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Proposed Title:  ALS to BLS Release Statewide Clinical Practice Guideline 
 
Subcommittee: Clinical Practice Subcommittee 
 

1. Describe the PROBLEM that the advisory is attempting to address 
• Arkansas EMS systems that operate in a tiered response model, or that 

have limited ALS (paramedic) availability, frequently dispatch ALS units to 
calls that, upon evaluation, do not require ALS-level transport. Under 
current state rules, once an ALS provider makes patient contact, that unit 
is typically obligated to complete the transport regardless of the patient's 
clinical status at the time of assessment. 

i. Section III.D.5.i 
1. Licensed advanced response services shall only transfer 

care to a licensed paramedic transporting service or 
maintain advanced level of care throughout transport if 
care is rendered to a basic life support transporting 
ambulance service. 

ii. Section IV.C.4.b 
1. Advanced Response permitted vehicles: Patient care must 

be transferred to a licensed transporting service. 
Paramedic level of care must be maintained throughout 
transport if paramedic level of care is initiated. 

iii. There is no clear explicit prohibition on ALS licensed responses 
transferring care of a stabilized patient to a BLS crew for transport. 

• This creates a significant operational inefficiency: ALS units are tied up 
transporting lower-acuity patients who could safely be transported by a 
BLS crew, leaving the ALS unit unavailable for higher-acuity 911 calls. In 
communities with limited paramedic staffing, this can directly impact 
response times and patient outcomes for true ALS-level emergencies. 
There is currently no statewide protocol in Arkansas authorizing or 
standardizing ALS-to-BLS release in appropriate clinical circumstances. 

 
2. What is the end goal of the advisory and its associated recommendation(s)? 

• The end goal of this advisory is to develop and adopt a statewide sample 
guideline, through the ADH Section of EMS, that authorizes ALS 
providers to transfer care to a BLS unit for transport after completing an 
initial ALS assessment and any indicated interventions, when specific 
clinical criteria are met. The protocol would: 

i. Define clear, evidence-based clinical criteria under which ALS-to-
BLS release is appropriate and safe 

ii. Require documentation of the ALS evaluation, any treatments 
rendered, and the clinical basis for BLS release 

iii. Mandate a minimum ALS observation period prior to transfer of 
care, but not so long as to negatively impact operations 

iv. Provide liability protection and medical director authorization 
language for participating agencies 

v. Allow individual agency medical directors to adopt, modify, or 
decline the protocol based on local system need 
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• This protocol would be optional but available as a standardized statewide 
tool, primarily benefiting tiered systems and agencies with limited ALS 
resources. 

 
3. What action will you be asking the target audience (i.e. State Legislature, 

Secretary of Health, Board of Health, Section of EMS, etc) take and is it in their 
statutory authority to take action? 

• This advisory will ask the Arkansas Department of Health, Section of EMS, 
in collaboration with the AR EMS Advisory Committee Subcommittee on 
Sustainability and Efficiency, to develop and publish a statewide sample 
ALS-to-BLS Release Guideline available for adoption by local EMS medical 
directors. The request includes: 

• Drafting a model guideline with minimum clinical release criteria, 
required ALS interventions prior to release, documentation standards, 
and required medical director oversight 

• Establishing guidance on training requirements for ALS providers using 
the protocol 

• Providing a framework for quality improvement review of ALS-to-BLS 
releases 

• The ADH Section of EMS has the statutory authority under Arkansas law 
to develop and issue model protocols and clinical practice guidelines for 
EMS agencies operating within the state. Individual agency adoption 
would remain under the authority of the agency medical director. 

 
4. Is the action within the target audience’s regulatory authority (Yes or No)?  If no, 

what is the proposed solution to achieve the targeted recommendations? 
• Yes. The Arkansas Department of Health, Section of EMS has regulatory 

authority to develop, publish, and maintain statewide EMS protocols and 
clinical practice standards. Adoption of this protocol at the agency level 
would be within the authority of the individual agency medical director, 
consistent with existing Arkansas medical direction requirements. 

 
5. Does federal or state guidance already exist for this topic?  If so, is there a gap in 

the guidance provided for EMS?  Will this advisory assist in closing that gap? 
• Several states have implemented ALS-to-BLS release or "paramedic 

intercept release" protocols, including Indiana, Massachusetts, etc., 
demonstrating the feasibility and safety of this model with appropriate 
clinical safeguards. The National Association of EMS Physicians 
(NAEMSP) supports the concept of tiered response and appropriate 
resource utilization as components of EMS system efficiency. 

• Arkansas currently has no statewide protocol addressing this practice, 
creating an unaddressed gap for tiered systems and those with limited 
ALS availability. Without a standardized protocol, agencies that informally 
practice ALS-to-BLS release do so without consistent clinical criteria, 
documentation standards, or medical-legal protections. This advisory 
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would help close that gap by providing a vetted, medically-directed 
statewide framework. 

 
Sample Clinical Criteria – ALS to BLS Release 
 

Clinical Presentation ALS Required Intervention(s) BLS Release Criteria 

Minor trauma (isolated 
extremity injury, laceration) 

IV access if needed, pain 
assessment, 12-lead if indicated 

Vitals stable, GCS 15, no spinal 
precautions needed, pain 
controlled 

Allergic reaction (mild, no 
anaphylaxis) 

Diphenhydramine administration, 
IV access, epinephrine 
assessment 

Vitals normal, no respiratory 
distress, no urticaria progression, 
20-min post-treatment 
observation 

Low blood glucose / 
hypoglycemia 

Dextrose or glucagon 
administration, IV access 

Blood glucose ≥80 mg/dL post-
treatment, patient alert and 
oriented, able to tolerate oral 
intake 

Syncope (uncomplicated, 
resolved) 

12-lead ECG, IV access, cardiac 
rhythm assessment 

Normal sinus rhythm, vitals 
stable, GCS 15, no ongoing 
cardiac complaints 

Asthma / mild 
bronchospasm 

Albuterol nebulization, IV access 
if indicated, SpO2 monitoring 

SpO2 ≥94%, no accessory 
muscle use, peak flow improved, 
able to speak in full sentences 

Nausea/vomiting (non-
cardiac, non-surgical) 

IV antiemetic, fluid bolus if 
dehydrated 

Vomiting resolved, vitals stable, 
no abdominal rigidity or surgical 
concern 

 


