
4mg of Ondansetron (intramuscular) for the treatment of nausea 
and vomiting. They then transported the patient to hospital. The 
patient’s final outcome is unknown.

Discussion: Addison’s disease can pose EMDs with a difficult 
situation.  As was the case in this call, the disease is often offered by 
the caller as a diagnosis during the outset of the call. The EMD may 
then have to clarify exactly what has happened in order to obtain 
symptoms they can use to prioritize the patient. To compound the 
problem, due to the rare nature of the disease, EMDs seldom deal 
with patients with an Addison’s crisis and may be unaware of the 
seriousness of the situation, particularly as the patient may not 
present with a priority symptom (as listed in the MPDS).

In this particular case, the initial symptom offered by the caller 
was that of vomiting, which in and of itself is not necessarily a life 
threatening symptom and not one that will be prioritized with an 
immediately life threatening dispatch code or a (locally defined) 
rapid attendance by EMS. In fact, in the UK, this type of call may 
be passed to a clinician for further triage. This further triage may 
be immediate, or it may be subject to a delay before the patient is 
telephoned back. 

The MPDS Chief Complaint 26 “Sick Person (Specific Diagno-
sis)” is designed to be used for patients with a non-categorizable 
Chief Complaint, who do not have an identifiable priority 
symptom.  Sometimes the caller/patient has no idea what is 
wrong, while other times Protocol 26 is selected because the caller 
describes a specific medical condition that does not fit into any 
other Chief Complaint. Because of this variability, it is especially 
important in these cases that the EMD carries out a complete inter-
rogation to obtain symptoms that can be correctly prioritized. 

While MPDS Chief Complaint 26 does list some specific clini-
cal conditions such as “Sickle cell crisis” and “Thalassemia”, it 
does not, and cannot, provide an exhaustive list of medical condi-
tions that might be handled on that Chief Complaint. In cases 
where a caller volunteers an unlisted condition, the EMD should 
proceed with caution.

The ProQA software has always offered the EMD the ability to 
“override” and select a higher level of dispatch code than the logic 
recommended code. EMDs have been given this safety valve as an 
option when the code appears to be too low to appropriately re-
flect the severity of the case. An Addison’s crisis case provides an 
example where such an “override” may be appropriate because it 
allows an EMD to err on the side of caution by assigning a higher 
level of dispatch.

Another very important point to consider is the caller’s re-
sponse to the question, “Is she breathing normally?” This caller’s 
answer, “Um, yes and she was saying she’s a little bit wheezy but 
I think that’s just because she’s got, um, asthma as well,” which 
starts with “yes,” only suggests that the patient’s wheeze might 
be normal for her. It is essential that an EMD clarifies such an 
ambiguous statement as it is not definitively clear, especially as 
wheezing is not a normal state of breathing.

If there is any confusion, or the EMD is in any doubt, this is the 
time to clarify and confirm exactly what the caller means. The answer 
to this question is the difference between an ALPHA (often a basic 
life support response travelling under normal road conditions) and a 
CHARLIE (often an advance life support response travelling under 
normal road conditions) level of response. It’s not just the skill level 
or speed of the responding crew that must be considered, but if this 
call is assigned to the ALPHA level, the patient may experience a 
prolonged delay in a response being sent due to other higher priority 
calls taking precedence in a system where resources are limited. It is 
essential that the interrogation obtains all symptoms and ensures that 
priority symptoms (such as breathing problems) take precedence.

Making the case even more complex is the issue of the patients’ 
own hydrocortisone medication. When the caller asks if he should 
administer the medication, the EMD, quite correctly, advises him to 
do what his doctor has instructed for these situations. Without the 
patient’s full clinical background, and in the absence of any protocol 
instruction to give a specific medication, the EMD does not have 
the knowledge or training to advise whether a medication should 
or should not be given. Advising the caller not to do it could be as 
detrimental as advising them to do it. By referring the caller back to 
the advice from their doctor, they allow the caller, who is in a much 
more informed position in this situation, to make the decision.

The EMD is also tracking the responding vehicle on their 
computer aided dispatch system. The caller is clearly hesitant to 
give the injection, but this extra knowledge ensures the EMD can 
let the caller know as soon as the response is outside his address.  
In this case, the fortuitous timing of the responders’ arrival means 
the caller can ask for the assistance of the paramedic. 

In conclusion, with the exception of those already dealt with by 
the MDPS, when an EMD is given a specific medical condition that 
they are unsure or unfamiliar with, they should err on the side of 
caution when assigning a dispatch code or locally defined response. 
References

1. World Health Organization. The world health report 2006: working 
together for health [Internet]. Geneva: The World Health Organiza-
tion; 2006 [cited 2012 Dec 15]. Available from: http://www.who.int/
whr/2006/whr06_en.pdf.

2. Rolland E, Moore KM, Robinson VA, McGuinness D. Using Ontario’s 
Telehealth health telephone helpline as an early-warning system: a 
study protocol. BMC Health Serv Res. 2006;6:10.

3. NHS Direct [Internet]. Available from: http://www.nhsdirect.nhs.uk/
About/WhatIsNHS Direct/History [updated 2013; cited 2012 Dec 18].

Second-Party Caller Information for a Falls Case  
Ivan Whitaker

Introduction
While teaching a Medical Priority Dispatch System (MPDS®) 

refresher course in Canton, Illinois, USA, at the Canton County 
Sheriff’s Office Dispatch Center, I was asked an interesting ques-
tion by a student: “What do you do when a second party caller 
doesn’t know the answer to your questions?”

The student’s question was inspired by a recent investigation 
request from the 911 center’s local fire department involving a 
case dispatched as a BRAVO-level response to a fall patient.  

Emergency medical dispatchers (EMDs) use the MPDS to as-
sign response determinant codes to incidents based on answers 
obtained from callers during the ‘Key Question’ interrogation 
process. These codes are extremely valuable for several reasons: 

I. They provide field administration and medical directors 
with a standardized system for prioritizing calls, with the 
flexibility for assigning customized local responses. 

II. The frequency of the codes can be reviewed for operational 
quality improvement (QI) and quality assurance (QA).

III. They provide an opportunity to optimize and reduce the 
unnecessary use of field resources. 

IV. They provide the EMD with direction in providing the cor-
rect pre-arrival and post-dispatch instructions. 
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The MPDS includes six response (priority) levels that represent 
the level of acuity respectively (ECHO–highest acuity, DELTA, 
CHARLIE, BRAVO, ALPHA, and OMEGA—lowest acuity).  An 
“ECHO” level   is indicative of a patient that requires immedi-
ate lifesaving measures. “OMEGA” is the lowest priority level 
and typically does not require care via the use of the pre-hospital 
9-1-1 system (i.e., means other than an ambulance and emergency 
department may be better care for these patients).

This particular case was assigned a dispatch code of 17-B-3G—
an intermediate priority level response type—based on the caller’s 
description, which was incomplete as to the cause of the fall and 
how far the patient fell. 

Upon arriving at the scene, the fire department responders 
discovered a 56 year old female patient who had indeed fallen; 
however, she had no injuries and was in need of nothing more 
than a lift assist. The fire crew was concerned that multiple field 
units were sent lights-and-sirens to a non-emergency case without 
injuries when a lower priority level response would have sufficed. 

Management and Outcome
A review of the audio recording of the case revealed that the 

Emergency Medical Dispatcher (EMD) began by verifying the 
address and telephone number and continued with the following 
interrogation sequence:

Case Entry
Calltaker (CT): Okay, tell me exactly what happened?
Second Party Caller (SPC): I am with a patient that fell to 
the ground. She may be injured. 
CT: How old is she? 
SPC: 57
CT: Is she awake?
SPC: Yes
CT: Is she breathing?
SPC: Yes

Key Questions
CT: How far did she fall?
SPC: I don’t know?
CT: What caused the fall?
SPC: Don’t really know, just came in and found her.
CT: Is there any serious bleeding?
SPC: No
CT: Is she completely alert?
SPC: Yes
CT: What part of the body was injured?
SPC: She is not complaining of any injuries. 
CT: Is she still on the floor (ground)?
SPC: Yes

Discussion
Based purely on the answers given, the determinant coding 

was actually correct, but this coding overlooks a key fact: the 
caller was a second party, meaning he/she was right there with 
the patient. In that context, some of the caller’s answers appear 
odd or incomplete.

Given that the caller is second party (“with the patient”), and 
the patient is completely alert, it is surprising that the caller was 
unable to answer the Key Questions. The underlying issue may 
be that the EMD did not prompt the caller to obtain the informa-
tion from the patient using an enhancement or clarification those 
specific Key Questions. 

When using the MPDS protocols, the answer choice of “un-
known” is offered for a variety of reasons:

I. The caller is not with the patient (3rd party or 4th party). 
II. The patient is not able to relay the appropriate information 

to a 2nd party caller due to an altered mental status (see 
below example).

III. The emergency dispatcher (ED) has appropriately restated 
the question and the caller still does not understand the 
question. 

IV. After obtaining an answer of “unknown”, the ED clarifies 
or enhances the Key Question, but the caller still has no 
further information. 

V. There are safety issues preventing the caller from obtaining 
the required information. 

If the EMD has taken the appropriate steps to clarify the infor-
mation, an answer of “unknown” to one or more Key Questions 
may represent a more serious underlying condition. EMDs must 
have a high index of suspicion that the underlying cause may be 
medical in nature; in other words, if a second-party caller cannot 
provide the information even after clarification or prompting, 
the patient is likely unable to answer the questions; thus, the true 
cause of the fall could be cardiac, circulatory, or neurological, as 
opposed to a simple accident trip or slip. Under those circum-
stances, the EMD would certainly want to assign the BRAVO level 
priority to get a more rapid response.  

An example would be a case in which a woman walks into 
a room and finds her mother on the ground. The daughter finds 
that the mother fell but does not know how she fell. During Key 
Question interrogation, the caller clearly indicates that her mother 
cannot remember the cause of the fall. 

 In this example, the coding of a 17-B-3G is appropriate EMD, 
since there would be a specific reason for the answer of “un-
known” despite the second-party caller. 

In the case outlined here, however, there was no such spe-
cific reason.

What we can learn from this case is that EMDs must clarify 
and enhance the protocol Key Questions when the information 
provided by the caller is vague or ambiguous, especially when 
the caller is second party and near enough to the patient to 
gather more information. Not doing so may lead to a final code 
that is not representative of the patient’s true condition, and 
generally leads to assigning a higher response level than may 
be necessary. With complete information, including the knowl-
edge of a ground-level fall with no dangerous cause—as the fire 
department responders found upon arrival—an ALPHA-level 
coding could have been assigned.  

During emergency situations, the caller may genuinely not 
know the answers to all of the Key Question, even when they are 
ready and willing to obtain information from the patient, or the 
caller may simply need a little more prodding, in the right way, 
from the EMD. Through good caller management technique, 
including enhancing the questions where necessary, the EMD can 
obtain the most complete information available. 

EMDs may need training on the use and purpose (as listed 
above) of the “unknown” selection choice in the dispatch protocol. 
Such training need not always be formalized classroom instruc-
tion. It can be delivered in various less-formal formats such as 
training bulletins, one-on-one audio playback sessions, and other 
instructional platforms. Regular case review must also be ad-
ministered to ensure that final determinant codes compliant with 
protocol rules and performance standards. 
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