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Document Format 
The General Supportive Care, Hypoperfusion, and Symptomatic Care protocols are to be used in 

conjunction with other protocols, if indicated.   

Protocol Title 

Definition 

Prehospital care goals 

Clinical Pearls 

¶ Unique to protocol ï specific tips 

¶ Items to look for during assessment  

¶ The ñwhysò behind symptoms and prehospital care 

Treatment 

All Providers 

¶ Direction for all providers (the starting point for treatment for BLS and ALS providers). 

¶ Perform assessment ï refers to the general assessment protocol.   

¶ Focused assessment ï gives additional guidance specific to that protocol.   

¶ Ensure oxygenation ï directs providers to assess the patientôs need for oxygenation and 

treat appropriately.   

ƺ Oxygen should be administered as needed to achieve the following saturation 

levels:  
Á Normal:  > 94%  

Á COPD:  88 ï 92%  

ƺ Oxygen should be administered in the following situations regardless of room 

air saturation level:  
Á Evidence of increased work of breathing 

Á Illnesses or injuries characterized by impaired mechanics of respiration, impaired 

oxygen carrying capacity, impaired oxygen utilization at the cellular level (i.e. 

flail chest, carbon monoxide poisoning, or cyanide poisoning, respectively)  

Á TBI with altered mental status 

Á Unconsciousness 

ƺ Providers should continuously monitor the patient for changes in respiratory 

status and adjust treatment accordingly.  
¶ Advanced Airway  ï refers to King Airway only 

ALS Providers 

¶ Treatment steps for ALS providers.  All BLS providers are encouraged to become 

familiar with this section, especially those interventions that BLS providers may prepare 

for/assist with. 

¶ Establish vascular access ï refers to any IV or IO access the provider elects to use. 

¶ Advanced Airway ï refers to ETT, King Airway, and Cricothyrotomy.  

Physician OLMD 

¶ Physician On-Line Medical Direction (Physician OLMD) represents direct contact with 

a physician for consultation or authorization to treat.  Physician OLMD is always 

available regardless of whether specific orders are included in a given protocol, and 

encouraged whenever guidance is desired.  
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What the Operational Medical Director Expects of 
EMS Providers 

 

To be an authorized prehospital EMS provider, personnel shall: 

¶ Meet all state requirements and comply with all state regulations governing the 

provision of prehospital care. 

¶ Meet all departmental requirements: 

ƺ Maintain the following certifications:  

Á BLS providers: EMT-B, CPR 

Á ALS providers: EMT-I/P, ACLS, ITLS, CPR, PALS  

ƺ Meet both state and departmental continuing education requirements.  

ƺ Demonstrate retention of knowledge and skills, as well as, proficiency 

with protocols through a recertification process.  

ƺ Adhere to departmental policies, procedures, manuals, and patient care 

protocols.  

 

An authorized Fairfax County Fire & Rescue EMS provider is expected to consistently 

demonstrate: 

¶ Unwavering compassion, professionalism, and empathy ï Every call 

represents a need to assist the party who called, whether it is a child with a fever, 

a concerned family member, patients in a multi-vehicle crash, or any other citizen 

in need. All persons should be treated with respect and dignity. Some of the most 

rewarding patient care encounters may also be the simplest; providing 

reassurance, relieving pain or distress, and transporting the patient for definitive 

evaluation and treatment.   

¶ Cognitive knowledge and knowledge of the protocols to effectively manage 

patient care including recognition of protocol application and limitations  ï 

Master your protocols and be able to recognize when the patientôs need requires 

consultation with Physician OLMD to provide advice and/or authorize care 

supplementing that described within the patient care protocols.  

¶ Technical proficiency and the ability to apply diagnostic skills and 

therapeutic interventions when warranted and appropriate ï Master the 

application of diagnostic and therapeutic modalities and commit yourself to 

maintaining these skills, particularly those that are infrequently used yet are 

required in circumstances of critical patient care. 

¶ Excellent oral and written communication skills ï Effectively gather 

information from patients, families, and bystanders at the scene. You should be 

able to relay the pertinent information in a coherent manner to providers at the 

receiving facility, and effectively document your assessment, medical decision-

making and subsequent changes in the patientôs condition. 

¶ Model what good patient care delivery looks like ï Consistently model 

expectations of good patient care delivery; this includes holding fellow providers 

accountable when they do not. 
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¶ Commitment to being an engaged member of a learning and evolving 

organization ï As is the case in any large EMS organization, the provider 

membership exhibits a wide variety of strengths and weaknesses.  EMS providers 

are expected to share a common commitment to the following:  

1. Clearly defined expectations ï As the agency commits to clearly defining 

expectations, our providers are expected to assure they understand 

expectations and consistently model them thereby demonstrating what 

success looks like for our patients, our partners and our peers. 

2. Reasonable and appropriate efforts to remediate when indicated ï The 

agency commits to reasonable and appropriate efforts to support EMS 

providers with their responsibility to acquire and maintain the knowledge 

and skills needed to meet expectations, but the providers must recognize 

that they have primary responsibility.    

3. Accountability ï The agency commits to evaluating performance in light 

of clearly defined expectations.  Providers commit to consistently meeting 

those expectations as well as holding themselves and their peers 

accountable for doing so.  When performance falls short of expectations, 

providers commit to identifying contributory causes, taking action to 

remedy them, and aligning future performance with expectations. 

4. Aligning skills with assignments so performance may consistently meet 

expectations ï The agency recognizes that despite reasonable and 

appropriate efforts performance can fail to consistently meet expectations 

due to gaps in knowledge/skills/abilities.  It then becomes necessary to 

reassign providers so that they may serve in a capacity more suited to their 

strengths.  Providers recognize this principle and recognize that all 

members are valued whatever their domain of service. 
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What EMS Providers Can Expect of the EMS 
Division 

 

Accessibility ï EMS providers can expect EMS leadership and the Office of the 

Operational Medical Director to be available for discussion of concerns and ideas.  

Remember to follow the chain of command when requesting a meeting with the 

Operational Medical Director and/or members of EMS leadership.   

 

Respectful consideration ï EMS providers can expect that their concerns and 

suggestions will be heard and weighed with an unbiased mind.  Issues will be considered 

objectively and with open-minded consideration using national standards, state 

regulations, regional and local practice standards, empirical evidence, and systematic 

analysis when feasible.  In all instances, quality patient care is the paramount objective 

followed by care of the community at large.    

 

Fairness in review of patient care concerns ï EMS providers can expect prompt 

notification of case investigation with potential for disciplinary action.  The provider can 

expect that reasonable efforts to complete an investigation in a timely manner will be 

made and information regarding the status of that investigation will be available.  EMS 

providers will be afforded due process including an opportunity to hear clinical care 

concerns and to present their impression and recollection of events.  All investigations 

will  be reviewed objectively and when deviations are noted the case will  undergo a root-

cause analysis to determine the contributory factors.  The quality improvement loop will 

be tied back to addressing those contributory causes identified from the case analysis.  

The goal is to improve the care delivered by comprehensively focusing attention on 

analyzing and advancing the 5 P's of the EMS domain: patients, providers, provisions 

(equipment/supplies), place (environment of care), and protocols.   

 

Commitment to being a learning and evolving organization ï As is the case in any 

large EMS organization, the provider membership exhibits a wide variety of strengths 

and weaknesses.  EMS providers can expect departmental commitment to the following 

plan: 

1. Clearly defined and consistently modeled expectations, to include demonstrations 

of what success looks like. 

2. Reasonable and appropriate efforts made to provide EMS providers with the 

knowledge and skills needed to meet expectations.  Providers retain primary 

responsibility to acquire and maintain proficiencies.  

3. Accountability to ensure EMS providers meet expectations and consequences 

when they do not. 

4. Reassignment for those providers who demonstrate an inability to consistently 

meet expectations so that they may serve in a capacity more suited to their 

strengths. 
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When a Person Becomes a Patient 
 

EMS providers may be called on to provide care under a variety of circumstances, 

including:  

¶ Public service encounters 

¶ Employee medical evaluations and monitoring 

¶ Patient encounters 

 

Public Service encounter examples include a citizen arriving at the fire station seeking a 

blood pressure check or approaching departmental personnel present at a community 

event and requesting an over-the-counter remedy for a self-identified problem.  This 

category is generally not the same as dispatched Public Service (PSERVF) calls 

 

Employee medical evaluations and monitoring occur when an EMS provider is 

assigned to conduct routine pre- or post-entry assessments for HazMat personnel, or are 

monitoring personnel on any incident requiring rehab (e.g. operating as the Medical 

Unit).  Refer to the Emergency Incident Rehabilitation Manual for further information, 

and be aware that personnel being evaluated may become patients requiring treatment at 

any point. 

 

Patient encounters occur when EMS providers are dispatched to an incident scene to 

assess, treat, and/or transport a member of the public. The Virginia Department of 

Healthôs Office of EMS regulations (12VAC 5-31-10) defines a patient as ña person who 

needs immediate medical attention or transport, or both, whose physical or mental 

condition is such that he or she is in danger of loss of life or health impairment, who may 

be incapacitated or helpless as a result of physical or mental condition or a person who 

requires medical attention during transport from one medical care facility to another.ò 

When a patient-provider relationship is established 

A person becomes a patient the moment the EMS provider has determined that an 

assessment of the individual is necessary to ensure that no illness or injury is overlooked 

and to ensure that the individual's capacity to decline an assessment is not impaired by 

illness, injury, or intoxication. 

 

Factors to consider when determining if  a person should be considered a patient include 

but are not limited to: 

¶ Mechanism of injury/nature of illness 

¶ Origin of call for assistance (Is this a first party or third party call?) 

¶ Potential for missed illness/injury 

¶ Potential consequences of missed illness/injury 

¶ Social variables that may impact the personôs ability to access care should his or 

her condition change 

 

Be aware that a person may ask for assessment and thereby initiate a patient-provider 

relationship at any time. 
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Decision-Making Capacity 

Intact decision-making capacity 

Patientsô decision-making capacity is dependent upon their ability to understand their 

condition, the recommended treatment, and the risks, benefits, and alternatives to our 

treatment.  A useful technique for assessing decision-making capacity is to have patients 

restate their condition, provider recommendations, and the risks, benefits, and alternatives 

associated with refusal, and then ask their reasons for refusal.   

 

A language barrier may make informed consent and assessment of decision-making 

capacity difficult. Therefore, an approved translator via the language line should be used 

if clinical condition allows and call circumstances require it.  

 

It should be apparent that illness, injury, or intoxication may impair a patientôs decision-

making capacity.   

Impaired decision-making capacity  

Patients demonstrate impaired decision-making capacity if they are unable to understand 

their condition or our recommendations or if they have unreasonable excuses for refusing 

treatment or transport.  

 

For example, if it appears that a patient understands our recommendations but does not 

wish to go to the ED because he is delusional, his decision-making capacity is impaired. 

Delusional reasoning and/or inability to understand their condition and our 

recommendation may render patients unable to make medical decisions, to include 

informed consent and refusal. 

Impaired decision-making capacity due to psychiatric illness   

If the EMS provider has reason to believe that a patient has an illness or injury and the 

patientôs decision-making capacity is impaired by psychiatric illness, the EMS Supervisor 

should be notified and police should be requested immediately to evaluate the patient.  

On arrival, officers will determine if the patient represents a threat to self, others, or 

public safety using their own criteria and judgment.   

 

If the patient is deemed a threat, the officers may take the patient into custody on their 

own authority for four hours (ñ4 hour ruleò) during which providers and officers may 

coordinate transport to hospital or other facility (preferred facilities are Fairfax and Mt. 

Vernon due to proximity to mental health facilities).  Note that the police do not make 

medical decisions or take our medical assessment results into consideration.  They have a 

formal process they follow with respect to mental capacity. 

 

An alternative to using the police directly is to petition the Magistrate for an Emergency 

Custody Order (ECO).  Any responsible person may do this, and it is possible that the 

Magistrate may grant an Order where the police will not intervene of their own accord.   
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Emergency Custody Order (Mental) process: 

¶ Notify the EMS Supervisor. 

¶ Call Woodburn Mental Health/Mobile Crisis and Law Enforcement for assistance 

in obtaining the ECO if not already on scene. 

¶ Notify Physician OLMD of the situation.  

¶ Obtain the ECO through the Magistrate. 

¶ Delivery of Order to scene by law enforcement officer. 

¶ Involuntary patient transport to ED. 

 

EMS providers should attend to the medical needs of the patient.  Either agency may 

transport the patient based on presentation, and full transport (if FRD) or refusal (if PD) 

documentation should be made on the PCR. 

Impaired decision-making capacity due to physical illness 

If the EMS provider has reason to believe that a patientôs decision-making ability is 

impaired due to illness or injury, Physician OLMD may be able to obtain an Emergency 

Custody Order through a Magistrate. This medical Emergency Custody Order can be 

picked up and delivered to the scene by a law enforcement officer, on whose authority 

and in whose custody the patient is involuntarily transported for further evaluation and 

management.   

Emergency Custody Order (Medical) process: 

¶ Notify the EMS Supervisor. 

¶ Contact Physician OLMD to ask for justification for the ECO. 

¶ Obtain the ECO through the Magistrate. 

¶ Delivery of Order by law enforcement to the hospital for the Physician OLMD 

signature. 

¶ Delivery of Order to scene by law enforcement officer. 

¶ Involuntary patient transport to ED by EMS 

Court Appointed or Durable Power of Attorney 

Adult patients with impaired decision-making capacity may have court-appointed 

representatives or a representative with durable power of attorney (DPA) who make 

decisions on the patientôs behalf.  Under such circumstances, the name of the patientôs 

decision-making representative should be documented on the PCR.  Note that patients do 

not forfeit their rights completely to a DPA; if the patient is lucid and demonstrating 

intact decision-making capacity, the patientôs wishes should be respected.  The DPA only 

comes into play when the patient is impaired. 
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Capacity evaluation by an EMS Supervisor 

Whenever a question or concern arises regarding the decision-making capacity of a 

patient, the EMS supervisor should conduct a capacity evaluation and fully document the 

evaluation on the appropriate form. 

 

To assist in the evaluation of decision-making capacity and impairment due to delirium 

personnel should use the following resources: 

 

1. Screen using the Delirium Triage Screen (DTS) in conjunction with the 

Richmond Agitation Severity Score (RASS).  Anything other than Alert and Calm 

(RASS zero) is abnormal on RASS. 

  
Vanderbilt University 
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www.icudelirium.org/docs/RASS.pdf 
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2. If the DTS screens positive it should be followed by the Brief Confusion 

Assessment Method (bCAM) for confirmation.  

Vanderbilt University 

 

3. If the DTS and bCAM are both positive for impairment due to delirium the patient 

likely lacks decision-making capacity.  Use the Aid to Capacity Evaluation (ACE) 

Worksheet (FRD-218) to help characterize and describe their impairment to 

Physician OLMD  and Magistrate.  
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Consent to Assessment, Treatment, and Transport 
 

Consent to prehospital assessment and treatment is based on the premise of capacity, 

autonomy, and self-determination. These concepts dictate that individuals have the right 

to determine what is done to their person.  Except in cases of potentially life-threatening 

emergencies and/or impaired decision-making capacity, consent for treatment should 

always be obtained.   

Informed Consent 

Once criteria for capacity have been met, patient consent must be given.  For consent to 

be valid it must be informed consent, except in potential life-threatening emergencies. 

This requires that the patient (or authorized decision-maker) be informed of, understand 

and be reasonably able to repeat or explain: 

¶ What the assessment revealed 

¶ The treatments or interventions recommended 

¶ The anticipated benefits of those treatments or interventions  

¶ The anticipated risks of those treatments or interventions 

¶ The foreseeable alternatives that are available 

Implied Consent ï When Informed Consent is Not Required 

Consent is not required in the presence of life-threatening (or potentially life-threatening) 

illness or injury, or if the patient is unconscious or unable to communicate due to illness, 

injury, or intoxication and may reasonably be presumed to have a life threatening 

condition.  Emergency care for such conditions should never be delayed by lengthy 

efforts to obtain legal consent.  Patients whose decision-making capacity is clearly 

impaired generally fall into this category as well. 

Consent obtained from authorized decision-makers not present on 
the scene 

For minors and adults with impaired decision-making capacity, informed consent for 

treatment or for refusal of services may be obtained by telephone from an authorized 

decision-maker using the procedure below: 

¶ Confirm the identity of the party on the phone.  

¶ Confirm the relationship to the patient as an authorized decision-making 

authority. 

¶ Inform the party of the following: 

ƺ The nature of the emergency response  

ƺ The findings of patient assessment and potential implications  

ƺ The departmental recommendation for initial treatment and transport to 

the ED for further evaluation and management  

ƺ The risks, benefits, and alternatives to the recommendations  

¶ Allow the authorized decision-maker to make informed treatment decisions or 

refusal of services. 

¶ Have a second provider repeat the above process to verify and witness the 

consent. 
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¶ Document the acquisition of consent by phone on the patient care report (PCR). 

Include the name and nature of the relationship of the authorized decision-maker 

and signatures of the EMS provider and the party witnessing the consent. 

  

Recognize that there are additional factors influencing the operational feasibility of 

obtaining informed consent by telephone and leaving a patient without decision-making 

capacity on the scene of the emergency incident. 

Minors  

For field EMS operations, minors are patients under age 18.  When treating minors, 

providers should obtain consent for treatment or refusal from a legally authorized 

representative as defined by Virginia Code §54.1-2969.  In most cases this will be a 

parent, but may be another relative or legal guardian.  The following persons may 

generally give consent on behalf of a minor when the legally authorized representative is 

not readily available: 

¶ Grandparent of a minor 

¶ Adult sibling (over 18 years of age) 

¶ Adult aunt or uncle of a minor 

¶ An educational institution in which the minor is enrolled that has received written 

authorization to consent from a person having the right to consent. 

¶ An adult who has actual care, control, and possession of a child under the 

jurisdiction of a juvenile court or committed by juvenile court to the care of an 

agency of the state or county. 

¶ A law enforcement officer who has lawfully taken custody of a minor, if the law 

enforcement officer has reason to believe the minor may have a life-threatening 

illness or injury requiring emergency treatment. 

 

If no such representative is available and delays in providing care may adversely affect 

the minorôs recovery, consent for stabilization and transport may be implied for minors. 

Special Circumstances: Emancipated and Pregnant Minors  

In Virginia, persons between the ages of 14 and 18 may be declared an emancipated 

minor by court order.  Emancipated minors may make medical decisions on their own 

behalf.  A patient in this age range who declares emancipated status should have a court 

order verifying this status.  It is typically a result of court petition, marriage, or military 

service. 

 

A pregnant minor, regardless of age, can give medical consent for herself and her baby 

solely relating to the delivery of the child.  A minor mother can give medical consent for 

her child (children). 

 

If a minor patient makes a claim to emancipated status that cannot be verified, an EMS 

Supervisor shall be dispatched to scene to assist in disposition resolution. 
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Patient Refusal of Service 
 

Whenever emergency medical services are requested for a patient and a patient-provider 

relationship is established, it is the responsibility of the EMS system to assess, treat and 

transport that patient with consent.  Assessment, treatment, and transportation to an ED 

shall always be recommended to the patient.  

 

A patient or authorized decision-maker (e.g. the parent of a minor) with intact decision-

making capacity may make an informed refusal of assessment, treatment, and/or 

transportation.  This requires that the patient (or authorized decision-maker) understand 

and be reasonably able to repeat or explain the risks, benefits, and alternatives to a 

recommended course of action.  They should further be informed of and understand: 

¶ That transport to an Emergency Department (ED) or Emergency Care Center 

(ECC) is recommended. 

¶ That ED staff would provide more complex evaluation which may include  X-

rays, laboratory studies, and more definitive management. 

¶ That the risks of refusing transport for more definitive evaluation and 

management may result in missed or delayed identification of illness or injury and 

may, as a result, place them at risk for worsening condition, disability, or death. 

¶ That if they refuse transport at this time they may call back if they change their 

mind or if their condition changes. They may elect to go to the ED by alternate 

means, or they may arrange further evaluation and management through their 

doctor. 

 

Only the patient or an authorized decision-maker can refuse transport to a facility.  Do 

Not Transport orders (or any similar documents) will not be recognized or honored. 

 

A number of anticipatable scenarios represent complex or high-risk refusals.   These 

warrant careful and deliberate management and decision-making: 

¶ Minors - described below.   Best practice is to make contact with a designated 

decision-maker.  

¶ Third party calls - if reasonable and achievable make contact with the calling 

party to assure them that we have made patient contact, assessed the patient, 

found them to have decision-making capacity and that they have refused 

transport.   Communication goes a long way to resolving/preventing complaints 

and managing expectations.  

¶ Second party calls with disagreement between parties about consent to transport - 

confirm the patient has decision-making capacity, demonstrate and explain that to 

the second party who called 911, clearly document that in your patient care 

record.   Then emphasize to the patient and the second party that if the patient 

condition changes or the patient changes their mind they can call back and we will 

return.  If the EMS provider has concern about the wisdom of the patient's 

decision to refuse transport, both parties should be extensively counseled and that 

must be documented.   The EMS provider should let the second party know what 

to watch for and the signs/symptoms or changes for which they should call back.  
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¶ Potential head injury, and suspected intoxication - thoroughly assess 

and clearly document of the patient's functional status and decision-making 

capacity are critical.   Confirm and document that the patient is in a condition that 

s/he can safely care for themselves and/or that they are in a condition/environment 

that can safely provide for them.   If the patient is left with a second party tell 

them what to watch for and the signs/symptoms or changes for which they should 

call back.  

¶ EMS uncertainty regarding the patient's decision-making capacity - early 

involvement of the EMS Supervisor is beneficial in such cases (see Decision-

Making Capacity:  Capacity evaluation by an EMS Supervisor).  If abnormal 

formalize and document using Aid to Capacity Evaluation Worksheet (FRD-218) 

and contact Physician OLMD and Magistrate (presumed medical cause) or 

Mobile Crisis (presumed psychiatric cause or inability to meet physiological 

needs).    

¶ Medical or social isolation - the key to successful management is identifying these 

issues, discussing them candidly and taking steps to remove barriers to care where 

possible.   These features raise the potential risks associated with refusal of 

treatment/transport.   Follow up welfare checks may benefit such cases, engage 

the patient's support network if possible.  

ƺ Medical isolation - Involves a patient warranting care who has no primary 

physician and/or no good capacity to navigate the health care system.  

ƺ Social isolation - Involves barriers to care due to social circumstances - no 

phone, no car, no child care, etc.   

Minors 

For minors refusal of services may be obtained by telephone from an authorized decision-

maker not present on the scene using the procedure below: 

¶ Confirm the identity of the party on the phone.  

¶ Confirm the relationship to the patient as an authorized decision-making 

authority. 

¶ Inform the party of the following: 

ƺ The nature of the emergency response  

ƺ The findings of patient assessment and potential implications  

ƺ The departmental recommendation for initial treatment and transport to 

the ED for further evaluation and management  

ƺ The risks, benefits, and alternatives to the recommendations  

¶ Allow the authorized decision-maker to make informed treatment decisions or 

refusal of services. 

¶ Have a second provider repeat the above process to verify and witness the 

consent. 

¶ Document the acquisition of consent by phone on the patient care report (PCR). 

Include the name and nature of the relationship of the authorized decision-maker 

and signatures of the EMS provider and the party witnessing the consent. 
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Minors with intact decision-making capacity, who are 14 years of age or older and whose 

parent or guardian are unable to be contacted, may refuse assessment, treatment, and/or 

transportation. 

 

Refusals may be partial or complete; e.g. a patient may refuse to be touched at all but 

accept transport, refuse any immobilization or just allow application of a cervical collar, 

consent to extensive assessment and treatment but refuse transport, etc.  If providers 

encounter difficulty  determining decision-making capacity, or providing the required 

counsel, they should contact Physician OLMD for advice, consultation, or assistance 

and should notify the EMS Supervisor. 

 

If a patient refuses treatment or transport, the patientôs reasons must be rational. For 

example, patients who understand their condition and our recommendations but refuse 

transport because they must pick up their children from school are making rational 

decisions.  Alternatively, patients whose religious and/or cultural beliefs provide the basis 

for their refusal must be respected.   

 

All refusal details should be thoroughly documented on the patient care report (PCR), to 

include: 

¶ Available history of illness or injury 

¶ Summary of provider counseling 

¶ All assessment findings and/or treatments, to the extent they were permitted 

¶ Patient or authorized decision-maker signature on the PCR refusal statement, if 

refusing transport (if the patient or authorized decision-maker refuses to sign, this 

should be documented, including witnesses' names if possible) 

 

Provide any patient who requests additional information about their call (such as billing, 

medical records, or refusal information) an EMS Treatment Information (FRD-215) form 

along with a Notice of Privacy Practices, if requested. 

 

If the police request documentation of service, a Record of Refusal of Transport for 

Patient in Police Custody (FRD-432) form shall be completed and given to the requesting 

officer. 

 

Special Circumstances: Fairfax County Public Schools (FCPS) 

Pre-existing agreements between the schools and parents require that students must leave 

school any time one of the following medications is given at the clinic: 

¶ Epinephrine autoinjector 

¶ Glucagon 

¶ Diastat (diazepam) 

¶ Solu-Cortef 

 

In these cases, the nurse will call 911 and attempt to contact the parents.  As with all 

transports from county schools, a FCPS representative will accompany the student to the 

hospital (in the unit or by personal vehicle).   
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If the parent arrives prior to transport, providers are free to consult and make a new 

determination with respect to destination; that is, the student cannot stay at the school but 

a parent may refuse service if appropriate and take the child home.   

 

Note that this mandatory policy is only in effect after administration of the four 

medications listed.  If called for other reasons, providers may obtain refusals from 

students (or authorized decision-makers) or transport as indicated. 
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Patient Confidentiality 
 

In accordance with good practice, expected professionalism, departmental policy, and 

state and federal regulations, all information gathered during the course of evaluating, 

treating and transporting a patient is considered confidential. Personnel have an 

obligation to handle all information and documentation in a manner that reflects and 

maintains this confidentiality.  

 

Judgment should be exercised on the scene while assessing and treating a patient and 

reasonable accommodations should be made to protect the patientôs privacy and 

confidentiality. It is recognized that scene management and patient care are the primary 

concerns. 

 

Patient information may be shared with the parties involved in patient care, quality 

improvement representatives, and cost recovery representatives with required protections 

and security measures. Hard or electronic copies of patient care reports (PCRs) are 

medical records; they should not be left unattended or unsecured, or handled in a manner 

that may compromise the confidentiality of the record or the patient.   

 

Specific HIPAA Privacy Practices (e.g. what information may be shared with police, etc.) 

are detailed in departmental Standard Operating Procedures, Section 6.   

 

 



 

28 2015 EMS Manual 
 Fairfax County Fire and Rescue Department 

 

  
 

SSCCEENNEE  MMAANNAAGGEEMMEENNTT  
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Abuse, Neglect, and Exploitation 
 

Often, Fire and Rescue personnel are well positioned to advocate for patients who are 

suspected of being, or who are, abused, neglected, and exploited. Our goal is to identify 

and/or treat injuries and illnesses, protect victims from further abuse, and notify the 

proper authorities. These victims may or may not be the patient we were called to see.  

Use the following definitions as guidelines when considering if a patient is abused, 

neglected and/or exploited: 

 

¶ Abuse ï Willful infliction of physical pain, injury, mental anguish, or 

unreasonable confinement.  Sexual abuse falls into this category as well. 

 

¶ Neglect ï Nonexistent or insufficient care and support necessary to maintain a 

personôs physical and/or mental health to the extent that his or her well-being is 

impaired or threatened.  Persons who live alone/unaided and are unable to care for 

themselves can be considered to fall into this category, as can lack of supervision 

of young children. 

 

¶ Exploitation  ï The illegal use of an incapacitated adult/child or their resources 

for another personôs profit or advantage.   

 

Remember that proof of abuse is not needed to make a report, but there should be 

ñreasonable cause to suspect.ò  As an EMS provider in Virginia, you are legally required 

to report your suspicions of abuse, neglect, and/or exploitation of members of the 

following patient populations: 

¶ Children (all patients under 18 years of age, including those physically or 

mentally disabled/incapacitated) 

¶ The elderly (all patients 60 years of age or greater, including those physically or 

mentally disabled/incapacitated) 

¶ The physically or mentally disabled/incapacitated from 18-59 years of age 

 

You can be charged if you have suspicions and do not report them; failure to report is 

punishable by a civil penalty.  Reports must be made by the witnessing provider directly 

to the service bureaus listed below.  Notification of suspected abuse, neglect or 

exploitation to an EMS supervisor or hospital personnel does NOT meet the reporting 

requirements outlined in the statute.  If your good faith report turns out to be unfounded, 

you are legally protected from civil and criminal liability.  Reporting does not violate the 

Health Insurance Portability and Accountability Act (HIPAA). 

 

Use the following procedure in cases or suspected cases of abuse, neglect, and 

exploitation: 

¶ Follow appropriate treatment protocols, if indicated.  Avoid questions or 

comments suggesting blame or mechanism of injury. 

¶ Notify the EMS Supervisor. 
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¶ Every effort should be made to remove the patient from the environment by 

transporting the patient to a receiving hospital for evaluation.  Immediately inform 

the attending physician (required) at the receiving facility of your suspicions.   

ƺ In the event of a refusal of medical services, contact the appropriate social 

service agency and/or law enforcement agency (if indicated) prior to 

clearing the scene.  

¶ Document all pertinent observations on the PCR.  Include a detailed history using 

direct quotes from individuals on the scene, if possible, the attending physicianôs 

name and the details of your conversation.  

¶ As soon as practical, report potential occurrences and your actions to the social 

service agency having jurisdiction:  

ƺ Fairfax County Child Protective Services (patients under 18 years of 

age)  

Á 703-324-7400 

ƺ Fairfax County Adult Pro tective Services (disabled 18-59 years of age 

and all patients 60 years of age or greater)  

Á 703-324-7450 

ƺ After hours, or if in another jurisdiction, you may contact the Virginia 

State Department of Social Services directly.  

Á 800-552-7096 (all patients under 18 years of age) 

Á 888-832-3858 (disabled 18-59 years of age and all patients 60 

years of age or greater) 

¶ Be prepared to give: 

ƺ The victimôs name, address, and date of birth   

ƺ Location of incident if not home address  

ƺ The identity of the victimôs caregiver(s) if any 

ƺ The circumstances and your actions 

ƺ Disposition (transport destination, refusal, notifications, etc.) 

ƺ FRD contact information 
 

Domestic Violence: incidents of suspected domestic violence should be reported directly 

to the appropriate law enforcement agency. 
 

Hoarding: incidents of hoarding may or may not be related to abuse, neglect and/or 

exploitation.  If such a link is suspected, report to the appropriate social services and the 

hoarding task force.  The Fairfax County Hoarding Taskforce can be reached at      

703-324-1300 (Monday - Thursday 8 a.m. - 4 p.m., Friday 9:15 a.m. - 4 p.m.) 
 

The EMS Supervisor is the first line of contact for any questions or concerns regarding 

treatment, documentation, or notification. 
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 Do Not Resuscitate (DNR) Orders 
 

The Virginia Durable DNR Order provides Virginia EMS personnel the ability to honor a 

patientôs request for humane comfort measures while avoiding aggressive resuscitation 

efforts. The EMS provider can honor such a request when the DNR order is executed in 

writing and with proper documentation.  
 

The Virginia Durable DNR Order and other authorized DNR Orders (described below) 

are the only written Do Not Resuscitate Orders that can be honored by Virginia EMS 

personnel without requiring authorization by Physician OLMD. 
 

Be sure to bring all DNR Order documentation with you when transporting a patient. 

Give the Order to personnel taking over care when you transfer the patient at the 

receiving facility. 
 

Virginia Durable DNR (VDDNR or DNR) Formï The standardized document 

currently available (via download) or previously specified (yellow form) from the 

Virginia Department of Health that honors a patientôs request for humane comfort 

measures while avoiding aggressive resuscitation efforts.   

¶ There is no time limit on the Virginia Durable DNR Order ï it is valid until 

revoked. 

¶ Legible photocopies of VDDNR or other authorized DNR forms may be honored. 

¶ There are five key parts of the form: 

1. The patientôs full legal name 

2. A do not resuscitate determination 

3. Signature of Physician (MD) or Nurse Practitioner (NP) 

4. Date of issue  

5. The patientôs signature or, if applicable, that of the person authorized to 

consent on the patientôs behalf 
 

Alternate Form of Virginia Durable DNR Identification (Bracelets/Necklaces) ï In 

conjunction with the issuance of Durable DNR Orders, the Board of Health has 

authorized a bracelet or necklace as an alternate form of Durable DNR Order 

Identification. Any alternate form may be used to validate the Durable DNR Order or 

used in place of an original Durable DNR Order.  

 

 

    

 

 

 

Alternate Forms of DNR Identification must contain the following information:  

¶ Patientôs full legal name 

¶ The words ï Do Not Resuscitate  

¶ The VDDNR Form issuance date 

¶ Name of Physician (MD) or Nurse Practitioner (NP) 

¶ Phone number of Physician (MD) or Nurse Practitioner (NP) 
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Other Authorized DDNR orders ï In some cases, DNR Orders are written on site for 

patients who are admitted to (or in medically attended transit between) a hospital or other 

skilled nursing facility (not to include assisted living facilities).  To be honored by EMS 

personnel, such DNR Orders need not be in the state format, but must contain: 

¶ The patientôs full legal name 

¶ A do not resuscitate determination 

¶ Signature of Physician (MD) or Nurse Practitioner (NP) 

¶ Date of issue 

¶ The patientôs signature or, if applicable, that of the person authorized to consent 

on the patientôs behalf 
 

 

Physician Orders for Scope of Treatment (POST) ï A POST is a distinctive bright 

lime colored form.  OEMS has elected to recognize copies of the form as well.  The 

POST lets serious or terminally ill patients choose what treatments they wish to receive 

for their medical condition and is considered a companion document to the DDNR.  They 

are typically issued through a nursing home or hospice-associated physician.  It is 

possible that the POST may be encountered with a patient in home hospice care and 

without an accompanying Virginia DDNR form.  Under such circumstances the POST 

itself represents an ñother authorized DDNR order.ò   EMS providers should:  

¶ Know what a POST form looks like;  

¶ Recognize it in transfer records (for example from nursing home to hospital);  

¶ Communicate to medical control that the patient has a POST form and relay the 

basic contents;  

¶ Ensure that the presence of a POST form is passed on at each transfer of care.  

¶ Recognize that the first section regarding DNR most directly applies to 

prehospital care.  The remaining sections apply to hospital and hospice care. 

¶ If a POST document is presented outside of a licensed healthcare facility 

independently as a DDNR, begin treatment and contact Physician OLMD if 

clarification or guidance is needed. 

 

Direct Physician Order ï A direct order by a licensed physician who is physically 

present with a patient in cardiac or respiratory arrest can also be recognized by EMS 

personnel. 

 

Special Circumstances 

¶ If CPR is indicated and the family insists on resuscitation in the presence of a 

valid DNR order, immediately contact Physician OLMD while further assessing 

patient and preparing for resuscitative efforts. 

¶ If you have a question concerning the validity of a DNR Order, begin 

resuscitation and contact Physician OLMD.  

¶ If a DNR Order has been appropriately revoked, altered, or is illegible, begin 

treatment, including resuscitation, and contact Physician OLMD. 

Procedure for Verifying Valid DNR Orders:  

¶ Perform standard patient assessment and resuscitation or intervention until it is 

confirmed that the patient has a valid DNR Order as defined herein. 
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¶ Make a good faith effort to verify the patientôs identity through family, friends, 

and other health care personnel present or photo ID (such as a driver's license). 

 

¶ Be aware that a DNR Order can be revoked at any time by destroying or verbally 

withdrawing consent to the DNR Order.  Those authorized to revoke the order 

include only: 

ƺ The patient, if the patient executed the order 

ƺ The person authorized to consent on behalf of the patient, if that person 

executed the order 

ƺ The provider (MD/NP) who issued the order 

 

¶ ñDo Not Resuscitateò does not mean ñDo Not Treat.ò  The following comfort 

care interventions are encouraged:  

ƺ Airway management (excluding intubation or advanced airway adjuncts)  

ƺ Suction 

ƺ Supplemental oxygen delivery devices, to include CPAP 

ƺ Pain medications or intravenous fluids 

ƺ Bleeding control 

ƺ Patient positioning 

ƺ Other therapies deemed necessary to provide comfort care or to alleviate 

pain 

 

¶ The following resuscitative measures should be avoided or withdrawn if 

resuscitation has begun prior to confirmation of valid DNR status: 

ƺ Cardiopulmonary resuscitation (CPR)  

ƺ Endotracheal intubation or other advanced airway management 

ƺ Artificial ventilation 

ƺ Defibrillation 

ƺ Cardiac resuscitation medications 

 

¶ Documentation of the call on the PCR must include: 

ƺ The type of document used to confirm DNR status: Virginia Durable DNR 

Order form, bracelet or necklace, or other DNR form 

ƺ The Virginia Durable DNR Order form number (if applicable)  

ƺ The name of the issuing MD/NP 

Scene Management 

All unwitnessed deaths outside of skilled nursing facilities are investigated by police.  

Preserve the scene and turn it over to law enforcement in accordance with departmental 

policy.  In order to maintain a chain of custody, Fire and Rescue Department personnel 

should remain on scene until law enforcement arrives to take custody of the scene.  Be 

prepared to assist family members through the process of understanding and dealing with 

the decision to not resuscitate. 
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Extraordinary Care 

Scope of Practice 

In Virginia, EMS providers may only provide emergency medical care while acting under 

the authority of their operational medical director (via written protocols or Physician 

OLMD) and within the scope of the EMS agency license (e.g. ALS and/or BLS) 

(12VAC5-31-1040).   

 

In Fairfax County, the scope of practice for all providers is defined by these protocols.  

That is, providers shall exercise good clinical judgment based on training and experience 

and apply appropriate FRD protocols to specific patient encounters. It is recognized that 

written protocols cannot provide guidance for every possible situation providers may 

encounter.   Protocols are meant to guide providers in achieving consistently excellent 

prehospital care, not to replace judgment or initiative. 

 

In routine cases where written protocols do not address the unique patient care or 

disposition needs, physician OLMD is always available and appropriate for such 

circumstances. 

Extraordinary Care 

In rare cases, when there is an immediate threat to life or limb not addressed by protocol, 

treatments or interventions outside routine protocol may be required.  Under such 

circumstances this extraordinary care must be authorized by Physician OLMD (in 

accordance with 12VAC5-31-1070).  Cases requiring such extraordinary care will be 

exceedingly rare.  Most providers will never encounter such a case throughout their 

career.  Nothing in this protocol should be interpreted as empowering providers to 

circumvent existent protocol or practice beyond their scope.  In all situations, both the 

EMS providers and the Physician OLMD are accountable for their actions and decisions.   

 

The provider shall request the immediate dispatch of the EMS Supervisor to the scene or 

receiving hospital.   

 

Procedure for authorization:  

¶ Physician OLMD (without Physician OLMD there can be no extraordinary care). 

¶ Both the physician and the provider must acknowledge and agree that: 

ƺ The patient's condition and/or the required/requested extraordinary care 

are not addressed elsewhere within the protocols, and 

ƺ The order is necessary to maintain the life/limb of the patient.  

¶ The provider must feel capable of correctly performing the care directed by the 

physician, based on available equipment, prior training, experience, and/or the 

instructions given by Physician OLMD.  

¶ The provider must verbally confirm the order and agree to proceed. 
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Procedure for documentation: 

¶ The provider must inform the Physician OLMD of the effect of the treatment, and 

notify the receiving physician of the treatment as soon as possible.  

¶ The provider must also notify the operational medical director immediately 

following the transfer of care.   

¶ All instances of extraordinary care shall automatically be reviewed by the 

Operational Medical Director (OMD) and Quality Assurance (QA). 

Inability to Carry Out Physician OLMD Orders 

In rare circumstances, providers may receive orders from Physician OLMD that they are 

unable to carry out.  EMS providers may refuse to perform specific procedures or 

treatments (in accordance with 12VAC5-31-1080): 

¶ If not adequately trained and proficient to perform the procedure.  

¶ If the procedure is not fully understood. 

¶ If the procedure is judged to be not in the best interests of the patient.   

¶ Nothing precludes the provider and physician from reaching agreement on 

another order if within the scope of this document.   

 

If the provider cannot carry out an order, Physician OLMD must be immediately notified 

and given the reason the order could not be carried out.   

 

Procedure for documentation: 

¶ The provider must inform the receiving physician of the situation as soon as 

possible (if not the Physician OLMD).   

¶ The provider must also notify the EMS Supervisor and the operational medical 

director as soon as practical within 24 hours.   

¶ The provider shall fully document the call on the PCR (including all 

communications) checking ñInability to carry out OLMD Ordersò where 

appropriate and detailing all specifics of the matter in the narrative.   

¶ All such instances shall automatically be reviewed by the OMD and QA. 

Inability to Contact Physician OLMD 

In the rare event providers are unable to contact Physician OLMD, attempts should be 

made to contact the Duty OMD through the Department of Public Safety 

Communications (DPSC) and the EMS Supervisor.  If this is not practical under 

emergent conditions the provider should: 

¶ Use good clinical judgment and do what is reasonable and within their scope of 

practice and training. 

¶ Document the events, assessment and interventions.  

¶ Make notifications to the EMS Supervisor, OMD, and Deputy Chief of EMS as 

soon as it is reasonable to do so.  

 

Nothing contained herein implicitly or explicitly authorizes the provision of care 

exceeding training or scope of practice. 



 

36 2015 EMS Manual 
 Fairfax County Fire and Rescue Department 

 

Physician On Scene 
 

In the event that a physician licensed to practice medicine and surgery in the 

Commonwealth of Virginia is present on the scene of an EMS call, providers shall follow 

the procedures below: 

¶ Advise the physician that providers are operating under the Fairfax County Fire 

and Rescue Department 2015 EMS Manual developed by the Fairfax County Fire 

and Rescue Department and the Operational Medical Director. 

¶ Have ready access to Physician OLMD. 

¶ Request that you be allowed to follow these directives.    

Intervening Physician With Pre-existing Patient Relationship Wishing 
to Assume Patient Care  

If there is a previously established physician/patient relationship and the physician wishes 

to assume responsibility for patient care, the physician must confirm identity, licensure 

and relationship with the patient; the patient and/or the patientôs family can assist in 

providing such confirmation (see Physician Onscene FRD-210). Under such 

circumstances, reasonable requests should be followed.  EMS providers shall not carry 

out orders that exceed their training, certification, and authorization.   

 

¶ If the EMS provider believes that the care rendered or recommended by the 

patientôs personal physician is inconsistent with quality patient care, the EMS 

provider should contact Physician OLMD for guidance and assistance.   

 

¶ If the patientôs personal physician wishes to take responsibility for patient care 

and the care rendered exceeds the EMS Providers training, certification and/or 

authorization, and the recommended care is on-going, the physician must 

accompany the patient to the ED or ECC, and document the care provided. 

Intervening Physician Without Pre-existing Patient Relationship 
Wishing to Assume Patient Care  

If the physician does not have a previously established physician/patient relationship but 

the physician wishes to assume responsibility for patient care, then he or she must: 

¶ Confirm his or her identity and physician licensure  

¶ Agree to assume responsibility for patient care including the documentation of 

treatments rendered  

¶ Be willing to accompany the patient during transport 

 

Physician OLMD must be contacted and agree to yield patient care authority and medical 

direction to the on scene physician. 

 

Under such circumstances, EMS providers may carry out orders from the intervening 

physician that are reasonable, within their scope of training, certification and 

authorization, and consistent with EMS protocols. EMS providers shall not perform 

procedures or administer treatments that exceed their training, certification and/or 
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authorization; such treatments or procedures must be performed by the intervening 

physician assuming responsibility for patient care. 

 

If the care rendered is inconsistent with Fairfax County Fire and Rescue Department 

protocols or contradictory to quality patient care, then the EMS provider should 

immediately contact Physician OLMD for guidance and assistance.   

 

In the event of conflicts between the intervening physician on scene and the Physician 

OLMD, the EMS provider shall follow the directives of the Physician OLMD. 

Physician Direction Without Physical Presence 

An intervening physician (regardless of relationship with patient) who is not directly on 

scene may not assume patient care responsibility or provide Physician OLMD.   
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Simple Triage and Rapid Treatment 
(START)/JumpSTART 

 

¶ Once hazard mitigation is addressed, initiate triage. 

¶ Follow START/Jump START (Pediatrics in purple below) Algorithm of triage 

and treat life-threatening injuries. 

ƺ Maintain the rule of 30-45 seconds or less patient contact time.  

ƺ Move the ambulatory patients to a defined gathering area. 

 

 

 
 






































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































