PUEBLO COUNTY MEDICAL TREATMENT PROTOCOLS

DEATH IN THE FIELD
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Background
Determining whether you should initiate and/or continue care for a patient that is determined to be “dead” is far from being an easy or straightforward decision.  There are numerous variables that may effect each situation and they will rarely be exactly the same.  Once advanced life support has been initiated, care should not be terminated except as outlined in the protocol.  This protocol will address some of these variables and try to provide some clarification.  In situations that you just aren’t sure how to proceed, contact base physician for assistance.

Medical Cause of Death (presumed and apparent)
1. Resuscitative efforts need not be initiated or may be terminated in patients found apneic and pulseless with:

a. Asystolic rhythm prior to ALS interventions, or

b. Rigor mortis or dependent lividity with warm air temperature, or

c. Down time of 15 minutes or greater as related by an apparently reliable source, or

d. Advanced Directive. (Physician Signature is not required.)
e. Prearranged DNR order.  (Physician signature is not required.)
2. Certain other circumstances may require exception and personnel should receive permission from base physician (with BLS in progress) at the time of the occurrence:

a. Advanced age, showing extreme wasting of severe chronic disease, or

b. A verbal "no resuscitation" order from an attending physician who is present at the time.  This physician should be able to identify him/her self and provide information about the patient consistent with an ongoing relationship.  A physician who "drops by" to help and has no knowledge of the patient is NOT considered an attending physician, or

c. A verbal "no resuscitation" order from an attending physician via radio or phone.  If at all possible these physicians should be requested to contact the emergency physician at the base or receiving hospital to clarify the course of action.
3. Termination of resuscitation may be considered if the following conditions are met:

a. For ALS Crews

i. No positive response to resuscitative measures after 20 minutes of effort have taken place

1. 20-minute time starts as soon as care is initiated – including bystander CPR prior to EMS arrival. 

b. For BLS Crews

i. The arrest was not witnessed by EMS

ii. No return of spontaneous circulation (ROSC) after 3 full rounds of CPR and AED analysis;
iii. No shocks (defibrillations) were given
Traumatic Cause of Death (presumed and apparent)
1. Resuscitative efforts need not be initiated or may be terminated in patients found apneic and pulseless with:

a. Decapitation, or

b. Decomposition, or

c. Penetrating or blunt trauma to the head and no spontaneous respirations or pulse after opening the airway, or

d. Penetrating or blunt trauma to the neck or torso and no spontaneous respirations or pulse after opening the airway and decompressing both sides of the chest (for basic agencies where needle decompression is not an option, with an open airway with ability to move air during ventilation) or

e. Multiple casualty situations when system resources are required to stabilize living patients.

The presence of electrical cardiac activity in an apneic and pulseless trauma patient (PEA) is not to be considered a “sign of life” and should not be a reason for initiating resuscitation.

Precautions
1. Death cannot be judged in the acutely hypothermic patient (cold water submersion for less than 60 minutes) who may be asystolic, apneic, and stiff but may still survive intact.  Transport for rewarming in these instances.

2. Those who fall under the appropriate guidelines should be left at the scene with law enforcement personnel.  Many children will still be transported to the emergency department, as parents will frequently bring them out to the transporting vehicle.  The grief of pediatric death is sometimes better managed at the hospital.  However, with police chaplains or crisis response teams, the family may receive adequate support at home.  An added benefit of allowing the family to grieve in their home is that no "false hopes" will be raised by overly aggressive prehospital care.

3. Do not attempt to guess future outcomes based on appearance of the patient (e.g., shotgun blast to face of suicide victim). Failure to act because of mistaken notions of outcome will be a self-fulfilling prophecy.

4. Do not allow suicide to prejudice the decision to resuscitate. No matter how psychiatrically serious, a patient may, after therapy, resume the desire to live.  It is inappropriate to agree with the patient that death would be preferable, and therefore fail to act.

5. Do not delay action to find out facts about patient's history.  If summoned, one must respond.  If the patient has a chronic disease (for instance, cancer), the place to educate relatives as to the inevitability of death (if indeed that is appropriate) is at the hospital, not in the field.

6. Even with "Do Not Resuscitate" orders, if there seems to be any significant disagreement among the family, it is better to err on the side of PROVIDING life support.  This is not true of patients with clear Advanced Directives directing NO CPR be performed.  THE PATIENT'S WISHES MUST BE HONORED IF AN ADVANCED DIRECTIVE IS APPARENT AND IMMEDIATELY AVAILABLE.

Special Notes
1. Be careful to avoid discussion of the mechanism of death in the presence of relatives.  In early grief, it is easy to misinterpret even well meaning expressions of concern.  Moreover, because a patient is doing well in the field does not mean that survival is assured.  Misguided optimism in the field will make grieving more difficult later.

2. When you, as an EMS responder, are summoned, you should plan on initiating resuscitation.  In these days when we are becoming more concerned with the right to die with dignity, do not allow premature judgment to delay or withhold life-saving skills.  Despite much press to the contrary, BLS and even ALS measures are extremely unlikely to "bring back" an otherwise unsalvageable person.

3. If the situation appears to be a potential crime scene, EMS providers should disturb the scene as little as possible.

Additional Information

Emergency Medical Service Personnel Responsibilities with Advanced Directives (taken from the Colorado Revised Statutes 15-18.6)

1. To perform initial patient assessment and intervention and check for a CPR Directive bracelet or necklace on the patient or a CPR written directive nearby.

2. To verify that the Directive is unaltered, that the patient is the person for whom the CPR Directive and bracelet or necklace applies, and to provide appropriate documentation.

3. To withhold or withdraw CPR (if the directive is found to be valid) including the following procedures:

4. Closed chest cardiac massage

5. Endotracheal intubation or other advanced airway management

6. Artificial ventilation

7. Defibrillation

8. Cardiac resuscitation medications

9. Any related procedures, as defined by attending physician, medical protocols, or on-line medical control.

10. To provide comfort care as appropriate to the patient's needs including:

11. Assistance in maintaining an open airway (excluding intubation or advanced airway management)

12. Suctioning

13. Oxygen

14. Controlling bleeding

15. Pain medications

16. Support to patient and family

Good faith actions by Emergency Medical Service Personnel in complying with the CPR Directive will not be subject to civil or criminal liability or regulatory sanctions.
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