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PUBLIC ATTENDANCE (cont.)
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Dr. Lyndsey Vanderlaan

CALL TO ORDER — NOTICE OF POSTING OF AGENDA

The Medical Advisory Board convened in the Red Rock Conference Room at the Southern Nevada Health District on
Wednesday, September 3, 2025. Chairman Michael Holtz called the meeting to order at 10:34 a.m. and stated the
Affidavit of Posting was posted in accordance with the Nevada Open Meeting Law. Some committee members joined
the meeting by teleconference. Laura Palmer, EMSTS Supervisor, noted that a quorum was present.

DIRECTIONS FOR PUBLIC ACCESS TO MEETINGS: Members of the public may attend and participate in the
Medical Advisory Board meeting by clicking the link above or over the telephone by calling (702)907-7151 and entering
access code 690 570 221#. To provide public comment over the telephone, please press *5 during the comment period and
wait to be called on.

L.

I1.

1.

Iv.

V.

EIRST PUBLIC COMMENT

Members of the public are allowed to speak on Action items after the Committee’s discussion and prior to their vote.
Each speaker will be given five (5) minutes to address the Committee on the pending topic. No person may yield
his or her time to another person. In those situations where large groups of people desire to address the Committee
on the same matter, the Chair may request that those groups select only one or two speakers from the group to
address the Committee on behalf of the group. Once the action item is closed, no additional public comment will
be accepted. Dr. Holtz asked if anyone wished to address the Board concerning items listed on the agenda. Seeing
no one, he closed the Public Comment section of the meeting.

ADOPTION OF THE SEPTEMBER 3. 2025 AGENDA
A motion was made by Dr. Morgan, seconded by Chief Simone, and carried unanimously to adopt the September 3,
2025 Medical Advisory Board agenda.

CONSENT AGENDA

Dr. Holtz stated the Consent Agenda consists of matters to be considered by the Medical Advisory Board that can
be enacted by one motion. Any item may be discussed separately per Board member request. Any exceptions to
the Consent Agenda must be stated prior to approval. Mr. Hammond noted that the original Consent Agenda Items
B & C were moved to B & C of the Report/Discussion/Action section of this meeting.

Approve Minutes June 4, 2025 Medical Advisory Board Meeting

A motion was made by Dr. Holtz, seconded by Dr. Morgan, and carried unanimously to approve the June 4, 2025
meeting minutes.

DISTRICT HEALTH OFFICER REPORT
No report.

REPORT/DISCUSSION/ACTION

A. Discussion of Transport Destinations for Sexual Assault Patients

Mr. Hammond stated the current Transport Destinations protocol states that adult sexual assault patients are to be
transported to UMC, and pediatric patients to Sunrise. With recent changes in how these patients are assessed at
UMC and Sunrise, there is a secondary resource available. These patients may be transported to be transferred to
other facilities as well and still have the same nurse(s) look after them after their medical clearance has been
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formed. To enable the process the Board will need to amend the protocol to state that adult patients need to go to
the adult ED, and pediatric patients can go to the pediatric ED or wherever their adult guardian wishes them to go.
They will be assessed medically and then transported by that facility to the same nurse to be assessed for the sexual
assault.

Mr. Cox noted that this would be a pretty big change for the receiving facilities. He asked if they have been
notified of what’s coming. Mr. Hammond stated that the issue was discussed at a recent Facilities Advisory Board
meeting that these patients can be seen anywhere. Daniel Llamas stated Sunrise receives approximately 55 sexual
assault patients per month in their pediatric department. Not just from EMS, but walk-ins as well. He stated
there’s a significant amount of training, accreditations, and equipment needed to serve this subset of the population,
both adults and pediatrics. Sunrise would be happy to discuss the program’s current state requirements to facilitate
the process. Following Mr. Llamas’ comments, Mr. Hammond suggested they table this agenda item to allow for
further in-house discussions to take place. He encouraged everyone to continue to submit protocol deviations for
those patients being transported elsewhere.

Discussion of the Addition of Emergency Medical Responder (EMR) as a Level of Certification Including Scope
of Practice for Referral to Drug/Device/Protocol Committee

Mr. Hammond reported the Nevada Legislature approved the Emergency Medical Responder (EMR) level for
certification/licensure. The OEMSTS is currently working on an EMR procedure for certification/licensure and
scope of practice which will be referred for review at the next DDP meeting.

Discussion of the Transport of Non-Legal Mental Health Patients to Approved Crisis Stabilization Centers for
Referral to Drug/Device/Protocol Committee

Bud Shawl, Executive Director at UMC, gave an overview of the UMC Cerisis Stabilization Center. He stated one
of his responsibilities is to oversee the Crisis Stabilization Center (CSC). He stated that a couple of years ago, the
City and County of Las Vegas convened a meeting with a large group comprised of about 37 different public and
private agencies to work on addressing the needs of the underserved and homeless population. The top three
categories identified as the most important needs based on a survey of all the entities are psychiatric/mental health
services, housing support, and substance use treatment. A year prior to the survey the Nevada legislature came up
with the idea of the CSC. UMC, with very strong support from the County, decided to move forward and open
the very first center in Southern Nevada, and the largest in the State, which opened on June 24, 2025. They have
not yet received approval to receive L2K patients.

Dr. Ketan Patel, CSC medical director, is also responsible for overseeing the CSC. He stated there is a huge need
to fill for this subset of the population in Southern Nevada for those who suffer with mental health, intoxication,
and other social issues. The CSC provides out-patient services with the objective to keep patients there for less
than 24 hours. He stated their goal is not to rapidly turn them out; it’s to stabilize them and refer them to community
resources. They have a living room format that includes two rooms with 35 recliners. He noted that Mr. Hammond
and Dr. Gonzalez toured their facility and welcomed anyone else who wishes to do the same. He stated they have
a great set-up with a proper security format in place. They are trying to divert the right type of patients away from
the emergency departments because they know how hectic E.D.s can get. Long offload times are never helpful for
patients who may be in acute crisis. The E.D.s are also a high-stress environment and not necessarily the best
place for these patients. The facility is open to everyone, and they take EMS and law enforcement as walk-ins.
CRT has been great in drop-offs. They have received mental and behavioral health crisis patients, including L2K
patients. For intoxication, they just need a place to sober up. The CSC relies heavily on a lot of community
resources, and he thanks them for their support, especially with patient placement navigators and transitional
housing. They meet with the patients when they arrive, with the social support and scaffolding they need. They
are aware of the delay time in the E.D. because they need to wait for outside assessors to come meet with the
patient. The CSC is trying to handle the process in a parallel format so they’re not lingering in the system. He
noted the following inclusion criteria for anyone suffering from a behavioral health emergency:

Expressing suicidal thoughts or self-injury
Hallucinations, delusions, or disorganized behavior
Incapacitating symptoms with risk of harm to self

[ ]
[ ]
[ ]
e Elevated mood, impulsiveness, or risky behavior
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Flashbacks, dissociation, or panic symptoms
Intoxication — drug and alcohol

Verbally aggressive or agitated

Failing to care for self

Recurring crises or instability

Disorganized or fearful

Intense grief, stress, or emotional overload

Dr. Patel stated they don’t want to take the wrong types of patients as they’re not an emergency department that
stabilizes wounds. They’re just trying to help with that behavioral emergency. He stated the patient intake process
includes a medical screening exam with the goal of rapid offload; get EMS in and offloaded so they can get out
and attend to the next patient. Next, they go to the back area where they receive a mental health assessment under
a psychiatric mental health medical director who they have paired with MBH to have a psychiatric evaluation done
by a psychiatric behavioral nurse practitioner or other certified mental health professional.

Additional information provided:

o Behavioral/Mental Health services provided 24/7/365

e Legal Mental Health Hold interventions to certify and de-certify patients

e UMC RN Staff, under UMC’s ACNO & ED Medical Director, will provide medical screening, and a
Psychiatrist, Psych-APRN, or other Licensed MH/BH Professional will provide mental health assessment

e Goal of 5-minute drop-off time for law enforcement and EMS crews

Since opening on 6/24/25:

Patient admissions — 340
CRT - 147
EMS - 54

Discharges — 340
Community Resources — 212
Inpatient MH/BH — 91

Acute ED — 18
Transports:
EMS - 86
Private — 254 (they have relied heavily so as not to burden EMS)
(As 0of 9/1/25)

Dr. Patel stated they feel comfortable taking the patients. There is security on-site, and properly trained
professionals to help meet the demands, especially from a behavioral health standpoint. Mr. Cox asked about the
recidivism rate. Dr. Patel stated that it’s not a large number, but he didn’t bring that information with him to the
meeting. He noted that their telemetry is aligned with EMS and the hospitals to expedite the process. The CSC
can be a referral point for patients who arrive to the receiving facility via ambulance and require a resource such
as MET (Motivational Enhancement Therapy) and other interventions in the E.D.

Mr. Hammond stated they have been piloting this program through the Health District since the end of June.
Currently, they aren’t authorized to receive L2K patients. He is aware they’re receiving those patients through
CRT and perhaps some field crews as well. It’s not a huge issue, but a decision should be made on whether or not
they should be able to receive L2K patients as we move forward in the development of a protocol. Mr. Hammond
noted that a protocol has been developed and promulgated through SNHD and CSC. Any changes to that protocol
will need to go through the DDP.

Mr. Cox asked whether there was ever a need to call law enforcement to handle uncontrollable, severely violent
patients. Dr. Patel recalled two instances where they had to involve their security staff. They have never had to
utilize outside law enforcement for any purpose. Mr. Shawl stated their security staff is required to complete CPR
and impact training, so they can deal with these patients in crisis. Mr. Cox noted that out of 340 patients only two
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patients needed to be restrained. Mr. Shawl stated one patient was restrained, and the other patient required
medication. He added that they give PO and PR medication when needed, but they try to avoid getting to that
point as they’ve witnessed escalations occur. Mr. Cox asked whether they believe they would be able to handle
an L2K patient who was a danger to themself, but not violent, aggressive or agitated, and maybe under the influence
of alcohol. Mr. Shawl stated that that is the perfect type of patient because most of them need decompression,
especially when alcohol is on board.

Dr. Young asked whether EMS units are utilized to transport their patients to another facility. Mr. Shawl replied
that it depends on where they’re going and what resources the receiving facility needs to take care of the patient.
They’re trying not to lean on public EMS as much as possible.

Dr. Morgan asked the Board whether they would like to refer the protocol to DDP to potentially expand it to
include certain types of legal hold patients. Chief Tobler asked why we didn’t initially include the legal hold
patients. Mr. Hammond stated that since it was a pilot program we didn’t want to inundate them with non-legal
holds, and then they had to determine whether it was safe for legal holds to be taken there. After meetings with
Mr. Shawl, and Drs. Lockett, Gonzalez and Patel, everyone is basically on the same page with their concerns:
Patient safety, crew safety, and safety of the facility. He noted that any change to the protocol will be at the Health
Officer’s discretion. The question today is to accept the protocol as written and maintain the non-legal holds that
go to CSC and remove the pilot program as CSC has been able to ramp up their processes. If agreed, they may
also make a request to the Health Officer to expand the protocol to allow them to accept patients on a legal hold
moving forward. Mr. Hammond noted that a patient who is violent or requires sedation in the field does not meet
the criteria for transport to the CSC.

Dr. Young reported there have been ongoing discussions with the CSC. UMC has been great about disclosing
everything, and it appears there have been no bad outcomes. The initial guidelines are pretty conservative, and the
crews in general are pretty good after who can go to the CSC vs who needs to go to an acute care facility for
stabilization. If they identify a need they can include additional precautions, limitations, or vital restrictions to the
protocol. Mr. Shawl assured everyone they will continue to provide QI and report back to the Board.

Mr. Hammond related that when Dr. Gonzalez and he toured the facility they noted they had ample capacity to
take on more patients. They were well prepared, with security guards in place. Dr. Patel stated when they initially
opened the CSC they expected to see roughly 50 patients/day, so they staffed up to that level. They are currently
averaging only eight patients/day. Mr. Shawl stated they have fine-tuned their protocol in terms of medications
and helping with withdrawal symptoms and regular vital sign checks. Despite CSC being an out-patient clinic,
they want to ensure they’re doing what’s best for the patients.

A motion was made by Dr. Holtz, seconded by Mr. Calabrese, and carried unanimously to accept the draft
Public/Intoxication/Mental Health Crisis protocol with the following revisions:

1. Remove the non-legal hold section;

2. Under vitals, revise Glasgow Coma Score to 15; and
3. Under vital signs, revise SPO2 to 94%

Committee Report: Education Committee (08/06/2025)

Discussion and Approval of Changes to the SNHD Paramedic Mentorship/Internship Program

Mr. Tuke stated the Education Committee was tasked to review the current preceptor program. Their goal was to
provide a more streamlined process that is also aligned with COAEMSP and CAAHEP accreditation standards for
paramedic education facilities. He listed the major changes that were decided upon:

e Eliminated the prompts
e Designated three ratings a preceptor can give a student (Satisfactory/Needs Improvement/Unsuccessful)
e Students will be graded on each of the original eight categories for every ALS call
e The three phases will remain in place, with the following revisions:
Phase 1: 70% on all ALS calls = Successful completion

Phase 2: 80% on all ALS calls using the same metrics = Successful completion
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(The last 20 most recent ALS calls will need to be passed at 80% and should show increased ability and
competency to take care of patients in a safe and efficient manner.)

Mr. Tuke stated everything will be done in an electronic format agreed upon by all the agencies. He commended
the committee for their hard work, especially Nicole Brown and Chief Simone for the hours they spent gathering
information and creating spreadsheets to facilitate the process for both the educators and the students. Mr. Cox
stated he would like to see more instructor/preceptor continuing education being offered because no matter what
program we implement it’s ultimately the preceptor’s education, knowledge, skills, and abilities that will make the
difference.

A motion was made by Chief Simone, seconded by Mr. Calabrese, and carried unanimously to approve the changes

to the SNHD Paramedic Mentorship/Internship Program.

E. Committee Report: Drug/Device/Protocol Committee (09/03/2025)

L.

Discussion and Recommendation to Revise the Childbirth/Labor Protocol

Dr. Morgan reported the DDP was tasked with revamping the OB and neonatal resuscitation protocols to
provide a bundle of care for the crews responding to difficult/imminent deliveries, and what happens with
mom and baby afterwards. The revised protocol includes evidence-based information and QI metrics.
Dr. Morgan noted that the finalized protocol was approved by the DDP.

A motion was made by Dr. Morgan, seconded by Chief Simone, and carried unanimously to approve the
newly titled OB-Uncomplicated Childbirth/Labor protocol.

Discussion and Approval of the Recommendation to Revise the Obstetric Emergencies Protocol

Dr. Morgan stated the Obstetric Emergencies protocol was split into two separate protocols so eclampsia
and preeclampsia can be addressed separately. The new protocols will be titled “OB-Obstetric
Emergencies” and “OB-Preeclampsia/Eclampsia.” A suggestion was made by one of LVFR’s personnel to
include an additional pearl to the OB-Obstetric Emergencies protocol:

“EMS clinicians should prioritize maternal stabilization, safe delivery if imminent, and rapid transport when
indicated. Presentation of a single arm or leg through the vagina is in indication for immediate transport to
the hospital. Notify the intended receiving facility as early as possible to allow preparation of the receiving
team. For complicated deliveries (breech, prolapsed cord, shoulder dystocia), initiate appropriate
prehospital interventions per protocol. If unable to resolve the complication or if delivery does not progress
after indicated maneuvers, maintain maternal and fetal support and expedite transport while continuing
interventions en route.”

A motion was made by Dr. Morgan, seconded by Dr. Holtz, and carried unanimously to approve the draft
OB-Obstetric Emergencies protocol with additional revisions:

a) Add “Administer Oxygen to all patients” above the “Vascular Access” box at the top;

b) Under “Postpartum Hemorrhage,” add “Consider Tranexamic Acid (TXA) 1g IV/IO over 10
minutes (only if given <3 hours after delivery);”

¢) Add a pearl that reads, “EMS clinicians should prioritize maternal stabilization, safe delivery if
imminent, and rapid transport when indicated. Presentation of a single arm or leg through the
vagina is_in _indication for immediate transport to the hospital. Notify the intended receiving
facility as early as possible to allow preparation of the receiving team. For complicated
deliveries (breech, prolapsed cord, shoulder dystocia), initiate appropriate prehospital
interventions per protocol. If unable to resolve the complication or if delivery does not progress
after indicated maneuvers, maintain maternal and fetal support and expedite transport while
continuing interventions en route;”’ and

d) Add QI metrics as listed on the OB-Uncomplicated Childbirth/Labor protocol.
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Dr. Morgan asked the committee to review the draft OB-Preeclampsia/Eclampsia protocol. She stated the
DDP discussed concerns about the Magnesium dosing for seizures.

A motion was made by Dr. Morgan, seconded by Chief Simone, and carried unanimously to approve the
draft OB-Preeclampsia/Eclampsia protocol with the following revisions.

a) Change Magnesium dosing to 5g IV/IO in 50cc NS over 5 minutes OR 8g IM (4g in each buttock);
and
b) Add QI metrics as listed on the OB-Uncomplicated Childbirth/Labor protocol.
Discussion and Recommendation to Revise the Neonatal Resuscitation Protocol

Dr. Morgan noted that we’re seeing a lot of births in the field, including an increase in pre-term births, so
the crews have been asking for increased guidance. Special considerations were also added to the back
page to address these concerns.

A motion was made by Dr. Morgan, seconded by Chief Simone, and carried unanimously to accept the draft
Neonatal Resuscitation protocol.

VL INFORMATIONAL ITEMS/ DISCUSSJON ONLY
A. ED/EMS Regional Leadership Committee Update

Sean Collins gave a summarization of their last committee meeting.

Discussed OB patients being taken to the receiving facility’s emergency department.

CCFD gave a presentation on their Whole Blood Pilot Program.

HFD did a presentation on Cold Water Immersion and shared their training video and latest related
equipment purchased.

Mercy Air talked about auto-pulses on all their helicopters and being able to transport cardiac arrest
patients. They also offered some great classes.

CCFD discussed upcoming events.

Tony Greenway talked about the STEMI and Stroke outcomes.

B. QI Directors Committee Update (02/05/2025)

Dr. Young stated the committee will continue its review of STEMI and Stroke. They would like to see more
consistency with the submission of data so they can look at improvement of the system as a whole for STEMI
and Stroke care in Southern Nevada.

C. Report from State EMS

Bobbie Sullivan reported there are ramping up operations following the cyber attack that affected the State. She
clarified that the legislation to allow PAs to sign DNRs did not pass. Ms. Sullivan reminded everyone that the
EMS Conference in Elko is scheduled to be held September 16-19. The conference includes all levels of
training and there will be a presentation on the Handtevy.

D. Emerging Trends

Sam Scheller congratulated Nicole Brown on receiving her doctorate degree.

VII. BOARD REPORTS
No report.

VIII. SECOND PUBLIC COMMENT

Members of the public are allowed to speak on Action items after the Committee’s discussion and prior to their
vote. Each speaker will be given five (5) minutes to address the Committee on the pending topic. No person may
yield his or her time to another person. In those situations where large groups of people desire to address the
Committee on the same matter, the Chair may request that those groups select only one or two speakers from the
group to address the Committee on behalf of the group. Once the action item is closed, no additional public
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comment will be accepted. Dr. Holtz asked if anyone wished to address the Board concerning items listed on the

agenda. Seeing no one, he closed the Second Public Comment section of the meeting.

IX. ADJOURNMENT

There being no further business, the meeting was adjourned at 11:34 a.m.



