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Teen driver dies from Omaha ambulance crash
injuries

17-year-old pick-up driver was transported from the scene in ‘extremely critical condition’

The teenage driver

By Gina Dvorak
Published: Dec_27, 2023 at 4:27 PM EST.

» Autoplay 10f5 4 P

Debra Brookhouser of Gretna was pronounced dead at the scene of the crash near the Douglas County line. Reports state that the
ambulance had lights and sirens on and was en route to a hospital at the time of the crash.

Three from the Gretna Volunteer Fire Department were also injured in the crash.
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Lights & Siren Use by EMS:

Above All,
Do No Harm

Available at:
ems.gov
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Xylazine HCI
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EMS Patient Safety Themes from
Published Literature

* Clinical judgment

* Adverse events and error reporting
* Communications

* Ground vehicle safety

* Aircraft safety

* Interfacility transport

* Field intubation

Bigham BL, et al. Prehosp Emerg Care 2012;16:20-35.
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Insurance Industry

Top EMS risks
Injuries to patients:
1. during carrying/moving
2. in ambulance crashes
3. from medication error
4

. from procedure errors
(misplaced endotracheal tube)
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EMS Risks
EMS Clinician Work-Related Fatalities

12.7/100,000 EMS workers

— HEMS crew rate = 113

* Similar to PD and FD

250% higher risk than average workers

* Transportation risk 500% higher than average
— exceeds PD and FD
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2020 FDNY EMS Fatality Risk

.

Historical fatality rate for EMS =«
12.7/100,000
Jan-Aug 2020 risk for FDNY EMS
providers = 249.5/100,000
14 x greater than FDNY
firefighters
Fatality rate / 100,000 . —
— COVID 90.7 Fire EMS

.

— Suicide 68 Figure: FDNY Fire vs EMS fatality
rate/100,000 employees
Jan-Aug 2020
Brian J Maguire, et al
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— Transition/ Hand-over

— Checklists

— Medications

— Equipment
EMS Clinician Safety
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Opportunity for Safety
Hand-off/Hand-over/ Transfer of Care
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High-quality \
Hand-offs

All caregivers can make
high-quality hand-offs.

W7 The Joint Commission
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Transfer of Care
EMS to Emergency Department

“Time Out” for EMS at time of hand-over
* Verbal report

* Opportunity to ask questions
* Written report
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pennsylvania
EMS Transfer Of Care Form [~ ™1 ——
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Opportunity for Safety
Checklists

* Ensures care based upon
best guidelines
* Helpful in high stress/
complex situations qA

* Proven to reduce medical
adverse events
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Refusal of Treatment Checklist
Pennsylvania Statewide EMS Protocol

pevnylvanis Departineot of Healtl Ope 111- BLS - AdultPeds

EMS Patient Refusal Checklist

Date Time
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Medication Safety Issues in EMS

— Space limits organization of medications

— Less providers to double check dosing

— Temperature changes affect medication potency
— Technology (infusion pumps) less practical

Kupas DF, Shayhorn, et al. Prehosp Emerg Care 2012 Jan;16(1):67-75
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* Safety issues with EMS medication storage and use:

22

Have you looked in your
agency’s drug bag/box?

- - - e,
—,

23
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Medication Cross-Check

A <
06wk coo™
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Opportunity for Safety
Technology

¢ Technology can reduce errors due to human
factors, for example:

— Capnography eliminates misplaced . \
endotracheal tubes
20,
— Environmental carbon monoxide
monitoring ensures scene safety and
identifies CO poisonin
p g T

* Caution —technology can both reduce and
create patient safety issues
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Patient “seatbelts”

30
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EMS Clinician Safety
— Human Factors

— Vehicle Operations
— Vehicle Design
— Outside of the Vehicle

Creating a Culture of Safety

32

Human Factors

* Fatigue

— 21 hours awake
=0.08 BAC

— Shifts/ Duty
Hour Limits

* NHTSA
Evidence-based
EMS Fatigue
Guidelines
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1S personnel should work
shifts shorter than 24 hours in
duration.

S workers should have
access to caffeine as a
fatigue countermeasure. *

EMS personnel should have
the opportunity to nap while
on duty to mitigate fatigue. *

ion and training to
fatigue and
igue-related risks. *
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Nisaiso| Emergency Medical Services

$ Shift Schedule
Fatigue Risk Analyzer
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Schedule Recommendations
[
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www.emsfatigue.org
https://www.emsfatiguerisk.ibrinc.org/
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Human Factors

 Distractions Facebook
(Sterile Cockpit
Concept)
— Radio
— Cell phone

— Pager
— Texting

35
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Outside of the Vehicle

* Wellness Program
— Biggest Loser
* Back Injury Prevention
— Weight of bags/ equipment
— Power-lift stretchers
— Stair devices
* High-visibility wear
— ANSI II/11l highway requirements
— Boots on the ground = Hi-Viz policy

39
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Are your clinicians safe on the road?

TactiCOOL MediCOOL
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Creating a Culture of Safety
— Adverse Event Reporting
— Just Culture

— Safety Committee
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NAEMT

Serving our nation’s EMS practitioners. ®

EMS Voluntary Event Notification Tool

YL L ANNNY

Formerly PA EMS Safety
Event Reporting System

http://event.clirems.org
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Just Culture
No Blame

System
Issues

o Broader
Identified

and
Corrected

Impact on
Outcomes

To err is human, to forgive divine
— Alexander Pope, 1711

45
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EMS Safety Culture

Must be required and supported A
from top management to
frontline providers
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EMS Culture of Safety

* Start a Safety Committee

—In PA, 5% reduction in Worker’ s Comp insurance
» Safety Rounds in vehicles, drug bags, and stations
* Event Reporting (non-punitive)
* Pay attention to fatigue/ scheduling
* Thoughtful Vehicle Design

— Forward facing seats
* Agency Policies

— Wear seatbelts/restraints at aimost all times!

— Distracted Driver/Sterile Cockpit

— Drug storage/ pharmaceutical practices
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Conclusion
EMS Medical Director must set example

48
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