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Clinical Advisory Subcommittee

of the Emergency Medical Care Committee
DRAFT Meeting Minutes

10:15 AM April 16, 2026

2995 McMillan Way, Suite 178

San Luis Obispo, CA 93401

MINUTES

MEMBERS’ PRESENT:
Chair Dr. Stefan Teitge, County Medical Society
Rob Jenkins/John Pearl, Fire Service Paramedics
Nate Otter/Serena Gennuso, Ambulance Paramedics
Katie Wong, MICNs
David Goss, Fire Service EMTs

MEMBERS ABSENT:
Tim Nurge, Medical Director Appointee
Dr. Kyle Kelson, ED Physician, Tenet
Dr. Lucas Karaelias, ED Physician Dignity
Arneil Rodriguez, Ambulance EMTs
Casey Hidle, Lead Field Training Officer

EMS AGENCY STAFF PRESENT:
Eric Boyd, EMSA
Rachel Oakley, EMSA
Bill Mulkerin, EMS Medical Director
Alyssa Vardas, EMS Administrative Assistant
Kaitlyn Blanton, EMSA
Ryan Rosander, EMSA

1. CALL TO ORDER

Ryan Rosander called the meeting to order at 10:20 a.m. He led the review of the
meeting protocols and meeting agenda.

2. REVIEW AND APPROVAL OF December 18, 2025, Summary Notes

COUNTY
‘6 SAN LUIS

OBISPO



Action: Rob Jenkins moved approval of December 2025, Clinical Advisory
Committee Meeting Summary Notes. David Goss seconded. Motion carried
unanimously with no abstentions.

The meeting focused on updating the diversion policy, last revised in 2016, to address issues such
as hospitals not contacting the EMS duty officer and the need for clearer communication during
CT scanner diversions. The policy now includes categories for internal disaster, complete
diversion, and partial diversion, with a preference for emailing notifications. The patient offload
(POT) policy was changed from 20 to 30 minutes to comply with state regulations, despite local
standards. The documentation policy was revised to streamline reporting and reduce errors,
emphasizing clear narrative documentation. The tiered response policy was expanded to include
any medical facility, with strict criteria for participation to ensure effective implementation. The
meeting focused on optimizing the application of devices during cardiopulmonary resuscitation
(CPR) to minimize compression losses. Kern County's use of an Al 12-lead tool for BLS was
highlighted, achieving a high accuracy rate for identifying STEMI. Future policy updates,
including simplifying the MCI protocol, were also discussed.

Action Items

o Compile a spreadsheet of which agencies opt in or opt out for each additional/basic-scope
EMT skill and send it to agencies requesting their selections.

e Solicit boundary representatives to develop a standardized five-hour training package for
the optional skills and coordinate delivery of that training.

e Add language to the burns protocol to prefer transport to hospitals with helipads, add
guidance about 20 minutes of cool running water where appropriate, and emphasize
barotrauma and rare oxygen-toxicity notes.

o Research and collect current dive-gas practices used at Diablo (e.g., use of nitrox) and
report findings for inclusion in the diving emergencies guidance.

o Research hyperbaric chamber availability and aeromedical destination/chamber contacts
(including CalStar and other air services), assemble contact numbers, and distribute the
contact list system wide.

Outline

Diversion Policy Overview and Updates

o Discusses the need for a diversion policy update, noting that the last policy was from 2016.

o Highlights issues with hospitals not calling the EMS agency duty officer, leading to system
visibility problems.

e The policy includes categories for internal disaster, complete diversion, and partial
diversion, with examples of each.

e Recent hospital diversion incidents are mentioned, including a hospital going on CT
scanner diversion.

e The policy now includes emergency department saturation and CT scanner diversion, with
a preference for emailing the form to the EMS agency.

Discussion on CT Diversion and Trauma Patients



o Concerns about Sierra Vista not wanting to go on CT diversion, causing system issues.

e Discussed the need for more detailed language in the policy regarding CT diversion and
trauma patients.

o Suggested that hospitals should still be contacted even if they are on diversion, especially
for critical patients.

o Emphasized the importance of clear communication and policy language to avoid system
problems.

e Discussed the need for better coordination and communication between hospitals and EMS
agencies.

o Suggested removing duplicate sections in the policy to avoid confusion.

e Recommended adding language to automatically expire CT diversion notifications after
two hours.

e Suggested adding language for EMSA to place a facility on diversion in cases of
surrounding area safety issues.

Patient Offload Policy Changes

o Explained the need to change the patient offload (POT) policy from 20 minutes to 30
minutes to comply with state regulations.

e Mentioned that the state is sending aggressive emails to hospital CEOs, causing upheaval in
the system.

o Discussed the challenges of meeting the 30-minute standard and the impact on hospital
behavior.

o Suggested using internal benchmarks to start remediation processes before reaching the 30-
minute mark.

Documentation Policy Updates

o Discussed the need to update the documentation policy to reflect current practices and
standards.

e Suggested removing attachments for abbreviations and NEMSIS values to avoid outdated
information.

o Emphasized the importance of clear and understandable documentation, even if it means
not documenting every detail.

e Discussed the challenges of double-documenting procedures and the need for clear
communication between agencies.

e Proposed adding language to reflect care provided by other responders in the narrative
section of the report.

Tiered Response Policy for Medical Facilities

o Introduced the tiered response policy for medical facilities, allowing them to request a code
to ambulance for transport only.

o Explained the benefits of targeted responses and the need for facilities to understand and
follow the policy.

o Discussed the importance of tracking the use of the policy to ensure it is used effectively.

e Mentioned the need for ongoing training and communication with participating facilities to
ensure proper implementation.

Mechanical CPR Devices Policy



o Discussed the need for a policy on mechanical CPR devices, including tracking the timing
to get the device on.

o Emphasized the importance of clear and detailed language in the policy to ensure proper
use and tracking of the devices.

o Discussed the challenges of implementing the policy and the need for ongoing monitoring
and updates.

o Discussed the need to minimize time off the chest during device application and mentions
the use of electronic devices like the old version of code stat.

o Emphasize the importance of applying the AED or EKG before the device is applied and
mentions the challenges with the Zoll device.

e Proposes using a mannequin to test the EKG and Lucas devices together to see the
reporting and tracking capabilities

3. ITEMS FOR NEXT AGENDA
OB protocols, Trauma Steps, MCI policy.

4, PUBLIC COMMENT
None

5. ADJOURNMENT

Action: David Goss moved to move the protocols and policies forward to
EMCC. Rob Jenkins seconded. Motion carried unanimously.

Stefan Teitge adjourned the meeting at 11:43 am
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COUNTY OF SAN LUIS OBISPO HEALTH AGENCY
PUBLIC HEALTH DEPARTMENT

Penny Borenstein, MD, MPH Health Officer/Public Health Director

MEETING DATE

June 18t 2026

STAFF CONTACT

Kaitlyn Blanton, EMS Coordinator

kblanton@co.slo.ca.us

SUBJECT

Trauma Triage Steps

SUMMARY

Policy #153 and #153 - Attachment A, have been updated from the 2017 version in
partnership with The American College of Surgeons (ACS) Committee on Trauma (COT)
guidelines and San Luis Obispo County’s Trauma Center, receiving guidance from their
Trauma Medical Director and Trauma Program Manager. Additions to the current Trauma
Triage Steps are intended to expand San Luis Obispo County’s current field activation
criteria as well as better align itself with the Trauma Tiers utilized in-house at the San
Luis Obispo County Trauma Center. Implementation is intended to ensure optimal patient
outcomes across the continuum of care. Definitions have been simplified to reduce
confusion among EMS providers regarding transportation expectations. All Medical
Direction remains within San Luis Obispo County.

REVIEWED BY

Dr. William Mulkerin, SLOEMSA Staff

RECOMMENDED
ACTION(S)

Recommended the following for approval by Clinical Advisory to move forward to the
EMCC agenda:

Policy #153 and #153 Attachment A

ATTACHMENT(S)

Policy #153 and #153 Attachment A

Emergency Medical Services

2995 McMillan Ave Ste 178 | San Luis Obispo, CA 93401 | (P)805-781-2519

www.slocounty.gov/emsa
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Division: Emergency Medical Services Agency Effective Date: xx/xx/xxxx

POLICY #153: TRAUMA PATIENT TRIAGE AND DESTINATION

l. PURPOSE

A. To establish guidelines for EMS personnel to identify and transport “significantly
injured” patients who could benefit from the rapid response and specialized services of
a trauma center.

1. PROCEDURE
A. Trauma Activation Criteria

1. “STEP 1, STEP 2, STEP 3 TRAUMA ALERT” - Patient meeting any one of the
Physiologic (Step 1) and/or Anatomic criteria (Step 2) and/or Mechanism of
Injury (Step 3) following a traumatic event shall be designated a “TRAUMA
ALERT” and shall be transported to the closest trauma center. The target off-
scene time should be 10 minutes or less for transport personnel.

3. “STEP 4 TRAUMA CONSULTATION” - A trauma consultation with the County of
San Luis Obispo Trauma Center shall be made to determine patient destination
when a paramedic identifies a significantly injured patient who does not meet
Step 1 (Physiologic), Step 2 (Anatomic), or Step 3 (Mechanism of Injury) criteria,
but meets one or more Step 4 (Special Patient or System Considerations)
criteria.

a. If an out of county trauma center is closer and is the intended
destination, no destination consult with the County of San Luis Obispo
Trauma Center is necessary. Proceed to out of county trauma center
and update in accordance with this policy.

C. Medical Direction

1. All Base Hospital requests and/or orders, regardless of trauma center destination,
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shall be made to the County of San Luis Obispo Trauma Center.

D. Closest Trauma Center

The closest Trauma Center for patients being transported within San Luis Obispo
County will be defined as follows:

a. A unit on scene of a call that is located within San Luis Obispo County south
of El Campo Rd should proceed to Marian Regional Medical Center.

b. A unit on scene of a call that is located within San Luis Obispo County north

of El Campo Rd should proceed to Sierra-\ista-Regional-Medical-Center the

County of San Luis Obispo Trauma Center.

c. In any other area west or east of EIl Campo Rd, crews should exercise
discretion in determining which trauma center is closest or fastest for patient
transport.

d. Discretion in all cases should include abnormal traffic patterns,
congestion, or other travel factors affecting transport to the closest and
fastest Trauma Center

1. STEP 1 (Physiologic Criteria)
The target off-scene time should be 10 minutes or less for transport personnel

Adult Injured patients meeting any one of the following criteria:
a. Pre-hospital advanced airway
b. Glasgow Coma Scale <13 (based on patient history attributed to injury)
c. Systolic blood pressure <90mmHg
d. Respiratory rate <10 or >29 breaths per minute
Pediatric injured patients (<34 Kg) meeting any one of the following:
a. Pre-hospital advanced airway
b. Glasgow Coma Scale < 13 (based on patient history ard attributed to injury)
c. Evidence of poor perfusion — color, temperature, etc.
d. Respiratory rate
1. >60 breaths per minute or respiratory distress
2. <20 breaths per minute in infants <1year
e. Heartrate
1. <5 years (<22Kg) heart rate <60 beats per minute or >180 beats per minute
2. 26 years (23-34Kg) heart rate <60 beats per minute or >160 beats per minute
f. Blood pressure
1. Newborn (<1 month) systolic blood pressure <60mmHG
2. Infant (1 month — 1 year) systolic blood pressure <70mmHg

3. Child (1 year to 10 years) systolic blood pressure <70mmHg + 2X age in
years

4. Child (11-14 years) systolic blood pressure <90mmH
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2. STEP 2 (Anatomic Criteria)

The target off-scene time should be 10 minutes or less for transport personnel

Injured patients meeting any one of the following criteria:

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

Chest wall instability or deformity (e.g. flail chest)

Two proximal long bone fractures (above the elbows and knees)
Mangled, degloved, crushed, or pulseless extremity

Open or depressed skull fracture

Paralysis or suspected spinal cord injury with new onset motor or sensory deficits

@ =~ 0o a o T

Pelvic injury with high-risk mechanism of injury (motor vehicle collisions, auto vs.
pedestrian accidents, motorcycle collisions, falls from heights)

h. Any extremity amputation excluding digits or phalanges
i. Abdominal seat belt sign

j- Strangulation w/ hard signs (voice changes, bruising, discoloration, subcutaneous
emphysema, crepitus)

3. STEP 3 (Mechanism of Injury Criteria)

The target off-scene time should be 10 minutes or less for transport personnel

Injured patients meeting any one of the following criteria:
a. Falls
1. Adults: >20feet>10 feet (one story is equal to 10 feet)

2. Pediatric: (34 Kg) >10 feet (one story is equal to 10 feet) OR 2x the child’s
height

b. High-risk auto crash

1. Passenger Space Intrusion (PSI) of space: >12 inches occupant patient site;
or >18 inches anywhere within the passenger space

2. Ejection (partial or incomplete) from automobile
Auto vs. pedestrian/bicyclist thrown, run over, or with significant impact (>20 mph)
Motorcycle or unenclosed transport vehicle crash (>20 mph)
Blunt abdominal injury with significant impact
Near hanging with fall or jump associated (“Judicial Hanging”)

@ = o oo

Pediatric ages 0-9 unrestrained or improperly restrained (MVC)

4. STEP 4 (Special Patient or System Considerations)

Age and co-morbid considerations

Injured patients meeting any one of the following criteria:
a. EMS provider judgement
b. Age greater than 65 (SBP <110 mmHg may represent shock)
c. Pediatric (<34Kg)
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d. Pregnancy > 20 weeks
Burns with mechanism
Vehicle accident with prolonged extrication

Submersion event/Drowning with high suspicion or confirmed trauma

> @ ™ 0

Anticoagulation therapy (excluding aspirin) or other bleeding disorders with head
injury (excluding minor injuries)

NOTE: a “TRAUMA CONSULT” is not required for ground/low level impact falls with
GCS = 14 or when GCS is normal for patient

E. Trauma Center Contact

1. Contact the receiving trauma center early and immediately upon determining the patient
meets trauma patient triage criteria with a “TRAUMA ALERT” or “TRAUMA
CONSULTATION”

2. “TRAUMA ALERT”

a. A“TRAUMA ALERT” is initiated by ALS personnel when an injured patient meets
any one of the Step 1 (Physiologic) or Step 2 (Anatomic) or Step 3 (Mechanism
of Injury) Criteria. Consider early notification to the intended receiving trauma
center; notify from the scene when possible.

d. A“TRAUMA ALERT” report should include the following:
1. “TRAUMA ALERT” meeting trauma triage step criteria “x”

2. Unit and paramedic #
3. ETA to trauma center
4. Report on individual patient (MIVT format):
e Age and sex
e Mechanism of injury and scene
¢ Injury and complaint
¢ Vital signs including GCS
o Treatment and response

¢ Include specific triage findings or considerations that identify the patient as
meeting TRAUMA ALERT criteria.

3. “TRAUMA CONSULTATION”

a. “TRAUMA CONSULTATION” with the SEO-Ceounty County of San Luis Obispo
Trauma Center should be obtained to determine trauma patient destination when
Step-3-{mechanism{s)-ofinjury) eriteria-or Step 4 (special considerations) are
present and Step 1 (Physiologic), Step 2 (Anatomic), and Step 3 (Mechanism of
injury) criteria are NOT met AND the intended patient destination is NOT already
a designated trauma center.

b. Only ALS personnel may request a “TRAUMA CONSULTATION” for patient
destination.
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c. A“TRAUMA CONSULTATION? report should include the following:

—_—

“TRAUMA CONSULTATION” meeting trauma triage step criteria < 4

2. Unit and paramedic #

3. ETA to Trauma Center and ETA to closest ED (if applicable) {Ahen-a-trauma-
i 4 tacilityi o that inf o ; )

4. Report on the individual patient (MIVT format):

o Patient age and sex
¢ Mechanism of injury and scene
e Injury and complaints
¢ Vital signs including GCS
e Treatment and response
¢ Include specific findings or considerations that identify the patient as meeting
TRAUMA CONSULTAION criteria.
5. Paramedic concerns
d. When the San Luis Obispo County Trauma Center is not receiving the patient
but has had contact with the transporting unit, they shall notify the receiving

hospital of the incoming patient and provide that hospital with any prehospital
care patient information, including any Base Hospital orders given.

e. When practical, a brief updated report should be given to the trauma-center
receiving Hospital by ALS personnel and include any significant changes in
route in vital signs, GCS, physical findings, symptoms or treatments.

f. All Base Hospital orders or requests shall be made to the SLO-County County
of San Luis Obispo Trauma Center, regardless of destination.

F. Exceptions to Direct Transport to a Trauma Center

Trauma patients will be transported to the closest ED in the following situations:

1. Patient condition deteriorates and recessitates-transport-to-the-closestED-such

presents as the following:

a. Unmanageable airway (Intubation and/or SGA attempts are unsuccessful and
an adequate airway cannot be maintained with BVM or other BLS devices).

b. Uncontrollable bleeding with rapidly deteriorating vital signs.

c. Traumatic cardiac arrest — see EMS-Agency-Prehospital-Determination-of-

EoathiDe-NetRosusclato(DMNE=ncof Lifo-Caro-=2eliey #1125 EMS Agency
Policy #125: Prehospital Determination of Death/Do Not Resuscitate (DNR)

End of Life Care.
2. San Luis Obispo County Trauma Center destination order
3. When a transport unit is directed to an alternate hospital regardless of patient
presentation per Incident Command/ Designee (Transportation Unit Leader) during

an MCI — see EMS Agency Policy #210: Multi-Casualty Incident Response Plan.

4. Patient refusal - see EMS-Agency EMS Agency PatientRefusal-of Freatment-andfor
Fransport Policy #203: Patient Refusal of Treatment and/or Transport.

5. Trauma center is on complete diversion — see

T
Poliey #1564 Heospital Biversion—EMS Agency Policy #154: Hospital Diversion.
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6. If the County of San Luis Obispo Trauma Center is on partial diversion, patients
meeting Trauma Triage Criteria shall still be accepted by the Trauma Center and
shall be transported accordingly — see EMS Agency Policy #154: Hospital
Diversion.

7. Utilization of EMS helicopters for the response/transport of trauma patients must-be-
inraccordance-with — see EMS Agency Policy #155: EMS Helicopter Operations.

IV. AUTHORITY
= California Health and Safety Code, Division 2.5

. California Code of Regulations, Title 22, Division 9

V. ATTACHMENTS
A. Trauma Triage Matrix

IV. Approvals:

EMS Agency, Administrator

EMS Agency, Medical Director




EMS Agency Policy #153 Attachment A
Effective Date: xx/xXx/xxxx

TRAU MA ALERT CR'TER'A = transport to nearest TC

STEP 1 - Physiologic STEP 2 - Anatomic STEP 3 - Mechanism
TARGET DEPART SCENE = 10 Min TARGET DEPART SCENE =10 MIN TARGET DEPART SCENE =10 MIN
Adult Criteria o  All penetrating injuries to head, neck, torso, e Falls
e Pre-hospital advanced airway and extremities proximal to the elbow or o  Adults - > 20 10 feet (one story
e Glasgow ComaScale< 13 knee quals 10 feet)
«  Systolic blood pressure <90 mmHg Chestwall instability or deformity (i.e. flail o Children (<34Kg) - > 10 feet OR
o Respiratory rate <10 or > 29 breathe chest) ~ 2xthe child's height
per minute o Two long bone fractures — proximal to elbow s Highrisk auto C"?Sh
Pediatric Criteria or knee o Intrusion of passenger
e Mangled, degloved, crushed or pulseless compartment space > 12
. Pre-hospital advanced airway extremity inches occupant site or >
e Glasgow Coma Scales< 13 o Open or depressed skull fracture 18 inches any site including
e  Evidence of poor perfusion — color, o Paralysis or suspected spinal cord injury with th? rc?of/ﬂoor '
temperature, etc. new onset motor or sensory deficits o Ejection (partlal or complete) from
O FeEsTEe RS e Pelvic injury with high-risk mechanism of injury aDUtO’EQb"ﬁ o
i ) e Any extremity amputation excluding digits or o Deathin the same veicle
©  >60/minorrespiratory phalanges e Auto vs pedestrian/bicycle thrown, run over,

distress/apnea

or with significant impact (> 20 mph)
o <20/minininfants<1yr

e Abdominal seat belt sign )
e  Motorcycle or unenclosed transport vehicle

o  Strangulation with hard signs (voice changes,

¢ HeartRate bruising, discoloration, subcutaneous crash >20 rr.1ph' ) L )
o =5yrs(<22kg)<80or> emphysema, crepitus) e Bluntabdominal injury with significant impact
180/min o Near hanging with jump or fall associated
o 26yrs(23-34kg)<60o0r> (“Judicial Hanging”)
160/min o  Pediatric ages 0-9 unrestrained or improperly
e Blood Pressure restrained (MVC)
o Newborn (<1 month) SBP <
60mmHg
o Infant(1moto 1yr) SBP <70
mmHg If STEPS 1,2 & 3 not

o  Child (1yrto 10yrs) SBP < . .
70mmHg + 2X age inyrs applicable - continue to

o  Child (11 to 14yrs) SBP <90 STEP 4
mmHg

STEP 4 - Special Patient and System Considerations

EMS provider judgement Contact TC and
L]

o Age >p65 yrs ojr <g14 yrs Transport to

e Pregnancy > 20 weeks nearest ED with:
e  Burns with traumatic mechanism -Unmanageable

e Vehicle accident with prolonged extrication airway

e Submersion event/Drowning with high suspicion or confirmed trauma -Uncontrolled

o Anticoagulants therapy * (excluding ASA) or other bleeding disorders with head injury (excluding minor bleeding

injuries) -Traumatic Arrest
(*) Trauma Consult is not required for ground level/low impact falls witha GCS =14 (or GCS
is normal for patient) — follow EMS Agency Policy # 151 Destination

I If ALL STEPS not applicable - follow EMS Agency Policy #151 Destination I
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