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Exploring solutions together
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Learning Outcomes

• Review EMS usage in assisted living and skilled nursing facilities
• Outline struggles of LTC providers and EMS staff
• Review realities of emergency department, emergency room resources
• Explore best practices for before, during, and after a resident-focused 911 call
• Discuss expectations to best serve residents, staff, EMS, hospital
• List possible solutions to decrease nonemergent 911 calls
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The Cast & Crew
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Before We 
Start

4

Not intended as punitive

Relationship development: we are 
partners in the continuum of care

View all sides, perspectives

Troubleshoot, brainstorm fixes

Re-evaluate internal processes, 
policies, long-standing practice with 
an eye to best serve the resident 



Why We’re All Here Today
• Facilities

• 556 assisted living facilities
• 198 nursing homes

• Increase in nonemergent/non-transport calls 
• Calls of concern

• Lift assists
• Minor injury falls

• Other calls to consider 
• UTI symptoms
• Urinary catheter issues
• Behavioral challenges
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BEFORE THE EMERGENCY 
HAPPENS
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Community Outreach

• Relationships building
• Provide an overview of your community:

• # of residents 
• Differentiate types
• Level(s) of care you provide

• Staffing levels, types on all shifts
• Disclosure of services (for AL)
• Situations typically warranting immediate call to 

EMS
• Actions staff take prior to calling 911
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Community Outreach

• Know your DSHS case manager, RCS 
field manager
• Know other resources in your area

• SNF
• AFH
• ALF
• Home health, hospice
• Home care 
• Urgent care options
• Behavioral Health
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Philosophy of Care, Capabilities, & Limitations

ALF: review your disclosure form
• Know your staffing, limitations, scope of care
• Be prepared to educate and advocate

SNF: What can you do with your own resources, within scope of 
practice?

• What has changed?
• Why is the facility unable to meet the need now?
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Policies & Procedures

GUIDELINES LAY TERMS, NO 
ABBREVIATIONS

TRAIN, RE-
TRAIN STAFF ON 
USE, LOCATION, 

RESOURCE

CONSIDER 
DRILLS, 

PRACTICE
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Educate/Train 
Staff, 
Residents, 
Families

• STAFF: Upon hire, routinely thereafter, follow-
up/debrief

• Common reasons to call 911
• Policies and procedures
• Address/phone number, specific location of 

emergency
• RESIDENTS
• FAMILIES
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DSHS ALTSA “Dear Provider” letters:  
Use of Emergency Medical Services #2022-022, -033
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https://www.dshs.wa.gov/sites/default/files/ALTSA/rcs/documents/multiple/022-05-27-1.pdf


INTERACT Tools
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Early recognition of condition changes

• Advance care planning, CPR, comfort measure options
• Hospitalization pros, cons

Conversations with residents, families regarding:

• Caregivers
• RNs, LPNs

Communication tools

Change in condition care paths

https://pathway-interact.com/ 

https://pathway-interact.com/


Consulting with 
Resident’s Health 
Care Provider

Consult with the resident’s 
physician, and
Make reasonable efforts to notify 
the resident representative when:

• An accident involving the 
resident which requires or 
has the potential for 
requiring physician 
intervention;

• There is a significant change 
• There is a decision to 

transfer or discharge the 
resident from the facility.

RCW 70.129.030
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When NOT to Call 9-1-1
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Non-Emergency: Should be directed to PCP, Community clinic/Urgent Care, or mAnnaged in-house
Resident needs a ride to hospital or clinic Non-injury fall; fall with minor injuries
Medication refill Nausea (often occurs with dehydration, poor diet, or 

low/high blood sugars, if applicable)

Blood pressure check Controlled bleeding

Headache Urinary catheter problem, blood in catheter 

Anxiety Minor pain with ability to move

Cold or flu symptoms (stuffy nose, fever, cough, body 
aches, etc.)

UTI

Diarrhea Constipation
911 should ONLY be used in emergency situations. 

A medical emergency is something that will result in loss of life or limb if not treated immediately.



Preparing for 
Minor 
Emergencies

• Strong policies and procedures
• Staff training, coaching, mentoring

• Problem-solving
• Best practices re: care

• Anticipate care needs based on assessment, 
resident history

• Plans in place for falls, catheters
• Prepare for changes in condition, responses
• Ongoing collaboration with PCP, medical 

director
• First aid
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Other Considerations Warranting Attention

• What does it mean to “consult” with the physician?
• Consider customary use of ER

• Residents, families
• Staff

• Discuss the realities of ER visits
• Delays in care, isolation, potential additional decline/injury

• Alternatives to ER
• Mobile X-ray, onsite urgent care, visiting MD/NP

• Take a “monitoring” approach
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When to Call 9-1-1
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Emergency: Dial 911

Trouble Breathing. Unable to speak in full sentences

Person is unresponsive

First time or longer than normal seizure

Skin or lips are blue, purple or gray

After head injury: decreased level of alertness, confusion, headache, vomiting

Large burn or cut that will not stop bleeding

Unstoppable vomiting or vomiting blood

Severe dehydration (sunken eyes, no tears or urination, extreme tiredness)

Chest, back or neck pain with lightheadedness, fatigue, nausea, cold sweat, shortness of breath, or 
numbness

911 should ONLY be used in emergency situations. 
A medical emergency is something that will result in loss of life or limb if not treated immediately.



Some Responses EMS Hears

19

“I have to call 911. The state requires it.”

“Our care staff cannot evaluate a resident.”

“Our policy requires us to call 911 for all falls when the resident hits his head.” 

“We call 911 for all resident changes in condition.”

“It’s a liability if a resident hits their head and we don’t call.”

“We are a no-lift facility.”

“If the resident wants us to call 911, we call.”



Catheters

• Issue: Indwelling; dislodged and need replaced.  
Facility staff consider this an emergency

• Issues with calling EMS:
• Not an emergency call
• EMS not able to replace

• Issues with facility:
• Must have staff and/or contractors able to 

provide level of care needs
• Policy, procedure
• Staff training 
• Supplies available
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Lift Assist

• Issue: Fall with no (or minor) injuries identified and 
facility calls EMS to evaluate the resident

• Issues with calling EMS:
• Not an emergency call
• EMS not a lift service

• Issues with facility:
• Must have staff and/or contractors able to 

provide level of care needs
• Policy, procedure
• Staff training 
• Equipment available
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UTIs

• Issue: facility staff view as an urgent change of 
condition

• Issues with calling EMS:
• Not an emergency call
• ED focus in major health crises

• Issues with facility:
• Must have staff and/or contractors able to 

provide level of care needs
• Policy, procedure, protocols
• Staffing
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Behavioral 
Challenges

• Issue: facility staff views this as an urgent and 
unmanageable change of condition

• Issues with calling EMS:
• Not an emergency call
• ED focus in major health crises

• Issues with facility:
• Must have staff and/or contractors able to 

provide level of care needs
• Policy, procedure, protocols
• Staff training 
• For AL with SDC, ECS – must have behavioral 

resource available
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Pronouncing 
Death, 
POLST

• DNAR, comfort only, no hospitalization
• Issues for EMS:

• Pronouncing death in assisted living (not on 
hospice, no nurse on site)

• Age in place
• Issues for management:

• Policies/procedures, protocols
• Staff training, communication
• Know what to do, when
• System evaluation
• Lessons learned

• Resources available

https://nursing.wa.gov/sites/default/files/2022-
07/NCAO23.pdf 
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https://nursing.wa.gov/sites/default/files/2022-07/NCAO23.pdf
https://nursing.wa.gov/sites/default/files/2022-07/NCAO23.pdf


Discussion: What is Going On?

HOSPITALS

 Staffing challenges

 Diversion

 Inability to admit for certain 
conditions

 Long waits

LONG TERM CARE
• Staff changes

• Turnover
• Training, competency
• Staffing challenges
• Staff new to Washington state

• Agency staff
• Resident changes, needs

• Fearful, anxious
• Increase in complexity
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WHEN THE EMERGENCY 
HAPPENS
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Calling 911
• Know when to make the call
• Be prepared

• Facility address, specific room number, hallway, etc
• Resident name, DOB
• Specific issue at hand
• Vital signs
• POLST information (or no POLST available)

• Print any necessary documents for EMS
• POLST, face sheet, insurance information, transfer form, current medication list

• Person who knows the resident, situation stays with resident during EMS onsite



What 
happens 
when you 
call 911?

• 911, What are you reporting? Police, Fire, or Medical?
• Provide facility address, including building and/or room #

• Call receiver asks standard questions
• Is the patient awake?

• If no, is the patient breathing normally?
• Is there a change in their cognitive status?

• General age
• Chief complaint
• Any pertinent Data: ABNORMAL vitals, pain, description of 

acute problem
• As soon as the call receiver has address and medical need, 

EMS responders are being advised. 911 dispatches the 
appropriate resources

• STAFF SHOULD BE PREPARING FOR EMS ARRIVAL
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Preparing for EMS Arrival

1Have someone stay with the 
resident 2

If you are doing CPR for 
someone who is full code, 
continue until EMS takes 

over

3

Have someone meet EMS 
and guide to room

4

Provide short report on 
resident, include level of 
services resident receives
• Important to know if resident is 

independent, on hospice or other 
special services

Key paperwork for EMS
• POLST/Directive
• Medical history 
• Medication list 
• Point of contact/face sheet
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Altered LOC or 
stroke symptoms?

(less than 3.5 hrs since 
last seen normal?)

Difficulty 
Breathing?

Chest pain or 
severe abdominal 

pain?

Signs of shock?
(clammy skin, rapid 

breathing, rapid or weak 
pulse, confusion, feeling 

faint or dizzy?)

Is this an acute 
change?

Is this an acute 
change?

Call private BLS or 
alternate vehicle 

for non-emergency 
transport

State you have a stable 
patient for transportCall 911

Fire/ALS unit

NO NO NO

YES YES YES

YES

Making the Right Call

YES YES



Facts of the Matter

Residents fare better in their own beds
Proactive vs. reactive responses to resident changes
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Strong 
Policies

Trained Staff

Monitoring 
and Process 
Adjustments

Great 
Outcomes



Long Term Care: First Line Resources

Front line staff The resident
Care 

plan/service 
agreement

Policies and 
procedures

Leadership in 
the building

Resident’s 
PCP, specialist

SNF Medical 
Director



Resource for Non-
Emergent Resident 
Evaluation and 
Treatment

• Telehealth/virtual visits with PCP
• Urgent care
• Visiting PCP
• Explore options available, 

prepare 

33



Resources For Non-Emergent & 
Interfacility Transport to the ER or 
other locations

• Cabulance
• Private Ambulance: available 24/7

• Northwest Ambulance
• Tri-Med
• Trans-West Ambulance
• Advanced Life Systems
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 Requirements
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RCS
• RCS Supports

• Behavioral Health Team
• Technical Assistance
• Field Managers
• QIPs

• Proactive approaches to resident care
• Policy & Procedures 

• Staff training
• Only accepting those whose needs the facility can meet and have staff availability and expertise
• Talk with residents and representatives about advance care planning
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ALF: Requirements

• Disclosure of services
• Limitations, services offered

• Resident characteristics
• Staff training
• Intermittent nursing
• Policies and procedures
• Nonresident individuals
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SNF: Requirements

• 24-hour nursing coverage   
• Sufficient staff   
• Sufficient staff and equipment 
• Policies and procedures   
• Medical director guidance   
• Transfer/discharge  
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Non-
emergent 
911 Calls:                  
Possible 
Prevention 
Measures
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Strong policies, procedures, 
protocols

Staff training on care, 
problem solving, when to 

call 911

Anticipate care needs 
based on resident 

assessment, history

Plans for falls, catheters 
dislodging

Prepare for changes in 
condition, responses

STOP and WATCH

SBAR
Ongoing collaboration with 

medical director re: 
expectations

Consider onsite “urgent 
care,” doctors/NPs, 

telehealth visits



Resources
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Resource: 
Interact 
Tools
https://pathway-
interact.com/
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https://pathway-interact.com/
https://pathway-interact.com/
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Resource: 
Badge 
Cards
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Behavioral 
Health 

Support 
Team

RCS Offers Free Support to ALF and SNF Staff Through: 
 General Behavioral Health Training 
 Resident Specific Consultation
 Connection Café’s with Behavioral Health Consultants 

Free Staff Training on Topics Such As: 
• Documentation basics (2 CEUs) 
• Person- Centered Care
• Trauma-Informed Care (1.5 CEUs)
• Crisis Response & De-Escalation Training
• Coping with Verbal & Physical Abuse (2 CEUs)
• Professional Boundaries (1 CEU)
• …And more! See the Training Calendar here!

Learn more about the team & how to contact a support 
person here.

Send General Inquires to: 
RCSBHST@dshs.wa.gov

Send Training Requests to: 
ALTSABHSTTRAINING@dshs.wa.gov 

https://www.dshs.wa.gov/altsa/residential-care-services/behavioral-health-support-training-calendar
https://www.dshs.wa.gov/altsa/residential-care-services/behavioral-health-support-providers
mailto:RCSBHST@dshs.wa.gov
mailto:ALTSABHSTTRAINING@dshs.wa.gov


How Can We Help 
You?



Questions
Comments
Suggestions
Ideas



Contacts
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Elena Madrid 
Executive VP of Regulatory Affairs

elenamadrid@whca.org 
360-352-3304 ext 105

Vicki McNealley
Director of Assisted Living

vickimcnealley@whca.org 
360-352-3304 ext 107

Laura Hofmann
Director of Clinical & Nursing Facility Regulatory 

Services

lhofmann@leadingagewa.org 
253-964-8870 

Molly McClintock
Lead LTC Policy Program Manager, RCS

molly.mcclintock@dshs.wa.gov 
360-742-6966

RCS Policy Unit Program 
Managers

rcspolicy@dshs.wa.gov 

Alixandria Cortez
Behavioral Health Support Team Unit Manager

alixandria.cortez@dshs.wa.gov 
360-485-3556

mailto:elenamadrid@whca.org
mailto:vickimcnealley@whca.org
mailto:lhofmann@leadingagewa.org
mailto:molly.mcclintock@dshs.wa.gov
mailto:rcspolicy@dshs.wa.gov
mailto:alixandria.cortez@dshs.wa.gov
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