What To Do When You Don't Know What To Do

After months of paramedic school, clinicals, internship, and
training, it was official, I had been deemed competent to be
the lead paramedic of an ALS ambulance. The NREMT, State
of Illinois, and my employer had given me their blessing
with full confidence that I was ready to take on whatever
came my way. There was only one problem – I wasn’t.

BEYOND NEEDING SOMEONE TO DRIVE, ONE OF
THE BIGGEST BENEFITS OF HAVING TWO PEOPLE
ON AN AMBULANCE IS HAVING A PARTNER TO
FALL BACK ON.

NO MATTER WHO MY TEAM IS, WHETHER IT’S A
MEDIC, A BASIC, FIREFIGHTER, OR RIDE ALONG, I
ALWAYS ENCOURAGE THEM TO LET ME KNOW IF
THEY SEE SOMETHING I’M MISSING.

KEEPING YOUR TEAM IN THE LOOP AND GIVING
THEM A VOICE WILL SAVE YOU AT SOME POINT
OR ANOTHER. GUARANTEED.

Another underutilized resource
is our patients.

Now there are times when it’s
best not to let a patient know
you’re unsure of the next step,
but in some situations, a
patient’s knowledge may be
key to their treatment.

This is especially true of those
with complex or rare medical
conditions.

It’s important to understand
that oftentimes, it’s the patient
or their loved ones who are
the experts on their specific
condition.

Seeking input from a patient
isn’t a point of shame for a
care provider, rather, it’s
evidence of their maturity.

Finally, if unsure of the next step, keep the call moving forward.
• I distinctly remember learning this lesson. It was about halfway through my internship and my preceptor,
and I were on the front porch of a patient’s home.
• I had a rhythm strip in hand that I couldn’t decipher. All I knew was it was uncomfortably fast and my
patient’s blood pressure uncomfortably low. For whatever reason medications weren’t an option and neither
was cardioversion. Try as I might I couldn’t think what was causing the rhythm or the tenuous blood pressure. I
stood there on the porch, internally deliberating about what to do when my preceptor leaned in and asked,
“What do you think about going to the hospital?”

SUCCESSFULLY MANAGING A CALL
INVOLVES MOVING IT ALONG
TOWARDS COMPLETION. IF YOU
DON’T KNOW WHAT TO DO, START
WORKING YOUR WAY TO THE
AMBULANCE.

IF STILL UNSURE OF THE NEXT
TREATMENT, WHY NOT BEGIN
DRIVING?

IF INDECISIVE OF WHICH
MEDICATION TO GIVE, COULD YOU
STILL START THE IV?

IN STICKY SITUATIONS, I THINK
BACK TO WHAT AN ER PHYSICIAN
ONCE TOLD ME, “AIR GOES IN. AIR
GOES OUT. AND BLOOD GOES
ROUND AND ROUND. IF YOU CAN
KEEP THAT GOING, MOST OF THE
TIME YOU’LL DO ALRIGHT.”

EMS
Continuing
Education: 4
Reasons Why
It’s Important

Improved Effectiveness and Efficiency

Staying up to date with the latest medical knowledge and
technology allows EMS professionals to treat their patients more
effectively and efficiently. New technologies and procedures can
allow technicians to save time and treat patients using methods
that may not have been previously available.
Continuing education also allows EMS professionals to refresh their
knowledge for recognizing and treating cases that are rarer than
others. It is important for EMTs and paramedics to recognize the
symptoms and know how to treat these conditions, and continuing
education helps them prepare.

Reduced Risk
Continuing education and recertification also reduces liability risk from malpractice or wrongful death, which is an
important reason employers require continuing education.
Failing to keep up with education can result in misdiagnosing conditions, providing the wrong treatment, or other
dangerous mistakes. Liability can fall on either the individual or the employer, depending on the circumstances.

Career Growth
• Staying updated on medical changes and
new technology can also open doors for
career growth and development.
• Continuing education may reveal new
opportunities that you may not have
previously considered, and new
specializations can lead to higher salaries or
more rewarding positions.

IMPROVED NETWORKING
OPPORTUNITIES

IN-PERSON CONTINUING
EDUCATION OPPORTUNITIES
LIKE CLASSES AND
CONFERENCES ALLOW EMS
ADMINISTRATORS TO ADD
VALUABLE CONNECTIONS TO
THEIR PROFESSIONAL
NETWORK. BUILDING
RELATIONSHIPS IN THE
INDUSTRY CAN:

OPEN NEW CAREER PATHS.

CREATE OPPORTUNITIES FOR
SHARING KNOWLEDGE.

MAKE YOUR EMS CAREER FEEL
MORE REWARDING.

Professional Development

• Adults can participate in conferences,
workshops, seminars, and courses to update their
job skills and learn about changes and practices in
medicine.
• In a professional development class, you can
study ways to improve workplace communication
and efficiency.
• EMS providers can perfect their instructional
strategies, and job seekers can gain insight into
how to network, prepare for an interview, and
exhibit professional behavior.

Occupational Certification and Licensure

Licenses and certifications ensure that colleagues are trained
in the latest techniques, regulations, and technologies
pertaining to their career.
People working in such fields as healthcare must seek out
continuing education to renew these credentials, and some
schools offer programs awarding Continuing Education Units
(CEU) for this purpose.
Certification and licensure can also require passing scores on
standardized tests.

Advice for CE Students:
• The state of Illinois requires renewal sixty days prior to the expiration
date. You will receive a renewal notice form in the mail for the Illinois
Department of Public Health on the sixty-day mark.
NCCP Model:
• Illinois does not currently follow the NREMT's NCCP model for EMS
recertification.
3rd Party Records Collection:
• Illinois does not utilize a third-party software or service for the
purpose of maintaining or tracking CE hours. Illinois recommends that
all its EMS professionals maintain their own CE hour records and have
them ready to submit for review.

Core Content
EMT

Do not exceed 12 CE hours in one category

AEMT/EMT-I

Do not exceed 16 CE hours in one category

Paramedic

Do not exceed 20 CE hours in one category

Areas of Continuing Education required for re-licensure
Preparatory
Airway Management & Ventilation
Patient Assessment
Trauma
Cardiology
Medical
Special Considerations (Neonatology, Pediatrics, Gynecology, Obstetrics)
Geriatrics
Operations
Total
EMT Basic 90 hours in 4 years
AEMT or EMT –I 120 hours in 4 years
Paramedic 120 hours in 4 years
Individual EMS systems may increase these numbers

TREAT THE MONITOR, NOT JUST THE PATIENT.

IN SOME CASES, OUR MEDICAL MONITORING
EQUIPMENT ALERT IS THE PRECURSOR TO A RAPIDLY
DETERIORATING PATIENT WHO APPEARS NORMAL

• We’ve all heard the saying “treat
the patient, not the monitor.” Well,
that might be true in most instances,
but there are certainly times where
the patient looks fine, but really isn’t.
• You read that correctly; treat the
monitor, not just the patient.
• It seems counterintuitive to what
has been preached in every
paramedic class (and even in some
EMT classes, too).

In this context, we often refer to a sick appearing
patient who has a seemingly normal monitor display;
ECG rhythm is normal, blood pressure is normal, pulse
oximetry, etc. But, what about the instances where
the coin is flipped – where the patient appears
normal, but the monitor is screaming at you: sick!?

While there are certainly instances where the monitor may
sway your thought process down some maze of what ifs –
especially when your patient appears seemingly stable – there
are a handful of times where we need to react based upon
what our monitor tells us. In some situations, it may be the
precursor to a rapidly deteriorating patient (they just don’t
know it yet!).

STABLE STEMI
• Your patient presents with chest pain or discomfort, jaw pain, upper back pain or a shooting pain
down his arm ... sounds like an acute coronary syndrome, right?
• Limb leads go on the limbs (every time!), precordial leads on the chest. “Sir, can you sit still for
about 15 seconds for me, please?”
• Your patient appears to have normal skin color, condition and temperature. His blood pressure is
normotensive, heart rate is in the 70s with an underlying normal sinus rhythm, and his pulse oximetry is
well above 95% with no signs of dyspnea noted. Your patient appears stable.
• His diagnostic 12-lead ECG print-out, however, tells you otherwise. If he had a “classic” symptom of
a heart attack, this would all come together perfectly. But, let’s say he didn’t. Let’s say his only
symptom was weakness, or even acute malaise. Now what? His physical presentation tells you that he’s
stable, but his ECG tells you he’s sick (emergently sick).
• Not only is this a prime example of why 12-lead ECG interpretation is absolutely warranted in any
patient with a pulse and a problem, it’s a prime example of why we need to factor-in what the monitor
tells us. If we hadn’t, this patient might have otherwise gone unnoticed, or could have been brushed off
as having flu-like symptoms.

WALKING WITH V-TACH
• I can recall responding to a residence of a 70s male for weakness symptoms. It was
around 23:00 and the patient was found in bed. He was alert, oriented, and his skin was
pink, warm and dry. He complained of acute weakness and the inability to fall asleep.
• Could this have been brushed off as any number of acute, urgent (not emergent)
conditions? Sure.
• He appeared completely stable; his symptoms didn’t stand out as alarming. Palpating his
pulse, it felt as though it was around 100 and irregular. His manual blood pressure was
difficult to obtain (faint sounds), but his palpated blood pressure was around 110/P.
• I decided to check out his 12-lead ECG (as relying solely on a rhythm strip can be a costly
mistake!). To my disbelief, a wide-complex tachycardia appeared with a rate of approximately
200 complexes per minute. The rhythm was regular in appearance and had concordant
morphologies in leads V1 through V6. This was V-Tach (ventricular tachycardia) and my
patient was still talking to me (this was my first encounter of an alive V-Tach patient).
• Again, based on the patient’s presentation and current symptoms, many EMS providers
might have brushed this off as something seemingly benign. By all means, the patient was
stable in his condition, but he still warranted ALS treatment (just not immediately going
down the route to electricity).

ACUTE TACHYCARDIA
• Your patient is intubated following an RSI/DSI procedure and is being mechanically
ventilated by your portable ventilator device. As they’re chemically sedated and
paralyzed, obtaining any direct information from the patient going forward is,
essentially, not possible. As a result, you have to rely on your monitor for different cues
related to their current status.
• Aside from their paralytic medication wearing off, your patient won’t be able to
move (or even breathe) on their own. As such, you need to monitor the patient’s pulse
oximetry levels for signs of hypoxia, capnograph for signs of extubation or airway
compromise, and heart rate for signs of distress.
• If your patient remains chemically paralyzed, but her sedation medication is
wearing off, how would you know? The patient certainly can’t tell you this, and simply
administering more rocuronium isn’t the right answer.
• Look to the heart rate; tachycardia in particular. A sudden change in any vital sign
should indicate some form of distress. The patient’s elevated heart rate, as an
example, may indicate that their sedative medication is wearing off, and they’re now
experiencing a period of panic because they don’t know what’s happening, there’s a
tube in their mouth, and they know that they should be breathing on their own, but
they can’t. In this case, the patient couldn’t tell us anything, but the monitor could!

HYPOCAPNEA
• A recent fever, heart rate of 100, congested cough with respiratory rate around 20, and a seemingly normotensive
blood pressure could drive your differential diagnosis down a few different avenues.
• It could be COVID-19, pneumonia exacerbation, the flu, a generalize illness or even sepsis. Is CPAP, rest, fluids or
antibiotics indicated?
• How about assessing the monitor? Sinus tachycardia with a rate of 100, pulse oximetry at 92% on room air, endtidal carbon dioxide at 23 mmHg with a normal appearing waveform. Herein lies the answer: hypocapnia!
• Sure, this could be related to the acutely high respiratory rate of 20, but to that same effect, it would seem more
reasonable for the end-tidal measurement to be about 30 mmHg, not 23. That’s more of a hypoperfusion problem.
This sounds a lot more like sepsis, above all others.
• Treating the monitor, not just the patient, can help to guide your clinical decision-making process toward a more
accurate and definitive differential diagnosis. Of course, you still need to look at your patient, touch your patient, and
talk to your patient, but your patient doesn’t always have all of the answers. Sometimes, you need to utilize your tools
to assist you along the way – like your cardiac and other diagnostic monitors.
• Regardless of your scope of practice, utilizing your monitors to help guide your decisions toward an appropriate
treatment plan is all part of the big clinical picture. As a clinician, sometimes you need to treat the monitor, not just
the patient.

Interactions between patients and medical practitioners can
sometimes be challenging. We have all had patient encounters where
the interaction was not optimal, either as medical practitioners or as a
patient ourselves.

Tips To Deal
With
Challenging
Situations

Neither normally wishes to cause a difficult situation but common
misunderstandings, by both groups, often result in such an occurrence.
Communication and listening skills are essential for every encounter
but, for situations where the interaction may become difficult.

Many different challenging interactions occur daily. These
challenging interactions may arise due to discrepancies in
expectation, perception and/or communication between
the patient and medical practitioner, and could be caused
by the EMT, by the patient or by both. A list of potential
scenarios discuss how these might be perceived from
both a healthcare professional and patient perspective.

Most common real-life scenarios where an interaction with a patient can be challenging
•

The patient presents a long list of symptoms

•

The patient feels they are not being listened to

•

There is no diagnosis despite thorough work-ups

•

Drug dose decrease

•

Delivering bad news

•

Noncompliance

The patient
• Each patient has their own medical and
psychosocial history that understandably will affect
their behavior. Patients will present with a set of
beliefs and expectations affected by their personality
and the severity of their symptoms, and the
implications of this for their quality of life. They may
also have had negative experiences and previous
disappointments within the healthcare system that
may be challenging to overcome and may generate
some mistrust. They may feel that their illness is
beyond their personal control, which can make them
dependent on others’ help, particularly their
healthcare professional. Such circumstances can,
understandably, make a patient feel anxious,
worried, hopeless and uncertain about their health,
which can be displayed as tension and negative
reactions towards the healthcare professional.

With increasing advances in medical research, expectations of the healthcare
system and in healthcare practitioners have also increased. Patients can have very
high expectations and trust in the system, and when it appears that their condition
is a medical “dead end” or that their prognosis cannot be determined with
precision due to the nature of the disease, it can be very upsetting.
Language barriers, cultural diversity and their previous interactions with
professionals or authority figures can also contribute to and affect interactions, and
lead to misunderstandings.

Moreover, patients may also have other considerations to make, for example, if
their diagnosis may impact on other commitments (professional, caring
responsibilities, etc.).
Patients often work, may care for children or parents, or have other commitments
that may be impacted by the diagnosis or may have impacted on the timeframe in
which they seek help, all of which will be going through their mind. Being defined
by their diagnosis and labelled as “a patient” is not, and should not be, the only
thing in their lives.

The healthcare practitioner
•

There is a wide variability in the development of appropriate communication skills among
healthcare practitioners and this has been a challenge.

•

A lack of communication skills training can result in:

•

inappropriate choice of words and phrases, perhaps due to assumptions being made about
the patient’s level of health literacy or understanding of human biology;

•

lack of planned structure in delivering difficult news (e.g. scattered information confusing
patients or no clear plan at all);

•

inappropriate choice of setting to deliver difficult news;

•

lack of options offered to the patient;

•

not involving the patient in the decision-making process (e.g. treatment decisions taken
without involving them and without addressing their needs and wishes);

•

rushing the patient to agree to a proposed treatment plan;

•

rushing the treatment due to other pressures; or

The system
• Dysfunctional healthcare systems can only add to the tension between patients and care providers. Simple things
like long waiting times in hospitals, consecutive unjustified cancellations, or delays to previous appointments or
investigations; essentially, anything that may have gone wrong in the patient pathway can potentially lead to a
challenging interaction between patients and doctors. Doctors are probably the first-person patients will spend some
time with after something has gone wrong and therefore, they will hear the patient’s immediate frustrations firsthand.
• Lack of resources in terms of staffing levels or of maintaining patient privacy and dignity during consultation is
another contributing factor; for example, during a consultation there may be several doctors or nurses moving in and
out of the room that distract attention and may affect dignity and privacy.
• A lack of centralized documentation systems can sometimes lead to asking the patient to repeat the same
information repeatedly, and consequently dedicating less time to managing the clinical case and addressing the
patient’s needs. Constant repetition for every new care provider may cause the patient frustration, while it is difficult
for the care provider to know what the patient already understands.

Potential effects of a challenging interaction
• Above all, it should be acknowledged that patients want a
positive interaction with their doctor. A challenging interaction
between patients and doctors should be considered within the
healthcare system in which it occurs. Patients seek
professional help because they are in pain or are concerned.
• When the three factors of the patient, the doctor and the
system interact, a particularly difficult situation can arise.

Get some time to reflect
• After any challenging interaction, it is important to reflect on what happened and
identify what could be improved. How did your actions contribute to the situation and what
could you have done differently? Think about difficult people and situations as your
teachers, not your enemies. How will you take that learning forward for next time?
• This thought process will help you in future challenging situations and provide better
insight as to how to manage similar cases in the future. It is always useful to discuss this
with peers/colleagues to get some feedback and update your supervisor.
• Regardless of the outcome, your personality, patient characteristics and challenges in the
healthcare system, try to stay in line with your mission to deliver optimal medical care to all
your patients.

Should I stay, or should I go?
Managing high-risk/difficult refusals with the FEARS mnemonic

One of the highest medicolegal risk situations in EMS is the patient
refusal of transport. Executing and documenting a proper patient
refusal of transport is a task and skill that all emergency providers have
varying methods of approaching which likely stems partially from
minimal formal education on the topic.
Additionally, there is no formal framework with which to
care for refusal patients. Let’s start with some basics and
potential pitfall areas and then present a mnemonic that
will hopefully take your FEARS out of difficult/high-risk
refusals.

WHY DO WE CARE ABOUT PATIENT REFUSALS?

First, we want our patients to get the care they need in a timely fashion. Often, these situations can be
contentious and emotionally charged.
Lastly, from a medicolegal risk standpoint, we don’t ever want to be the EMS crew that saw the patient last
just before a terrible outcome.
Plus, COVID-19 must be thrown into the mix as well. Israeli MDA refusal rate data demonstrates increased
refusal rates from 13% to 20% when comparing 2019 to 2020. Even more concerning is the fact that MDA
refusals followed by death in 8 days increased from 58% to 75%. What does this tell us?
Contagion concerns exist and can have significant patient outcome impact.

ARE ALL PATIENT
REFUSALS CREATED
EQUALLY?

Absolutely not, our
focus should be on
“difficult” and “highrisk” patients with
specific emphasis and
attention when these
two categories
overlap in the same
patient.

A difficult refusal
describes when it’s
not clear to the
provider whether the
patient can refuse in
the first place.

High-risk refusals are
those when providers
are concerned the
patient truly has a
time-sensitive,
emergent medical
condition with the
potential for rapid
deterioration and the
patient still wishes to
refuse transport.

WHO CAN REFUSE?

This is a complex question with
the full scope well beyond the
scope of any short lecture or
article, but there are some
basic tenets all emergency
providers should know stone
cold.

Competence = Legal
determination/Capacity =
Medical determination

To have capacity:
•

1. The patient must be able to understand that a decision must be made

•

2. The patient must understand the risks

•

3. The patient must be able to communicate those risks

•

4. The patient must be free of coercion or other influence

FEARS mnemonic
•
•
•
•
•

F: Full exam with vitals
E: Explain real risks
A: Ask for assistance (family and/or supervisor)
R: Record the discussion
S: Supportive attitude (try to convince/reassure availability)

•

FULL EXAM WITH VITALS

•

Conduct a full examination, including:

•

Pulse

•

Blood pressure

•

Respiratory rate

•

Oxygen saturation

•

Temperature

•

Blood glucose

•

This starts with mental status and progresses to capacity, but your work isn’t complete!

•

Use your vitals to assess for:

•

Toxidromes, hypoxia, infection and sepsis

•

Potential intoxication (sympathomimetic/opiate/sedative/ethyl alcohol)

•

Hypoxia = confusion

•

Shock = poor perfusion = AMS

•

Dementia. Is the patient safe at home alone? Are adult protective services or child protective services needed?

•

Mental health crises. Are they are potential harm to others or themselves?

EXPLAIN REAL RISKS
• Explain to the patient the risks they face in refusing transport. It’s not always,
“You could die!” This conveys the message that you don’t really care about
anything other than your own backside. Tell the patient what concerns you
• “These are the vitals/exam/historical findings that concern us. If you worsen,
here are the potential real medical consequences.”
• “These are the things that can be better addressed with labs, X-rays, CTs in the
ER.”
• Find your scripting for frequently encountered refusal concerns.

ASK FOR ASSISTANCE
• High-risk and difficult refusals are just that; get help. If you
think a patient is sick and you’re concerned, guilt trips are
cheap. Involve and encourage family input and coercion.
• Depending on your service specifics, contact your supervisor
or even medical director. Refusal calls are the No. 1 online
medical direction call and MD input increases patient
likelihood of agreeing to transport [2,3].
• Don’t forget to use your fire and police colleagues as well;
different eyes and ears never hurt.

RECORD ACCURATELY (AND CONCISELY)
• I personally tire of the, “If you didn’t chart it, it didn’t happen,” mantra, but we
must accurately document these encounters. We don’t need Tolstoy or a 10,000word document. Summarize:
• Your concerns, including real risks and benefits
• Patient capacity is more than awake, alert and oriented to person, place or
time (AAOx3) – have the patient repeat the risks
• Supporting capacity facts (e.g., ambulatory, walking, speech clear)
• Your encouragement for the patient to always call back
• Any discussion or involvement with family or caregivers

SUPPORTIVE ATTITUDE
• Finally (and I would say most importantly), don’t take it personally and don’t be a jerk. Who
ends up in litigation? Negligent providers and jerks.
• Remember that sick patients can be terribly irrational with 100% capacity, and that’s OK.
Irrationality is often a result of a combination of fear, the unknown and/or pain.
• Always offer to return at any time and encourage patients to call back if (and when) they
change their mind.

Take Time Outs to Avoid Mistakes
• In EMS, there have been numerous reports where
experienced paramedics have pronounced patients dead
on the scene, only for them been found to be alive later.
• These are the sorts of stories the media loves to
publish and the public loves to ridicule.
• How do experienced surgeons and experienced
paramedics make seemingly simple errors?

The answer is somewhat complicated — but explainable.
• As one masters a skill or medical procedure,
performing it almost becomes automatic.
• For example, an experienced paramedic can place an
endotracheal tube without really thinking through the
steps of the process. This is desired and constitutes
mastery of the procedure. However, even though we
have mastered the procedure, we still follow (perhaps
subconsciously) a step-wise order and process in our
mind. Any time this process is interrupted, we can lose
track of where we are in the process, and this opens the
door to potential error.
• Humans are not infallible. Even the most skilled and
the most educated people will still make mistakes.

• Several years ago, operating room (OR) nurses recognized an increased incidence of
preventable surgical errors and developed steps to reduce their frequency. The process
they developed is simple, and its’s called a “time out.” This procedure is now routinely
utilized in many ORs for all high-risk procedures.

• For example, a surgeon and the OR team prepare to operate on a patient’s shoulder.
• Prior to making the incision, the surgeon and the entire OR staff take a time out and check that they
have the right patient, the right surgical area, the right instruments, and the proper anesthesia and
monitoring.
• Once this has been assured, and all agree, the operation is started.
• This has proven to be an effective tool in minimizing surgical errors. In fact, the Joint Commission, the
organization that accredits health-care facilities, has recommended this time out process to hospitals as a
part of the accreditation process.
• Perhaps it has a role in EMS as well.

THE GOLDEN RULE OF EMS

EMS PERSONNEL MUST USE THE
SUPERIOR JUDGMENT, SKILL AND
KNOWLEDGE THEY POSSESS

ALWAYS DO WHAT IS BEST FOR THE
PATIENT

TREAT WITHIN YOUR SCOPE OF
PRACTICE AND LOCAL STANDARDS
OF CARE

RISK ABATEMENT

If risk is slight =
proceed on
assumption that
others will
exercise proper
care

If risk is great =
must take
precautions
against
negligence of
otherS

PERSONAL DUTIES:
•
•
•
•
•

Maintain current license; Advance when opportunities evolve
Attend CE
maintain knowledge & skills
Maintain physical and emotional well-being; fitness for duty
Teach others how to master a skill you have mastered

