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The following treatment Guidelines have been developed under and
approved by the Medical Director of Chesterfield Rescue in
accordance with South Carolina DHEC Regulations and National
Standards of Care.

These protocols are to be utilized as a guide for Chesterfield Rescue
employees in patient care, however, should not supersede good
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PROTOCOL | TITLE
GENERAL GUIDELINE PROTOCOLS

[Universal PatientCare

Spinal Motion Restriction

VascularAccess

Emergencies Involving Indwelling CentralLines

Emergencies InvolvingVentilators

Police Custody

Field Triage andBypass

Mass Casualty Triage

o~ on|w| &) v

OVERLAP PROTOCOLS
Anaphylaxis / Allergic Reaction-Adult

9B Anaphylaxis / Allergic Reaction- Pediatric
10 Epistaxis
11 Glucose Management

Overdose / Toxic Ingestion

Sedation

ADULT RESPIRATORY PROTOCOLS

Airway, Adult

15 Airway, Adult - Failed

16 [Pharmacologically Assistedintubation

|Ra pid Sequence Intubation -RSI

[Respiratory Distress

Respiratory Distresswith a Tracheostomy Tube
ADULT CARDIAC PROTOCOLS

20 Asystole / Pulseless Electrical Activity (PEA)

21 Atrial Fibrillation/ Supraventricular Tachycardia
22 Bradycardia

23 CardiacArrest

24 Chest Pain: Cardiacand STEMI

25 Chest Pain: STEMI Transport

26 CHF / PulmonaryEdema

27 [Hypothermia-Induced

28 |Post Resuscitation

Ventricular Fibrillation/ Pulseless Ventricular Tachycardia
Ventricular Tachycardia (with apulse)
N ~ ADULT MEDICALPROTOCOLS |

31 Abdominal Pain

32 Altered Mental Status

a3 Back Pain

34 Behavioral

35 Dental Problems

36 Dialysis/ Renal Failure

37 Fever / Infection Control

38 {Hypertensive Emergency /Urgency
39 [Hypotension (Symptomatic)

40 |Pain Control: Adult

41 Seizure

42 Sepsis

43 Suspected Stroke

44 Suspected Stroke-R.A.C.E. Score
45 Adult Stroke Patient Destination
46 Syncope




48 Airway, Pediatric
49 Airway, Pediatric- Failed
50 Pain Control: Pediatric
51 Pediatric Altered Mental Status
52 Pediatric Asystole / PEA
53 Pediatric Bradycardia
54 Pediatric Cardia Arrest
55 PediatricHead Trauma
56 IPediatric Hypotension
57 |Pediatric Multiple Traurna
58 |Fediatric Post Resuscitation
59 |Fediatric Pulmonary Edema/CHF
60 lPediatric Respiratory Distress
61 PediatricSeizure
62 Pediatric Tachycardias (with apulse)
63 PediatricVentricular Fibrillation / Pulseless Ventricular Tachycardia
64 Pediatric Vomiting / Diarrhea
65 Obstetrical Emergency
66 Childbirth /Labor
67 NewlyBorn
/ OTOCa

68 Blast Injury/ Incident
69 Burns:Thermal
70 Chemical and Electrical Burns
71 Crush SyndromeTrauma
72 Extremity Trauma
73 ead Trauma
74 ultiple Trauma

RO ALPROTOCO
75 Bites and Envenomations
76 Carbon Monoxide / Cyanide
77 Category A Isolation Protocol
78 Drowning
79 Hyperthermia
80 Hypothermia
81 IMarine Envenomations/ Injury
82 |Nenre Agent Protocol (Organophosphate)
83 RadiationIncident
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Indicates a Protocol

(570 2000 Ty

Indicates a Medication

[

Responder

EMT

L

Indicates an Intervention or an Action

-

Advanced EMT

Paramedic

Medical Control

P | Paramedic with Online
Iedical Confrol

~

Indicates the Minimum Level of Provider
authorized to perform this task

R

Conslder::
& Diazepam, Lorazepam, or
Midazolam for Sedation

o

T'ﬁe‘.F}E‘E-finifimfnr:ﬁfi’m:'{ﬁﬁzpammgﬂm'tﬂ. =)
‘perform the intervention or medication
‘administration only with OnLine Medical
Control (OLMC)

-~

Indicates an intentionally blank space left
for Local Medical Control to assign
dosage, route, etc.
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£ Fluid Bolus to Maintain
SystolicB/P > 90 mmHg

Supplemental

Oxygen RED Box indicates a Mandatory field that
[for Sats < or must be completed
=[90] %]

Check BP both arms. Systolic BR 220 for Diastolic| 120
1 0r (reater - taken on 2 occasions 9 minutes apart -
Pain & anxiety addressed,
.- @ « [ Indicates a MANDATORY Protocal. All ]
l L EMS Services MUST adopt this Protocol

b
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Universal Patient Care Protocol

Scene Safety
Bring all necessary equipment to patient sside
Demonsirate Professionalism Utilizing AIDET

v

PPE {Consider Airborne or Droplet ifindicatad)

!

5‘.@ Initial Assessment

; Age Appropriate Assessment Procedure
Conslder Spinal Motion Restriction [as indicated]
(PEDIATRIC: = 12 years old AND [a] < 55 Kg -or-[b]
Fits on Standardized Pedlatric Length Based Tape)

!

R ED Consider F.A.5.T /R, A. C. E. Assessment R

Airway Protocol
Age Appropriate

W
VitalSigns
(Temperature if appropriate)

Cardiac Arresl
Fratocal

o

a

B

Pulse Oximetry

e

Go To Glucose
Management
» Protocol

-

Aszess Blood Glucose

Consider Supplemental Oxygen

& & e | & (&

Consider
Cardiac Monitor / ECG Acguisition
Consider
Cardiac Monitor / ECG Interpretation A patient is defined as any person who meets ANY of
the followingcriteria:
Consider Ca pnogra ph}f »  Receives hasic or advanced medical or
trauma treatmentor;
v Is physically examined or;
%  Has visible signs of injury or illness orhas a
medical complaint or;
»  Reguires EMS speclfic assistance Lo
chanpe locations and for posilionor;
¥ ldentified by any party as a possible paticnl
hecause of some known, or l"l:::l!i[li!:l:hﬁ'd
suspectad illness or injury or;
¥  Has a personal medir:.1|| device evaluated
3 o manip}lmg&d by EMSor; -
i = aquests E assistance with the
* ExitTo adEﬁnisiraL[::n
Appropriate Protocol of personal medications or treatments.

Patient Does Not Fit a Protocol;
Contact Medical Control
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Universal Patient Care Protocol

-
A patientisdefined as any person who meets ANY of the following criteria:

YYY¥ VYVYYV¥Y

Any patient who requires an [V must be placed on a cardiac menitor

Heceives hasic or advanced medical or trauma Wrealment o

Is physically examined or;

l1as visible signs of injury or illness or has a medical complaint or;

Requires EMS specific assistance to change locations and for position or;

ldentified by any party as a possible patient because of some known, or reasonably suspected illness or injury
or;

Has a personal medical device evaluated or manipulated by EMSor;

Requests EMS assistance with the administration of personal medications or treatments.

Completion of a PCR (ePCR) is required for any and all patient encounters.

-~

o

Pearls

Recommended Exam: Minimal exam if not noted on the specific protocol Is vital signs, mental status with
GCS, and location of injury or complaint.

Any patient contact which does not result in an EMS transport must have a completed disposition form.
Required vital signs on every patient include blood pressure, pulse, respirations, pain / severity.

Pulse oximetry and temperature documentation is dependent on the specific complaint.

Capnography is:

e
=
¥

e

Required for ALL Intubated Patients and Cricothyroidotomy Patients®

Recommended [ Encouraged for all unstahle patients
Required for utilization of any Airway Device (e.g. BIAD)

[* Attachment of the Capnograph may be delayed until the scene is safe / non-threatening]

A pediatric patient is defined as < 12 years old AND either [a] < 55 Kg -or- [b] Fits on Standardized Pediatric
Length Based Tape

Timing of ransport should be based on patient's clinfcal condilion and the transport policy.

Mever hesitate to contact medical control for patient who refusestranspaort,

Protocol 1 2019




Spinal Motion Restriction

Consider Spinal Motion Restriction
(See Pearls) for History or Findings
suggesting Spinal Injury AND:

v

Neuro Exam: Any focal deficit ? YES

I
NO

v

Altered Mental Status
Mot Alert & Oriented x 3or
Unable to meaningfully participate with
Clearance Protocol

NO

¥

Altered Mental Status
Clinically significant intoxication YES
Mot able to cooperate with SMR

NO

¥
Patlent Age > 65 or <5
AND vES
SIGNIFICANT traumatic mechanism

|

NO

v

Distracting Injury = . : i
SIGNIFICANT injury impairing sensorium TS Spinal Motion Restriction

|
NO

h 4

Spinal Point Tenderness YES
Spinal Pain withROM

No
¥

Spinal Immaobilization and
Spinal Motion Restriction
NOT INDICATED

YES. e Spinal Immobilization

Spinal Immobilization = C-Callar + Long Spine Board / Scoop Strelcher + HID
Spinal Motion Restriction (SMR) = Cervical Collar + Patient remains in position of comfort, assisted
movement to prevent extremes of spinal motion.
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Spinal Motion Restriction

Pearls

Recommended Exam: Mental Status, Skin, Neck, Heart, Lungs, Abdomen, Back, Extremities, Neuro
Consider Spinal Motion Restriction [SMR] in any patient with arthritis, cancer, or other underlying spinal or
bone disease.

Significant mechanism includes high-energy events such as ejection, high falls, and abrupt deceleration crashes and
may indicate the need for spinal motion restriction in the absence of symploms.

Range of molion should NOT be assessad if patient has midline spinal tenderness. Patient's range of motion should
not be assisted. The patient should touch their chin to their chest, extend their neck (look up), and turn their head
from side to side (shoulder to shoulder) without spinal process pain.

The acronym "NSAIDS" should be used to remember the steps in this protocaol,

"N" = Neurologic exam. Look for focal deficits such as tingling, reduced strength, on numbness in anextremity.

"S" = Significant mechanism or exiremes ofage.

"A" = Alertness. Is patient oriented to person, place, time, and situation? Any change to alertness with this incident?
"I" = Intoxication. |s there any indication that the person is intoxicated (impaired decision making ability)?

"D" = Distracting injury. |s there any other injury which is capable of producing significant pain in this patient?

"§" = Spinal exam. Look for point tenderness in any spinal pracess or spinal process tenderness with range of motion,

Protocol 2 2019



Vascular Access

( %k  Universal Patient Care F'mtocnl)

h J

~,  Assess need for Vascular Access.
@ Emergent or Potentially emergent
- medical or trauma condition

® Peripheral IV
® External JugularlV
_. ¥ Mot for use in Pediatric Patients
A @ EXCEPT in Life Threatening Event
® [ntraocsseous IV (Pediatric or Adult
device] for Life Threatening Event

i~ May access Percutaneous
@ Central Catheter if Available

1 May utilize an already accessed
A f@ Central Line Catheter A

Successiul
Unsuccessful x 3 [total]
Attempts with any mathods
@ Monitor Med-Lock
v
"'E) Monitor Non-Medicated Infusion c:;:‘:; ?ﬂ?esdt:::lt:?:n{::ol
P @ Monitor Medicated infusion P
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Vascular Access

* TWO IV attempts MUST be made prior to establishing 10 access.

Pearls
Any patlent who requires an IV must be placed on a cardlacmonitor
s In patients who are NOT hemodynamically unstable or in extremis, contact medical control prior to accessing dialysis
shunts or external central venous catheters.
In the setting of cardiac arrest, any preexisting dialysis shunt or external central venous catheter may be used.
Intraosseous with the appropriate adult or pediatric device.
Any prehospital fluids or medications approved for IV use, may be given through an intracsseous line.
All IV rates should be at KVO (minimal rate to keep vein open) unless administering fluid bolus.
External jugular lines can be allempled inilially in life-threatening evenls where no obvious peripheral sile is noted.
Any venous catheter which has already been accessed prior to EMS arrival may be used.
Upper extremity IV sites are preferable to lowerextremity sites.
Lower extremity IV sites are discouraged in patients with vascular disease or diabetes.
In post-mastectomy patients, avoid (if possible) IV, blood draw, injection, or blood pressure in arm on affected side.
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Emergencies Involving
Indwelling Central Lines

History Signs and Symptoms Differential

. Central Venous Catheler «  External catheler dislodgement = Faver
Type Tunneled Catheter «  Complele catheler dislodgement « Hemorrhage
(Broviac / Hickman) « Damagedeatheler + Reactions from home nutrient or medicalion

* PICC (petipherally inserted = Bleeding at catheter site + Respiratory distress
central catheler = Internalbleading « Shock

. Implanted catheter = Bloodclot
{Mediport f Hickman) = Airembaolus

+  Occlusion ofline = Erythema, warmth or drainage

s Complote or partial dislodge about catheter site indicating

« Complete or parial disruption infoction

* Universal Patient Care F'mmmD

Airway, Breathing or Exit to Appropriate
Circulation Problem

Protocol(s)

l v Clamp catheter proximal to disruption.

< Damage to catheter >_YE5 @ May use hemostat wrapped in gauze
STOP infusion if ongoing

T
NCJ

Catheter f-,,;-_.mp|pte|1__,- ar YES .h.pph,f direct pressure around catheter
pa rtlaﬁydlsludged STOP infusion if ongoing

Hemonﬁage at cathatar = Apply direct pressure around catheter
sute —YES R:l and along tength of tunnel il present

Place on LEFT Side in

Susped Al Ermahis Head Down Position
Tachypnea, Dyspnea, - — .
Elest F';:ﬁp STOP infusion if ongoing

CLAMP CATHETER

) ) =1 Apply direct pressure around catheter
S‘WEH|HQ at catheler site I"I'IIES @ STOP ;,”fusj-on ifﬂﬂgﬂfﬂg
I
MO

¥
< Ongoing infusion >—YES—>= Continue infusion

MOTE: This Protocol is for the

EMERGENCY that involves problems

managamant of patients with an n Notify Destination or

Contact Medical Control

“L'T'““"T'T'T"

with a Central Line. It is NOT intended
for Interfacility Transport of Patients
with a Central Line.

Protocol 4
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Emergencies Involving
Indwelling Central Lines

Pearis

s Always talk to family / caregivers as they have specific knowledge and skills.

¢ Use strict sterile technigue when manipulating an indwelling catheter.

» Do not place a tourniquet or BF culf on the same side where a PICC line is located.

« [o not attempt to force catheter open if occlusion evident,

¢ Some infusions may be detrimental to stop. Ask family or caregiver if it is appropriate to stop or change infusion.
»  Hyparalimentation infusions (IV nutrition); If stopped for any reason monitor for hypoglycemia.

Protocol 4 2019



Emergencies Involving Ventilators

History Signs and Symptoms Differential

«  Birth defect (lracheal atresia, +«  Transport requiring maintenance « Disruption of oxygen source
tracheomalacia, craniofacial of a mechanical ventilator +  Dislodged or ohstructed tracheostomy fube
abnormalities) «  Power or equiprment failure at +  Delached or disrupted ventilator circuit

= Surgical complications {damage residence + Cardiacarrest
to phrenic nerve) s Increased oxygen reguirement / demand

= Trauma {posttraumatic brain or +  Venlilator failure

spinal cord injury)

+  Medical condition
{bronchopulmonary dysplasia,
muscular dystrophy)

C 8 Universal Patient Care Pmtuml)

Oxygenalion saturation
Less than 94%
(Ask Caregiver: What is baseline
saturation for patient)
Or

EtCO2 35 — 45mmHg

Problem with Airway,
Ventilation or Oxygengation.
Acute desaturation / Elovation
of EtCO2 — or - Distress

(-, Remove patient from ventilator
({) and Manually ventilate

with BVIM
¥
YES < Problemsolved? D> NO
! N / |
Problem with Ventilator / Pm:;rﬂ;”}g;:ﬁ;'ﬂf“ !
Circuit / Oxygen Supply Other problems
4 Airway Protocol Ty
Displaced Airway
Alrway Obstruction
Respiratory Distress
Protocols
~ Pneumothorax
* Bronchospasm
Cardiovascular
3 Problem Protocols
Check: Solved 7 Cardiac Arrest
Power Supply [ Oxzygen Supply Arrhythmia
Ventilator SE“iI"ﬁgﬁ H?pﬂtensjﬂn
Open Circuit A
YES
MO
Failed Airway
¥ * Protocol
NO YES Transport on
| patient s ventilator -
"' P and maintaincurrant P L
Continue Manual setlings p Continue p
Vantilations Troubleshooting
Far Transport 4 '

Motify Destination or v P
Contact Medical Control -

Protocol 5 2019




# Emergencies Involving Ventilators

Pearls

Always talk to family / caregivers as they have specific knowledge and skills.
Always use patient s equipment if available and functioning properiy.
Continuous pulse oximetry and end tidal CO2 monitoring must be utilized during assessment and transporl.
DOPE: Displaced tracheostomy tube / ETT, Obstructed tracheostomy tube / ETT, Pneumotherax and Equipment lailure.
Unable to correct venfilator problem: Remove patient from ventilator and manually ventilale using BWVM. Take palient s ventilator
to hospital even if not functioning propery.
Typical alarms: Low Pressure [ Apnea: Loose or disconnected circuit, leak in circuit or around tracheostomy sita.
Low Power: Internal battery depleted.
High Pressure: Plugged [ obstructed airway orcircuit.

Protocol 5 2019



Police Custody

History Signs and Symptoms Differential
= TraumaticInjury s External signs oftrauma s Agitated Delirium Secondarylo
# Drug Abuse «  Palpitations Pg'_:,-':;hiatrir; II_iqess
s CardiacHistary s Shoriness of breath e Agitated Delirium Secondaryto
s History of Asthma s \Wheszing Substance Abuse
»  Psgychiatric History s Altered Mental Status ¢ Traumalic Injury
s Intoxication/Substance Abuse +* Closed Head Injury
«  Aslhima Exacerbation
«  Cardiac Dysrhylhimia
( #  Universal Patient Care Pmtcan
Severe Agitation 2 5 Kinetic Energy Weapon
Altered Mental Status e dical— Evldum:er[;:t T;?"“;ﬁzzﬂ:;hanism — Trauma Significant Fall
Abnormal Vital Signs OF e Acute Neurological Deficit
r
Exit To Behavioral NG * Exit To Appmpﬂ‘ia'r.e
* Protocal Protocal(s)
v
—Pepper Spray Use of Pepper Spray or Taser ? Taser
w l
Irrigate faceleyes.
Remave contaminated Significanl Injury from Entry Pointof |
clothing/contact lenses. Taser or from fall after Taser Use YES—I
[
Hu
heezing ? No ) Wound Care:

Taser Prohe Removal Pracedure

Cardiac History with Pacemaker, |
Chest Pain, or Palpitations YESM

History of
Asthma ?

NO * Exit To Appropriate
Protocol & Transport

Yes

l

Respiratory Distress
* Protocol

Yes

ki v h
Coordinate disposition with
patient, Law Enforcement
personnel, and IF necessary —
Medical Control
A

Observe 20 min.
Wheezing ?

Protocol 6 2019



Police Custody

Pearls

For this protocol to be used, the patient does not have to be under police custody.

Agitated delirium is characterized by marked restlessness, irritability, and/or high fever. Patianis exhibiting these signs
are al high risk for sudden death and should be transported to hospital by ALS personnel,

Patients restrained by law enforcement devices cannot be transported in the ambulance without a law enforcement
officer in the patient compartment who is capable of remaving the devices.

If there is any doubl about the cause of a patient s alteration in mental status, transport the patient to the hospital for
evaluation,

If an asthmatic patient is exposed to pepper spray and released fo law enforcement, all parties should be advised to
immadiately recontact EMS if wheezing/difficulty breathing occurs.

All patients in police custody retain the right to request transport. This should be coordinated with law enforcement,
If extremity/chemicalflaw enforcement restraints are applied, complete Restraint procedure in call repotting system.

Protocol 6 2019



(#

Assessment of Serlous Signs / Symptoms

ABC andLOC

A 4

Measure Vital Signs and Level of Consciousness

b . e

Glasgow Coma Scale <13
Systolic Blood Pressure < 90mmig
Respiratory Rate < 10 or = 29 Breaths / min
Meed for Ventilatory Suppart

Rate < 20 in infant age < 1 Year

YES
¥

Transport to closest
designated trauma center
available, Air fransport or
bypass of Level 3 Trauma

Center to Level 1 or Level 2
Trauma Center should be
considered if distance and

circumstances are appropriate
andfor no Level 3 Trauma
Center is available

Field Triage and Bypass

NO

Aszszess anatomy of injury:

Panatrating infuries lo head, neck, lorso

Amputation proximal to wristor anklo

L

Transport to closest
designated trauma center
available. A lower level
Trauma Center should not he
bypassed to transport to a
higher level Trauma Center. If
no Trauma Center is available,
transport to the closest
appropriate hospital Emergency
Department for evaluation and
transfer as necessary.

Air Transport from incident
scene is rarely appropriate

ground level falls) may result in
severe injury Children:
Should ba triaged prefarntially to
pediatric capable rauma centres
Pregnancy = 20weeks

< YES ar extremity to elbowand knee Pelvic fractire
Chest wall Instabilityideformity Paralysis
(e $lal Coiest) Open or depressed skull fracture
Crush, de-gloved, mangled or pulseless Twao or more proximal long bone fractures
exiramily
NO
Aszsess mechanizsm of injury and evidence of high energy
532"3: S B il i — Death in same passenger compartment
? { oy = ) Vehicke telemetry data conslslent
=10 fi. or bwo to three limes the height itha high rick ofing
YES of achild with a high risk ofinjury
: i Pedestrian or bicyclist struck by
High Risk Auto Crash: £ i
Pl : : . vehicle, thrown, run over, or with
Intrusion including roof: = 12 inches franat
occupant sida or = 18inches any sita 2 ZFEIMFH
Eyaciiom (hifal af comiptale) Motorcycle crash = 20 MPH
from automobile
; I
NO
Assess special patient or system considerations:
Oldar Adults: Antlcoagulants | bleading disorders:
Risk of injury/death increases > age 55 Patients with head injury are at high risk
ZBP < may represent shock after age 65) for rapid deterioration
H—YES——| Lowimpact mechanisms{o.g. Burns:

Without other frauma mechanism:
triage to  burm facility

With trauma mechanism: riage to
trauma center

EMS providerjudgment

NO

Transport according to usual
Transport Protocal

Protocol 7

2019




Field Triage and Bypass ()

g™

Pearls

EMS Service must identify - in their local protocols - appropriate hospitals when no trauma center is available.
Transport Destination is chosen based on the EMS System Trauma Plan with EMS pre-arrival notification.
Geriatric patients should be evaluated with a high index of suspicion. Often cccult injuries are more difficult to
recognize and patients can decompensate unexpectedly with little warning.

Mechanism is the most reliable indicator of serious injury.

In pralonged extrications or serious trauma, consider air transportation for fransport times and the ability to give blood.
Scene times should not be delayed for procedures. These should be performed en route when possible, Rapid
transport of the unstable trauma patient is the goal.
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Mass CasualtyTriage

a5 Secondary Triage
~ Able loWalk YES fom Minor - Evaluate Infants FIRST
Repeating Triage
Process
MO
; Results in
Brealhing NO—] e YES = IMMEDIATE
Breathing
|
NO
f | 3
Pediatric Adult #
MO - DECEASED
YES
YES Y
5 Rescue Breaths
N
Ped = 150r=45 AMMEDIGEE
Adult = 30 | minute
Ped =15 or <45
No palpable Pulse
Cap Refill = 2 Sec
Palpable Pulse
|—h DELAYED
Obeys Commands YES
Adult
Appropriate to AVPU
Protocol 8

2019



Mass Casualty Triage

Pearls

+ First evaluate all children who did not walk under their on power where possible and safely allows.

« Capillary refill can be altered by many factors including skin temperature, Age-appropriate heart rate may also be
usad in triage decisions.

Protocol 8 2019



P\ Anaphylaxis / Allergic Reaction

Adult

History Signs and Symploms Differential
&  Onset and location & [tching or hives & Urticaria {rash only)
®  [ngsect sling or hite s Coughing [ wheazing or s Anaphylaxis {systemic eflect)
& Food allorgy [ exposure ¢  Respiratory distross & Shock (vascular ellect)
&  Nedication allergy / exposure #  Chest or throat ¢ Angioadema (drug induced)
& Mew clothing, soap, detargant constriction & Aspiration / Airway obstruction
*  Past history of reactions & Difficully swallowing & ‘Vasovagal event
*  Past medical history &  Hypotension orshock s Asthima or COPD
b Medication history A® Edema A* CHF
Symptom Saverity
" k4
MODERATE SEVERE
MiLD Wheeze, rapid onset, Severe w.heeze. strlﬁof.
Rash, hives, mild wheezs severe hives [ pruritis, dysphania, _‘EFSF'E"'*"Q'E"-
Mucuous me mhrane involvenent hypotension, AMS
b "u"ascular Access
B Diphenhydramine B — Protocol k4
- PO/ IV 25mg =0 Eoi hri 2
1 CardiacMonitar e plzr;!fg:-n”na R
-5 M:t;te rol £ Acqjuisition 0.3 mg IM [
B =me B . CardiacMonitor I L
" E Interpretation i Ponuiiedos
Nl
4 ) Pulse Ox
Improved? =
@ EtCO2
p | = Diphenhydramine P
25-50mg
= Albuterol or other Beta-Agonist
2.5-5mg
p 48 Methylprednisolone
125mg " | . Epinephrine o
YES— R 11,000 E
| 03mgiM |

/_ Consider: \
DiphenhydrAMINE YES NO
50mg IV

for dystonlc reactions.
EPSE can be caused by

Geodon, Phenergan, —
Compazine, Haldeol, and

Thorazine.
7 J

- o -.: P P Consider
M Motify Dast_lnatlﬂn or ﬂ= Epinephrine

Contact Medical Contral 1:10.000
Dosage as ordered

P

Protocol 9A
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Eﬁfs Anaphylaxis / Allergic Reaction

(* Anaphylaxis Epinephrine Kit should include the following recommended items: m
1 — Tuberculin 1ml syringe
2 — 20-22 gage linch- 1 % inch needles
2 — Alcohol prep pads

1 - Epinephrine Ampule or Vial 1:1,000 = 1 mg/1 mL

*The Pediatric dosage should match the dose of a Pediatric Epinephrine Auto-Injector {0.15 mg).
*The Adult dosage should match the dose of an Adult Epinephrine Auto-Injector (0.3 mg).

* If Patient has respiratory involvement, consider Albuterol per local Medical Control Option

\*_ See Anaphylaxis Emergency Kit Procedures for further details for EMTs and AEMTs

# Consider DiphenhydrAMINE 50mag IV for dystonic reactions. ESP can be caused by Geodon,
Phenergan, Compazine, Haldol, and Thorazine.

r".-F'EEH"|S

« Recommended Exam: Mental Status, Skin, Heart, Lungs
- Anaphylaxis is an acute and potentially lethal multisystem allergic reaction.
= Epinephrine is the drug of cholce and the first drug that should be administered in acute anaphylaxis (Severe
Symptoms.) IM Eplnephrine should be adminlstered in priority before or during attempts at IV or 10 access.
*  Anaphylaxis unresponsive to repeat doses of IM epinephrine may require IV epinephrins administratien by IV push ar
epinephrin &
infusion. Contact Medical Control for appropriate dosing.
® Symptom Severity
Classification: Mild
symptoms:
Flushing, hives, itching, erythema with normal blood pressure and perfusion.
Moderate symptoms;
Flushing, hives, itching, erythema plus symptomatic respiratory (wheezing, dyspnea, hypoxia) or
gastrointestinal symptoms (nausea, vomiting, abdominal pain) with nermal bleod pressure and perfusion.
Savere symptoms:
Flushing, hives, itching, erythema plus symptomatic respiratory (wheezing, dyspnea, hypoxla)
or gastrointestinal symptoms (nausea, vomiting, abdominal pain) with hypotension and poor
parfusion.

*  Allerglc reactlons may occur with only respiratery and gastrointestinal symptoms and have no ragh [ skin invalvemeant.

*  Angloedema Iz seen In moderate to severe reactlons and Is swelling involving the face, lips or airway structures. This can al so be seen In
patients taking blood pressure medicatlons like Prinivil | Zestell (lisinopril)-typically end in -il.
Flulds and Medication titrated to maintain a SBP =70 + (age in years x 2) mmHg.
MR/ EMT-B may adminlstar Epinephrine IM and may administer from EMS supply. Agency Medical Director may require contact of
medical conirol prior to MR / EMT-B administering any medication.

Patients with moderate and severe reactlons should recelve a 12 lead ECG and should be continually monitored, but this should NOT
delay administration of epinephrine.

®  Tha shorler the onsel from symploms 1o contact, the more severe the reaction.

Contact Medical Control prior to administering epinephring 1:10,000 1V, Use caution in patients who are =50 vears of age, have a
hislory of cardiac disease, or if the patient's heart rate is =150, Epinephrine may precipitate cardiac ischemia. These pallenis should
receive a 12lcad ECG.
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Epistaxis

History Signs and Symptoms Differential

= Age + Bleeding from nasal passage e Trauma

= Past medical history o« Pain s Infection {viral URI or Sinusitis)
» Medicalions (HTN, anficoagulants, | = Nausea s  Allergic rhinitis

Aspirin, NSAIDS) s ‘\omiting = Lesions (polyps, ulcers)

s Previous episodes of epistaxis + Hypertension

s Trauma

s« Durafion of bleeding
& Quantity of bleeding 1 1

( #% Universal Patient Care F'rntncol)

!

CONSIDER
] Cardiac Monitor /
&) 12Lead ECG Acquisition
|
D

Cardiac Monitar /
12 Lead ECG Interpretation

3

) Compress Nostrils
R m Ice Packs (if Available) R

Tilt Head Forward

k

Transport UPRIGHT Leaning Forward
Unless unstable — then
Transport in LATERAL DECUBITUS Position

v

Use Protocols as Needed

Alrway Protocol
Vascular Access Protocol
Hypertension Protocol

Hypotension Protocol
Dysrhythmia Protocols

- Consider Anti-Emetics
Adult:
Ondansetron 4mg

Promethazine 12.5mg
- Pediatric:
Ondansetron
0.1 mgfkg IV x1; Max: 4 mg
Promethazine - over 2 years of age
0.5mafkg x1; Max dose 12.5mg
(I preferred over IV)

Notify Destination or M
Contact Medical Control [

Protocol 10




53 Epistaxis

& B @

"I-"aar!s

Recommended Exam: Mental Status, HEENT, Heart, Lungs, Neuro
It is very difficult to quantify the amount of blood loss with epistaxis.
Bleeding may also be occurring posteriorly. Evaluate for posterior blood loss by examining the posterior pharnyx.

Anticoagulants include Aspirin, Coumadin, non-stercidal anti-inflammatory medications (lbuprofen), and many over the
counter headache relief powders.

Protocol 10




"‘ﬁf’l Glucose Management

History Signs and Symptoms Differential
+  Pasl medicalhistory s Altered mental status ¢ Alcohol f drug use
«  Medications «  Combalive lirritable «  Toxicingestion
= Recent blood glucose check + Diaphoresis «  Trauma; headinjury
s Lastmeal «  Seizures s« Seizure
« Abdominal pain «  CWA
«  Mausea/vomiling +  Altarad haseline mental status.
+  Weakness
«  Dehydration
'u A* Deep | rapid breathing o
E ;
@ Blood Glucosse Analysis
BGL < 60 mgldL
Or
BGL= 80 mg/dL in symptomatic |
YES known diabetic patient NO
Awake and alert
Mat Vomiting
And Mol at Risk
Far Aspiration
MO YES
Evidence of CHF / VES»
&  Administer * Vascular Access Fluid Overload
Oral Glucoses Pratocol
h 4
e Dextrose IV/IO Hascularhcces
Dextrose 10% 250 ml P‘I’:]tﬂ[:ﬂi
{Can repeat dose but
Transport is required)
Z Ealme Bolus
Glucagon ifno Vascular Access 1 000 ml
mil over
= 1mgIN/IM
Transport is required 30-60 Minutes
if given
L
YES :
Hypotensive

L 4
* Hypotension

Protocol NO

, !

Recheck BGL in 15 minutes 1./-* EXIT to
Repeat Protocol as Necessary '\ Appropriate Protocols

Protocol 11
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Glucose Management

¥ 50 ml of D50 = 25 GM Dextrose CAge < 31 days: Dextrose NO MORE THAN D10
V 100 mL of D25 = 25 G Dextrose Oage 31d-— Y Dextrose NO MORE THAN D25
V250 mL of D10 = 25 GV Dextrose Oage = 2 ¥ - Adult: Dextrose Concentration UP TO D25
vV 500mL of DS = 25 GM Dextrose Oage: Adult: Dextrose D50

,

« In the instance that we administer Dextrose and the patient refuses transport, it is
REQUIRED that the Paramedic speak with a member of shift supervision before dlearing
the scene.

* Documentation of the HYPOglycemic patient shall include the results of the dysphagia
screen and a Cincinnati prehospital stroke assessment. In addition it is necessary to
document the name of the appointed care giver who will be staying with patient for the
next 12 hours.

* To refuse transport the patient must be FULLY alert and oriented and willing to cooperate
with the caregiver. The patient MUST eat in the presence of the crew and their
consumption will be documented. The patient MUST NOT have any major underlaying
comorbidities.

* |f questions arise contact shift supervision or Medical Contraol.

* If a second dosage of D10 or D50 is needed it may be repeated once and transport is
REQUIRED.

* Glucagon can be administered intranasally and dosage should be divided between nares
max of 1ml per nostril.

* Dextrose 50% (D50) 25g IV can still be used at the discretion of the Paramedic.

Pediatric Dextrose 10% is 2-4ml per kg
Pediatric Glucagon
Less than 8 years-0.5mg and greater than 8 years-1mg IM/IN

( Pearls
+ Recommended exam: Mental Status, Skin, Respirations and effort, Neuro.

Patients with prolonged hypoglycemia may not respond lo glucagon.

Do not administer oral glucose to patients that are not able to swallow or protecl their airway.

Infiltration of D50 may causes significant pain, swelling, and necrosis of tissues.

Make D10 by removing 10 mL of D50 and dilute with 40 mL of NS. Make D25 by removing 25 mL of D50 and
dilute with 25 mL of NS.

Patient s taking oral diabetic medications should be strongly encouraged lo allow transportation to a medical
facility. They are al risk of recurrent hypoglycemia that can be delayed for hours and require close moniloring
even after normal blood glucose is established. Mol all oral agents have prolonged action so Contact Medical
Control for advice. Patient s who meet criteria to refuse care should be instrucled lo conlacl their physician
immediately and consume a meal.

* Insulin Agents:
Many forms of insulin now exist. Longer acting insulin places the patient at risk of recurrenl hypoglycemia even
after a normal blood glucose is established. Not all insulins have prolonged action so Contact Medical Control for
advice. Patient s who meet criteria to refuse care should be instructed to contact their physician immediately
and consume ameal.
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w4 Overdose / Toxic Ingestion

History Signs and Symptoms Differential
= |ngeslion or suspecled ingestion of a =  Mental statuschanges = Tricyclic antidepressants (TCAs)
potentially toxic substance +  Hypotension / hypartansion « Acelaminophen (Tylenol)

«  Substance ingested, route, quantity « Decreased respiratory rata ¢ Aspirin

+ Time of ingastion »  Tachycardia, dysrhythmias ¢+ Depressants

« Reason (suicidal, accidental, criminal) «  Seizures «  Stimulanis

¢  Available medications in home « SLUDGE. « Anticholinergic

«  Past medical history, medicafions « DUMBBELS «  Cardiac medicalions

+  Solvents, Alcohols, Cleaningagents
\_ o o Insecticides (organophosphates)
[ NALOXONE
Adequate Respiralions "r\ WO pl Titrated to effect:
Oxygenation I‘l.i'en!ilalinr/ -:_I'""d\:ﬁ Adequate Ventilation and

\‘ Yes

Oxygenation,
NOT Given to restore

CONSCIOUSNESS

Glucose Mgmt f AMSY, Yes
Beahavioral Protocals iF,

Alterad Meantal
Status

Age Specific

Hypotension

Age Appropriate

Hypotension Profocol
ifindicated

Consider
Merve Agent Protacol

Cardiac Monitar

12 Lead ECG Acquisition

Cardlac Monitor [ 12Lead
ECG Interpretation

( Vascular Access Protocol :]

See helow for specific
aoverdose treatments

Call for help / For Organophosphate poisoning
additional
rasources
Stage until scene safe / Beta Blacker Opiates
Glucagon MNaloxane
P | Adult: 1-2g P (Nasal Spray)
Pedi: see Broselow Tape ik
Consider Pressor: 0.5-2Zmg (Initial dose)
Dopamine 2-10 meg/fkg/min
P P
Or
Epinephrine 2-10 mcg/min -
Stimulants
i ment consider
P Ik |m|:|r3":re ; P Consider:
farciac pacng Marmal Saline Bolus
H Notify Elast:m ation or E 20mi/ke
Contact Medical Gontrol Calcium Channel Blocker :
Consider Benzodiazepines:
Calcium Chloride or Calcium po| Adult: Midazolam 5-10mg [
Gluconate Ziprasidane 10-20mg ¢
B ik 1-2g P Pedi: see Broselow Tape
Pedi: see Broselow Tape M Consider
Behavioral Protocol
Consider Pressor:
p Dopamine 2-10 mcg/fkg/min P Tricyclic Antidepressant
Or :
Epinephrine 2-10 mcg/min Is QRS preater than 0,12 sec?
Contact : NO: transport and notify destination
: If no improvement consider : f
Palmetto Poison Control P c'; ediac pacing P YES: follow below
1-800-222-1222 :

Protocol 12

Sodium Bicarbonate
1mEqgfkeg




'*‘sf'l Overdose / Toxic Ingestion

Dopamine Drip Chart

Ensure you have 1,600mcg/m| Concentration for this chart - Mix 400mg Dopamine in 250ml
Then use a 60gtts set and deliver the number indicated below by drops per minute (or mi/hr)
Patients Weight in KG

251 5 [ 30 | 20 [ 30 [ 20 | 50 | e0o | 70 | 20 [ @90 | 100 | 120 | 120 | 130 | 140
Paticnts Weight in LBS

[ 11 22 44 [ 88 110 132 154 176 198 220 243 265 287 309
5 5 ] 7 3
g!z e ] o B 3 [ CEl
Slsmeg | 0 1 2 6 & 8 11 13 15 17 19 21 23 24 26
Shomel 21 2 | & | 8 | 11| 15| 19 | 23 2% | 30 | 38 | 33 | @ | &5 | @9 | s3
E 15 meg 1 3 5] 11 17 23 28 34 15 45 51 56 (7l 6B 73 79
0 meg 2 4 8 15 23 30 38 45 53 &0 123 75 83 a0 98 105
Epi hrine Drip Chart
Ensure you have Bmcg/ml Concentration for this chart - Mix 2mg Epi 1:1,00 in 250ml
Then use a 60gtts set and deliver the number indicated below by drops per minute {or ml/hr)
#’-"* gtts/min
2 mcg 15
= !
S| 4mcg 30
'EI 6 mcg 45
g 8 mcg 60
10 mcg 75
r"_F"mlrls\
« Recommended Exam: Mental Status, Skin, HEENT, Heart, Lungs, Abdomen, Extremities, Nauro
= Do not rely on patient history of ingestion, especially in suiclde attempts. Make sure patient is still not carrying other
meadications or has anyweapons.
» Bring bottles, contents, emesis to ED.
« 5.L.UD.G.E: Salivation, Lacrimation, Urination, Defecation, Gl distress, Emesis
« D.UM.B.B.EL.S: Diarrhea, Urination, Miosis, Bradycardia, Bronchorrhea, Emesls, Lacrimation, Salivation,
« Tricyclic: 4 major arcas of taxicity: seizures, dysrhythmias, hypotension, decreased mental slalus or coma; rapid progression
from alert mantal status to death.
« Acsetaminophen: initially normal or nausealvomiting. If not detected and treated, causes irreversible liver failure
=  Aspirin; Early signs consist of abdominal pain and vomiting. Tachypnea and allered mental status may accur later. Renal
dysfunction, liver failure, and or cerebral edema among other things can take place later,
s« Depressants: dacreased HR, decreased BP, decreased temperalure, decreased respirations, non-specific pupils
«  Stimulants: increased HR, increased BP, increased temperature, dilated pupils, seizures
«  Anticholinargic: increased HR, increased temperature, dilated pupils, mental status changes
« Cardiac Medications: dysrhythmias and mental stalus changes
« Solvents: nausea, coughing, vemiting, and mental status changes
+ Insecticides: increased or decreased HR, increased secretions, nausea, vomiting, diarrhea, pinpoint pupils
« Consider restraints if necessary for patient's andfor personnel’s protection per the Restrainl Procedure.
« MNerve Agent Antidote kits contain 2 mg of Atropine and 600 mg of pralidoxime in an auloinjector for self administration or
patient care. These kits may be available as part of the domestic preparedness for Weapons of Mass Destruction,
+ MR and EMT-B may administer naloxone by IN route only and may administer from EMS supply. Agency medical
diractor may require Contact of Medical Control prior to administration and may restrict locally.
«  Whaen appropriate contact the Palmetto Poison Control Center for guldance.
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gte Sedation

YES

Already Under Sedation ?

h

é} Obtain and Record Pulse Ox Severe Agiation

Fy

£ Obtain and Record E{CO2
if available

Cardiac Monitor /

P| o .
f('_.) EKG Interpretation rm—
o Benzodiazepine IM
A Geodon IM
- P Adult E
C* Vascular Access Protocal ) rZﬂiI;rizs?:ianmn 95’1_3 [}Qrgﬁqg

Pedi

—— L — Contact Medical Control
:R @ Re-evaluate VitalSigns —

1l

! Assess need for Pain
P P * Pain Management
Management Protocol

l

4 SEDATION NG
Benzodiazepine IM
Geodon IM

Adult
Midazolam 5-10mg
Ziprasidone10-20mg

Pedi
Contact Medical Control

YES

Return to Appropriate Prior
Protocol And Transport

Protocol 13 2019




Sedation

+ Ziprasidone should be reconstituted with 1.2ml sterile water prior to IM injection

( Pearls
# Sedation initiated prior to Online Medical Control Contact requires 100% QA review by the Medical Control Physician andlor
an appropriately designated surrogate.

= Your safety always comes first! If patient is fighting back away and call for law enforcement, do not actively
fight patient.

« (Consider Ziprasidone for patients with history of psychosis.

* Any patient that is handcuffed or restrained by law enforcement and transported by EMS must be
accompanied by law enforcement in the patient compartment.

* Do not position or transport any restrained patient in such a way that could impact the patients respiratory
or circulatory status.

+ All patients who receive either physical or chemical restraint should be continuously monitored by ALS
personnel immediately upon arrival on scene and throughout the patient contact.

Protocol13




S q Airway, Adult

Supplemental
Oxygen
[for Sats <or

=894%

4—Adequate—

Assess ABCs
¥ Respiratory Rate

™
@ ¥ Effort
' ¥ Adeguacy

Pulse Oximetry

Inadequate

.~

gﬁD ¥ Masal or Oral Airway

Basic Maneuvers First
¥ Open Airway

¥ Bag-Valve-Mask [BEVM]

UNSUGCCESSFLIL

Long Transport

Protect
Airway

Apneic Oxygenation

Blind Insertion Airway
Device procedure

Orotracheal Intubation
procedure

Post intubation- Consider sedation

Midazolam 2-Smg
o Or
Ketamine 2mg/kg
Or
Diazepam
See chart

Successul

Becomes
Linsuccessiul

Successhii

F—OBSTRUCTER—

r

Airway Obstruction
Procedure

‘%} Continue BVM E#

Failed Airway

with Benzodiazepines or Kelamine JAttempls | Erotocal
Unsuccessful

L J

Mofify Destination or

Contact Medical Control M

Protocol 14

2019




3 Airway, Adult

Mallampati

The system takes into account the anatomy of the mouth and the view of various anatomical struclures
when the patient opens his mouth as wide as possible. This test is performed with the patient in t he

sitting position, the head held in a neutral position, the mouth wide open, and the tongue protruding to
the maximum.

Class (easy) = visualization of the soft palale, fauces, uvula,
anterior and posterior pillars,
Class | = visualization of the soft palale, fauces and
uvula.

Class lll = visualization of the soft palate and the base of the
uvula.

Class V (difficult) = soft palate is naot visible at all.

Clasal Shasiv = i first intubation attempt fails, make an adjustment and then
consider:

Different lanmgoscope blade

Gum Elastic Bougie

Different ETT size

Change cricoid pressure

Apply BURP maneuver (Push trachea Back [posterior],

Up, and to patient’s Right)
s Change head positioning

« Continuous pulse oximetry should be utilized in all patients
with an inadequate respiratoryfunction.

This protocol is only for use in ADULT patients.

Capnometry (Color) or capnography is mandatory with all methods of intubation. Document results.
Capnography is:

I Required for ALL Intubated Patients, Advanced Airway Device {i.e BIAD), and Cricothyroldotomy Patlents®
¥ Recommended | Encouraged for all unstable patients

B [* Attachment of the Capnograph may bedelayed until the scene is safe / non-threatening]

('.Z,Ea rls
L
L ]
L ]

# |f an effective airway is being maintained by BVM with continuous pulse oximetry values of >34% , it is acceptable to
continue with basic airway measures instead of using a BIAD or Intubation.

* For the purposes of this protocol an adequate airway is when the patient is receiving appropriate oxygenation and
ventilation — and not at an undue risk of aspiration or deterioration

= An Intubation Attempt is defined as passing an endotracheal tube past the teeth

Ventilatory rate should be sufficient to maintain a EtCO2 of 35-45. Avoid hyperventilation.

It is strongly encouraged to complete an Alrway Evaluation Form with any BIAD or intubation procedure,
Paramedics should consider using a BIAD if oral-tracheal intubation is unsuccessful.

Maintain C-spina motion restriction for patients with suspected spinal injury.

Do not assume hyperventilation Is psychogenlc - use oxygen, not a paperbag.

BURP maneuver may be used to assist with difficult intubations.

Hyperventilation in deteriorating head trauma should enly be done to maintain a EtCO2 of 30-35.

Gastric tube placement should be considered in all intubated pationts if available,

[t is important to secure the endotracheal tube well and consider c-collar to better maintain ETT placement.

L I R

pa———— Emaas—s—cmmm—— B e —
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A failed airway is defined as Two (2) failed intubation attermpts by most proficient technician on
scene or anatomy inconsistent with intubation attempts.
NO MORE THAN THREE (3) ATTEMPTS TOTAL

=1 ; ,
Inability to Cxygenate due to Upper i EI_E Routine Airway Management
Airway Compromise g and Transport
YES

Inability to Oxygenate with BVIM
Oral [ Masopharyngeal Airway

YES

BVYM Ventilation

] (=
ﬁ’ﬁ Call For Assistance i

=i

E

H Initiate Apneic Oxygenation

Y

Inability to Intubate Oral

Reposition, consider equipment : : A
change, BURP, bougie, ——HNo—» P ET Intubation and Transport P
Alternate Provider
YES
Inability to Oxygenata with BIAD NO—)H BIAD and Transport H

YES

BVM Ventilation Emergent Transport

A J

MNotify Destination or
Contact Medical Control
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Airway, Adult - Failed

-
Pearls

+ Capnography is:
P Required for ALL Intubated Patients, Advanced Airway Device {i.e BIAD), and Cricothyroidotomy Patients®
3 Recommended | Encouraged for all unstable patients

* [* Attachment of the Capnograph may be delayed until the scene is safe | non-threatening]
s Notify Medical Control AS EARLY AS POSSIBLE about the patient's difficult / failed airway.

b
Protocol 15 2019



**ONLY RSI QUALIFIED PARAMEDICS MAY PERFORM THIS SKILL **

Pharmacologically Assisted Intubation

Pre-oxygenate With 100%
Oxygen via BYM, NRB, or
CPAP

Monitor the Patlent's Vital

P Signs and EKG P
P Adminster 1second spray p
i ol Cetacaine i
Adminsiter ;
P : P
Ketamine 2 mg/kg
P Verify ETT Placement via visualization, auscultation, | p
SonslderCTicu Reessive | and continuouswaveform capnography
P Intubate

Unsuccessful

- Consider Continued Sedation
You May :
PrT Midazolam (See RSI Chart)
.p B Consider if available P
B e 5 Diazepam or Lorazepam
For a Total of 3 P P
Altempts

v N v

Successful
Notify Destination or

. b Resume BYM . Contact MC .
I v

- p Caomplete Facilitated p
. @ Place aKing LT l Intubation QA Farm

Pearls
¢ Remember that PAl is for patients that do not require paralysis. This should not take the place of or
s supersede RSI

e ANTICIPATE THE NEED FOR RSI EARLY ON IN THE CALL and request the appropriate assistance,

s This protocol is only for use in patients with an Age 212 years old and 2 55kg
Continuous capnography (EtCO2) must be utilized for the monitoring of all patients with a BIAD or endotracheal tube.
If an effective airway is being maintained by BVYM with continuous pulse oximetry values of > 94, it is preferred

*  to continue with basic airway measures instead of utilizing a BIAD or Intubation.

** Reminder ** an adequate airway is achieved when the patient is receiving appropriate oxygenation andventilation.

An intubation attempt is defined as passing the endotracheal tube past the teeth.

Ventilatory rate should be 10-12 per minute to maintain a EtCO2 of 35-45. Avoid hyperventilation.

Maintain C-spine immobilization for patients with suspected spinal injury.

Sellick’s maneuver (cricoid pressure) can be used to assist with difficult intubations.

Hyperventilation in deteriorating head trauma should only be done to maintain a EICO2 of 30-35.

» Itis important to adequately secure the endotracheal tube with commercial device and utilize a c-collar to better maintain tube

placement.

Protocol 16 2019
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**ONLY RSI QUALIFIED PARAMEDICS MAY PERFORM THIS SKILL **

Rapid Sequence Intubation

Pre-oxygenate With 100% Oxygenvia
Mask,BVM, or CPAP if Possible

Monitor OxygenSaturations

Consider
passive Ensure You Have Patent IV/10O Access
oxygenation _ .
via NRB at B Monitor the Patient's EKG :
P i
151pm
P Etomidate (See Chart) P
._ Apply the Sellick's Maneuver ;
E (Cricoid Pressure) i
g After 1Minute Administer 5
- Succinylcholine (See Chart)
P Intubate P

RSI_SiEps By Time
(T=Time){- Minus){+Plus) Minutes

A Freaxygenaie via NRB or Eﬂhﬂ-‘iﬂ'ﬂéﬁﬂz i

T-2 | _ ~ Etomidate
T-1  Atropine if needed for bradycardia
T-0 | Succinylcholine '

il T Intubate

P Verify ETT Placement via visualization, auscultation,
and continuouswaveform capnography

You May
Attempt 2

P More Times 2]
For a Total of 3

Attempts

™ P
@ Place a KingLT

A 4

- Consider Continued Sedation
p Midazolam (See Chart) P
Consider if available

Diazepam or Lorazepam

v

If Continued Agitation Exists Consider a Long Acting Paralytic

Vecuronlum [See Chart)
or
Rocurcnium (See Chart)

™

Indications \ /._ Considerations _\

Age 2 12 yearsold and 2 55ky

* A Thorough Exam is

Trauma with GC5 <8 with gag reflex Mandatory Prior To
Trauma with significant facial trauma Performing This Skill.
and paor airway control

Closed head injury or major stroke with *  You may consider
unconsciousness Midazolam 2.5-5mg in

Acute burn with airway involvement and place of Etomidate if

inevitable airway loss

Respiratory exhaustion such as severe

you suspect sepsis.

asthima, CHF ar COPD with hypoxia * Remember (2)

Overdose with AMS w
“airway is inevitable

paramedics must be an
Scene to perform this
skill. (1) must be RSI
Qualified.

here loss of




Drug Assisted Intubation

Airway RSI

RSI
Weight Based Criteria

Vecuronium
Maximum dose
10 mg (10 mL)

Etomidate Succinylcholine Rocuronium

(Amidate) (Anectine) (Zemuron)
Max Dose 30mg(15ml) Max Dose 150mg (7.5mil) Max Dose 100mg (10ml)

Midazolam Diazepam Lorazepam

(Versed) (Valium) {Ativan)
Max Dose Smg(5ml) Max Dose 10mg (2ml) Max Dose 4mg (2ml)
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ik Respiratory Distress

History Signs and Symptoms Differential
= Asthma; COPD —chronic + Shortness of breath + Asthma
bronchitis, emphysama, s Pursed lip breathing « Anaphylaxis
congestive heart failure + Decreased ability tospeak « Aspiration
+ Home treatment (oxygen, » Increased respiratory rate and s COPD (Emphysema, Bronchitis)
nebulizer) effort ¢« Pleural effusion
= Medications (theophylline, o Wheezing, rhonchi « Pneumonia
sleroids, inhalers) s Use of accessory muscles s« Pulmonary embolus
o Toxic exposure, smokeinhalation |« Fever, cough + Pneumothorax
» Tachycardia = Cardiac (Ml or CHF)
s Pericardial tamponade
s  Hyperventilation
« Inhaled toxin(Carbon
L monoxide, etc.)
A g,
( * Universal Patient Care F'mtoml)
¢' Go To
Respiratory / Ventilatory Insufficiency? Airway Protocol
IT available measure ELCO2 Y ES
Consider Airway Compromize or Foreign Body
N.D
Y
4+— YES— Rales or Signs of CHF ? o
NO
¥
Position Patient for Comfort

( 8  Vascular Access Protacol )

Wheezing Strid nr—l

Mormal Saline Nebulized

%

£ Albuterol
2 5mg-5mg

£ If No Improvement or Severe

Racemic Epinephrine Nebulized P
0.5-0.75ml of 2.25% solution in
2.0ml normal saline

Repeat Albuterol or
other Beta-Agonist

Repeat Albuterol or other Beta-Agonist
P with lpratroplum if Available
0.5 myg ipratropium bromide+ 2.5mg :

I | sulfati n If No Improvement
st ko . Contact Medical Control
l OLMC
=
H /) Consider BIPAP | CPAP H

Consider Ana laxis Protocol
- Consider C * ks )

P Epinephrine 1:1,000 F
0.3mg IM

Protocol 18




"#4  Respiratory Distress

-~
Paarls
« Recommended Exam: Mental Status, HEENT, Skin, Neck, Heart, Lungs, Abdomen, Extremities, Neuro
« Items In Red Text ara keay performance measures used to evaluate protocol compliance and care
+  EMT administration of Beta-Agenlsts {e.g., Albuterol) is restricted to patients who are under doctor’s orders with a preseription for the
drug.
+  Pulse oximetry should ba monitored continuously if initial saturation is < or = 94%, or there is a decling In patients slatus daspile normal
pulse oximetry readings.
. Caontact Medical Control prior to administaring epinephrina in pationts who are > 50 years of age, have a history of cardiac disease, or if
the patient's heart rate is =150, Epinephrine may precipilate cardiac ischemia. A 12-lead ECG should be performed on these patients.
« A silent chest in respiratory dislress Is a pre-raspiratory arrest sign.

« Capnography is:

- Required for ALL Intubated Patients, Advanced Airway Device (i.e BYAD)
. Recommended / Encouraged for all unstable patients
. [* Attachment of the Capnograph may be delayed until the scene Is safe | non-threatening]

Protocol 18




Respiratory Distress

With a Tracheostomy Tube

History

Signs and Symptoms Differential

=  Birth defect (tracheal atresia, «  Masalflaring ¢ Allergicreaction
tracheomalacia, craniofacial +  Chesl wall retraclions (with ar =  Asthma
abnormalities) without abnormal breath sounds) = Aspiration

= Surgical complications «  Aftempls locough = Saepticemia
{accidental damage to phrenic +  Copious secrelions noled coming = Foreignbody
nerve) out of the lube = |nfection

s Trauma (post-traumatic brain or s Faint breath sounds on bolh sides = Congenital heart disease
spinal cord injury) of chest despite significant « Medication or toxin

s Medical condition (bronchial or respiratory effort « Trauma
pulmanary dysplasia, muscular s« AMS
dystrophy) b 5 Cyanosis

Tracheostomy Tube,

i Tracheostomy Tube unable to be Cleared and Patient is in extremis — Remove

EMERGENT SUCTIONING of Tracheostomy Tube may be performed by ALLLevels
[when patient is unabla to breathe adequately).

( * Universal Patient Care PmtucuD

>

h 4

Trachesotomy
Tube inplacea

<

YES

< Obturator Removed ><—NO—>n_RemuveDhmratur“

1
YES

Inner Cannula
in place
{Double lumen)

|
MO

¥
Spaaking Valve
Decannulation plug
Remaoved

I
YES

NO

Y

I{:‘ Suction Tracheostomy Tube 'ﬁd

Trachesotomy

Allow Caregiver to
insert Tracheostomy Tube
-0OR-

Tube available

>

- Place Trachesolomy
@Tuhe IAppropriately sized
ETT intaslorma

MO

Remove InnerCannula

*'I§ Suction Tracheostomy Tube

Ramove Speaking Valve
Remove Decannulationplug

y
Continued
Respiratory
Distress?

E

h

Continued
Respiratory Distress

Suction Tracheostomy Tube
|
MO

%

(]
1D Monltor & Reassess

> YES—»

AssistVentilations

e il

‘ﬁ via
| TracheostomyTube |
gt OrETT i 'f

Exit to Age Appropriate
# Respiratory Distress
Protocol(s)

b A

4>ﬂ Motify Destination or Contact Medical Control E‘

o
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8 ﬂn Respiratory Distress
o

With a Tracheostomy Tube

Hrl"earls

+  Always talk to family / careglvers as they have specific knowledge and skills.

s If Tracheostomy Tube unable to be Cleared and Patient is in extremis — Remove Tracheostomy Tube.

« EMERGENT SUCTIONING of Tracheostomy Tube may be performed by ALL Levels (when patiant is unable to braathe
adequately).

Uize patients equipment if available and functioning proparly.

Estimate suction catheter size by doubling the inner tracheostomy tube diametar and rounding down,

Suction depth: Ask family / caregiver. No more than 3 to 6 cm typically. Instill 2—3mL of NS before suctioning.

Do not suclion maore than 10 seconds each attempt and pre-oxygenate before and betwean attempts.

DO NOT force suction catheler. If unable to pass, then tracheostomy tube should he changed.

Mways deflate tracheal tube cull before removal. Continual pulse oximatry and EtCO2 monitoring if availablae.

DOPE: Displaced tracheostomy tube / ETT, Obslructed iracheostomy tube / ETT, Pneumothorax and Equipment failure.

& & B 8 B 8 8
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e Asystole

L d Pulseless Electrical Activity

HISTORY Signs and Symptoms Differential
+  Past medicalhistory &  Pulzeless ¢  Hypovelemla (Trauma, AAA, other)
+  Medications s Apneic + Cardiactamponade
+  Ewvenls leading to arrest o Electrical activity on ECG ¢  Hypothermia
+  End stage renal disease . o  Drug overdose (Tricyclics, Digitalis,
s  Estimated downtime *  Noheatiohesonstsculiafion Beta blockers, G{-s:'lc:igm chan r?nl
e Suspectedhypothermia e —t blockers)
*  Suspected overdose Massive myocardial infarction
s Tricyclics Hypoxia
s  Digitalis Tension pneumothorax
s Botablockers 8% Cardiac Arrest Protocol Pulmonary embolus
e Calcium channelblockers = Acidosis
+ DNRform J b CPR Hyperkalamia
L

( Airway Protocol

The focus is on QUALITY CPR until more
{ Vascular Access Protocol

than 2 responders are on scepe

-

25 MINUTES

We will work cardiac arrest

Epinephrine every 3— mins

Airway 1 mg of 1:10,000 patients wherever they are
Management 4B Normal Saline Bolus unless there Is a safety Issue.
20cclk
Wh::;th;m ok ;nlni;e;uers g We will provide high quality
ProeR Ve e { resuscitation for 25 minutes
15lpm. Once additional ) AssessBloodGlucose s st it et
recourses arrive begin BVM - : 1 p 2 G A
ventilations P Cangm Nafil?]’m"& p decisions.
.5mg -10 mg ;
Our advanced airway device | Consider Glucagnnz =
for medical cardiac arrest P 1-2mg B
patients will be BIAD unless :
otherwise contraindicated. Consider .
P M Calcium Gluconate F
: 1-2g ' r ™
=] AT ANY TIME
P M Consider Bicarbonate® P Return of
- 3 Tmeqglkg 1 Spontaneous
E.Cnnsider Nalowone for - . - - : Circulation
suspected opioid overdose, P Consider Dopamine Infusion P
2.6lucagon for suspected Beta 2-10 mcg!kgfmln i
Blocker or Calcium Channal =
Blocker Overdose. b Consider o
A.Calcium for suspected F @ Chast Dacomprassion® P *
Calcium Channel Blocker . =
alileign o Hyueolent B Consider Atropine (Rale < 60) - RGO tG,th';lﬁt
LB mci;honate I'nlrchrinyr:Iir: : FROSC occurs  0-5mg ﬂ:?ﬁ:ﬂcnlﬂ“
Owverdose, Hyperkalemia, Rena ._
Failure pl & Consider External Pacing p \ 3
5. Consider Chest ey D If ROSC accurs
Decompression for Tension . Censider Epinephrine Infusion it
Pneumothorax P -, ; P
H 2 &) 2-10mecg/min -
h
Criteria for Notify Destination or
STOP Resusciranion  [€—YES Discontinuation Contact Medical Control

Protocol 20



™ Asystole
o Pulseless Electrical Activit

Ensure you have 1,600mcg/ml Concentration for this chart - Mix 400mg Dopamine in 250ml
Then use a 60gtts sot and deliver the number indicated below by drops per minute {ar ml/hr)

Patients Weight in LBS

Patients wiiﬂt in KG
36 5 [ 10 ] 20 [ 30 | 40 | so0 | e0 | 70 | 80 | 9o [ 100 | 130 | 120 | 130 | 140

11 | 23 [ as | 66 | 88 | 110 | 132 | 154 | 176 | 198 | 220 | 243 | 265 | 287 | 308
_f2meg o0 3 [Nl s [RRE ¢ [ z AN o [SeE 1
E M BB BN EN O ER BN E

5 mcg

11 15 19 23 e | 30 34 38 a1 A5 49 53
11 17 23 28 34 39 45 51 56 62 68 ] 9
15 23 30 a8 45 53 a0 it} 75 83 a0 98 105

Epinephrine Drip Chart

Ensure you have 8mcg/ml Concentration for this chart - Mix 2mg Epi 1:1,00 in 250ml
Then use a 60gtts set and deliver the number indicated below by drops per minute {or mi/hr)

10 mcg

15 mcg

[ e - == ]
o N e =)
F= = I L

|__MCG/KG/MiP

20 mcg

#{?V- gtts/min
2 mcg 15
=
= 4 mcg 30
Bl_6mcg 45
g 8 mcg 60
10 meg 75
'?'aarls
s Recommended Exam: Mental Status
s Consider each possible cause listed in the differential: Survival is based on identifying and correcting the cause!
» Discussion with Medical Control can be a valuable tool in developing a differential diagnosis and identifying possible

treatment options.

A
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gﬁ'} Atrial Fibrillation

Supraventricular Tachycardia

History Signs and Symptoms Differential
¢ Medications + Sustained HR = 150/Min » Heart disease (WPW, Valvular)
(Aminophylling, Diet pills, = QRS <.12Sec(ifQRS >.12sec, |+ Sick sinus syndrome
Thyraid supplements, go to V-Tach Protocol « Myocardial infarction
Decongestants, Digoxin, s |If history of WPW, go toV-tach |+ Electrolyte imbalance
Ritalin, Adderall) Protocol « Exertion, Pain, Emotional stress
+ Diel {caffeine, chocolate) s Dizziness, CP, SOB * Fever
= Drugs (nicotine, cocaing) . Potential presenting rhythm = Hypoxia
« Past medical history Atrial/Sinus tachycardia « Hypovolemia or Anemia
+ History of palpitations /heart Adrial fibrillation / flutter + Drug effect / Overdose (see HX)
racing Multifocal atrial tachycardia s  Hyperthyroidism
= 5 !
\ yncope [ near syncope A ) ': Pulmonary embolus
( * Universal Patient Care F'mtnml)
£
( * Vascular Access Protocol ) If patient is unstahte_
and for vaseular accessis
problematic —initial
Cardiac Monitor / therapy with
12 Lead EKG Acquisition synchronized alactrical
Cardiac Monitor / cardioversion is
EKG Interpretation warranted
STABLE Unstable/Alterad Mental
Statius"
P Consider Ee;zndiazepinas P
Rhythm Regular ~ |Midazolam (Versed)img-2mg |~
Synchronized Cardioverslon )
P‘ : Marrow Regular B
| 100j - 200j - 300j-360j |
—
TES e Synchronized Cardioversion
l P_ Marrow Irregular P
' 200j - 300j - 360j
May attermpt Valsalva or other -
p | Vagal Maneuver initially and aller | o
P each drug administration if R o3 Exil iLR; yﬂ:m r?;ar;gE?u |
indicated 8 IPIpEaIS-REna
. Adenosine
P | istdosage6mg  2nd Dosage 12mg | P
Max of 18mg 5
4
PERSISTENT - r ) ConsiderDiltiazem
Tachydysrhythmia ] F 20mg given over 10 min P
P Consider Metoprolol Cie
* | 5mg slow IV push may repeat 1x B
Notify Destination or P Repeal
Contact Medical Conirol 12 Lead EKG Acquisition

Protocol 21




Atrial Fibrillation

ofis
e Supraventricular Tachycardia

« Diltiazem 20mg into 100ml bag using 10gtt set. Administer over 10
minutes.

« May Repeat once dosage is 25mg.

- DO NOT perform carotid massage for vagal maneuver.

=
Pearls
+ Recommended Exam: Mental Status, Skin, Neck, Lung, Heart, Abdomen, Back, Extremities, Neuro
» If patient has history or 12 Lead ECG reveals Wolfe Parkinson White (WPW), DO NOT administer a Calcium Channel
Blocker {e.q., Diltiazem) or Beta Blockers.
Calcium Channel Blocker administered ONLY with Namow Complex Tachydysrhythmia.
Adenosine may not be effective in identifiable atrial flutterffibrillation, yet is not harmful.
Monitor for hypotension after administration of Calcium Channel Blocker or Beta Blockers.
Maonitor for respiratory depression and hypotension associated with Midazolam.
Continuous pulse oximetry is required for all SV/T Patients.
Document all rhythm changes with monitor strips and obtain monitor strips with each therapeuticintervention.

e s L S S .
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Bradycardia

History Signs and Symptoms Differential
+  Past medical history «  HR < 60/min with hypotension, ¢ Acute myocardial infarction
s Medications acute altered menlal status,chest |«  Hypoxia
+ Beta-Blockers pain, acute CHF, seizures, + Pacemaker failure
s Calcium channel blockers syncope, or shock secondary to = Hypothermia
= Clonidine bradycardia + Sinus bradycardia
»  Digoxin = Chestpain s Athletes
« Pacemaker + Respiralory distress « Head injury {elevated ICP) or
s  Hypotension or Shock + Stroke
= Altered mental status + Spinal cord lesion
s«  Syncope « Sick sinus syndrome
= AV blocks (17, 2, or37)
\_ A A» Overdose

C * Universal Patient Care F"mtan

( * Vascular Access Protocol )
v

Cardiac Monitor /
12 Lead EKG Acquisition

Cardiac Monitor /
EKG Interpretation

Continue to Monitor = o >
andReassess fe—0 HR = 60 / min with hypotension, acute altered
= — mental status, chest pain, acute CHF, seizures,
o) syncope, or shock secondary lo bradycardia
YES
= v
48 Atrapine
- 0.5mg may repeal max of 3mg P
P 1 in setting of Myocardial Infarction do NOT aive L
Atropine if there is a Wide Complex Riwthm

Hypotension with
Mo Evidence of PulmonaryEdema

(* Hypntansiar)
Protocol

MO
k4
J p = Ezuns ide; gnpamine Infusion =~
il mecg-10m min L0
g-10meg/fkg/

Consider External Pacing ;
p | [ eerlyin the unstable patient (Especially in 'Pi
2 7™ or 3" Degree Heart Block) s
s Set the rate 1o 70 3
P |  Consider Epinephrine Infusion | P
t 2meg-10meg per min Iz

i i

!

Notify Destination or Contact Medical Control

M
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Bradycardia

Ensure you have 1,600mecg/ml Concentration for this chart - Mix 400mg Dopamine in 250ml
Then use a 60gtts set and deliver the number indicated below by drops per minute {or mi/hr)

Patients Weiglltin KG
25] 5 [ 10 | 20 [ 30 [ 40 | s0 | e0 | 70 | 80 | 90 | 100 | 110 | 120 | 130 | 140
Patients Weight in LBS
6 | 11 | 22 | a4 | 66 | 88 | 120 | 132 | 154 | 176 | 198 | 220 | 243 | 265 | 287 | 309
|2 meg Byl o 1 2 SR 5 5 b BN 3 | 9 10 1 |
:5mcg 0| i 2 4 6 8 9 11 13 15 17 19 21 3 24 26
glﬂmcg_. 1 2 4 8 11 | 15 19 n 26 30 i 38 M 45 49 53
B'ﬁm,:g 1 3 6 |1 |17 | » 8 | 34 | 3 45 51 56 62 68 73 79
20meg| 2 4 8 15 | 23 | 30 18 45 53 4] 68 75 a3 4] 98 105

Epinephrine Drip Chart

Ensure you have 8mcg/ml Concentration for this chart - Mix 2mg Epi 1:1,00 in 250ml
Then use a 60gtts set and deliver the number indicated below by drops per minute (or mi/hr)

#"‘ gtts/min
il 2 mcg 15
= 4 mcg 30
Gl _6mcg 45
E 8 mcg 60
10 mcg 75
Consider:

Glucagon- 1mg if patient still bradycardic and on beta blockers
Calcium Gluconate- 1-2g if patient still bradycardic and on calcium channel
blockers

Ir"I;"«aaﬂs'.

Recommended Exam: Mental Status, Neck, Heart, Lungs, Neuro

The use of Lidocaine, Beta Blockers, and Calcium Channel Blockers in heart block can worsen Bradycardia and lead to
asystole anddeath.

Pharmacological treatment of Bradycardia is based upon the presence or absence of symptoms. If symptomatic treat,

if asymptomatic, monitor only.

In wide complex slow rhythm consider hyperkalemia.

Remember: The use of Atropine for PVCs in the presence of a Ml may worsen heart damage.

If vascular access is problematic and the patient is symptomatic, initial therapy with external pacing may be warranted.

Consider treatable causes for Bradycardia (Beta Blocker OD, Calcium Channel Blocker OD, elc.)

Protocol 22




S5 4 Cardiac Arrest

History: Signs and Symptoms: Differential:
» Events leading to arrest = Unresponsive s Medical vs Trauma
+ Estimated downtime «  Apneic e V. fib vsPulseless V. tach
« Pasl medical history * Pulseless = Asystole
+ Medications +« Pulseless electrical activity
s Existence of terminal iliness {(PEA)
«  Signs ol lividily, rigor morlis
+  DNRform
\ A A
( B
( * Universal Patient Care Pmtan
AT ANY TIME
Return of Spontaneous
b 4 ;
Circulation
. o Criteria for Death /No
Withhold resuscitation [+—Yes—| * Resiscitation )
|
No
¥
0 Begin Continuous CPR Go to Post
Compressions Resuscitation Protocol
Contact / Notify
Medical Control or Bl ¥ *
Supervisor**
i ALS Available ? \ /

——N =

v h A -
AED P Q) Assess Rhythm | P

¥

L 4
i :
5 Go To Go To Age Appropriate R
Airway Pratocol * Bekiaidy
Ventricular Fibrillation

* Pulseless Ventricular

Tachycardia
Pulseless Electrical Actlvity

\ Asystole y,

W

Attempt to maintain an ET CO2 level
of 10mm HG during CPR.
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H’s of ACLS

Signs Treatment

CLass

Hypokalemia/
Hyperkatemia s

Hypothermia | B ¥ . Thrombnosis
vpec ; {Coronary)

e
Pearls

» Recommended Exam: Mental Status

« Success is based an proper planning and execulion. Procedures require space and patient access. Make room to
wark.

s Reassess airway frequently and with every patientmove.

« Maternal Arrest - Treat mother per appropriate prolocol with immediate notification to Medical Control and rapid
transport.

+ High guality compressions with timely defibrillation are the keys to success.
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Chest Pain: Cardiac and STEMI

History Signs and Symptoms Differential
+  fAge e CP (pain, pressure, aching, «  Trauma vs. Medical
s Medications vicelike tightness) * Angina vs. Myocardial infarction
+ Erectile Dysfunction Medication |+ Location (substernal, epigastric, = Pericarditis
+« Past medical history (MI, Angina, arm, jaw, neck, shoulder) «  Pulmonary embolism
Diabetes, post menopausal) + Radialion of pain s Asthma /COPD
»  Allergies (Aspirin, Morphine, s Pale, diaphoresis s  Pneumothorax
Lidocaine) s Shortness of breath s Aortic dissection or aneurysm
Recent physical exertion * MNausea, vomiting, dizziness + GE reflux or Hiatal hernila
Palliation / Provocation + Time of Onset » Esophageal spasm
Quality (crampy, constant, sharp, s Chest wall injury or pain
dull, ete.) *  Pleural pain
Region / Radiation / Referred * Overdose (Cocaine) or
Severity (1-10) Methamphetamine
Time (onset /duration /repelition
k. ( P ) A I\
C* Universal Patient Care PrﬂtemD
Cardiac Monitor /
12 Lead EKG Acquisition j Positive Acuts MI
Cardiac Monitor / P (STEMI =1 mmST
EKG Interpretation g Segment Elevation in
2 Contiguous Leads
(* ascular Access Protocol 4
Transport based on
l EMS Systermn STEMI Plan
— With Early Notification
= Aspiiy (L inless Allermy) Keep Scene Time to < 15 minutes
324mg
o Nitroglycerin SL
0.4mg Q every 5 minutes
F"‘. F o Consider Nitroglycerin Paste
i 1" of paste

k. A
( * Continuad Pain: Pain Control Frutor.:nl)

{per Local Medical Conirol)

Consider Anti-Emetics for
E 48 MauseaNomiting
Ondansetron 4mg
{may repeat once)
Promethazine 12.5mg

Go To Appropriate Protocol:
* Hypotension Pratocol

Dysrhythmia Protacols M Notify Destination or H

[ Contact Medical Control

Protocol 24



ﬁn Chest Pain: Cardiac and

=

8 vimmersr L

5 kN T

¥ s e e
! 'ls-{ ﬂ"[r'-“m
"-"--l—-—'-r-r-r' T

wir] f | A
Lead 11 A %‘
| A |V

* A patient should have a SBP of 30 or greater to administer Nitroglycerin.
+  Preform serial 12 leads every 10 minutes aon NON STEMI patients,
= Aright sided 12 lead must be preformed on patients with INFERIOR MI to rule out right sided involvement.
« DO NOT Administer Nitroglycerin in patients experiencing and INFERIOR M1 or an Ml with right sided
involvement.
* Consider a posterior 12 lead if depression is present in leads V1-V4.
« COMBO PADS MUST BE PLACED ON ALL STEMI PATIENTS
« |f able limit IV sticks to left arm.
Ir"_F'e.-aari,s
Recommended Exam: Mantal Status, Skin, Neck, Lung, Hearl, Abdomen, Back, Extremities, MNeuro
ltems in Red Text are the key performance indicators for the EMS Acute Cardiac (STEMI) Care Toolkit

Positive Acute MI (STEMI = cardiac symptoms > 15 minutes and 5T segment elevation of 1 mmin 2 or

maore Anatomically Contiguous Leads

e *High Risk: Cardiogenic shock — inadequate tissue perfusion due to low cardiac output. Systolic Blood Pressure 80 mm Hg in
sotting of acute myocardial infarclion. (Killip class Il

e  Patients with STEMI {ST-Elevation Myocardial Infarction} or positive Reperfusion Checklist should be transported to the appropriate
destination based on the EMS Syslem STEMI Plan

« Avoid Nitraglycerin (NTG) in patients who use erectile dysfunction medication (Viagra or Levitra < 24 hours; or Clalls < 36

hours) due to possible severe hypotension.

*Travel Tima defined with understanding that PCl can be completed within 90 minutes or less including transport time,

Document the time of the 12-Lead ECG in the PCR as a Procedura along with the interpretation {(EMT-P)

Mitroglycerin may be repeated per dosing guidelines. Paramedics repeat dosing with NTG unless hemodynamicallyunstable.

If patient has taken NTG without relief, consider potency of medication,

Monitor for hypotension after administration of NTG and/for Narcolics / Opiates

Perform a patient interview, examination and treatment as simultaneously and expedienily as possible, do not excessively delay

treatment or transportation of this patient.

+ Diabetics and geriatric patients often have atypical pain, or only generalized complaints.

AV IVIHN
VIA|IVIAN
VIAIV A

® 8 & F 8 @
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“‘ﬁn Chest Pain: STEMI Transport

( * Universal Patient Care Pi"ﬂtﬂﬁﬂl)

¥

b
( # CHEST PAIN & STEMI FrﬂtﬂmD

h A

YES Unstable Airway, Cardiac Arrest,
f and/or Hemodynamic Instability
Transport to nearest facility to ulo
stabhilize l
Travel time* to PCl Center
YES =60 minutes

Early Notification / Activation
where feasible

h A

Transport to nearest
STEMI Receiving Hospital

*Consider Air Medical Activation if
time to Cath Lab can be achieved in
<60 minutes and is NOT
ACHIEVABLE by Ground Transport

Protocol 25
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Chest Pain: STEMI Transport

Protocol 25

2019




"333 CHF/Pulmonary Edema

History Signs/Symptoms Differential
+ (Congestive heart failure & Respiratory distress, bilateral rales | «  Myocardial infarction
« Past medical history +« Apprehension, orthopnea s Congestive heartfailure
» Medications (Digoxin, Lasix) « Jugular vein distention s Asthma
« Erectile Dysfunction Medication |s Pink, frothy sputum + Anaphylaxis
s Cardiac history —past myocardial | = Peripheral edema, diaphoresis = Aspiration
infarction s Hypotension, shock « COPD
s Chestpain » Pleural effusion
+ Pneumonia
« Pulmonary embolus
s Pericardial tamponade
% ). 1 A" Toxic Exposure
{ * Universal Patient Care F’rﬂiomo
W
Obtain and Record Pulse Ox
I Obtain and Record EtC0O2
&) ifavailabla
k.
7 Supplemental Cxygaen to maintain
@ Sat greater than 94%
,.ra Consider CPAP | BIPAP if Available
May use Nitroglycerin Paste il available
- - :
1" applied to chest
\ |
( * Vascular Access Protocol )
L
Cardiac Monitar / 12 Lead ECG Acguisition
P Cardiac Monitar / 12 Lead ECG Interpretation _FT
If Cardiogenic Shock
n Motify Destination or Contact Medical Control s;zigﬁ:;{;’%‘;?gz’:r
{see Pearls)

& Consider (1) Benzodiazepine
P if needed to better tolerate CPAP/BIPAP
' Midazolam (Versed) 1-2 mg

Diazepam- if available see pearls
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Ensure you have 1,600mecg/mi Cancentration for this chart - Mix 400mg Dopamine in 250ml
Then use a 60gtts set and deliver the number indicsted belaw by drops per minute {or mifhr)
Patients Weight in KG
25 ] s | a0 | 20 [ 30 | a0 | so | eo | 70 | s0 | oo | 100 | 120 | 120 | 130 | 140
Patients Weight in LBS
B 11 22 44 {513 88 110 132 154 176 198 220 243 265 287 309
2meg | O ] 1 2 2 : |4 5 5 3 7 8 8 9 10 1
Ssmeg | 0 1 2 & ) 9 11 13 15 17 19 P 73 24 20
g]mm-:x 1 2 4 8 i | 15 19 23 26 30 34 38 41 45 49 53
& = [ - — I o |
115 meg 1 3 [ BN E a9 45 51 56 62 68 73] 1 |
20meg| 2 4 & 15 23 30 38 45 53 &0 68 75 83 90 a5 105
Epinephrine Drip Chart
Ensure you have 8mcg/ml Concentration for this chart - Mix 2mg Epi 1:1,00 in 250ml
Then use a 60gtts set and deliver the number indicated below by drops per minute (or mi/hr)
?:[“" gtts/min
= 2mcg 15
E 4 mcg 30
©l_6mcg 45
|
S| 8mcg 60
10 mcg 75
'fl;earts
s Recommended Exam: Mental Status, Skin, Neck, Lung, Heart, Abdomen, Back, Extremities, Neuro
* |tems in Red Text are key performance measures used to evaluate protocol compliance and care
s Avold Nitroglycerin in any patient who has used erectile dysfunction medication {Viagra or Levitra <24 hours; or Clalls <36

hours) due to potential severe hypotension.

If patient has taken nilroglycerin without relief, consider potency of the  medicalion.

Consider myacardial infarction in all these patients. Diabetics and geriatric patients often have atypical pain, or only generalized
complaints.

Carefully monitor the level of consciousness, BP, and respiratory status with the above interventions.

Allow the patient o be in their position of comfort to maximize their breathing effort.

Document CPAP application using the CPAP procedure in the PCR. Document 12 Lead ECG using the 12 Lead ECG procedure,
If available Diazepam (Valium) 5mg-10myg
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Eﬁjs Hypothermia-Induced

History: Eigns and Symptoms: Differenﬂal:
+  Non-traumatic cardiac arrest = Return of pulse = Continue to address specific
(drowning and hanging are differentials associated with the
permissible in this protocol) ariginal dysrhythmia

Return of Spontaneous Circulation
(ROSC)

Post-
Resuscitation
Protocol

%

b A

Mo—_ | Criteria for Induced Hypothermia and
Initial Temperature > 34 °C /93.2°F

r

Unsuccessful Advanced airway in place with
I_ ETCO;> 20 mmHg
Succoessful—® Perform Neuro Exam

w

Expose Patient and Apply lcePacks
To Head, Axilla, and Groin

A J

Continue to Monitor
## Consider Hypotension Protocol Temperalure.
GoTa
Post-Resuscitation
Protocol
Discantinue Cooling i 2 &
Measures, Reassess Reassess Temperature,
temparature every 10  |4<33 CI81.4F — Target=91.4°F(33°C); — >33/ A e
minutes. Continue Post- R = 89.6 — o — 349 o
Resuscitation Care. AT A0 F IR~ G Shivering

>33%¢/91.4°F and Patient Shivering

Shivering Stops

a Consider Midazolam (Versed)
5-10mg

Still Shivering

Post-
Resuscditation
Protocol

#

N - Consider Opiates or Paralytics s
R See Pain Control and/orRSI | P
£ Protocols I
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Hypothermia-Induced

—
Pearls

If BIAD is already in place = DO NOT REMOVE to intubate
If no advanced airway can be obtained, cooling may

only he initiated on order from online medical control
Take care to protect patient modesty. Undergarments
may remain in place during cooling

Do not delay transportte cool

Freguently manitor alrway, especlally after each patient
maove

Patients may develop metabolic alkalosis with cooling. Do
not hyperventilate.

Induction of hypothermia REQUIRES transport of patiant to a

facility capable of continuing/maintaining hypothermia
protocol.

V'I_nclusiun Critaria for Inducad Hypotharmia

v

% AU

EXCLUSI

J

Protocol 27

ROSC not related to blunt/penatrating trauma or
hamorrhage

ADULT Patients ONLY. NOT FOR USE IN PEDIATRICS
Temperature after ROSC greater than 34°C/93.2°F degrees

Advanced airway in place with no purposeful response to
pain

Comatose after ROSC; GCS < 3 AND Mo purposecful
movement

riteria fi

Uncontrofled Gl Bleeding

Conflict with Do Mot Resuscitate (DNR] ardar,
Major intracranial, Intra-tharagic, or intra-ahdominal surgery within last 14
days.

Sapsls 22 suspected cause of cardiac srrest.

Eimavasniﬂarimlahilﬂ,- as evidenced by: uncontrollablie arrhythmias,

rmia

refraclary hypotlension.
YO e S

2019




Post Resuscitation

Y signsiSymptoms Y Differential
s Respiratory arrest ¢ Return of pulse « Continue to address specific

¢ Cardiacarrest differentials associated with the
original dysrhythmia

™
)@ Repeat Primary Assessment

¥
( #%  Consider Induced Hypothermia Pmtaml)

Continue ventilatory support
£ #0732 5ats S4%
@ »ELCO2 ideally 35 - 45
' DO NOTHYPERVENTILATE
Remove Impedance Threshold Device

h

(* Vascular Access Protocol )

C# Airway Protocol )

;;E} Cardiac Monitor / 12 Lead ECG Acqulsition

| & Vital Signs

‘q} Cardiac Monitor / 12 Lead ECG Interpretaion

Continue Anti -Arrhythmic if Return of
Spontansous Clreulation (ROSC) was
associated with ils use and there Is continued ectopy.

STEMI .
4
Protocol

Significant Ectopy Bradycardia
Hypotension
——— Venlricular Bradycardia
yE Tachycardia %
Protacal s

* Pr;m:ﬂl *

A A

f x If arrest reoccurs, revert to \
* appropriate protocol andfor [
initial successful treatment

{
l

n Notify Destination or Contact Medical Control n

Protocol 28



Post Resuscitation

aarls
Recommended Exam: Mental Status, Neck, Skin, Lungs, Heart, Abdomen, Extremities, Neuro
Hyperventilation is a significant cause of hypotension and recurrence of cardiac arrest in the post resuscilation phase and mustbe
avoided al all cosls.
Most patients immediately post resuscitation will require ventilatory assistance.
The condition of post-resuscitation patients fluctuates rapidly and continuously, and they require close monitoring. Appropriate post-
resuscitation management may best be planned in consultation with medical control.

s Common causes of post-resuscitation hypolension include hyperventilation, hypovelemia, pneumothorax, and medication reaction to

ALS drugs.
s Titrate Pressor Agent to maintain a systolic blood pressure = 100 mmHg. Ensure adequate fluid resuscitation Is ongoing.

-t'ﬂ-“l
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Ventricular Fibrillation

Pulseless Ventricular Tachycardia

Protocol 29

History Signs and Symptoms Differential
¢ Estimated down time = Unresponsive, apneic, pulseless = Asystole
= Past medical history = Ventricular fibrillation or ventricular | «  Artifact / Device failure
s Medicalions tachycardia on ECG e Cardiac
= Events leading toarrest s Endocrine [ Metabolic
« Renal failure / dialysis « Drugs
\* DNR or living will ¥ 3 A+ Pulmonary
(* Cardiac Arrest Prolocol ) The focus is on QUALITY CPR until
=N Defibrillate x 1 mare than 2 responders are on scene
Pl & 200j- 300j - 360jescalate as neaded | ©
fuie———— =
Alrwary T AT ANY TIME
Management (o Airway Protacol ) Return of
When there are only 2 _ = Spontanegus
rescuers provide Oxygen via ' 5 cycles of CPR Circulation
MRB @ 15lpm. Once
additional recourses arrive r
begin BVM ventilations (* Vascular Access Protocol )
Our advanced airway *
device for medical cardiac T Go to Post
arrest patients will be BIAD [5{} Check Rhythm and Pulse ] Resuscitation
unless otherwise Protocol
contraindicated. < - /
4 ( ATANYTIME )
_ Rhythm Changes to
P _ Defibrillate P Nonshockable
We will work cardiac arrest Epinephrine
patients wherever they are 5 {May repeat @ 3 -5 minutes) :
unless there is a safety i - P
issue. 1mg of 1:10,000 *
We will provide high v Got
ot phit e [I“- After 5 Cycles of CPR Check Rhythm and P i
guality resuscitation for £ e s e ol J appropriate
25 minutes prior to | L protocol
making transport - Defibrillate x 1
decisions. &D 200j - 300j - 360]escalate as needed
- Consider Anti-Arrhythmic:
Amiodarone 300mg May repeat 150mg
or
Lidocaine 1mg - 1.5mg/kg may repeat0.5-
: Q.7oma/kg '
n E) Continue CPR x 5 cycles ”
Notify Destination Y
Or Contact NO—[ * Criteria For Dizcontinuation? YES—» sTOP RESUSCITATION
Medical Control

2019




Ventricular Fibrillation
Pulseless Ventricular Tachycardia

H’s of ACLS T’s of ACLS

Causes  Signs Treatment ~Causes  Signs Treatment

Tamponade

Hypovolemia (Cardiac)

Hypoxiad |
Hypoxemia i
t

{

Tension

Hydragenfon | |
E! GRS comples o Pregmothorax

5

Thrombosis
(Pulmanary)

Thromiosis
{Coronaryy

+ Polymorphic V-Tach (Torsade de Pointes) may benefit from

administration of magnesium sulfate 1-2mg.

I"i;'malrls

+« Recommended Exam: Mental Status

« Reassess and document endotracheal tube placement and EtCO2 frequently, after every maove, and at transfer of care.

«  Calcium and sodium bicarbonale If hyperkalemia is suspected (renal failure, dialysis).

« Treatment priorities are: uninterrupted chest compressions, defibrillation, then IV access and airway control.

« Do notstop CPR to check for placement of ET tube or fo give medicines.

« If arrest not witnessed by EMS then 5 cycles of CPR prior to 1% defibrillation.

. Effectiva CPR and prompt defibriliation are the keys to successful resuscitation.

« i BVM is ventilating the patient successfully, intubation should be deferred unfil rhythm has changed or4 or 5 defibrillation
soquences have been completed.

 FE—
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Ventricular

Tachvcardia

History Signs and Symptoms Differential
s  Past medical history/ » Ventricular tachycardia on ECG s Artifact / Davice failure
« medications, diet, drugs. {Runs or sustained) + Cardiac
* Syncope [ nearsyncope + Conscious, rapid pulse = Endocrine | Metabolic
« CHF *  Chesl pain, shortness ofbreath =« Drugs
+  Palpilations » Dizziness ¢ Pulmonary
+ Pacemaker « Rate usually 150 - 180 bpmfor
* Allergies: lidocaine / novacaine sustained V-Tach
L & QRS = .12 8ec A
( * Universal Patient Care Fmtam)
il Cardiac Monior /
12 Lead EKG Acquisition
ol Cardiac Maonitor /

EKG Interpretation

v

} Palpable Pulse If Rhythm Changes
No——— * Wide, Reqular Rhythm Or Becomes Pulseless

Exit 1o
Approprizte
Protocol

%

* QRS =0.12s Exit to Appropriate Protocol

‘lf

(* Vascular Access Protocol )

Stable—— Unstable————

X

Consider Adenosine * [Regular [ -
P [ Monomorphic Rhythm Only] P . = Consider Benzodlazepines i
i1stdozage 6mg  2nd Dosage 12 mg = P g 4 P
Mok o 1Bmg 5/ Midazolam 1-2mg | ¥
& AntiArrhythmic Therapy ~ | Synchronized Cardioversion
) = - D May Repeat as Needed T
p | Amiodarone 150mg over 10 mins | g P ) i ) P
; : ar : 100j - 200j - 300j - 360j
Lidocaing 0.5mg - 0.75mglkg

- k " P Polymorphic Ventricular Tachycardia P |
If Unsuccessful - Rapid Transport YES | Unsynchronized Cardioversion
with Early Destination Notification 200j, 300j, 360j

. 4 A {increase and repeat as needed)

w

[ EBecomes Unstable 7 ]—

NO 3

_ ' 48 Antiarrhythmic Therapy
| Amiodarone 1500?19 over 10 mins | p-

Lidocaine 0.5mg - 0.75mg/kg

3 Repeat
& 12 Lead EKG Acquisition

!

M Motify Destination or
i Contact Medical Control
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Ventricular

+  Amiodarone Maintenance Infusion- 150mg into a 100ml bag of D5W, use
10gtts, administer 40gtts/min

» Lidocaine (premixed bag) -2g into 500ml=4mg/ml. Doseage is 2-4mg/min.
Use 60gtts. 30gtt/min=2mg/min, 45gtt/min=3mg/min,
60gtts/min=4mg/min.

<+ Polymorphic V-Tach (Torsades de Pointes) may benefit from the
administration of Magnesium Sulfate if available.

(‘
Pearls
s Recommended Exam: Mental Status, Skin, Neck, Lung, Heart, Abdomen, Back, Extremities, Neuro
« For witnessed / monitored ventricular tachycardia, try having patient cough.
s If presumad hyperkalemia (end-state renal disease, dialysis, elc.}, administer Sodium Bicarbonate.
s * Adenosine should NOT be given for unstable or for irregular or for polymorphic wide-complex tachycardias
as it may cause degeneration of the arrhythmia to Ventricular Fibrillation.
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Abdominal Pain

History Slgns and Symptoms Differential
+  Age +  Pain (location / migration) ¢+ Ppeumonia or Pulmonary embolus
s Pasl medical ! surgicalhistory * Tendemness o  Liver (hepatitis, CHF)
+  Medications « Mausea ¢ Peptic ulcer disease | Gastritis
= Onset « Vomiting ¢ Gallbladder
+  Paliiation / Provocation s Diarrhea &«  Myocardial Infarction
*  Qualily (crampy, constant, sharp, dull, |« Dysurla +=  Pancreatitis

etc.) « Constipation «  Kidneystone
* Region / Radialion { Referred « Vaginal bleeding /discharge « Abdominal aneurysm
s Severity(1-10) s Pregnancy *  Appendicitis
»  Time (duration / repetition) Associated symptoms: (Helpful to s  Bladder | Prostate disorder
& Fever localize source) = Pelvic (PID, Ectopic pregnancy,
¢ Last mealeaten Fever, headache_, weakness, malaisa, Ovarian cyst)
e  [ast bowel movement [ emesis myalgias, cough, headache, mental status |« Spleen enlargement
e Menstrual history{pregnancy) changes, rash s Diverticulitis

+ Bowaelobstruction
L A A Gastroenteritis (infectious)
( * Universal Patient Care F'mtﬂan
C * Vascular Access Protocol )
li‘fE 3
* Hypotansion
Protocol asindicated NO
Nausea
¥ And [ or YES
Vomiting
h
Consider

MO

!

' I|| - Anti-emetics:

Consider
( * Chest Pain Protocol Ondansetron 4mg
Pain Control Protocol {may repeat once)
Promethazine
12.6mg

Notify Destination or
Contact Medical Control
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Abdominal Pain

.Y

QUADRANTS OF ABDOMEN
DIFFERENTIAL DIAGHOSIS (PAIN)

Exophagitis

Spileen Abscess
Acute Splenomegaly
Spleen Ruplure

Appendicitls (seviy)
- Mosexterk odesitis
Mackelvdivartielivly

Eymigfapmng

LEFT ILIAC .
Divertfoulitis

Uicerative (aiitls
Comstipation

Bhvri Cyst

Fernigs

R

earls
Recommended Exam: Mental Status, Skin, HEENT, Neck, Heart, Lung, Abdomen, Back, Extremities, Neuro
Document the mental status and vital signs prior to administration of anti-emetics.
Abdominal pain in women of childbearing age should be trealed as an eclopic pregnancy until proven otherwise.
Antacids should be avoided in patients with renal disease.
The diagnosis of abdominal aneurysm dissection should be considered with abdominal pain in patients over 50,
Repeat vilal signs after each bolus.
Appendicitis may present with vague, peri-umbilical pain which migrates to the RLQ over lime.
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ﬁin Altered Mental Status

History Signs/Symptoms Differential
«  Known diabetic, madic alerttag + [Decreased mental status or lathargy e Headtrauma
+  Drugs, drug paraphermnalia « Change in baseline mental status e CHNS (stroke, tumor, seizure,
«  Reportof illicit drug use or toxic s+  Bizarre behavior infection)
ingestion s  Hypoglycemia (cool, diaphoreticskin) |« Cardiac (MI, CHF)
*  Past medicalhistory +  Hyperglycemia (warm, dry skin;fruity | Hypothermia ! Hyperthermia
s Medications breath; Kussmaul resps; signs of s Infection (CNS, Sepsis, Other)
= History of trauma dehydration) s  Thyroid (hyper / hypo)
* Change in condition *  lrritability »  Shock (saptic, metabolic,
& Changes in feeding orsleep habits traumatic)
+ Diabetes (hyper I hypoalycemia)
¢ Toxicologic or Ingestion
« Acidosis/ Alkalosis
+ Environmental exposure
¢  Pulmonary (Hypoxia)
« Electrolyte abnormality
X g P Psychiatric disorder

C 8  Universal Patient Care F'mtumD

Spinal Motion Restriction Protocol
* when circumsiances suggest

meachanism of injury

v
( ¥  Vascular Access Protocol )

h A

H Assess Blood Glucose H % Glucose Management Frolmnl)
s * Consider Maloxone
] {if Respirations Depressad)

Caonsider Other Causos
Exit to Appropriate Protocol

Consider
12 Lead ECG Acguisition

Consider
Cardiac Monitor / EKG Interpretation

| * Consider Hypotension Protocol }

Pulse Oximetry

Capnograpy

Motify Destination or
Contact Medical Control
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(Pearls

+ Recommended Exam: Mental Status, HEENT, Skin, Heart, Lungs, Abdomen, Back, Extremities, Neuro. Pay
careful attention to the head exam for signs of bruising or other injury.

Maloxone may be given by EMRs, EMTs, or AEMTs by either auto-injector or nasal spray only per local medical

controloption.

Be aware of AMS as presenting sign of an environmental toxin or Haz-Mat exposure and protect personal safety.

It is safer to assume hypoglycemia than hyperglycemia if doubt exists. Recheck blood glucose after Dexirose or
Glucagon.

Do not let alcohol confuse the clinical picture. Alcohelics frequently develop hypoglycemia and may have
unrecognized injuries.

\» Consider Restraints if necessary for patient's and/or personnel's protection per the restraint procedure.
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Back Pain

History Signs and Symptoms Differential
s Age = Pain (paraspinous, spinous + Muscle spasm / strain
s Past medical history «  process) + Herniated disc withnerve
s  Past surgical history «  Swelling + Compression
s Medicafions = Pain with range of motion « Sciatica
s Onset of pain [ injury s« Exfremily weakness * Spine fracture
s  Previous backinjury s Exitremity numbness + Kidney stone
s  Traumatic mechanism =  Shooting pain into an extramity = Pyelonephritis
s Location of pain +« Bowel / bladder dysfunction «  Aneurysm
« Fever + Pneumonia
s |Improvement or worsening with s Spinal Epidural Abscess
activity « Metastatic Cancer
\ A Al
( %k  Universal Patient Care F‘mtﬂr:.ni)
b 4
Spinal Molion Injury or Traumatic
( * Restriction F'mtomD‘ LS Mechanism
h 4
Signs of Shockor
Hemodynamic Instability NO

YES i ;
l ypotension
* Protocal
No

h J

- * Pain Control Protocol
iy Other Prolocols as Indicated

Motify Destination or
Contact Medical Control
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J2 4 Back Pain

'.I-Jaaﬂs
Recommended Exam: Mental Status, HEENT, Meck, Chest, Lungs, Abdomen, Back, Extremities, Neuro
e Abdominal aneurysm dissections are a concern in patients over the age of 50.
e Kidney stones typically present with an acute onset of flank pain which radiates around to the groin area.
® Any bowel or bladder incontinence is a significant finding which reguires immediate medicalevaluation.
= |n patient withhistory of IV drug abuse a spinal epidural abscess should be considered.
L8
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Behavioral

History Signs and Sympioms Differential
e Situational crisis = Anxiely, agilation, confusion s see Altered Mental Status
s Paychialriciliness s Affect change, hallucinations differential
s Medications = Delusional thoughts, bizarre behavior | *  Alcohol Intoxication
s  Injury to self or threats to others +  Combative violent ¢ Toxin [ Substance abuse
+  Medic alerttag +« Expression of suicidal / homicidal ¢+ Madication effect [ overdose
¢  Substance abuse /foverdose thoughts o Withdrawalsyndromes
+ Diabetes ¢ Depression
+ Bipolar (manic-depressiva)
¢ Schizophrenia
- A W Anxiety disorders
Scene Safety
( * Universal Patient Care Prof;m:uD
*  Remaove patient from stressful Consider Other Causes
environment EXIT To Appropriate Protocol:
+  Use verbal calming technigues because * e Altered MentalStatus

communication is very important,
(reassure, clam, establish rapport)
*  GC5 on ALL patients

v

i
I @ Assess Blood Glucose =<—b(* Glucose Management Protocol )

Suspected excited delirumm
(Paranocia,disorientation, hyper-aggresion, VE
hallucination, tachycardia, increasad

&
strengfth, hyperthermia
. (%

® Overdose [ Toxic Ingestion
® HeadTrauma

Sedation Protocol )

Hypotension Protocol )

NO
: ( ' )
If Patient Refuses Care * L i
and/or Transport
Contact Medical Control
1 Cardiac Arrest 7
n AI‘@ RESTRAINT Procedure '
YES
h 4
X Consider
i 7 Sodium Bicarbonate
(% Gonsider Sedation Protocol ) 1 reoka
h L

Motify Destination or
Contact Medical Control
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Behavioral

ri’ﬂaﬂﬂ-

« Recommended Exam: Mental Status, HEENT, Skin, Heart, Lungs, Neuro

& Your safely firstl!

+« Consider Geodon for patients with history of psychosis or a benzodlazepine for patients with presumed substance
abuse.

= Be sure to consider all possible medicalltrauma causes for behavior (hypoglycemia, overdose, substance abuse, hypoxia, head

injury, etc.)

Hyperthermic patients may require aggressive cooling measures.

Do not irritate the patient with a prolonged exam.

Do not overlook the possibility of associated domeslic violence or child ahuse.

If patient is suspected of agitated delirium suffers cardiac arrest, consider a fluid bolus and sodium bicarbonate early.

All patients who receive either physical or chemical restraint should be continuously observed by ALS personnel on

scene or immediately upon their arrival.

s« Any patiant who is handcuffed or restrained by Law Enforcement and transported by EMS must be accompanied by law
anforcement in the ambulanca,

= Do nol position or transporl any restrained patient is such a way that could impact the patients respiratory or circulatory status.

& & & & @
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Dental Problems

History Signs and Symptoms Diffarential
s Age & Bleeding ®  Decay
¢ Past medical history ¢  Pain & Infection
*  Medicalions & Fever ol FractElre
&  Onzet of pain finjury *  Swelling & Awvulsion
& Trawma wilh "knocked out® s Tooth missing or L Abcs,j::ess _
tooth fractured *  Facial cellulitis
®  Location of looth ¢  Impacted tooth {wisdom)
& Whole vs. parlial tooth injury b i : Lﬁ?ﬁ;ﬂ:{;ﬁum
L i i

(* Universal Patient Care Pmtocul)

( * Consider Airway Protocol )

F

Dental or Jaw Pain

Cardiac Manitor f
suspicious for Cardiac?

12 Lead ECGG Acquisition

I Cardiac Maonitor /
R} 12 Lead ECG Interpretation

NO

l Exit lnappmpriai
D) Control Bleeding with Pressure Cﬂ“—”'“""“"““‘"

i
&
D Tooth Avulsion L  wEs—— 5| Place tooth back insocket if
feasible.
NO YES
I /" Pain Control Protacol
i % Ko
4

v ¥

= Place tooth in milk / Normal

fi} Monitor and reassess Saline [ Commercial

preparation. May rinse gross

contamination, Do NOT rub or
scrub tooth

F

MNotify Destination or
Contact Medical Control
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Dental Problems

arls
Recommended Exam: Mental Status, HEENT, Neck, Chest, Lungs, Neuro
Significant soft tissue swelling to the face or oral cavity can represent a cellulitis or abscess.
Scene and transport imes should be minimized in complete tooth avuisions. Reimplantation is possible within 4 hours If the loolh Is properly
cared for.
All tooth disorders typically need antibiotic coverage in addition to pain control.
Occasionally cardiac chesl pain can radiate to the jaw.
All paln associated with teeth should be associated with a tooth which Is tender to tapping or touch (or sensitivity to cold or hot).
DO NOT replaca tooth if:
- Obtunded patient
- Alrisk for Aspiration
- Spinal Immobilization
- AMS
- Mulliple Teeth missing

l-i}_\

* & 8 B
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Dialysis / Renal Failure

History Signs and Symptoms Differentlal
*  Paritoneal or Hemodialysis s Hypotension = Congestive heart failure
= Anemia +  Bleeding ¢«  Pericardifis
=  Calheler access noted + Fever « Diabeticemergency
= Shunl accessnoted s Electrolyte imbalanca + Sepsis
+  Hyperkalamia ¢ Mauses and [ orvomiting ¢«  Cardiactamponade
¢+ Altered Mental Status
+  Seizure
\ AL S A

( ¥k Universal Patient Care F"rt::{uml)

Apply firm finger tip pressure to bleeding site

Shunt p'F:‘S’I.l.Ilﬂ Apply dressing bul avoid bulky dressing
Bleeding .
Dressing must not compress fistula / shunt
NO as thiz will cause clotting of the shunt
v
CHF ! Exil o CHF f
Pulmonary Edema > ) YES_}@ Pulmonary Edema Protocol

w Exit to
; Appropriate
; ., - / Serious
<€ Cardiac Arrest b NO > \Si ans / symptoms
v YES YlES
a  Calcium Chloride 7 3
or Calcium Gluconate i -
I 1-2g R R} Blood Glucose Analysis
7
| | & Sodium Bicarbonate @ O 12lead BG hcquisition
l 1 megqlkg #&  Vascular Access Protocol
I == ‘l*
ﬁf —. Cardiac Monitor/EKG P
o Exitto S Interpretation =l
Appropriate protocol e
Hemodlalysm
—< g?::;i‘;fi?gg >'<—YES— in past 4 hours — OR. — Signs of
Shock or Hypoperfusion
YES |
NO Consider
NO ( * Hypotension Protocol ) |- Calcium Chloride ==
o or Calcium Gluconate |
el 1-2g
Symplomatic with il | ®:  SodiumBicarbonate
Peaked TWave HY
-\, QRS >0.12 sec 't 1 meq/kg
- Albuteral
¢ 2.5mg - 5mg
@ Motify Destination or &
& Contact Medical Control a
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Dialysis / Renal Failure

* Do no mix sodium bicarbonate and calcium in the same flowing IV line.

rfl:"l?.‘.tlrls

+ Recommended exam: Mental status. Neurological. Lungs. Heart.

« Do not take Blood Pressure or start IV in extremity which has a shunt [ fistula in place.

« Access of shunt indicated in the dead or near-dead patient only with no other available access. 10 if
available.

« Always consider Hyperkalemia in all dialysis or renal failure patients.

« Sodium Bicarbonate and Calcium Chloride / Gluconate should not be mixed. Ideally give in separalelines.
Renal dialysis patients have numerous medical problems typically. Hypertension and cardiac disease are prevalent.
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ﬁﬂa Fever / Infection Control

History Signs and Symptoms Differential
= Ago +  Wam ¢ [nfections [ Sepsis
s Duralion of fever s Flushed s Cancer/ Tumors [Lymphomas
®  Severily offover =  Sweaty ¢ Madication or drug reaction
&  Past medicalhistory s Chills/Rigors « Connective tissue disease
s Medications Associated Symptoms s Arthritis
s Immunocompromized (transplant, {Halpful to localize source) «  Vasculitis
HIV, diabetes, cancer) s myalgias, cough, chest pain, s Hyperthyroidism
s Environmental exposure headache, dysuria, abdominal pain, s« HeatStroke
= Last acetaminophen or ibuprofen mental status changes,rash * Meningitis
\ A I
( * Universal Patient Care Protocol )
Contact, Droplet, and Airborne Precautions
YES {“TEMEWE?
(T* Vascular Access —\II
Protocol
\. W,
B N o
* Hypotension
l\ Protocol _/’
2 . ) ]
* Consider Sepsis \.ﬂ Temperature Measuremenl
Protocol Procedure
" P,

Y
C* Exit to Appropriate Protocol )

n Notify Destination or Contact Medical Control n
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=4 Fever / Infection Control

(_IIII-

fl;ﬂarls

Recommended Exam: Mental Status, Skin, HEENT, Neck, Heart, Lungs, Abdomen, Back, Extremities, Neuro

Fehrile seizuras are more likely in children with a history of febrile seizures and with a rapid elevalionin temperature.

Patients with a history of Liver failure should not receive acetaminophen.

Droplet precautions include standard PPE plus a standard surgical mask for providers who accompany patients in the back of the
ambulance and a surgical mask or NRE 02 mask for the patient. This level of precaution should be ulilized when influenza,
meningills, mumps, streptococeal pharyngitis, and other illnesses spread via large particle droplets are suspected. A patient with a
potantially infectious rash should be treated wilh droplet precautions.

Contact precautions include standard PPE plus utilization of a gown, change of gloves after every patient contact, and strict hand
washing precautions. This level of precaution is utilized when multi-drug resistant organisms (e.g. MRSA), scabies, or zosler
{shingles), or other illnesses spread by contact are suspected.

All-hazards precautions include standard PPE plus airbome precautions plus contact precautions. This level of precaution is
utilized during the initial phases of an outbreak when the etiology of the infection is unknown or when the causalive agentis found to
be highly contagious (e.g. SARS).

Rehydration with fluids increased the patients ability to sweal and improves heat loss.

All patients should have drug allergies documented prior to administering pain medications.

Allergies to NSAID's (non-steroidal anti-inflammatory medications) are a contraindication to Ibuprofen.

MNSAID's should not be used in the selling of environmental heal emergencies.

Do not give aspirin to a child.
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13 Hypertensive Emergency / Urgency

History Signs and Symptoms One of Differential
+ Documented hypertension these ¢ Hypertensive encephalopathy
= Related diseases: diabeles, CVA | = Syslolic BP220 or greater ¢ Primary CNS Injury
s renal failure, cardiac « Diastolic BP 120 or greater (Cushing's response =
= Medications {compliance 7) bradycardia with
« Erectile dysfunction medication AND at least one of these hypertension)
(Levitra/Cialis/\iagra) * Headache ¢ ChestPain |. Myocardial infarction
+ Preanancy » Nosebleed « S0B « Aortic dissection (aneurysm)
* Blurredvision «  AMS * Pre-eclampsia | Eclampsia
. A Dizziness » Hematuia |
Hypertension is nol uncommon especially in an emergency setting. Hypertension is usually transient and in response to
stress and/or pain. A hyperlensive emergency is based on blood pressure along with symptoms which suggest an organ
is suffering damage such as MI, CVA or renal failure. This is very difficull to determine in the pre-hospital setting in most
cases, Aggressive treatment of hypertension can result in harm. Most patients, even with significant elevation in blood
pressure, need only supporlive care. Specific complaints such as chest pain, dyspnea, pulmonary edema or altered
\mental status should be treated based on specific protacols and consultation with Medical Control.

Check BP both arms. Syslolic BF 220 or Diastolic 120
ar graater - taken on 2 cccasions 5 minutes apart. Pain
& anxiety addressed.

—

If Respiratory Distress Consi&er:)

( * Universal Patient Care PrammD——b

Pulmonary Edema Protocol

(%

"

Considar

«Pragnancy

«CVA JAMS

«Chast Pain Protocol

Cardiac Monitar
12 Lead ECG Acquisition

Cardiac Monitor /
EKG Interpretation

¥
Headache 0:' mental
status changes?

¥
( * Vascular Access Protocol )

=
o

L J

Motify Destination or
Contact Medical Control
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J

"-‘*-‘3 Hypertensive Emergency / Urgency

P
Pearls

* Recommended Exam: Mental Status, Skin, Neck, Lung, Heart, Abdomen, Back, Extremities, Neuro

+ Never treat elevated blood pressure based on one set of vital signs or on vital signs alone,

«  Symptomatic hypertension is typically revealed through end organ damage to the cardiac, CNS or renal systems.

« All symptomatic patients with hypertension should be transported with their head elevated.

R ————
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Hypotension (Symptomatic)

History Signs and Symptoms Differential
s Blood loss - vaginal or « Restlessness, confusion ® Shock
gastrointestinal bleeding, AAA, s Weakness, dizziness Hypovolemic
ectopic = Weak, rapid pulse Cardiogenic
» Fluid loss - vomiting, diarrhea, fever | «  Pale, cool, clammy skin Septic
+ Infection o« Delayed capillary refill Meurogenic
s Cardiac ischemia (M, CHF) s Coffes-ground emesis Anaphylactic
»  Medications s Tarryslools « Ectopic pregnancy
«  Allergic reaction s Dysrhythmias
s Pregnancy + Pulmonary embolus
+ History of poor oralintake « Tension pneumothorax
«  Cardiomyopathy + Medication effect [overdose
« Trauma + Vasovagal
. e A+ Physiologic (pregnancy)
C ¢  Universal Patient Care F'mtoml)
v
( ¥  Vascular Access Protocol )
Mon-Cardiac § Mon- |
Trauma o .5 Cardiac

& Normal Saline Bolus
May Repeat To Total 30mL/Kg

Trealmenl Treatment
realment per 250ml reatment per

appropriate appropriate

Trauma Prolocol Cardiac Protocol
¥
= Consider *
i Vasopressorinfusion |
P Dopamine P
H 2-10 meg/kg/min : h
& Fluid Bolus to Malntain e or / = Norales present
Systolic BP > 90 mmHg I il Epinephrine Consider Normal Saline Bolus
250m| may repeat to ' !1 2-10meg/min : 250ml may repeat x 1
maintain BP 1 w [~
Consider I
Sepsis Protocol s
. | @ Consider ;
] VasopressorInfusion|
| = Considér B ; K=
= Vasopressor Infusion QPN .
for Neurogenic Shock v 2-10 meg/kg/min
i Motify Destination or ar
5 E}{?pam;nef . ﬂ Contact Medical Gontrol Epinephrine
e -10 meg/kg/min 2-10meg/min
oy or
i Epinephrine
| 2-10mcg/min
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Hypotension (Symptomatic)

Ensure you have 1,600meg/ml Concentration for this chart - Mix 400mg Dopamine in 250md

Then use a G0gtts set and deliver the number indicated below by drops per minute (or mi/hr)

[ ]

manifestation.

*® & & & & & & @ @

& Recommended Exam; Mental Status, Skin, Heart, Lungs, Abdomen, Back, Extremities, Neuro.
¢  Hypotension can be defined as a systolic blood prassure of less than 90. This is not always reliable and should be interprete d in
conlext and patient s typical BP if known.
Repeat Vital Signs AFTER each Bolus or Change in Pharmacolagic Therapy (Change in Dose or Agent).
Shock may be present with a normal blood prassure initially.

Shock often is present with normal vital signs and may develop insidiously. Tachycardia may be the only

Consider all possible causes of shock and treat per appropriate protocol.
Hypovolemic Shock:
Hemarrhage, frauma, Gl bleeding, ruptured aortic aneurysm or pregnancy related bleeding.
Cardiogenic Shock:
Heart failure, MI, Cardiomyopathy, Myocardial contusion, Ruplured ventrical/septumivalve, toxins.
Distributive Shock:
Sepsis, Anaphylactic, Neurogenic (hallmark is warm, dry, pink skin with normal capillary refill time and typically alert), Toxins.
Obstructive Shock:

Pericardial tamponade, Pulmonary embolus, Tension pneumothorax. Signs may include hypotension with dislended neck veins,
tachycardia, unilateral decreased breath sounds or muffled hearl sounds.

e Acute Adrenal Insufficiency:

®  State where body cannot produee enough steroids (glucocorticoids/mineralocorticoids). May have primary adrenal disease or more
commonly have stopped a steroid like prednisone. Usually hypotensive with nausea, vomiting, dehydration and/or abdaminal pain.

Protocol 39

Patlents Weight in KG
[25] 5 1 10 1 20 [ a0 | 40 | 50 | 6o [ 70 | 8o [ so [ 100 | 130 | 120 | 230 | 140
Patients Weight in LBS
6 ] 11 | 22 | a4 | 66 | 88 | 110 | 132 | 154 | 176 | 198 | 220 | 243 | 265 | 287 | 309
fpmeg | 0| 0 | 1 I 4 5 5 6 7 8 . 9 10 | 1
Slsmeg | 0| 1 | 2 4 6 | 8 9 11 | 13 15 s 19 21 23 4 | 26
Slomeel 2] 2 | 2] s [ s [ 99| 2 [[ 2] 30 [ ] 38 [40] 4 |49 | 53
EH meg| 1| 3 | 6 |11 [ 17| 23| 28| 34 | 30 | 45 | 51|56 | | e |7 |
2omeg} 2 | 4 | 8 |15 | 23|30 | 3 | &5 | 53 | 60 | 68 | 75 | 83 | % | 98 | 105
Epinephrine Drip Chart
Ensure you have 8meg/ml Concentration for this chart - Mix 2mg Epi 1:1,00 in 250ml
Then use a 60gtts set and deliver the number Indicated below by drops per minute (or mi/hr)
xf}" gtts/min
2 mcg 15
% 4 meg 30
B 6meg 45
S| 8mee 60
10 mcg 75
<+ Dopamine and or Epinephrine contraindicated in hypovolemic shock
@earls:




Pain Control: Adult

®

Differantial

History Signs and Symptoms
*  Age *  Severity (painscala) *  Per the specific protocol
= Location s Quality (sharp, dull, elc.) = Musculoskeletal
= Duyration = Radialion ¢ \Visceral (abdominal)
«  Severity (1-10) s Relation to movement, s Cardiac
*  Past medical history s  Respiration *  Pleural | Respiratory
+ Medications s Increased with palpation of area ¢ Meurogenic
= Drug allergies = Renal{colic)
A I\

( #}  Universal Patient Care Prutoml)

(%

Patient care according to Protocol
hased on Specific Complaint

h 4 - N
Pain Severity > 6 out of 10 J
Or
Indication for IV /IM Medication

YES

4

[R] »

Pulse Oximetry

( * Vascular Access Protocol i

b

Consider: Nitrous Oxide

Morphine or Fentanyl*
* ONLY these doses may be adminlstered
PRIOR to OLMC contact

Morphine® 0.1 mg/kg up to 5§ mg. May repeat x
105 minutes. Max Dose = 10 mg
Or

Fentanyl* 2 megfkg up to 100 mcg. May
repeat ¥ 1 O 5 minutes. Max Dose = 200 mcg

42 Consider anti-nausea medication as needad ﬁg
Y Ondansetron- 4mg may repeat x1 "]
(& or

| Promethazine- 12 .5mq ErX

y

1. Must reasssess patient at least every
@ 15 minutes after sedative medication

)

MNotify Destination or
Contact Medical Control

Protocol 40

Consider If Available:
Mitrous Oxide
Self Administerad
50/50 mix with Oxygen

Morphine OR Fentanyl Doses

listed in this protocol may be

used PRIOR to contact with
OnLine Medical Control

Relative Contraindications
For IV Paln Control:
¥ Severe Head Injury
¥  End-Stage Lung Disease
*  Untreated Hypolension




2 Pain Control: Adult
din Lontroil. u
Worst
Ho Moderata Possible
Paln Pain Fah]
| | | | | | | |
I | I I I | I I |
1] 1 2 3 4 5 i 7 8 9 10
If you are having pain, tell your doctor or nurse.
Use these pain scales to describe your pain.
Hurts Hurts Hurts Hurts
No Little Little Even Whnlsu Hllﬂﬂ
Hurt Bit More Mum
it -
Duite
iy todavid Elpear
dolor pest) delor
| | [ | | [ | | | | |
I | I I | I | | | I
0 1 2 3 4 5 6 T B 9 10
Si tiene dolor, digaselo a su doctor o enfermera.
Use esta escala para describir su dolor.
Duele
I:h.wln un nm
quulm Dusle Elpﬁur
poqah mucha
Frem Hockenbermy M, Witson D, Winkeletein ML, Worg's Exsenlials of Pediatris Murelng, ed. 7,
St Lows, 2005, p. 12589, Used with permiesion. Copyright, Mosby,
rPearls A physician's signature is required for any patient who receives pain medications.

* Recommended Exam: Mental Status, Area of Pain, Neura

s  Pain severity (0-10) is a vital sign to be recorded pre and post IV, IM, IN medication delivery and at disposition.

» \Vital slgns should be obtained pre, 15 minutes post, and at disposition with all pain medications.

s Relative Contraindications to the use of a narcotic include hypotension, head injury, respiratory distress or severe Lung
Disease.

+ Ibuprofen should not be used in patients with known renal disease or renal transplant, In patients who have
known drug allergles to NSAID's (non-steroldal antl-inflammatory medications), with active bleeding, orin
patients who may need surgical intervention such as open fractures or fracture deformities.

= Al patients should have drug allergies documented prior to administering pain medications,

s Al patients who receive IM or IV medications must be observed 15 minutes for drug reaction.

Ibuprofen should not be given for headaches or abdominal pain, history of gastritis, stomach uleers, fraclure, or if patient will
require
sedation.

s Do not administer any PO medications for patients who may need surgical intervention such as open fractures or fracture
deformities, headaches, or abdominal pain.

& Do nol administer Acetaminophen to patients with a history of liver disease.

L‘_' Sea drug list for other contraindications for Narcotics, Acetaminophen, Nitrous Oxide, and lbuprofen.
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ol :
il Seizure

Histor Signs and Symptoms Diffarantla

¥ Repored / witnessed sajzure #  Decreased mental status B CNS (Head) rauma
activity ®  Sleepiness *  Tumeor
Previous seizure history * Inconlinence *  Metahalle, Hepalle, or Renal Failure
Medical alert tag Information &  Observed seizuro activity *  Hypoxia
Seizure medications e  Evidence of irauma *  Electrolyte abnormality (Na, Ca, Mg)
History of trauma o lnsanssons ®  Drugs. Medications,

& & & & & & & ¥ @

History of diabetes S Mohcndplamce
History of pragnancy : :ltenﬂhlz:l u::;::ml
Time of seizure cnset s  Eclampsia
Document numbear of seizures & Stroks

Alcohol use abuse or abrupt s Hypartharmia
cessation ®*  Hypoglycamia

Fever A A

Lo
( * Universal Patient Care FrﬂtamD—b( * Spinal Motion Restriction F'rﬂtmn!)

Y
Pulse Ox /EXCO2

* For Actively seizing
Patients on EMS
arrival (i.e. without IV)
consider 1M /IN

Midazolam
5mg

Cardiac Monitor
12 Lead ECG Acquisition

Cardiac Monitor /
EKGInterpretation

Vascular Access Protocol )

Airway Protocol )
v
Glucose Management Lt
* Protosal Assess Blood Glucose B
Manitor and Transporl 4———NO
YES
- ¥
i . = Benzodiazepines Ui
e YES > ?ﬁ Midazolam 2.5mg- smg viOIMAN | P
A M 10img = |
I 1 Diazepam if available see pearls I _,
“f May Repeat x 1 in 5 mins

Monitor and Transport —n

Still
Seizing 7

YES
hd

Active Selsure in Known or Suspected Pregnancy
= 20 wesks [ Ecclampsia or recent post-partum]

L J

Notify Destination or
Contact Medical Control

Consider Magnesium Sulfate
4g IV over 2-3 minutes

Protocol 41 2017
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» < Seizure

« |If availiable Diazepam 5mg-10mg IV/IO/Per Rectum

earls
Recommended Exam: Mental Status, HEENT, Heart, Lungs, Extremities, Neuro

ltems in Red Text are key performance measures used to evaluate protocol compliance and care
Status epflepticus is defined as two or more successive seizures without a period of consciousness or
recovery. This is a lrue emergency requiring rapid airway contral, lreatment, and transport.

.ll'ﬂ‘ﬁ

s  Grand mal selzures (generalized) are assoclated with loss of consciousness, incontinence, and longue lrauma.
» Focal seizures (petit mal) effect only a part of the body and are not usually associated with a loss of consciousness
s Jacksonian seizures are seizures which start as a focal seizure and become generalized.
s Be prepared for airway problems and continued seizures.
= Assess possibility of occull trauma and substance abuse.
s  Be prepared to assist ventilations especially if diazepam or midazolam is used.
= Far any sefzure in a pregnant or recently delivered patient, follow the OB Emergencies Protocaol.
s For actively seizing patiants on EMS arrival, (i.e. no IV) consider IM VERSED prior to establishing IV access.
s Diazepam (Valium) is not effective when administered IM. It should be given IV or Rectally. Midazolam is well absorbed
when administered |M
"
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f epsIs
History Signs and Symptoms/ Significant Differential
% Age > 18 years old Findings: % Altered Mental Status
% Duratlon offever % Hyperthermia (>100.4°F / 38° C) & ARDS
% Severity of Fevar % Hypothermia (< 95°F | 35% C) % Diabetic Ketoacidosis
% Altered Mental Status % Tachypnea & Stroke
% Past Medical History % Tachycardia % Medlcations Reaction
% Medications % Acute mental status change # Pulmonary Embolism
% Immunocompromise % Urinary Tract Infection < Trauma
¥ Transplant % Pneumonia
B HIV %+ Skin / soft tissueinfection
¥ Diabetes < Abdominal Infection
¥  Cancer < Wound Infection
% Environmental Exposure 4+ Suspected meningitis, endocarditis,
% LastAcetaminophen or ostaomyelitis
.9 AN
(Unh:ersal Patient Care Protocol )
Glucose Alrway
Management | 4—— : : Protocal if
Witals Signs, 12 Lead, BGL 2o
Protocol indicated
& Temperature
Oxygen Therapy
IV Access
ﬁg Fluid Therapy ’ﬁ '
cithl Normal Saline i
Bl oo KB
CODE SEPSIS
Patient MUST meet TWO of the following
qualifiers & have Suspicion of infection
Temperature >100.4°F or < 96.4°F
Heartrate >90
Respiratory Rate >20

Protocol 42
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& Utilize Sepsis Checklist
#* Septic Shock:

¥ Hypotension (SBF <90 mmHg) rafractory to fluid bolus.
# Conslider Prassor Agents [Norepinephrine is preferred agent in septic shock.]

& Bolus Fluids up to 30 mL / Kg for Hypotension in Sepals.
##* If possible meningitis, utilize precautions and nolify receiving ED facility of possible  meningitis.
** Code Sepsis is a non emergent return unless warranted otherwlse based on the palient’s condition,
+%* Rehydration with fluids increases the patients ability to sweat and allows for heal loss so remembaer to keep patient coverad.

Ensure you have 1,600mcg/m! Concantration for this chart - Mix 400mg Dopamine in 250ml
Then use a 60gtts set and deliver the number Indicated below by drops per minute [ar mi/hr)
Patlents Weight in HG
351 5 | 30 | 20 [ 30 ] a0 | 50 | 0 [ 70 | so [ 90 | 100 [ 230 [ 120 | 130 | 140
Patlents Weight in LBS i
B 11 22 44 66 88 110 132 154 176 198 220 243 265 287 | 309
Ssmeg | O 1 2 4 & g ] 11 13 15 A7 19 21 23 24 26
=10 meg| 1 2 | 4 8 | i1 15 19 23 26 30 34 35 41 45 49 53
gﬁ megb 0| 3 || 1 [N o [T s a6 45 P Sa| se [Tepl| e [Fa
20 meg| 2 4 8 15 23 20 38 a5 53 &0 L] 75 83 a0 it 105
~
Pearls:
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Eﬁﬂs Suspected Stroke

History Signs and Symptoms Differential
s Prior Stroke /TIA s Altered mental status s See Altered Mental Status
s Previous cardiac /vascular +  Weakness / Paralysis + TIA (Transient ischemic attack)
surgery = Blindness or other sensory loss = Seizure
s Associated diseases:; diabetes, s Aphasia [ Dysarthria + Hypoglycemia
hypertension, CAD = Syncope o Tumor
Atrial fibrillation = \erigo /Dizziness « Trauma
Medications (blood thinners) *  Vomiting
# Hislory oftrauma * Headache
= Seizures
» Respiratory pattern change
L JC Hypertension / hypotension g

( * Universal Patient Care PrﬂtmﬂD

Go ToGlucose
Management
Protocol

&

Transport ALL Patients with a
RACE Score » 0 and Last Known
Time Well < 22 Hours

h 4

i;% Assess Blood Glucosa

1l Cardiac Manitor
12 Lead ECG Acquisition

k
. Prehospital Stroke Screen

Use RACE Stroke Tool EMERGENTLY
w -
& e ~ ™) Code Stroke = Last Known Well Time
itive and Symptoms < 22 hours,
Transport to the Destination as perthe 0-4.5 hours
5 %ﬂgﬁ_ﬁﬁlﬂmm Stroke Alert = Last Known Well Time
mit Scene Time to 15 minutes.
Provide Early Notification 4.5-22 hours
. J

Consider Other Protocols as Indicated:

-
Altered Mental Status
C * Vascular Access Protocol * Hypertension / Hypotension
Seizure

Overdose [ Toxic Ingestion

h 4

£ Notify Destination or South Carolina RACE Score 4
i Contact Medical Control suggesiive O_f Large Vessel
Occlusion [LVO]

Protocol 43A




Suspected Stroke

* On ALL code strokes or stroke alerts 12 leads must be submitted
to EC prior to arrival with 2 identifiers.
» Stroke patients are to have blood drawn and labeled on arrival in
premade stroke blood kits.
* Radio report must include:
* Age/Gender
* Last known well time
* RACE score
« Vitals with BGL
» |f the patient is on any blood thinners and last time taken

Any score > 0 is a "Stroke Alert”

Aﬂv score 24 is "kElY an LVO {consider helicopter early) If can get patient to
a CSC within 30 minutes by helicopter or ground transport.

L ]

(l;earls
+ Recommended Exam: Mental Status, HEENT, Heart, Lungs, Abdomen, Extremities, Neuro
s [ltems in Red Text are key performance measures used in the EMS Acute Stroke Care Toolkit
s RACE is based on Acute Non-Traumatic Symptoms ONLY.
+ ALL RACE SCORES = 0 are indicative of Stroke.
s RACE SCORE 2 4is INDICATIVE of Large Vessel Occlusion (LVO) Stroke that may benefit from interventional procedures.
-

The Reperfusion Checklist should be completed for any suspected stroke patient. With a duration of symptoms of less than
22 hours, scene times should be limited to 10 minutes, early destination notification/activation should be provided and
transport times should be minimized based on the EMS System Stroke Plan.

Onset of symptoms Is defined as the last withessad time the patient was symplom free (iL.e. awakening with stroke symptoms
would be defined as an onset time of the previous night when patient was symptom free)

The differential listed on the Altered Mental Status Protocel should also be considered.

Elgvated blood pressure is commonly present with stroke. Consider treatment per Hypertensive Protocaol.

Be alert for airway problems {swallowing difficulty, vomiting/aspiration).

Hypoglycemia can present as a localized neurologic deficil.

Document the Stroke Screen results in the PCR.

Document the 12 Lead ECG as a procedure in the PCR.

e B2 = 8 & B

I
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uspected Stroke

R.A.C.E. Score
S5C EMS R. A. C. E, Stroke Scale
Rapid Arterial oCclusion Evaluation Scale
Instruction RESULT SCORE
Absent [symmetrical movement) 0
Facial Palsy Ask Patient to show their teseth [Smile) Mild [slightly asymmetrical) 1
Moderate to Severe (completely asymmetrical} 2
Marmal to Mild (limb vpheld more than 10 seconds) ]
Armdotor Ctending the arm of the patient 90 ® (if sitting) :
Fimts . i Moderate (limb upheld less than 10 seconds) 1
unction or 45 2 (if supine) palms up
Severe (patient unahle to raise arm against gravity)
Mormal Lo Mild (limb upheld more than 5 secaonds) [i]
Log Motar Extending tha leg of the patient 30 2 {insupine) I
Fiinction One g 2k 5 ime Moderate (Hink upheld less than 5 seconds) 1
Severe [patient unable toraiseleg against gravity) 2
Absent (normal eye movermnents to both sides and no head
*Head & Gaze Observe range of mation of eyes and look for ldeviation was observed) o
Deviation head turning to one side lFresent s nilon esil deviation Soone st was ahsarved) i
*Aphasia [IF Ak oationt to follow fuo <imal e IHnrmaI {performs both Lasks requested correctly) ]
patient has RIGHT pal e cHow SIMPE EOMMANGE A tnderate {performs only 1 of 2 tasks requested correctly) 1
sided weakness] - Close your eyes. 2. Make a fist
Severe [Cannct perform either task requested 2
Mormal: Appropriate or correct answer o
A ia [IF Inability to recognize Familiar objects. Ask
ﬁg::im L patient: 1. “Whose arm is this?” {while Moderate {does not recognize limb or stales that they can move it - "
F,a R showing the affected arm}. 2. "Can you move |butcannot)
sided weakness] =
your armpe
Severe [does not recognize arm and Is unaware of arm) 2
* Head/Eye Gaze Deviation or if patient ismute and
does RACE SCALE TOTAL=
nol follow commands = HIGH likelihood of Large
Vessel Occlusion (LVO) Maximum RACE Score =9
Rev: Protocol 44 2017

20470401




Adult Stroke Patient Destination
Determination by Stroke Center Capability

n STROKE SCREEN POSITIVE H
v
b "~

Any score 2 4 is likely an LVO \
(consider helicopter early)

If can get patient to GMH within
30 minutes by helicopter or

Datermine and Document Ti
Last Known'Well

Perform and Document

Ei

RACE Score \_ ground transport. )
Transport to
Lepnees Hranagort Ty Comprehensive
Race Score = 4 YES Time Well E o C8C Y E S
< 22 Hours =3 0 mins, Cam:,'::ztitrmke

MO
v
MO MO
Transport to closest
Primary Stroke <
Center
' ST N R H
COMPREHENSIVE STROKE CENTER PRIMARY STROKE CENTER ACUTE STROKE READY HOSPITAL
% Physician | Nursing Staff trained | » Physician / Nursing Staff trained | > Emergency Department 24 hours
in neurologlc care on-site 24 in neuralogic care on-site 24 a day with Physician or physician
hours aday hours aday extender and nursing staff trained
j Organized Emergency b= Organized Emergency in neurological care on-site 24
g Department with written pathwa hours a day.
Department with written pathway P P ¥
for rapid identification and for rapid identification and # CT of the head with technician on-
management of acute stroke management of acute stroke site 24 hours aday
patient PRtient _ . » Clinical Laboratory Services
CT of the head withtachnician » T of the imad withischaiclan % Tolastroke Video — Conferencing
on-slte 24 hours a day on-site 24 hours a day Capabilities
¥ Clinical Laboratory Services ¥ Clinical Laboratory Services ® 2417 Gapabilities for IV tPA
¥ 247 Stroke Call and capabilities #2417 Stroke Call and ‘?F'_ah'l't'“ therapy for eligible patients
for IV tPA therapy for aligible for _W tPA therapy for eligible # Transfer agreement established in
patients PamAnES: advance to ensure orderly
¥ 2417 Endovascular Call and ¥ Stroke Registry and Quality transition from Level Il Stroke
capabilities for endovascular Improvemeant Procass Hospital to specialized stroke
therapy for eligible patiants Accradited Primary Stroke care facility
¥ 2417 Neurosurgery Call Center (PSC) # Stroke Registry and Quality
* MNeurp-Intensive Care Unit and " ) Improvement Process
neurointensivists Accredited Acute Stroke Ready
; ; Hospital (ASRH)
# Stroke Registry and Quality Non-Stroke Hospitals
ImprovementProcess No organized treatment for acute stroke
#  Accredited Comprehensive
\_  Stroke Center (CSC) P 7

Protocol 45
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Syncope

History Signs and Symptoms Differential
= Cardiac history, stroke, seizure = Loss of consciousness with * \asovagal
s Occult blood loss (Gl ectopic) recovery = Orihostatic hypotension
+ Females: LMP, vaginal bleeding s Lightheadednass, dizziness + Cardiacsyncope
+  Fluid loss: nausea, vomiling, + Palpitations, slow or rapidpulse ¢ Micturation / Defecation syncope
diarrhea » Pulseirregularity = Psychiatric
+ Pasl madical history s« Dacreasead blood pressure s Stroke
+  Medications *  Hypoglycemia
= Seizure
*  Shock (see Shock Protocol)
+  Toxicologic (Alcohol)
+  Medication effect (hypotension)
= AAA
= PE
\:: s .

( * Liniiversal Patient Care Pmtnm!)

h 4

( * Spinal Molion Reslriction PminooD

Y

Wascular Access Protocol )

v

Go To Glucose
Management
Protocol

i
E) Assess Blood Glucose
;é) VitalSigns

[ Cardiac Monitor

12 Lead ECG Acquisition
Cardiac Monitor [

m EKG Interpretation
h
AT ANY TIME
If relevant signsfsymptoms found go to
appropriate protocol:

&

Suspected Trauma, Dysrhythmia,
Altered Mental Status, Hypotension

Protocol 46

4
Naotify Destination or
Contact Medical Control

®




Syncope

earls
Recommended Exam: Mental Status, Skin, HEENT, Heart, Lungs, Abdomen, Back, Extremities, Neuro
Assess for signs and symptoms of trauma if associated or questionable fall with syncope.
Consider dysrhythmias, Gl bleed, ectopic pregnancy, and seizure as possible causes of syncope.
These patients should be transporled.
More than 25% of geriatric syncope is related to cardiac dysrhythmia.

rllll.'u—\l
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e

History

- Age

= Time of last meal

= Last howal movement! emeasis

«  Improvement or worsening with food
or activity

«  Durafion of prablem

«  Other sick contacts

«  Past medical history

«  Past surgical history

«  Medications

«  Menstrual history (pregnancy)

+  Travel history

«  Bloody emesis [ diarrhea

Signs and Symptoms

= Pain

»  Charactar of pain (constant,
intermittent, sharp, dull, etc.)

«  Distention

- Conslipation
-«  Diarrhea

=« Anorexia

= Radiation

Associated symptoms:

(Helpful to localize source)
Fever, headache, blurred vision,
weakness, malaise, myalgias,
cough, headache, dysuria, mental
sfatus changes, rash

Vomiting and Diarrhea

Differential

+ CNS (increased pressure,
headache, stroke, CNS lesions,
trauma or hemorrhage, vestibular)

+  Myocardial infarction

«  Drugs (NSAID's, antiblotics,
narcotics, chemotherapy)

+« Gl or Renaldisorders

+  Diabetic ketoacidosis

= Gynecologic disease {ovarlan cyst,
PID)

+ Infections (pneumonia, influenza)

Electrolyte abnormalities

Food or toxin induced

Medication or Substance abuse

Pregnancy

Psychological

h J

ﬂ &) Assess Blood Glucose

ot o
( * Universal Patient Care ProtumD

Go To Glucose
tanagement
Protocol

&

—Negatiue—n ED Signs of Hypoperfusion EP°5iﬁW1

( * Vascular Access Protocol )

b 4

ﬁ) Assess Blood Glucose

!

(%

Hypaotension Protocol )

.

Vomiting ?

1
YES
¥

If Available: ANTI-EMETICS

Ondansetron- 4mg
{may repeat once)
Promethazine- 12.5mg

h 4

Motify Destination or
Contact Medical Control

Protocol 47




Vomiting and Diarrhea

P

Pearls
s+ Recommended Exam: Mental Status, Skin, HEENT, Neck, Heart, Lungs, Abdoman, Back, Extremities, Neuro
Document the mental siatus and vital signs prior to administration of antiemetic medications.
« Beware of vomiting only in children. Pyloric stenosis, bowel obstruction, and CNS processaes (bleeding, tumors, or increased CSF
pressuras) all often present with vomiting.
e  Heart Rate: One of the first clinical signs of dehydration almost always increased heart rate. Tachycardia increases as dehydration
becomes more severe, vaery unlikely to be significantly dehydrated if heart rate is close to normal.

. —

Protocol 47
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Azszoss ABCs
Consider Supplemental #Respiratory Rate
- Oxygen »Efforl
Maintain O2 Sat of > 94% #hdequacy
®Pulse Oximetry

Inadequate

Basic Maneuvers First

i1 »Open Airway
m #Masal or Oral Airway ——Obstruction—
¥Bag-Valve-Mask (BVIM)

v

,:é} Airway Obstruction Proceduras

Becomes S ful
Unsuccessful ot ey
Unsuccessful
v
Continue BVM
Maintain Pulse Ox > 94 %
EtCO2 > 35 and <45
¥
P,
) Apneic Oxygenation
~ Blind Insertlon Alrway
) Device [BIAD]
Pediatric
: | 2 Attempts * Failed Adequate
Post Intubation = Consider: r
l v
Sedation with Sisuckass s, BB
Benzodiazepines, or Ketamine LR
P Midazolam P
i or F
Ketamine
Or
Diazepam

See Broselow Tape
for doses

v

Notify Destination or
Contact Medical Control

h
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T

Airway, Pediatric

o

earls

For this protocol, pediatric is defined as; < 12 years old AND [a] < 55 Kg -or- [b] Fits on Standardized Pediatric Length
Based Tape

Capnography is:

. Required for ALL Intubated Patients and Cricothyroidotomy Patients®
. Recommended /| Encouraged for all unstable patients
a Required for utilization of any Airway Davice (e.g. BIAD)

[* Attachment of the Capnograph may be delayed until the scene is safe / non-threatening]
If an effactive airway is being maintained by BVM with continuous pulse oximetry values of > 84% , itis acceptable to
continue with basic airway measures instead of using a BIAD or Intubation.
For the purposes of this protocol an adequate airway is when the patient is receiving appropriate oxygenation and
ventilation without undue risk of aspiration or worsening airway pathology.
An Intubation Attempt is defined as passing the laryngoscope blade or endotracheal tube past the teeth or inserted into
the nasal passage.
Ventllatory rate are typicaily about 30 for Neonatas, 25 for Toddlers, 20 for School Age, and for Adolescents the normal
Adult rate of 12 per minute. Maintain a EtCO2 between 35 and 45 and avoid hyperventilation.
It is strongly encouraged to complete an Airway Evaluation Form with any BIAD or Intubation procedure.
Paramedics should consider using a BIAD if oral-tracheal intubation is unsuceeassful.
Maintain C-spine immabilization for patients with suspected spinal injury.
Do not assume hyperventilation is psychogenic - use oxygen, nol a paperbag.
BURP maneuver should be used to assist with difficult intubations. [Sellick & maneuver no longer recommended by AHA]
Hyperventilation in deteriorating head trauma should only be done to maintain a EtCO2 (pCO2) of 30-35.
Gaslric lube placement should be considered in all intubated patients.
It is important to secure the endotracheal lube well. Manual stabilization of the endotracheal tube should be used during all
patient movesftransfers.
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ﬁas Airway, Pediatric - Failed

Two (2) failed intubation attempts by most proficient technician on scene or anatomy inconsistent
wilh inlubation alternpts. NO MORE THAN THEEE (3} ATTEMPTSTOTAL

Routine Airway Management

Inability to Oxygenate due to Upper
and Transport

Airway Compromise

YES

—M

Inability to Oxygenate with BWVM
Oral / Nasopharyngeal Airway

YES

Call For Assistance w
H Initiate Apneic Oxygenation H

b
Inability to Intubate Oral / Nasal
Reposition, consider equipment
change, BURP, bougie,
Alternate Provider

YES

BVM Ventilation

NO—> P ET Intubation and Transpart P

M BIAD and Transport B

Inability to Oxygenale with BIAD

'y

Emergent Transport

YES

h 4

& Notify Destination or
i Contact Medlcal Control

Protocol 49 2019




=4 Airway, Pediatric - Failed

e

—
Pearls

If first intubation attempt fails, make an adjusiment and then consider:

s Different laryngoscope blade

Gum Elastic Bougie

Different ETT size

Change cricoid pressure

Apply BURP maneuver (Push trachea Back [posterior], Up, and to patient'sRight)

» Change head positioning

Continuous pulse oximetry should be utilized in all patients with an inadequate respiratoryfunction.
Ventilatory rate are typically about 30 for Neonates, 25 for Toddlers, 20 for School Age, and for Adolescents the normal
Adult rate of 12 per minute. Maintain a EtCO2 between 35 and 45 and avoid hyperventilation.
Capnography is:

= Required for ALL Intubated Patients and Cricothyroidotomy Patients*
3 Recommended [ Encouraged for all unstable patients
% Recommended /| Encouraged for utilization of any Airway Device (e.g. BIAD)

[* Attachment of the Capnograph may be delayed until the scene is safe / non-threatening]
Nc-quy Medical Control AS EARLY AS POSSIBLE about the patient's difficult / failed airway.
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Pain Control: Pediatric ®

History Signs and Symptoms Differential
= Age s Severity (painscale) s  Per the specific protocol
& Location = Qualily (sharp, dull, efc.) «  Musculoskeletal
o Duralion +  Radiation * Visceral (abdominal)
«  Savarity (1-10) & Relation to movement, + Cardiac
=  Past medical hislory =  Respiration ¢  Pleural | Resplratory
»  NMedications s |ncreased with palpation of area « MNeurogenic
s Drug allergies + Renal{colic)
\ A A
( 8¢ Universal Palienl Care F’mtucoD
* Patient care acr_'ardmg to Protocol
based on Spe::iflc Complaint
Pain Severity > 6 out of 10
Or
Indication for IV /IM Medication
; }%} Obtaln and Record Pulse Ox
£ Obtain and Record EtCO2
H) if available
C* Vascular Access Fmtncnij
- 3
| Morphine and Fentanyl Doses
ﬂ Consider: Nitrous Oxide listed in this protocol may be
; used PRIOR to contact with
& Morphine or Fentanyl * OnLine Medical Control
P * ONLY these doses may be administered PRIOR to P Age > 5 Years
OLMC contact [AGE > 5 ¥rs)
A
Marphine® 0.1 mg/kg up to 5 mg. May i e .
-P repeatx 1 Q5 minutes. Max Dose = 10 mg P’ REI:“”T\E:Trﬂénd'::ﬂtl'u"s
I or ain Control:
Fentanyl® 1 mcg/kg up to 50 mcg. May repeatx 105 [ *  Severe Head Injury
minutes. Max Dose = 100 mcg *  End-Stage Lung Disease
*  Unftreated Hypolension
- Conslder: B LS ~
P P
Ondansetren- 0.Img/kg x1; max 4mg 5
o Relative Contraindications
Promethazine - 0.5m ®1; max 12.5
ek s For Non-Steroidal Agents :
Must reasssoss pafient at least every *  ActiveBleeding
5 minutes after sedative medication * Possible Surgery
* RenalDiseasze

“ /

Notify Destination or
Contact Medical Control
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Pain Control: Pediatric @ ®

Worst
Ho Moderate Possible
Pain Paln Paﬁ-i

o 1 2 3 4 5 6 T 8 9 10

If you are having pain, tell your doctor or nurse.
Use these pain scales to describe your pain.

Hurts Hurts Hurts Hurts
No Little Little Even Whnle Hurts
Hurt Bit More More Worst

DEEO®®®

Dusle
in todavid El paor
d maa daoler

EESE IS (i | ) W
A .
1 2 3 4 5 6 7 8 9 10

$i tiene dolor, digaselo a su doctor o enfermera.
Use esta escala para describir su dolor.

Duele
Dl.mra un Dutln
pnqulm Duele El peor
pnqu!lan muche dalor

SIn
mfs
Pl-tlmlrﬂ-i

From Hockenbermy MJ, Wilson D, Winkelstein ML; Wong's Essentials of Pediatric Nursing, ed. 7,
5L Louls, 2005, p. 1258, Used with permission. Copyright, Mosby.

° T8

e

Pearls

s Recommended Exam: Mental Status, Area of Pain, Neuro

Pain severity (0-10) is a vital sign to be recorded pre and post IV or IM medication delivery and at disposition.

Vital signs should be obtained pre, 15 minutes post, and at disposition with all pain medications.

Relative Contraindications to the use of a narcotie include hypotension, head injury, respiratory distress or severe Lung Disease.
Ibuprofen should not be used in patients with known renal disease or renal transplant, in patients who have known drug
allergies to NSAID's {non-steroldal anti-inflammatory medlications), with active bleeding, or in patients who may need
surgical intervention such as open fractures or fracture deformities.

All patients should have drug allergies documented prior to administering pain madications.

Al patients who receive IM or IV medications must be observed 15 minutes for drug reaction.

Ibuprofen should not be given for headaches or abdominal pain, history of gastrilis, stomach ulcers, fracture, or if patient will require
sedation.

« [onot administer any PO medications for patients who may need surgical intervention such as open fractures or fraclure
deformities, headaches, or abdominal pain.

A physician's signature is required for any patient who receives pain medications.

- & 8 @8
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“’*-?Q Pediatric Altered Mental Status

History Signs and Symptoms Differential

®  Past medicalhistory ® Decrease inmentation ®  Hypoxia
o Medications e Change in baseline meniation ® NS {trauma, siroke, seizure, infection)
® Recenl illness ¢ Deacrease in Blood sugar ®  Thyroid (hyper fhypo)
& [rritahility & Cool, diaphoretic skin & Shock {seplic-infeclion, metabolic, traumalic)
o | ethargy ® |ncreasa in Blood sugar & Diabetes (hyper / hypoglycemia)
® Changesin feeding / sleaping e Warm, dry, skin, fruity breath, ¢ Toxicological
& Diabeles kussmaul respirations, signs of o Acidosis | Alkalosis
iali ; dehydration e  Environmental exposure
&  Potential ingestion " p
& i Fewer e  Electrolyle abnormatilities
&  Psychiatric disorder
® |Infection
" A M

l—( #  Universal Patient Care PmmcﬂD
Pediatric Airway Protocol if
indicated
i v F
H m Blood Glucose Analysis E-{ }k* Glucose Management Pratocal
C * Vascular Access Protocol )

¥
(* Spinal Motion Restriction Protocol )

If Indicated
Signs of shock Pediafric Hypotension /
Poor perfusion > : YEw ( * Shock Protocol )
I
NO
¥

A&

Signs of OD
Overdose/
Toxicology ¥ES——— * Taxic Ingestion Protocol
related
|
NG

Signs of * Hypothermia /
Hypo / H:-,rperlhenma Hyperthermia Protocaol
ND
&b Appropriate Pedialric
ES #8 Cardiac/ Dysthythmia Protocol
as Indicated

MNotify Destination or
Contact Medical Control

{ Cardiac MonI{or

12 Lead ECG Acquisition

= Cardiac Monitor /
| & EKG Interpretation
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2 Pediatric Altered Mental Status

—~
Pearls

" 8 & & 8 B

Recommended Exam: Mental Status, HEENT, Skin, Hzart, Lungs, Abdomen, Back, Extramities, Neuro

Pay careful attention to the head exam for signs of bruising or other injury.

Be aware of AMS as presenting sign of an environmental toxin or Haz-Mat exposure and protect personal safely.

It iz safer lo assume hypoglycemia than hyperglyeemia il doubl exists. Rechack blood glucose after Dextrose or Glucagon
Consider aleohol, prescription drugs, illicit drugs and Over the Counter preparations as a potential etiolagy.

Consider Restraints if necassary for patient's andfor personnel's protection per the restraint procedura,
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"333 Pediatric Asystole / PEA

History Signs and Symptoms Differential
&  Evenis leading to arrest ¢ Unresponsive +  Respiratory failura
s  Eslimated downtime s Cardiac Arresl =  Foreignbody
s  Past medicalhistory »  Signs of lividity or rigor =  Hyperkalemia
s Meadications = Infaction (craup, epiglotitis)
e Existence of terminalillness 5 gz“““'“'.fﬂa f"r‘fg‘:‘dm‘m}
«  Ainway obstruction : Tnlllg::: O R
= Hypolhermnia iy
+«  Tension pneumothorax
+  Suspected abuse; shaken baby - Hypulhaﬁn'ra
syndrome, pattern of injuries s Tosarormedication
« SIDS = Hypoglycamia
.4 & Acidosis
Pediatric Pulseless REVERSIELE
Arrest Protocal CAUSES:
Do not begin Hypovolemia
. g Hypotension Prolocol
Resuscitation e
Criteria for Death [ No — Fluid Bolus
lof——Y'E Resuscitation
Follow z Hypoxia
Deceased Subjects Review DNR [/ POST Form P
Palicy NID Obstruction? Increase
W vantilation,
Begin Contl CPRC : 0 Supplemental Oxygen
agin inuaus ompressions
AT ANY TIME Push Hard / PushFasl Hydrogen ion
Return of Change Compressors every 2 minutes {acidosis) Increase
Spontaneous (Limit changes / pulses checks ventilation, Bicarbonate
Circulation seconds) Hypothermia
Goto Hypothermia
Post Resuscitation Airway Protocol Protocal,
Protocol Rewarming
, Hyperkalamia
Hypotension Protocol ) Dialysis / Renal Fallure
‘i Prolocal — Caleium,
Bicarbonate, Albuterol
AT ANY TIME Sea‘r‘i:h for Reve_rsihée Causes Hypoglycemia
[F itcithn chaRaess Litilize Appropriate Protocol Hypoglycemia Protocal —
vt AIeS: Daxtrosea, Glucagon
Go to
Appropriate Tension
Protocol prieumaothorax
h _ Chest Decomprassion

%

Glucose Management
Protocol

T da; cardi
Epinephrine1:10,000 F;:::I‘,i]?l'r::n:p;?i ac
P 0.01 mgikg VO (max 1mg) [ P Early Notification

Repeat every 3—  minutes

Toxins
B Blood Glucose Analysis B D | Taxic
B Ingastion Protocal;

Consider Sperific Antidole
Dopamine
2-10mcglkalmin Thrombosis;
or pulmanary
P Epinephrine P (PE)
i 2-10meg/min i Fluid Bolus.
i Rapid Transport —
Consider Chest Needle Early Motification

DecompressionProcedure
t Thrombosis; coronary

¥ (nn

Notify Dastination or Rapid Transport —
Contact Medical Control . _Early Maotification
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Pediatric Asystole / PEA

Ensure you have 1,600meg/ml Concentration for this chart - Mix 400mg Dopaming in 250m|
Then use 2 60gtts set and dellver the number indicated below by drops per minute {or mi/fhr)
Patients Weight in KG

25] 5 [ 30 [ 20 [ a0 [ 40 [ 50 | 60 | 76 | s0 | 88 | 100 | 110 | 120 | 130 | 3140
Patients Weight in LBS

x

6 | 11 [ 22 | 44 | 66 | 88 | 110 | 132 | 154 | 176 | 198 | 220 | 243 | 265 | 287 | 309

omeg | 0 | 0 1 o N 5 5 6 7 8 8 C 10 11
Slsme | 0 1 2 8 9 11 13 15 17 19 21 23 24 26
Sliome| 1 2 4 i | 15 18 23 26 30 34 38 41 45 49 53
glg megh L 3 6 11 [NEE| 23 | 34 39 45 51 s6 | 62 | 68 72 79
20meg| ? 4 g | 15| 23| 30 | 318 45 53 60 68 75 83 90 98 105

Epinephrine Drip Chart

Ensure you have 8mcg/ml Concentration for this chart - Mix 2mg Epi 1:1,00 in 250m!
Then use a 60gtts set and deliver the number indicated below by drops per minute (or ml/hr)

#‘?'f gtts/min

2 mcg 15

2

s 4 mcg 30

ol _6mcg 45

%" 8 mcg 60
10 mcg 75

(Pearls

« |n order to be successful in pediatric arrests, a8 cause must be identified and corrected.
+ Respiratory arrest is a commaon cause of cardiac arrest. Unlike adults early airway intervention is critical.
s In most cases pediatric airways can ba managed by basic interventions.
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History Signs and Symptoms Differential
s  Past medicalhistory » Decreased heartrate *  Respiratory failure
=  Foreign body exposure/swallowed e Delayed capillary refill or cyanosis Foreignbody
s  Respiralory distress or arrest * Mottled, cool skin ﬁ:&?ﬁgﬂr};nup epiglotitis)
«  Apnea ¢«  Hypotension orarrest s Hypovolemia {dehy&ration]
*  Possible loxic or poison exposure s Alterad level of consciousness s  Congenital hearl disease
&  Congenital disease s  Trauma
s« Medication {matemal or infant) a  Tension pneumothorax
=  Hypolhermia
e Toxin or medicalion
*  Hypoglycemia
s Acidosis
\ A A
AT ANY TIME ( ¥ Universal Patient Care Protocol )
Pulsaless
Go To Pediatric
Cardiae Arrest ( * Pediatric Airway Protocol
Protocaol :
[ Cardiac Monitor/
* @ 12 Lead ECG Acquisition
P (1 Cardiac Monitar /
0 12 Lead ECG Interpretation _
! E Poor Perfusion / Decreased Blood Pressura
| o Monitor & Reassess NG Respiratory Insufficiency
|
i 1 YES
Y
Hypovolemia
Hypaotension Protocol — Fluid Bolus ( * Vascular Access Protocol )
- REVERSIBLE CAUSES:
ypoxia .
Airway Protocol — Obstruction? Increase ventilation, ( * Hypotension Protocol )
Supplemental Oxygen b
4 i [ ; Heart Rate < 60 in Infant 3
Hydrogen ion {acidosis ;
Increase ventilation, Bicarbonate i'@ CPR
Hypothermla pl|l= Epinephrine 1:10,000 P
Hypothermia Protocaol, Rewarming 5 See Broselow tape i
Hyperkalemia . .
Dialysis / Renal Failure Protocol — Calcium, P - Consider ﬁtrﬂpiﬂﬂ P
Bicarbonate, Albuterol i See Broselow tape 3
Hypoglycemia
Hypoglhycemia Protacol —~ Dextrose, l
Glucagon
Tension pneumothorax % 2 ]
Chest Decompression i—' Consider Reversible Causes
Tamponade; cardiac
Rapid Transport — Early Notification
Toxlns
0D / Taxic Ingestion Protocol; Specific Antidote P - Consider P
: Dopamine
Thrombaosis; pulmanary {PE) i
Fluid Bolus. 2-10mecgfkg/min
Rapid Transport — Carly Notification o
Thn?ml:usis; cumnary[Ml}_ o Epinephrine
fiapid Transport — Early Notification 510 ot
= ITICg_ m
: - Consider External Pacing
. P P
Notify Destination or . 2 Set rate to 100 bpm
Contact Medleal Control
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Pediatric Bradycardia

Ensure you have 1,600meg/ml Concentration for this chart - Mix 400mg Dopamine in 250m|
Then use a B0gtts set and defiver the nomber indicated below by drops per minute (or /i)

) Patients Weight in KG
25] s | 10 | 70 | 30 | a0 | so | so | 7o | @0 | oo | 100 | 110 [ 120 | 230 | 140
: Patients Weight in LBS .
b & 11 ] 49 | 66 i) 110 132 154 | 176 198 | 220 | 243 | 265 287 | 309
z 2meg | O 0 1 2 2 3 4 5 5 6 7 8 8 g 10 1
S meg 0 1 2 4 6 ] 9 i1 13 15 17 19 21 23 29 6
10meg| 1 2 4 8 11 15 19 23 26 # 30 34 38 41 45 49 53
Els = Bl BN El E2 Ed E2A KA Ea
20 meg 2 4 8 15 23 30 38 a5 53 60 B8 75 83 &0 98 105
Epi hri Drip Chart
Ensure you have 8mcg/ml Concentration for this chart - Mix 2mg Epi 1:1,00 in 250ml|
Then use a 60gtts set and deliver the number indicated below by drops per minute (or mi/hr)
"#{f‘ gtts/min
2 mcg 15
=
=| 4mc 30
E g
8} 6 mcg 45
= 8 mcg 60
10 mcg i
IfI;'i}z’.u'ls
s Recommended Exam: Mental Status, HEENT, Skin, Heart, Lungs, Abdomen, Back, Extremities, Neuro
» Age/Weight/Length based system to accurately calculate drug dosages and equipmeant
& |nfant= < 1 year of age
s  The majority of pedialric arrests are due to ainvay problems.
+  Most maternal medications pass through breast milk to the infanl.
s Hypoglycemia, severe dehydration and narcotic effects may produce hradycardia.
s  Pediatric patients requiring external transcutaneous pacing require the use of pads appropriate for pedialric patients per the

manufacturers guidelines.

s Minimum Atropine dose is 0.1 mg IV.
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Pediatric Cardiac Arrest

Histor Signs and Symptoms Differential
y  Time of arresl & Unrespansive «  Raspiratory failure
i Medical history F Cardise arest Fareign hady, Secretions,
_ Medications Infaction {croup, epiglatitls)
5 % . Hypovolemi
+  Possibilily of foreign . Cnn,gani:.:: »lﬁf':ﬂ:;gzm
hody «  Trauma
+  Hypothermia «  Tension preumothorax, cardiac
tamponade, pulmonary embolism
. Hypothermia
. Teadin or medication
. Elecirolyte abmormalilies {Glucosa, K)
. Meidosis
8 A AN
( #J universal Patient Care Prutﬂmo F \
AT ANY TIME
W
Return of Spontaneous
: Criteria for Death /No
i itation f«—Yes * ST i
Withhold resuscitation { e e diaas ) Circulation
Mo
¥
v !;D Begin Continuous CPR Go to Post
: Compressions i
Contact / Notify Resuscitation Protocol
Medical Control or
Supervisor** L *
ALS Available 7 i '
NO YES
v y

P ,%} Assess Rhythm | P

Y
AEM;OFTEMGQI d Go Ta Age Appropriate
Protocol:
Ventricular Fibrillation
* * Pulseless Ventricular
Tachycardia
Pulseless Electrical Activity
l\ Asystole ¥

Interrupt Compressions Only as per
AED Procedure. Ventilate to
maintain EtCO2 of 10 mmHG during
CPR.
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Eﬁ@ Pediatric Cardiac Arrest

Hypovolemia
Hypotension Pratocol — Flukd Bolus

Hypoxia
Alrway Protocel — Obstruction? Increase ventilstion,
Supplemental Oxygen

Hydrogen ion (acidosis)
Increase ventilstion, Bicarbonate

Hypothermia
Hypothermia Protocol, Rewarming

Hyperkalemia

Malysis f Renal Failure Protocol — Calcium, Bicarbonate,
Albuteral

Hypoglycemia
Hypoglycemia Protocel — Dextrase, Glucagon

Tension pneumotharax
Chest Decompression

Tamponade; cardiac
Rapid Transport — Earty Notification

Toxins
00/ Toxic Ingestion Protocol;
Specific Antidote

Thrombosis; pulmonary {PE)}
Fluld Bolus.

Rapid Transport - Early Notification

Thrombasis; coronary (M)
Rapid Transport — Early Notification

r"'!':"val'.}rlsar.

+« Recommended Exam: Mental Status, Heart, Lungs

+  Inorder to be successful in pediatric amests, a cause must be identified and correcled.

+  Airway is the most important intervention. This should be accomplished immediately. Patient survival is often dependent on airway
managament success,
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Pediatric Head Trauma

History Signs and Symptoms Diffarential
e Time of injury &  Pain, swelling, bleeding s  Shkullfracture
¢  Mechanism (blunt vs. penetrating) o Altered mental status «  Brain injury (Concussion, Contusion,
s Loss of consciousness e Unconscious Hemorrhage or Laceration)
=+ Bleeding s« Respiratory distress { failure + Epidural hematoma
¢ Past medicalhistory +  ‘omiting +  Subdural hematoma
= Medications *  Major traumatic mechanism of injury « Subarachnold hemorrhage
e  Evidence for mulli-lrauma s Seizure &«  Spinalinjury
\* Evidence of abuse = Gait Disturbance ¥ & Abuse

Treatment per

appropriate
Trauma Protocol

&

GCS <8

h J

Pediatric
Airway Protocol

@

( * Universal Patient Care PmmcoD

i

|solated Head Trauma

Yes

( * Spinal Motion Restriction Pmtamo

C * Vascular Access Protocol )

h

;%J Obtain and Record GCS

GCS =8

v

Pediatric \_‘

%

Seizure Protocol J‘

Pediatric
Glucose Management
Protocal

~ Maintain Pulse Ox > 94% i
2 &) Maintain EtCO2 between 35 - 45 [l Repeat
aveary
* 5 miﬁutes
Seizure?
|
Mo

4

=
J'lql_') Assess Blood Glucose l

b A

£ .
Monito d Reassess
@ onitor an 5

h

Notify Destination or Contact Medical Control n
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>#4  Pediatric Head Trauma

.

earls
Recommended Exam: Mental Status, HEENT, Heart, Lungs, Abdomen, Extremities, Back, Neuro
Increased intracranial pressure (JCP) may cause hypertension and bradycardia (Cushing's Response).
Hypotension usually indicates injury or shock unrelated to the headinjury.
The most important item to monitor anddocument is a change in the level of consciousness.
Concussions are periods of confusion or LOC associated with trauma which may have resolved by the time EMS
arrives. Any prolonged confusion or mental status abnormality which does not return to normal within 15 minutes or any
documented loss of consciousness should be evaluated by a physician ASAP.

s » & & 8 )
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Eﬂs Pediatric Hypotension

History Signs and Symptoms Differential
+ Bloodloss s Restlessness, confusion, « Trauma
. Fluid weakness =« Infection
loss » Dizziness + Dehydration
Vomiting o Increased HR, rapid pulse Womiting
Diarrhea *» DecreasedBP Diarrhea
Fever = Pale, cool, clammy skin Fever
= Infection s« [Dolayed capillary refill + Congenital hearl disease
« Congenital Defects s«  Medication or Toxin
\* Birth Complications A+ Allergicreaction

* Universal Patient Care Protocol
Use Age Appmpnate BIF Levels

C* Vascular Access Protocol )

h

Pediatric Multiple

Trauma Protocol Yas—j Evidence or History of Trauma ?
No
+ Glucose
= Management
= (b Assess Blood Glucose Protocol

l &

- ~ Mermal Saline Bolus 20 mL/Kg
= 5
May repeat 3x max cumulative dose of

60 mi/ke
Age Appropriate Vital Signs:
SBP HR \
Premature | 55-75 120-170 - Cansider:
0-3m 65-85 100-150 = Dopamine
3-6m 70-90 | 90-120 B 2-10meg/kg/min P
6-12m 80-100 | 80-120 Or
1-3Y 90-105 | 70-110 Epinephrine
3-6Y 95-110 | 65-110 : 2-10meg/min
6-12Y 100-120 | 60-95
( 8% consider ODITnxichtm:ol)

ﬂ Notify Destination or Contact Medical Control n
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Ensure you have 1,600meg/mi Concentration for this chart - Mix 300mg Dopamine in 250ml
Then use 3 60gtts set and deiivﬁf_itlinﬂ?er indicale__l:_l below ?fdﬂgs per minute (or mifhr)
Patients Weight in KG
[ 25 s [ 20 | 20 | 30 | 40 | s0 | eo | 70 | 80 | 90 | 300 | 210 | 220 | 130 | 140
Patients Weight in LBS S
= 6 | 11 | 22 | aa | 66 | 88 | 110 | 132 154 | 176 | 198 | 220 | 243 | 265 | 287 | 3on
smeg | O 4] 1 2 2 4 5 5 6 7 B 8 g 10 11
smeg | D 1 2 4 & 8 g 11 13 15 17 19 21 23 24 6
10meg| 1 2 4 8 1. | 1s 19 23 26 1] 34 ag a1 a5 49 53
2h15 meg 1 3 6 11 17 | » 28 34 a9 45 51 56 62 68 23|
20meg| 2 a 8 15 | 23 | 3o 3R 45 53 B0 64 75 a3 90 98 105
Epi hrine Drip Chart
Ensure you have 8mcg/ml Concentration for this chart - Mix 2mg Epi 1:1,00 in 250ml
Then use a 60gtts set and deliver the number indicated below by drops per minute (or mi/hr)
‘,!:fv’f gtts/min
o 2 mecg 15
= 4 mcg 30
16 mcg 45
E 8 meg 60
10 meg 75
Ir'.I;'-.ﬂ.na'sn'ls
« Recommended Exam: Mental Status, Skin, HEENT, Heart, Lung, Abdomen, Extremities, Back, Neuro
¢ Consider all possible causes of shock and treat per appropriate protocol.
= Decreasing heart rate and hypotension oceur lale in children and are signs of imminent cardiac arrest.
e Most maternal medications pass through breast milk to the infant. Examples: Narcotics, Benzodiazepines.
¢ Consider possible allergic reaction or early anaphylaxis.
s Consider sepsis as possible eticlogy and measure a body temperature as part of vital signs.
« |f patient has a history of cardiac disease, (prematurity) chronic lung disease, or renal disease limit Mormal Saline bolus

to 10 mlfkg unless otherwise directed by Medical Control Physician
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#4 Pediatric Multiple Trauma

History Signs and Symptoms Differential (Life Threatening)

®  Time and mechanlzsm of injury & Pain, swelling & Chest :

o Haight of anyfall o Deformily, lesions, L?;‘r::ﬂn preumathorax Flall

& Damage o slrocture or vehlcle bleading Pericardial tamponade

®  Location in struclure or vehicle s Altered menlal siatus Open ches! wound

& Others injured or dead &  Unoconstious Hemutl'tlnrax :

®  Speed and details of MVC v ‘ilypotossioniotshiock : !ntra_—alll:rdcrmlna:blaedmg

#  Restraints { Protective equipment ¥ CaplisciRespiiatory Anest F"E_“"JS Femur r:?chﬂ'e :
Car Soat f Helmet / &  Spine fracture / Cord injury
PadsEjection &  Head injury (see Head Trauma)

*  Pasl medical history *  Extramity fracture / dislocation

s Medications ®  HEENT (Airway obstruction)

\ A As Hypothermia

* Universal Patient Care Pmtom)

* Spinal Motion
Restriction Protocal

Assessment of Serious Signs /
Symptoms
ABC and LOC

Pedmtrn: Adrway
Protocol

(%

)—,(* Vascular Access Pmtucch

Y

VS [ Perfusion | GCS

ABMNORMAL

Rapid Transport to appropriate
destination using EMS_System
Trauma Plan
Limit Scene Time to 10 minutes
Provide Early Notification

o Cardiac Monitor /
) 12 Lead EKG Acquisition
= Cardiac Monitor /

EKGInterpretation
|

-, Splint Suspected Fractures
& Cconsider Pelvic Binding
Hemorrhage Control Procedure
| = Consider Chest Decompression |
Pl O Meedle Procedure if indicated iz

v

Pediatric Head Injury Protacol
if indicated

v

Monitor and Reassess

MORMAL

Repeat Assessment

|| _ Splint Suspected Fractures
/&) Consider Pelvic Binding
| Hemaorrhage Control Procedure

Transport lo
appropriate destination using
EMS System Trauma Plan

Maonitor and Reassess

3

Pediatric PainProtocol )

A*

h

Motify Destination or
Contact Medical Control
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%3 Pediatric Multiple Trauma

p
Pearls

Recommended Exam: Mental Status, Skin, HEENT, Heart, Lung, Abdomen, Extremities, Back, Neuro

Items in Red Text are key performance measures used in the EMS Acute Trauma Care Toolkit

Transport Destination is chosen based on the EMS System Trauma Plan with EMS pre-arrival notification.
Mechanism is the mosl reliable indicator of serious injury. Examine all restraints / proleclive equipment for damage.
In prolonged extrications or serious trauma consider air transportation for extended transport times.

Do not overlook the possibility for child abuse.

Scene times should nol be delayed for procedures. These should be performed en route when possible,

Bag valve mask is an acceptable method of managing the airway if pulse oximetry can be maintained above 90%.

5 & % & & @& &
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History
+  Respiratory arrest .

= Cardiacarrest

Y signsiSymptoms

Return of pulse

Pediatric Post Resuscitation

R .
Differential

= Continue to address specilic dilferentials
associaled wilh the original dysrhythmia

Arrhythmias are common
and usually self limiting

Cardiac Monitor/
12 Lead ECG Acquisition

after ROSC

Cardiac Monitor /
12 Lead ECG Interpretation

Hypotension
Age Based

0-28Days

o

Repeat Primary Assessment

< Bl mmHg

IT Archythmia Persists
follow Rhythm

Optimize Ventilation andOxygenation
MaintainSp02 4%

1 Month to 1 Yaar
< f0mmHg

Appropriale Protocol

Pedialric Airway Protocol

1to 10 Years

A 4

= 70+ ( 2 x age) mmHg

Remove Impedence Threshold Device
EtCO2: 35— 45 mmHg

/) DONOTHYPERVENTILATE

Manitor Vital Signs / Reassess

11 Years and older
<90+ { 2 x age) mmHg

w

Vascular Access Protocol

W
* Hypotension / Hypotension
Protocol YES "\ Age based?
_ L 4 Pediatric
H ,Q} Blood Glucose Assessment * Glucose Management
Protocol
b 4
Pediatric Symptomatic
* Bradycardia FEE < Bradycardia ? >
Protocol |
NCr
Symptom 3 Pediatric
atl
< Tanhycardla‘? >‘7YE * .
Protocol
NCI
YES / Persistent
A 4

& Continue Antiarrhythmic

P Uilized for ROSC P

v

a Consider Sedation
See Broselow Tape

\ ectopy?

Protocol 58

MNotify Destination or
Contact Medical Control

2019




Pediatric Post Resuscitation

Ir#_F'e:arls
« Recommanded Exam: Mental Status, Neck, Skin, Lungs, Heart, Abdomen, Extremities, Neuro

s  Hyperventilation is a significant cause of hypotension / recurrence of cardiac arrest in post resuscitalion phase and must he
avoidaed.

Consider usa of Impadance Threshold Device once Advanced Airway Is Placed.

REMOVE Impedance Threshold Device once ROSC obtained

Appropriate posi-resuscitation management may best be planned in consultation with medical control.

Protocol 58




L

History

. Congenital Hearl
Disease

+  Chronic Lung Disesse

. Congestive heart failure

+  Past medical history

Y —t

X

Signs/Symptoms

Infant: Respiratory distress, poor feading,
lethargy, weight gain, +/- cyanosis
Child/Adolescant: Respliratlory disiress,
bilataral rales, apprehension, orthopnea,
Jugular vein distention {rara), pink, frolhy
sputum, peripheral edema, diaphoresis,
chast pain

Hypotension, shock

B & & = B 8 5 B

As

Differantial

Pediatric Pulmonary Edema / CHF

Congestive haart fallure
Asthma

Anaphylaxis

Aspiration

Fleural effusion
Prneumonia

Pulmonary embolus
Pericardial tamponads
Toxic Exposure

( * Universal Palient Care Protocol )

Cardiac Monitor f
12 Lead ECG Acquisition

Cardiac Monitor /
12 Lead ECG Interpretation

C * Vascular Access Protocol

L
Airway Patent
Ventilations adequate
Oxygenation adeqguate

<

YES

NO

v

)

Position child with
Head of bed in up-position (25-40")
Flex hips with support underknees
s0 that they are bent 90°

Transport to a Pediatric Specially Center

ifavailable

X

Motify Destination or
Contact Medical Control

B

I
*oLmMcC

v

(oLmc* = onine Medical Control)

Consider: if available
CPAP /BiPAP

Consider:
Diuretics
Inotropic Agents

Protocol 59

o

Allergic Reaction YES * Allergic Reaction /
Anaphylaxis " Anaphylaxis Protocol

Pediatric Airway
Protocol




’{ Pediatric Pulmonary Edema / CHF

f”-F‘heaar]s

Recommended exam: Mental status, Respiratory, Cardiac, Skin, Neuro

+« Contact Medical Control early in the care of the pediatric cardiac patiant.
= Most children with CHF have a congenital heart defect, obtain a precise past medical history.
s Congenital heart disease varies by age:
< 1 month: Tetralogy of Fallot, Transposition of the great arteries, Coarctation of the aorta.
— months: Veniricular septal defects (VSD), Alrioseptal defects (ASD).
Any age: Myccarditis, Pericarditis, SVT, hearl blocks.
s  Treatment of Congestive Heart Failure / Pulmonary edema may vary depending on the underlying cause and should
include eonsultation with Control:
s [onot assume all wheezing is pulmonary, especially in a cardiac child: avoid albuterol unless strong history of recurrent
wheezing secondary to pulmonary etinlogy (discuss with Medical Control)

Protocol 59

2019




Jﬁfq Pediatric Respiratory Distress

History Signs and Symptoms Differantial

¢« Time of onsel & Wheezing or stridor +  Allergic Reaction

¢  Possibility of foreign body o Respiratory retractions . Asthma

¢ Madical history * Increased heartrate +  Aspiration

»  Medications *  Alterod lovel of consciousnass » Foreignbody

o  Fover or respiratory infection *  Masal flaring { tripoding . Infection

& Other sick siblings / contacts +  Anxious appearance Pneumonia

& History of rauma Croup

Epiglotitis
« Congenltal heart disease
o Medication or Toxin
- A A Trauma

Airway

(* Universal Patient Care PmmcuD

Management
Protocol

YES

Respiratory | Ventilatory Insufficiency

i

NO

¥

J'——w heezing

Position Palient for Comfort

Pulse Oximatry

Capnography il Available

. ale ConsiderPediatric )

.--1\__ CHF Protocaol

Albuteral
2.5mg

Stridor

h J

Vascular Access Protocol

If Sp02 < 945 after 1% treatment)

Mormal Saline Nebulized H

If no improvement repeat
Albuterol 2.5mg x 2

If MO improvement or Severe
Racemic Epinephrine Nebulized P
0.5-0.75ml of 2.25% solution in

2.0ml normal saline

Consider Albuteral or
other Beta- Agonist with
Ipratropium if available
0.5mg ipratropium
bromide + 2.5mg albuterol
sulfate

Vascular Access Protacol
If Sp02 < 94% after 15! treatment

.

, Consider CPAP/BIPAP
B : :
if available

Notify Destination or r
Contact Medical Control 5

( i 3 Consider Anaphylaxis Protocol

(* Consider Anaphylaxis Protocol

Consider Repeat Albuterol or other Beta

Agonist

( OLMC* = Online Medical Contral

If NO improvement repeat
Racemic Epinephrine Nebulized

Protocol 60




Pediatric Respiratory Distress

earls
Recommended Exam: Mental Status, HEENT, Skin, Neck, Heart, Lungs, Abdomen, Extremities, Neuro
Racemic EPINEPHrina should be diluted with 2mls of normal saline prior 1o administration.
Da not force a child into a position. They will protect their airway by their bady position.
The most impaortant component of respiratory distress is airway control.
Bronchiolitis is a viral infection lypically affecting infants which results in wheezing which may not respond to beta-agonists.
Consider Epinaphrine if patient < 18 months and not responding to initial bela-agonist treatment.
Croup typically affects children < 2 years of age. It is viral, possible fover, gradual onsel, no drooling is noted.
Epiglottitis typically affects children = 2 years of age. It is bacterial, with faver, rapid onset, possible stridor, patient wants to sit up to
keep airway open, drooling is common. Airway manipulation may waorsen the condition.
\* Avoid direct laryngoscopy unless inlubation is imminant.

ll"-11\|

a &
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Pediatric Seizure

History Signs and Symptoms Differential
=  Fever +  Observed seizure activity s Fever
= Prior history of seizures s Altered mental status s Infection
¢ Seizure medications = Hot, dry skin or elevated body + Headtrauma
+ Reported seizure activity temperature e Medication or Toxin
s History of recent headtrauma = Hypoxia or Respiratory failure
+ Congenital abnormality = Hypoaglycemia
= Consider pregnancy in teenage + Metabolic abnormalily /acidosis
female « Tumor
\_ A .
( * Universal Patient Care PTDIGGGD
* For Actively seizing ¥
Patients on EMS ( Peds Airway Protacol )
arrival {i.e. without IV} %* y
consider IMJIN i
Midazolam 0 ki ¢
{see chart) H 56 Assess Blood Glucose Pmmréi%emen

v

* Evidence of Trauma ?
Pediatric Head Injury Protocol

Actively Seizing —Fost-lctal
v 1
Wascular Access e -
C Protocol | R| & ObtainTemperature FEBRIL

Consider
Benzodiazepines

Midazolam
{see chart on next page) A

Ly Or P
See Broselow tape

Seizure Recurs ?

May repeat x1 after 5 min.
|

¥

h 4
. = MNotify Destination or .
Still SE!IZII'\Q ? Contact Medical Control H"
NG 4

¥
ﬁ éﬁ} Obtain Temperature

FEBRILE

Protocol 61




Pediatric Seizure

IV/ 10/ IM

USE A 1 ML SYRINGE FOR MIDAZOLAM ADMISTRATION IN PEDIATRIC PATIENTS

Pearls

+ May give initial dose of Midazolam and repeat once. If a second Benzodiazepine is available then
initial dose of that one can be given. If seizing continues and another dose is needed contact medical
control.

Recommended Exam: Mental Status, HEENT, Heart, Lungs, Extremities, Neuro
May give initial dose of Midazolam and repeat dose, then initial dose of second Benzodiazeping.
s Addressing the ABCs and-verifying blood glucose is more important than stopping the seizure
Avoiding hypoxemia is extremely important
Status Epilepticus is defined as two or more successive seizures without a petiod of consciousness or recovery. This is a true
emargency requiring rapid airnwvay contral, treatment, and transport.
Grand mal seizures {generallzed) are associated with loss of consclousness, incontinence, and tongue trauma.
Focal seizures (petit mal) effect only a parl of the body and do not usually resultin a loss of consciousness.
Jacksonian seizures are seizures which starl as a focal seizure and become generalized.
Be prepared to assist ventilations especially if a benzodiazepine is uszed.
If evidence ar suspicion of trauma, spine should be immobilized.
In an infant, a seizure may be the only evidence of a closed head injury.
Rectal Diazepam/Lorazepam: Draw drug dose up in a 3 ml syringe. Remave needle from syringe and attached syringe lo an IV
extension tube. Cut off the distal end of the extension tube leaving about 3 or 4 inches of length. Insert tube in reclum and inject
drug. Flush extension tube with 3 ml of air and remowve.
e = D0 used in Newborn/infant and D25 used in Pedialric

e

s & 8 & & & @
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Pediatric Tachycardias

(With A Pulse)

e i i
History Ysians and Symptoms Y Differential
. Pas1 medical hislory s Haarl Rale: ®  Heart discase (Congenilal)
=  DMedications or Toxic ¥  Child =180/bpm &  Hypo /Hypartharmia
I!'I-QBSIIO.I’!L - ) ¥ Infant = 220/bpm & Hypovolemia or Anamia
. {.lf\mmcrp yll_lne. Diet «  Pale or Cyanosis s  Electrolyta imbalance
pills, Thyroid s+ Diaphaorasis ;
supplemants ®  Anxisly / Pain ! Emotional stress
1 «  Tachypnoa . T
Dacongasianls, «  Vomiting & Favar { Infaclion [ Sepsis
Digaxin) «  Hypolension *  Hypoxia
+  Drugs {nicotine, cocalne) s Altered Laval of ®  Hypoglycemia
=  Congenital Heart Disease Consciousness *  Medication / Toxin / Drugs (sec HX)
*  Respiratory Distress +  Pulmonary Congeslion &  Pulmonary embolus
«  Syncope or Mear Syncope +  Syncope &  Trauma
b AN A8 Tension Pneumaothorax
s : ] Cardiac Monitor /
C & Universal Patient Care Protocol ) 12Lead ECG Acquisition
S Cardiac Monitor / s
P P
12 Lead CCG Interpretation .
{ 8%  Vascular Access Protocol )
h
Unstable | Serious = Cardioversion \
Signs & Symploms Y £ 53] Procedure P
Mr0 Consider Pre-Shock
P - Benzodiazepines P
QRS > 0.08 secs ? YES ] SR S
MO
HR = 220 Infant
HR < 180 Child
P wave Present
YES HR Variable N AT ANY TIME
Pulseless
l Consider Adenosine® Go To Pedialric
Probable Sinus Probable SVT [Regular Monemarphic carg'“{:"?"—“
Ta{_—hyﬁardia ‘Lr Rhythm Only] P roloco
= See Color Based Tape *
P @ Vagal Maneuvers P 4
Consider Adenosine l i Single lead ECG
P P able to diagnose
4 See Color Based Tape | Consider and treat
Identify & Treat - Anthasi g arrhythn]r‘a 12
Underlying Cause F ythmics F Lead ECG not
3 v B _ necessary to
7 See Color Based Tape diagnose and treat,
e Cansider bul preferred when
" Antiarrhythmics p patient stable
Exit to Appropriate See Color Based Tape
Protocol 2 .

L

-

Rhythm Converts
12 Lead ECG Acquisifion

k
Motify Destinatlon or
Contact Medical Contral

Protocol 62




5 éﬁq Pediatric Tachycardias

(With A Pulse)

-

Pearls

Recommended Exam: Mental Status, Skin, Neck, Lung, Heart, Abdomen, Back, Extremities, Neuro
Serious Slgns and S oms:
Respiratory distress / failure.
Signs of shock f poor perfusion with or without hypotansion,
AMS
Sudden collapse with rapid, weak pulsa
Narrow Complex Tachycardia <0.12 seconds):
Sinus tachycardia; P waves prasent. Variable R-R waves. Infants usually < 220 beats / minute. Children usually < 180
heats f minute.
SWVT: = 90 % of childran with SVT will have a narrow QRS <0112 seconds.} P waves absent or abnormal. B-R waves not
variable. Usually abrupt onset. Infants usually = 220 beats / minute, Children usually = 180 beats /| minuta,
Atrial Flutter / Fibrillation
Wide Complex Tachycardia (> 0.08 seconds):
SVT with aberrancy.
WT: Uncommon in children. Rates may vary from naar normal to = 200 / minute. Most children with VT have underlying
heart disease / cardiac surgery / long QT syndrome { cardiomyopathy.
Torsades de Pointes [ Polymorphic (multiple shaped) Tachycardia:
Rate is typically 150 to 250 beats / minute.
Associated with long QT syndrome, hypomagnesaemia, hypokalemia, many cardiac drugs.
May quickly deteriorate to VT,
Vagal Maneuvers:
Breath holding. Blowing a glove into a balloon, Have child blow out - birthday candles or through an obstructed straw.
Infants: May put a bag of ice water over the upper half of the face caraful not to occlude the ainvay.
Separating the child from the caregiver may worsen the child's clinical condition.
Pedialric paddles should be used in children < 10 kg or Broselow-Luten color Purple if available.
Monitor for respiratory depression and hypotension associated if Benzodiazepines are used.
Document all rhythim changes with monitor strips and obtain monitor sirips with each therapeutic  intervention.
Generally, the maxirmum sinus lachycardia rate is 220 — the patient 5 age in years.
* Adenosine should NOT be given for unstable or for irmegular or for polymorphic wide-complex tachycardias as il may cause
degeneration of the arrhwthimia to Ventricular Fibrillation.
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Pediatric Ventricular Fibrillation
Pulseless Ventricular Tachycardia

History Signs and Symptoms Differential ] _ _
&  Ewvents leading to arrest s Unresponsive * Eﬂsplr?;‘ory fslllum I.r Airway cbstruction
: : : . yper fhypokalemla
¢  Esfimated downtime = Cardiac Arrast «  Hypovolemia
*  Past medical history s Hypolhermla
¢  Medications % il L] Hylpugfycemia
e Existence of terminal iliness « Acidosis
+  Tension pneumothorax
®  Alrway obsiruction +  Tamponade
= Hypothermis A «  Toxin or medication
[ 3

Thrombasis: Coronary ( Pulmonary Embolism

Continuous CPR Compreassions
Push Hard/Push Fast
Change Compressors every 2 minutes
{Uimits changes / pulse checks
Seconds)

Congenital heart disease

fs

Defibrillatex 1
See Color Based Tape

Airway Protocol

AT ANY TIME

Cardiae Monitor { Rhythm Acgulsition

Return of
Spontaneous

Vascular Access Protocol

Circulation

Check Rhythm and Pulse

w
@'\

b

v

%

F‘- = Defibrillate x 1 i p
& Ses Color Based Tape ' Go to Post
- Resuscitation
;.%} 5 Cycles of CPR Protocol
L
| Epinephrine
.F' {May repeat 33— minutes) F
See Color Based Tape

I

-

b

&) After 5 Cycles of CPR Check Rhythm and Pulse ]

v

Consider Torsades de pointes

4B Magnesium Sulfate

See Color Based Tape |

Il Defibrillate x 1
; 0 See Color Based Tape
!% 5 Cycles of CPR
B, Consider Anti-Arrhythmic:
See Color Based Tape
=
b 5 Cycles of CPR
¥
Notify Destination
Or Contact il NO *

Medical Contral

Criteria For Discontinuation?

FYES—A STOP ResuscitaTioN

Protocol 63

2019




s 1 Pediatric Ventricular Fibrillation
Q’iy Pulseless Ventricular Tachycardia

rFaarIs

Efforts should be directed at high quality and continuous compressions with limited interruptions and early
defibrillation when indicated. Compress anterior-posterior diameter of chest, in infants 1.5 inches and in
children 2 inches. Consider early 10 placement if available and / or difficult IV access anticipated.

DO NOT HYPERVENTILATE: If no advanced airway {(BIAD, ETT) compressions to ventilations are 30:2. If
advanced airway in place ventilate 10 breaths per minute with continuous, uninterrupted compressions.
Do not interrupt compressions to place endotracheal tube. Consider BIAD first to limit interruptions.
Airway is a more important intervention in pediatric arrests. This should be accomplished quickly with BVM or
supraglottic device. Patient survival is often dependent on proper ventilation and oxygenation / Airway Interventions
In arder to be successful in pediatric arrests, a cause must be identified and corrected.

Respiratory arrest is a common cause of cardiac arrest. Unlike adults early ventilation intervention is critical.

In most cases pediatric airways can be managed by basic intervantions.

Reassess and document endotracheal tube placement and EtCO2 frequently, after every move, and at fransfer of
care,
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Pediatric Vomiting / Diarrhea

History Signs and Symptoms Differential
«  Age s Pain s« CNS5 (Increased pressure, headache, tumor,
«  Time of last meal «  Dislension trauma or hemorrhage)
o Last bowel movement f emesis « Constipalion s Drugs
+« Improvement or worsening with « Diarrhea s Appendicitis
food or activity « Anorexia «  Gasfroenteritis
«  Other sick contacts «  Favar s« Gl or Renal disorders
«  Past Medical History +«  Cough, «  Diabetic Ketoacidosis
+«  Past Surgical History «  Dysuria s« Infections {pneumonia, influenza)
= Medications +  Eleclrolyte abnormalities
= Travel history
=  Bloody Emesis or diamhaa
e M A

( #%  Universal Patient Care F‘r‘ommD

Glucose

Y
@ Assess Blood Glucose * Management
= Protocol

b

Serious Signs / Symptoms
Hypotension, poor YES
perfusion, shock |
{ * Vascular Access Protocol )
—MNO

* Peds Hypotension
Protocol

| Consider
Ondansetron
0.1 mgfkg IV x1; Max 4mg
Or '
Promethazine P
(Qver 2 years of age)
0.5mg/kg x1; Max dose

12.5mg
(I preferred over IV)

Pediatric
Pain Cantrol
< AbdominaiPain?  ><«—YES—»( $i¢ Fancont
ifindicated

MO
o Motify Destination or
Lz Contact Medical Control

-
m.

&
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Pediatric Vomiting / Diarrhea

=
Pearls

» Recommended Exam: Mental Status, Skin, HEENT, Neck, Heart, Lungs, Abdomen, Back, Extremities, Neuro

« Heart Rate: One of the first clinical sians of dehydration, almost always increased heart rate, tachycardia
increases as dehydration becomes more severe, very unlikely to be significantly dehydrated if heart rate is
close to normal.

s  Age specific blood pressure 0 — days > 60 mmHg, 1 month - 1 year > 70 mmHg, 1 - 10 years > 70 + {2 x
age) mmHg and 11 years and older > 90 mmHg.

¢« Beware of vomiting only in children. Pyloric stenosis, bowel obstruction, and CNS processes (bleeding, tumors, or
increased CSF pressures) all often present with vomiting.
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Obstetrical Emergency

History Signs and Symptoms Differential
«  Past medical history = ‘aginal bleeding + Pre-eclampsia/ Eclampsia
»  Hyperlension mads s Abdominal pain s Placenta previa
+ Prenatal care s Seizuros = Placenta abruptio
» Prior pregnancies / births s Hypertension =« Spontaneous abortion
« (Gravida /Para = Severeheadache + EctopicPregnancy
» \isual changes
L A Edema of hands and face A
(* Universal Patient Care F'mtocaD
( * Wascular Access Protocol )
L 4
Vaginal Bleeding / Abdominal Pain?
Nlﬂ YES
Left Lateral Recumbent Position
v Hypotension ? o
Hypertension? f——NO—— |
T YES
YES
: v
History of Seizure or Seizure-like activity ? D ( 3 H?Ff’gg;f;?“ )
H & Assess Blood Glucose
Y \
C* Glucose Management Protocol ) Ly Complaint of Labor? YES——
(* Vascular Access Protocol )
* No
Active Selzure 7 l Childbirth
Consider Magnesium Sulfate Left Lateral Recumbent Protocol
F: e Ifauailahte. P Position *
4q IV over 2 minutes
l
i
(* Seizure Protocol ) Transport to Hospital
I - o MNotify Destination or

Contact Medical Control
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Obstetrical Emergency

—
Pearls

Recommended Exam: Mental Status, Abdomen, Heart, Lungs, Neuro

Severe headache, vision changes, hypertension or RUQ pain may indicate preeclampsia.

In the setting of pregnancy, hypertension is defined as a BP greater than 140 systolic or greater than 90 diastolic, or a
relative increase of 30 systolic and 20 diastolic from the patient's normal (pre-pregnancy) blood pressure.

Maintain patient in a left lateral position to minimize risk of supine hypotensive syndrome.

Ask patient to quantify bleeding - number of pads used per hour.

Any pregnant patient involved in a MVC should be seen immediately by a physician for evaluation .

Magnesium may cause hypotension and decreased respiratory drive. Use with caution.
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3k Childbirth / Labor

History Signs and Symptoms Differential
& Duedate & Spasmodic pain ¢«  Abnormal presentation
s Tima confractions starled / howoften |« Vaginal discharge or bleeding Buttock
+  Rupture of membrancs s  Crowning or urge lo push Foot
®  Time / amounl of any vaginal s  Meconium Hand
blecding s+ Prolapsedcord
*  Sensafion of felal activity *  Placentaprevia
=  Pasl medical and delivery history *  Abruptioplacenta
s Medications
s (Gravida/Para Slatus
s High Risk pregnancy
¢ [liicit Drug Use
. AL A
( 8 Universal Patient Care ProlﬂmD
¥
I Left Lateral Position |
(* Vascular Access Protocol )
Obstetrical ¥
Emergencies Yes— Hypertension ? |
Protocol |

MO

¥ ]
- Hypotension
| Hypotension 7 |—Yaa—b( )
I * Protocol
WO
h
. Inspect Perineam 2

{Mo digital vaginal exam)

h

NG

Crowningand
= 36 weeks pestation YES e

Priority symptoms:
< 36 weeks gestation
Abnormal Presentation

A

J%) Childhirth Procedure

i~y Monitor and Reassess. . L Severefabnormal
Document Frequency and ¢ vaginal bleeding
» Duralion of Contractions

Multiple Gestation

I If cord Prolapsed —distract head from cord l

(* Newly Born Profocol ) l

YES

|

Rapid transport and Early
MNaotification of
Destination / Receiving
Facility

h

Motify Destination or
Contact Medical Control
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APGARSCORE

Score =0 Score=1 Score =2 Totals
I Appearance_-_ | Blue at E:r.tnlzm'rties
Skin Calor Blue or Pale all over Body ka. Baody and Extremitios Pink
[acrocyanosis)
PulseRate Absent < T00BPM 100 BPM 4

Reflexirritahility Grimace on Suction or

Mo Response to Stimulation Cry with Stimulation

Grimace Appressive Stimulation
e H Flexed A d Legs—
Activity Mone Some Flexion c : FRE ; o
resist extension
Respiratory Effort Abszent Weal, Irregular, Gasping Strong, Robust Cry

+  Delivery should be controlled so as to allow a slow controlled delivery of the infant. This will prevent injury to the
mother and infant,
= Support the infant’s head as needed.
*  Check for the umbilical cord surrounding the neck. If it is present, slip it over the head. If unable to free the cord
from the neck, double clamp the cord and cut between the clamps.
= Suction the airway with a bulb syringe. (Mouth first then Nose)
= Grasping the head with hands over the ears, gently pull down to allow delivery of the anterior shoulder,
*  Gently pull up on the head to allow delivery of the posterior shoulder,
+  Slowly deliver the remainder of the infant.
«  Clamp the cord 2 inches from the abdomen with 2 clamps and cut the cord between the
* clamps.
+  Record APGAR scores at 1 and 5 minutes.,
+  Follow the Newly Born Protocol for further treatment.
=  The placenta will deliver spontanecusly, usually within 5 minutes of the infant. Do not force the placenta to deliver,
+  Massaging the uterus may facilitate delivery of the placenta and decrease bleeding by facilitating uterine
contractions.
Continue transport to the hospital after delivery.
Complications:
*  Prolapsed Cord
= Don't reinsert cord
*  With 2 gloved fingers lift the baby off of the cord If circulation is comprised.
+ [If able have mother in the knee to chest position.
+ Saline soaked dressings applied to the cord for extended delivery time
= Breech Presentation
+ Do not pull. If the head doesn't deliver make a V with your gloved fingers to provide an
airway for the infant. (Rapid Transport)
+ Shoulder Dystonia
+ Do Not force delivery
*  Hawve mother flex thighs up to relieve pressurs
{Rapid Transport)

~

Pearls

« Recommended Exam (of Mother): Mental Status, Heart, Lungs, Abdomen, Neuro

« Document all times (delivery, contraction frequency, and length).

= [f maternal seizures ocour, refer to the Obstetrical Emergencies Protocol.

+  After delivery, massaging the uterus (lower abdomen) will promote uterine contraction and help to contrel postparium
bBleeding.

«  Some pgerineal bleeding is normal with any childbirth. Large quantities of blood or lree bleeding are abnormal.

«  Record APGAR at 1 minute and 5 minutes after birth. (APGAR = Appendix C)
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Newly Born

History Signs and Symptoms Differential
« Due date and gestational age * Respiratory distress s Airway failure
= DMulliple gestation (twins efc.) ¢ Peripheral cyanosis or mottling Secretions
¢ Meconium {(normal) Resplratory drive
+ Delivery difficulties s Central cyanosis (abnormal) s Infection
« Congenital disease e Altered level ofresponsiveness + Maternal medication effect
s Medicaftions {maternal) = Bradycardia s Hypovolemia
+ Maternal risk factors + Hypoglycemia
subslance abuse ¢« Congenital heart disease
\h smoking A ~_As Hypothermia
Universal Patient Care Protocol
* {for mother)
Meconium in amniotic fluid? —MNo— f@ Dry infant and keep warm.
Bulb syringe suction mouth /
YOSE
0 Slimulate infant and note
YES 0 APGAR Score
WITH signs of respiratory distress ¥
and or poor muscle tone
i Respiralions presenl?
I
l ‘fgs
Airway Suction No - BVM — seconds
D) Heart Rate o at 40-50 breaths
-1 i & [ 100
B Oral Intubation [ - { minute with
HR >100 : 100%
¥ @ Oxygen
i Reassess and |
Give report to receiving hospital [*
HR <60 | HR > 100
l HR 60-100
( K Peds Almray Protocol /CPR (% Peds i‘“‘"’a‘f Protocol )
Monitor
- . 1
HR <60 Continue Oxygen @ T
. Continue Oxygen HR>100 |
" v J 5 Minute APGAR

¥
C * Wascular ﬂCCESSPm[GCGD

k("_) Reassess Heart Rate

 J

HR &0-100

Appropriate Protocol
Pediatric Bradycardia

h

. Continue Oxygen

Protocol

Pedaitric Pulseless Arrest j C *

Consider Dextrose
not to exceed 10%

Vascular Access

Notify Destlnatlnn ar
Contact Medical Control
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Newly Born

APGARSCORE
Score=0 Score=1 Score=2 Totals
g Blue at extremitics
3 Blue or Pale all over Body pink Body and Extremities Pink
Skin Color 2
{acrocyanasis)
Pulsc Rate Absent = 100BPM 100 BPM+
Reflex irritability . . Grimace on Suction or e )
Grimace No Response to Stimulation Aggressive Stimulation Ry ith Smlatoo
5 ] Flexed Arms and Legs—
Activity Mone Some Flaxion resist extension -
Respiratory Effort Absent Wealk, Irregular, Gasping Strong, Robust Cry

-
Pearls
« Recommended Exam: Mental Status, Skin, HEENT, Neck, Chest, Heart, Abdomen, Extremities, Neuro
« CPR in newborn is 120 compressions/minute with a 3:1 compressionto ventilation ratio
o It is extremely important to keep infant warm.
« Maternal sedation or narcotics will sedate infant.
+ Consider hypoglycemia ininfanl.
« Document 1 and 5 minute APGAR in PCR (APGAR = Appendix C)
« D10 = D50 diluted (1 ml of D50 with 4 ml of NormalSaline)
L
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Blast Injury / Incident

History Signs and Symptoms Differential

¢ Type of exposure {heal, gas, «  Bums, pain, swelling =  Superficial (1 Degrea) red - painful (Don 1
chemical) ¢ Dizziness include in TBSA)

=  Inhalationinjury + Loss of consciousness »  Partial Thickness (2™ Degree)blistering

s Time of Injury =  Hypolension/shock o Full Thicknass (3" Degree)painlessichared

s Past medical history/ = Airway compromise/distress could or leathery skin
Medications be indicated by hoarseness/ +  Thermalinjury

= Otherfrauma wheezing / Hypotansion «  Chemical — Electrical injury

= Loss of Consciousness +  Radiation injury

L Tetanus/immunization status . A Blast injury

Nature of Device: Agent / Amount. Industrial Explosion. Terrorist Incident. Improvised Explosive Device.

Method of Delivery: Incendiary / Explosive

Nature of Environment: Open / Closed.

Distance from Device: Inlervening protective barrier. Other environmental hazards,

Evaluate for: Blunt Trauma / Crush Injury / Compartment Syndrome / Traumatic Brain Injury / Concussion / Tympanic Membrane
Rupture | Abdominal hemorrhage or Evisceration, Blast Lung Injury and Penetrating Trauma.

I Scena Safety /| Quantify and Triage Patients | Load and Go with Assessment | Treatment Enroute ]
Accidental / Thermal / Chemical f >‘7 ﬁﬁg:ﬂ?‘lﬁ
Intantional Explosions Electrical Burn or YES ;
Ghem:cal and Electrical Burn
{See Pearls) Expasur& Protacol
'y

Raﬂ!ﬂuan Burnor Radiation Incident
< Exposure > (-YES & Protocol )
: v
(* Triage Protocol < Crush Injury ><—YESAP@ )

h
Age appropriate Multiple
Trauma Protocol if indicated

* Age appropriate Airway
Protocol if indicaled
( ¥ Vascular Access Protocol )

Cardiac Monitor / 5
12 Lead ECG Interpretation
Ifindicated

L
=
< Blasl Lung Injury ><—YES—1- ; éré
@ Age apprapriate Pain CnntmD (

Protocol if indicated
Rapid Trar‘tspﬁrttuappmpﬁﬂie destination using
Trauma and Bumn:

Crush Syndrome
Trauma Protocol

13

Maintain Oxygen
Saturation

!

Age appropriate Airway
Protocol if indicated

i
Notify Destination or Contact Medical Control m
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e Blast Injury / Incident

e

L]

Pearls

Types of Blast Injury:
Prirmary Blast injury: From pressurc wave.
Secondary Blast Injury: Impaled objects. Debris which becomes missiles / shrapnel,
Tertiary Blast Injury: Patient falling or being thrown / pinned by debris.
Most Commaon Cause of Death: Secondary Blast Injuries.
Triage of Blast Injury patients:
Blast Injury Palients with Burn Injuries Must be Triaged using the Thermal / Chemical / Electrical Burn Destination
Guidelines for Critical / Serious [ Minor Trauma and Burns
Care of Blast In Patlents:
Blast Injury Patients with Bum Injuries Must be cared for using the Thermal / Chemical / Electrical Burn Protocals.
Use Lactated Ringers (if available) for all Critical or Serious Burns.
Blast Lung Injury:
Blast Lung Injury is characterized by respiratory difficulty and hypoxia. Can occur (rarely) in patients without external
thoracic frauma, More likely in enclosed space or in close proximily to explosion.
Symptoms; Dyspnes, hemoplysis cough, chest pain, wheezing and hemodynamic instability.
Signs: Apnea, tachypnea, hypopnea, hypoxia, cyanosis and diminished breath sounds.
Air embolism should be considerad and patient fransported prone and in slight lefi-lateral decubitus position.
Blast Lung Injury patients may require early intubation but positive pressure ventilalion may exacerbate the injury, avoid
hypervantilation,
Air transport may worsen lung injury as weall and close observation is mandated. Tension pneumothorax may occur
requiring chast decompression. Be judicious with fluids as volume overload may worsen lung injury.
Accident Explosions:
Attempt to determine source of the blast to include any potential threat for particalization of hazardous materials.-
Evaluate scane safety to include the source of the blast that may continue to spill explosive liguids or gases.
Caonsider structural collapse f Environmental hazards / Fire.-
Conditions that lad to the initial explosion may be retuming and lead to a second explosion.
Patients who can, typically will attempt to move as far away from the explosive source as they salely can.
Intentional Explosions:
Attempt to determine source of the blas! to include any potential threat for particalization of hazardous materials.
Greatest concern is potential threal for a secondary device.
Evaluate surroundings for suspicious items; unattended back packs or packages, or unallended vehicles.
If patient is unconscious or there is{are) fatality{fatalities) and you are evaluating patient(s) for signs of life:
Before moving note if there are wires coming from the patiant(s), or it appears the patient(s) is{are) lying on a
packagelpack, or bulky item, do not move the patient(s), quickly back away and immediately notify a law
enforcement officer. If no indications the patient is connectad to a triggering mechanism for a secondary device,
expeditiously reamove the patient{s) from the scene and bagin transport to the hospital.
Protect the airway and cervical spine, however, beyond the primary survey, care and a more delailed assessment
should be deferred until the patient is in the ambulance.
If there are signs the patient was carrying the source of the blast, notify law enforcement immedialely and most likely, a
law enforcement officer will accompany your patient to the hospital,
Consider the threat of structural collapse, contaminated particles and / or fire hazards.
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History

f":lllnlnl

Type of exposure {heat, gas,
chamical)

Inhalation injury

Time of Injury

Pasl madical history and Medications
Other trauma

Loss of Conzciousness
Telanus/immunization status

Signs and Symptoms
+  Burns, pain, swalling
Dizziness

Loss of consciousness
Hypotension/shock
Airway
compromisaidisiress

»  singad facial or nasal hair
A+  Hoarseness / wheezing

€

Universal Patient Care PmtmﬂD

Initial Actions
AFTER determining
SCENE SAFE is to
STOP THE BURN !

~N

/_ When Trauma
coexists in the Burn
Patient — initial
transportto a
verified Trauma
Center based onthe
Trauma Triage and
Bypass Protocol is

warranted.

\_ J

¥

Consider CO / Cyanide Poisoning

k 4

Airway Protocol

(%

Remove rings, bracelets, and other
constricting items

Cover burn with dry sterile sheet or

dressing

( * Vascular Access Protocol )

IV Mormal Saline
0.25 x Kg body Wgt
X % TBSA /Hr for
up to first 8 Hrs.
{More info on next

page).

0

(o

FPain Control Protocol )

h 4

Differential

«  Superficial (1-Degree) red and
painful

+  Partlal Thickness (2-Degree)
bharesdgr leathery

F¥iN Thickness (3-Degree) painless/
Thermal

s
.
«  Chemical
.
L]

Electrical

Carbon Monoxide /
Cyanide Poisoning
Protocol

%

n MNotify Destination or Contact Medlcal Control I
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Eis Burns: Thermal

mum Percertage n adui: R U2 of Nines Parkland Formula

— 4K ——

- Volume of Ringer’s lactate =
.- : »/ J 4 mL x % BSA x weight (kg)
45&_5 _ 15% |
------ .

1.The IV solution should be changed to Lactfated
Ringers if it is available. It is preferred over Normal
Saline.
2.Formula example and a rule of thumb is; an 80 kg
patient with 50% TBSA will need1000 cc of fiuid per
hour.

o S St Tt

3
J

»  Critical or Serious Burns
« = 5-15% fotal body surface area (TBSA); 2nd or 3rd degree burns, or
s drd degree burns = 5% TBSAfor any age group, or
«  circumferantial burns of extremities, or
+  electrical or lightning injuries, or
»  suspicion of abuse or neglact, or
s« inhalation Injury, or
. chamical burns, or
s burns of face, hands, perinaum, or faat, or
«  anyburn requiring hospitalization.
(Thase burns will require direct transparl 1o a burn center, or transfer once
saan at 2 local facility where the pallant can be stabilized with interventions such as alrway managament or pain relief if this is not
available in the feld or the distange to a Bumn Center is sign'lﬁc-ant.}

e

Critical
(Red)

>15% TBSA 2.J3
Degree Burn
Burns with Multiple
Trauma Burns with
definite airway

5-15% TBSA 2.4/3..Degrae
Burn
Suspected Inhalation injury
or requiring intubation far
; airway stabilization
: compromise l‘l‘ﬂpmﬂﬂ:im ar GCS =
(When reasonable or 14 (When reasenable or
reasonahbly reasonably accessible,
transport to a Burn Cantar
or Trauma Centar)

ﬂlnmlﬁﬁrd!
ormotensive
Gossa

accessible,
transport to 2 Burn Centar
or Trauma Center)

Paarls

= Bum palients are Trauma Patients, evaluale lor multisystem trauma.

» When Trauma coexists in the Burn Patient — initial transport to a verified Trauma Center based on the Trauma Triage and
Bypass Protocol is warranted.

«  Assure whatever has caused the burn, is no longer contacting the injury. (Stop the burning processl)

« Recommended Exam; Mental Status, HEENT, Neck, Heart, Lungs, Abdomen, Extremities, Back, and MNeuro

«  Early intubation is required when the patienl experiences significant inhalation injuries.

«  Potential CO exposure should bo treated with 100% oxygen. (For patients suffering from CO inhalation, transport to a hospital

equipped wilh a hyperbaric chamber is indicated [when reasonably accessiblal.}

Circumferential burns to extramitios are dangerous due to potential vascular compromise secondary to soft issue swelling,

Burn palients are prone to hypothermia - never apply ice or cool burns, must maintain normal body  lemperature.

Evaluate the possibility of child abuse with children and burn injuries.
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"4 Chemical and Electrical Burns

History Elgns and Symptoms Differential

= Type of exposure (heal, gas, Burns, pain, swelling =  Superficial (1% Degree) red - painful (Dan t
chemical) » Dizziness include in TBSA)
Inhalation injury s Loss of consclousness = Partial Thickness (2™ Degree)blistaring
Time of Injury s Hypotension/shock = Full Thickness (3" Degree)painlessicharrad
Past medical history/ = Alrway compromise/distress could or leathery skin
Medications be indicated by hoarseness/ s« Thermal injury
Other trauma wheezing / Hypolension s Chemical — Electrical injury
Loss of Consciousness =  Radiation injury

By Tetanus/lmmunization status . L8 Blastinjury

Assure Chemical Source is NOT Hazardous to Responders,
Assure Electrical Source is NO longer in contact with patient before touching patient.

{: ##  Universal Patient Care F‘mtocﬂD
Initial Actions
AFTER determining
SCENE SAFE is to Assess Bum Type >
STOP THE BURN | Concomitant Injury Severity
|
CHEMICAL ELECTRICAL
BURN BURN

v v

4% Brush off any DRY Chemical Remaove metal objects .
S TR
-

. Irrigate copiously for

fD AT LEAST 15 minutes Consider Spmal Motion
Restriction Protocol

o Consider Trauma Protocol )

Cardlac Monitar /
12 Lead ECG Acquisition

Cardiac Manitor /

b

( #£  Consider Airway Protocol

12 Lead ECG Interpretation
Identify Contact Points
When Trauma * Consider Vascular Accoss
coexists in the Burn Protocaol
Patient — initial - -
transport to a (* Consider Pain Contral ) Age Appropriate
verified Trauma Protocol Pc?rd:ac n:ast :;
ulseless Arres
Centar has_ed onthe Cover burns with Dry Arrhythmia
Trauma Triage and Sterile Dressings Protocol(s)
Bypass Protocol is ag inclcaled
warranted. v

Notify Destination or
Contact Medical Control
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" <Chemical and Electrical Burns

Serious
(Yellow)

Critical
(Red)

5-15% TBSA 2../3.
Dagrae Burn
Suspactad Inhalation Injury
or requiring intubation for
airway stabilization
Hypotension or GCS <14
{When reasonable or
reasonably accessible,
transport to a Burn Canter
or Trauma Canter)

>15% TBSA 2../3.
Degree Burn
Burns with Multiple
Trauma Burns with
definite airway
t.lJfl'I‘l_.‘.lFElI'l'Ii'EE
(When reasonable or
reasonably accessible,
transport to a Burn Centar
or Trauma Center}

Pﬁrk‘aﬂd Fﬂrmutﬂ Burn Percentage in Adulls: Ru IE ﬂf [ Ni nes
Volume of Ringer’s lactate = ” . e
4mLx % BSA x welght (k) :

200 HaEnatia B,

o
Pearls
- Recommendad Exam: Mental Status, HEENT, Meck, Heart, Lungs, Abdomen, Extremities, Back, and Meuro
. Green, Yellow and Red In burn severity do not apply to the Start ! JumpStart Triage System.
. Rafar to Ruls of Mines: Remember the extent of the obvious external burn from an electrical source, doas not always reflect more
extensive internal damage not seen.
- Chemical Burns:
Refar to Decontamination Procadura.
Mormal Saline or Sterila Walter 12 prefarred, howsver if not available, do not delay irrigation using tep water. Other water sources may he
uzed bazed on availability. Flush the area as soon as posaible with the cleanast resdily available water ar saline solution u sing  coplous
amouniz of fluids,
. Electrical Burns:
D HOT contact patient untll you are certaln the source of the elecirical shock Is disconnected,
Attempt to locate conlacl peints {gensrally thare will be two or more.) A point where the patient contacted the source and a point{s} where the patient is
grounded, Sies vill generally he full thickness. Do not refer 1o as entry and exlt sltes or wounds.
Cardlac Monitor: Anticipate ventricular or atrlal Irregularity. Incleding VT, VE, atrial flbrdlation ahd { or hearl blocks,
Allampt 1o dentlfy then nature of the electrdeal source (AC 1 DC) the amount of voltage and the amperage the patienl may have been
exposed to durlng the electrical shock,
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Crush Syndrome Trauma

History Slgns and Symptoms Differential

¢  Entrapped and crushed under ¢  Hypolension +  Entrapment without crush syndrome
heavy load > 30 minutes = Hypotharmia «  Entrapment without significant crush
Extremity / body crushed «  Abnormal ECG findings e« Altered mental status
Building collapse, trench «  Pain
collapse, industrial accident, = Anxiaty
pinned under heavy equipment

b A AN

Scene Age appropriale Alrway
(W B )
- p
NO (* Wascular Access Protacol )

¥
Call farrg:cls :c&;;ﬂ’lhﬂnﬁ Cardiac Monitor/
12 Lead ECG uisition
Stage until scenesafe i
Cardiac Monitar /

12 Lead ECG Interpretation

Peaked T Waves
QRS seconds QT ves :;r:“a';:ﬁéﬁg‘j“‘; Vi Asystole | PEA
seconds Lossof P risabl VFIVT

T |

YIIES ND YES

N SR

| = Sodium Bicarbonate | & Sodlum Bicarbonate | m SodiumBicarbonate

1meg/kg 1 meg/kg 1megrkg
o | @ Calcium Chioride a  Caicium Chioride
Or Or
Calcium Gluconate Calcium Gluconate
1-2g 1-2g
= Consider Albuterol .
Pain Control Protocal
2.5mg -5mg * P
Consider Sedation

Age Appropriate & Euxit to Age Apprapriale
Muitiple Trauma Protocol / D-DS.EQ i g Cardiac Arrest/ Pulseless
Hypothermia | Hyperthermia Sedation Protocol Arrest Arrhythmia Protocols

Protocol(s) as indicafed as indicated

Monitor and Reassess
Maonitor for fluid overload

&

' MNotify Destination or Contact Medical Control H
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ollg
2 < Crush Syndrome Trauma

.

r‘J—Fe:-.lrlir.

Recommended exam: Mental Status, Musculoskeletal, Neuro

Scene safety is of paramount importance as typical scenes pose hazards to rescuers, Call for appropriate resources.
Avoid Ringers Lactate IV Solution due to potassium and potential worsening hyperkalemia

Hyperkalemia frem crush syndrome can produce ECG changes described in protocol, bul may also be a bizarre, wide complex
rhythm. Wide complex rhythms should also be treated using the Ventricular Tachycardia with a Pulse Protocal.

Patients may become hypothermic even in warm environments.

Pediatric |V Fluid maintenance rate: 4 mL per first 10 kg of weight + 2 mlL per second 10 kg of weight + 1 mL for every additional
kg inweight.

s [f the Crush Injury is isolated to an extremitylextremities — application of a proximal lourniquet prior to release of the  compression

may be considered based upon Local Protocol
b dilionics
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History Signs and Symptoms Differential

s Type ofinjury s Pain, swelling = Abrasion

« Mechanism: crush / penetrating / o Deformity ¢« Contusion
amputation s Altered sensation / motor function s+ Laceration
Time ofinjury + Diminished pulse / capillary refil = Sprain
Open vs. closed wound /fracture | »  Decreased extremity temperature + Dislocation
Wound contamination « Fracture
Medical hislory «  Amputation
Medications
Tetanus Hx L e

( @8  Universal Patient Care Pmtm::ai)

h A

(38

%)

Wound Care
Hemorrhage Control
Procedure
Splinting as required

If Amputation:

» Clean Amputated part

= Wrap part in sterile dressing
soaked in Normal Saline.

» Place wrapped part inair
tight container.

¢ Place container on ice if
available.

(o

ICunsidar

Vascular AccessProtocol

(%

Consider
Pain ControlProtocol

h

' MNotify Destination or Contact Medical Control '
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Extremity Trauma

rF"_Eznarlai

Recommended Exam: Mental Status, Extremity, Neuro
Peripheral neurovascular status is important,

In amputations, time is critical. Transport and notify medical control immediately, so that the appropriate destination can
be determined.

Hip dislocalions and knee and elbow fraclure / dislocations have a high incidence of vascular compromise.

Urgently transport any injury with vascular compromise.

Blood loss may be concealed or not apparent wilh exiremity injuries.

Lacerations musl be evaluated for repair within 6 hours from the time of injury.

Hemostatic Device approved by Bureau of EMS.

Multiple Casualty Incident: Tourniquet Procedure may be considered 1¥instead of direct pressure.
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Head Trauma

History Signs and Symptoms Differential
= Time ofinjury ¢ Pain, swelling, bleeding s Skullfracture
+  Mechanism (blunt vs. penetrating) s  Altered mental status = Brain injury {Concussion,
s Loss of consciousness =  Unconscious s  Contusion, Hemorrhage or
s  Bleeding « Respiratory distress / failure Lacaralion)
+  Pasl medicalhistory = Vamiting +  Epidural hemaloma
= Medications = Major traumatic mechanism of injury +  Subdural hematoma
+  Evidence for multi-trauma = Seizure s Subarachnoid hemorrhage
«  Spinal injury
N L As  Abuse

Treatment per
appropriata

( * Universal Patient Care PmtamD

¥

Trauma Protocaol

&

GCS <8

C ¥ Airway Protocol )

Maor

( * Seizure Protocol

3

Glucose Management
Protocol

)—YE&—
Hé@ Assess Blood Glucosa

|lsolated Head Trauma
|

Yes

( # Spinal Motion Restriction Pmtoml)

( * Vascular Access Protocol j

Y

@ Obtain and Record GCS

GCs =8

¥

Maintain Pulse Ox > 94%

®

Seizfire ?

Mo

¥

Maintain EtCO2Z between 35 - 45

b

i

0

Maonitor and Reassess

Repeat
every
i1 mil?mtes

h 4
n MNotify Destination or Contact Medical Control '
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Head Trauma

earls
Recommended Exam: Mental Status, HEENT, Heart, Lungs, Abdoman, Extremities, Back, Neuro
If GC3 = 12 consider air / rapid transport
In the absence of Capnography, hyperventilale the patient (adult: 20 breaths/min, child: 30, infant: 35) only if ongoing evidence of
brain hemiation {blown pupil, decorlicate or decerebrale posturing, or bradycardia)
Increased intracranial pressure (ICF) may cause hyperiension and bradycardia (Cushing's Responsa).
Hypotension usually indicates injury or shock unrelated to the head injury and should be aggrassively freated.
The most important iltem to monitor and document is a change in the level of consciousness.
Consider Restraints/Sedalion If necessary lor palient s andfor personnel s protection per the Restraint Procedure.
Limit IV fluids unless patient is hypolensive.
Concussions are periods of confusion or LOC associated with trauma which may have resolved by the time EMS arrives. Any
prolonged confusion or mental status abnormality which does not return to normal within 15 minutes or any documented loss of
consciousness should be evaluated by a physician ASAP.
s Inareas with short transporl times, RSIDrug-Assisted Intubation is not recommended for patients who are spontaneously breathing

\ and who have oxygen saturations of greater than 90% with supplemental cxygen.
Protocol 73
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Multiple Trauma

Histor Slgns and Symptoms Differential (Life threatening)
¥ Time and machanism of Injury «  Pain, swelling +  Chasl
« Damage to structure or vehicle s Daformity, lesions, Tension pneumothorax
+  Location in structure or vehicle bleeding Flail chest
«  Others injured or dead «  Allarad mental status or Pericardial tamponade Open
«  Spead and details of MVC »  Unconscious chest wound Hemothorax
+  Restraints ! protective «  Hypotension or shack s Intra-abdominal bleading
eguipment o Arresl «  Pelvis [ Femur fracture
+  Past medical history «  Spine fracture | Cord injury
«  Medications «  Head injury {see Head Trauma)
»  Exiremity fraciure / Dislocalion
«  HEENT {Airway ohsiruclion)
\ ¥ 5 A Hypathanmia
I * Universal Palient Care F'mtoml)
Assessment of Serious Signs /
Spinal Motion * 5 .
* ymptoms
Resiriclion Protocol
( ABC and LOC
(* A'm:af:g‘: ﬁdtn s )—( * Vascular Access F'mtomD
I—' E} VS | Perfusion / GCS
thRMAL MORMAL
Rapid Tra nsport to appropriate Babiaut Ausanmisri

destination using EMS System

TraumaPlan = Splint Suspected Fractures
Limit Scene Time to 10 minutes ks ; e
Provide Early Notification &) Consider Pelvic Binding
= Cardiac Manitor Hemarrhage Control Procedure
&) 12 Lead EKG Acquisition = Trm:jspm to
. r riate deslinalion usi
Cardiac Monitor / j@ Zﬁéﬂgﬁm i H**:'Q

N \;
ﬁi J‘E} EKG Interpretation

v
1
( * Hypotension Protocol

[ m Monitor and Reassess H

_ Splint Suspected Fractures
R| )  Consider Pelvic Binding
Hemorrhage Control Procedure

4< 3 Pain Protocol )

( #& Head Injury Protocol if indicated
Y
Monitor and Reassess

A
Notify Destination or
Contact Medical Contral

=]
@,1
T"‘w’
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A

Multiple Trauma

-
Pearls
» Recommended Exam: Mental Status, Skin, HEENT, Heart, Lung, Ahdomen, Extremities, Back., MNeuro
=« [tems in Red Text are key performance measures used in the EMS Acute Trauma Care Toolkit
« Transport Destination is chosen based on the EMS System Trauma Plan with EMS pre-arrival notification.
-

Gariatric patients should ba evaluated with a high index of suspicion. Often occult injuries are more difficull to recognize and
patients can decompensate unexpactedly with little warning.

Mechanism is the most reliable indicator of serious. injury.

In pralonged extrications or serious frauma, consider air transpaortation for transport times and the ability to give blood.

Do not ovarlook the possibility of associated domestic viclence or abuse.

Scane times should not be delayed for procedures. These should be performed en route when possible. Rapid transport of
the unstable trauma patient is the goal.

Bag valve mask is an acceptable method of managing the airway if pulse oximetry can be maintained above 90%
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History Signs and Symptoms Differential
s Type of bite /sting » Rash, skin break,wound «  Animal bite
= Descriplion or bring creature / « Pain, soll tissue swelling, redness |« Human bite
photo with patient for identification |+ Blood cozing from the bite wound |« Snake bite (poisonous)
Time, location, size of bite / sting |« Evidence of infection =  Spider bite (poisonous)
Previous reaction to bite / sting = Shortness of breath, wheezing « |nsect sting [ bite (bee, wasp,
Domestic vs. Wild «  Allergic reaction, hives, itching ant, tick)
Tetanus and Rabies risk + Hypotension or shock e« [Infectionrisk
Immunocompromised patient
A AN
( * Universal Patient Care F‘mmml)
R ‘@ Hemorrhage Control Procedure R’
CONSIDER
3 Cardiac Monitor /
) 12Lead ECG Acquisition
P (g Cardiac Monitor / F
) 12 Lead FCG Interpretation
Animal Bites: l
Document conlact with o
Animal Control Officer e RUS Tranapot |
If patient not transported ]
Yos
v
Position patient in position of comfort
) Remove any constrictingclothing/bandsjewelny il
R Mark margins of swelling/redness & nole time R

Immaobilize area or limb
Hemarrhage Control Procedure

Y

-

Appropriate Protocol Baged on Symptoms and Findings: k.
¥ Pain Control Protocol for significant pain
#Vascular Access Protocol for Envenomation
#Allergic Reaction Protocol for Allergic Reaction

&

% J

South Carolina Poison Control Center

(803) 765-7359
(800) 222-1222

h

Motify Destination or
Contact Medical Contral
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Red & Yallewy
. Kill @ Fellow /"

¥

BLACK WIDOW

BROWN RECLUSE

Red & Black
Venom Lack

SESTERM DRAMOC D BACK

e ‘ﬁiﬁﬁ{#m{"ﬁﬁﬂﬁw

TiskEER RATILER

FRASRIE RATTLER e

p=
Pearls

Recommended Exam: Mental Status, Skin, Extremities (Location of injury), and a complete Neck, Lung, Heart,
Abdomen, Back, and Neuro exam If systemic effects are noted

Human bites have higher infection rates than animal bites due to normal mouth bacteria.

Carnivore bites are much mare likely to become infected and all have risk of Rabies exposure.

Cat bites may progress to infection rapidly due lo a specific bacteria (Pasteurella multicoda).

Poisonous snakes in this area are generally of the pit viper family: rattlesnake, copperhead, and water moccasin.

s Coral snake bites are rare: Very little pain but very toxic. "Red on yellow - kill a fellow, red on black - venom lack."
» Amount of envenomation is variable, generally worse with larger snakes and early in spring.

s  If no pain or swelling, envenomation is unlikely (except for Coral snakes).

Black Widow spider bites tend to be minimally painful, but over a few hours, muscular pain and severe abdominal pain
may develop (spider is black with red hourglass on belly).

Brown Recluse spider bites are minimally painful to painless. Lillle reaction is noted initially but tissue necrosis al the
site of the bite develops over the next few days (brown spider with fiddle shape onback).

Evidence of infection: swelling, redness, drainage, fever, red streaks proximal to wound,

Immunocompromised patients are at an increased risk for infeclion: diabeles, chemotherapy, transplant patients.
Consider contacting the South Carolina Poison Control Center for guidance (1-800-222-1222).

Do NOT apply Tourniquet for envenomations
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>»4 Carbon Monoxide / Cyanid
f-fy aroon vionoxiae yaniae

History Signs and Symptoms Differential

= Smoke inhalation = AMS = Diabeticrelated

= [ngestion of eyanide s« Malaise, weakness, flu likeillness +«  Infection

= Eating large quantity of fruit pits =  Dyspnea = Ml

«  [Industrial exposure = Gl Symploms; NA; cramping «  Anaphylaxis

= Trauma s« Dizziness =«  Renal failure { dialysis problam

s Reason: Suicide, criminal, s Sejzures s Head injury ftrauma

accidental s Syncope «  Co-ingeslant or exposures
«  Paslt Medical History = Reddenedskin
=  Time / Duration of exposure = Cheslpain

-
.
o

AL
Immediately Remove from Exposure 4—( 3¢  Universal Patient Care F‘mtomm
1%} Blood Glucose Analysis

1—)(* Glucose Management Protocol )

R @ High Flow Oxygen
* Age appropriale Multiple Trauma * Spinal Motion Restriction Protocol
Protocol if indicated Ifindicated

v

B Cardiac Monitor /
&) 12Lead ECG Acquisition

i Cardiac Monitor /
D) EKG Interpretation

EtCO2 Monitoring

B

8 @ Consider CO Monitoring =
L
< Adequate > J Monitor & Reassess
ngenalm?\mnhlahon — vES | @ Corvtits High Flaw Oygeh ..
NO '
¥

Protocol if indicated

(* Age appropriate Airway )

h

Suspicion -
of Cyanide 7 YES

SBP‘ <a0 .
Use as Indicated
SE’“‘EZS;%TTK:% % T YES— * Hypotension/
Poor F'erfusunn { Shock Shock Protocols
+
Monitor & Reassess

El

‘icaj Continue High Flow Oxygen r

Notify Destination or B
Contact Medical Control ke
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"‘ﬂ?ﬁ Carbon Monoxide / Cyanide

(CONSIDER CYANIDE POISONING FOR: \|
Patients on NITROPRUSSIDE infusions

Smoke Exposure: Burning wools, silk, plastics, fumilure

Industrial / Laboratary Settings.

Metal Processing, Jewelry Manufaciuring, Photographic Processing, Dyeing, Plastics Manufacluring
Agricullure £ Mining

(v v v vy

Carbon Monoxide Poisoning

- Incomplete combustion |
] Fire + Oy —» CO0z + water vapor + CO
" KI}OW thE Symp‘tﬂmﬁ {i _» Propane-powered vehlclas [Zamboni, power mower, tractor)
. . S + Home healing, nalural gas sloves. kerosene heaters
of CO Poisoni ng... “ /. Indoor hibachi, clothes dryer, hot water heater
|

Physi_cal syr_nptums of GD poisoning Risk Factors for Poor Quicomes

vary, depending on the amount of CO

in the bloodstream. The higher the-

concentration the greater the danger.

. Mild Exposure
+ Slight headache
» Nausea
+ Yomiting
* Fatigue
= Flu-like symptoms

" 'l‘ -
Ao
A INNG
Fregnant

=& modd

Carbon monoxide
(Decreased O dolvery 1o lSsugs)

i e B el i -

' Medium Exposure

| » Severe headache
.+ Drowsiness
» Confusion
* Rapid heartrate
Severe Exposure !
» Unconaciousness
« Convulsions
= Cardiacfrespiratory failure
« Death ' Clinlcal
= Headache
+ Nauseafvomiting
« Lozs of consclousness
« Hypoxia, chest pain
Management
« Secure ainway as neaded
« Apply high-flow oxygen
« Hyperbaric oxygen
CO level > 25% (15% If pregnant)
Loss of conscliousmess
Severe metabolic acidosls (pH < 7.1)
Concern for end-organ lschamla
Pearls

« Recommended exam: Neuro, Skin, Heart, Lungs, Abdomen, Extremities

« Scene safety is priority.

s Consider CO and Cyanide with any product of combustion

« Normal environmental CO level does not exclude CO poisoning.

s Symptoms present with lower CO levels in pregnancy, children and the elderly.

= Continue high flow oxygen regardless of pulse oxreadings.

s Pulse Oximetry Readings may read FALSELY HIGH with Carbon Monoxide Poisoning
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"’ﬁ}a Category A Isolation Protocol

History Signs and Symptoms Differential

» Positive 911 EMD / PSAP Screening ‘Gna g:gfgf} e ¢ Gold finfluenza

=  Travel history to — or residence in-— v B headaclhe : ﬁﬁéﬁgﬁgmaafanm
a ragion with prevalent Category A ;
diseise withir!: 21 days in gary : muscklﬁ pain e« Oither Viral / Baclerial Infections
conjunction with signs and i Dteah i
symptoms listed within this i vg:iﬁiz
pratesol s Abdominal Pain

¢  Unaxplained hemarrhage
\ JL " - A

If you respond to an incident where an Emerging Disease (Calegory A) risk may be present as determined by
prescreening, IMMEDIATELY contact your DHEC Regional Public Health Epidemiology (EPI) as listed below. EPI
will conduct a further risk assessment to determine what, if any, actions are necessary for disease containment or
manitoring and assist in determining resources needed.

UPSTATE: MIDLANDS: PEE DEE: LOWCOUNTRY:

Abbeville, Anderson,
Charokes, Greenville,
Greenwood, Laurens,
McCormick, Ocones,
Pickens, Spartanburg,

Aiken, Bamwell, Chester,
Edgefield, Fairfield,
Kershaw, Lancaster,

Lexingtron, Newberry,
Richland, Saluda, York

Chesterfield, Clarendon,
Darlington, Dillon,
Florence, Geargetown,
Horry, Les, Marion,
Marlboro, Sumter,

Allendale, Bamberg,
Beaufort, Berkelay,
Calhoun, Charleston,
Colleton, Dorchester,
Hampton, Jasper,

Linion
866.298.4442

(a

888.801.1046 Williamsburg

843.915.8845

Orangeburg
843.441.1091

* )

Appropriate Personal Protective Equipment in conjunction with current CODC
recommendations PRIOR to entering scene

(* Age Appropriate Airway Protocol * )

Vital Signs
L{Does not include auscultation of Breath Sounds)
ORecommend MIBP measurement and Pulse Oximetiy

=

Rl ©

Consider Supplemental Oxygen by NRE
if SpO2 <94%, respiratory distress,
altared LOC, or> 20 weeks pregnant

‘I%) Consider Cardiac Monitor
2 OMNLY if patient is symptomatic for cardiac related complaint

Provide Supportive Care
Continue to calm and reassure the patient(s)

Provide for Tr ansport to 1

PTRIERNIALS T iy YES—| Is the Patient Stable ?
following orders from

Incident Commander

Exit to appropriate
treatment protocol.
Transport Immediately

—MNO

If your agency is providing transporl, alert the Receiving Medical Facility:

v As soon as feasible, confidentially nolify the Receiving Facilily that you are ransporting a potential Ebola pailent.

v DO NOT TAKE THE PATIENT INTO THE MEDICAL FACILITY UNTIL YOU ARE INSTRUCTED TO DO S0.

v MEDICAL FACILITY PERSONNEL WILL DIRECT YOU TO THE PROPER ROOM THROUGH A SAFE ENTRANCE.
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* No routine aerosal generating procedures unless absolutely medically necessary. This includes CPAP | BiPAP.
Advanced airway procedures should be performed under controlled conditions while not in motion.

** No routine IV lines unless absolutely medically necessary and then only under controlled conditions while notin
motion.

»4 Category A Isolation Protocol

earls:

Incubation period 2 - 21 days.

A patientis only infectious when symptomatic.
Once ill, a person can spraad virus to others through direct contact with body fluids: blood, urine, sweal, semen, feces, and  lears.
ONLY Personnel who have been well trained in use of PPE and know how to put it on and take it off safely and properly
should enter contaminated zone.

There should be NO exposed skin once full PPE has been put on prior to entry.
Per CDC Guidelines, withhald invasive procedures unlass, absolutely necessary:
LiLimit the use of needles and other sharps as much as possible. All needles and sharps should be handled with exlreme care
and disposed of in puncture-proof, sealed containers. Safely devices must be employed immediately afler use.

11 Do not attempt any invasive procedures while in motion to minimize exposure risk{s).

v Always have a monitor for the dofling procedure to insure there is no provider contamination during doffing.

v There should be a standardized procedure for donning and doflfing that is monitored by a Safety Officerr.

v Remain cognizant thal polential patients may experience heightenad anxiely due to siluation and EMS Responder in PPE.

€ = e:e:e.:-::"uw
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Drowning

History Slgns and Symptoms Differential
= Submersion in waler regardlessof Unresponsive & Trauma
depth = Mantal statuschanges e Pre-existing medical problem
Possible trauma to C-spine s Decroased or absent vital signs {hypoglycemia, cardiac dysrhythmia)
Puossible history of trauma ie: diving &«  Vomiting ¢ Pressure Injury (diving)
board s  Coughing + Barolrauma
= Durafion of immersion s  Apnea + [Decompression sickness
s  Temperature of water or +«  Stridor/ Wheezing / Rales e Posl-immersion syndrome
+ possibility of hypothermia +  Hypolhermia
. \_ I
'{_* Universal Patient Care Protocol }
r ¥ L
Awake and Alert Awake but with AMS Unresponsive
Supplemental | i O B Braytheia BUM/ e
R Rt = 5 Mouth-to-Mask &
Rl o & |8 [ vewhowt  fRie
e As Tolerated i i - YES
: i
: . Supplemental Oxygen B have pulse?
. H
spinal Mation _ H:) As Tolerated
* Restriction Protocol
[as |nrilr ated) L,
Age Appropriate Ainway Protocol
Remove wet clothing * {as indicated)
Dry { Warm Patient
1 Spinal Motion Restriction Protocol
@ Maonitor & Reassass (* ; £33 fvilcapach )
3 Age Appropriate
Encourage transport and evaluation * Altered Mental Stalus Protocol
even if asymptomatic or with minimal fasindicated)
symptoms
Asymplomalic drowning palicnls
(refuzing tranzpart) should be ] h .
inslructed Io seek medical caredcall Remove wet clothing
411 if they develop any symploms Dry / Warm Patient
ithin & h
HT AR Cardiac Monitor/
-‘@ 12 Lead ECG Acquisition
v FI 5 Cardiac Monitor / NO
ASCUIAr ACCE5S
* Fratool @ 12 Lead ECG Interpretation
{as indicated)
' Cardiac Monilor | ( * Vascular Access Protocol )
) 12Lead ECG Acquisition
— Age Appropriate
P Cardiac Monitor / Respiratory Distress Protocal
12 Lead ECG Interpretation {35 Indicted)
Notify Destination or ERTELD A APt
Contact Medical Control 4 Alrway Protocol { Cardiac Arrest | Arrhythmia

Protocol(s) | Respiratory Distress Protocol |
Altered Mental Status andfor Spinal Hutiun*

estriction Protocol as indicated
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Drowning

Types of drowning

» 1. Wet drowning= primary drowning

» 2. Dry drowning= 10-15%, laryngospasm, thick mucous—>
foam plug, panoramic views of past life, pleasant dreams
without distress.

+ 3. Secondary drowning= post immersion syndrome= near

drowning; Secondary drowning is death due to chemical or bivlogical changes in
the lungs after a near drowning incident ; resuscitated and survives for 24 howrs, +/-
conscious, hypoxemia=> brain damage, electrolyte disturbances, pulmonary

edema, hemoglobinuria, chemical pneumonitis

» 4. Immersion syndrome= hydrocution= submersion
inhibition; cold water=> n. endings +/ strike epigastrium +/
entering ear drums, nasal passages.

— Horizontal entry (dive)—> pressure on abdomen
— All these = Vagal inhibition—> Cardiac arrest=> death

L] I-';\l

*® @ & &

aarls
Recommended Exam: Respiratory, Mental status, Trauma Survey, Skin, Neuro
Cold water drownling is should be considered when the amblent water temperature is less than 70 degreas Fahrenheit
Begin with BVM ventilations, if patient does not tolerate then apply appropriate mode of supplemental oxygen.
Ensure scene safety. Drowning iz a leading cause of death among would-be rescuers.
When feasible, only appropriately trained and certified rescuers should remove patients from areas of danger.
Regardless of water temperature — resuscitate all patients with known submersion time of less than 25 minutes.
Regardiess of water temperature — If submersion time great than 1 hour conslder moving to recovery phase instead of rescus.

Foam is usually present in airway and may be coplous, DO NOT waste time attempting to suction. Ventllate with BVM
through foa m (suctlon water and vomit only when present.)

Cardiac arrest in drowning is caused by hypoxia, airway and ventilation are agually important to high -quality CPR.

Enceourage transport of all symptomatic patients (cough, foam, dyspnea, abnormal lung sounds, hypoxla) dua to potential worsen
ing over the next@hours.

Pradicting prognosis in prehospital selling is difficult and does not correlale with mental status. Unless obvious death, transporl.
Hypothermia is oflen associated with drowning and submersion injuries even with warm ambient condilions,

Drowning pafient typically has <1-3 mlikg of water in lungs (does not require suclion.) Primary treatment is reversal of hypoxia,
Spinal immobilization is usually unnecessary. When indicatad it should not interrupt ventilation. oxygenation and [or CPR.
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Seizure |
Protocol
If indicated

e

Hyperthermia

History Signs and Symptoms Differential
* Age ®  Allerad menial slalus *  Faver (Infection)
&  [Cxposura lo increased lemperatures of UNCONSCiousnass ®  Dehydration
and { or humidity & Hot, dry or swealyskin &  Medications/Drugs
®  Past medical history fmadications & Hypotansion or shock ®  Hyperthyroidism (Storm)
*  Exitreme exertion & Saizuras & Delirium tremems (DT's)
&  Time and length of exposura *  Mauses @  Heat cramps
&  Poor POinlake \_ _A®  Heat exhaustion
& Fatigua and / or muscla cramping &  Hoat stroke
\& EtOH {lliicil Drug Use Y, (* Universal Patient Care ) M. CNS lesions or lumors
Protocol
SignsfSymptoms of Temperature Measurement
Hyperthermia ; H Procedure if available

Remove from heat source to
cool environment

If Indicated
Glucose
Management

Protocol

5

Passive cooling measures

Remaove tight clathing

Blood Glucose Analysis

v

r

)’{j Assess Symptom Severily
¥

h

HEAT CRAMPS
Mormal o elevated body
temperature Warm, moist skin

Weakness, Muscle cramping

h

HEAT EXHAUSTION
Elavaled body temperature
Cool, moist skin

Waakness, Anxious, Tachypnea

HEAT STROKE
High body lemperature, usually >
104 F Hot, dryskin
Hypotension, AMS | Coma

'y

PO Fluids as tolerated

Monitor and Reassess

Active Cooling Measures

Cardiac Monilor /
@ 12 Lead ECG Acquisition

mrwav Protocol

(3 )

Altered Mental Status
Protocol
lasindicated)

{asindicated)

Cardiac Monitor /
Vascular Access Protoco
Hypotension /| Poor Perfusion?

<j>

Hyp ntenslnn Protocol
{as indicated)

@ 12 Lead ECG Interpretation
(as indicated)
[

L 4

Monitor and Reassﬂﬁs

h

MNotify Destination or
Contact Medical Control
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Pearls

HEAT EXHAUSTION HEAT STROKE

LTI T oS Pulsuti:ng

Faint or dizziness ssses %9
4 hetitlache

F
SVEFECIﬁﬂg CE SRS N
profusely 4

A ITEYLT ND sweuting

SN Hot, red,
i Cool, pale, veses _:'-i sesswser clryskin i
=,

|, clammy skin Temperature

= above 103°
Vomiting, ssesse s asvssomiting,
nauseac naused

. L

Rﬂp]d ubsstdessnast _:----a_!- aass quid
weak pulse strong pulse
MUSCIE SevsvessseBesrEY Cﬂl.lid lose
cramps ' consciousness

Recommended Exam: Mental Status, Skin, HEENT, Heart, Lungs, Neuro

Extremes of age are more prone to heat emergencies (i.e. young and old}. Obtain and documant patient temperature if able.
Predisposed by use of. tricyclic antidepressanis, phenothiazines, anticholinergic medications, antipsychotics, synthetic
cannabinoids, and alcohal.

Cocaine, Amphetamines, and Salicylates may elevate body temperaturos.

Swealing generally disappears as body temperature rises above 104° F (40° C).

Intense shivering may occur as palient is cooled.

Heat Cramps consists of benign muscle eramping 2° to dehydration and is not associated with an elevated temperature.
Heat Exhaustion consists of dehydration, salt depletion, dizziness, fever, montal status changes, headache, cramping, nausea and
vorniting. Vital signs usually consist of tachycardia, hypotension, and an clevated tomperature.

Heat Stroke consists of dehydration, tachyeardia, hypotension, temperature =104 F (40° C), and an altered mental status.
Rapid cooling takes precedenca over transport as early cooling decreased morbidity and mortality. Goal temperature is
about 102.5 degressF.
ACTIVE Cooling includes EVAPORATIVE Cooling as well as placement of lce Packs in the groin, axillae, and on the head.
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History

Past medical history { medications
Exposura to environment even in normal
temparaturas

Exposure to extreme cold

Extremes of age, very young & old

Drug use: alcohol, barbituates

Infections / Sepsis

Length of exposure / wetness / wind chill

Signs and Symptoms

¢ Cold, clammy

«  Shivering

«  Altered mental status / coma
«  Exlremity pain or sensory
abnormality

Bradycardia

Hypolension or shock

Differential

=  Sapsis

o Environmenlalexposure

+  Hypoglycemia

+ NS dysfunction
Stroke
Haad injury
Spinal cord injury

Universal Patient Care
Protocol

Signs/Symploms of
Hyperthermia andl/or Frostbite

Temperature Measurament
Pracedure if available

Remova Wet Clothing
DryMarm Patiant

Passive Warming Measures

&) Blood Glucose Analysis

Y

Glucose Management
* Protocol
{as indicated)

Assess Symplom Severity

h
Localized Cold Injury 1

h

Monitor and Reassess

General Wound Care

DO NOT rub skin towarm

Do Mot allowrefreezing

* Airway Protocol Yes
{asindicated)

h A
1

| Awake withiwithout AMS |«

Respiratory

Distress 7 YES

Mo

G

Altered Mental Status Protocol
(as indicaled)

R ,@ Active Warming Measures

] Cardiac Monitor/
) 12 Lead ECG Acquisition

-

™ Cardiac Monitor /
{@ 12 Lead ECG Interpretation

h

* Vascular Access Protocol
(asindicated)

* Hypotension Protocol
[asindicated)

3
M Motify Destination or Manitor and
Contact Medical Control Reassess

Protocol 80

1 Systemlc Hypothermia

Respiratory
Distress
Protocol

¥
Unresponsive

Does patient
have pulse?

v

Exit to Cardlac/
Pulseless Arrest &
Arrhythmia Protocols
See Pearls

&




g E
vR ypotnermia
i
A victing is olten I.;r.ﬂ.';'.ﬁl-:\. ;'.} r:n:_'.h;_r- Hypuothesmia often ocoors at wery cold
becauis frorsn fe is nnb, temparatures. but can ocoir at codl tempatabires
{abowe 490F) i & peraan ik wat {Troon ram aeesl
o il water) and becomnes chilled.
' '.‘{I | Signe & Symploms Sigaa & Symplems
pest = Redbness oo pain Adults:
o ir nrry shin azea — shivering
may be th fieal = exhaustion
sign of froathite Py e
Othas aigns = humbling hands
Includa: — oy foss
—~ia white or —alurred specch
grayishypetlow =~ dirowsinass
skim area Tk
— skin that feels o l:““
— bwight red,
unusueally frm i
fErann cold skin
AR e = waay bow ey
el | ey
1f a person's temperature iz below 9@5° get medical attention immediately.
Pearls

Recommended Exam: Mental Status, Heart, Lungs, Abdomen, Extremities, Neuro

NO PATIENT IS DEAD UNTIL WARM AND DEAD (Body temperature >93.2 F, 32 degrees C.)

Hypethermia categories:

Mild 90 — degrees F ( 32 — degrees C) Moderate

82 — dogrees F { 28 — degress C) Severe < 82

degrees F { < 28 dagrees C)

Mechanisms of hypothermia:

Radiation: Heat loss to surrounding objects via infrared energy { 80 % of most heat loss.)

Convection: Direct transfer of heat to the surrounding air.

Conduction: Direct ransfer of heal lo direct contact with cooler objects (important in submersion.)

Evaporation: Vaporization of water from sweal or other body water lossas.

Confributing factors of hypothermia: Extremes of age, malnutrition, alcohal or other drug use.

If the temperature is unable fo be measured, treal the patient based on the suspected tamperature.

ACTIVE WARMING Includes: Hot packs can be aclivated and placed in the axillas and groin area if available.

o Care shauld be taken not to place the packs directly against the patient s skin

CPR:
*#Severe hypotharmia may cause cardiac instability and rough handling of the patient theoretically can cause
ventricular fibrillation. This has not been demonstrated or confirmed by current evidence. Intubation and CPR
techniques should not be withheld due to this concern. Intubation can cause ventricular fibrillation so it should
be done gently by most experienced person
*»Below 86 ?F (30 °C) antiarrhythmics may not work and if given should be given at increased intervals.
Contac Medical Control for direction. Epinephrine [ Vasopressin can be administered. Below 86 °F (30 2G)
pacing should not be dona,
*Consider withholding CPR if patient has organized rhythm or has other signs of life. Contact Madical
Contraol.
»If the patient is below 86 °F (20 °C) then defibrillate 1 time If defibirillation iz required. Daferring further
attempts until more warming occurs is controversial. Contact Medical Control for direction.
¥#Hypothermia may produce severe bradycardia so take at least 45 seconds to palpate a pulse.

Protocol 80 2019




History Signs and Symptoms Differential
=  Type of bite [ sting + Inlense localized pain = Jellyfish sting
« ldentification of organism « |ncressed oral secretions «  Ses Urchinsting
+«  Previous reaction to marine = Mausea/vomiting s« Sting rayharb
organism = Abdominal cramping +  Coralsting
« Immunocompromised = Allergic reaction /anaphylaxis s« Swimmersitch
«  Household pet s Cone Shellsting
s«  Fishbite
\ _',L A Lion Fish sting
( Universal Patient Care FrutucuT)
If Needed
- Palmetto Poison Conlrol
CGeneral Wound Care Procedure 1-800-222-1222
1-800-922-1117

( * Vascular Access Protocol _)

h A

Age Ar:lpmpl'lﬁle Serious Injury /
Hypotension [ Trauma ES Hypatensian
Protocols L

|
NO

¥
Allergy
< Allergy | Anaphylaxis )—(—YES * Kisngiiais Prokocsl
T
MO
Age Appropriate h 4
[* Pain Control YES—)-( Maoderate / Severe Pain >

Protocols

r

/ Identification of \
N Sea Crealure >

r k4
Jelty  Fish Sling Ray
Anemone Lion Fish Large Organism
Man-0-War Urchin / Starfish
, 1 ,
o~ Immoblize Inj = o~ Immaoblize Inju
f{} FIRMEINIAETREY @ Immoblize Injury @ jury
""Ppll'!’ ;i“EEBF Rinse if _ Remove Barb or Spine, If Y
_ available [ . th : g
(T1. Otherwise washwith @ o ot g Age appropriate Multiple
Ir{) clean seawater b object. Trauma Pratocol if indicated
v DO MOT wse fresh water
or ke B Immerse in HotWater v

g L@ 110- 114 °F if available

E .!q:) Lift away tentacles
Do NOT BTUsh or Run

* Extramity Trauma Protocol if
indicated

Notify Dastination or
Contact Medical Contral
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"’*33": Marine Envenomations /

(Pearls
+  Ensure your safety: Avoid the organiam or fragments of the organism as they may impart furlher sting / injury.
¢ Patients can suffer cardiovascular collapse from both the venom and [ or anaphylaxis even in seemingly minor envenomations.
s Arrest the envenomation by inactivation of the venom as appropriate.

\: Ensura good wound care, immaobilization and pain confrol.
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Nerve Agent Protocol

(Organophosphate)

History Signs and Symptoms Differential
®  Exposure to chemical, & Salivation ¢ MNarve agant exposure (e.q. VX, Sarin,
biologic, radioclogic, or &  Lacrimation Soman,
nuclear hazard &  Urination; increasad, loss of etc.)
e  Poleniial exposure to contral - Orgfmnphasphate exposure (pasticidea)
vnknown substancefiazard ®  Defecation f Diarrhea o  Vesicanl exposure (e.g. Mustard Gas,
& G| Upset/abdominal etc.)
pain/cramping ¢  Raspiratory Irritanl Exposure (2.0,
&  Emesis Hydrogen
&  Muscle Twitching Sulfide, Ammania, Chlosine,
\_ A Salzure Activity L ele)
\#  Resplratory Arrest 7
Call for help / additional
resources; stage until - N (" Scene Safe. Appropriate PPE )
scana sala \ |
Yes

. 4
( * Universal Patient Care Protocol )

k4
Obtain history of exposura;
w cbsarva for spacific loxidromes)

initiate trizge andlor
decontamingtion as indicled

* Seizure Protocol
(if indicated)

h J

Symptom Saverity

L J

: ) o
[i1]
Altered Mental Status, Seizures, Minor Sympioms: A "
Respiratory Distress, Respliratory Respiratory Distress + SLUDGEM symptomatie
Arrast

Nerve Agent Kit IM
R Up to 3 Doses Rapidly R A
|~ | As based on symptom Severity - |

Monitor and Reassess

: avaliable : _ every 15 minutas for
ni=r s symptoms; iniliate
Atropine IM/IO/IV Irealmeni per appropriaie
arm
P 1-3mg as needed )

Motify Destination or
Contact Medical Control

L

-
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Nerve Agent Protocol

(Organophosphate)

Organophosphate Poisoning

Fg}tant cholinesterase inhibitors
« Organophosphates '
« Carbamates Parathion
Fenthion
Cholinergic Malathion
toxicity Bk
,I,Chnllneaterase = Tﬁﬂew!chultne Methomy!
Aldicarb
EI&"_W %3; ]
Barin
Muscarinic signs Tabun

@3

SLUDGE DUMBBELLS Nicotinic Effects

{similar to succinylcholing)

Salivation Diarrhea + Eascailatinng
Lacrimation Urination » Muscle weakness
Urination Miosis * Paralya
Diarrhea Bradycardia
Gl cramps Bronchospasm
Emesis Emesis

Lacrimation

Lethargy

Salivation

Seizures

Treatment

» Atropine (anticholinergic...does not bind nicotinic receptors)
+ Pralidoxime (2-PAM) - Regeneration of cholinesterase

-

Pearls

Recommended Exam: Mantal Status, Skin, HEENT, Heart, Lungs, Gastrolntestinal, Neuro

Follow local HAZMAT protocols for decontamination and use of personal protective equipment.

In the face of a bona fide attack, begin with 1 Nerve Agent Kit for patients less than 7 years of age, 2 Nerve Agent Kits f rom 8 to 14
i,lears af?u% and 3 Merve Agent Kils for patiants 15&'433[5 of aga and over. ] ) )

f Triage/MiCl issues exhaust supply of Nerve Agent Kits, use pedialric atropines (if available). Use the 0.5 mg dose if patient is less
than 40 pounds {18 kg), 1 mg dosa if patiant weighs betwean 40 to 80 pounds (18 to 40 kg), and 2 mg dosa for patiants graater than
80 pounds (=40 kg).

Each Nerve Agent Kit contains 600 mg of Pralidoxime (2-PAM) and 2 mg of Alropine.

Seizure Activity: Any banzodiazepine by any route is acceptable.

For pafients with major symptoms, there is no limit for atropine dosing.

Carafully evaluate patienis to ensure they not from exposure Lo another agenl (2.q., narcolics, vesicants, efc.)

The main symptom that the atropine addrassas s excassive secrations so atropine should ba given until salivation Improves.
EMS peraunnel publlc safely ﬂ[ﬁcem and Medinal Respan(ters ! EMT B may carﬁ,-, sveiF adnﬂmsler or admlmsier m ] patuent
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L Radiation Incident

History Signs and Symptoms Differentlal

#  Type of exposure (heat, gas, «  Burns, pain, swelling ¢ Superficial (1% Degree) red - painful {(Don t
chermical) « Dirziness include in TBSA)

s Inhalation injury * Loss of consciousness = Partial Thickness (2" Degree)blistering

s Time of Injury =  Hypotensionfshock s Full Thickness (3" Degree) painless/charred

= Past medical history/ = Airway compromise/distress could or leathery skin
Medications be indicated by hoarsenass/ s Thermal injury

«  Othertrauma wheezing / Hypotansion s«  Chamical — Electrical injury

«  Loss of Consciousness =  Radiation injury

. Tetanus/immunization status A i Blast injury

| Scene Safety ! Quantify and Triage Patients / Load and Go with Assessment | Treatment Enroute |
C * Universal Patient Care Protocol )

h J

Radiation Burn / Exposure

h A

Assess Burn f Concomitant Injury Severity

!

Consider Decontamination of
External Radiation Source if
Patient is Stable

) CardiacMonitor ( Exit to Age Appmpﬁai;”

/ 12 Lead ECG Acquisition Cardiac] Pulseless

: . - Arrest & Arrhythmia
el Cardiac Monitor / Protocols

D) EKG Interpretation (as indicated)

k.
- Irrigate any contaminated area
R ,@ copiously for R
. AT LEAST 15 minutes

l

* Go To Age Appropriate
Thermal Burn Protocol

Collateral Injury: Most all injurias immediately sean will be a resull of collateral injury, such as heal from the blasl, rauma rem conoession, heal
collateral injury bazed on typical care for the type of injury  displayad.-

Qualify: Determine axposure lype; extemal iradiation, exlernal conlaminalion wilh radioactive maleral, inlemal contamination with  radioactive malesial.-

Quantify: Detarmine axposure [genarally measured in Grays/Gy). nformation may boe available from hoso on SHe who ave moniteing cguipimoant, do nol
dalay transpont o acquire this infarmation.

Protocol 83




-Jﬁ;_»'l Radiation Incident

Critical

Serious

[Red) (Yellow)

H5-15% TBSA 2.43. Dagrea
Burn
Suspected Inhalatlon injury
ar regulring intubation for
alrway stabilization
Hypotension or GCS <
14 [(Whan reasonable or
reasonably accessible,
fransport fo a Burn Center
or Trauma Center)

>15% TBSA 2.2/3w
Degree Burn
Burns with Multiple
Trauma Burns with
definite airway
Compromise
[(When reasonable or
reasonably accessible,
transport to a Burn Center
ar Trauma Center)

< 5% TBSA 2./3..Degree

Burn No Inhalation injury,
Not

Intubated,
Normotensive
GC8=>14
{Transport to the Local
Hospital

Time Plases of Radiatian Infury
{Exprasuie Dase ve Clinlcal Outcome)

Em”__ IPHH‘I‘MI'IE Manifest lliness - Sympton Sewvelily | oo,
Dowe (Gyl | Sevelily | Hematologle | Gastrolitestinal| Ileurolopic
05k 10 + a o 0 [Survivel shnost cedsin
10ie 20 ey & ] [1] g Survival =90 percant
2040385 ++ Fs o 0 Frobabis survbesl
351055 s s * [1] Dot dn 505 ot 3510 8 whs
S5tals E+ T - 1] Dmhpmbd;.‘hi-ﬁwts
751D | ee i | sa3 0°  |Deshprobabie in 125 whs
10t 20 e e 4 e D0t certoln in 5-12 days
=0 e T e FRSTER FeE—— e
st eviations: Gy (oae i Grey;
O no ettecks; - mid, + inoderala; 444 Savire or marked
!"_"I'p‘pﬁﬂ'lﬁﬂl.
u alon cardovascular colapse, fever, Shotk

f oA from - Waselerka, Ji, hescWibs, TJ, Biskely WF, of 6, Merical managemert of the acuds
e | radialion syndrom: Recammerdations of the sirategic nationa slockpls radafion working group.
1 Matre of Concrate Annird Med 2004; 1401039,

k'

r"I‘-he.-aurls

Dealing with a patient with a radiation exposure can be a frightening experience. Do nol ignore the ABC s, a dead bul decontaminaled
patient is not a good oulcomea. Refer to the Decontamination Procedure for mare information.
Marmal Saline or Sterile Water is prefarrad, however if not available, do nol delay irrigation using tap water, Olher water sources may be
used based on availability. Flush the area as soon as possible with the cleanesl readily available water or saline solulion using coplous
amounts of fluids.

Three methods of

exposura: External

irradialion External

contamination Inlarnal

contamination
Two classes of radiation:

lonizing radiation (greater enargy) is the most dangerous and is ganerally in one of three states: Alpha Particles,

Bels Particles and Gamma Rays.

Man-ionizing (lower energy) examples include microwaves, radios, lasers and visible light.
Radiation burns with aarly presentation are unlikely, it ia more likely this is a combination evant with either thermal or ch emical burn baing
presented as well a5 a radiation exposure. Where Lhe burm is from a radiation source, it indicales the patient has been expos ed loa
significant source, (> 250 rem).
Patients experiencing radiation poisoning are not contagious. Cross contamination is only a fhreat with axtamal and internal  contamination
Typical jonizing radiation sources in the civilian setling include soil density probes used with roadway builders and medical
uses such a5 x-ray sources as well as radiation therapy. Sources used in the production of nuclear energy and spent fuel are rarely
exposure threals as is mililary sources used in weaponry. Meverlhaless, these sources are aenerally highly radinactive and in the unli kely
avent thay are the source, consequeances could be significant and the patient & outcome could be grave.
The throe primary methods of protaction from radiation sources:

+  Limiling tme of exposure - Distance - Shiefding from the source
Dirty bombs ingredients generally include previoushy used radioaclive material and combined with a canvanlional explosive dev ice to spread
and distribute the contaminated matarial.
Refer to Decontamination Procedura [ WD ! Merve Agent Protocel for dity contamination events.
If there Is a time lag between the time of exposure and the encounter with EMS, key clinical symptom evaluation includes: Nau seal
Vomiting, hypothermia/hyparthermia, diarrhea, neurologlcalicognitive deficits, headache and hypotension.
This event may require an activalion of the National Radiation Injury Treatmeant Network.
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Procedure (Skill)

Table of Contents

Procedure
12 Lead ECG
Airway BIAD King
Airway BIAD LMA
Airway CPAP
Airway Endotracheal Tube Introducer
Airway Foreign Body Obstruction
Airway Nebulizer Inhalation Therapy
Airway Suctioning Advanced
Airway Suctioning Basic
. Airway Tracheostomy Tube Change
. Airway Ventilator Operation
. Blood Glucose Analysis
. Capnography
. Cardiac External Pacing
. Chest Decompression
. Childbirth
. Death:Witholding Efforts/Discontinuation
. Defibrillation
. Left Ventricular Assist Device (LVAD)
. Reperfusion Checklist
. Restraints Physical
. Synchronized Cardioversion
. Venous Access External Jugular Access
. EZ 10- Humeral Head
. Wound Care- Taser Probe Removal
. Wound Care - Tourniquet

ezl BT UG S

N NN NNMNNNRRRRER B B e
Oy LN &= WK E O WK~ BWwMNE O




Standards Procedure (Skill)

12 Lead ECG

Clinical Indications:
Procedure:
« Assess patient and monitor cardiac status.
« Administer oxygen as patient condition warrants.
« If patient is unstable, definitive treatment is the priority. If patient is stableor
« stabilized after treatment, perform a 12 LeadECG.
* Prepare ECG monitor and connect patient cable with electrodes.
« Enter the required patient information (patient name, etc.) into the 12 lead ECG device.
« Expose chest and prep as necessary. Modesty of the patient should be respected.
« Apply chest leads and extremity leads using the following landmarks:
- RA-Rightarm

+ LA -Leftarm
+ RL -Rightleg
« LL-Leftleg

« V1 -d4nintercostal space at right sternal border

« V2 -4mintercostal space at left sternal border

« V3 —Directly between V2 andV4

» V4 -5nintercostal space at midclavicularline

+ V5 -Level with V4 at left anterior axillaryline

» V6 -Level with V5 at left midaxillaryline

+ V4R right side of the chest 5intercostal space mid-
clavicular line (For right-sided 12 lead ECG)

« Instruct patient to remain still. If patient will tolerate place in supine position.

+ Press the appropriate button to acquire the 12 Lead ECG.

« If the monitor detects signal noise (such as patient motion or a disconnected electrode),
» the Lead acquisition will be interrupted until the noise is removed.

» Once acquired, transmit the ECG datato the appropriate hospital.

» Contact the receiving hospital to notify them that a 12 Lead ECG has been sent.

»  Monitor the patient while continuing with the treatment protocol.

« Download data as per guidelines and attach a copy of the 12 lead to the PCR.

» Document the procedure, time, and results on/with the patient care report(PCR)
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Standards Procedure (Skill)

Airway: BIAD King LT

Clinical Indications for Blind Insertion Airway Device (BIAD) Use:

« [nability to adequately ventilate a patient with a Bag Valve Mask or longer EMS transport
distances require a more advanced ainvay.
Tracheal intubation is impossible due to patient access or difficult airway anatomy. Inability tosecure
an endotracheal tube in a patient who does not have a gag reflex where at least one failed intubation
attempt has occurred.

” Patient must be unconscious.

Procedure:

Preoxygenate and hyperventilate the patient.

Select the appropriate tube size for the patient.

Lubricate the tube

Grasp the patient's tongue and jaw with your gloved hand and pull forward.

Gently insert the tube rotated laterally 45-80 degrees so that the blue orientation line is

touching the corner of the mouth.

6. Once the tip is al the base of the tongue, rolate the tube back to midline without
excessive force. Insert the airway until the base of the connector is in line with the teeth and
gums.

7. Inflate the pilot balloon with appropriate amount {see chart below) of air depending on the
size the device used.

8. Ventilate the patient while gently withdrawing the airway until the patient is easily
ventilated.

8. Confirm tube placement by auscultation of breath sounds, epigastrium sounds and chest rise
and fall. Maonitor continuously through waveform capnography and pulse oximetry.

10. Secure with commercial tube holder device.

11, Confirm tube placement and monitor continuously through waveform
capnography and pulse oximetry.

12. If the King LT is effective in ventilating and oxygenating the patient do not attempt to

raplace it with endotracheal tuba.

bl

Size Height of Amount of air
Patient to place in cuff
3 4-5 ft 40-55ml
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Standards Procedure (Skill)

Airway: BIAD-Laryngeal Mask Airway (LMA)

Clinical Indications for Blind Insertion Airway Device (BIAD) Use:

» Inability to adequately ventilate a patient with a Bag Valve Mask or longer EMS transport
distances require a more advanced airway.

e Inability to secure an endotracheal tube in a patient who does not have a gag reflex where at
least one failed intubation attempt hasoccurred.
Appropriate intubation is impossible due to patient access or difficult airway anatomy.

e This airway does not prevent aspiration of stomach contents.

Clinical Contraindications: NG i
iy Tube R P o
« Deforming Facial Trauma Sifcone Cuft il ity
» Pulmonary Fibrosis sl Scsaiians A
o Morbid Obesity 3 " Piotinnaion Baioon
”

Walws

Procedure:

» Check the tube for proper inflation anddeflation.

« Lubricate with a water-soluble jelly.

» Pre-Oxygenate the patient with 100% Oxygen

+ Insert the LMAinto the hypopharynx until resistance is met.

= Inflate the cuff until a seal is obtained.

» Connect the LMAto an ambu bag and assess for breath sounds and air entry.

« Confirm tube placement.

«  Monitor oxygen saturation with pulse oximetry and heart rhythm with ECG

« It is required that the airway be monitored continuously through Capnography and
Pulse Oximetry.

»  Re-verify LMA placement after every move and upon arrival in the ED

« Document the procedure, time, and result (success) on/with the patient care report(PCR)

Max amount of air
into cuff
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Standards Procedure (Skill)

Airway: CPAP

Clinical Indications for Continuous Positive Airway Pressure (CPAP) Use:

« CPAP is indicated in all patients whom inadequate ventilation is suspected that is not
associated with Asthma. This could be as a result of pulmonary edema, pneumonia, COPD,
etc.

Procedure:

» Explain the procedure to the patient.

¢ Consider placement of a nasopharyngeal airway.

= Place the delivery mask over the mouth and nose. Oxygen should be flowing through the
device at this point.

» Secure the mask with provided straps starting with the lower straps until minimal air leak
OCCUrSs.

« If the Positive End Expiratory Pressure (PEEP) is adjustable on the CPAP device adjust the

PEEP beginning at 0 emH20 of pressure and slowly titrate to achieve a positive pressure
as follows:

« 5-— 15 cmH20 for Pulmonary Edema, Near Drowning, possible aspiration or pneumonia

¢« 3—5cm H20 forCOFD

« Evaluate the response of the patient assessing breath sounds, oxygen saturation, and
general appearance.

» Titrate oxygen levels to the patient’s response. Many patients respond to lower FIO2
(30- 50%).

« Encourage the patient to allow forced ventilation to occur. Observe closely for signs of
complications. The patient must be breathing for optimal use of the CPAP device.

« Document time and response on patient care report (PCR)

Contraindications
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Standards Procedure {(Skill)

Airway: Endotracheal Tube Introducer (Bougie)

Clinical Indications:

e Patients meet clinical indications for oral intubation
e Initial intubation attempt(s)unsuccessful

®  Pradicted difficultintubation
Contraindications:

¢ Three attempts at orotracheal intubation (utilize failed airway protocol)
e Age less than eight (8) or ETT size less than 6.5mm

Procedure:

1. Prepare, position and oxygenate the patient with 100% oxygen;

2. Select proper ET tube without stylet, test cuff and preparesuction;

3. Lubricate the distal end and cuff of the endotracheal tube (ETT) and the distal 1/2 of the
Endoiracheal Tube Introducer {Bougie) (note: Failure to lubricate the Bougie and the ETT may result
in being unable to pass theETT);

4. Using laryngoscopic techniques, visualize the vocal cords if possible using Sellick’s/BURP as
needed;

5. Introduce the Bougie with curved tip anteriorly and visualize the tip passing the vocal cords or above
the arylenoids if the cords cannot be visualized,

6. Once inserted, gently advance the Bougie until you meet resistance or "hold-up” (if you do not meet
resistance you have a probable esophageal intubation and insertion should be reattempted orthe
failed airway protocol implemented as indicated);

7. Withdraw the Bougie ONLY to a depth sufficient to allow loading of the ETT while maintaining
proximal contral of the Bougie;

8. Gently advance the Bougie and loaded ET tube until you have hold-up again, thereby assuring
tracheal placement and minimizing the risk of accidental displacement of the Bougie;

9. While maintaining a firm grasp on the proximal Bougie, introduce the ET tube over the Bougie
passing the tube to its appropriate depth;

10. If you are unable to advance the ETT into the trachea and the Bougie and ETT are adequately
lubricated, withdraw the ETT slightly and rotate the ETT 90 degrees COUNTER clockwise to turn the
bevel of the ETT posteriorly. If this technique fails to facilitate passing of the ETT you may attempt
direct laryngoscopy while advancing the ETT(this will require an assistant to maintain the position of
the Bougie and, if so desired, advance the ETT);

11.Once the ETT is correctly placed, hold the ET tube securely and remove the Bougie;

12. Confirm tracheal placement according to the intubation protocal, inflate the cuff with 3 to 10 cc of air,
auscultate for equal breath sounds and reposition accordingly;

13. When final position is determined secure the ET tube, reassess breath sounds,apply end tidal CO2
monitor, and record and monitor readings to assure continued tracheal intubation.
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Standards Procedure (Skill)

Airway: Foreign Body Obstruction

Clinical Indications:

* Sudden onset of respiratory distress often with coughing, wheezing, gagging, or stridor due
to a foreign-body obstruction of the upper airway.

Procedure;

1. Assess the degree of foreign bodyobstruction
« Do not interfere with a mild obstruction allowing the patient to clear their airwayby

coughing.

» |n severe foreign-body obstructions, the patient may not be able to make a sound.The
victim my clutch his/her neck in the universal choking sign.

2, For an infant, deliver 5 back blows (slaps) followed by 5 chest thrusts repeatedly untilthe
object is expelled or the victim becomes unresponsive.

3. For a child, perform a subdiaphragmatic abdominal thrust (Heimlich Maneuver) until the
object is expelled or the victim becomes unresponsive.,

4. For adults, a combination of maneuvers may be required.

» First, subdiaphragmatic abdominal thrusts (Heimlich Maneuver) should be used in rapid
seqguence until the obstruction is relieved.

« |f abdominal thrusts are ineffective, chest thrusts should be used. Chest thrusts should be
used primarily in morbidly obese patients and in the patients who are in the late stages of
pregnancy

5. If the victim becomes unresponsive, begin CPR immediately but look in the mouth before
administering any ventilations. If a foreign-body is visible, remove it.

6. Do not perform blind finger sweeps in the mouth and posterior pharynx. This may
push the object farther into the airway.

7. In unresponsive patients, EMT-Intermediate and EMT-Paramedic level professionals should
visualize the posterior pharynx with a laryngoscope to potentially identify and remove the
foreign-body using Magil forceps.

8. Document the methods used and result of these procedures in the patient care report (PCR).

Procedures 6 2019




Standards Procedure (Skill)

Airway — Nebulizer Inhalation Therapy

Clinical Indications:
¢ Patients experiencing bronchospasm.
Procedure:

Gather the necessary equipment.

Assemble the nebulizerkit.

Instill the premixed drug (such as Albuterol or other approved drug) into the reservoir well of

the nebulizer.

4. Connect the nebulizer device to oxygen at 4 - 6 liters per minute or adequate flowto produce
a steady, visible mist.

5. Instruct the patient to inhale normally through the mouthpiece of the nebulizer. The patient
needs to have a good lip seal around the mouthpiece.

6. The treatment should last until the solution is depleted. Tapping the reservoir well nearthe
end of the treatment will assist in utilizing all of the solution.

7. Monitor the patient for medication effects. This should include the patient's assessment of
his/her response to the treatment and reassessment of vital signs, ECG, and breathsounds.

8. Assess and document peak flows before and after nebulizer treatments.

9. Document the treatment, dose, and route on/with the patient care report (PCR).

ke =

Certification Requirements:

¢ Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplishedvia
quality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the local EMS System.

» EMT-B and EMT-A may only assist patient in setup and administration.
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Standards Procedure (Skill)

Airway: Suctioning-Advanced

Clinical Indications:

» Obstruction of the airway (secondary to secretions, blood, or any other substance) ina
patient currently being assisted by an airway adjunct such as a endotracheal tube,
Combitube, tracheostomy tube, or a cricothyrotomy tube.

Procedure:

Ensure suction device is in proper working order.

Preoxygenate the patient as is possible.

Attach suction catheter to suction device, keeping sterile plastic covering over catheter.
Using the suprasternal notch and the end of the airway inlo the catheter will be placed as
guides, measure the depth desired for the catheter (judament must be used regarding the
depth of suctioning with cricothyrotomy and tracheostomy tubes).

ot ol Sy

5. If applicable, remove ventilation devices from the airway.

6. With the thumb port of the catheter uncovered, insert the catheter through the airway device.

7. Once the desired depth (measured in #4 above) has been reached, occlude the thumb port
and remove the suction catheter slowly. Suctioning should be no longer then 10-15
seconds.

8. Asmall amount of Normal Saline (10 ml) may be used if needed to loosen secretions for
suctioning.

9. Reattach ventilation device (e.g., bag-valve mask) and ventilate the patient
10. Document time and result in the patient care report (PCR).
*NOTE: Clean suction with sterile water in between suctioning.
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Standards Procedure (Skill)

Airway: Suctioning-Basic

Clinical Indications:

* Obstruction of the airway (secondary to secretions, blood, or any other substance) ina
patient who cannot maintain or keep the airway clear.

Procedure:

Ensure suction device is in proper working order with suction tip inplace.
Preoxygenate the patient as is possible.

Explain the procedure to the patient if they arecoherent.

Examine the oropharynx and remove any potential foreign bodies or materialwhich
may occlude the airway if dislodged by the suction device.(ie. dentures, partials,
etc)

If applicable, remove ventilation devices from the airway.

Use the suction device for no more than 10 seconds to remove any secretions, blood, or
other substance.

The alert patient may assist with this procedure.

Reattach ventilation device (e.g., bag-valve mask) and ventilate or assist the patient
. Record the time and result of the suctioning in the patient care report (PCR).

P e I
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Standards Procedure (Skill)

Airway: Tracheostomy Tube Change

Clinical Indications:

* Presence of Tracheostomysite.

* Urgent or emergent indication to change the tube, such as obstruction that will not clear with
suction, dislodgement, or inability to oxygenate/ventilate the patient without other obvious
explanation.

Procedure:

1. Have all airway equipment prepared for standard airway management, including equipment
of orotracheal intubation and failed airway.

2. Have airway device (endotracheal tube or tracheostomy tube) of the same size as the
tracheostomy tube currently in place as well as 0.5 size smaller available (e.q., if the patient
has a #6.0 Shiley, then have a 6.0 and a 5.5tube).

Lubricate the replacement tube(s) and check the cuff.

Remove the tracheostomy tube from mechanical ventilation devices and use a bag-valve

apparatus lo pre-oxygenate the patient as much as possible.

5. Once all equipment is in place, remove devices securing the tracheostomy tube, including
sutures and/or supporting bandages.

6. If applicable, deflate the cuff on the tube. If unable to aspirate air with a syringe, cut the

balloon off to allowthe cuff to lose pressure.

Remove the tracheostomytube.

Insert the replacement tube. Confirm placement via standard measures exceptfor

esophageal detection (which is ineffective for surgical airways).

9. If there is any difficultly placing the tube, re-attempt procedure with the smallertube.

10. If difficulty is still encountered, use standard airway procedures such as oral bag-valve mask
or endotracheal intubation (as per protocol). More difficulty with tube changing can be
anticipated for tracheostomy sites that are immature - i.e., less than two weeks old.
Great caution should be exercised in attempts to change immature tracheotomy sites.

11. Document procedure, confirmation, patient response, and any complications in the PCR

Obturator
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Standards Procedure (Skill)

Airway: Ventilator Operation

Clinical Indications:

+ NManagement of the ventilation of a patient during a prolonged or interfacility transportof an
intubated patient.

Procedure:

1. Transporting personnel should review the operation of the ventilator with the treating
personnel (physician, nurse, or respiratory therapy) in the referring facility prior to transport if
possible.

2. All ventilator settings, including respiratory rate, FiOz2, mode of ventilation, and tidal volumes
should be recorded prior to initiating transport. Additionally, the recent trends in oxygen
saturation experienced by the patient should be noted.

3. Prior to transport, specific orders regarding any anticipated changes to ventilator settings as

well as causes for significant alarm should be reviewed with the referring medical personnel

as well as medical control.

Once in the transporting unit, confirm adequate oxygen delivery to the ventilator.

Frequently assess breath sounds to assess for possible tube dislodgment during transfer.

Frequently assess the patient's respiratory status, noting any decreases in oxygen saturation

or changes in tidal volumes, peak pressures, etc.

Mote any changes in ventilator settings or patient condition in the PCR.

All patients who have an advanced airway in place must be monitored

continuously through Capnography and Pulse Oximetry.

10.1f any significant change in patient condition, including vital signs or oxygen saturation or
there is a concern regarding ventilator performance/alarms, remove the ventilator from the
endotracheal tube and use a bag-valve mask with 100% O2. Contact medical control
immediately.

o ok
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Standards Procedure (Skill)

Blood Glucose Analysis

Clinical Indications:

» Patients with suspected hypoglycemia High reading
(diabetic emergencies, change in mental status, isa BGL
bizarre behavior, etc.) greater than

Procedure: 600

1. Gather and prepare equipment.

2. Blood samples for performing glucose analysis can be obtained through a finger-stick .

3. Placecorrect amount of blood on reagent strip or site on glucometer per the manufacturer's
instructions.

4. Time the analysis as instructed by the manufacturer.

5. Document the glucometer reading and treat the patient as indicated by the analysis and

protocol.
6. Repeat glucose analysis as indicated for reassessment after treatment and as perprotocol.
. Perform Quality Assurance on glucometers during unit check off, if any clinicallysuspicious
readings are noted, and/or as recommended by the manufacturer and document in thelog.

ERROR CODES

-l-\I

COD E ERROR SOLUTION
E-O Software Perform test again, if you get the same code again
Error contact supervisor.
E-1 System Hardware Perform test again, if you get the same code again
Error contact supervisor.
E-2 Operating lviove meter to an area where the temperatureis
Temperature acceptable (59° to 104°F)
Error Allow meter to adjust and repeattest,
E-3 User Strip The test strip is defective or previously used. Repeat the
Errar testwith a newstrip.
E-4 ShortSample An Insufficient sample [control or blood) placed into test
Error strip.
Repeat test with new strip.
E-5 Strip Not Recognized Perform test again, if you get the same code again
Error contact supervisor.
E-8 Bad Strip The test strip is defective or bad. Repeat the test
Errar with anew strip.
E-9 Bad Sample A problem was detected with the sample. Repeat the test
Errar with a new strip.
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Standards Procedure (Skill)

Capnography

Clinical Indications:

e Capnography shall be used when available with the use of all invasive airway procedures
including endotracheal, nasotracheal, cricothyrotomy, or Blind Insertion Airway Devices
(BIAD).

e Capnography should also be used when possible with CPAP.

Procedure:

1. Attach capnography sensor to the BIAD, endotracheal tube, or oxygen deliverydevice.

2. Note COzlevel and waveform changes. These will be documented on each respiratory
failure, cardiac arrest, or respiratory distress patient.

3. The capnometer shall remain in place with the airway and be monitored throughout the
prehospital care and transport.

4. Any loss of COz detection or waveform indicates an airway problem and shouldbe
documented.

2. The capnogram should be monitored as procedures are performed to verify or correctthe
airway problem.

6. Document the procedure and results on/with the Patient Care Report (PCR) and the Airway
Evaluation Form.

*  During cellufar respiration, smadl

amawns of 002 produced , is excreted
via exhalation

End Tidal value

*  When no cellular respiration is
occurring, even if ventilation i, there
will be no CO2 exhaled

Insplration

Expiration

— In poor perfusion states [cardiac
arrest) no COZ is transported to the
lungs to be exhaled, 5o a low
rexding will oeour

Lal{=lw TR T

= [n poor ventilation states

{hypoventilation) CO2 i retained,
so-a high reading will ocour

Sudden loss of wavelorm
+ ET fuba disconnaciod,

* Loss of ciculalony function

Decreasing ELQ0s
* ET fuba cuff leak
* ET tuba in lypophanyme
* Partial obsbruction

‘i:i. CPR Assessment
f & Alteaiot 10 rainTai i am
of 10mmHg

Sudden increasze in EtC0;

* Ratum of spontanecus
chcutation [ROS0)

Procedures 13 2019

dislodged, kinked o chstiucied “m

¥} o, Yo o i, v P 8

Bronchospasm (“Shark-fin" appearance)
= Asthrima

 GoPo 5 750 2 6

Hypoventilation

b Gt |
Hyparventilation

WalaYalalay
Decreased EICOs
*+ Apnea =




Standards Procedure (Skill)

Cardiac: External Pacing

Clinical Indications:

e Patients with symptomatic bradycardia (less than 60 per minute) with signs and symptomsof
inadequate cerebral or cardiac perfusion such as:

¢ Chest Pain
e Hypotension
« Pulmonary Edema
« Altered Mental Status, Confusion, etc.
« Ventricular Ectopy.
Procedure:

1. Attach standard four-lead monitor.
2. Apply defibrillation/pacing pads as directed by
packaginginstructions.
Rotate selector switch to pacing option.
Adijust heart rate to 70 BPM for an adult and 100 BPM for achild.
MNote pacer spikes on EKG screen.
Slowly increase output until capture of electrical rhythm on the monitor.
If unable to capture while at maximum current output, stop pacingimmediately.
If capture observed on monitor, check for corresponding femoral or carotid pulse andassess
vital signs.
9. Consider the use of sedation or analgesia if patient is uncomfortable.
10. Document the dysrhythmia and the response to external pacing with ECG strips in the PCR.
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Standards Procedure (Skill)

Chest Decompression

Clinical Indications:

* Patients with hypotension (SBP <90), clinical signs of shock, and at least one of the following
signs:
¢ Jugular vein distention.

Tracheal deviation away from the side of the injury (often a latesign).

Absent or decreased breath sounds on the affectedside.

Hyper-resonance to percussion on the affected side.

Increased resistance when ventilating a patient.

¢ Patients in traumatic arrest with chest or abdominal trauma for whom resuscitation is
indicated. These patients may require bilateral chest decompression even in the absence of
the signs above.

Procedure:

1. Don personal protective equipment (gloves, eye protection, etc.).
2. Administer high flow oxygen.
3. ldentify and prep the site:

¢ Locate the second intercostals space in the mid-clavicular line on the sameside as the

pneumothorax.

« Prepare the site with providone-iodine ointment or solution.
4. Insert the catheter (14 gauge for adults) into the skin over the third rib and direct it just over
the top of the rib (superior border) into the interspace.
Advance the catheter through the parietal pleura until a “pop” is felt and air or blood exits
under pressure through the catheter, then advance catheter only to chest wall.
Remove the needle, leaving the plastic catheter inplace.
Secure the catheter hub to the chest wall with dressings andtape.
Assess and lung sounds and monitor pulse oximetry.
Consider placing a finger cut from an exam glove over the catheter hub. Cut a small hole in
the end of the finger to make a flutter valve. Secure the glove finger with tape or a rubber
band. (Note — don't waste much time preparing the flutter valve; if necessary control the air
flow through the catheter hub with your glovedthumb.)

n
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Standards Procedure (Skill)

Childbirth

Clinical Indications:
e Imminent delivery with crowning
Procedure;

1. Delivery should be controlled so as to allow a slow controlled delivery of the infant. This will
prevent injury to the mother and infant.

2. Support the infant's head as needed.

3. Check for the umbilical cord surrounding the neck. If it is present, slip it over the head. If

unable to free the cord from the neck, double clamp the cord and cut between the clamps.

4. Suction the airway with a bulb syringe. (Mouth first then Nose)

5. Grasping the head with hands over the ears, gently pull down to allow delivery of the anterior
shoulder.

6. Gently pull up on the head to allow delivery of the posterior shoulder.

7. Slowly deliver the remainder of the infant.

8. Clamp the cord 2 inches from the abdomen with 2 clamps and cut the cord betweenthe
clamps.

9. Record APGAR scores at 1 and S5minutes.

10. Follow the Newly Born Protocol for further treatment.

11.The placenta will deliver spontaneously, usually within 5 minutes of the infant. Do notforce
the placenta to deliver.

12. Massaging the uterus may facilitate delivery of the placenta and decrease bleeding by
facilitating uterine contractions.

13. Continue transport to the hospital after delivery.

Complications:

Prolapsed Cord

« Don't reinsert cord

« With 2 gloved fingers lift the baby off of the cord if circulation is comprised.
« |If able have mother in the knee to chest position.

- Saline soaked dressings applied to the cord for extended delivery time

Breech Presentation
+ Do not pull. If the head doesn't deliver make a V with your gloved fingers to provide an
airway for the infant. (Rapid Transport)

Shoulder Dystonia

« Do Not force delivery

» Have mother flex thighsup to relieve pressure
« {Rapid Transport)
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Standard Procedure

Criteria for Death/Withholding Resuscitation

[ )

Purpose:

+ To honor those who have obviously expired prior to EMS arrival.

Assessment:

® |fa patientis in complete cardiopulmonary arresl (clinically dead) and meets one or more of the criteria below, CPR
and ALS therapy need not be initiated:

o Body decomposition.

o Rigor mortis,
o Dependent lividity.
o Traumalic arrest in asystole.
o Injury not compatible with life (i.e., decapitation, burned beyond recognition, massive open or penetrating
trauma to the head or chest with obvious organ destruction).
o Extended downtime or un-witnessed arrest with asystole on the EKG in two leads.
Procedure:

1. If a bystander ar first responder has initiated CPR or automated defibrillation prior to an EMS Paramedic’s arrival and
any of the above criteria (signs of obvious death) are present, the Paramedic may discontinue CPR and ALS therapy.
All ather EMS personnel levels must communicate with Medical Control prior to discontinuation of the resuscilative
efforts.
2. If doubt axists, start resuscitation immediately, Once resuscitation is initiated, continue resuscitation efforts until
either:
a) Resuscitation efforts mest the criteria for implementing the Discontinuation of Prehospital Resuscitative
Effarts. Policy
b} Patient care responsibilities are transferred to the destination hospital staff.
¢} Orders to terminate resuscitation are received by Medical Contral.

N P,
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Standard Procedure

Discontinuation of Prehospital Resuscitative Efforts

Purpose:

1.
2,
o¥

o

R B

14

19

11.
12.

13.

5.

16.

17.
18.

* To allow for the discontinuation of pre-hospital resuscitation after the delivery of ALS resuscitative efforts.

Procedure:

« Discontinuation of CPRA and ALS intervention for a medical cardiac arrest patient may be implemented prior
to contact with Medical Control if ALL of the follow criteria have been satisfied.

Patient is 18 years of age or older.

High quality CPR has been administered.

Airway has been successful managed with verification of bilateral lung sounds, absent epigastric
sounds, and capnography. Acceptable management techniques include oral tracheal intubation or
blind insertion airway device such as the KING LT.

IV or 10 access has been achieved.

Rhythm appropriate medications and defibrillation have been administered according to protocol.
Persistent asystole (6 seconds in two leads) is present and no reversible causes are identified after a
minimum of 25 minutes of resuscitation or PEA with EtCO2 less than or equal to 10 after 25 minutes
of resuscitation.

Failure to established sustained palpable pulses.

Non reactive pupils

Mo evidence of hypothermia

. ALL EMS personal involved in the patients care agree that discontinuation of the resuscitation is

appropriate.

The patient is in a residence (non- public place) and the scene is safe to do so.

If ALL of the above criteria are not met and discontinuation of prehospital resuscitation is deemed
appropriate , contact Medical Control.

If the patient is in a public place or the scene is deemed unsafe to terminate resuscitation; work the
arrest until the patient can be transferred to the ambulance. Continue resuscitation efforts, transport
to the closest appropriate emergency room, and contact Medical Control for possible termination
orders.

. Traumatic arrest can be terminated on scene with out contacting Medical Control if at any point the

patient presents with asystole.
Document all patient care and interactions with the patients family, personal physician, Medical
Control, Coroner, and law enforcement in the patient care report (PCR).
Involve the family early in the resuscitation process;
a. Provide reassurance that everything possible is being done
b. Ease the family into the decision to terminate resuscitation
c. Provide emotional support
Contact the coroner’s office on all deaths
If a possible coroner case, involve family in discontinuation, but do not allow them to disturb the
patient or the surroundings.

. Make the patient presentable by removing airway devices from the body.

N




Standards Procedure (Skill)

Defibrillation

Clinical Indications:
e Cardiac arrest with ventricular fibrillation or pulseless ventricular tachycardia

Procedure:

1. Ensure that Chest Compressions are adequate and interrupted only whenabsolutely

necessary.

Clinically confirm the diagnosis of cardiac arrest and identify the need fordefibrillation.

3. After application of an appropriate conductive agent if needed, apply defibrillation hands free

pads (recommended to allow more continuous CPR) or paddles to the patient’s chest in the

proper position as directed by packaging instructions.

Set the appropriate energylevel

. Charge the defibrillator to the selected energy level. Continue chest compressionswhile

the defibrillator is charging.

If using paddles, assure proper contact by applying 25 pounds of pressure on each paddle.

Hold Compressions, assertively state, “CLEAR" and visualize that no one, including

yourself, is in contact with the patient.

8. Deliver the countershock by depressing the discharge button(s) when using paddles, or
depress the shock button for hands free operation.

9. Immediately resume chest compressions and ventilations for 2 minutes. After 2 minutesof
CPR, analyze rhythm and check for pulse only if appropriate for rhythm.

10. Repeat the procedure every two minutes as indicated by patient response and ECGrhythm.

11. Keep interruption of CPR compressions as brief as possible. Adequate CPR is a keyto
successful resuscitation.

Lo

o

e
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Standards Procedure (Skill)

Left Ventricular Assist Device (LVAD)

Left Ventricular Assist Device (LVAD)

Lekt ventricular assist devices (LVATD) are used in patients with end stage heart failure. The device consists of a
pump, and external control device, and a power supply. The pump is located inside the chest cavity that punips
blond (rom the left ventricle to the sorta providing a continuous flow of blood throuph the body.

*  Focused history and physical exam
o Patcntwith end-stage heart failure with surgically implanted pump.
Paticnis will ofien have a packet of information with specific treatment instructons,
Fualuate for Medical Alert Bracelet with instructions. Vollow instractions as able.
Bvery patient should have a backuyp cquipment bag for his or her TVAT).
Patients and families are usually well educated on the power supply of the LVAD. Follow
their directions on scene utilizing their cxpertisc.
®  Trcatment Plan
Iy Check 1o see if patient is responsive.
2y Check for L VAD functionality.
a.  Padentwill likely not have a pulse due to continuous flow of LVAD, and pulse
oximetry readings may be inaccurate,
b.  May be unable to obrain cuff pressure due to continuous fow,
. Check for adequate perfusion vsing skin sipns. (skin color, temperature, and
condirion)
3} Check the patient’s cardiac chythm.
. If patient has abnormal cardiae shythim, ACLS protocnl can be followed including
all medications and defibrillation.
b. The pump does not alfect EKGs.
4} Check for alarm lights or sounds on the control device, A contnuous tone is URGENT.
5)  If the pump has stopped
a.  Check cable connections: {ix lonse connections.
I Check power supply and/or replace batteries,
¢ Change controller if pomp still does not start.
6) Chest comipressions should be a last resort as this may dislodge the pump cavsing
the patient to bleed io death.
A, 1f you are unable to sestart the pump after twoubleshooting, begin chest
COMTPECSSION.
= ey Consilerations
o ALWAYS talk to family/carcpivers as they have specific knowledge and skills, Call the
LVAD coordinator; they are available 24/7.
o Common complications in 1LV AD patienes include stroke and T1A, bleeding, dysrhyihmia,
and infecton (nsually of the drive ling).
*  CThese patiens are anticoagulared to prevent thrombotic events and therefore at
risk of bleeding complications.
o LVAD paticnts arc often preload dependent. Consider that a fluid bolus may help reverse
hypoperfusion.
o Transport patient with ALL equipment including instructons, pomps, backup batteries,
primary and sccondary controllers, as well as all knowledgeable family members,
o Treatnon LVAD related conditions per proweal.

D 00 C

LVAD

\ = SPECIALIST

vy CONTACT
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Standards Procedure (Skill)

Reperfusion Checklist

Clinical Indications:

Rapid evaluation of a patient with suspected acutestroke
and/or acute myocardial infarction (STEMI)to:
« Determine eligibility and potential benefit from fibrinolysis..
+ Rapid identification of patients who are not eligible for fibrinolysis and will require
interventional therapy.

Procedure:

1. Follow the appropriate protocol for the patient’'s complaint to assess and identify an acute
condition which could potentially benefit from fibrinolysis. If a positive finding is noted on one
of the following assessments, proceed to step 2.

e Perform a 12-lead ECG to identify an acute ST elevation myocardial infarction (STEMI).
s Perform the Pre-hospital Stroke Screen fo identify an acutestroke

2. Complete the Reperfusion Check Sheet to identify any potential contraindications to
fibrinolysis. (SeeAppendix)

» Systolic Blood Pressure greater than 220 mmHg

Diastolic Blood Pressure greater than 120 mmHg

Right vs. Left Arm Systolic Blood Pressure difference of greater than 15 mmHg

History of structural Central Nervous System disease (tumors, masses, hemorrhage, etc.)

Significant closed head or facial trauma within the previous 3 months

Recent (within 6 weeks) major trauma, surgery (including laser eye surgery),

gastrointestinal bleeding, or severe genital-urinary bleeding

Bleeding or clotting problem or on blood thinners

CPR performed greater than 10 minutes

Currently Pregnant

Serious Systemic Disease such as advanced/terminal cancer or severe liver or kidney

failure.

3. ldentify if the patient is currently in heart failure or cardiogenic shock. For these patients, a
percutaneous coronary intervention is more effective.

« Presence of pulmonary edema (rales greater than halfway up lungfields)
« Systemic hypoperfusion (cool and clammy)

4. If any contraindication is noted using the check list and an acute Stroke is suspected by
exam or a STEMI is confirmed by ECG, activate the EMS Stroke Plan or EMS STEMI Plan
for fibrinolytic ineligable patients. This may require the EMS Agency, an Air Medical Service,
or a Specialty Care Transport Service to transport directly to an specialty center capable of
interventional care within the therapeutic window of time.

5. Record all findings in the Patient Care Report(PCR).
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Standards Procedure (Skill)

Restraints: Physical

Clinical Indications:

¢ Any patient who may harm themselves or others may be
gently restrained to prevent injury to the patient or crew. This
restraint must be in a humane manner and used only as a last resort.
Other means to prevent injury to the patient or crew must be attempted first. These efforts
could include reality orientation, distraction techniques, or other less restrictive therapeutic
means. Physical or chemical restraint should be a last resorttechnique.

Procedure;

1. Ensure personnel and bystander safety

2. Attempt less restrictive means of managing the patient.

3. Request law enforcement assistance and Contact Medical Control for physicalrestraint

orders.

Ensure that there are sufficient personnel available to physically restrain the patient safely.

Restrain the patient in a lateral or supine position. No devices such as backboards, splints, or

other devices will be on top of the patient. The patient will never be restrained in the prone

position.

6. The patient must be under constant observation by the EMS crew at all times. This includes
direct visualization of the patient as well as cardiac and pulse oximetry monitoring.

7. The extremities that are restrained will have a circulation check at least every 15 minutes.
The first of these checks should occur as soon after placement of the restraints as possible.
This MUST be documented on the PCR.

8. Documentation on/with the patient care report (PCR) should include the reason for the use of
restraints, the type of restraints used, and the time restraints were placed. Use of the
Restraint Checklist is highly recommended.

9. If the above actions are unsuccessful, or if the patient is resisting the restraints, consider
administering medications per protocol. (Chemical restraint —Sedation Policy- may be
considered earlier.)

10.If a patient is restrained by law enforcement personnel with handcuffs or other devicesEMS
personnel can not remove, a law enforcement officer MUST accompany the patient to the
hospital in the transporting EMS vehicle.

e

« Consider use of Reeves Sleeve or four point
restraints as a means of restraint with
authorization from medical control.
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Standards Procedure (Skill)

Synchronized Cardioversion

Clinical Indications:

¢ Unstable patient with a tachydysrhythmia (rapid atrial fibrillation, supraventriculartachycardia,
ventriculartachycardia)
¢ Patient is not pulseless (the pulseless patient requires unsynchronized cardioversion, i.e.,
defibrillation)
Procedure:

1. Ensure the patient is attached properly to a monitor/defibrillator capable of synchronized

cardioversion.

Have all equipment prepared for unsynchronized cardioversion/defibrillation if the patient fails

synchronized cardioversion and the condition worsens.

Consider the use of pain or sedating medications.

Set energy selection to the appropriate setting.

Set monitor/defibrillator to synchronized cardioversion mode.

Make certain all personnel are clear of patient.

Press and HOLD the shock button to cardiovert. Stay clear of the patient until you are

certain the energy has been delivered. NOTE: It may take the monitor/defibrillator several

cardiac cycles to "synchronize”, so there may a delay between activating the cardioversion
and the actual delivery of energy.

8. Note patient response and perform immediate unsynchronized cardioversion/defibrillation if
the patient's rhythm has deteriorated into pulseless ventricular tachycardia/ventricular
fibrillation, following the procedure for Defibrillation-Manual.

9. If the patient's condition is unchanged, repeat steps 2 to 8 above, using escalating energy
settings.

10. Repeat until maximum setting or until efforts succeed. Consider discussion with medical
control if cardioversion is unsucessful after 2 attempts.

11.Note procedure, response, and time in the patient care report(PCR).

e

NoO oA

Synchronized Cardioversion

« Cardioversion is synchronized to avoid the refractory period
of the T wave

» The monitor “plots” out the next refractory period in order to
shock at the right moment — the safe R wave

— With a QRS complex & T wave present, the R wave can
be predicted (cannot work in VF —no wave forms present)

it llemibellich | ghosn s liseaty b duibami ||
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Standards Procedure (Skill)

Venous Access: External Jugular Access

Clinical Indications:

e External jugular vein cannulation is indicated in a critically ill patient
= 12 years of age who requires intravenous access for fluid or medication
administration and in whom an extremity vein is not obtainable.

o« External jugular cannulation can be attempted initially in life threatening events where no
obvious peripheral site is noted.

Procedure;

1. Place the patient in a supine head down position. This helps distend the vein and prevents air
embolism.

Turn the patient's head toward the opposite side if no risk of cervical injury exists.

Prep the site as per peripheral |V site.

Align the catheter with the vein and aim toward the same side shoulder.

“Tournigueting” the vein lightly with one finger above the clavicle, puncture the vein midway
between the angle of the jaw and the clavicle and cannulate the vein in the usual method.
Attach the IV and secure the catheter avoiding circumferential dressing ortaping.

Document the procedure, time, and result (success) on/with the patient care report(PCR).

21 B N

o

Certification Requirements:

¢ Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplishedvia
quality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate.

Occlude venous return by placing a finger on
the external jugular just above the clavicle.
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Standards Procedure (Skill)

EZ 10- Humeral Head

Identify the proximal humerus:

1) Place the patient’s hand over the abdomen {elbow adducted and humerus internally
rotated)

2} Place your palm on the patient’s shoulder anteriorly
a) The area that feels like a "ball” under your palm is the general target area
b} You should be able to feel this ball, even on obese patients, by pushing deeply
3) Place the ulnar aspect of one hand vertically over the axilla
4) Place the ulnar aspect of the opposite hand along the midline of the upper arm laterally.
5) Place your thumbs together over the arm.
a)l This identifies the vertical line of insertion on the proximal humerus
6) Palpate deeply as you climb up the humerus to the surgical neck.
a) 1t will feel like a golf ball on a tee — the spot where the “ball” meets the "tee” is the
surgical neck
b} The insertion site is on the most prominent aspect of the greater tubercle, 1 to 2
cm above the surgical neck

Insertion:

1} Prepare the site by using antiseptic solution of your choice

2] Use aclean, “na touch” technique

3] Remave the needlecap

4) Point the needle set tip at a 45-degree angle to the anterior plane and posteromedial

5} Push the needle tip through the skin until the tip rests against the bone

6] The 5mm mark must be visible above the skin for confirmation of adequate needle
length

7] Gently drill into the humerus 2em or until the hub reaches the skin in an adult.

a) The hub of the needle set should be perpendicular to the skin
28) Hold the hub in place and pull the driver straight off

9) Continue to hold the hub while twisting the stylet off the hub with counter clockwise
rotations

a) The needle should feel firmly seated in the bone {1st confirmation of placement)
Place the stylet in asharps container

Place the EZ-5tahilizer™ dressing over thehub

Attach a primed EZ-Connect®-extension set to the hub, firmly secure by twisting
clockwise

13} Pull the tabs off the EZ-Stabilizer dressing to expose the adhesive, apply to the skin
14) Aspirate for blood/bone marrow(2nd confirmation of placement) &g
15) Secure the arm in place across the abdomen

10)
11)
12)

1O Orill has a
green indicator
light on the
handle that
indicates when
dead. If light is
green and secms
sluggish then to
much presser is
being placed on

drill.
Battery

Indicator

Twa v
attempts must
be made before
establishing 10

ACCESS,




Standards Procedure (Skill)

Wound Care-Taser® Probe Removal

Clinical Indications:

= Patient with uncomplicated conducted electrical weapon (Taser®) probes embedded
subcutaneously in non-sensitive areas of skin.

+ Taser probes are barbed metal projectiles that may embed themselves up to 13 mm into
the skin.

Contraindications:

= Patients with conducted electrical weapon (Taser®) probe penetration in vulnerable areas
of body as mentioned below should be transported for further evaluation and probe

removal,
+ Probes embedded in skin above level of clavicles, female breasts, or genitalia

» Suspicion that probe might be embedded in bone, blood vessel, or other sensitive
structure.

Procedure:

* Ensure wires are disconnected from weapon.
« Stabilize Skin around probe using non-dominant hand. Grasp Probe by metal body using
dominant hand.

+ Remove probe in single quick motion.

* Wipe wound with antiseptic wipe and apply dressing.
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Standards Procedure (Skill)

Wound Care-Tourniquet

Clinical Indications:

¢ Life threatening extremity hemorrhage that can not be
controlled by othermeans.

e Serious or life threatening extremity hemorrhage and
tactical considerations prevent the use of standard
hemorrhage control techniques.

Contraindications:

e Non-extremity hemorrhage
e Proximal extremity location where tourniquet application is not practical

Procedure;

Flace tourniquet proximal to wound

Tighten per manufacturer instructions until hemorrhage stops and/or distal pulses in affected
extremity disappear.

Secure tourniquet per manufacturerinstructions

Note time of tourniguet application and communicate this to receiving care providers

Dress wounds per standard wound care protocol

If delayed or prolonged transport and tourniquet application time > 45 minutes: consider
reattempting standard hemorrhage control techniques and removing tourniquet

PO -

B en s e

Certification Requirements:

* Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplishedvia
quality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate.

Windlass

Self-Adhering
Strap i

¥ Band

¥ Windlass
_ Clip
Windlass
¥  Rod
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Adenosine (Adenocard)

Indications: Supra-ventricular tachyarrhythmias (stable)
y 6 mg Rapid IVP followed with 10 -20 cc NS flush
AR thoe: Repeat dose of 12 mg PRN X1 g 2 minute
i 2nd or 3rd degree heart block i
S Sick sinus syndrome
Contraindications: WPW
Hypersensitivity to adenosine
Pediatric 0.1mg/kginitial
Considerations: Repeat 0.2 mg/kg
Precautions: Some Asthma patients may experience bronchoconstriction
Headache Dizziness
Adverse Effects: Dyspnea Nausea/vomiting
Chest pressure ‘Transientasystole
a Immediate Onset
fuser; Duradion: 10 second duration
Classification: Antidysrhythmicagent
- Slows conduction through the A-V node, can interrupt the re-entry pathways
Action:
through the A-V node
Individuals with long term adjustment to nicotine or high doses of caffeine may
Notes: require larger dose of Adenosine. Warn patient of unpleasant effects of

medication PRIOR Lo administration




Albuterol (Proventil / Ventolin)

Treatment of Bronchospasm in patients with reversible obstructive airway
disease

Indications: Hyperkalemia
Crush Syndrome

T > Respiratory Distress: . -
May administer single dose 2.5mg
IF patient is prescribed medication
AdultDose: A P: 2.5 mgin 3cc NS via nebulizer, May initiate continuous
Nebulizer for persistent distress. Max 10meg.
Suspected Hyperkalemia/Crush Syndrome:
2.5mg-5mg

Contraindications: Knowen iy Persegs{tmty
Tachycardia (relative)

Pediatric : e

¢ - 2.5 tial, max 10

Considerations: T MR ISREEEARR
Cardiovascular disease

Precautions: Hyperthyroidism
Diabetes mellitus

B Tachycardia [iypértensicm
Sivian Eifects Palpitations Dizziness
e Dysrhythmias Restlessness

Nausea
5 min onset

Dnsel/Duxation: 3-4 hour duration

3 k Bronchodilator

Haaiienion: Bela 2 adrenergicagonist
Relaxes bronchial smooth muscle by stimulating beta2 receptors resulting in

Action: bronchodilation. Also has stimulatory effect on Na+-K+ ATPase and the resultant
intracellular shift of potassium

Notes:




Amiodarone

Indications:

Cordarone)

P N

VE /pulseless VT; pulsed wide-complex tachycardia; monomorphic sustained VT;
SVT.

Adult Dose:

VE /pulseless VT:
300mg IVF May repeat 150mg IVP
% 1in 5-10min. Max450mg.

VT, wide-complex tachycardia:
150mg IV piggyback over 10min (mix in D5W 100cc).

Contraindications:

Known hypersensitivity; cardiogenic shock; bradycardia with ventricular escape
heats; marked sinus bradycardia; 2nd or 3rd-degree AV blocks. Antiarrhythmics
are not indicated for prophylactic treatment of ectopy or as a prophylactic post-
arrest. Do not use with medications that prolong QT interval (procainamide).

Pediatric
Considerations:

VF/pulseless VT:
Smg/kg IV/10. May repeat g 5-10min to max 15mg/kg.
VT, wide-complex tachycardia:
smg/kg IV/I0 piggyback over 20-60min (mix in NS/D5W 100cc)

(Do not repeat without = medical control order.)

Precautions:

Dosing varies for specific arrhythmias, pay attention to dosing/concentration
for specific patient age and clinical presentation. Lidocaine should be used for
pulsed patients. If allergic to lidocaine or if lidocaine is not carried or if
amiodarone has already been given, then administer amiodarone. May
potentiate effects of oral anticoagulants, digoxin, antiarrhythmics and
cyclosporine. Amiodarone will affect Lidocaine if the two agents are used
together,

Adverse Effects:

Flushing; N/V; HA; tinnitus; blurred vis;inn; divziness; restlessness; confusion;
tremors; numbness; hypotension; edema; CHF; dysrhythmias; SA node
dysfunction; bradycardia (may be resistant to atropine and require pacing); Q-T
prolongation; heart block; sinus arrest; abdominal pain; muscle twitching;
seizures, respiratory depression. Phlebitis may occur at 1V site with higher
concentrations, May cause grayish-blue skin discoloration. Discontinue if
significant adverse effects occur.

Onset/Duration:

Onsetvia IV 15min fhalf-life 40 days.

Classification:

Antiarrhythmic Class 11

Action:

Notes:

Suppresses ventricular ectopy, increases ventricular fibrillation threshold;
increases cardiac refractory period without influencing resting membrane
potential; relaxes vascular smooth muscle, reduces peripheral vascular
resistance, and slightly increases cardiac index.

Amiodarone will form precipitate in IV lines if combined with sodium
bicarbonate. If sodium bicarbonate needs to be administered, after amindarone
flush IV line with NS 10-20cc.




Aspirin

= AMI

Indications: Acute Angina

AdinléDies: 3214 mg PO, must be chewed (half dose if paticnt has taken prescribed dose
within 24hours)
Allergy

Cianiahidicaiians: Inl‘.esti?}a] hlleed m g&st‘ric ulcers
Blood clotting disorder
Pregnancy or breast feeding

PEdl;}mc > Not indicated

Considerations:

Precautions:

AdverseRttecrs: Mlergic reaction intestinal bleeding and Gl irritation
Nausea/vomit

Onset/Duration: 0115&?.45 minutes for platelet aggregation
Duration 3-4 hours

Classification: Mon-5Steroidal Anti-inflammatory drug (NSAID)

Action: Reduces platelet aggregation

Notes:




Atropine (Atreza) _ P_-

Symptomatic bradycardia
T Mo B Organophosphate poisoning (OPP)

HGCAIONS: Premedication for RSI Adults HR =60
Pediatricbradycardia
Bradycardia: 0.5- 1 mg IV / 10 g 3-5 min to maximum of 3 mg

Adult Dose:

Organophosphate Poisoning: 2 mg 1V /10 g 3-5 minutes until
heart rate =60 BPM or symptoms clear
e Non symptomatic bradycardia

Comtratications: (Relative: Asthma, Myasthenia Gravis, narrow angle glaucoma)

Pediatric See Broselow

Considerations: .02 mg/kg, min dose 0.1mg max 0.5mg
If in setting of Myocardial Infarction do NOT give atropine is there is a wide
complex rhythm.

Precautions: Will not be effective for Type Il AV Block and new Third Degree Block with wide
QRS complexes (In these patients may cause paradoxical slowing. Be prepared
to pace).

Tachycardia Palpitations

Adverse Effects: Increased myocardial 02 demand MNausea/vomiting
Dilated pupils Increased intraocular pressure

Onset/Duration: 2-5 minute onset 20 minute duration

ClassiBcation: Fat‘:‘asympathet!c Blocker (Anticholinergic)

Antidysrhythmic agent
Blocks acetylcholine receptors, Decreases vagal tone resulting in increased heart

Action: rabe and AV conduction, Dilates bronchioles and decreases respiratory tract
secretions, Decreases gastrointestinal secretions and motility

Notes:




Calcium Gluconate (Kalcinate)

Hyperkalemia
b i) Crush Syndrome
Indications: Dialysis/Renal Failure
Overdose of calcium channelblockers
Adult Dose: 1-2g slow IV push
Contraindications: Hypercalcemia
Pediatric .
: : See Broselow
Considerations:
Precipitates with sodium bicarbonate
Precautions: May increased dig toxicity
Clear 1V with 20cc NS before and after administration
Adverse Effects: Bradycardia, hypotension, syncope
Onset/Duration: 151]1:‘:31 15 minute onset duration is dose dependent; effects may persist for up to 4
Classification: Inotropicagent
Couples electrical and mechanical events of the myocardium
Action: Increases myocardial contractility
Increases ventricular irritability
Notes: Reduces the risk of ventricular fibrillation caused by hyperkalemia




Dextrose |

Hypoglycemia

HCliCatin: Altered level of consciousness due to suspected or confirmed hypoglycemia
D10%: 250ml (25g) pre-mixed IV/10 solution initial dose, may repeat once
However must be transported if repeated
Adult Dose:
D50%: 50ml (25g) pre-mixed IV/I0 push initial dose, may repeat once
However must be transported if repeated
Contraindications: Hyperglycemia
Pediatric s i . .
Considerstions: D10%: 2-4ml/kg IV/10, may repeat once

(D10 concentration safe for all ages, no dilution necessary)

Precautions: May increase cerebral ischemia in CVA
Caution with intracranial hemorrhage

Thrombophlebitis Osmotic Diuresis Pulmonary Edema
Adverse Effects: ST

May worsen Wernicke's encephalopathy
Onset/Duration: 30 to 60 seconds onset duration depends on severity of hypoglycemia
Classification: H}ipergwmmc E}gent

Hypotonic solution

. Provide immediate source of glucose for rapid utilization for cellular

Action:

metabolism

1f more than 25g administered patient must be transported. Refer to Glucose
Management protocol for patient refusal guidelines.

Notes: Dextrose 10% is preferred primary treatment as concentration is less harmful to
vessels and surrounding tissue, decreasing possibility of tissue necrosis.
Dextrose 50% is up to Paramedic discretion.




Diazepam (Valium)

Major motor seizures Post Intubation sedation

Indications: Status epilepticus General sedation
Adult Dose: 5-10mg IV/10 /Rectal, may repeat once; max 10mg
Contraindications: Respiratory depression Hypotension
Pediie - Selzures
Consideratinns: 0.1mg/kg IV/10/Rectal over 2 minutes, or 0.5 mg/kg PR
i MAX DOSES: 5 mg in children and 10 mg in adolescents
Inje-:t;l_um_rl},r, do not use small veins. Should not administer to patients in shock,
. coma or in acute alcoholic intoxication with depression of vital signs. Use

Precautions: e p

caution in elderly patients.
AdversiEffects: Hypotension Respiratory depression
Onset/Duration: IV 1-5 minute onset, 15-60 minute duration
Classification: Benzodiazepine
ik Suppresses spread of seizure activity through the motor cortex, skeletal muscle

4 relaxant, reduces anxiety and causes sedation

Notes: Intramuscular administration leads to widely variable absorption and should be

avoided if possible.




Diltiazem (Cardizem) P

Indications: Afib A flutter PSVT
Adult Dose: 20mg mixed in 100ml NS with 10gtts, given over 5-10 minutes
Concurrent use of IV beta-blockers
Wide complex tachycardia of unknown ctiology
Contraindications: Sick Sinus Syndrome
WFW
High Degree AV Blocks
Fedidbeic Not recommended in pediatric patients
Considerations: P P )
Precautions: Use cautiously in elderly patients, Congestive Heart Failure
Adveres Biicote ﬂr;‘hythmlas Bradycardia llypotension Heart
Failure AV block Pulmonary edema
. 2-10 minute onset
et My At 3-4 hour duration
Classification: Calcium channel blocker
Inhibit calcium ion passage across cell membrane
: Slows SA and AV node conduction velocity
Action: ThrssE T LY e 1
ccreases myocardial contractility
Decreases peripheral vascular resistance
Notes: Polentiates with Beta-Blocker, Lithium, Tegretol, cyclosporins




Diphenhydramine (Benadryl)

Indications: Anaphylaxis Allergic reactions Dystonia
AdultDose: 25 to 50 mg IV/10/IM /PO
= Known h}rpersensitivit}r- -
ol e S Newborns Acute asthma
Contraindications: COPD exacerbation
Relative: narrow angle glaucoma
Pediatric
Considerations: 1 mg/kglV/I0/M
Precautions: Reduce dose for elderly
Seizures Sedation
;e Effects:
nikperse RS Thickening of Bronchial Secretions
On Duration: ; . ;
et/ IV administration has immediate onset 6 to 8 hour duration
Classification: Antihistamine
Acti Prevents but does not reverse histamine mediated responses, suppresses cough
ction:
reflex
Notes:

10
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Dopamine (Intropin)

Cardiogenic shock Sepsis
Indications: Vasogenic shock Refractory llypotension
Neurogenic shock Bradycardia
Adult Dose: 2-10 mcg/kg/min: IVD, then titrate to effect
Contraindications: Tach}rd}rsrhljrthmlas
e Hypovolemicshock B |
Pediatric 2-10meg/kg/minIVD
Considerations: Epinephrine is pressor of choice in pediatric shock
Precautions: Titrate to blood pressure ] )
A dverss Bifacks ﬂngma Ectopy, Hcadache_, Tachydysrhythmias, VT /VF, Increased myocardial
ischemia, AMI, Hypertension
; Less than 5 min onset
D - : :
Wikt Ill‘ﬂtlﬂl.l Less than 10 min duration
| Classification: Sympathomimetic ]

Dopamine has the following dose related effects:

1-2 meg/kg/min: dilates renal and mesenteric blood vessels (no effect
on heart rate or blood pressure)

Action: 2-10 mcg/kg/min: beta effects on heart usually increase cardiac output
without increasing heart rate.

10-20 mecg/kg/min: alpha peripheral effects cause peripheral

vasoconstriction and increased blood pressure.

Mix: 400 mg in 250 ml NS or 800 mg in 500ml NS to produce concentration of
1600 mcg/ml. Use 60gtts IV admin set only, all doses in micro drops per minute.

Notes: Drip calculation:

1600meg/1ml.  2-10 mcg/kg/min. (example: 2201b pt. = 100kg,
100kgx5mcg=500mcgx60gtt=30,000,

30,000/1600mcg= 18.75 or 19gtt/min

Dopamine Drip Chart

Ensure you have 1,600mecg/ml Concentration Tor this chart - Mix 400mg Dopamine in 250m|
Then use a B0gtts set and deliver the number indicated below by drops per minute (or mifhe)

Patients Weight in LBS

A Patients Weight in KG
25] 5 | 20 | 20 | 30 | a0 | s0 | e | 70 | 80 | o0 | 100 [ 210 | 120 | 330 | 140

& | 11 | 22 | aa | &6 | 88 | 110 | 132 | 1sa | 176 | 198 | 220 | 243 | 265 | 2a7 | 309

el ER ER K 4 5 5 6 7 : i 9 0 | 1

Esm + W R o E 9 u [Pl s Bl w0 S| m [Twi] s

homealia ] 2 ]| s Lo s [Rin] 25 [Paei] 0 [Tl s P & @] sa

E ismeg] 1| 3 | 8 | n |3z | 23 | 28 4 __;-19 45 51 56 62 68 73 79
2 4 0B 23 | 30 s s o [BmE = [N 98




Epinephrine (Adrenalin)

Cardiopulmonary arrest:
ventricular fibrillation
pulseless ventricular tachycardia
pulseless electrical activity

Indications: asystole
Anaphylaxis
Status Asthmaticus
Profound Refractory Hypotension
Cardiopulmonary arrest: -
1 mg 1:10,000 g 3 to 5 minutes [V /10
Anaphylaxis:
0.3 mg of 1:1000 IM, may repeat once
Consider IV (1:10,000); dosage as ordered
ONLINE MEDICAL CONTROL
AdultDose: Respiratory Distress:
0.5 mg of 1:1000 IM
Profound Refractory Hypotension:
2-10 mcg/min 1V infusion (2mg in 250ml NS, yields 8mcg/ml. Use 60gtt.
15gtts/min=2mcg. 30gtts/min=4mcg. 45gtls/min=6mg. 60gtts/min=8mg.
RacemicEpi:
_— .5mgin 2ml NS nebulized X1 )
Contraindications: None relative
Cardiacarrest:
0.01mg/kg 1:10,000 IV; sce brosclow tape
Anaphylaxis/respiratory:
Pediatric 0.01mg/kg 1:1000 IM max 0.3mg, may repeat once
Considerations: Consider IV (1:10,000); 0.01mg/kg max of 0.5 with
ONLINE MEDICAL CONTROL
Racemic Epi:
Smg in 2ml NS nebulized
2 Use caution when given IV in anaphylactic shock as myocardial ischemia and or
Precautions: . L j
cardiac arrest may occur.
Hypertension
Adverse Effects: Tachycardia
Increased myocardial oxygen demand
s Onset: Immediate if given IVP / 5-10 minutes IM
Csel DMERAI Duration: 3-5 minutes IVP / 20 minutes IM
Classification: Sympathomimetic agent (catecholamine)
Action: Beta effect is more profound than Alpha effect _
Natas: Epinephrine is the pressor of choice in the case of pediatric shock states.

Dopamine may be ineffective.




Etomidate (Amidate)

Indications: Induce sedation to facilitate intubation.
AdultDose: See RSI Chart
Contraindications: Hypersensitivity Pregnancy
Pediatric Wi
Considerations:
3 Do notre-dose with etomidate. Long term use can cause decreased
Precautions: : . :
corticosteroid production.
AdcorsoBitacra Myoclonie kaeletal muscle 11.1?vement, apnea, h}rpelrvmltllannn: laljmgﬂsp3511l,
dysrhythmias, nausea, vomiting, eye movement, hiccups, snoring, seizures
’ 15-20 seconds onset
Hnsel/ Datatinn: 3-5 minutes duration * short 3 life.
Classification: Hypnotic, non-sedative, non-narcotic, non-analgesic
Ultra-short acting, nonbarbituate hypnotic. Produces rapid induction of
Rt anesthesia with minimal cardiorespiratory effects, Rapidly distributed following
el iv injection/ rapidly metabolized and excreted. (note extremely short duration)
Notes: MUST Use sedative (Ativan/ versed) for intubation maintenance.
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Fentanyl (Sublimaze) ﬂ

Indications: Analgesia
Adult Dose: 2 mcgﬂcg IV/10/IM/IN max of 100mcg initial dose. May repeat to max of
200mceg

Contraindications: Known hypersensitivity

Pediatric 1 meg/kg IV/10/IM /IN max of 50mg initial dose. May repeat to max

Considerations: of 100mcg

Precautions: Head injuries, COPD, ALOC, Hypotension
CNS depression, resp. depression, hallucinations, arrhythmias, n /v, constipation,

Adverse Effects: Chest wall rigidity

Onset/Duration: 1-2min IV, 7-15min IM Duration- ¥ - 1hr IV, 1-2hr IM

Classification: Opioid agonist/ narcotic analgesic

Atlon: Binds to opiate receptors as an agonist to alter pt.'s perception of painful stimuli.
Physicians signature r'eqﬁire&"i’hr all p_zlfié_llfg i%cé'i-ﬁﬁg pain lﬁana;;emeﬂa
regardless of OLMC contact.

Notes: CNS and resp. depressant effects are similar to Morphine. Minimal
hemodynamic side effects. Drug has little hypnotic activity and rarely causes
histamine release.

*Each dose should be weight based, if you decided to give a lower dose Medical Control must be contacted for
orders.




Glucagon (Glucagen)

1 e lypoglycemia,
Indications: Beta-hlocker OD
AdultDese: ll}rpuglycemla— ImgIM /IN
Patient must be transported
Beta-blocker OD- 1mg IM /IN
Contraindications: None in emergency setting
Pediatric
ser 0.5-1 ! Tmg IM/I
Cansl v tone: Dose: 0.5-Tmg/kg up to Tmg IM /TN
Precautions: Do not dilute with saline solutions, will form a precipitate.
Adverse Effects: MNausea & Vomiting, hyperglycemia, hypersensitivity reactions
Onset/Duration: Onset is 5-20 minutes, peak effect at 30 minutes. Duration is 1-1.5 hours
Classification; Polypeptide hormone
Accelerates liver glycogenolysis and inhibits glycogen synthetase resulting in
Action: blood glucose elevation. Stimulates hepatic gluconeogenesis and causes an
inotropic myocardial effect. Relaxes Gl smooth muscle
Notes: Reconstitute powdered solution with supplied diluent only

15
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Glucose Oral (Glucose Paste)

Indications: Hypoglycemia in conscious pt. that is able to swallow.

Adult Dose: One tube PO- between {:heek_and g;lnl

Contraindications: Unconsciousness, inability to swallow, h;-,rpergl},r::e;nia

T ons | e ber0

Precautions: Not tasty, watch for spitting _

Adverse Effects: Choking if not properly administered _

Onset/Duration: 1; min, up to 2 hours duration _

Classification: Carbohydrate

Action: Rapidly metabolized source of calories in pt.'s with inadequate oral intake.

R Perform glucose check before and after é_ldministratiﬂn of Glucose. Follow with
- complex carbohydrate if leaving patient at home.

16
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[pratropium (Atrovent / Ipramide)

Indications: Bronchospasm due to reactive airway diseases Organophosphate poisoning
0.5 mg via nebulizer x1

AdultDose: Can be initial dose if allergy to Albuterol, or mixed with 2.5mg Albuterol
(DuoNeb) for second respiratory nebulizer treatment

Contraindications: Known Hypersensitivity

Pediatric :

: 0.25 SVN

Considerations: e

Precautions: Should be used with caution in patients with narrow-angle glaucoma.
Anxiety Palpitations Nausea,/ vomiting _

Adverse Effects: Onset/Duration:

Onset/Duration: 15-30 minute onset 5-7 hour duration

Classification: Anticholinergic bronchodilator

‘ Blocks acetylcholine receptors Dries respiratory tract secretions Reduces

Action:
bronchospasm

Notes:

17
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Ketamine (Ketalar)

Indications:

Induction agent for pharmacologically assisted intubation

Adult Dose:

2mg/kegIV/10

Use in conjunction with 1 second spray Cetacaine (topical anesthetic used for
gag suppression to facilitate intubation. Onset 30 seconds, duration 30-60
minutes.)

Contraindications:

Severe Hypertension, Severe Hyperthermia...be prepared to cool immediately

Pediatric
Considerations:

None

Precautions:

Adverse Effects:

Increased blood pressure due to catecholamine release. Reemergence
phenomenon. As with any intubated patient, continued sedation must be
provided before the induction agent has worn off, Increased intracranial
pressure (ICP) has been a theoretical concern, however studies have not shown
a significant increase in ICP with the use of ketamine and therefore it is felt to be
an appropriate induction agent for patients with possible increased ICP, unless
they have markedly elevated blood pressure.

Laryngospasm, hyper salivation, nausea/vomiting, arrhythmias, emergence
delirium, hallucinations, elevated BP, hypotension, documentation or
observation of worsening hyperthermia

Onset/Duration:

IV 30 sec; duration 5-10 min for 2 mg/kg
Duration: 12-25 min

Classification:

General dissociative anesthetic

Action:

Dissociative anesthetic agent, structurally similar to phencyclidine (PCP), which
interrupts the connection between the thalamoneocortical tracts and the limbic
system. In addition, it stimulates many different receptors, including the opioid
and catecholamine receptors. It is unique among sedative agents in that it also
provides analgesia in addition to the amnestic and sedative cffects, The
sympathomimetic effects cause an increase in heart rate, blood pressure, and
cardiac output. It is also a bronchodilator, and thus may be beneficial in patients
with bronchospasm requiring intubation.

Notes:

When elevated ICP is suspected, consider using a lower dose along with
midazolam. Avoid in patients with severely elevated blood pressure; May
increase respiratory secretions. Consider adjuvant use of anti-sialagogue such as
atropine minimum dose 0,1mg.
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Lidocaine (Xylocaine)

First line antiarrhythmic in pregnancy VT/VE VT with pulse

et symptomatic PVCs RST with suspected closed head injuries
VE/VT-
1.5mg/kg IV /10 q 5-10 min. Max 3 mg/kg.
VT w/ pulse-
1-1.5mg/kg IV/ 10, then 0.5-0.75mg/kg q 5-10 min. up to 3 mg/kg
AdultDose: Run of 6 or more Symptomatic PVC’s-
2-4mg/min infusion pre-mixed bag.
RS-
1-1.5mg/kgIV/10
High degree heart blocks hypufensiun _
Contraindications: Stokes-Adams syndrome WPW
SVT Bradycardias
VE/VT- -
1mg/kg IV /10 g 10 min. Max 3 mg/kg
Pediatric VT w/ pulse-
Considerations: Img/kg IV/ 10, q 10 min. up to 3 mg/kg
R5I-
1mg/kgIV/IO
e Caution in use with pts =70 y /o or with liver or renal disease, CHF, respiratory
HkeraLyans depression, shock. Reduce maintenance infusion by 50%
Adverse Effects: Seizures, slurred speech, altered mental status
Onset/Duration: 45-90 seconds Duration- 10-20 minutes
Classification: Amide derivative, antiarrhythmic
As an antiarrhythmic, it suppresses automaticity and shortens the effective
refractory period and action potential duration of His-Purkinje fibers and
suppresses spontaneous ventricular depolarization during diastole by altering
Action: sodium permeability through cellular fast channel membranes. The drug acts

preferentially on diseased or ischemic myocardial tissue, exerting its effect on
the conduction system by inhibiting re-entry mechanisms and halts ventricular
arrhythmias.

Notes:




Magnesium Sulfate (MgS04)

Indicati ; Eclamptic seizures Torsades de Pointes
MEREATI: refractory VE/VT
Torsades de Pointes /VF/VT: 1-2g IVP
AdultDose:
Eclamptic SZ: 4g IVP over 2-3 minutes
Contraindications: Renal discase, heart block, hypermagnesemia
Pediatric =
Considerations:
Caution should be used in patients receiving digitalis as it may cause severe
araiinne hypotension or cardiac arrest. Calcium chloride should be readily available as
: an antidote if respiratory depression results from treatment.
hypotension, respiratory depression, bradycardia, dysrhythmias, cardiac ﬁrresf, -
Adverse Effects: CNS depression, [lushing, sweating
B | 1-5min onset approximately 30 min duration Classification: Electrolyte,
Onset/Duration: anticonvulsant, antidysrhythmic
Classification: electrolyte
b =—yd ~ | Decreases acetfléﬁaiine at neuromuscular junction (motor end plate), which is
responsible for anticonvulsant properties; reduces SA node impulse formation
| and prolongs conduction time in the myocardium; Attracts and retains water in
At the intestinal lumen which distends the bowel to promote mass movement and
relieve constipation
Nares: Potentiates neuromuscular blockade produced by nondepolarizing paralytics

(Rocuronium/Zemuron, Vecuronium/ Norcuron)
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Methylprednisolone (Solu-Medrol)

il tna Allergic reaction Anaphylaxis Upper airway burns
Adult Dose: 125mgIV /10 /IM
Contraindications: Preterm infants, Newborn, systemic fungal infections
Pediatric 2
; . 2 kglV /10 /IM
Considerations: eIV 10
Use with caution in patients with G.1. bleeding, diabetes mellitus & severe
Precautions: infection
Alkalosis, CHF, headache, hypertension, hypokalemia, seizures, nausea and
Adverse Effects: vomiting
Onset/Duration: 20 minutes-2 hours, Duration: 18-36 hours
Classification: Corticosteroid, glucocorticoid steroid, anti-inflammatory
Decreases inflammation by depressing migration of polymophonuclear
e leukocytes and activity of endogenous mediators of inflammation. Potentiates
e vascular smooth muscle relaxation by beta adrenergic agonists.
Hypoglycemic réspnnses to insulin and oral hypoglycemic agents may be
Nite: blunted. Potassium depleting agents may potentiate hypokalemia induced by

21

corticosteroids.
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Metoprolol (Lopressor)

Cardiac dysrhythmias

22

Indications:
AdultDose: 5mg IV slow push, repeat x1. Max dose 10mg,
Documented hype-r:ﬂ:ensiﬁi;i Ly
Uncompensated congestive heart Failure
cardiogenic shock
Contraindications: AV conduction abnormalities
Asthma
Bradycardia
Pediatric
Pediatric T
Considerations: i
Precautions: During IV administration, carefully monitor blood pressure, heart rate, and ECG.
p Goal of treatment is to reduce heart rate to 60-90 beats /min.
AdverseEitadts: llypotension, CIIF, Dizziness, chest pain, headache, Bronchospasm, Bradycardia
Onset/Duration: immediate, peaks in 20 minutes IV / Duration 5-8 hours
Classification: Beta-blocker
Selective beta-1-adrenergic receptor blocker that decreases the automaticity of
contractions (and thus heart rate). Negative inotropic and chronotropic effects
Action: are manifested by slowed AV conduction, antidysrhythmic effects, and
decreased myocardial oxygen demand.
Use of Calcium channel blockers may potentiate side effects/adverse effects;
toxicity of metoprolol may increase with coadministration of phenothiazines
Notes: and calcium channel blockers; metoprolol may increase toxicity of digoxin,

flecainide, clonidine, epinephrine, nifedipine, prazosin, verapamil, and lidocaine
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Midazolam (Versed) [TPS

s RSl induction Seizure chemical restraint (sedation protocol)
Indications: ’
Procedural sedation
RSI: 2.5-5mg IV/10 over 2 minutes, max dose S5mg
Chemical restraint: Smg-10mg IM/IV/IN over 2 min, repeat x1 max dose 10mg
AdultDose: Seizure: 2.5-5 mg IV/IM /10 /IN, max dose 10mg, may repeat once
Procedural sedation: 1-2mg IV/IM/10/IN
Hypersensitivity
0D of alcohol or other CNS depressants
Contraindications: depressed vital signs / hypoperfusion
acute narrow angle glaucoma
Pregnancy (crosses placental barrier, can depress fetal V5)
0.1mg/kg IV/10/IM dose
Pediatric 0.2mg/kg IN dose
Considerations:
(refer to pediatric seizure protocol dose chart)
; Use caution in patients with renal impairment, history of COPD; may wish to
Precautions: 242 :
double the IV dose when administering IM
AdverseRifscts: Bgspl!‘atnfy dep_n‘essmn or arrest, Hypotension, bradycardia, HA, N/V, pain at
injection site, hiccups
. Onset [V/10: 1-3 min
Onsel/Dncation; IM: approx. 10-20 min duration of action is dose dependent
Classification: Benzodiazepine, CNS depressant, anticonvulsant, amnestic, muscle relaxant
Potentiation of gamma aminnhutyr.i.c acid (GABA) by binding to specific
Action: benzodiazepine receptors in the CNS; may act on limbic system and on the
reticular formation
First line medication for seizure treatment of all ages. May administer max dose
Notes: of versed administration and then initial dose of second benzo if needed, prior
S to medical control contact. If another is needed contact medical control.
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Morphine Sulfate (Morphine)

fudicatibns: Pain management Pulmonary edema
i Analgesia Acute Myocardial Infarction
Adult Dose: 0.1mg/kg max Smg initial; May repeat to a max of 10mg
Contraindications: Head injury, exacerbated COPD, depressed respiratory drive, hypotension, ALOC
il 0.1 mg/kg max 5mg initial; May repeat to a max of 10mg
Considerations:
. Patients with acute bronchial asthma, chronic pulmonary diseases, severe
Precautions: ; ; : e
respiratory depression, and pulmonary edema induced by chemical irritants
Adverse Effects: Respiratory depression, hypotension, ALOC, nausea & vomiting

1V immediate onset, peak effect 20 min,
Onset/Duration: IM/SQ 15-30 min., peak effect 30-60 min,
Duration 2-7 hours

Classification: Marcotic analgesic

Narcotic agonist with activity at u—recept_nrs (supraspinal analgesia, euphoria,

respiratory and physical depression), K-receptors (sedation and myosis), and
Action: delta-receptors (dysphonia, hallucinations, respiratory and vasomotor
stimulation)

Physicians signature required for all patients receiving pain management,
regardless of OLMC contact.
Notes:

Naloxone and respiratory equipment should be immediately accessible

*Each dose should be weight based, if you decided to give a lower dose Medical Control must be contacted for
arders.
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Naloxone (Narcan)

Suspected or Known narcotic overdose

IwhiGaions: Altered level of conscinusness with respiratory depression
A2 -1 s 3 : % i
AT (!1 ng IM/ W{’I{}{’ IN single dose; may repeat as needed to maintain patent
airway and respirations
Contraindications: None in the emergentsetting
Pediatric 0.1  mg/kg IM/IV/I0/IN Max dose 2 mg single dose; may repeat as needed
Considerations: Use caution in newhorns
Rapid reversal of narcotic effects may lead to combative behavior and vomiting.
P e May not reverse hypotension. For patients with chronic pain issues. Administer
el 0.4 mg increments until respirations improve. Be cautious of severe Gl and
behavioral problems post-acute narcotic reversal.
Adverse Effects: Hypertension , Nausea, Vomiting, Tremors, Dysrhythmias
: IV/10/IN immediate
Onset/Duration: : z ;
/ IM 5-10 minutes 20-30 minute duration
Classification: Narcotic Antagonist
Action: Competitively binds with opiate receptor sites in the CN5
lites: Administration of naloxone is limited only to improving respiratory drive in the

unconscious patient,

25
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Nitroglycerin (NitroStat )

indications: ﬁf{".s , Acute angina AMI
CHF with pulmonary edema
RS 04 _Eg SLyg 3-5 minutes SBP >90 and patient“i_s sylnpfnlnatic
Adult Dose:
| Taste: T inch, use paper guide
SBP <90
Inferior MI or MI with right side involvement
R R Intracranial bleeding /head Lrauma
ORATAHIORCAt S Within 24 hours of erectile dysfunction or pulmonary hypertension medication
Suldenafil (Viagra/Revation) or Vardenafil (Levitra) Tadalafil {Cialis)
Al Not indicated
Considerations:
Will cause severe loss of blood pressure if administered to a patient
Precautions: experiencing an inferior Ml. Use caution in patients with valvular stenosis due to
high probability of decreased ejection fraction.
Adverse Effects: Hypuotension, HA, syncope, reflex tachycardia, skin flushing
Onset/Duration: Onsetimmediate, 0-3 minutes duration up to 30 minules
Classification: Nitrate
Causes relaxation of the vascular smooth muscle via stimulation of intracellular
cyclic guanosine monophosphate production. This results in decreased preload,
Action: afterload, blood pressure, left ventricular workload and myocardial oxygen
demand. Relaxes esophageal smooth muscle.
-ﬁuspiﬁn may increase nitrate serum concentrations; marked symptomatic
i hypotension may occur with co-administration of calcium channel blockers or
s beta-blockers (dose adjustment of either agent may be necessary)
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Nitrous Oxide (Nitronox)

Indications:

Acute pain due to orthopedic trauma (Le. soft tissue injury or suspected
fracture), renal colic, burns, abdominal pain (not due to suspect bowel
ohstruction), moderate to severe pain, anxiety, apprehension

AdultDose:

Instruct the patient to inhale deeply through the demand valve and mask or
mouth piece

Contraindications:

Head injury, Chestinjury, Abdominal pain, pregnancy, COPD, ETOH or drug
intoxication

Pediatric

Instruct the patient to inhale deeply through the demand valve and mask or

Considerations: mouth piece

== Pregnancy safety: nitrous oxide increases the incidence of spontaneous
oo ahortion.

Precautions: Ventilate patient area during use, nitrous oxide is a non-flammable and non-
explosive gas, nitrous oxide is ineffective in 20% of the population

Adverse Effects: Drowsiness, Dizziness , Nausea/Vomiting

Onset/Duration: onsel: 2 - 5 minutes duration: 2 - 5 minutes

Classification: Inhaled gaseous analgesic and general anesthetic

Ak Inhibits GABA receptors within pain centers of the brain and spinal cord,

increasing inhibition of nerve cells causing drowsiness and sleep

Notes:




Ondansetron (Zofran) P

Indications: Nausea/ vomiting
Adult Dose: 4-8mg IV/IM Slow IV ar IM; may repeal 1x max dose 8mg
Contraindications: Hypersensitivity, liver disease (reduce dose)
Eig;?[?::atimw 0.1 mg/kg IV/IM; may repeat 1x
i Recommended for use in children greater than 2 years of age
: & Maintain lower dose with amiodarone
Precautions: el s :
Maintain lower dose with liver disease
Advessa b i Ra.re h},r'per.'sen.mtmty, fatigue, pyrexia, dizziness, headache, constipation,
urinary retention.
Onset/Duration: Rapid onset duration 5 hours
Classification: Antiemetic
Action: Selective serotonin blocking agent
Notes: May precipitate with Sodium bicarbonate
» Consider administration with/prior to narcotic administration

28
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Promethazine (PHENERGAN) ki

Indications: Nausea/ vomiting
Adult Dose: 12.5mg IV/IM
If administering IV dilute in Normal Saline (50/100ml) via a free flowing line
Contraindications: Patients who have received large amounts of depressants
Pediatric
Considerations: 0.5 mg/kg

*  Recommended for use in children greater than 2 years of age
*  IM route preferred over IV

Promethazine should also be avoided in patients who already exhibit a decreased level of

Precautions: .
consciousness.
Rare hypersensitivity, fatigue, tachycardia, bradycardia, dizziness, headache, extra-
Adverse Effects: yReD Y Tatig y y s he :
pyramidal side effects (EPS) such as tremor, slurred speech, akathisia {restlessness) and
dystonia (involutory muscle contractions)
Onset/Duration: Rapid onset /. Duration 4 hours
Classification: Antiemetic
Action: Increases acetylcholine actin on Gl smooth muscle
ki Promethazine may cause sedation and respiratory depression when combined with

alcohol, barhiturates, other phenothiazines, sedatives and narcotics. It may also cause
excessive anticholinergic side effects when combined wuth antihistamines.
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Rocuronium (Zemuron)

Indications: Need for aggressive airway control and maintenance using RSI
AdultDose: See RSI Chart
P Muscular disorders
Contraindications: L
Known hypersensitivity
Petiatsic Notindicated
Considerations:
Precautions: Not recommended for RSI in Caesarean patients or those over 65 years of age.
Hypotension - . -
Adverse Effects: Altered mental status
Increases pulmonary resistance
Onset/Duration: Onset: 60-70 seconds Duration: 20+ minutes
Classification: Nondepolarizing neuromuscular blocker
Action: Neuromuscular blockade (Paralysis)
N Airway control equipment must be readily available, Intubation conditions
Notes: expected in 1-2 minutes after injection. Consider lower doses in extremely

debilitated patients. Sodium

30
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Sodium Bicarbonate “

Suspected hyperkalemia
o CA OD with ECG ch:

Iidications: T .ﬂ D w1t]:1 ECG changes of prolonged QT or QRS
Crush Syndrome
Consider in prolonged arrest

Adult Dose: 8.4% - 1 mLEq/kglV/10

Contraindications: None in emergency setting

Pediatric

Considerations: 8.4% - 1 mEq/kgIV/10

Piothitions Do not admmm.:er in thg same IV with calcium gluconate, will precipitate.
Prepare to ventilate patient.

Adverse Effects: Metabolic alkalosis, electrolyte imbalance, fluid overload

Onset/Duration: Immediate if IV, onset is less than 15 min Duration 1-2 hours

Classification: Alkalizingagent
Agent that dissociates to provide bicarbonate ion to buffer hydrogen ions in
order to raise the pH level to reverse acidosis,

4 It has also been found beneficial in the event of drug overdose in order to force

Action: urine alkalization /diuresis, memhrane stahilization of cardiac cells as well, and
electrolyte balance restoration.
Most catecholamines and vasopressors (dopamine, epinephrine) can be

Notes: deactivated by alkaline solutions like sodium bicarbonate, When administered
with calcium gluconate, a precipitate may form that will clog the IV line.

2015




Succinylcholine (Anectine)

Indications: X X ) .
Sl R51 to facilitate tracheal intubation, and to provide skeletal muscle relaxation.
Adult Dose: See RSl chart
Hyperkalemia
Burns between 24hrs-2 weeks old
Neuromuscular disease: myasthenia gravis, amyotrophic lateral sclerosis,
Contraindications: Muscular dystrophy, Guillain-Barre syndrome
Renal failure patients who have not had hemodialysis within past 24 hrs.
Known hyperkalemia
Patient or family history of malignant hyperthermia
PEdi;.ﬂnc - Notindicated
Considerations:
Precautions:
Respiratory depression o Apnea
Anaphylaxis Hypertension
Adverse Effects: Hypotension Renal Failure
Hyperkalemia Increased intraocular pressure
Dysrhythmias Malignant hyperthermia
Onset: 1 minute
Onset/Duration: Duration: 4-6 minutes
Classification: Depolarizing neuromuscular blocking agent
Action: Short-acting depolarizing-type, skeletal muscle relaxant
Notes:
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Vecuronium (Norcuron)

Indications:

Paralysis to facilitate intubation

Adult Dose:

See RSIchart

Contraindications:

MNewborn infants, myasthenia gravis

Pediatric

: . Notindicated
Considerations:
Precautions: Patient must be sedated
Adverse Effects: Apnea
Onset/Duration: Onset 1-2 minutes;/ Duration 30 minutes
Classification: Nondepolarizing neuromuscular blocking agent
AcBion: Prevents acetylcholine from binding to receptors on the motor end plate, thus
’ blocking depolarization.
Notes:
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Ziprasidone (Geodon) m

Behavioral Emergencies/Sedation
siicatoe Used to treat acute manic episodes associated with schizophrenia, bipolar,
mania
Adult Dose: 10-20mg IM; max 20mg should be mixed with 1.2ml of normal saline
e Lnﬁg QT r;ylﬂmme (TDP) Dementia/Alzheimer's
Contraindications: Recent MI
HeartFailure
Pedla}trlc : Notindicated
Considerations:
Precautions: Given IM only
7 A S Can prt_m-l_mlg QT interval Heartfailure
Dystoniz o
Adverse Effects: DFS oma yneope
iZzy
Tachydysrhythmias
; Onset: 15-20 minutes
Dnsel/Darating: Duration: 2-5 hours
Classification: Antipsychotic
- Alters the effects of chemicals within the brain. Combination of dopamine type 2
Action: : z
(D2]) and serotonin type 2 (SHTZ2) antagonism.
Notes:
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South Carolina Approved Skills by Certification Level

The following checlklist provides the approved Skills / Scope of practice for all levels of
certification within South Carolina as decmed appropriate by the Department and the South

Carolina Medical Control Committee. Please note the EMR level of care is supplied as a reference
only whereas the Department has regulatory authority over the EMT Basic and above levels of

care.
Skill - Airway/Ventilation/ T [ e s [ 3
Oxygenation I | R At FP
Alrway — supraglottic (BIAD) X X X ®
Airway —nasal X X X b
Airway —oral X X b X X
Bag-valve-mask [BVM) X X X X X
BiPAP/CPAP X X X X
Chest decompression - needle b X
Chest tube placement — assist only X X
Chest tube — monitoring and X X
management
Cricoid pressure (Sellick's Maneuver) X X X X X
Cricothyrotomy — needle ¥ X
Cricothyrotomy — percutaneous X X
Demand valve — manually triggered
ventilation & R & A
End tidal CO2 monitoring/capnography X X X X
Gastric decompression — NG Tube X X
Gastric decompression — OG Tube X X
Head tilt - chin lift X X X X b
Intubation — nasotracheal X X
Intubation - orotracheal 4 X
Jaw-thrust X X b X X
Jaw-thrust - Modified (trauma) X A X X b
Mouth-to-barrier X X X X X
Mouth-to-mask X % % X %
Mouth-to-mouth X b4 X X b4
Mouth-to-nose X b4 X X X
Mouth-to-stoma b X X A X




Obstruction — direct |a ryngoscopy

Obstruction —Manual

Oxyeen therapy —Humidifiers

Owyeen therapy — Nasal cannula

= | x| =

o e

o o I -

ol S s

Owxygen therapy — Non- rebreather mask

-

-

o

s

Oxygen therapy — partial rebreather
mask

g

-

-

Oxygen therapy - simple facemask

Oxygen therapy — Venturimask

Pulse oximetry

Suctioning — Upper airway

M| x| ] x

b B B B -

Suctioning — tracheohronchial

o B Bl B

o B B B

b e el = -

Ventilator — Automated Analog or

Digital Transport (AATV / ADTV) BiAD or ¥ X ¥ b4
Stoma with no other interventions
Ventilator —~ Automated Digital X "
Transport {ADTV) Endotracheal tube
Trachea tube replacement / change X X




Cardiac monitoring — (Any Interpretive) % bt

12-lead placement, capture and % §
transmissiononly

Cardiopulmonary resuscitation (CPR) X h X X b

Cardioversion —electrical X X

Carotid massage X X

Defibrillation — automated / semi- " ¢ § " %

automated

Hemorrhage control — direct pressure X X X ® X

Hemorrhage control — tourniguet X X X X X

Internal; cardiac pacing — monitoring X X

anly

Mechanical CPR device bt X A X

Transcutaneous pacing - manual be X

Accepted Vagal Man. X b

Balloon pump operation / transport WEEE X

Spinal motion restriction — cervical

patients

.
Spinal immobilization — long board X X X b b4
Spinal immaohbilization —manual X x X X X
Spinal immobilization — seated patient
(KED, etc) A % 3 % X
Spinal |mm0hlllza.tmn ~rapid manual g 4 i % g
extrication
Extremity stabilization - manual X b o X A X
Extremity splinting X X bt X X
Splint—traction X x X b
Mechanical patient restraint X X bt b4
Emergency moves for endangered X X X X "




Aerosolized/nebulized (beta agonist) X X X X
Buccal * X b4 X
Endotracheal tube x X X
Inhaled — self-administered {nitrous b X X
Iintranasal {naloxone) X % X X
Intravenous push (dextrose solutions) X X
Intravenous piggyback bt
MNasogastric X
Oral (glucose) X X X X
Oral {aspirin) X b X X
Oral (Acetaminophen) X X X X
Oral (Ibuprophen) X X X X
Rectal X X
Sublingual (nitroglycerin) X X X X
ChemBio Auto-injector (self ar peer
care) X X X b
Intramuscular Epinephrine Kit b X X X
Auto-injector (patient’s own prescribed y X X X
meds)
Epi-pen Administration (fi hylaxi
pi-p (for anaphylaxis & % % v
only)
Transdermal Med Admin, X X
Opthalmic Med Admin, W
W/Intraosseous Meds X X X




Access indwelling catheters and
implanted central IV ports

Central line — monitaring b4 X
Intraosseous — initiation X X X
Intravenousaccess X X bt
Intravenous initiation - peripheral X X ¥
Intravenous — maintenance of non- X X X X
Intravenous — maintenance of X %
medicated IV fluids
Maintenance of Blood Products X X

{Initiation NOT authorized)

Assisted delivery (childbirth) X X X X
Blood glucose monitoring x X % X
Blood pressure automated X X A X
Blood pressure —manual b b X b

Eye irrigation X b A X

Eye irrigation — Morgan® lens X ¥
Thrombolytic therapy = initiation X %
Thrombaolytic therapy — monitoring X b
Urinary catheterization X b S
Venous blood sampling X X b
Blood chemistry analysis X X X b




APPENDIX A: Medication Administration

1) EMT Basic

Aspirin may be administered by Standing Orders*®
Oral Glucose may be administered by Standing Orders*
Anaphylaxis Epi Kits may be administered by Standing Orders for anaphylaxis only*

Beta-Agonist may be administered by standing order, single treatment only,
multiple treatments require online medical control. **

Nitroglycerin (sublingual) may be administered with online medical control only**
Ibuprophen may be administered by Standing Orders*

Acetaminophen may be administered by Standing Orders *

Naloxone (nasal or auto-injector) may be administered by Standing Orders*

2} Intermediate EMT

All medications as stated under EMT Basic
Dextrose 50% may be administered by Standing Orders*

With the transition from Intermediate 85 to Advanced EMT, it is understood that
personnel may not exceed their existing skill set. Though this outline does not outline
Intermediate skills, certified | 85's should refer to their applicable skills as taught in class
and as defined in local protocol,

3} Advanced EMT

All drugs as stated under EMT Basic

Dextrose solutions may be administered by Standing Orders*

Nitrous Oxide may be administered by Standing Orders*

Naloxone (any route) may be administered by Standing Orders*

Nebulized Beta-Agonist, Nitrous Oxide, and Glucagon may be administered by
Standing Orders®

May assist in the administration of non-controlled medications with onsite, direct
supervision of a Paramedic.

4) Paramedic

All drugs as approved in the SC Prehospital Drug Formulary



*Agency must have protocols indicating approval and maintain record of local training and
medical control endorsement. Protocols shall dictate indications, dosages, and routes as
approved by Local Medical Control Physician.

** Online medical control ONLY

#%* paramedics that are not Critical Care credentialed may transport an interfacility
patient while on a balloon pump with a MINIMUM of four hours of documented training
on balloon pumps.

This approved skills list is to be used a reference only. Pursuant to Regulation 61-7,
Section 901(B) EMTs (EMT, EMTI, AEMT, or Paramedic) shall only engage in those
practices for which they have been trained and are within the scope of their Department-
issued certification. Students currently enrolled in a Department-approved EMT, AEMT, or
Paramedic program under the supervision of an appropriately credentialed preceptor may
practice advanced skills for which they have been authorized in their respective training
program.

It is a Class One violation to deviate from this approved skills list and may be punishable up to
and including revocation of the individuals EMT credential.

Reviewed Approved
Chief, Bureau of EMS State Medical Control Physician



