PREHOSPITAL
COMMITTEE

MEETING
BAYTOWN, TX




AGENDA

Prehospital Committee SOP

Wristband SOP

Review and update Prehospital Triage Guidelines

Review and update Air Medical Guidelines- needs to be added to RAC System Plan

Review Prehospital Gap Analysis to develop committee goals FY26

Review proposed Prehospital Pl initiatives




PREHOSPITAL COMMITTEE SOP-1°" SECTION

PURPOSE

The purpose of this SOP is to establish guidelines, roles, and responsibilities for the
Prehospital Committee within the East Texas Gulf Coast Regional Advisory Council to ensure
coordination, communication, and collaboration between prehospital providers, hospitals, and
other stakeholders. This committee serves to improve patient outcomes, enhance EMS
bystem performance, and support the mission of the Texas Trauma and Emergency
Healthcare System.

MISSION STATEMENT

The mission of the Pre-hospital Committee is to provide an open environment conducive to
collaboration and coordination between providers and stakeholders of issues, concerns, and
ideas for improvement in the transport and care of the injured and ill patients.

CONDUCTING BUSINESS

The quorum for conducting business in the committee shall be those persons present and
voting. No organization shall have more than one vote in the committee. The RAC-R
member’'s primary designated voting Representative may appoint a standing delegate to serve
as a regular attendee to standing committees for purposes of both subject matter
representation and voting.

COMMITTEE RESPONSIBILITIES

A. The Pre-Hospital/Air Medical Committee is responsible for overseeing Pre-Hospital
care and transport.

B. Each year, the committee will review regional protocols and any other tasks assigned
by the Chair.

C. The committee will establish, collect, and report on Performance Improvement (Pl)
metrics relevant to Pre-Hospital

D. Pl reports will be submitted to the Committee following established guidelines and
timelines.




COMMITTEE GOALS

A. Emphasize performance improvement in prehospital response, freatment, and
transport, in alignment with DSHS RAC Assessment Criteria.

B. Oversee and advance regional systems for patient care and fransport across pre-
hospital providers, including both ground and air medical services.

C. Strengthen collaboration with regional healthcare partners to ensure seamless
continuty of care for patients.

D. Establish standardized communication protocols, including patient reporting and
handoff procedures.

E. Annually develop and review regional quidelines for pre-hospital care.

F. Create plans for implementing pre-hospital care involving the use of Whole Blood.

PREHOSPITAL
COMMITTEE SOP-
2N SECTION

The following sections are

directly from the Bylaws:

* Committee Chair/Chair

Elect Responsibilities
® Procedure

®* Membership and
Participation

Requirements



WRISTBAND SOP

* Will the RAC continue to supply EMS with wristbands?

® Are they to be placed on EVERY patient?



REVIEW AND UPDATE PREHOSPITAL TRIAGE
UIDELINES

Step 1: Primary Assessment
Can you maintain an adequate airway
Spontaneous pulse?
TRANSFER TO THE NEAREST
Will the transport time to an appropriate designated HOSPITAL.
trauma facility be < 45 minutes? If no, will the transport
time to a designated trauma facility be < 30 minutes? If
yes, transport to the nearest designated trauma facility.

Step 2: Physiology
Systolic blood pressure <907
Respirations <10/min or >30/min or intubated?
Glasgow Coma Scale <14 or AVPU=PorU and
RTS <11
** Hyperventilation alone should not trigger transfer
to a designated trauma facility.

TRANSFER BY FASTEST MEANS
Step 3: Anatomy AVAILABLE TO THE NEAREST
APPROPRIATE DESIGNATED

Penetrating injuries to the head, neck and/or torso? TRAUMA FACILITY. (Appropriate
Penetrating injuries to the extremities proximal to facility is defined as a hospital, not

the elbow or knee that meet above physiological necessarily the nearest hospital,

criteria?
Flail chest?

Two or more proximal long-bone fractures?
Suspected pelvic fracture? Amputation
proximal to wrist or ankle?
Combination of burns (2nd or 3rd degree) = 20% or
involving face, airway (inhalation injury), hands, feet
or genitalia and/or circumferential?
Paralysis or evidence of spinal cord injury?
Open or depressed or suspected skull fracture?
Midshaft femur fracture.

All open fractures except digits.

with the resources and capability to
care for a patient based upon the
patient's medical needs.)

Considerations to Transfer to a Trauma Facility:
Do you have ALS capabilities?

Ejection from wvehicle.
Death of occupant in same vehicle.

Auto crash with intrusion into occupant space, bent steering wheel or starred windshield.
Fall = 15 feet
Auto-pedestrian impact.
Significant motorcycle, ATV, bicycle, aircraft, watercraft or any other means of motorized
transportation impact.
Pregnant female with gestational age = 20 weeks?
Age <5 or =60.




REVIEW AND UPDATE AIR MEDICAL

GUIDELINES

Physiology

Anatomy

Mechanisms

Activation and Pre-hospital Trauma Triage
Air Medical Decision Scheme

Measure vital signs and level of consciousness

Glasgow Coma Scale <10*
Systolic Blood Pressure <90 with signs of shock
Respiratory Compromise or requiring intubation

All penetrating injuries to head, neck, torso and extremities proximal to elbow and knee
Flail chest
Major burns
inhalation injuries
2™ or 3™ degree burns > 20% BSA*™*
combination trauma with burns
Two or more proximal long-bone fractures
Pelvic fractures
Traumatic paralysis
Amputation proximal to wrist and ankle

Ejection from automobile

Death in same passenger compartment

Extrication time > 20 minutes

Falls = 20 feet

Roll over

Evidence of high impact

Intrusion into passenger compartment > 12 inches
Auto-pedestrian injury with significant (= 20 mph) impact

ACTIVATE AEROMEDICAL PROVIDER

* Note to non-medical personnel: Normal GCS = 15. A patient with GCS of 10 or less will likely be confused & not
be able to respond to verbal command. BP and respirations will also be abnormal.

** Burns that are 2™ degree will be pamnful and have blisters. 3 degree burns will be pale yellow. brown or carbon
black and leathery. Burns involving the airway or that encircle an entire extremity require urgent treatment. % body
surface area (BSA) 1s calculated by the “rule of 9°s”. The arm represents 9% of BSA.




REVIEW PREHOSPITAL GAP ANALYSIS-
COMMON THEMES

° Pl / Data:

* Expert in data collection and PI
* Cross agency QA / QI collaboration models

* Centralized feedback for Stroke, Stemi and Trauma- develop a pathway

® Education

® Less focus on field-level lectures

Regional based training- high acuity /low frequency situations

® Education in administration, leadership, growth and opportunities
® Recruitment/retention

®* EMTF and RAC involvement

* Biohazard patients

®* Rural EMS

* Hospital Capabilities



REVIEW PREHOSPITAL GAP ANALYSIS-
COMMON THEMES- CONTINUED

® Best Practices

* PHWB

® Pedi Prehospital Care

® Other

* MCI tabletop scenarios and lessons learned from real events



REVIEW PROPOSED PREHOSPITAL PI
INITIATIVES

® Prehospital temperatures

® Placement of wristbands

* Use of Whole Blood (DSHS developing Pl filters)



EMS Committee Sign in 12/9/25




DID YOU SIGN IN?




FINAL COMMENTS /
ANNOUNCEMENTS
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