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Dead On Scene 

Who Can Ask For a 
Pronouncement of Death?
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If you have worked in the field for any length of time you have likely been faced with a patient who has died by the time you have gotten to them.  The question is often asked, “who can call for a pronouncement of death?”  The PSRO recently reviewed this issue again and determined that Basics, Specialist or Paramedics are able to call on line medical control to have a doctor give the pronouncement and time of death if one of the nine signs of obvious death are present and they are responding in a ALS or BLS unit.  In cases where resuscitation efforts have already begun then only a Paramedic responding in an ALS unit can terminate resuscitation and call for a pronouncement. 
The following nine obvious signs of death are to be used to call for a pronouncement of death:

1.
Definite rigor mortis.

2.
Putrefied, decayed or frozen bodies (however, vigorous resuscitation efforts are indicated in an arrest related to hypothermia or low body temperature and cold exposure).

3.
Decapitation.

4.
Open head wounds with gross outpouring of cranial contents.

5.
Documented (in writing) terminal illness with written orders from the patient's physician not to start CPR.  Compliance with "special needs patient protocol."

6.
Drowning with documented submersion for 2 hours or more - cold.

7.
Burn victims with charred remains + no signs life
8.
Multiple amputation with no signs of life.

9.
Extremity lividity with no signs of life.

Once a pronouncement has been obtained, EMS personnel may leave the scene if police, hospice, physician, nurse, body removal service, or funeral home personnel are present.

ET Tube Placement Confirmation
A review of recent literature and studies on the use of ET tubes in the field shows that this is one of the more controversial interventions in the paramedic’s scope of practice.  While protocols still call for ET tube intubation, over the last few years we have frequently encouraged providers to use more reliable airway management methods like supragolaottic airway devices or in extremely difficult airway management situations simply using a bag valve mask to provide some airway exchange.
Properly getting an ET tube established is certainly one of the most difficult procedures in the field.  An often missed expectation in the protocol is the requirement for additional verification that a tube is not in the esophagus through the use of a secondary confirmation device.  In the Advanced Airway Management protocol it lists the steps to address proper placemen, (bold and underlined for emphasis):
· Primary confirmation of ET tube placement:

· By direct visualization of ET passing through the vocal cords.
· By chest rise/fall with each ventilation (bilateral).
· By 5-point auscultation
· Perform secondary confirmation of ET placement:
· Cardiac arrest:  use esophageal detector device (EDD).
· Perfusing rhythm:  use end-tidal CO2 detection.  Can use EDD or both.
· Monitor O2 saturation and end-tidal CO2 levels (capnometry or capnography).
What we are seeing is that usually medics are conducting the primary confirmation but a secondary device is not utilized.  Not only is this extra step required, but it can remove any doubt that the paramedic has successfully intubated the patient.
Trauma Destinations

Across the nation and across Michigan, there has been a move to standardize and regionalize trauma care.  The designation of trauma facilities is done by the American College of Surgeons (ACS) and a hospital can be designated as a Level I, II, III or IV facility, and each level has a different set of expectations and capabilities to treat trauma.  This does not mean that all trauma patients go to only higher level facilities, but that certain types of trauma go to these facilities.  This requires the EMS provider to have a good understanding of the trauma criteria to determine which hospital the patient will go to.
[image: image4.wmf]At the present time our three county hospitals are all able to receive some trauma patients, but in certain cases trauma patients are to be diverted to a facility designated at a higher level.  Hurley is a level I trauma center and Genesys is level II.  This means that both these facilities are able to handle all major trauma patients 14 and older. McLaren is in the process of being officially verified by the ACS as a level III.  Both now and after the completion of this process McLaren can receive all trauma patients unless they fall into the following destination criteria reserved for Level I and II facilities:
Unstable trauma patients meeting any of the following trauma guidelines, but not in cardiac arrest.  Patients meeting the following criteria are considered unstable trauma patients:
ABSOLUTE CRITERIA 

Vital signs & level of consciousness 

- Glasgow Coma Scale <14  

- Systolic Blood Pressure <90 

- Respiratory Rate <10 or >29 (<20 in infant less than 1 year) 

Anatomy of injury 

- All penetrating injuries to head, neck, torso and extremities proximal to elbow or knee. 

- Flail Chest 

- Two (2) or more proximal long bone fractures (femur and or humerus). 

- Crush, degloved or mangled extremity 1406 

- Amputation proximal to wrist or ankle 

- Pelvic fracture 

- Open or depressed skull fracture 

- Paralysis 

Mechanism and evidence of high-energy impact 

- Falls >10 feet or 2 to 3 times the height of the child 

- High-risk auto crash 

- Intrusion > 12 in. occupant site, 18 in any site 

- Ejection (partial or complete) from automobile 

- Death in same passenger compartment 

- Auto v. pedestrian/bicyclist thrown, run over, or with significant (>20 mph) impact 

- Motorcycle crash > 20 mph 

RELATIVE CRITERIA 

Special patient or system considerations 

- Age – Older Adults: Risk of injury/death increases after age 55 

- Anticoagulation and bleeding disorders (patient on coumadin or plavix) 

- Burns 

- Without other trauma mechanism: Triage to burn facility 

- With trauma mechanism: Triage to trauma center 

- Time sensitive extremity injury 

- End-stage renal disease requiring dialysis 

- Pregnancy >20 weeks 

- Any other injuries felt by EMS personnel to require specialized trauma care. 
2. Cases meeting the following criteria will be transported to Hurley Medical Center unless communication between field personnel and receiving hospital determines otherwise: 

A. Burns - Patients with greater than 5 percent 3rd degree; or greater than 15 percent 2nd degree; or respiratory burns; or burns involving hands, feet, face, perineum. 

B. Pregnancy - Trauma patients in 2nd or 3rd trimester.  

It all comes down to the severity of the trauma, which means not all trauma patients require transport to a level I or II Trauma Center.  Priority II trauma patients can be transported to all three area hospitals. 
In addition to trauma concerns, providers should note that all non-traumatic Priority I pediatric patients should not be transported to McLaren.
The Transportation protocol does allow for discretion on the part of the EMS crew.  If bypassing a closer facility will have an adverse effect on the outcome for the patient, the crew can chose the closer facility or can consult with on-line medical control to determine the most appropriate facility.  
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