LIKE ACTIVITY CAN BE AN INITIAL SYMPTOM OF CARDIAC
ARREST. ABC's must be checked VERY carefully before initiating CPR after a
seizure has stopped. INITIALLY ail seizure victims appear to have abnormal or
absent breathing.

NCTE: A seizure in a person age 35 plus is considered a CARDIAC ARREST until
breathing is verified. Stay on the line until status is knowrt.

12 CONVULSIONS/SEIZURES MPC © 8/86




percent of the time, however, there is no medical
Iustification for this practice.

Maximal response developed from three tradi-
tional notions. First, “It's an emergency, we've got
to hurry!” Years ago, when hurrying was just about
all that was done for the victim, it had some value-
it got the victim to the treatrnent. Second, many
systems have coupled EMS response logic to that of
fire response: A fire gets worse by seconds and min-
utes, so why wouldn’t a prehospital medicai prob-
lem? But 2 single broken leg in a football stadium
does not spread in the manner of a fire. Medical
problems do change, but the vast majority involve a
single patient in a less-than-life-threatening crisis.
The last and least palatable notion of all - running
“red lights and siren” —is fun and seems important.
Fortunately. the maximal response disease is the
dinosaur of today’s progressive EMS systemns, and
medical priority dispatching is the method of its
extinction. .

Fortunately, the maximal response
disease is the dinosaur of today’s
progressive EMS systems, and
medical priority dispatching is

the method of its extinction.

Tiered Response

Tiered response is a term used to describe one
of the rost common methods of EMS response
deployment. It requires the availability of more than
one type of EMS response vehicle and is more often
found in large municipal systems, particufarly those
that are fire service based. Response components
usually include first response non-transporting
units (often these are fire engines staffed with EMT/
firefighters}, paramedic-staffed vehicles (nontrans-
port), and EMT- or paramedic-staffed transporting
ambulances.

A common alternative to tiered response is the
all-ALS systern, in which all responding vehicles are
paramedic-staffed ambulances. However, few ali- _
ALS systems can provide initial response time of
under five minutes without integration of BLS first
response. fire or police service units. The avaitabil-
itv of this often overlooked resource in EMS sys-
tems can be applied through proper application of
dispatch priorities and tiered response.

~ Tiered response systems take maximum advan-
tage of dispatch priority use where the goal is to
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send “the right thing in the right way to the right
patient at the right time.”

Assigning Dispatch Priorities

Response mode, the fourth component of
the dispatch protocol, establishes the appropriate
response assignments and is dependent on the spe-
cific type of system and types of trained personnel
and units available. The development of local dis-
patch priorities often requires an unprecedented
review of why the system does things the way
it does.

The degree of urgency i« assigned a priority
level of A through D and is linked to the response
vehicles dispatched and whether they use “red
lights and siren””

There are a few basic questions to answer when
formulating priorities: Will the time saved make a
difference in the final outcome (ie, whether the
problem is a true time-priority case requiring a
response of less than five minutes, such as cardiac
or respiratory arrest, airway probiem, unconscious-
ness, or severe trauma or hypovolemic shock)?

» How much time leeway do you have?

* How much time can you save using “red
lights and siren?”

» How much time can be saved sending a closer
but less definitive unit?

Dispatch call prioritization has its roots in two
main areas-the evolution of various levels of
response vehicles and the emergence of EMS system
abuse originally identified in larger municipalities’®

Having large numbers of response vehicles
arrive at single patient scenes may not be medically
or fiscally sound. Medically approved dispatch
response prioritization puts accurate information
into the hands of the responding EMTs. It also
allows for pre-planned responses, safer responses
{fewer units responding in the “red lights and
sirens” mode), and fuel and energy savings {fewer
units and crews used when possible) and saves para-
medic teams for “true” ALS emergencies.

Emergency Medical Vehicle
Accidents

According to Page, “By far the greatest legal
hazards facing EMTs arise from ambulance vehicle
accidents™?

Thousands of emergency medical vehicle acci-
dents {EMVAs) occur every year in North America as
a result of “red lights and siren” and muitiple unit
responses. By national statistics, 50 percent of these
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N
Figure 4. Dispatch priority levels.
~ Priority Response
" Level Responding Type
A Closest BLS Unit COLD
Ambulance CcoLD
B Closest 8LS Unit HOT
Ambulance COLD
C Paramedics HOT
: Ambulance COLD QR HOT
D Closest BLS Unit HOT
: Paramedics HOT
Ambulance COLD or HOT

involve a reportable injury, and one percent involve
a fatality. Many accidents are caused by “hot”
responses that involve citizens' vehicles in which
the EMS unit siips safely by as the culprit, Any suc-
cessfui effort made to reduce hot responses and
excessive responding vehicles appropriately would,
in turn, reduce the number of EMVAs. In the long
run, this probiem will be reduced significantly by
the new appropriateness of response levels. In

regard to EMS as a branch of medicine, the original -

premise still applies—"First, do no harm”

Call Prioritization Versus Call
Screening

Call prioritization and call screening are not
the same. With call screening, some calls are
“screened out,” which means that no response is
sent. Dispatch or call prioritization allows only for
the decision of what response to send, not whether
to send a response. The legal risks of call screening
outweigh the cost savings of not sending any
EMS response.

Horizontal Versus Vertical Dispatch
Configurations

In centers where more than one dispatcher is
on duty, medical dispatching is performed best
when there is a division of individual responsibili-
ties between call interrogation and radio dispatch
functions. This team approach is referred to as
“horizontal” dispatching. The interrogator follows
the entry and key question protocols while the radio
dispatcher listens and, at predetermined points dur-
ing the questioning, dispatches the appropriate
response as indicated by the tnformation. This frees
the interrogator to go into prearrival instructions
without having to decide which function is more
important at a critical point (ie, unit dispatch or
life-saving telephone treatment). When this team

approach is used, the radio dispatcher can give
the responders accurate information regarding
the situation.

“Vertical” dispatching makes each dispatcher
responsible for a geographical area and requires
that individuai to handle all calls from start to fin-
ish. This dispatch configuration is less effective for,
EMDs using priority dispatch protocols. Centers
using a single dispatcher must dispatch vertically.

Medical and Legal Aspects

The potential lability dispatchers could incur
by giving telephone instructions or prioritizing calls
has been the subject of recent controversy—and
fear. Currently, with the exception of an incident in
Dallas in 1984, no successiul suits have been identi-
fied in either area, even though hundreds of com-
munities now have dispatchers performing these
functions. The medical-iegal climate continues to
get warmer in all areas of medicine, and EMS has
been no exception. As the legal community learns
more about the workings of the prehospital care
systemn, it is likely to discover the dispatch office
as well.

As the legal community learns
more about the workings of the
prehospital care system, it is
likely to discover the dispatch
office as well.

The medical-legai-conscious emergency physi-
¢ian understands well the four essential compo-
nents of proving negligence in a court of law. These
components are duty, breach of duty, damages, and
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causation. Most malpractice cases are won or lost in
the area of causation fie. they demonstrate that the
acts of the defendant were the “proximate cause” of
the damage). However. duty appears to play a more
basic role in the evolution of medical dispatching
legal risk exposure. William Prosser stated regard-
ing duty, “Changing social conditions lead con-
stantlv to the recognition of new duties. No better
general statement can be made than that the courts
will find a duty where. in general, reasonabie men
would recognize it and agree that it exists."?!

In 1981, EMS legal expert James O Page stated,

"I can foresee a day when a citizen might
allege that the municipality iwhich maintains a
fuli-time public safety dispatching service) was
negligent for fajling to implement and operate
such a service {prearrival instructions}. In view
of the fact that implementation of this new
level of service does not constitute a major
expenditure to the municipality —and thus is
basically an organizational/management/
training issue, rather than a funding/taxation
1ssue—1 feel the case for a legal obligation
{duty) to provide it becomes stronger.’

In some ways that prediction has come true.
The Journal of Emergency Medical Services
reported from their 1986 reader survey that 56 per-
cent of those poiled indicated that they were offer-
ing prearrival instructions to callers? It's anvone’s
guess as to whether or when such a duty is actually
created. But in the opinion of a number of EMS
physicians, that day already has come.

Preventing Legal Problems

Dispatch quality assurance has four facets:
before-the-fact planning and training. during-the-
fact event supervision. on-going retraining, and
after-the-fact review.

The EMD concept is pliable. and it adapts easily
to a broad range of local circumstances and system
designs. However, like anv new innovation, lack of
preplanning can doom EMD to quick local failure.
Better to invest time indoctrinating the people who
will be using the svstem as to its purpose and value,

An EMS svstem may have to defend itself
against cases resulting from significant delays in
arriving at a critical emergency because an ALS
team was tied to an emergency of lesser severity.
Maximal response does not eliminate dispatch
errors—1it just replaces them with errors that are
less apparent iie. ALS units tied up on BLS calls,
first response where not needed, emergency vehicle
accidentsi® The practice of maximal response

s

should be reserved for the highest level of actual or
potential crisis. Systems with the capability of tiered
or layered response that do not use their first
response personnel appropriately and still send a
maximum response may not be functioning at the
highest level of medical responsibility. This is
increasingly evident as social pressures to contain
the costs of medical care rise. Thus, the use of the
EMS systern must be judicious and balanced. Priori-
tizing calls for help is one way to accomplish this
safely. ALS units are sent to the most appropriate
calls instead of those that happen to come in first.

Quality assurance means
excellence, and it is the job of
EMS physicians, administrators,
employers, and medical field
personnel to pay careful attention
to the professional expertise of
today’'s EMD.

Pre-planning and operating procedures that
require adherence to dispatch protocols establish
the framework of the system. Quality assurance and
risk management are essential as EMD evolves into
a new level of sophistication. Standards are chang-
ing, and so will the world’s view of the dispatch pro-
cess. EMDs who fail to adapt as need for change
occurs must be identified. This is done through risk
management, by direct supervision. by after-the-
fact random sampling by the dispatch run review
committee, or through data collection results that
indicate poor performance. The EMS systemn’s plan-
ning should include mechanisms to handle recalci-
trant dispatchers and to screen out job applicants
who are unsuited. Quality assurance means excel-
lence, and it is the job of EMS physicians, adminis-
trators, employers, and medical field personnel to
pay careful attention to the professional expertise
of today's EMD.

Predetermined Medically Approved
Dispatch Protocols

EMS physicians must understand that accept-
able dispatch interrogation procedures must follow
predetermined protocols to reproduce the same
sequence of questions in relation to a given chief
complaint. According to James E. George, MD, JD,
in a 1981 issue of the EMT Legal Bulletin,

“
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“EMS dispatchers must always avoid the
appearance of responding to or categorizing
emergency calls in a haphazard or arbitrary
manner. A unified procedure will provide an
excellent method of safeguarding against arbi-
trary decision making. Without a unified sys-
tem, one dispatcher may decide that a crucial
situation exists primarily on the level of emo-
tion he detects in the caller’s voice, while
another may depend on his own gut reaction,
without being able to articulate a clear reason
for his decision.”?

Fire Versus EMS Dispatching

Because the combination of fire and medical
dispatching is very common, a clear understanding
of their differences is essential knowledge to stu-
dents of dispatching in general and medical control
physicians in particular. The dispatch role changes
during the unfolding of an incident and can be
thought of graphicaily as the variabie width of a
wedge (Figure 5).

The beginning of fire dispatch is the small
point of the wedge and is predicated on the absolute
necessity to get suppression units on the road
quickiy. A fire is assumed to be spreading, and the
extent of it can rarely be seen initially. It gets worse
each second, and, here, seconds do count. The fire
dispatcher’s job gets progressively more difficult as
the fire spreads and more units are needed, but
these facts cannot be extrapolated directly to medi-
cal dispatching.

By far, the greatest responsibility of the EMD is
upfront, at the beginning of each call. The wedge is,

Figure 5. Fire versus medical cail comparison.

therefore, reversed in EMS calls. The interrogation
process usuaily is the fulcrum upon which the cor-
rect nature of the response rests. Medical priority
dispatching has proved to be an effective, safe way
to determine the nature of the emergency at the
time the call is received, thus eliminating the need
for maximal response in many cases.

Legal Immunity for the EMD

Approved training and state certification of
medical dispatch personnel provide a standard of
professional conduct and potential governmental
immunity to those who are certified and perform
their trained functions “in good faith.’

Government immunity in and of itself will not
always protect an individual or his or her employer
from liability damage recovery. However, in recent
EMS court cases, immunity coverage has been
applied “at the beginning" to define for jurors what
measure of immunity (gross negligence as opposed
to routine negligence) should be applied?* Most
legal experts agree that it is much better to have an

- immunity shield to take to battle rather than enter

the fight without any immunity whatsoever.

Some EMDs already have some protection
from legal liability. For exarnple, the Utah State
EMS Systerns Act of 1983 states that certified EMDs
are “basic [ife support personne! who, during train-
ing or after certification, . . . who in good faith,
provide emergency medical instructions or render
emergency care authorized by this chapter shall not
be liable for civil damages as a resuit of any acts or
omissions, uniess found guilty of gross negligence
or willful misconduct.” The appiication of immunity
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to certified EMDs has resulted in widespread train-
ing leading to certification throughout Utah, espe-
cially in law enforcement controlled centers.

The ‘‘Spock Principle”

At times, application of common sense seems
impossible in a world of setf-protectionism and
“what if?” mentality. This fear of one’s shadow
makes it easier for dispatchers to always maximally
respond as an easy answer to the more difficult, but
correct, practice of prioritizing calls and sending
the appropriate response teams.

The street practitioners act as the
advocate for individual patients
who are assumed to be “‘dying -
until proven otherwise,” while

the EMD’s primary role is the
advocate for the well-being of
the entire system.

There is confusion over what type of training
creates the best EMD “animal’’ The EMD's role dif-
fers in some major ways from that of the EMT or
paramedic. The street practitioners act as the advo-
cate for individual patients who are assumed to be
“dying until proven otherwise,’ while the EMD's pri-
mary role is the advocate for the well-being of the
entire system. As a result, the EMD must constantly
balance the resources—“allocate” and “conserve”
“hurry” and “wait.” This requires a philosophy of
training and protocols that is quite different from
that of field personnel. The role of the emergency
physician in a busy ED is quite similar to that of the
EMD because triage of patients and establishing
priorities is an everyday activity of both. The EMD’s
responsibility as interrogator, prioritizer, and prear-
rival intervenor correlates well with the application
of the emergency physician's skills in history and
evaluation, categorization of urgency, and ultimate
treatment of the patient. It is no wonder that the
professional emergency physician usually feels quite
at home with the philosophy of emergency medical
dispatching and in providing medical control for
medical dispatch programs.

The advocacy of system versus patient is the
true dilemma continually faced in creating safe but
sound dispatch priorities. EMS physicians responsi-
ble for medical dispatch programs repeatedly will be
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forced to deal with the “Spock Principle.” At the end
of the movie “Star Trek 11" the Starship Enterprise
faced destruction from a runaway fusion reactor.
Without delay, the logical Mr Spock entered the
main reactor room and, while exposing himself to
lethat radiation, saved the Enterprise and her crew.
When asked by Captain Kirk why he did it, Spock
gave the classic reply: “The good of the many out-
weighs the needs of the few or even the one.” Today,
many EMS systems lack the money and manpower
to respond immediately and with numbers to every
medically generated call to “911" The tiering of
response via structured prioritization provides that
same type of logical answer to the specter of a simi-
lar self-destruction in EMS.

Summary

The emergency physician must help design dis-
patch systemns that balance the many factors affect-
ing appropriate medical dispatch of our valuable
prehospital resources. The core of emergency medi-
cal dispatching is the same as any aspect of medical
practice, that is, the provision of appropriate medi-
cal interactions at the right time, with the proper
attention given by the appropriate types of trained
practitioners. For the emergency physician, the
responsibility for medical control at dispatch is an
important and necessary responsibility.
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Appendix

National Association of EMS
Physicians
Consensus Document on
Emergency Medical Dispatching
{(Working Version)

General Statement: The trained Emergency
Medical Dispatcher (EMD) is an essentiai part of
today's EMS system. Medical controi for the EMD

and the dispatch center is also part of the EMS phy-
sician’s responsibilities. The basic functions of

.ermnergency medical dispatching should include pre-

determined interrogation questions, pre-arrival
telephone instructions, and pre-assigned response
levels and modes. The EMD must understand the
philesophy and psychology of interrogation and
telephone intervention, basic emergency medical
priorities and be versed in basic life support. Train-
ing should be standardized and EMDs certified by
governmental authority.

Rationale for Document: Medical Dispatching
has been the last major area in the EMS system to
be identified and developed. The “health” of many
EMS systems can be gauged by the appropriateness
of training, protocol, and medical controt of dis-
patchers. The involvement of EMS physicians in the
world of dispatch is relatively new but unguestion-
ably essential. For this purpose our involvement is
outlined and the position of NAEMSP stated regard-
ing the significant issues of EMD.

1) Basic Telecommunication Skills are a reg-
uisite to becoming an EMD, The training and certi-
fication of the EMD is then built upon this baseline
of knowledge. NAEMSP encourages this training for
all public safety dispatchers,

2) Understanding the Philosophy of Medical
Interrogation and the Psychology of Providing Pre-
Arrival Instructions are integral parts in the train-
ing of EMDs. The ability to interact with anxious,
uncooperative, and at times, hystericai callers rests
upon the ability of the EMD to anticipate the
actions of the cailer, control them, and convert the
caller into a calmer first responder. This requires
training that is not part of EMT or paramedic curri-
cula but is specific to medical dispatch training.

3) Pre-Arrival Instructions are a mandatory
function of the EMD. [n essence the EMD is the
“first” first responder and through immediate
action can effectively eliminate the deadly “four-
minute” plus gap at the beginning of the response.
Standard telephone instructions by érained EMDs




are safe to give and in many instances a moral
necessity. Training and recertification in BLS, as is
appropriate to application by medical dispatchers, is
necessary to maintain and improve this unigue, and
at times, life-saving, non-visual skiil.

4) Dispatch Prioritization requires careful
attention by both the EMD, histher supervisor, and
the physician responsible for medical control. The
necessity to prioritize response is evident in the
majority of EMS systems today. In order to priori-
tize calls properly the EMD must be well versed in
understanding the medical conditions and incident
types that constitute their daily routine. The train-
ing in these priorities must be dispatch-specific (not
EMT or paramedic training per se) and provided in
a straightforward way to the EMD, who in most sit-
uations has had little more traming than the aver-
age layperson, The development of dispatch
priorities for an agency or locality must be carefuily
thought out and ultimately be approved by those
responsible for medical control. These priorities
must reflect the level of appropriate response
including types of personnel (ALS vs, BLS vs. first
responder), numbers of vehicles responding, and
mode of response (red-lights-and-siren vs. routine}.
EMDs must always avoid the appearance of respond-
ing to or categorizing calls in a haphazard or arbi-
trary manner. A unified procedure will provide an
excelient method of safeguarding against arbitrary
decision making. Without a unified system, one dis-
patcher may decide that a crucial situation exists
primarily on the level of emotion he detects in the
caller’s voice, while another may depend on his own
“gut” reaction, without being able to articulate a
clear reason for his decision. Where reasonabie
guidelines are in effect, the emergency medical dis-
patcher’s conduct will be less vulnerable to charges
of careless or reckless judgment. Similarly, EMS
employers can point to such guidelines as a system
of risk management in an area where human error
and its dire consequences are clearly foreseeabie.
The appropriate prioritization of responses and
therefore appropriate reduction of responding vehi-
tles and vehicles traveling red-lights-and-siren, will
assure that unnecessary emergency medical vehicle
accidents do not occur, that emergency crews will
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not be inappropriately committed to non-emergent
cases, and that the “right care will be sent in the
right way to the right patient at the right time.

5) Training of EMDs requires unprecedented
cooperation between the diverse disciplines of tele-
communications and emergency medicine neces-
sary to provide this unique teaching forum.
Instructor requirements should inciude line dis-
patch experience as an EMD for the Primary Dis-
patch Instructor and a minirnum of advanced life
support training and experience for the Medical Dis-
patch Instructor who is responsibie for teaching the
core course material, especially the medical dis-
patch priorities. All instructors shouid have
attended and passed an EMD course prior to assum-
ing a teaching role. .

6) Quality Assurance, Risk Management, and
Medical Control are an absolute necessity for the
ongoing well-being of any EMS system. Emergency
medical dispatching requires such attention and
guidance. NAEMSP believes that routine medical
review of the activities of EMDs and medical dis-
patch centers is vital to the health of the EMS sys-
tem in general. Dispatch review committees are a
significant step toward providing this assurance.
The EMS physician must be intimately familiar with
the medical dispatch process and involved in an on-
going way with its function.

7) Certification and Authorization by Govern-
ment Entities are the next logical steps to assuring
that the EMD is a well-trained EMS professional. An
ever increasing number of states, regions, counties,
and municipalities certify or require standard train-
ing of EMDs. NAEMSP stands behind this effort as
not only laudabie but a future prerequisite to prac-
tice by medical dispatchers. The ASTM process is
currently defining a national standard for medical
dispatch practice that will be translated into a
national standard training curriculum. EMS physi-
cians should actively participate in its development
as well as others that insure the professionalism of
pre-hospitat care in the streets. The emergency
medical dispatcher is no exception to this process.
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Commtittee: June 12, 1988.



