
What concerns exist around privacy, surveillance, and false positives from automated systems?
 Answered primarily by Derrick and Chas.

Chas's Answer: Open to surveillance if it improved patient outcomes. “If it saves two minutes and I don’t intubate in a 
parking lot? Worth it.”

Chas Arnold

Background/Experience:

EMS / Paramedic

eBridge
A mobile- based EMS- to- hospital 
communication tool. Can send audio, text, 
and video, but rarely used for visual data 
due to workflow constraints.

“We use eBridge… it can send a video, 
but no one’s really doing that.”

CAD System (Computer- Aided Dispatch)
Used to receive dispatch information and 
coordinate EMS response.

“You get information through CAD, but 
it’s always minimal.”

Trauma Protocol Charts
Paper- based or digital references used to 
classify Level 1 vs. Level 2 trauma, based on 
mechanism of injury, vitals, etc.

Pain Points:

What are they assessing?

Comp. Analysis:

Tools:

THE COLLABORATION WORKSHOP

RapidSOS sends crash data but lacks 
contextual crash visuals or severity scoring

Vehicle intrusion and external damage.
Patient responsiveness, vital signs, and 
visible injuries.
Risk factors like ejection or unrestrained 
passengers.
Time since incident and need for immediate 
interventions.

Lacks visual or contextual data before 
arriving at a crash.
Must “over- call” trauma level due to 
uncertainty.
Has no easy way to predict injury severity 
before arrival.

Chas began his career as a paramedic in Detroit’s 
Lincoln Park in 1994 before transitioning to hospital 
work in 1998 and graduating nursing school in 2001 
to return to bedside care. He has since managed 
emergency departments, including at Corewell 
Health – Trenton, bringing deep insight into both 
pre- hospital response and hospital- based trauma 
systems.
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"...responders sent with little to no information about 
the severity or nature of a crash...no sense of how 
bad the scene is...

Limited Info Before Arrival Hampers EMS Preparation
Chas described a recurring issue in EMS response: responders are sent 
with little to no information about the severity or nature of a crash. 
He explained that dispatch often gives only general details— such as 
"MVC with injury"— but no real sense of how bad the scene is. This 
creates tension between over- preparing and under- preparing, which 
can lead to wasted resources or delayed interventions.

Golden Hour:
Chas emphasized the concept of the “Golden Hour”— the critical 60- minute 
window after a traumatic injury when timely care can mean the difference 
between life and death....how delays in dispatch, response, or hospital 
prep can eat into this hour, reducing the chances of survival or full recovery.

"The golden hour in trauma— you exceed it, 
your mortality rate significantly increases.

"I would say they over react more 
than they under react, so they 
send all the resources out.

Quote:
“They tarped me and the patient while they cut... I was checking pulses and working through 
it all... We had to call the hospital—48- year- old female, restrained driver, T- boned at 
approximately 55 mph...intrusion into the compartment...left flank pain, possible 
internal bleeding.”
Most documentation is done in transit to hospital sharing only the most basic and 
critical information the time and situation will allow.

Quote:
“You get dispatched to a crash and it just says ‘two- vehicle accident.’ You 
don’t know if it’s a fender bender or if someone’s been ejected. You don’t 
know what gear to grab, what drugs you’ll need, or if you’ll need fire for 
extrication.”

Quote:
"...so they send all the resources out and then..., you would 
get a fire truck rolling up when you didn't need it, based 
on city street speed limits..."

Quote:
"There's two people on an ambulance. If I'm trying to extricate you out, it 
takes at least two of us. So for somebody to stand back and take photos 
in the middle of not taking care of a patient at that exact time, now 
you're in court. What were you doing? A lot of snapping a photo while 
they bled. All they're doing is trying to get us a photo, but the patient 
becomes my first priority. So that's the realistic aspect of it."

 Response Level Classification Table (Example)

Response Level Trigger Criteria Recommended Dispatch Notes

Level 1 
Trauma(“Red”)

High- speed impact (>50 mph)- Severe intrusion into 
passenger compartment (e.g., A- post damage)- Ejection 
from vehicle- Unconscious or unresponsive patient- 
Pediatric or high- risk cases (e.g., pedestrian hit)- 
Motorcycle crash

EMS + Fire + Police+ Notify 
trauma surgeon at hospital

Full trauma activation. Hospital 
requires surgeon within 15 mins. 
Critical prep window.

Level 2 
Trauma(“Yellow”)

Moderate- speed collision (35–50 mph)- Visible vehicle 
damage without major intrusion- Responsive but in 
pain (flank, rib, or head)- Stable vitals

EMS + FirePolice as needed Can escalate to Level 1 at hospital. 
Surgeon has up to 2 hours to respond.

Level 3 (Minor 
Incident)

Low- speed crash (<35 mph)- Minor vehicle damage- All 
parties ambulatory- No visible injuries

EMS or Police only May result in patient refusal or sign- off 
at the scene. Fire not needed.

Special Scenarios Structural hazards (e.g., telephone pole, downed lines)- 
Violence suspected (road rage, firearm)- Hazardous 
materials

EMS + Fire + Police + 
Specialized Units

Dispatch escalates based on secondary 
factors (scene safety, chemical risk).

Glasgow Coma Scale (GCS) Overview
Scoring Range: 3 (deep unconsciousness) to 15 (fully alert)
Three Components:

Eye Opening (E): 1–4 points
Verbal Response (V): 1–5 points
Motor Response (M): 1–6 points

Total Score = E + V + M → ranges from 3 to 15

What are the operational priorities that could make or break a successful deployment at pilot intersections?
 Answered by Chas and Caterina.

Chas's Answer: Said the value must come before the scene— not after arrival. “I don’t care once I’m there... give me the info 
in route.” 

What factors impact the trust, adoption, and integration of such a system into existing emergency infrastructure?
 Answered by all three.

Chas's Answer: Emphasized integration into current workflows (e.g., tablets in ambulances). “Don’t give us another system— 
we already have a tablet. Put it there.”

How do users perceive the value of real- time data and AI- supported situational awareness in high- stress environments?
 Answered by Chas and Caterina.

Chas's Answer: Envisioned an AI- based “Trenton Score” to auto- classify trauma severity before arrival. “If I had a Trenton 
Score of 9, I’d call trauma and activate the surgeon.”

Chas uses the Glasgow Coma Scale to assess a patient’s consciousness and 
guide airway decisions, while the Response Level Classification helps him 
quickly judge crash severity and decide what resources to deploy. Together, 
they allow him to prioritize care and prepare hospitals before arrival.

How might we predict injury severity using real- time crash analysis so EMS can triage patients more effectively?
How might we provide EMS teams visual crash cues (e.g., intrusion, ejection risks) to better prepare interventions 
in route?
How might we deliver scene- based trauma scores (like the “Trenton Score”) directly to EMS tablets or monitors 
before arrival?

" So before a ton of questions... What's the intersection 
location? ..they would immediately start dispatching 
because time becomes of the essence.

How Might We...

What We Also Wanted To Learn...

"...for somebody to stand back and take photos in the 
middle of not taking care of a patient at that exact 
time...the patient becomes my first priority.

Quote:
“Every minute of delay throughout that process is profound...
 It’s so factual and documented everywhere.”

Result

Actionable Intelligence for First Responders

Highlights
• Real-time street-level awareness via edge-based spatiotemporal fusion
• Early alerts on injury severity and critical victims
• Aims to reduce time-to-treatment and improve survival outcomes in urban crashes

Peace of 
mind

• Developing edge-based spatiotemporal fusion for urban awareness
• Training AI to detect critical injuries and scene severity
• Targeting faster response times and better crash outcomes

LAMP Brings a Wide Area Situational Awareness to the Street Level

Local Area Monitoring Perimeter

Configuration

Local Area Monitoring Perimeter (LAMP)
LAMP is an edge-based system delivering street-level situational awareness through spatiotemporal 
fusion of multi-sensor data (e.g., EO cameras, LiDAR). Unlike cloud-only solutions, LAMP processes data 
locally for faster insights and lower latency. Its mission is to transform post-crash response by reducing 
the time from incident detection to lifesaving action.

The Problem We Are Solving
Background Context
• 25% of U.S. traffic fatalities occur at 

intersections
• A 5-minute EMS delay increases fatality risk 

by 46%
• “The calls are never right.” — Officer Derrick 

Carroll
• ER teams often lack crash context or injury 

mechanism
• Current solutions are reactive, fragmented, 

and late

The Future We are Building
• Urban crashes demand faster, more precise 

awareness of injuries and hazards.
• Today’s systems lack real-time, on-scene 

intelligence for emergency response.
• LAMP seeks to close this gap and reduce 

time-to-treatment.

What LAMP Delivers
• Real-time street-level awareness through edge-based spatiotemporal fusion
• AI-driven detection of critical indicators (e.g. unconscious victims, bleeding, multiple casualties)
• Rapid delivery of incident snapshots and summaries before EMS dispatch
• Integration with existing emergency workflows to support — not replace — responders
• The goal: faster time-to-treatment and improved survival rates in urban crashes

Voices from the Field
- “If I know there’s blood loss or loss of consciousness beforehand, I can prep the trauma room and blood 
products earlier.” — Caterina, ER Doctor
- “A reliable score would let me escalate to Level 1 trauma before arrival.” — Chas, EMS Coordinator/ER 
Nurse
- “If I could see what really happened, I’d send the right response team every time.” — Derrick, Police 
Lieutenant


