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Introduction

The COVID-19 pandemic continues to impact our area. While we only have a few confirmed cases to
date, providers must remain vigilant in the use of proper procedures. Providers can expect to see the
number of cases increase in the coming weeks. This document is intended to provide the emergency
responders (Fire/Rescue/EMS) of Garrett County with procedures and guidelines to assist in mitigating
the spread of the disease as well as the handling of these patients in the pre-hospital setting. The
document is updated frequently to reflect the most current guidance from MIEMSS and other agencies.
If you have any questions regarding the content of this document, please contact us. The effective date
appears in the lower right-hand corner, please be sure you are using the latest version.

Changes will be highlighted in YELLOW
Pertinent Changes and Points of Emphasis

e Updated PUI definitions to include extension of contact time to 15 minutes

e Updated temperature monitoring criteria for on duty members

e Updated individual infection control kit information

e New guidance on students in clinical rotations and field interns participating in patient care and
transport

e Significant changes to the PPE for PUI Patients

Clarification on treatment protocols, high risk procedures and oxygen administration

For transport units not equipped with a physical divider between driver and passenger compartments,
heavy plastic and sealable tape should be utilized to create a physical barrier.

Definitions

e Active Monitoring: The state or local public health authority or other delegated body (agency
occupational health, infection control program, designated entity) assumes responsibility for
establishing regular communication with potentially exposed individuals to assess for fever or
respiratory symptoms.

e Coronavirus: A large family of viruses, some causing iliness in people and others that circulate
among animals.

e High Risk Procedures: Oxygen administration, CPAP, BVM, CPR, intubation, suctioning,
administration of nebulized medications

e Influenza: Influenza is spread by cough, sneeze or by common contact with contaminated
surfaces. Appropriate PPE for the flu includes standard precautions along with a surgical mask
for both the provider and patient. An N -95 mask for the provider should be used if aerosolized
medications are given or the patient is being ventilated.

e Non-Exposure: An employee who is:

e Farther than six feet (6") from a confirmed/suspected COVID-19 person
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e  Within six feet (6’) of a confirmed/suspected COVID-19 person for less than fifteen (15)
minutes and not performing any respiratory procedures
e No direct contact with respiratory secretions without proper PPE
e Is wearing appropriate personnel protective equipment (PPE) while providing care to
previously identified person
o **patient Under Investigation: Any patient, with or without fever, who has respiratory
symptoms (shortness of breath, cough, sore throat), muscle aches, new loss of sense of taste or
smell, or diarrhea, regardless of travel history. (MIEMSS Guidance)
e Possible Exposure: The following individuals are considered to be at a higher risk of exposure to
COVID-19:
e Individuals who are in “Prolonged close contact” (> 15 minutes) within 6’ of a suspected
COVID-19 patient without appropriate PPE OR
e Individuals performing any respiratory procedures (intubation, nebulizer treatments,
CPAP, oxygen) without appropriate PPE OR
e Individuals with direct exposure to respiratory secretions without appropriate PPE
e Prolonged Close Contact: Being within six feet (6") of a confirmed/suspected COVID-19 person
for greater than fifteen (15) minutes.
e Self-monitoring: The individual monitors themselves for fever by taking their temperature
twice a day and remains alert for symptoms including; fever, cough, sore throat, difficulty
breathing, and/or fatigue.

General Hygiene

1. Fire/Rescue/EMS Stations
a. Regular cleaning is essential with appropriate disinfectants
b. High touch areas must be cleaned several times per day with appropriate disinfectants.
c. When possible, doors and windows should be open to allow free flow of air.

2. Crew members
a. Crew members should always have a minimum of 2 uniforms at work. It is strongly
recommended that crew members shower prior to leaving work and either launder their
duty uniforms at the station or bag them to launder them at home.
b. Volunteers and employees must not report for duty if they are experiencing any fever
(temperature > 100 °F) or signs and symptoms of respiratory infection (i.e. sore throat,
cough).

3. Monitoring
a. On duty crews must be assessed at the beginning of each shift and if > 12 hours, be
reassessed in 12-hour intervals for a temperature of > 100 F or any of the following
symptoms: cough, sore throat, trouble breathing or fatigue.

Effective November 30, 2020



Providers must be excluded from work by their supervisor if they have:
i. Temperature > 100 F OR
ii. Any signs or symptoms that would categorize them as a PUL.

Providers are required to self-monitor throughout the shift. If a provider begins to
develop a cough or other new concerning symptoms, that provider should don a mask
and notify their supervisor as soon as possible for evaluation.

4. Apparatus

5. Masks

Apparatus doors should be left open when in quarters.

The stretcher, patient compartment floors, seats, etc. should be wiped down at the
beginning of each shift with an appropriate disinfectant.

The driving compartment should also be disinfected daily with attention paid to
frequently touched areas (door handles, steering wheel, etc.)

Effective immediately, masks are to be worn at all times when in the station, except while
eating, drinking, sleeping or personal hygiene. These masks may be “face coverings" or surgical
masks. However, only surgical masks or N95’s are to be worn during patient

contact. Additionally, all patients are to be masked with a surgical mask unless prohibited by
patient condition/treatments. At no time should the masks worn in the station be worn in

incidents.

Supply Chain

Infection control supplies are in critical need and most, if not all, vendors are either out or have very
limited supplies. Supply chain requests for PPE should be routed through Chief Wayne Tiemersma at
wtiemersma@garrettcounty.org. If an immediate need exists for a critical shortage, notify the Shift

Lieutenant or Duty Supervisor. Stations are reminded to send their weekly inventory to Chief
Tiemersma by Monday morning for mandatory reporting at the State level. It is imperative that any
inventory requests from the EOC be completed in a timely fashion. This is how we are estimating

future needs for PPE.

1. Personal Protective Equipment

a.

N-95 masks should be reserved for high risk situations as outlined under “Infection
Control Measures” below. Surgical masks should be worn by providers throughout the
shift and where feasible, only discarded after being visibly soiled or after exposure to a
suspected PUI patient.

Testing continues to be available for Garrett County Emergency Services providers for N-
95 masks and Drager respiratory masks. Once tested providers will receive appropriately
sized masks and cartridges for use. Additional supplies should be available at each

station.
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c. Ambulances should have additional N-95 masks, surgical masks, gloves (added by the
provider), hand sanitizer, isolation gowns and eye protection.
b. Company leadership must ensure that they have adequate supplies of the following
items on apparatus and in station.
i. Examination gloves (all sizes)
ii. lIsolation Gowns (rain gear, Tyvek coveralls)
iii. Procedure Masks / Surgical Masks
iv. N-95 Masks
v. Eye protection (face shields, glasses or goggles)
vi. Alcohol based hand cleaner
b. EMS providers MUST complete a fit test (qualitative or quantitative on the specific mask
that they will be using.
c. Non-disposable eye protection should be decontaminated after each call.

Call Taking and Dispatch

1.

The Garrett County 911 center has currently placed into practice call taking revisions as
requested by MIEMSS and authorized by the Jurisdictional Medical Director.

The 911 Call Takers will screen individuals during the call taking phase and if indicated advise the
responding units that the “Patient meets PUI criteria”. This does not relieve the on-scene
provider from performing a thorough interview and physical examination of the patient.

It is recommended that First responder units only be dispatched to Echo level incidents and a
new dispatch policy is currently being designed for implementation.

Shift Lieutenants or Duty Supervisors will be dispatched to all suspected PUI patients, primarily
for infection control.

Scene Considerations (PUI, Confirmed COVID-19 infected patient or Patient presenting with fever and
lower respiratory signs and symptoms)

Limiting Exposure

1.

Limit the number of providers within 6’ of the patient until their status is determined.
a. Where feasible, patients should be encouraged to meet responding units outside of the
building or at the doorway.
b. First responder units should limit the number of clinicians in the residence and within 6’
of the patient.
c. Utilize the minimum number of clinicians to care for the patient.
Limit the amount of equipment taken to the patient’s side.
Unless obvious life threats are present, perform an initial assessment from a minimum of 6’
away from the patient. This should include a brief history to confirm if the patient’s status
regarding signs & symptoms of COVID-19, exposure to COVID-19 positive (laboratory confirmed)
patient or known COVID + status.
Students on clinical rotations and providers in the field internship program can participate in the
treatment of the patient under the direct supervision of a preceptor. At no time should an

observer be allowed in the patient compartment with a PUl or known COVID + patient.
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Infection Control Measures

1. Place a procedure mask on the patient. These can and should be placed over a nasal cannula or
non-rebreather.

2. Patient Meets PUI Criteria

a. PROVIDERS PROVIDING DIRECT PATIENT CARE (WITHIN 6’ OF PATIENT) — Providers
involved with direct patient care will don an N 95 mask, isolation gown, eye protection
and gloves regardless of the treatments being provided (Refer to Donning and Doffing
section in the back of this document).

b. PROVIDERS NOT PROVIDING DIRECT PATIENT CARE (Maintaining 6’ distance from
patient)— Providers not involved with direct patient care will don a surgical mask,
isolation gown, eye protection and gloves.

3. Patient Not Meeting PUI Criteria - Providers should take appropriate standard precautions for
suspected respiratory infection to include a procedure mask, gloves and eye protection at all
times.

4. Patient Status Undetermined (i.e. unconscious or altered) — Providers should be treated as a
patient who meets PUI criteria.

Patient Care
1. Determine if the patient is a candidate for the Viral Syndrome Pandemic Triage Protocol and if
so, refer to that procedure for guidance. If they are going to be transported, follow the
remaining guidelines.
2. |Initiate patient care per protocols with the following considerations.
a. Aerosolized Medications
i. The use of these medications should be limited to the severely ill patient as this
increases the risk of exposure to the providers. An exception can be made if the
provider feels the patient is stable enough to receive these medications while
on the scene and in an open area (i.e. porch).
ii. Nebulized medications must be administered via mask and a procedure mask
placed over the mask being used to administer the treatment.
iii. Nebulizers will be turned off during the transition from the transport unit to the
hospital room.
iv. Patients using their own albuterol MDI and spacer should be encouraged to
continue to do so as an alternative to EMS administered nebulizers.
v. Providers should consider the use of IM Epinephrine (1mg/ml) or Terbutaline for
patients needing bronchodilation.
b. High Risk Procedures (Intubation, BVM, CPAP, CPR)
i. Recognize that these high-risk procedures may increase exposure to the
providers.
ii. When utilizing a bag valve mask, providers should utilize a HEPA filter
attachment for the exhalation valve.
iii. CPAP should be limited to the severely ill patient.
c. Transport Ventilators
i. The use of transport ventilators is on a case by case basis and only used if
appropriate PPE and filtration in use.
d. Endotracheal intubation
i. This procedure should be performed by video laryngoscopy when possible.
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ii. If asecond attempt is required, the most experienced provider should perform
the attempt.

iii. King Airways are a viable alternative to endotracheal intubation provided they
seal correctly and should be used if first attempt at intubation is not successful.

e. Dexamethasone can be administered per protocol to PUI patients.

f. Oxygen should be administered at the lowest possible concentration to patients with an
oxygen saturation < 92% (adults) and 94% (pediatric). Target oxygen saturations are at
least 92% in adults and 94% in pediatric patients. Patients with oxygen saturations
above the minimums listed but displaying signs and symptoms of respiratory distress
should receive low flow oxygen via nasal cannula. A simple mask must be placed over
the selected oxygen delivery device.

g. Cardiac Arrest Patients

i. These patients should be intubated at the earliest possible opportunity after any
necessary defibrillation has occurred, pausing chest compressions briefly to
intubate.

ii. Mechanical CPR devices should be utilized whenever possible

Transport (including dedicated unit option)

1. In order to reduce out of service time for decontamination, ambulance 951 will be utilized as the
primary transport unit for confirmed or suspected COVID-19 patient transports when call
volume and manpower is feasible. Procedure is as follows:

a. The closest available unit will respond to the scene to evaluate the patient for PUI
indicators, regardless of initial dispatch information.

b. If the clinician determines that the patient is a confirmed COVID-19 patient or a true PUI
and the patient is stable and a delay of transport to an emergency facility will not
negatively affect patient care, the clinician will request ambulance 951 to respond to the
scene for transport.

c. To conserve PPE, the clinician who initiated contact should remain with the patient
throughout transport to the emergency facility.

d. The shift lieutenant will have the final say for any questionable cases or situations.

2. Transport to the closest appropriate hospital-based emergency department or specialty referral
center based on the Maryland Medical Protocols.

3. Contact the receiving hospital via EMRC (Maryland), or appropriate jurisdictional hospital base
station communications prior to arrival, utilizing the term “PUI” during consultation.

a. Ensure that that the receiving facility acknowledges the PUI and provides direction as to
where they expect transfer of care to take place (outside the facility, in a temporary
structure, or inside the emergency department).

4. Limit the number of clinicians that move the patient to the transport unit.

5. Limit the number of clinicians in the patient compartment to those that are required to deliver
appropriate patient care. Students on clinical rotations and providers in the field internship
program can participate in the transport of the patient under the direct supervision of a
preceptor. At no time should an observer be allowed in the patient compartment with a PUl or
known COVID + patient.
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6. Family members:

a. Aretoremain at home unless the patient is a minor. In the event the patient is a minor,
a parent or guardian may accompany the patient if there are no other transport options
available. The family member must wear a procedure mask and must ride in the patient
compartment.

b. Family members concerned about exposure:

i. Asymptomatic — Contact the Health Department
ii. Mild Symptoms — Contact their PMD
iii. Moderate or Severe — Discuss transport options
7. During transport, vehicle ventilation systems should be on in both compartments and in non-
recirculated mode.
8. Drivers will remove all PPE and perform hand hygiene with alcohol-based cleaners

a. Driving compartments should be isolated from the patient compartment if possible
(closing connecting doors or windows). Plastic should be used to create a barrier if the
unit does not have a pre-existing barrier.

b. If thisis not possible, the driver must continue to wear their mask (procedure or N-95)
during transport.

9. Minimize the surfaces that are touched in the patient compartment.

a. Providers have created “Covid-19 Kits” for most of the EMS units. This bag is self-
contained and has the frequently used/first in supplies which should minimize the
number of compartments required to be opened in the ambulance. Providers are
encouraged to recreate and restock these frequently, adding items as needed.

b. Anticipate equipment, supplies and medications that may be needed during the
transport and remove it from cabinets and bags. Place it away from the patient or in
plastic bags so that if it is not used, it can be decontaminated. A “clean” provider, first
responder, or Lieutenant can do this while the patient is being evaluated by medical staff
on a scene.

c¢. Move any equipment that is not needed for the treatment of the patient to a sealed
compartment prior to loading the patient.

d. For patients requiring treatment enroute, consider utilizing a “clean provider/dirty
provider approach”.

i. Clean provider is in complete, appropriate PPE and does not touch the patient.
This provider can obtain supplies from bags and cabinets.
ii. Dirty provider is in contact with the patient and provides all care.
10. Tablets/computers should not be in the patient compartment. If cleaning is necessary, do not
use bleach or hospital cleaners. Electronics should be cleaned with alcohol-based cleaners only.
11. Monitors and other devices should not come in contact with the patient.

Arrival and Transfer of Patient Care

1. During consult with the receiving facility, determine if they will be able to assist with unloading
the patient. This will prevent the driver from needing to don another set of PPE.
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2. Providers should be prepared to hold the patient in the transport unit until notified by hospital
staff that they are ready for transfer.

3. Follow the receiving facility instructions regarding entrance to the facility and room location.
Remember, good communication between providers will minimize the likelihood of
contamination.

Garrett Memorial Hospital Procedure

1. EMS units will park at the ambulance bay.
Hospital staff will direct crew to the assigned room.
The provider in PPE will need to unload the patient and then exit the room and go directly back
to the ambulance bay for decontamination procedures, avoiding contact with hospital surfaces
and persons.

4. Key entry pads shall be decontaminated by EMS staff as part of our Decontamination process
prior to clearing GRMC.

UPMC Western Maryland Hospital Procedure

Starting Wednesday 11/25/20 at 07:00 the Emergency Department staff will be coming outside to the
Ambulance to receive report and off load the known COVID-19 positive and/or PUI patient. It is critical
that these patients be identified by EMS through Hospital Base Station Radio communication prior to

arriving to the Emergency Department. The Base Station radio nurse will direct EMS to stage the patient
at the COVID Tent or the Emergency Department Ambulance bay, staff will meet you upon your arrival

to one of these two locations. Please have your written short form completed for handoff (if possible)
or if you are Maryland EMS and have completed the electronic form, please make that known. It is
important for the handoff to be smooth, detailed, and complete. All questions answered. Please know
that work will be done to make this efficient and minimize delays, however as with any front-line
receiving facility, patient volumes are dynamic and off-loading delays may happen from time to time.

Decontamination of Providers

1. Atthe appropriate time providers will remove PPE, perform hand hygiene and inspect their
person and other involved clinicians for gross contamination.
2. Refer to the Donning and Doffing Section in the back of this document for the proper technique
to remove PPE.
a. Clinicians are encouraged to carry a change of uniform with them at all times and may
consider changing at the receiving facility.
b. Clinicians should consider showering upon returning to the station and changing
uniforms after performing high risk procedures and gross contamination.
c. Clinicians are strongly encouraged to change out of their uniforms and shower prior to
leaving the station prior to returning home at the conclusion of their shift.
3. Clinicians are reminded that shoes are often overlooked during decontamination.
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Documentation

This should be completed after the removal of PPE and handwashing.
The patient should not sign the report. Clinicians should sign on behalf of the patient and check
the option for “Not Signed — Patient Contamination Concern.”
Special eMEDS documentation:
a. Forall PUls the clinician must complete the PUI tab under the COVID-19 section.
b. If using the Triage protocol

i. Clinicians must complete the “On Scene Screening” tab under the COVID-19
section. Clinicians must provide a valid patient telephone number in this section
for follow up.

ii. Clinicians must select “Treated and Released Per Protocol” from the “Treatment
& Transport” Disposition drop down menu.

Be sure to list in your narrative section, all clinicians and emergency responders that were on
the call and their level of involvement (i.e. no contact with patient, direct patient contact, etc.).
Please list the level of PPE used for each clinician or responder. This will assist with determining
exposure level should the patient test positive for COVID-19).

Decontamination of Vehicles and Equipment

After the Incident

1.

Leave the patient compartment doors open after unloading the patient. If a mask was placed on
the patient and no advanced procedures were performed, airborne contamination should be
minimized. A fan can be used for a short period of time to promote air turnover for suspected
PUIs who underwent high risk procedures during transport (high probability of airborne
contamination or particles).

PPE for decontamination will be gown, gloves, face and eye protection (face shield, mask with
face shield, mask with safety glasses).

Remove any gross contamination prior to using an EPA-registered, hospital grade disinfectant.
Be sure to clean the stretcher, the floor of the unit and all commonly touched areas such as door
handles, seats, radios, etc.

Note Guidelines for recommended cleaning procedures from Stryker for Lifepak 15s, AEDs, and
Lucas devices.
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Exposure Management and Return to Duty

High Risk Exposure Consideration:
1.  Individuals who are in prolonged close contact of a confirmed/suspected COVID-19 person and
without the appropriate personal protective equipment OR

2. Individuals performing or being within six feet of any high-risk procedures (oxygen
administration, CPAP, BVM, CPR, intubation, suctioning, administration of nebulized medication)
without appropriate PPE OR

3. Individuals with direct exposure to respiratory secretions without appropriate PPE.

Recommended Monitoring and Workplace Restrictions:
1. Anindividual that has a high-risk exposure as defined above, must be tested 72 to 96 hours
post exposure.

2. From the time of exposure until the results are received, the individual must:

1. Remain ASYMPTOMATIC of COVID-19 signs and symptoms. If symptoms develop, the
individual is excluded from work and placed in quarantine until further
evaluation/testing can be completed and resulted.

2. Wear a facemask beat all times while on shift except when eating/drinking/sleeping/
performing personal hygiene.

3. Be actively self-monitoring for symptoms of COVID-19 to include fever, cough, sore
throat, trouble breathing, loss of taste, loss of smell, muscle aches, and/or fatigue

4. Actively monitor their temperature both at home and at work:
1. At Home — Monitor temperature twice a day.
2. At Work — Monitor temperature prior to the start of the shift and then in 12-
hour increments for the duration of the shift.

¢ NOTE: Contacts of asymptomatic exposed individuals are not considered exposed to COVID-19. No
testing, symptom monitoring, or special management for people exposed to asymptomatic exposed
individuals is recommended.

Effective November 30, 2020



Criteria for Return to Duty for Personnel with Laboratory Confirmed COVID-19

1. Personnel may return to duty on the 11™ day after testing if the following criteria are met:

Significant improvement in symptoms and

b. Personnel must wear a simple mask at all times while on shift for the duration of 14
days since their last positive test except while eating/drinking/sleeping/performing
personal hygiene

o

2. No repeat testing is recommended for personnel testing positive after resolution of symptoms
and fever.

¢ NOTE: If a clinician was not tested for COVID-19 and an alternative diagnosis is confirmed, the provider

should follow return to work criteria for that specific diagnosis.

Criteria for Return to Work for Personnel Awaiting Results of COVID Testing
Guidelines for personnel that have been tested for COVID-19 and are awaiting results.

1. Asymptomatic personnel may return to work but are required to wear a mask/face covering at
all times while at work except while eating/drinking/sleeping/performing personal hygiene.

2. Symptomatic personnel will be excluded from work and placed in quarantine until the testing
can be resulted.

-Contacts of Asymptomatic People Exposed to COVID-19

1. MIEMSS does not recommend testing, symptom monitoring or special management for people
exposed to asymptomatic people who had a potential exposure to COVID-19. These people are
not considered “exposed” to COVID-19.

2. Example: The EMT is “exposed” to a COVID-19 patient. That provider remains
asymptomatic. Anyone that comes in contact with the provider after their “exposure” is not
considered to be at risk.

a. No fever for the previous 24 hours without the use of fever reducing medications (i.e.
Tylenol, Motrin)
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This document has been updated based on information from the CDC and MIEMSS as of November 25,
2020.

Reviewed and Approved:

TodiN ST

Janelle Martin, M.D.
Regional Medical Director

/%%/(e B, Tiemersma

Wayne B. Tiemersma, NRP
Garrett County EMS Chief
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