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After 38 years of saving
lives as a firefighter and para-
medic, Steve Steward finally has
taken his last ride in an ambu-
lance.

Steward retired on May 1
after 15 years working with the
Callaway County Ambulance Dis-
trict full-time, and another nine
years of part-time service.

Surrounded by family and
friends at a special ceremony
Saturday afternoon, Steward -
who lost a finger last year during
an accident - said after nearly
five decades of emergency ser-
vice, it was time to say good-bye.

“It's finally time for me to
hang her up,” Steward said.

Steward has served on a
number of fire and emergency
medical service departments in
mid-Missouri since he first be-
came an ER tech in 1969, and
his coworkers said that experi-
ence will be missed.

“I first met Steve in 1986
when I was still a young, know-it-
all EMT,” CCAD director Charlie
Anderson said. “He always had
much advice to offer - most of it
unsolicited - and I often ignored
most of anything he said.

“Some of it over the
years, though, eventually sank
in.”

He said Steward was well
known for his “extreme dedica-
tion to his patients.”

“That was always the first
and foremost thing for him - to
make sure his patient had the
best care available,” Anderson
said. “He would spend an hour if
that's what it took to make that
patient comfortable.”

In 1963, Steward was
presented with the Life Saving
Award by the Columbia Safety
Council for his work during the
cave rescue of a patient with a
broken back. In 1968 he was one
of 23 firefighters to receive the
Missouri State Legislative Award
for extinguishing a major fire at
KOMU.

During Saturday's open
house, Steward was presented
with proclamations from the Cal-
laway County Commission and
the Missouri State House of Rep-
resentatives, as well as a retire-
ment watch from the local fire-
fighter's union and a portrait of
his A-shift crew from the ambu-
lance district.

“I liked the people who
work here, I liked the people in
the community and saw it was
going to grow, and I wanted to be
a part of it,” said Steward, who
has served on a number of area
fire and emergency medical ser-
vice departments since 1959.
“I'm going to miss the people

here terribly, but I'll be in to see
them.”

He said Anderson and A-
shift supervisor Linda Ellis - both
of whom he took under his wing
as young CCAD employees -
have been two of his favorite
people to work for.

“Linda's been a tremen-
dous boss - you couldn't ask for
better,” Steward said. “Along with
Doug Westhoff, I consider you
three the best people I ever
worked for.”

Steward said he plans to
keep his paramedic's license cur-
rent, although after doing some
work on his home in Ashland, he
intends to spend most of his time
treasure hunting.

“It's a hobby I dearly love
and it gives me the opportunity to
travel,” he said. “I just like to get
out and swing my (metal) detec-
tor around because I like my
gadgets.”

Ambulance Employee Retires After ManyYears of Service
By Katherine Cummins -The Fulton Sun
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The New MEMSA Website – A CommunicationsTool For Missouri’s
EMS Community

share and those who want to
stay ‘in the know’.

We urge you to register
your name and email address
at the top right of this page or
on the site’s front page, and
also please forward this par-
ticular article on to others in
our profession. You can for-
ward articles by clicking the
little envelope icon at the top
right of the story.

The MEMSA website is
no longer merely a place to
get testing information. It’s a
place to build unity amongst
EMS professionals, to build
and use resources and to help
each other grow and advance
in our primary objective – pro-
tecting our industry and its
professionals in order to con-
tinue to provide excellent
patient care.

It goes without saying
that the EMS industry is pro-
gressive and always seeking
ways to enhance itself and
the patient care it provides.

Internal communica-
tions tools are vital to every
EMS agency so that we may
share ideas, news, develop-
ments, and so that we can
compare experiences and
update each other on impor-
tant related issues and more.

MEMSA’s new web-
site is really much more than
a website.

It is a content man-
agement system, a media
center, a press kit, a job
board, directory and forum.
In short it is a tool for com-
munications and it is at your
disposal.

In each edition of CODE 3,
we will provide helpful arti-
cles focused on the use of
our website, to help raise the
level of awareness about the
site and its many helpful fea-
tures.

We believe that good
use of our website can actu-
ally help to save lives and
strengthen the EMS industry
across the state of Missouri.

How? Well it’s no dif-
ferent than attending a con-
ference such as the Com-
bined Clinical Conference,
which has an obvious value.
What you learn there may be

taken home and
applied to save a
life, perhaps at
your next call.

It’s known
as viral communi-
cations which can
actually be much
more powerful
than a confer-
ence. Think of it
this way – infor-
mation you “pick
up” at a confer-
ence can have a
real affect on
your ability to
care for patients and be
spread to other EMS profes-
sionals bringing the same
positive result. It is often easy
and effective to email that in-
formation to everyone you
know.

MEMSA is turning its
website into a virtual center
for viral communication.
Every piece of information can
be easily posted, mass
emailed, forwarded, updated,
categorized, archived and
more.

As we begin this proc-
ess it is vital that EMS profes-
sionals register on the site.
This is not so that we can sell
you shirts and hats or build a
profile on your favorite hob-
bies. It’s simply to build a net-
work of communicators –
those who have information to
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EMS Fairs Well in Missouri Legislative Session
By Jason White

New Ambulance Dis-
trict Board members will be
required to attend a one day
class covering the basics of
how to perform their job. This
comes as a result of the pas-
sage of SB 22. This will re-
quire that all board members
first elected after January 1,
2008, will attend the seminar.
Presently, the Missouri Ambu-
lance Association conducts a
one day seminar for Ambu-
lance District Board members
and we expect them to con-
tinue to offer the program.

Seatbelt Law - The
effort to pass the seatbelt law
failed. Presently 24 states
have a seatbelt law where the
police can pull you over for not
wearing your seatbelt. States
that have this primary enforce-
ment have a 10-12% improve-
ment in seatbelt use. Had this
increase in seatbelt use ex-
isted in Missouri we would
have expected 90 fewer
deaths a year and over 1,000
serious injuries down graded
because of the lifesaving
benefit of seatbelts.

Motorcycle Helmets -
Current Missouri law requires
that motorcycle riders wear
helmets. There was a serious
effort made to repeal that law.
The effort failed meaning that
helmets will remain a required
item for all motorcycle riders.

(Continued on page 4)

While the legislative
session was wild and wooly
this year, as most are for
various reasons, EMS faired
pretty well.

A new ‘Do Not Re-
suscitate’ law was passed.
While 45 or so states already
have such a law, we finally
completed this important leg-
islation for Missouri. A coali-
tion of the “Right to Life”
groups, the “End of Life”
groups and EMS met and
worked on a DNR bill since
June of 2006.

The new law requires
that DHSS develop a DNR
form and probably an identifi-
cation bracelet. EMS ser-
vices that recognize the new
form or identifier will enjoy
certain legal protections. We
expect that a joint task force
including EMS, Hospice and
Nursing Homes will work to-
gether to draft some sample
policies to aid in the imple-
mentation of the new law.
Please see the new law on
the state web page, listed as
HB182.

During a state-declared dis-
aster, health care workers
who respond to provide as-
sistance will have increased
protection from lawsuits. The
storm experience of 2006
showed that increased legal
protection was needed in or-
der to attract health care
workers to volunteer to staff

temporary medical facilities.
This bill is listed as HB 579.

Medicaid reimburse-
ment for ground ambulance
services was increased by
$1,000,000. It has been
many years since there has
been an increase in the
amount of money Medicaid
had to disburse to ground am-
bulance services. While the
House Appropriations Com-
mittee had recommended an
increase of $1.2 million in
state money the final decision
had been to provide only an
additional $400,000 in state
money. For every 39 cents of
state money, the federal gov-
ernment will provide an addi-
tional 61 cents to support the
Medicaid program, thus the
additional $400,000 in state
money this year will mean a
little over $1,000,000 in new
money for ground ambulance
services.

Highway and bridge
naming is now possible for
EMS personnel who die in the
line of duty. HB 732 allows
for the naming of bridges and
highways in honor of emer-
gency services personnel who
die in the line of duty. This is
certainly a nice opportunity for
remembrance. The Missouri
Department of Transportation
has a formal process for the
naming of these assets.
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EMS Fairs Well in Missouri Legislative Session
By Jason White

EMS staff who died in the line
of duty. Several amendments
got attached to the bill which
drove the total cost higher
than the state could afford
thus killing the bill.

Minimum Wage Cor-
rection - The minimum wage
law passed in November con-
tained some language which
led some lawyers to think that
the federal protections regard-
ing over time for firefighters
and police officers had been
vacated and thus cites would
need to pay overtime for all
hours worked over 40. The
effort to make the correction
failed in some classic power
politics.

Busy year but overall a
good year for EMS legislation.

Jason.white@mastambulance.org

Rogue Fire Depart-
ments - The rogue fire de-
partment bill passed. SB 47
requires all fire departments
to register with the fire mar-
shal. Through this mecha-
nism rogue fire departments
should be controlled. The
problem language which im-
pacted ambulance services
was corrected during the leg-
islative process.

Medicaid Reform -
SB 577 which reformed the
Medicaid program passed at
the last moment during the
legislative session. The new
law creates some new ex-
pectations on health care
providers regarding Medi-
caid. There will be protec-
tions for employees who turn
in suspected Medicaid fraud
(whistleblower protections)

(Continued from page 3) just as there are similar pro-
tections regarding Medicare
fraud at the federal level. The
new law also sets the goal of
increasing Medicaid payments
to the federal Medicare level.

Peer Review - The
Trial Attorneys killed peer re-
view numerous times. Peer
review was attached to three
bills, all of which passed, but
in each case the power of the
trial attorneys was more than
enough to kill our issue.
Preparations are already be-
ing made for next year’s effort
so that EMS workers get the
same legal protections that
doctors and nurses have had
for many years.

Death Benefit - The
State Council of Firefighters
worked hard to create a death
benefit from the state which
would have provided
$100,000 to the families of
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2007 Statewide Disaster Collaboration Planning Meeting a Success

opportunity to share experi-
ences, address areas of im-
provement and further
strengthen existing regional
response plans. The activa-
tion of special needs shelters,
medical shelters and acute
care centers was also dis-
cussed in detail.

Other organizations
also invited to participate at
the meeting were the State
Emergency Management
Agency, Missouri Alliance for
Home Care, Department of
Mental Health, Missouri Pri-
mary Care Association, MO-1
Disaster Medical Assistance
Team, local public health
agencies, long term care facili-
ties, home care agencies, fed-
erally qualified health centers,
emergency medical services
and the Medical Reserve
Corp.

The 2007 Statewide
Disaster Collaboration Plan-
ning Meeting was held on
Thursday, May 17 and Fri-
day, May 18 at The Lodge of
Four Seasons in Lake Ozark,
Missouri. The meeting was
hosted by the Missouri Hos-
pital Association in collabora-
tion with the Missouri Depart-
ment of Health and Senior
Services, the Mid-America
Regional Council and the St.
Louis Area Regional Re-
sponse System.

The overall purpose of
the meeting was to enhance
the ability of hospitals and
other health care systems to
prepare for and respond to
bio-terrorism and other public
health emergencies.

Priority areas for dis-
cussion included shifting fo-
cus from equipment to plan-
ning, partnerships and prac-
tice, reviewing key 2006 ac-
complishments such as mass
casualty trailers, communica-
tion upgrades and training,

as well as covering the Pan-
demic and All-Hazards Pre-
paredness Act and its subse-
quent priorities including inte-
gration, at-risk individuals and
continuity of operations. An-
other important priority was
planning for surge capacity, (a
large influx of patients in de-
mand of medical services),
which included important
points such as hospital bed
capacity, decontamination
and communication and infor-
mation technology.

Specific disaster-
related events such as torna-
dos, power outages, explo-
sions and ice storms all oc-
curred over the last year in
Missouri. Each has tested
disaster response planning
shedding light on successes
and creating lessons learned.
The conference provided an
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National Online EMS Museum Celebrates Grand Opening
By Heather Caspi --Editor, EMSResponder.Com

recent case, they corre-
sponded with a college stu-
dent researching the history of
triage, and were able to direct
her toward resources explain-
ing its origins in France during
the Napoleonic wars. It was a
quintessential example of their
mission, Scadden said.

This museum may be
especially relevant to the
many "legacy" people in EMS
-- those who are second or
more generation EMS provid-
ers, yet actually know very lit-
tle about what their parents or
grandparents did, Rickey
noted.

In regard to EMS week,
the pair said they were in the
process of posting an exhibit
that includes the first EMS
Week proclamation.

The online museum ef-
fort began less than one year
ago and has been carried out
entirely by volunteers. "It's a
labor of love," Scadden said.
Aside from the many contribu-
tors, "It's 12 to 15 people that
just love EMS and want to see
it preserved."

The museum's online
launch completes Phase 1 of
the project, and the foundation
is excitedly working toward
Phase 2, in which they will
help organize traveling dis-
plays at shows and confer-
ences. Their goal is not to

(Continued on page 7)

The National EMS
Museum Foundation's Virtual
Museum

<http://www.nemsmf.org/>

has officially launched this
week in conjunction with
EMS Week, preserving the
personalities and relics of
early EMS through online ex-
hibits and interviews.

"The museum's goal is
not just to save a bunch of
stuff," said Museum Director
Kat Rickey. "It's meant to be
informative, educational and
entertaining."

Rickey also empha-
sized that the museum's pur-
pose is not to replace other
collections, but to connect
them, and to help share
those collections with the
world. "We want to be an um-
brella," Rickey said.

It's clear that many
contributors are taking this
concept to heart.

"One man bought a
scanner so that he could tear
his memory book apart and

share it with us; he is one of
so many doing things like
that," said Julie Scadden,
NEMSMF secretary. Others
have contributed by traveling
throughout their regions to get
histories of all the local ser-
vices.

"It's fabulous," Rickey
said. "There's no way this mu-
seum can happen without
that."

Other contributions,
among Rickey's personal fa-
vorites, include a set of 500
photos of EMS toys collected
by one man in Pennsylvania
throughout his life. Another is
an exhibit on the history of the
stethoscope. "It's really a
scholarly work," she said.

Rickey also wants visi-
tors to know that the site in-
cludes interviews with EMS
"giants," as well as those who
have been influential on the
local level. People often as-
sume that the museum does-
n't want to hear about their
local EMS heroes, but, "Yes,
we do want to hear about
them!" Scadden said. It's
common for people to be so
humble that they don't realize
they have anything to offer,
she said.

Scadden said the mu-
seum foundation has been
excited to see people begin-
ning to utilize and learn from
this preserved history. In one
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National Online EMS Museum Celebrates Grand Opening

will create a permanent loca-
tion for the museum and its
collections. This was originally
a 10-year goal, but may come
significantly sooner.

The museum was ini-
tially funded by a $5,000 grant
from NAEMT, and the founda-
tion is currently in the process
of becoming a 501c3 non-
profit organization.

The foundation is
thrilled and proud of the fact
that the project has come so
far, so soon. "We could not
have done this without all of
the people who stepped up,"
Rickey said.

make the museum the show,
but to facilitate the local EMS
community in creating their
own exhibit.

"We want to keep peo-
ple involved," Scadden says.
"This is everybody's mu-
seum." The museum is open
to everyone who wants to
participate, and just as impor-
tantly, the fact that it's online
makes it available to the
world, Rickey said.

The first traveling
show is planned for EMS
Expo in Orlando, Florida this

(Continued from page 6) coming October.

The museum founda-
tion doesn't physically house
most of the items in the virtual
museum; collectors are asked
to hold on to their items, and if
they wish to donate the items,
a transaction is documented.
However, for anyone who can
no longer store their collec-
tions, perhaps because their
spouse is threatening to clean
out the basement, the mu-
seum foundation will accept it
and store it.

Eventually the founda-
tion will move on to Phase 3
of the project, in which they
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An Open Letter to the Fire Service

The following is an opinion
piece by Best Practices pub-
lisher, John Becknell

Dear United States Fire Ser-
vice:

You are big, strong
and the nation’s undisputed
all-hazard responder. You
have 30,000 departments
across the nation and more
than 1 million firefighters.
You respond to millions of
emergency medical calls
each year in addition to your
firefighting responsibilities.
You have widespread respect
from the public, a high-level

fire administration in the fed-
eral government, the largest
caucus in Congress, one of
the most powerful labor un-
ions in the country and envi-
ous political clout, as evi-
denced by your hosting the
first Presidential Forum of the
2008 election earlier this year.

Despite this consider-
able strength, your recently
released paper, Prehospital
9-1-1 Emergency Medical Re-
sponse: The Role of the
United States Fire Service in
Delivery and Coordination,
sounds awfully defensive.
Even worse, in m y opinion,

the paper fails to meet its ob-
jective of proving that the fire
service should be the coordi-
nator and point agency for
EMS in every community in
the nation.

You did not need to ran-
sack history to point out that
the fire service has been in-
volved with medical care since
the Crusades. No one doubts
that firefighters can provide
medical aid. But your paper
makes numerous unsubstanti-
ated assertions that come off
as reactive and defensive and
hardly help your cause.

(Continued on page 8)



An Open Letter to the Fire Service

that yours is the largest ship.

If you are serious about
the fire service taking the point
position on EMS, why not
change the names (and atti-
tudes) of the US Fire Admini-
stration and the Congressional
Fire Services Institute to in-
clude EMS? As the nation’s
EMS champion, why not join
with all of the non-fire-based
EMS groups in an effort to
bring attention to the flawed
fee-for-transport system and
help create something new?
Such unity would be difficult to
ignore. And while you’re at it,
use your clout to help the na-
tion figure out how to provide
quality EMS care in rural ar-
eas where workforce short-
ages are huge, and there are
no union jobs. Such efforts
would make your predeces-
sors, the Maltese Knight,
proud.

In stead of just saying
that the fire service is the na-
tion’s EMS champion, why
don’t you just become that
champion? You can start by
becoming truly passionate
about EMS. Make EMS a
fire service priority. Tell the
world that EMS is mostly
what you do. Make EMS the
headliner of your confer-
ences. Grow the IAFC’s
EMS section from 1,200
members to 12,000. De-
mand that the fire service
trade journals dedicate more
than a column and an occa-
sional article to EMS.

You applaud Miami
Fire Rescue for recognizing
the importance of medical
response and changing its
name to include the word
“rescue.” I suggest all fire
departments stop calling
themselves fire departments,
and instead embrace EMS in
their titles.

If you truly want to be
the nation’s EMS champion,
advocate for EMS at a na-
tional level and for the needs
of all EMS providers. Your
fire caucus and lobbying or-
ganizations have left EMS
out in the cold for too long,
thus resulting in a growing
movement among non-fire-
based EMS organizations to
organize and advocate for

(Continued from page 7) EMS as
a distinct
and im-
portant
part of
health-
care,
public
health
and pub-
lic
safety.
True
EMS ad-
vocates
clamor
for more
attention and dollars for EMS
on a federal level. They want
to strengthen EMS’ place in
the federal government
through the creation of an
EMS Congressional caucus
and a single, high-level, fed-
eral EMS agency. If this
movement worries you – join
the fight.

As the big and powerful
fire service, you can lead the
fight for more recognition for
EMS without bullying. Em-
brace the fact that EMS is di-
verse and that no one system
design has been proven uni-
versally effective. Everyone
will respect your honesty.
Use your clout to push the
government to recognize the
critical importance of EMS in
every community. As you do,
all ships will rise with the tide,
but no one will fail to notice
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Patient Refusal:
What to do when medical treatment and transport are rejected

portation has set forth the
standards and curriculum for
EMS. Each states that all pa-
tients have the right to accept
or refuse care as an informed
decision about the care to be
provided and the risks. This is
the concept of informed con-
sent that has become univer-
sal to all health-care profes-
sionals.

The major exception to
this rule, as judged by the
courts and our social ethics, is
that in an emergency situation,
an incapacitated person may
be treated by EMS with life-
saving care under the as-
sumption that a normal person
would consent to prehospital
care. This concept has come
to be known as the doctrine of
implied consent. But let's first
discuss the history behind in-
formed consent before we get
into the exceptions.

The patient's rights
movement of the 1980s and
'90s ushered in the concept of
a patient's right to refuse
medical care of any kind. The
Supreme Court finalized this
issue in 1990 in Cruzan v. Di-
rector, Missouri Department of
Health.3 In it they stated that
the "United States Constitution
would grant a competent per-
son a constitutionally pro-
tected right to refuse life-
saving medical treatment."
Whether for financial, spiritual
or religious reasons, a patient

(Continued on page 10)

By JON BELDING, BA,
EMT-B - JEMS Magazine
-Vol. 31 Issue 5

The rural N.Y. volun-
teer fire department I ride
with was dispatched to a
supermarket for a woman
who had fainted. Another
EMT-B and I arrived on
scene to find a young woman
sitting on a chair at the cash
register, looking dazed but
conscious. The manager of
the store explained that she
had called 9-1-1 after the
cashier slumped to the floor
while ringing up a customer
and then regained conscious-
ness almost immediately.

My partner took a set
of vitals while I questioned
the patient about her situa-
tion. She stated that she was
a 17-year-old diabetic who
had miscarried a few days
earlier. We found her alert
and oriented to person, place
and time, and my partner
stated that her vitals were
within normal limits except for
a slightly high blood pres-
sure, which the patient de-
scribed as normal for her.
Still, my partner and I both
felt that it was in the patient's
best interest to go to the hos-
pital and get checked out.

At this point, the pa-
tient became emotional and
said that she didn't want to
go. We explained our rea-

sons and stated that because
she was under age 18, she
must go to the hospital by law.
She reluctantly consented,
and we transported her to the
hospital without incident. Back
in quarters, my partner and I
wondered whether the pa-
tient's status as a recently
pregnant woman should have
influenced our decision not to
allow a refusal.

A recent study of EMS
calls in Utah showed that
5.1% resulted in a situation in
which the patient refused
medical transport in direct
conflict with the advice of the
providers on scene.1 Al-
though this number may not
seem particularly large, it's
large enough to point out the
need for us to refresh our-
selves on the protocols and
laws involved, because these
situations can be both confus-
ing and potentially dangerous
for the patient and the pro-
vider.

Patients' rights - Since 1970,
the U.S. Department of Trans-
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Patient Refusal:
What to do when medical treatment and transport are rejected

their wishes with the approval
of either online or offline medi-
cal direction, depending on the
state.5 Title 29, chapter 401,
section 445 of Florida Statutes
is a prime example. It states
that a health-care provider
may examine, treat and trans-
port a person, even against
their wishes, if that person is
intoxicated, under the influ-
ence or is experiencing an
emergency condition, and a
normal patient would reasona-
bly undergo examination,
treatment or transport.

Arkansas, Mississippi
and Nebraska allow for trans-
port against the patient's
wishes, but only when the pa-
tient shows signs of material
and morbid change.5 Other
states, such as Iowa, Indiana
and New Jersey, although not
deliberately stating the doc-

(Continued on page 11)

has the ultimate say over
what is done to his or her
body. This concept was best
stated by Justice Cardozo of
New York in 1914 when he
wrote, "Every human being of
adult years and sound mind
has a right to determine what
shall be done with his own
body."

This definition points
out the two most important
stipulations of informed con-
sent and, thus, the two most
important stumbling blocks
that EMS personnel come
across in the field: a patient's
capacity to make decisions
and their age.

The medical term that
defines whether or not a per-
son is of "sound mind" is ca-
pacity. A person has deci-
sion-making capacity when
they are able to understand
the risks and benefits of both
proposed treatment and non-
treatment. In truth, this can
be a very difficult evaluation
to undertake in the field, but
many EMS protocols use
"alert and oriented to person,
place and time" as a baseline
for determining capacity.

If a patient is deemed
incapacitated by illness or
injury, the exception to in-
formed consent is viable.
This is true only for an emer-
gency situation and only if
two conditions can be met as

(Continued from page 9) stated by the Na-
tional Association of
EMS Physicians:
First, the patient is
incapacitated by
shock or trauma and
unable to give in-
formed judgment.
Second, a life-
threatening or health-
threatening disease
or injury that requires
immediate treatment
is present, and delay
would mean death or
impairment.

In these spe-
cific situations, EMS is al-
lowed to suspend the concept
of informed consent and
transport the patient, even
against their wishes. In this
case, as with many others,
however, field providers must
contact medical control for ap-
proval because only a trained
physician can declare capac-
ity.

State policies on consent -
Although implied consent is
referenced in the most recent
curriculum for EMTs, it's ex-
pressly stated for application
only in some states, including
but not limited to California,
Florida, New York, Hawaii,
Kansas, Missouri, Montana,
New Mexico, South Carolina
and Texas. The law in these
states allows EMS personnel
to transport an incapacitated
or intoxicated person against
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Patient Refusal:
What to do when medical treatment and transport are rejected

haustive. With regard to
health-care decisions and con-
sent, Alabama states that any
14 year old, high school
graduate, married person or
pregnant female may give
consent for themselves or chil-
dren.12 Delaware has similar
standards, except that the age
is still 18 and pregnancy gives
the minor consent rights only
for their child but not them-
selves.

Illinois gives any 18
year old, married person, par-
ent or pregnant person full
rights for both themselves and
their child.14 Indiana, like Ala-
bama, lowers its consent age
to 14 in terms of health-care
consent, and includes military
service but excludes preg-
nancy or parenting as crite-
ria.15 Maine also has these
rules, except the age of major-
ity remains at 18.

Montana Code dictates
that minors may consent to
health care if they are married,
parents, pregnant, graduated
from high school or have a
communicable disease or sub-
stance abuse problem. New
Jersey law grants health-care
power to all married and preg-
nant minors on behalf of them-
selves and their children.18
North Carolina, on the other
hand does not consider preg-
nancy to be emancipating, but
military service is.19 Texas
also grants emancipatory

(Continued on page 12)

trine of implied consent, re-
move civil liability from any
health-care provider who
does not obtain consent if the
provider has acted in good
faith in an emergency situa-
tion.

Finally, such states as
Alabama and Pennsylvania
include implied consent in
their EMS protocols for deal-
ing with an incompetent pa-
tient's refusal, but it's not writ-
ten into the state's statutes.
In these situations, however,
online medical direction must
be established before trans-
port.

The other major com-
ponent of informed consent is
the caveat that the patient
must be of "adult years." By
law, minors cannot provide
informed consent to medical
care and, therefore, cannot
legally refuse care either. A
child's medical decisions are
made by their parent or legal
guardian, or in emergency

(Continued from page 10) situations might fall under the
category of implied consent.
Some states, including Cali-
fornia, New York and Ala-
bama, also allow minors older
than 12 years of age to con-
sent to certain types of health
care with regard to drug reha-
bilitation, sexually transmitted
diseases (STDs) and rape.

A problem arises when
EMS providers encounter an
emancipated minor. They are
viewed by law as having the
privileges of adults and, there-
fore, can provide informed
consent. The major problem
for EMS providers is that
emancipatory status is dic-
tated by the states rather than
on a national level. Thus, pre-
hospital providers must know
their state's laws in order to
provide the most informed
care.

Most states set the mi-
nor age limit at 18 years of
age; however, Mississippi,
Alabama, Alaska, Nebraska
and Wyoming set the age at
19.10 All states agree that

certain lifestyles or de-
cisions should entitle a
person to emancipa-
tion. Court rulings and
proof of financial inde-
pendence entitle a mi-
nor to adult privileges,
including consent and
refusal, in all states.11
Some examples are
provided here, but this
list is by no means ex-
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make them aware of all of the
risks and rewards of treatment
and non-treatment as neces-
sary in implied consent, com-
plete a patient refusal form
(usually located on the back of
a standard PCR), and obtain
the patient's signature. Docu-
ment your medical opinions
and the patient's reasoning
and steps taken to convince
the patient to accept treatment
and transport.

Finally, encourage the
patient to seek health care im-
mediately if certain symptoms
worsen or "if any of the follow-
ing happen," and then give
them a list of symptoms.

Always put the pa-
tient's welfare first.
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status to active service men
and women, as well as 16
year olds who live apart from
parents, pregnant women
with respect to pregnancy, or
parents for themselves and
their children.

New York, Florida,
Pennsylvania and Utah also
consider pregnant females to
be emancipated, although
they stipulate that a pregnant
female has consent only with
regard to prenatal care.
New York, California, Penn-
sylvania and Florida also
stipulate that any parent is
emancipated. Finally, active
duty in the military grants
emancipated status in New
York and California.

This is only a small
listing of the differences in
state policies on consent. In-
dividual providers should
check their county's protocols
for further details about how
their emergency medical sys-
tem deals with refusals for
minors and adults.

Managing patient refusal
Members of the Dallas

EMS system developed the
Parkland Protocol to deal
with refusals more efficiently.
The first step is to determine
the patient's emancipation
status based on state laws.
Second, the provider must
determine the level of com-

(Continued from page 11)

petency or consent based on
the three categories of volun-
tary, involuntary and implied.
Parkland Memorial Hospital
provides 24-hour legal coun-
sel to help obtain permission
and to support the medical
director's decision.

Tips to avoid refusals:
First, always attempt to estab-
lish a good rapport with your
patient. We must remember
that we can often be battling
unseen forces, such as nega-
tive feelings toward hospitals,
the medical profession or in-
surance companies. Showing
a friendly and helpful face to
the patient could make the
difference when you must try
to convince them to go to the
hospital for their own good.
Try to find a balance between
what's best for them physi-
cally and what they're willing
to agree to mentally.

Second, remember to
contact online medical direc-
tion when you have a difficult
case and then document it.
Talking to a physician has
been proven to change some
patients' minds.

If, however, the patient
still refuses care or transport,
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