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DISCLAIMER

These guidelines are designed to be a resource document for use by Medical Direction Authorities, as
defined by A.R.S. §36-2205, responsible forthe administrative, organizational and on-line medical
direction of pre-hospital Emergency Medical Care Technicians (EMCTs). Itis specifically recognized that
documented regional orlocal variations from the guidelines contained within are not only acceptable,
butalso appropriate, dependingonthe individual circumstances of the involved areas and
organizations.

By Statute and Rule, all advanced life support pre-hospital EMCTs shall have administrativeand on-line
medical direction. These guidelines are not meantto act as a substitute, proxy or alternative to that
medical direction. Any conflict between these guidelines and the EMCT’s medical direction shall default
to the Administrative oron-line medicaldirection.

These guidelines are deemed by the Bureau of EMS and Trauma System to be within the acceptable
standard of medical care. It is specifically recognized that there are acceptable documented regional or
local variations from these procedures and protocols, which may also satisfy the standard of care. This
manual does NOT define, limit, expand, or otherwise purportto establish the legal standard of care.




HOW TO USE THESE GUIDELINES

These guidelines have been adapted from the National Association of State EMS Officials (NASEMSO)
Model EMS Clinical Guidelines published onlinein January 2019. These algorithmsinclude specific
recommendations for evaluation and treatment.

Inclusion and exclusion patient criteriaare listed underthe title of each guideline.

The recommendations within each guideline are listed in order by providerlevel scope of practice. It is
assumed that more advanced levels of EMCT will perform all recommended evaluations and treatments
includedinthe precedinglevel of care.

STR stands for Special Training Required. “STR skill” means “Specialty Training Requirement skill,” defined
as a medical treatment, procedure, ortechnique oradministration of amedication for whichan EMCT
needs specifictraining per R9-25-502. This includes oversight by administrative and online medical
direction.

The guidelinesinclude specific pediatricrecommendations, highlighted by the EMS for Children bearlogo,
where specificpediatricrecommendations differ from those foradults. Itis assumed that children W|II
receive the evaluation and care recommended for all patients, unless specific pediatric &
recommendations are included in the algorithm.

A pediatricpatientis defined as age less than 15 years. Age 15 and above is considered an adult patientin
regard to treatment guidelines. ;/7

The guidelinesinclude specificenergy/shock recommendations for cardioversion and defibrillation
highlighted by the lighting bolt symbol.

The Universal Care treatment guideline should be applied to all patient encounters, and encompasses both
adultand pediatricpatients. Allinitial patientcare isincludedin this guidelinetoreduce the needfor

extensivereiteration of basicassessmentand other considerations in every guideline.

On-line medical direction may be utilized at any time during the patient encounter perlocal protocols.

The appendix contains additional reference materialapplicable to these guidelines, such as burn
assessmentand neurologicassessmenttools.

The NASEMSO model guidelines include additional information that medical direction authorities may find
helpful for education, training, and quality improvement activities, including patient safety considerations,
educational pearls, performance measures, and literature references:
https://nasemso.org/wp-content/uploads/National-Model-EMS-Clinical-Guidelines-2017-PDF-Version-

2.2.pdf
Version 2.2 Updated January 5, 2019.

“TOC” = Table of Contents
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Universal Care: Adult & Pediatric (2 pages)

ToC
These general recommendations apply to all patient encounters. Patient care goals are to facilitate
appropriate initial assessment and manage treatment of any EMS patient.
EMT

* Assessscene safety * ltispreferable forminorstohave aparentor
¢ Use appropriate personal protective equipment (PPE) legal guardian who can provide consentfor
* Determine number of patients treatmenton behalf of the child; however,
* Determine need forformal triage and additional EMS providers may provide emergency

resources treatmentwhenaparentisnot available to
* Determine mechanism of injury provide consent. Gl
* Determine SMR needs * Use commercially availabletool

for weight estimate

Primary Survey (Airway, Breathing, Circulation, Disability, Exposure)

Open airway as indicated

- Considerposition, suction, and use of airway adjuncts asindicated
Administer oxygen as appropriate

Assess circulatory status

- Control any majorexternal bleeding & Initiate chest compressions as indicated
Evaluate patient responsiveness: AVPU/GCS

Evaluate gross motorand sensory function in all extremities

Expose patientas appropriate to the chief complaint

Secondary Survey

Obtain baseline vital signs

Assess blood glucose as indicated

OPQRST history

SAMPLE history

Check temperature asindicated, treat environmental hyperthermia/hypothermia

Ongoing Reassessment

Proceedtothe appropriate guideline asindicated

Determine need fortransport, resources available, and location of most appropriate destination -
transportas indicated

Reassess chief complaint, assessment findings, and response to treatment

Assessvital signs atleast every 5minutes forunstable patients; every 15 minutesforstable

AEMT
* Considerappropriateairway managementadjuncts. * Use commercially availabletool for
EtCO, monitoring should be performed after medication dosingand equipmentsize
placement of any supraglottic oradvanced airway. selection.

IV/IO access as indicated
Initiate IV fluids as indicated

EMT-I/Paramedic

Considerappropriate airway management adjuncts, escalate as indicated.

12-lead ECG should be performed early, where available, in patients with suspected cardiaccomplaints,

goal within 5 minutes of patient contact.

In patients with cardiacorrespiratory complaints:

- Continuous cardiacmonitoring

- Considerwaveform capnography (EtCO;) in addition to pulse oximetry (Sa0,)
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Functional Needs: Adult & Pediatric

Includes: Patients with physical, sensory, mental health, and cognitive and/orintellectual disabilities
affecting theirability to function independently without assistance.

EMT

* Identify the functionalneed by means of information from the patient, the patient’s family, bystanders,
medicalert bracelets ordocuments, orthe patient’s adjunct assistance devices

* The physical examination should not be intentionally cut short, although the mannerin which the exam
is performed may need to be modified to accommodate the specificneeds of the patient

* Medical care should notintentionally be reduced orabbreviated during the triage, treatmentand
transport of patients with functionalneeds, although the mannerin whichthe care is provided may
needtobe modifiedto accommodate the specificneeds of the patient

* For patients with communication barriers (language or sensory), it may be desirable to obtain secondary
confirmation of pertinent data(e.g. allergies) fromthe patient’s family, interpreters, or written or
electronic medical records.

* Thefamily memberscan be an excellent source of information and the presence of afamily member
can have a calminginfluence on some of these patients

* Transport patients with all assistance adjuncts and serviceanimals if feasible

AEMT

EMT-I/Paramedic




Patient Refusals: Adult & Pediatric

If an individual (orthe parentorlegal guardian of the individual) declines or refuses secondary care
and/orambulance transportto a hospital after EMS providers have been called to the scene, providers
should determine the decision maker’s capacity to make medical decisions.

Decision-Making Capacity

Anindividualwhoisalert, oriented, and has the ability to understand the circumstances surrounding
his/herillness orimpairment, as well as the possible risks associated with refusing treatment and/or
transport, typically is considered to have decision-making capacity. Decision-making capacity should be
demonstrated and documented as defined by the presence of all 4 criteria. The patient must be able to:
* Receive and comprehend information needed to make adecision,

* Processanddeliberateadecisionandits potential consequences,

* Make and articulate a decision thatis consistent overtime,

» Justify that decision with logicthat fits the individual’s own value system.

The individual’s judgement must not be impaired by illness, injury, or clinically apparent drug/alcohol
intoxication. GCS score must be normal (15).

Individuals who have attempted suicide, verbalized suicidal intent, or who otherwise exhibitindicators
that lead EMS providers to reasonably suspect suicidal intent may not decline transportto areceiving
facility. Inaddition, patients with court order for psychiatric care may not refuse care.

EMT

* EMS providers should make all reasonable .

effortstoavoid dangertothemselves.

* Obtainacomplete setof vital signs.

* Complete aninitial assessment with
particular attentionto neurologicand
mental status.

* Performappropriate medical care with
the consent of the individual.

Itis preferable foraminorto have a parentor
legal guardian who can provide consent for
treatmenton behalf of the minor. However,
EMS providers may provide emergency
treatmentwhenaparentis not available to
provide consent.

Parentor legal guardian mustrefuse care

on behalfofaminor.

Parents may not refuse care if abuse or
neglectissuspected. Notify law enforcement
as necessary tofacilitate transportto the
hospital. p
Emancipated minors must providestate- |
issued emancipated identification card. Lo

* Individuals must be advised of the risks and consequences resulting from refusal of medical care.

* Assessthe patient’s understanding of the medical emergency: the possible medical problems, the
proposed medical care, the benefits of medical care and risks of refusal.

* Contacton-line medical direction based onlocal protocol.

* Provider must document patientencounter.

AEMT

EMT-I/Paramedic




Abuse and Maltreatment: Adult & Pediatric

Be aware of potential clues to abuse/maltreatment from caregivers, the general environment, and the patient’s

physical condition.

Recognize any act, or series of acts of commission or omission by a caregiver or person in a position of power over
the patient, thatresults in harm, potential for harm, or threat of harm to a patient.

EMS role is to:

Document concerns,

Assess and stabilize potentially serious injuries,
Disclose concerns to the appropriate authorities (hospital and law enforcement or state authorities).
EMS personnel are mandatory reporters of any suspicion for abuse, maltreatment, neglect, or suspected human

trafficking or sex trafficking of a minor per A.R.S. §13-3620.A and A.R.S. §13-3212
Notify the following applicable entities:
1. Law enforcement and one of the following:
a. Arizona Department of Child Safety (1-888-SOS-CHILD (1-888-767-2445))
b. Adult Protective Services Central Intake Unit (1-877-SOS-ADULT (1-877-767-2385))
https://www.azdes.gov/landingforms.aspx?form=13004

2. Atribal law enforcement or social services agency for any Native American minor who resides on an

Indian reservation

NOTE: Reporting to hospital personnel does not qualify as having fulfilled the mandatory reporting requirement.
Leave the investigation to law enforcement.

EMT

Primary survey

— ldentify potentially life-threatening issues.
— Refer to General Trauma Management as needed.

Secondary survey

- Assess physical issues, document any statements made spontaneously by patient, avoid extensive
investigation of the specifics of abuse.
Report concerns immediately about caregivers impeding your ability to assess/transport patient or refusing care

for the patient.

Attempt to preserve the evidence, but the overriding concern should be providing emergency careto the patient.

» Scenarios that call for a high index of suspicion for
abuse in children include:
- Brief Resolved Unexplained Event (BRUE)
- Any bruising on a patient <4 months, or any
bruising on the torso, ears, neck on a
patient < 4 years.

IBRUISING RULES

Torso Ears Neck
4 years & under :

OR ANY BRUISING ON AN INFANT
4 MONTHS OR YOUNGER

N
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https://www.azleg.gov/ars/13/03620.htm
https://www.azleg.gov/ars/13/03212.htm
https://www.azdes.gov/landingforms.aspx?form=13004

Agitated or Violent Patient/Behavioral Emergency:
Adult & Pediatric

Includes: patients who are exhibiting agitated, violent, or uncooperative behaviororwhoare a
dangerto self orothers.

Excludes: patients exhibiting agitated or violent behavior due to medical conditions including, but not
limitedto:

* Acute headtrauma.

* Metabolicdisorders (e.g. hypoglycemia, hypoxia).

EMT

* Dispatch law enforcementimmediately when necessary to secure and maintain scene safety. Do not
attemptto enterscene before safetyis ensured.

* |Initiate Universal Care.

* Obtainbloodglucose level (if possible).

* Attemptverbal reassurance and calm patient.

* Engage family members/loved ones to encourage patient cooperation if their presence does not
exacerbate the patient’s agitation.

* Considerphysicalrestraints:
Body:
— Sheetscan be usedinadditionto stretcherstraps; place around the lowerlumbarregion, below
buttocks, oraround the thighs, kneesand legs.
— Do notapplyrestraints that restrict the patient’s chest wall motion.
Extremities:
— Softorleatherrestraints should notrequire key.
— Restrainall fourextremities to stationary frame of stretcher.

* Place stretcherinsitting position.
* Ifin police handcuffs, key must be inambulance with patient atall times.

AEMT

EMT-I/Paramedic

Chemical restraints should be alater w
consideration for pediatric patients. I
Call for medical direction. P
Considerchemical restraints based upon
patient’s clinical condition; use caution as all
these medications can cause respiratory
depression/compromise. Time intervals for
repeatdosing will vary; referto specificdrug
profile.

Benzodiazepines:

* Applycardiacmonitorassoon as possible, .
particularly when chemicalrestraints have been
administered.

* Utilize EtCO, if availableforall patients receiving | *
chemical restraints.

* Considerchemical restraints based upon
patient’s clinical condition; use caution asall
these medications can cause respiratory
depression/compromise. Time intervals for
repeat dosing will vary; referto specificdrug .

profile.
* Benzodiazepines:
— Midazolam:5 mg IM/IN/IV/IO
Max total dose 20 mg
— Lorazepam: 2-4 mgIM or2 mg1V/10
Max total dose 4 mg
* Ketamine (Paramediconly):
— 4 mg/kgIM/IN, max initial dose of 250 mg
— 2 mg/kgIV/10, maxinitialdose 150 mg

- Midazolam:0.1-0.15 mg/kg|M or 0.05-0.1
mg/kg IV/10 or 0.3 mg/kgIN. Max initial
dose 5mg

- Lorazepam: 0.05 mg/kg IM/1V/10. Max initial
dose2 mgIV/I0and4 mgIM




Management of Acute Pain: Adult & Pediatric

Assess pain as part of general patient care in children and adults. Consider all patients as candidates for
management of acute pain, regardless of transportinterval.

Caution: Multi-system trauma patients.

Excludes:

* Hypotensionforage

* Sa0,<90%

* Hypoventilation

* Allergytomorphine orfentanyl
* Activelabor

EMT

* Initiate Universal Care.

* Use an age-appropriate painscale to assess pain,
such as NumericRatingScale.

* Ifavailable, consider use of non-pharmaceutical
pain managementtechniques:
- Place patientin position of comfort, while

adhering tosafe transport recommendations.

- Applyice packsand/orsplints.
- Verbalreassurance (will lower anxiety).

* Applyapulse oximeterand administer oxygen as
neededto maintain Sa0,> 94%.

Use an age-appropriate painscale to assess pain:

e Age<4years: Considerusingan observational
scale such as FLACC (face, legs, activity, cry
consolability) or CHEOPS (Children’s Hospital of
Eastern Ontario Pain Scale).

* Age4-12 years: Considerusingaself-report scale
such as Faces Pain Scale-revised or Wong-Baker
Faces.

e Age> 12 years: Considerusingaself reportscale
suchas NumericRating Scale. Nk

AEMT

* Morphine: 0.1 mg/kg/dose IV/IO, max 2-5mg increments, max total dose 15mg.

* Reassess painevery 5minutes.

* Evidence of serious adverse effects should preclude further morphine administration.
* [Ifstillinsignificant pain, re-dose at the original dose.

* Additionalanalgesics perlocal protocol.

* Reassess pain every 5minutes, observe foradverse effects, and re-dose as above.

EMT-I/Paramedic

* Fentanyl: 1 mcg/kg/dose IN/IV/IO, max initial
dose 100 mcg, max total dose 200 mcg.

* Ketamine (Paramediconly): 0.25 mg/kgIV/IO,
max per dose 25 mg, max total dose 100 mg.

* Considerintranasal route for medicationif
available.

* Fentanyl: 1 mcg/kg/dose IN/IV/IO, max '{_‘.'»
initial dose 100 mcg, max total dose e
200 mcg.




Syncope and Presyncope: Adult & Pediatric

Includes: patients presenting with both abruptloss of consciousness and loss of postural tone.
Presyncope or prodromal symptoms may be described as “nearly blacking out” or “nearly
fainting” and should be considered to have the same orsimilarrisk forsignificantillness as any
patientwho has lost consciousness.

Excludes:

e Patients withtrauma—referto Traumatic Brain Injury (EPIC-TBI).

* Patients with ongoing mental status changes or comashould be treated perthe Altered Mental Status.
* Evidence of otheralternate etiology. Refer to appropriate guideline: Seizures, Suspected Stroke,

Hypoglycemia.

EMT

* Initiate Universal Care.
* Assessblood glucose, referto Hypoglycemiaas indicated.

AEMT
* If symptoms of poor perfusion, give 500 mL * |f symptoms of poor perfusion, give 20mL/kg
IV/10 fluid bolus, and repeat as necessary. Max IV/10 fluid bolus, repeat as needed. Titrate to
30 ml/kg. Titrate to SBP > 90. age appropriate SBP (Abnormal Vital Signs)
* RefertoShock as needed. using push-pull methods. o
* RefertoShock as needed. Q}m%f
5 = O

EMT-1/Paramedic

* Place oncardiac monitor—treatarrhythmiasif present.
- Bradycardia
- Tachycardia with a Pulse
- Cardiac Arrest (VF/VT/Asystole/PEA): Age 8and Older or Cardiac Arrest (VF/VT/Asystole/PEA):
PediatricAge< 8
e Perform 12-lead ECG.
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Chest Pain/Acute Coronary Syndrome/ST-segment TOC

Elevation Myocardial Infarction (STEMI): Adult

Includes: patients with non traumaticchest pain oranginal equivalents. Thisincludes discomfortin the
arm, jaw, or epigastricregion of suspected cardiacorigin, shortness of breath, sweating, nausea, vomiting,
and dizziness. Atypical or unusual symptoms are more commoninwomen, the elderly and diabetic
patients. Patients may also present with CHF, syncope, and/or shock.

Caution: do not give Nitroglycerinto any patient who has taken PDE5-inhibitor medication (sildenafil,
tadalafil) for erectile dysfunction or pulmonary hypertension within 24-48 hours.

EMT

* Initiate Universal Care.

* Ifshort of breath, hypoxic, or with obvious signs of heart failure, administer oxygen and titrate to SaO,
of > 94%

* Administer Aspirin 325 mg PO or 325 mg chewed.

* Assistpatientin self-administration of Nitroglycerin 0.4 mg tablets or spray if prescribed to patientand
SBP > 100 mm Hg.
- Repeatevery 3-5 minutes x 2, until painresolves, as blood pressure allows.
- Contraindicated with erectile dysfunction medication (sildenafil, tadalafil) within 24-48 hours.

AEMT

* Administer Nitroglycerin 0.4 mg SL tablets or 1 full sprayif SBP >100 mm Hg.
- May repeatevery 3-5 minutes x 2, until painresolves, as blood pressure allows.
- Contraindicated with erectile dysfunction medication within 24-48 hours.
* For STEMI only: considertreating chest pain unresponsive to nitrates.
- Morphine 0.05 mg/kg/dose IV, max of single dose of 3mg. May repeatin 10 minutes to a total max
of 10 mg if pain unresolved, if blood pressure allows.
- Morphine should be used with caution in unstable angina/non-STEMI due to an association with
increased mortality.

EMT-I/Paramedic

* Additionaltreatment option for STEMI chest pain unresponsive to nitrates:
- Fentanyl 0.5 mcg/kg/dose IN/IV/IO, max total dose 200 mcg.

* Obtain12 lead ECG and transmit, goal within 5minutes of patient contact.

* Use caution administering nitroglycerin to patients that demonstrate inferior STEMI patterns
(STEinll, Il, aVF).

* Transport patient to Cardiac Receiving or Referral Center perlocal protocol or procedure

* Notifyreceivingfacilityimmediately for STEMI.

* Transmit12 lead ECG to receivingfacility if possible.

* Performance of serial ECGsis recommended if not diagnosticor change in patient condition.




Bradycardia: Adult & Pediatric

Includes: Heart rate < 60 with either symptoms (altered mental status, chest pain, congestive heart
failure, seizure, syncope, shock, pallor, diaphoresis) or evidence of hemodynamicinstability.

EMT

Initiate Universal Care.

For age < 6 monthsand heart rate <60 and
signs of poor perfusion, initiate chest

compressions and referto Cardiac Arrest
(VF/VT/Asystole/PEA): Pediatric Age < 8.

AEMT

If signs of poor perfusion, give 500 mL IV/10
fluid bolus (unless signs of fluid overload). May
repeatto maximum of 30 ml/kg.

If signs of poor perfusion, give 20mL/kg IV/10

fluid bolus (unless signs of fluid overload). May

repeatas neededtoamax 60 mL/kg.

EMT-I/Paramedic

Place on cardiac monitor.
Perform 12-lead ECG.

If bradycardiaand symptoms of hemodynamic
instability continue, consider the following:
- Atropine Sulfate: 0.5 mg IV/IO every 3-5
min, max total dose 3 mg.
- Epinephrine:
o Drip0.02 - 0.2 mcg/kg/min.
o PushDose *** 10-20 mcg boluses (1-2
mL) every 2 minutes.

If bradycardiaand symptoms or
hemodynamic instability continue, consider
the following:

- Epinephrine***: Push 1 mcg/kg (0.1
mL/kg), max single dose 10mcg (1 mL)
every 3-5 minutes.

— Atropine Sulfate:0.02 mg/kgIV/10 (min
dose 0.1 mg), maxinitial dose 0.5 mg, max
total dose 3 mg. -

*** Push dose epinephrine preparation: mix 1 mL of 0.1 mg/mLepinephrine with 9mL of NS. This results

in 10 mcg/mLconcentration.

If bradycardiaand symptoms of hemodynamic instability continue, consider transcutaneous pacing.
If pacingis performed, consider sedation or pain control per Management of Acute Pain.
Utilize EtCO, if available forall patients receiving sedation.

Sedation (ifage >60 considerreducing dose by

half):

- Midazolam: 1 mg IV slowly every 2-3
minutes, max dose 5mg.

- Lorazepam: 1 mg IV every5-10 minutes,
max dose 4 mg.

Sedation:
- Midazolam: 0.1 mg/kg IV slowly, every 2-3
minutes, max dose 5mg.

- Lorazepam: 0.1 mg/kgIV every 10 minutes,

max dose 4 mg.
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Implantable Ventricular Assist Devices (VAD, LVAD, etc.): Adult & ¢

Pediatric

Includes: patients that have had an implantable ventricular assist device (VAD), including aleft ventricular
assistdevice (LVAD), rightventricularassist device (RVAD), or biventricular assist device (BiVAD).

EMT

* Initiate Universal Care.

*  BP measurement willrequire manual cuff and dopplerto obtain mean arterial pressure (MAP),
assess patientforsigns of hypoperfusion, pallor, altered LOC.

* Pulseisvariable and notclinically significantin VAD patients.

* Pulse oximetry can be unreliable —look for physical signs and symptoms.

* Contactthe patient’s VAD program on-call coordinator using the phone numberon the device;
follow coordinator’s advice.
— Banner University PhoenixVAD -----602-819-7910

Banner University Tucson VAD ------ 520-694-6000

Dignity St. Joseph’s VAD----—----—-—- 602-406-8000
- Mayo VAD------ --480-342-2999

* Decisionto perform CPRshould be made in consultation with patient’s VAD-trained companion
and VAD coordinator. CPR may be initiated only where:
- Confirmationthat the pump has stopped and troubleshooting efforts have failed, and
- Patientisunresponsive and has no detectable signs of life.

* Assessforalarms.

* Assessforpossible pump malfunction—mechanical hum should be present on auscultation.

* Contactthe patient’s VAD-trained companion, if available.

* Checkall the connectionsto system controller, change VAD batteries, and/or change system controller
ifindicated.

* Follow appropriate cardiovascular condition-specific protocol(s) as indicated.

* |If patientisexperiencing VAD-related complications or cardiovascular problems, transport
destination preference is his/her VAD program, nearest VAD-trained facility, nearest appropriate
facility.

AEMT

e Establish IV/IO.

* |Ifpatienthasa functioningVAD andis hypoperfusing (pale, diaphoretic, delayed capillary refill,
altered mental status), administer 30 mL/kgIV/I0 fluid bolus, maximum 1L, over< 15 minutes,
using push-pull method.

* May repeatup to 3 times based on patient’s condition and clinical impression.

* Do not administer nitroglycerin.

EMT-I/Paramedic

* Applycardiacmonitor.

* Acquire 12-lead EKG.

* Patient’sbaseline may be arrhythmia; obtain VAD coordinator’s advice prior to administering
antiarrhythmics.




Tachycardiawith a Pulse: Adult & Pediatric
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Toc

Includes: Elevated heartrate forage, with orwithout associated symptoms such as palpitations, dyspnea,
chest pain, syncope/near-syncope, hemodynamiccompromise, altered mental status or othersigns of end

organ malperfusion. Adults: HR> 100.

Excludes: sinus tachycardia. Rate-related symptoms are uncommon when heart rate <150.

EMT

¢ Initiate Universal Care. Search for underlying causes (medications, drugs, history of dysrhythmia, CHF, etc.)

AEMT

EMT-1/Paramedic

All Unstable tachycardias
* Deliverasynchronized cardioversion.
Consider the following if stable symptomatic tachycardia (if
known WPW contact on-line medical direction):
Stable SVT
* Performvagal maneuvers.
* Adenosine:
- 6mglV/IO.
If tachycardiacontinues, give 12mg V.
- Alwaysfollowwith 10mL fluid bolus.
* Diltiazem: (Paramediconly)
0.25 mg/kgIV/10.
Give half of dose slowly over 2 minutes.
May give remainder of dose in 10 minutes as needed
and as blood pressure allows.
Patients >65 years old, maxinitial dose 10 mg.
Irregular narrow complex tachycardia (A-fib, A-flutter,
multifocal atrial tachycardia), Stable
* Diltiazem: (Paramediconly)
- 0.25 mg/kgIV/10
- Give half of dose slowly over 2 minutes.
- May give remainder of dose in 10 minutes as needed
and as blood pressure allows.
- Patients>65 yearsold, maxinitial dose 10 mg.
Regular wide complex tachycardia, Stable
* Adenosine:
- 6mglV/IO.
If tachycardiacontinues, give 12mg IV.
- Alwaysfollowwith 10mL fluid bolus.
* Amiodarone: (Paramediconly)
- 150 mg IV/10 over 10 minutes; may repeat.
* Lidocaine:
- 1-1.5 mg/kgIV/10 repeated every 5minutes, max total
dose 3 mg/kg. May repeat at half the original dose.
Irregular wide complex tachycardia, Stable
¢ Amiodarone: (Paramediconly)
150 mg IV over 10 minutes; may repeat.
Torsades (In additionto above)
* Magnesiumsulfate: (Paramediconly)
- 1-2 glVover15 minutes.

Unstable SVT or unstable wide complex

tachycardia
* Deliverasynchronized cardioversion

1J/kg.
* Repeatdosesshouldbe 2 J/kg.

4

Considerthe following if stable symptomatic
tachycardia (if known WPW contact on-line
medical direction):

Stable SVT
* Performvagal maneuvers.
* Adenosine:
- 0.1 mg/kgIV/10, max 6 mg.
- May repeat with 0.2 mg/kg1V/I0, max
12 mg.
- Alwaysfollowwith 10 mL fluid bolus.
Wide complex tachycardia, stable
* Adenosine: (for SVTwith aberrancy)
- 0.1 mg/kgIV/10, max 6 mg.
- May repeat with 0.2 mg/kg1V/I0, max
12 mg.
- Alwaysfollowwith 10mL fluid bolus.
* Amiodarone: (Paramediconly)
- 5mg/kglV/I0over10 minutes, max
150 mg over 10 minutes.
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Suspected Stroke/Transient Ischemic Attack: Adult & Pediatric 1oc

Includes:

Acute neurologicdeficit such as facial droop, localized weakness, gait disturbance, slurred speech,
altered mental status that fall within 24 hours of onsetor lastknown well time eligible for stroke
treatmentand transportto a stroke centeras outlined by local protocol.

Excludes:

If trauma and GCS < 14, referto Traumatic Brain Injury (EPIC-TBI) and General Trauma

Management. If seizure activity present, referto Seizures.

EMT

* Initiate Universal Care.

* Use avalidated prehospital stroke scale.

* Document patientweightandlastknown well
time or time of onset.

* Obtainbloodglucose level.

* Transportto Stroke Center:

- Acute Stroke Ready Hospital.

- Primary Stroke Center.

- Comprehensive Stroke Centerorother
healthcare institution participatingina
recognized stroke telemedicine program if
approved by local protocol/medical
direction.

* Notifyreceivingfacility as soon as possible.

Although rare, pediatric patients can have &:#
strokes. I

<@

Higherriskinsickle cell anemia patients. )
Stroke scales are notvalidated for pediatric
patients.

Perlocal protocols, call receiving facility or base
hospital to ensure appropriate destination
decision.

Transportto mostappropriate facility, per

local protocols.

Notify receiving facility as soon as possible.

AEMT

EMT-1/Paramedic




Bronchospasm (due to Asthma and Obstructive Lung Disease):

Adult & Pediatric

19

Toc

Respiratory distress with wheezing or decreased air entry in patients >2 years of age.
Includes: asthma exacerbation, COPD exacerbation, wheezing from suspected pulmonary
infection (e.g. pneumonia, bronchitis).

Excludes: anaphylaxis, bronchiolitis, croup, epiglottitis, foreign body aspiration, drowning, congestive

heartfailure, trauma.

EMT

* Initiate Universal Care.
* Provide supplemental O, as needed to maintain Sa0,>94%.
* Assist patient with own medication: albuterol by nebulization or metered dose inhaler.

* Maintain position of comfort.

* Suctionthe nose and/ormouth (via
bulb, Yankauer or catheter) if
excessive secretions are present.

AEMT

¢ Albuterol

5 mg nebulized; Repeatas needed.

» Epinephrine (considerforsevererespiratory distress without clinicalimprovement)
- 1mg/mL, 0.01 mg/kgIM, max dose 0.3 mg.

* |V/IOplacementIF:
— Clinical evidence of dehydration.
— NeedforlV medication(s).

EMT-I/Paramedic

* Initiate EtCO, monitoring.
* lpratropium: 0.5 mg nebulized with albuterol, may repeat x 2
» Steroids:

Methylprednisolone

o 2mg/kgIV/IMmax dose 125 mg
Dexamethasone

o 0.6 mg/kgIV/IM/PO, max dose 16 mg

* Magnesiumsulfate (considerforsevererespiratory distress) (Paramediconly)

(40 mg/kg, max dose =2 g) IV over15-30 minutes

* NIPPV: Non-invasive positive pressure ventilation (ParamedicOnly)

CPAP/B-PAP.

Should be administered for severe respiratory distress or if notimproving with less invasive support.

Discontinue NIPPVforshock oraltered LOC.
If NIPPV is contraindicated orif noimprovement with less invasive support, refer to Airway

Management.

* Supraglotticdevices and intubation should be utilized only if BVMventilation fails.
* BVMventilationisreasonable for pediatric patients or when non-invasive positive pressure
ventilationis notavailable.




Pulmonary Edema: Adult & Pediatric
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Includes:

Respiratory distress with signs of pulmonary edema and fluid overload .

Excludes:

Clinical impression consistent with infection (e.g. fever).
Clinical impression consistent with asthma/COPD.

EMT

Initiate Universal Care.
Manage airway as necessary.
Provide supplemental O, as needed to maintain Sa0,>94%.

AEMT
Nitroglycerin: 0.4 mgSL tabletsorl full sprayif | « Nitroglycerinnotindicatedin pediatric
SBP >100 patients.
- Repeatevery 3 minutes asblood pressure
allows

- Contraindicated when patients have taken
an PDE5-inhibitor medication (sildenafil,
tadalafil) for erectile dysfunction or
pulmonary hypertension within 24-48 hours.

EMT-I/Paramedic

Initiate EtCO, monitoring.

Initiate continuous cardiac monitoring.

Perform 12-lead ECG, referto Chest Pain/ACS/STEMI.

NIPPV: Non-invasive positive pressure ventilation (Paramedic Only)

~ CPAP/B-PAP.

— Should be administered forsevere respiratory distress or if notimproving with less invasive
support.

- Discontinue NIPPVforshock or development of altered LOC.

- If NIPPVis contraindicated orif noimprovement with less invasive support, refer to Airway

Management.




Anaphylaxisand Allergic Reaction: Adult & Pediatric

Includes: patients of all ages with known orsuspected allergicreaction and/oranaphylaxis.

EMT

* Initiate Universal Care.

* Evaluate for patentairway and presence of oropharyngeal edema.
* Auscultate forwheezingand assess level of respiratory effort.

* Assessadequacy of perfusion.

Determine whether: * Hypotension: Minimum SBP =70 + 2x (agein
* Anaphylaxis: years.) (Refer to Abnormal Vital Signs)

- severe and acute onset (and)
- respiratory compromise (dyspnea, wheeze,
stridor, hypoxemia)
- decreased BP (SBP<90), (or)
- combination of 2 of the following:
Urticaria
Swollentongue andlips
Vomiting
abdominal pain
Syncope
o Incontinence
* Non-anaphylacticallergicreaction:
- localized symptoms,
- localized angioedema without airway or Gl
symptoms,
- hivesalone.

0 O O O O

* Any patientwith concernforanaphylaxis orwho has received epinephrine IM, patient should be
transported to the ED, evenif symptoms haveresolved.
* Ifsignsof anaphylaxis, assist with patient’s own auto-injector, when available.

AEMT
* Ifsigns of anaphylaxis and no auto-injector * Ifsigns of anaphylaxis and no auto-injector oM
available, administer Epinephrine 1mg/mL, 0.3 available, administer Epinephrine 1mg/mL ,;_-._%J‘_.],
mg IM (anterolateral thigh). - If < 25 kg, 0.15 mg IM (anterolateral thigh). N
* Ifsignsof anaphylaxis persist, additional IM - If 225 kg, 0.3 mgIM (anterolateral thigh).
Epinephrine can be repeated every 5-15 * Ifsigns of anaphylaxis persist, additional IM
minutes. Epinephrine can be repeated every 5-15 minutes.

* Ifrespiratorydistress with wheezing, consider administering:
- Albuterol 5 mg nebulized (or)
- Epinephrine 1 mg/mL, 5 mL nebulized.
* Forstridor, consider administering Epinephrine 1 mg/mL, 5 mL nebulized.

Assess forsign of Shock, fluid bolus IV/I0 as indicated.

EMT-I/Paramedic

* Forurticaria, rash, itching, oranaphylaxis, administer:
- Diphenhydramine: 1 mg/kgIV/IM/PO, max dose of 50 mg (IV preferred if patientin severe shock).

* Ifsigns of cardiovascular collapse (persistent hypotension with altered mental status, pallor, diaphoresis, or
delayed capillary refill) despite administration of IM Epinephrine along with atleast 60 mL/kg IV fluid
bolus, start Epinephrine IV drip, 0.5 mcg/kg/minute.




Altered Mental Status: Adult & Pediatric

Excludes: Traumatic Brain Injury (EPIC-TBI).

Assessment: Evaluate fortreatable causes, referto specificguidelines when applicable.
*  Shock

* Dysrhythmia

* Hypoglycemia, Hyperglycemia, acidosis, metabolicdisorder

* Intoxication

* Hyperthermia, hypothermia

e Opioid poisoning/Overdose

» Agitated or Violent Patient/Behavioral Emergency

e Seizures

EMT

* I|nitiate Universal Care.

* Checkbloodglucose, treat Hypoglycemia or Hyperglycemiaif indicated.
* Assessforpossible stroke using avalidated prehospital stroke scale.

* Checktemperature —referto Sepsis as needed.

* Naloxone: SPECIALTRAINING REQUIRED (STR)
- Intranasal (IN)
o 4 mg/0.1 mL nasal spray
o 1sprayinsingle nostril
(or)
o 2 mg/2mLsingle dose Luer-Jet® prefilled syringe with mucosal atomizer device (MAD)
o Divide dose equally between nostrils to max of 1 mL per nostril
- Intramuscular (IM)
o 2 mg/0.4 mL auto-injector
o Placeonthighandinject0.4 mL
* Allroutes may be repeated asindicated.

AEMT
e |VFifindicatedreferto Shock. e ConsiderIV/IO referto Shock.
* Naloxone:0.4-2 mg IV/IM/IN. Repeatif * Naloxone:0.1 mg/kgIV/IM/IN. Repeatif
indicated. indicated.

EMT-I/Paramedic

* Treat dysrhythmiasasindicated. * Maintainventilatory supportinleastinvasive

* Treat Shock as indicated. way possible.

* BVMyventilationisreasonable for
pediatric patients.




Hypoglycemia: Adult & Pediatric

Includes: Adult or pediatric patient with blood glucose <60 mg/dLwith symptoms of hypoglycemia.

EMT

* |nitiate Universal Care.

* Assess GCS, mental status, stroke tool (FAST) and refer to Altered Mental Status or Suspected

Stroke as needed.

* If hypoglycemia(glucose<60 mg/dL),
administer Glucose 25 g PO (ONLY if
Alertlevel of consciousness).

* If hypoglycemia(glucose<60 mg/dL),
administer Glucose 0.5-1g/kg PO, max
dose 25 g (ONLYif Alertlevel of
consciousness).

* Reassessvital signs, mentalstatus, finger stick blood glucose.

» Criteriaforrelease without transport:

- Patientreturnsto normal mental status, with no focal neurologicsigns/symptoms after receiving

glucose/dextrose,
- Repeatglucoseis>80 mg/dL,

- Patienttakesinsulin ormetformin (use caution with patients taking long-actinginsulins or otheroral

diabeticmedications),
- Toleratingoral intake,
- Patientorlegal guardian refuses transport,
- Areliable adult will be staying with patient,

- Nomajor co-morbid symptoms exist (chest pain, dyspnea, seizures, intoxication).
* Documentpatient’s current medications and doses.

AEMT

* If hypoglycemia(glucose<60 mg/dL), administer
- Dextrose 25 g IV/10
o Dio—maxdose 250 mL, titrate to effect
(or)
o0 Dsg- 50 mL(or)
- Glucagon1 mg IM/IN
* Reassess VS, mental status, fingerstick blood
glucose.

* If continued altered mental status and
hypoglycemia, may repeat dose of dextrose
or glucagon until symptoms have resolved.

* Patientswith Insulin pump:

- ALOC/AMS—stop insulin pump or
disconnectatinsertionsite.

— GCS 15 and able to take oral glucose —
leave connected with pump running.

* If hypoglycemia (glucose <60 mg/dL), administer
- Dextrose 0.5 g/kgV/IO (or)
o0 Dyg - 5ml/kg (or)
- Glucagon B
o 1mgIM/IN(if>20 kgor >5yo) &)
o 0.5 mgIM/IN (if <20 kg or<5yo) gy s

2y

EMT-1/Paramedic




Hyperglycemia: Adult & Pediatric

24

Includes:

Adult orpediatric patient with symptoms of hyperglycemia (e.g. polyuria, polydipsia, weakness,

dizziness, abdominal pain, tachypnea).

Adult or pediatricpatient with history of diabetes and other medical symptoms.

Excludes: Patientin Cardiac Arrest (VF/VT/Asystole/PEA): Age 8 and Older, Cardiac Arrest

(VF/VT/Asystole/PEA): PediatricAge <8.

EMT

Initiate Universal Care.
Obtainblood glucoselevel.

Assess GCS, mental status, prehospital stroke scale, and referto Altered Mental Status or Suspected

Stroke accordingly.

Evaluate for possible sepsis and septicshock, referto Sepsis or Shock as needed.

AEMT

If hyperglycemia (glucose >250 mg/dL) with
symptoms of dehydration, vomiting, or
altered level of consciousness, give
20mL/kg IV/I0 fluid bolus.

If hyperglycemia (glucose>250 mg/dL) with
symptoms of dehydration, vomiting, oraltered

level of consciousness, give 10mL/kgIV/10 L_'
bolus. S ¢

Reassess and repeat fluid bolus to max of 30 mL/kg.
Transportto closestappropriate receiving facility.

EMT-I/Paramedic

Obtain 12-lead ECG to assess for
peaked Twaves orother findings
consistent with hyperkalemia. Referto
ECG Changesin Hyperkalemiaas
needed.

If findings of hyperkalemia are present,
maintain continuous cardiac
monitoring, administer IV fluids and:

- Calcium Gluconate (Paramediconly)
2 g IV/IO over 5 minutes (or)
Calcium Chloride (Paramediconly)
1 g IV/I0 over5 minutes, ensurelV
patency and do notexceed

1 mL/minute (and)

- Albuterol 5 mg nebulized.

Maintain ventilatory supportinleastinvas™ ;=
way possible. W
BVM ventilationis reasonable for
pediatric patients.

Obtain 12-lead ECG to assess for

peaked Twaves orother findings

consistent with hyperkalemia. Referto

ECG Changesin Hyperkalemiaas

needed.

If findings of hyperkalemia are present,

maintain continuous cardiac

monitoring, administer IV fluids and:

- Calcium Gluconate (Paramediconly)
100 mg/kgIV/10 over5 minutes,
max dose 2 g (or)

- Calcium Chloride (Paramediconly)
20 mg/kg (0.2 mL/kg) IV/IO over5
minutes, maxdose 1g, ensure IV
patency and do notexceed 1
mL/minute (and)

- Albuterol 5 mg nebulized.




Seizures: Adult & Pediatric Toc
Includes: Ongoingseizure orseizure lasting >5 minutes, more thantwo seizuresin one hour, or
status epilepticus.
Seizuresduring 3 trimester of pregnancy or up to six weeks postpartum (regardless of the age of the
patient) are managedwith magnesium sulfate. See below.
EMT
Initiate Universal Care.
Provide airway supportas needed.
Assess neurologicstatus (AVPU/GCS).
If pregnant, place in left lateral recumbent position.
Checkblood glucose —refer to Hypoglycemia.
AEMT
Establish IV access. * Ifbloodglucose <60 mg/dL, referto pr—
If blood glucose <60 mg/dL, referto Hypoglycemia. g*vg(
Hypoglycemia. S

EMT-1/Paramedic

Administer benzodiazepines.
- Ifage >60, considerreducing dose by half.
- May repeatfor a total of 2 doses regardless of route.
Midazolam: 0.2 mg/kg IM/IN
- Max 5 mg if <40kg.
- Max 10 mg if 240kg.
Lorazepam, Midazolam: 0.1 mg/kg IV
- Administerslowly over 2 minutes.
- Max single dose 4mg.
Ifin 3" trimester of pregnancy or postpartum up to six weeks, administer Magnesium sulfate:
(Paramediconly) 4 g slow push IV/I0 over 5 minutes (Paramediconly). Referto
Obstetrical/Gynecological Conditions.
Initiate continuous cardiacand EtCO, monitoring.
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Nausea/Vomiting: Adult & Pediatric

Includes: Patients currently nauseated and/orvomiting.

EMT

¢ [nitiate Universal Care.

AEMT

e Consider500 mL IV/10 fluid bolus, unless
contraindicated (history of CHF, renal
failure).

* May repeatas indicated to a max of 30 mL/kg. .

Consider 10-20 mL/kg IV/10 fluid bolus,
unless contraindicated (history of CHF,
renal failure).

May repeatas indicated.

EMT-I/Paramedic

* Ondansetron4 mg PO/SL/IV.
* Contraindicated forknown orsuspected
prolonged QT syndrome.

Patients6mo.— 14 yo.:

- Ondansetron 0.15 mg/kg PO/SL/1V,
max 4 mg.

Contraindicated for known or suspected

prolonged QT syndrome.




Shock: Adult & Pediatric

For shock due to suspected trauma, refer to General Trauma Management section guidelines. For shock due
to anaphylaxis, refer to Anaphylaxis and Allergic Reaction .

Emergency medical conditions can triggersigns of poor perfusion such asthese:
* Tachycardiaout of proportion to temperature

* Altered mental status

* Delayed/flash capillary refill >2 seconds

* Hypoxia

* Decreased urine output

* Tachypnea

* Hypotensionforage, referto Abnormal Vital Signs

* Weak, decreased orbounding pulses

* Cool/mottled orflushed/ruddy skin

EMT

* Initiate Universal Care.
* Checkbloodglucose, treat per Hypoglycemia or Hyperglycemia as indicated.
* If pregnant, placeinleftlateralrecumbent position.

AEMT

* Administer30 mL/kg, max 1 L, IV/10fluid bolus e Administer30 mL/kg, max 1 L, IV/10fluid bolus

over< 15 minutes.
* May repeatupto 3 times until either:
- Vital signs/perfusion normal (or)
- Rales, crackles or respiratory distress.

over<15 minutes, using push-pull methods.
e May repeatupto 3 times until either:
- Vital signs/perfusion normal (or)

- Rales, crackles or respiratory distress or ~
hepatomegaly.

¢ Reassessaftereach|IVFbolus.

* If history of adrenal insufficiency (congenital adrenal hyperplasia, daily steroid use) refer to Adrenal
Insufficiency treatment under EMT-I/Paramedicbelow. Assist with patient’s own hydrocortisone.

EMT-1/Paramedic

* Forshockunresponsiveto IV fluids, or cardiogenicshock with signs of fluid overload, consider
vasopressors, referto appendixdrip calculations:
- Epinephrine:0.05-0.3 mcg/kg/minIV/IO
- Norepinephrine: 0.05-0.5 mcg/kg/min IV/I0O (Paramedic Only) (Pump Only)
- Dopamine: 2-20 mcg/kg/min IV/10 (Paramedic Only)

Adrenal Insufficiency Treatment: Adrenal Insufficiency Treatment:
* Patient’s hydrocortisone (Solu-Cortef): is * Patient’s hydrocortisone (Solu-Cortef): is
preferred: preferred:
- 212 years: 100 mg IM. - 0-3years:25 mg IM.
* Methylprednisolone: - 3-12 years: 50 mglM.
- 2mg/kgIV/I0, max 125 mg. - 212 years:100 mg IM.
¢ Methylprednisolone:
- 2mg/kgIV/10, max 125 mg.




Sepsis: Adult & Pediatric

Includes: patients meeting sepsis criteria (Elements from Boxes 1and 2) as well as severe sepsis orseptic
shock (Elements from Boxes 1, 2, and 3).
* Suspected Infection or Suspected Infection
immunosuppression * Temperature abnormality on assessment or
* Openwounds, sores, cellulitis within 4 hours of assessment
« UTI * Openwounds, sores, cellulitis
* Pneumonia * UTlor Pneumonia
*  Meningitis *  Meningitis
* Indwelling medical device High-Risk Criteria
* Vomiting, diarrhea * Malignancy
* Recentsurgery/procedure * Aspleniaorsickle cell disease
* Chemotherapy <6 weeks * Bone marrow transplant
* Chronicsteroid use * Indwelling medical device
* Solidorgantransplant
* Severeintellectual disability or cerebral palsy
* Immunocompromise, chronicsteroid use
Two or more markers of Systemic | Exam ) 0-2y 22-10y 210-14y
Inflammatory Response Criteria ot
Syndrome (SIRS)
- Tempz 100 or< 97 HR >190 >140 >100
* HR2>90 RR >50 >34 >30
: gll:(uiozsoe >140 in non-diabetic Pulses Decreased, weak, orbounding
* Altered mental status Cap refill Delayed (>2 sec) or flash (<1 sec)
Skin Mottled, ruddy, petechiae
Mental status Decreased, irritability, confusion,
inappropriate crying, poor
interaction, diminished arousability

Findings of Shock

SBP < 90 or MAP < 65 or SBP
drop of 40 mmHg from prior
baseline

EtCO,< 25

0,s5at<92% on RA

Mottled or cold extremities
Central cap refill >3 seconds
Purpuricrash

Noradial pulse

SBP< 70 + (ageinyr X 2).

3 or more exam criteria.

2 or more exam criteriain patient meeting high-
risk criteria.

EMT

* |nitiate Universal Care.

AEMT

* Administer 20 mL/kgIV/IOfluid bolus, referto treatment for Shock as indicated.
* 2 largeborelVspreferredforlVfluids. Consider|O placement early.
* Do notdelaytransportif unsuccessful.

EMT-I/Paramedic




.

CardiacArrest (VF/VT/Asystole/PEA): Age 8 and Older

Toc

Includes: patients with cardiacarrest. For adult patients who obtain return of spontaneous circulation (ROSC), refer to
Post-Cardiac Arrest and Return of Circulation (ROSC): Adult.

Excludes:

* Patients sufferingcardiacarrestdueto severe hypothermia.

* Patients with identifiable Do Not Resuscitate (or equivalent) order, refer to Do Not Resuscitate.

* Patients with traumatic cardiacarrest, refer to General Trauma Management and Traumatic Cardiac Arrest TOR.

EMT

* For patients with PRESUMED CARDIAC ETIOLOGY for cardiac arrestimmediately perform 200 continuous chest
compressions (CCR/MICR).
- Compressionrate: 100-120/minute.
— Depth atleast2 to 2.4 inches (5cm).
- Ensure adequate recoil.
— Chest compressions should resumeimmediately after defibrillation attempts with no pauses for pulsechecks.
- Initiate passive oxygenation atflushrate O, (non-rebreather mask with oral airway).

* IfNON-CARDIAC ETIOLOGY, immediately begin manual ventilation (BVM or supraglottic airway (STR)) at rate of 10
breaths per minute.

* Attach AED without interruption of chest compressions.
- Ifarrestwitnessed by EMS or adequate bystander CPR has been performed, immediately perform rhythm

analysisand defibrillation, if appropriate. %
- Ifarrestis unwitnessed or inadequate bystander chest compressions, perform 200 compressions prior to
rhythm analysis.

* Perform 4 rounds chest compressions. Check rhythm (and pulsewhen indicated), defibrillateifindicated between
rounds.

* CARDIAC ETIOLOGY: If no responseafter 8 minutes, begin manual ventilation (BVM or supraglottic airway (STR)) at
rate of 10 breaths per minute.
- Airway management should notinterrupt compressions.
- Avoid excessiveventilation volumeand pressure.

AEMT

* IV/IO access as soon as possiblewithoutinterrupting chest compressions.

EMT-I/Paramedic

* Defibrillateat360J monophasic or biphasicequivalent.

* Apply cardiacmonitor/defibrillator.
* Placeadvancedairway after 4 rounds of compressions (orimmediately if NON-CARDIAC ETIOLOGY suspected).%

* Epinephrine: 1mg (0.1 mg/mL) 1V/IO every 3-5 minutes (max 3 total doses of epinephrine).

* For shock-refractory VF/Pulseless VT, consider:

- Amiodarone: 5 mg/kg, max 300 mg IV/I0, repeat athalfthe original dose (Paramedic Only) (or)

- Lidocaine: 1-1.5 mg/kg I1V/I0, may repeat at halfthe original dose every 5 minutes (max total dose of 3 mg/kg).
* For Torsades de Pointes:

- Magnesium sulfate: 2 g IV/IO (Paramedic only).

Consider reversiblecauses of cardiac arrest:

* Hyperkalemia

*  Hypovolemia

* Tricyclicantidepressantoverdose

* Tension pneumothorax

* Ifpatientremains unresponsiveto treatment — refer to Non-Traumatic TOR.

* Iffindings of hyperkalemia are present, administer IVfluids and:
- Calcium Gluconate :2 g IV/IO over 5 minutes (Paramedic only) (or)
- Calcium Chloride: 1 g IV/IO over 5 min (Paramedic only), ensurelV patency and do not exceed 1
mL/minute.
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CardiacArrest (VF/VT/Asystole/PEA): Pediatric Age < 8

Includes: pediatric patients aged <8 with cardiacarrest.

Excludes:

* Newborns, refer to Neonatal Resuscitation.

* Patients sufferingcardiacarrestdueto severe hypothermia.

* Patients with identifiable Do Not Resuscitate (or equivalent) order, refer to Do Not Resuscitate.
* Patientsinarrestdue to traumatic etiology, refer to General Trauma Management.

EMT

* Initiatechestcompressions.
- Compressionrate: 100-120/minute.
- Depth: atleastgreater than or equal to one-third AP chest diameter. No deeper than 2.4 inches.
- Ensure adequate recoil.
- Chest compressions should resumeimmediately after defibrillation attempts with no pauses for pulsechecks.
e Attach AED.
- Ifarrestwitnessed by EMS or adequate bystander CPR has been performed, immediately perform rhythm
analysisand defibrillation, if appropriate.
- An AED equipped with a pediatric attenuatoris preferred for infants and children;if not available, may use
adult AED.

* Ensure patent airway -place OPA or supraglotticairway (STR), begin ventilations.
* Airway management should not interrupt compressions.
* Compression-to-breath ratio, if ventilating with BVM:

- Singlerescuer =30:2 or 2-rescuers =15:2

AEMT

* |V/IO access as soon as possiblewithoutinterrupting chest compressions.
* Placeadvancedairwayas indicated.

EMT-I/Paramedic

*  Apply cardiacmonitor/defibrillator.
* Ifarrestwitnessed by EMS or adequate bystander CPR has been performed, immediately perform rhythm

analysisand defibrillation, if appropriate.
» Defibrillateat2 J/kg, second shock 4 J/kg, subsequent shocks greater than or equal to 4 J/kg, max 10 J/kg.

* Epinephrine: every 3-5 minutes
- 0.1 mg/mL, 0.01 mg/kg IV/IO (or)
- 1mg/mL, 0.1 mg/kg ETT.

e  For VF/Pulseless VT, consider:
- Amiodarone (Paramedic only): 5 mg/kg 1V/IO (max 300 mg) (or)
- Lidocaine: 1 mg/kg IV/10.

* For Torsades de Pointes:
- Magnesium sulfate: 25-50 mg/kg IV/10 (Paramedic only).

Consider reversible causes of cardiac arrest:
* Hyperkalemia

* Hypovolemia

* Tension pneumothorax

* IfECG Changes in Hyperkalemia are present, administer IV fluids and:
- Calcium Gluconate: 100 mg/kg IV/10 over 5 minutes, max dose 2 g (Paramedic only) (or)
- Calcium Chloride: 20 mg/kg (0.2 mL/kg) IV/10 over 5 min, max dose 1 g (Paramedic only), ensure |V
patency and do not exceed 1 mL/minute.




Post-Cardiac Arrest and Return of Spontaneous Circulation (ROSC
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Care, Transportto Cardiac Receiving Center (CRC): Adult

Includes: patients with return to spontaneous circulation following cardiac arrest resuscitation.

EMT

Support Airway/Oxygenation/Ventilation.
» Titrate oxygento Sa0, of 294%. Avoid hyperoxygenation.
* Maintainventilation rate of 8 bpmif no spontaneous respirations. Avoid hyperventilation.

Evaluate and treat hypoglycemia.

* Checkbloodglucose.

* Ifhypoglycemic(BG<60 mg/dL), referto Hypoglycemia.

* If hyperglycemic, notify hospital on arrival, refer to Hyperglycemia.

* Notifyreceivingfacility as soon as possible.
* Transportto a recognized Cardiac Receiving Center when feasible and resources available.

Exclusion Criteria for Transport to a Recognized Cardiac Receiving Center:
Transportto the closest appropriate facility, if any of the following apply:
* Traumaticcardiac arrest,
* Ongoing CPRwithout ROSC,
* Iftransportto CRC will add >15 additional minutesto transporttime,
* Age< 15 years.

AEMT

* Advancedairway asindicated (supraglottic/esophageal).

Maintain hemodynamicstability.

* If systolicBP < 90 mmHg considerfluid bolus IV/10, refer to Shock.

*  While administering fluid boluses, frequently reassess perfusion forimprovement and/or fluid
overload. If patient develops signs of fluid overload, discontinue IVF infusion.

* Preventhyperthermia.
* Do notwarm patientunless environmentalhypothermiais suspected.

EMT-I/Paramedic

* Advancedairway asindicated.

* |f EtCO,available, maintain at 35-45 mmHg. Avoid hyperventilation.
* Perform12-lead ECG.

* For persistent hypotension unresponsive to IV fluids, refer to Shock.




Obvious/Apparent Death: 32
Adult & Pediatric ToC

At a likely crime scene, disturb as little potential evidence as possible.

Excludes:

Hypothermia, drowning, or lightning strikes.

If patientdoes not meetthe criteriabelow, refer to Traumatic Cardiac Arrest TOR or Non-Traumatic
TOR or Do Not Resuscitate Status/Advanced Directives/Healthcare Power of Attorney (POA) Status
as indicated.

EMT

If the patient meets the criterialisted below, no resuscitative efforts need to be initiated. On-line
medical directionis NOT necessary. Contact law enforcement and initiate grief support. An EMS
provider mustremain with the patient until released to law enforcement, medical examiner, crisis
response, orotherauthorized personnel.

For these conditions, documentation of pulseless and apneicstateis NOT required:

- Decapitation

- Decomposition

- Transection of the torso

- Incineration: 90% of body surface area with full thickness burns as exhibited by ash ratherthan
clothingand complete absence of body hair with charred skin

For these conditions, documentation of pulseless and apneicstate IS required:

- Dependentlividity

- Rigormortis

- Injuriesincompatible with life (such as massive crush injury, complete exsanguination, severe
displacement of brain matter)

For all othersthatdo not meetabove criteria:
- Referto Traumatic Cardiac Arrest TOR or Non-Traumatic TOR or Do Not Resuscitate
Status/Advanced Directives/Healthcare Power of Attorney (POA) Status as indicated.

AEMT

EMT-1/Paramedic
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Do Not Resuscitate Status/Advanced Directives/Healthcare 33

Power of Attorney (POA) Status: Adult & Pediatric Toc

1.

Patients must have one of the following documents or a valid alternative (such as identification
braceletindicating wishes) immediately available:

Any of the documents described above are valid when they meet all of the following criteria:

If there is question about the validity of the document/instrument, the best course of actionisto
proceed with the resuscitation until additional information can be obtained to clarify the best course
of action and contact on-line medical direction.

Do Not Resuscitate (DNR) order “orange form”: identifies that CPR and intubation are not to be
initiated if the patientisin arrest. The interventions covered by this orderand the details around
whentoimplementthem canvary widely.

Provider Orders for Life Sustaining Treatment (POLST) or Medical Orders for Life Sustaining
Treatment (MOLST): explicitly describes acceptable interventions forthe patientin the form of
medical orders, mustbe signed by aphysician or otherlicensed medical providerto be valid.
Advanced directives: document that describes acceptable treatments underavariable number of
clinical situationsincluding some orall of the following; what to do for cardiac arrest, whether
artificial nutritionis acceptable, organ donation wishes, dialysis, etc. Frequently does notapply to
emergent or potentially transient medical conditions.

In the absence of formal written directions (MOLST, POLST, DNR, advanced directives), aperson on
scene with power of attorney for healthcare, or healthcare proxy, may prescribe limits of
treatment.

Intact condition; it should not been cut, broken or shows signs of being repaired (and)
Displays the patient’'s name and the physician’s name.

EMT

If the patienthasa valid DNR, no CPR or airway management should be attempted. Comfort
measures shouldstill be offered. If resuscitative efforts were initiated and a valid DNR was
recovered later, efforts may be discontinued.

If the patienthasa MOLST, POLST, or advanced directive, initiate CPR and airway management and
contact on-line medical direction for consideration or termination of resuscitation.

Ifthereisa valid DNRand there are signs of life (pulse and respirations), EMS providers should
provide standard, appropriatetreatment under existing protocols according to the patient’s
condition.

Ifthe patienthasa MOLST or POLST, contact on-line medical direction for specificguidance on how
to proceedinthissituation.

Contacton-line medical direction if forany reason an intervention thatis prohibited by an advanced
directive isbeing considered.

AEMT

EMT-1/Paramedic
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Non-Traumatic Termination of Resuscitative Efforts (TOR):
Adult & Pediatric

34

Includes:
* Anynon-traumatic cardiac arrest patient that has received resuscitationin the field, but has not
respondedtotreatment.

* Aftertermination, do notalter body conditioninany way orremove equipment (lines, tubes, etc.).
Doing so may compromise potential Medical Examinerinvestigation.

Excludes:

* Patientsin cardiacarrestassociated with medical conditions that may have better outcome despite
prolonged efforts, such as hypothermia, lightning strikes, submersion/drowning. Consider continuing
effortsinsuch casesor contact on-line medical direction.

* Patients meetingcriteriafor Obvious/Apparent Death.

EMT

* |nitiate resuscitation, refer to Cardiac Arrest (VF/VT/Asystole /PEA: Age 8 and Older or Cardiac
Arrest (VF/VT/Asystole/PEA): Pediatric Age < 8. If a valid DNRis available referto Do Not
Resuscitate Status/Advanced Directives/Healthcare Power of Attorney (POA) Status.

* Perform4roundsof CCR/MICR or ACLS. Focus on resuscitation on-scene versus “load and go.”

* Apply AEDand follow prompts.

* ConsiderTermination of Resuscitation (TOR) if the following criteria are met:
- NotWitnessed,
- Noshock advised by AED,
- NoROSC (return of spontaneous circulation).

* If patientmeetsall 3TOR criteria after4 rounds of CCR/MICR, consider TOR. TOR requires on-line
medical direction. If ROSCis achieved, continuetreatment and referto Post Cardiac Arrest and Return
of Spontaneous Circulation (ROSC) Care, Transport to Cardiac Receiving Center (CRC).

* Contacton-line medical direction if patient does not meet all TOR criteria or other special circumstances
surround resuscitation orif the patientis<18.

AEMT

* IV/IO access as soon as possible withoutinterrupting chest compressions.

EMT-I/Paramedic

* Apply cardiacmonitor/defibrillator.
* For narrow complex PEA with rate > 40 or refractory VF/VT, consider resuscitation for up to 60 minutes
fromtime of dispatch.

* Inadditiontoabove criteriafor TOR, consider TORif the following:
- > 30 minute downtime, pulseless >60 sec, non-shockable rhythm (PEA/Asystole) (OR)
- Witnessed arrest, 20 minutes of resuscitation with PEA and ETCO, <10 (OR) non-shockable rhythm
(PEA/Asystole)




Traumatic Cardiac Arrest - Termination of Resuscitative (TOR)
Efforts: Adult & Pediatric

Includes:

* Anytraumatic cardiac arrest patient that has received resuscitation in the field but has not responded
to treatment.

* Aftertermination, do notalter body conditioninany way orremove equipment (lines, tubes, etc.).
Doing so may compromise potential Medical Examinerinvestigation.

Excludes:

* Patients meetingcriteriafor Obvious/Apparent Death.

* Patientswhoare foundinshockable rhythm orwhose rhythm changes to shockable. These patients
should, ingeneral, have full resuscitation continued.

* Patientsincardiacarrestassociated with medical conditions that may have better outcome despite
prolonged efforts, such as hypothermia, lightning strikes, submersion/drowning. Consider continuing
effortsinsuch casesor contact on-line medical direction.

*  Whenthe mechanism does not correlate with the clinical condition (suggesting anon-traumatic cause
of cardiac arrest) standard resuscitative measures should be followed.

EMT

* Provide resuscitation according to Cardiac Arrest (VF/VT/Asystole/PEA) Age 8 and Olderor
Cardiac Arrest (VF/VT/Asystole/PEA) PediatricAge < 8.

AEMT

EMT-I/Paramedic

Termination of Resuscitation (TOR) is appropriate in the following scenarios:

* Blunt/Penetrating Trauma:
- If pulsesare notrestored despite treatment of suspected airway obstruction with OPA/NPA. .
- Considerbilateral needle thoracostomy for suspected tension pneumothorax.

* Penetrating Trauma: Considertransportto Trauma Centerif transporttime < 15 minutes.

Contact on-line medical direction:
- patientis <18 yearsold
- if patientdoes not meetall TOR criteria
- otherspecial circumstances surround resuscitation

35
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Airway Management: Adult & Pediatric

Includes:

* Childrenand adults with signs of severe respiratory distress/respiratory failure.

* Patients with evidence of hypoxemia or hypoventilation.

Excludes:

* Patients with tracheostomies.

* Chronically ventilated patients.

* Newborn patients.

* Patientsinwhom oxygenation and ventilation is adequate with supplemental oxygen via nasal cannula
or face mask alone.

EMT

* Use BVMventilationinthe setting of * Use appropriate sized mask with BVM.
respiratory failure orarrest.

* Considerthe addition of oropharyngeal
airways (OPA) ornasopharyngeal airways
(NPA) or supraglottic (STR) for effective BVM.

* Avoidexcessive pressures orvolumesduring
BVM ventilation.

* Monitorpulse oximetry

AEMT

¢ Considerthe use of a supraglotticairway (SGA) * Use leastinvasive means of airway
if BVM is not effective in maintaining management.
oxygenation orventilation.

EMT-I/Paramedic

* Non-invasiveventilation techniques forsevere * Endotracheal intubation should be
respiratory distress orimpending respiratory considered only when lessinvasive
failure without decreased level of consciousness: methods fail. :
- Continuous positive airway pressure (CPAP) * Forchildren<8 yearsold, the only option
- Bi-level positive airway pressure (B-PAP) for cricothyroidotomyisneedle

* Whenlessinvasive methods are ineffective, use cricothyroidotomy.

endotracheal intubation.
* Tubesshouldbe continuously secured with a
commercial tube holderortape.
e Continuously monitor clinical signs and
EtCO, forthe intubated patient.
- EtCO;should be usedtoverify tube placement
and prevent hyper- or hypoventilation.

* Gastric decompression may improve oxygenation
and ventilation.

* Considercricothyroidotomy (Paramediconly)
when patients cannot be oxygenated/ventilated
with above interventions and the risk of death
seemstooutweightheriskofa procedural
complication.




Pediatric Respiratory Distress— Wheezmg
< 2 Years Old (Bronchiolitis)

Includes: Child <2 yowith wheezing ordiffuse rhonchi.

Excludes: Suspected Anaphylaxis, Croup, epiglottitis, foreign body aspiration, submersion/Drowning.

EMT

* |nitiate Universal Care.

* Suctionthe nose and/ormouth (viabulb, Yankauer or catheter) if excessive secretions are
present.

* Supplemental oxygen: escalate from nasal cannulato face mask to non-rebreather mask as neededin
orderto maintain normal oxygenation.

* BVM ventilation for children with respiratory failure.

AEMT

* |Vshouldonlybe placedforclinical concerns of severe dehydration requiringimmediate treatment or
foradministration of IV medications.
* Forsevere respiratory distress, if suctioning and oxygen fail to resultin clinical improvement, administer
- Epinephrine: 1 mg/mL, 3 mg (3 mLin 3 mLNS) nebulized.
o Patientsreceivinginhaled epinephrine should be transported to definitive care.

EMT-I/Paramedic

* Forsevere respiratory distress, non-invasive positive pressure ventilation or high flow nasal cannula may
be administered, if available.
- Do notdelay administration of medication to administer non-invasive positive pressure ventilation.

* Supraglotticdevices and intubation should be utilized only if BV Mventilation fails.

* Theairwayshould be managedinthe leastinvasive way possible.




Pediatric Stridor (e.g., Croup)

Includes: History of stridor or barky cough.

Excludes: Suspected Anaphylaxis, foreign body aspiration, submersion/Drowning, Asthma, Bronchiolitis.

EMT

* Initiate Universal Care.

* |nitiate BVMventilation forchildren with respiratory failure.

* Suctionthe nose and/ormouth (viabulb, Yankauer or catheter) if excessive secretions are present.
* Monitor pulse oximetry.

AEMT

* Forsevere respiratory distress, if suctioning and oxygen failtoresultin clinicalimprovement,
administer
- Epinephrine: 1 mg/mL,5mg (5 mLin3 mLNS) nebulized
o Repeatepinephrine atthe above dose with unlimited frequency forongoing distress.
o Patientsreceivinginhaled epinephrineshould be transported to definitive care.

EMT-I/Paramedic

* EtCO, should be routinely monitored as an adjunct to otherforms of monitoring.

* Dexamethasone: 0.6 mg/kg PO/IM/IV/IO, max dose 16 mg.

* Forsevere respiratory distress, non-invasive positive pressure ventilation may be administered, if
available.
- Do notdelay administration of medication(s) to administer non-invasive positive pressure ventilation.

* Supraglotticdevices and intubation should be utilized only if BVMventilation fails.

* Theairwayshould be managedinthe leastinvasive way possible.

* Considerperforming 12-lead ECGif there are no signs of clinical improvement after treating respiratory
distress.




Pediatric Brief Resolved Unexplained Event (BRUE)/Ped|atr|c
Apparent Life Threatening Event (ALTE) o)

Includes:

A patient with an episode thatis frighteningto the observer with some combination of the following:

* Absent, decreased orirregularbreathing (apnea: central or obstructive) including choking or gagging,
* Colorchange (usually cyanosis or pallor),

* Marked change in muscle tone (flaccid orrigid).

Excludes:

* Age> 12 months,

* Seizures,

* Respiratory distress,

* Cardiopulmonary arrest, referto Cardiac Arrest (VF/VT/Asystole/PEA): PediatricAge < 8,
*  Trauma with known mechanism of injury, refer to General Trauma Management.

EMT

* Initiate Universal Care.
* Have highindex of suspicion forabuse in children presenting with BRUE/ALTE.
* Checkbloodglucose; referto Hypoglycemiaif appropriate.

AEMT

* |Vsshouldonlybe placedinchildren forclinical concerns of shock, orwhen administering IV
medications.

EMT-I/Paramedic

* Supraglotticdevices and intubation should be utilized only if bag-valve-mask ventilation fails in setting of
respiratory failure orapnea. The airway should be managed in the leastinvasive way possible.

* Regardlessof patientappearance, all patients with a history of signs or symptoms of BRUE/ALTE should
be transported forfurtherevaluation.

* Givenpossibleneedforintervention, all patients should be transported to facilities with baseline
readinessto care for children, where available, perlocal protocol.




Neonatal Resuscitation page 1 of 2
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Includes: all neonatesimmediately following birth.

EMT

Waitat least 30 — 60 seconds post-delivery before clamping and cutting the umbilical cord.

Clamp cord in 2 places and cut between clamps if still attached to the mother.

Warm, dry, and stimulate baby for 30 seconds.

Wrap infantin dry towel and keep as warm as possible during resuscitation. Keep head covered if
possible. If gestational age islessthan 32 weeks, additionalthermoregulation interventions are
recommended (plasticwrap or bag).

If strong cry, regularrespiratory effort, good tone, and term gestation, infant should be placed skin to
skinwith motherand covered withdry linen.

If weak cry, signs of respiratory distress, poortone, or preterm gestation, then position airway (sniffing
position) and clearairway as needed. If thick meconium or secretions are present and signs of
respiratory distress, suction mouth then nose.

Considerchecking blood glucose for ongoing resuscitation, maternal history of diabetes, illappearing, or
unable to feed. Referto Hypoglycemiaas needed.

First 30-60 seconds:
If heart rate > 100 beats per minute:

Monitorfor central cyanosis and provide blow-by oxygen as needed.
Monitorfor signs of respiratory distress. If apneicorin significant respiratory distress, initiate BVMM
ventilation with room airat40-60 breaths per minute.

If heart rate < 100 beats per minute:

Initiate BVMventilation with room air at 40-60 breaths per minute while monitoring heart rate closely.
If no improvement after 90 seconds: change O, delivery to 100% FiO, until heartrate normalizes

If heart Rate < 60 beats per minute:

Ensure effective ventilations with supplementary oxygen and adequate chestrise.

If no improvement after 30 seconds, initiate chest compressions (2 thumb technique preferred).
Coordinate chest compressions with BVMventilations (3:1 ratio, 90 compressions and 30 breaths per
minute).

AEMT

EMT-I/Paramedic

If apneicorinsignificant respiratory distress, consider endotracheal intubation as perlocal protocols.
Intubationis recommended priorto beginning chest compressions. If intubation is not successful or not
feasible, alaryngeal mask may be used.
- Newborns>2 kg and greaterthan 34 weeks gestation require asize 3.5endotracheal tube.
Epinephrine isindicated if the newborn’s heart rate remains less than 60 beats/min after at least 30
seconds of positive-pressure ventilations (PPV) that move the chest, preferably through a properly
inserted endotrachealtube or laryngeal mask, and another 60 seconds of chest compressions
coordinated with PPV using 100% oxygen.
- Epinephrineis notindicated beforeyou have established ventilation that effectively inflates the
lungs.
- Epinephrine:
o 0.1 mg/mL,0.01 mg/kgIV/IO (or)
o 0.1 mg/mL,0.1 mg/kg via ETT if noIV/IO access.
Administer 20 mL/kg IV/IO fluid bolus for signs for shock or post-resuscitative care.




Maintain Temperature
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Providers to stay within their Scope of Practice
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Childbirth oc

Includes: Imminentdelivery with crowning.

Excludes: Vaginal bleedingin any stage of pregnancy without signs ofimminentdelivery, referto
Obstetrical/Gynecological Conditions.

Emergenciesinfirstorsecond trimester of pregnancy, refer to Obstetrical/Gynecological Conditions.
Seizure from eclampsia, which can occur up to 6 weeks postpartum, referto Seizures.

EMT

* Deliveryshould be controlled and supportthe newborn’s head.

* Checkthe umbilical cord. If surrounding the neck, slipitoverthe head. If unable tofree the cord from the
neck, double clamp the cord and cut betweenthe clamps.

* Do NOT routinely suction the infant’s airway (even with a bulb syringe) during delivery.

* Graspingthe head with hand overthe ears, gently pull down to allow delivery of the anterior shoulder.

* Gently pulluponthe headto allow delivery of the posterior shoulder.

* Slowlydeliverthe remainder of the infant.

* Waitat least 30— 60 seconds postdelivery before clamping and cutting the umbilical cord.

* Clampcord 2 inches from the abdomen with 2 clamps and cut the cord between the clamps.

* Record APGARscoresat 1and 5 minutes. After delivery of infant, suctioning (including suctioning with a
bulb syringe) should be reserved forinfants who have obvious obstruction to the airway orrequire positive
pressure ventilation. Refer to Neonatal Resuscitation for further care of the infant.

If complications of delivery are identified, perform the following steps:

* ShoulderDystocia: if delivery fails to progress after head delivers, quickly attempt the following:

- Hyperflexmother’s hips to severe supine knee-chest position.
- Apply firmsuprapubicpressure to attempt to dislodge shoulder.
- Apply high-flowoxygen to mother.
* Prolapsed Umbilical Cord:
- Place glovedfingers betweeninfant and uterus to avoid compression of cord.
- Consider placingmotherin prone knee-chest position.
- Apply high-flowoxygen to mother.
* Maternal cardiac arrest:
— Apply manual pressure to displace uterus fromright to left.
- Referto Cardiac Arrest (VF/VT/Asystole/PEA): Age 8 and Older.
- Transportas soon as possible ifinfantis estimated to be over24 weeks gestation (perimortem Cesarean
section atreceivingfacility is most successfulif done within 5 minutes of maternal cardiacarrest).

* Breechbirth - if head fails to deliver:

- Place gloved handinto vaginawith fingers between infant’s face and uterine wall to create an open
airway.

- Applyhigh-flowoxygen to mother.

- Transportas soon as possible and contact on-line medical direction and/or closest appropriate receiving
facility for direct medical oversightandto prepare team.

* The placentawill deliver spontaneously, often within 5-15 minutes of the infant. Do notforce the placenta
to deliver. Contain all tissue in plasticbagand transport.

* Afterdelivery, massagingthe uterus andallowing the infant to nurse will promote uterine contraction and
help control bleeding.

AEMT

EMT-1/Paramedic

* Ifsignsor symptoms of pre-eclampsia (BP >140/90 and blurred vision, dizziness, headache, altered mental
status, peripheral edema, abdominal pain, nausea, orvomiting):
- Magnesiumsulfate: 4 g IV over 10-15 minutes (Paramedic Only).




Obstetrical/Gynecological Conditions
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Includes:

Female patient with vaginal bleedingin any trimester of pregnancy,
Female patient with pelvicpain or possible ectopic pregnancy,
Maternal age at pregnancy may range from 10 to 60 years of age.

Excludes:

Childbirth and active labor. Referto Childbirth.

Seizure related to pregnancy/eclampsia, which can occur up to 6 weeks postpartum, referto Seizures.

Post-partum hemorrhage, referto Shock.

EMT

Initiate Universal Care.

Check blood glucose. Refer to Hypoglycemiaif needed.

Monitor pulse oximetry if signs of hypotension or respiratory symptoms.

If signs of Shock or orthostasis are present, position patient supine and keep patient warm.
Patientsin third trimester of pregnancy should be transported on left side or with uterus manually
displacedtoleftif hypotensive.

Do not place hand/fingers into vagina of bleeding patient exceptin cases of prolapsed cord or
breech birth thatis not progressing. Refer to Childbirth.

AEMT

If signs of shock or orthostasis, refer to Shock.
Reassess vital signs and responseto fluid resuscitation.

EMT-1/Paramedic

Initiate cardiacmonitoring and obtain 12-lead ECGif there is history of syncope or lightheadedness.

Pre-eclampticsymptoms:
- BP >140/90 and blurredvision
- dizziness
- headache
- altered mentalstatus
- peripheraledema
- abdominal pain
— nausea orvomiting
o If pre-eclamptic, treat with Magnesium sulfate: 4g IV over 10-15 minutes (ParamedicOnly).




General TraumaManagement: Adult & Pediatric
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Includes:

Blunttrauma,
Penetratingtrauma,
Burns.

EMT

Initiate Universal Care.

Primary survey

Establish patent airway with cervical spine precautions (refer to Airway Management and Spinal

Motion Restriction as needed).

Hemorrhage control, refer to External Hemorrhage Management.

- Applydirectpressureortourniquet (if extremity hemorrhage) as needed to control bleeding.
Monitor oxygen saturation, provide supplemental oxygen.

For open chestwound, place semi-occlusive dressing.

If pelvisis unstableand patientis hypotensive, place pelvicbinder orsheetto stabilize pelvis.
Maintain spine precautions per Spinal Motion Restriction.

Splint extremity deformities per Extremity Trauma.

If clinical signs of traumaticbrain injury, refer to Traumatic Brain Injury (EPIC-TBI).

Evaluate forincreasedrisk for bleeding, see Blood Thinner List.

AEMT
* IfSBP <90 mmHg or HR > 120, give 1 LIV/IO * Iftachycardiaforage with signs of poor 1‘_;
fluid bolus, may repeat asindicated. perfusion, give 20mL/kg IV/10 fluid \Lﬁ}ﬁ\
* Provide pain medications per Management of bolus, mayrepeatasindicated. -
Acute Pain. * Provide pain medications per
Management of Acute Pain.

EMT-I/Paramedic

If absent or diminished breath soundsin a hypotensive patient, consider tension pneumothorax.
Perform needle decompression.

Avoid hypothermia.

Transportto mostappropriate facility perlocal protocol.
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Burns: Adult & Pediatric

Includes:

e Patients sustaining thermal burns,

* Patientswho are exposedtoelectricalcurrent (ACor DC),

* Patientsof allages who have beenthe victim of lightning strike injury.

Excludes:
* Chemical andradiation burns, refer to Radiation Exposure or Chemical Burns, as needed.

EMT

* Verifysceneissecure.
* Initiate Universal Care.
* Assessforcardiacarrest.

- Even patients who appear dead may have good outcomes with promptintervention, refer to Cardiac
Arrest (VF/VT/Asystole/PEA): Age 8 and Older or Cardiac Arrest (VF/VT/Asystole/PEA): Pediatric Age
<8.

* Determine characteristics of source if possible. ACor DC, voltage, amperage, time of injury.

* Consider pain management, refer to Management of Acute Pain.

* Monitoroxygen saturation, provide supplemental oxygen as needed or if patient rescued from confined
space.

» Referto Cyanide Poisoning and Carbon Monoxide/Smoke Inhalation as needed.

e Assistrespirations as needed.

* Stoptheburning:

— Soakclothingand skin with water if burning orsmoldering.

— Remove clothingif not stuck to patient.

— Remove jewelry.

* Evaluate forhighriskburninjuries, referto Burn Triage.

* Leave blistersintact.

e Coverburnswithdry dressingorclean sheet.

* Keeppatientwarm.

* Estimate BSA burned and depth of burn, refer to Burn Estimation Charts.

AEMT

* Ifestablishing |V access, avoid placement through burned skin.
* Initiate fluid resuscitation:
- 20 mL/kg IV/IOfluid bolus, repeat as needed.
- If patientinshock, give fluid per Shock.
- Manage pain appropriately, refer to Management of Acute Pain.

EMT-1/Paramedic

* Initiate cardiacand EtCO, monitoring.
* Ifthermal burnto airway is suspected, early airway control is vital. Referto Airway Management.




External Hemorrhage Management: Adult & Pediatric
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T0

(@]

Includes: patients with uncontrolled bleeding.

EMT

* Applydirect pressure/pressure dressing/wound packingtoinjury.

* Ifdirectpressure ineffective orimpractical (hemorrhage not controlled)

Applyatourniquet.

* Ifhemorrhage isnot controlled (e.g. junctionalinjury)

Apply atopical hemostaticagent with direct pressure or commercially available junction hemorrhage
control device.

* Iftourniquetapplied:

Do notrelease a properly-applied tourniquet untilthe patient reaches definitive care.

Use of tourniquet for extremity hemorrhage is strongly recommended if sustained direct pressureis
ineffective or impractical.

Use a commercially available, windlass, pneumatic, or ratcheting device that has been demonstrated
to reliably occlude arterial flow.

Avoid applying narrow, elastic, or bungee-type devices.

Utilize improvised tourniquets only if no commercial device is available.

* Applyatopical hemostaticagent, in combination with direct pressure, for wounds in anatomicareas
where tourniquets cannot be applied and sustained direct pressure alone is ineffective orimpractical.

Only apply topical hemostaticagentsin agauze format that supports wound packing.
A commercially available junction hemorrhage control device may also be considered.

AEMT

EMT-1/Paramedic




Extremity Trauma: Adult & Pediatric &42

Includes: patients with amputations or potential extremity fractures or dislocations.

EMT

For active bleeding, refer to External Hemorrhage Management.

Evaluate for

- deformity orinstability,

- neuro status of extremity,

- pallor,

- pulse,

- capillary refill,

- degree of bleeding/blood loss, with assessment of the color of the blood and if itis pulsatile or not.
Stabilize suspected fractures/dislocations.

Apply splintto limit movement of suspected fracture.

- Reassessdistalneurovascular status afterany manipulation or splinting.

Elevate extremity fractures above heart level whenever possible to limit swelling.

Applyice/cool packstolimitswellingin suspected fractures orsoft tissue injury; do notapply ice directly to skin.
Amputation:

- Transportamputated part(s) wrappedinadry, sterile dressing.

- Placeinawatertight containerorplasticbag.

- Keepcool, butdonotplace directlyonice.

Manage pain, refer to Management of Acute Pain.

AEMT

Strongly consider administering pain medication according to Management of Acute Pain before attempting to
move a suspected fracture.

EMT-1/Paramedic

Crush Injury:

High flow oxygen.

Initiate 10-15 mL/kgIV/10 fluid bolus priorto extrication if possible.

For significant crush injury or prolonged entrapment of extremity, consider

- Sodium Bicarbonate: 1 mEq/kg1V/10, maximum dose 50mEq bolus over5 minutes.

Apply cardiacmonitorto assess for peaked Twaves or otherfindings consistent with hyperkalemia. Refer to ECG
Changesin Hyperkalemiaas needed.

If findings suggestive of hyperkalemia, continue fluid | « Iffindings suggestive of hyperkalemia, continue
resuscitation with 500-1000 mL/hr 1V/10 fluid fluid resuscitation with 100mL/kg/hr1V/IO
infusion. fluid infusion.
If findings of hyperkalemia are present, ¢ Iffindings of hyperkalemiaare present,
maintain continuous cardiac monitoring, maintain continuous cardiac monitoring,
administer |V fluids and: administer |V fluids and:
- Calcium Gluconate (Paramediconly) - Calcium Gluconate (Paramediconly) e

2 g IV/10 over5 minutes (or) 100 mg/kgIV/I0 over5 minutes, max
- Calcium Chloride (Paramediconly) dose 2 g (or)

1 g IV/10 over 5 minutes, ensure |V - Calcium Chloride (Paramediconly)

patencyand do notexceed 20 mg/kg (0.2 mL/kg) IV/IO over5

1 mL/minute (and) minutes, max dose 1g, ensure IV
— Albuterol 5mg nebulized. patency and do notexceed

1 mL/minute (and)
- Albuterol 5mg nebulized.
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TraumaticBrain Injury (EPIC-TBI): Adult & Pediatric 10C

Includes: Adultorpediatric patient with suspicion of TraumaticBrain Injury (EPIC-TBI) by mechanism, GCS,
or exam.

EMT
Airway/Breathing: * BLS airway maneuvers asindicated:
* Continuously monitor pulse oximetry. - Infants (0-24 mo): 25 breaths/min
* Oxygensupplementation 15L/min - Children(2-14yrs): 20 breaths/min
* Preventany desaturation <90%. - Adolescents (15-17yrs): 10 breaths/min
* BLS airway maneuversasindicated. (same as adults) o
e BVM10 breaths/min as needed to maximize SaO,
* Do not hyperventilate patient.

Circulation:
* Frequentblood pressure, Sa0,, HR measurement (every 5minutes).
* Watch for early signs of shock such as tachycardia, falling systolicblood pressure.

Disability:

* Evaluate blood glucose, referto Hypoglycemia.

* Maintain cervical stabilization (refer to Spinal Motion Restriction).

* Control bleedingwith direct pressure if no suspected open skull injury.
* Trendneurologicstatus assessment (GCS).

AEMT

* |V/I0 access as needed for fluid administration. * Approachinghypotensionin children:
* Avoid hypotension. - 0-9yrs:SBP < [70+ (ageinyearsx 2)]
* For SBP approaching <90 mmHg or othersigns - 210 yrs: SBP <90 mmHg

of shock: * For hypotension orothersigns of shock:

- Initial treatment: 1L IV/1Ofluid bolus. - 20 mL/kg IV/10fluid bolus.

- Repeat500 mLIV/10fluid bolus until SBP >90 - Repeatuntil hypotension resolves.

mmHg.

EMT-1/Paramedic

* Initiate EtCO, monitoring for hypoventilation and apnea; target EtCO, 35-45 mmHg.
* If O, saturation <90% despite BLS airway, consideradvanced airway:
- Pre-oxygenatewith 100% O, BVM at age appropriate rate.
- Use with caution and monitor blood pressure if administering medications for intubation/sedation
and/orfor pain control.
- Avoid nasal intubation.




Spinal Motion Restriction (SMR): Adult & Pediatric
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Includes: Adult or pediatric patient with potential for spinalinjury due to blunt traumaticinjury.

Exclusion: Adultor pediatric patient with penetrating spinal injury (SMR not indicated).

EMT

Apply SMR if ANY of the following are present:

* Anyaltered mentalstatus (GCS < 15) including possible intoxication from alcohol or drugs, agitation.
* Pediatric patients may demonstrate altered mental status with agitation, apnea, hypopnea, or

somnolence (drowsiness).
* Midline neck orback painand/ortenderness.

* Focal neurologicsigns and/orsymptoms (ie. weakness, tingling, ornumbness).

* Anatomicdeformity of the spine.

* Torticollis (self-splinting or painful rotation/tilt of the neck).
* Unreliable patientinteraction including distraction from painful injury or distressing circumstances.
* Communication/language barrierthat prevents accurate assessment.

* Lack of cooperation orcontribution duringexam.

Consider SMRwith ANY high risk characteristics:

e @Guideline forField Triage mechanism criteria
(Step3),

* Age>65,

* Axialloadinjuries (divinginjuries, spearing

tackle),

* Sudden acceleration/deceleration, lateral
bending forcesto neck/torso.

AppIySMRW|thANYh|gh risk mechanisms of injury:
High speed MVCor rollover,

* Axialloadinjuries (divinginjuries, spearing
tackle),

* Sudden acceleration/deceleration, lateral
bending forcesto neck/torso.

Eyi(s)

* Patients without any of the above findings may
be transported withoutthe use of acervical
collaror any other means to restrict spinal
motion. Low risk characteristicsinclude:

- Simple rearend collision,

- Noneck painonscene,

- Nomidline cervical tenderness,
- Ambulatoryonscene atany time.

* Low risk characteristics have not been studied
in pediatric patients are should not be used
alone todetermineneedforSMR.

* SMR may be achieved by use of a scoop stretcher, vacuum splint, ambulance stretcher, orlong spine

board with the patient safely secured.
*  Minimize time on backboards.

* SMR cannot be safely performed with a patientin asitting position.
» Ifelevationofthe headisrequired, the device used to stabilize the spine should be elevated atthe head
while maintaining alignment of the neck and torso.

* Children may require additional padding under_
the shoulders to avoid excessive cervical :
spine flexion with SMR. ()

AEMT

EMT-1/Paramedic




Poisoning/Overdose Universal Care: Adult & Pediatric

Presentation may vary depending on the concentration and type of poison or medication and duration of
exposure. Poisoning may occur by:
- Skin or mucous membrane absorption
- Ingestion
- Inhalation
- Injection
» Refertoguidelinesforspecificagentsasindicated
* ArizonaOpioid Assistance and Referral Line (OAR) 1-888-688-4222.
* Calltheregional poison control center: 1-800-222-1222.

EMT

* Ensuresceneissafe.

* ConsiderBody Substance Isolation orappropriate skin and respiratory personal protective equipment
(PPE).

* Safelyremove patientfrom hazardous material environment.

* Remove clothingand decontaminate skin if contaminated.

* |nitiate Universal Care, including pulse oximetry monitoring forrespiratory decompensation.

* Maintainor normalize patienttemperature.

* Attempttorecordand obtainallinvolved medications or products. Bringin medication containers or
considertaking pictures with camera-equipped, agency-owned device.

* Identifyintoxicatingagent by history, toxidrome, orenvironmental testing.

* |dentify antidote or mitigating agent.

* Children often showsigns of poisoning before
adults due toincreased absorption of poisons.

* Whenwetdecontaminating children, attemptto
prevent hypothermia.

* Wetinfantsareslippery;care should be @
exercised during decontamination to avoid f Y
additional injuries. o

24

AEMT

* Initiate IV/IO access.
* Administer20 mL/kgIV/IOfluid bolusif thereis evidence of hypoperfusion.

EMT-I/Paramedic

* Initiate EtCO, monitoring forrespiratory decompensation.

* |Initiate cardiacmonitoring and consider 12-lead ECG (special attention to abnormal rate, rhythm, QRS
prolongation, and QT prolongation).

* Considerblood samplesif EMS management might change value (e.g. carbon monoxide, glucose,
cyanide).

delirium (combativeness, tachycardia,
hyperthermia).

Referto Agitated or Violent Patient/Behavioral
Emergency.

Symptomaticdystonia, with extrapyramidal signs
or symptoms: consider Diphenhydramine:25 mg
IV/IO/IM.

* Use chemical sedation for patients with agitated | * Symptomaticdystonia, with extrapyramidal signs

or symptoms: consider Diphenhydramine:
1 mg/kgIV/IO/IM (max dose 25 mg).
Supraglotticdevices and intubation should be
utilized only if BVMventilation fails. The airway
should be managedinthe leastinvasive way
possible. s

o))




Acetylcholinesterase Inhibitor Poisoning (Nerve Agents,
Organophosphates, and Carbamates): Adult & Pediatric

DUMBELS mnemonicused to describe the signs and symptoms of organophosphate
toxicity:

D - Diarrhea

U - Urination

M - Miosis (pinpoint pupils)/Muscle weakness
B - Bronchospasm/Bronchorrhea/Bradycardia
E - Emesis

L - Lacrimation/Laryngospasm

S -Salivation/Sweating/Seizures

Central nervous system effects can manifest with seizures, coma, and/orapnea.

EMT
* Don appropriate personal protective equipment | * Whenwetdecontaminating children, attemptto
(PPE) prevent hypothermia. .
* Remove patient’s clothingand wash the skin ~_
with soap and water. ()

* Initiate Universal Care.
* ABCDE assessmentincluding pupils.
* Monitorpulse oximetry

AEMT

e EstablishIV/IO access.

EMT-1/Paramedic

* Initiate continuous cardiacand EtCO, monitoring.

* Atropine Sulfate 2-6 mg IV/IO. * Atropine Sulfate 0.1 mg/kgIV/10,upto 1-4
* Repeateddoses(2x previous dose) should be mg/dose. )
administered as needed every 3-5minutes. * Repeateddoses(2x previous dose) should :\;
be administered as needed every 3-5 Lﬁ}ﬁ
minutes. o

* Clinicalimprovement should be based upon the drying of secretions, improved respiratory effortand
pulse oximetry.

* Continuousand ongoing patientreassessmentis critical.

* For patients with seizure activity referto Seizures as needed.




Radiation Exposure: External and/or Internal Contamination:
Adult & Pediatric
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Includes: Patients exposedtoa known orsuspected source of radiation or contaminated with a radioactive
source, particularly patients exhibiting the signs and symptoms of acute radiation syndrome:

* Nausea

* Vomiting

* Diarrhea

* Dizziness

* Headache

* Altered mental status orloss of consciousness

Most patients will be asymptomatic, initially.

All body fluids from patients receiving systemic radiation therapy (particularly radioactive iodine) carry a
potential risk of minorexposure, usually to primary caregivers and family members. Use Body Substance
Isolation techniques, personal protective equipment (PPE), and Universal Precautions when caring for these
patients.

Standard PPE does not protect against penetrating radiation from aradioactive source, itonly mitigates
contamination. Limit radiation exposure effectively by limiting time around, maintaining distance from,
and using effective shielding against the source. Turnout gear and paper coveralls can be potentially
adequate PPEto prevent contamination.

EMT

* Ensure scene safety. * Whenwetdecontaminating children, attempt

* Don appropriate personal protective equipment. to preventhypothermia.

* Exercise universal precautions at all times.

* Initiate Universal Care.

* Decontamination should not delay stabilization
of limb- orlife-threatening traumaticinjuries.

* Place contaminated towels, wastewater, and
body fluidsin secured containers denoted for
radioactive waste materials.

* For skin contaminated with radioactive sources:
- Remove patient’s clothingand wash the skin
with wetgauze, skin wipes, orsoap and
water.
- Collectthe wastewater, if possible.

* Forinhalation contamination:
- Administer oxygen as appropriate
- Maintainthe airway as needed

* Trauma patients who have been exposed to radiation or contaminated with radioactive sources should
be triaged and treated on the basis of the severity of their conventional traumaticinjuries. If possible,
decontamination of the patientand wounds in particular should occur prior to arrival into a trauma bay
(onscene, outside of the ED). Referto General Trauma Management.

* Considertransporttoa burncenterincases of severe radiation exposure.

AEMT

EMT-1/Paramedic




Dermal Chemical Burns: Adult & Pediatric

Includes: Patients exposed to a chemical that can cause a topical burnincluding eyesand mucous
membranes.

EMT

* Ensurescene safety.

* Don appropriate personal protective equipment.

* Remove the patient’s clothing, if necessary.

* Contaminated clothingshould preferably be placed inimpermeable bags.

* Carefully brush off solid chemicals and/or blot off liquid chemicals prior to flushing with copious
amounts of water.

* Flushthe patient’s skin (and eyes, if involved) with copious amounts of tepid (body temperature) water
or normal saline.

* Take measuresto minimize hypothermia.

* Calculate the estimated total body surface areathatisinvolved; referto Burn Estimation Charts.

* For hydrofluoricacid exposure:
- Applygenerous amounts of calcium gluconate gel to the exposed skin sites, afterirrigating with

waterfor 3 minutes.
* Referto Management of Acute Pain as needed.

AEMT

* Initiate IV fluid resuscitation if necessary to obtain hemodynamicstability.

EMT-1/Paramedic

* Forchemical burnsof the eye:
- Proparacaine or Tetracaine eye drops for pain control: 1-2 dropsin affected eye(s). Wait 30-60
secondsforanestheticeffect.
- Considerthe use of Morgan Lens tofacilitate decontamination.
* For hydrofluoricacid exposure:
- Applycardiacmonitordue torisk of hyperkalemiaand hypocalcemia. Referto ECG Changesin

Hyperkalemiaas needed.

* Iffindings of hyperkalemiaare present, » Iffindings of hyperkalemia are present,
maintain continuous cardiac maintain continuous cardiac
monitoring, administer IV fluids and: monitoring, administer IV fluids and:
- Calcium Gluconate (Paramediconly) - Calcium Gluconate (Paramediconly)
2 g1V/IO over5 minutes (or) 100 mg/kgIV/10 over5 minutes,
- Calcium Chloride (Paramediconly) max dose 2 g (or)
1 g IV/I0 over5 minutes, ensurelV - Calcium Chloride (Paramediconly)
patency and do not exceed 20 mg/kg (0.2 mL/kg) IV/IO over5
1 mL/minute (and) minutes, max dose 1g, ensure IV
- Albuterol 5 mg nebulized. patency and do notexceed
* [Ifclinically significant signs and symptoms of 1 mL/minute (and)
hypocalcemia: - Albuterol 5mg nebulized.
- Calcium Chloride 1 g IV/I0 over5 minutes, * Ifclinically significant signs and symptoms of
ensure |V patency and do not exceed hypocalcemia:
1 mL/minute (ParamedicOnly). - Calcium Chloride 0.2 mL/kgIV/IO slowly
(Paramedic Only).




Stimulant Toxicity: Adult & Pediatric
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ToC
Includes: cocaine, amphetamines, methamphetamine, Ecstasy, phencyclidine (PCP), bath salts, etc.
EMT
* |Initiate Universal Care. * Children may experience acute coronary
¢ RefertoHyperthermia/Heat Exposure as syndrome due to coronary artery vasospasm
needed. caused by cocaine. 7
* Checkfor trauma, self-inflicted injury. * Seizuresare amore common serious event L/
* Askaboutchestpainand difficulty breathing. to stimulant poisoning. ;j(f

* For chest painreferto Chest Pain/Acute
Coronary Syndrome/ST-segment Elevation
Myocardial Infarction (STEMI).

* RefertoAgitated or Violent Patient/Behavioral

Emergency as needed.

AEMT

* |Initiate IV fluid resuscitation if necessary to obtain hemodynamicstability orto treat dehydrationand

hyperthermia.

EMT-1/Paramedic

* |nitiate cardiacmonitorand examine rhythm strip forarrhythmias.

* Monitor EtCO, for respiratory decompensation.
* Obtain12-lead ECG.

* Referto Agitated or Violent Patient/Behavioral Emergency as needed.




Suspected Cyanide Poisoning: Adult & Pediatric

Includes: occupational or smoke exposures (e.g., firefighting), industrial accidents, natural catastrophes,
suicide and murder attempts, and chemical warfare and terrorism. Signs and symptoms of high
concentration of cyanide include:
* Arrhythmias
* Cardiovascular collapse
* Cardiacarrest
* Loss of consciousness
* Seizures
* Apnea
EMT
Ensure scene safety.
Don appropriate personal protective equipment, e.g., special equipment for low oxygen environments
(SCBA).
Initiate Universal Care including pulse oximetry monitoring.
Safely remove patient from toxicenvironment and provide high flow supplemental oxygen vianon-
rebreather mask or BVM.
Ifindicated, expose patient, then coverto protect against hypothermia.
Consider consulting with Regional Poison & Drug Information Center (800-222-1222) fromthe scene as
needed.
AEMT
EMT-1/Paramedic
Initiate cardiacand EtCO, monitoringand * For patients with appropriate history and
analyze rhythm strip forarrhythmias. signs/symptoms of cyanide poisoning (e.g.
Obtain 12-lead ECG. cardiovascular collapse, shock, or
For patients with appropriate history and cardiopulmonary arrest):
manifesting one or more signs or symptoms of - Hydroxocobalamin (Cyanokit®)(Paramedic
high concentrations of cyanide: only)
- Hydroxocobalamin (Cyanokit®)(Paramedic o Collectpre-treatment blood sample, if
only) possible
o Collectpre-treatmentblood sample, if o 70 mg/kgIV/10 over2 minutes; (maximum
possible dose5g)
o 5glIV/I0over2 minutes o Additionaldose perlocal protocol (or)
o Additionaldose perlocal protocol (or) * Sodium Nitrite
Sodium Nitrite - 6mg/kgIV/I0 (0.2 mL/kg) at rate of 5
- 300 mg IV/I0 over2 minutes (and) mL/minute, max dose 300 mg (and)
Sodium Thiosulfate * SodiumThiosulfate
- 12.5 g IV/IO over5-10 minutes - 250 mg/kg (1 mL/kg) over5-10
minutes

May repeat Sodium Nitrite/Thiosulfate combination at one-half original doses if signs of poisoning
reappear.
Referto Seizures as needed.




Carbon Monoxide/Smoke Inhalation: Adult & Pediatric

Includes: known or suspected exposure to carbon monoxide (CO) or smoke fromfire, propane or
charcoal stoves/heaters, or combustion engines, and recreational enclosed smoking areas. Consider
scene/environment monitoring with commercial CO monitors if available. Patientand environmental CO
levels are helpful information for hospital personnel.

Patients may present with:

Mild Moderate to Severe
* Nausea e  Altered Mental Status
* Fatigue *  Tachypnea
* Headache *  Tachycardia
* Vertigo . Seizure/Convulsions
* Lightheadedness *  Chestpain, shortness of breath
* Dyspnea *  Cardiopulmonary Arrest

EMT

* Ensurescene safety.

* Don appropriate personal protective equipment, e.g., special equipment for low oxygen environments
(SCBA).

* |nitiate Universal Care including pulse oximetry monitoring.

» Safelyremove patient from toxicenvironment.

* Inquire about other possible exposed persons (otherinhabitants, neighbors, family member coming
home later).

* Monitortranscutaneous CO levels, if available.

* 100% oxygen vianon-rebreather mask or bag valve mask.

* RefertoSeizuresas needed.

AEMT

EMT-1/Paramedic

* |Initiate cardiacand EtCO, monitoring and analyze rhythm strip forarrhythmias.
* Obtain 12-lead ECG.
* Obtainbloodsample assoon as possible (for latertesting at the hospital) perlocal protocol.

COHb Signs and Symptoms

<20% Mild Headache, nausea, vomiting, dizziness, blurred vision

21-40% Moderate Confusion, syncope, chest pain, dyspnea, tachycardia, tachypnea,
weakness

41-59% Severe Dysrhythmias, hypotension, cardiacischemia, palpitations, respiratory

arrest, pulmonary edema, seizures, coma, cardiacarrest

>60% Fatal Death



Sulfide Poisoning: Adult & Pediatric

Includes: known or suspected sulfide poisoning. Sulfideis aCellular Asphyxiant.

* Signsand symptoms of sulfide poisoning mayinclude:
- May report “rottenegg” odor
- Upperairwayirritation
- Non-CardiogenicPulmonary Edema (late onset)
- Rapidcollapse
- Rapidolfactory overload- may notreportrotten eggodor

* Causative agentsinclude:
- Decayingorganic matter
- Petroleum refining
- Mining
- Pulp/Paperfactories
- Sewage
- Hot Asphaltfumes
- Septicsystems

* Note: “Rottenegg” odor may be present with aslittle as0.025 PPM

EMT

* Ensurescene safety.

* Don appropriate personal protective equipment, e.g., special equipment for low oxygen environments
(SCBA).

* Initiate Universal Care including pulse oximetry monitoring.

» Safelyremove patientfrom toxic environment and provide high flow supplemental oxygen via non-
rebreather mask or BVM.

* Ifindicated, expose patient, then coverto protect against hypothermia.

* Considerconsulting with Regional Poison & Drug Information Center (800-222-1222) fromthe scene
as needed.

* Confirmexposure, amount, and duration.

AEMT

EMT-I/Paramedic

* Initiate cardiac monitoring.
* Consider12-lead ECG.

¢ Sodium Nitrite (Tox Paramedic only): Sodium Nitrite (Tox Paramedic only):
* 300mg IV over5-10 minute, can * 0.33 ml/kgof3% solution IV over5-10 minutes,
administerfasterduring cardiacarrest. can administerfasterduring cardiacarrest.
* May repeatif noresponsein15-30 * May repeatif noresponsein 15-30 minutes. B
minutes. Y




Opioid Poisoning/Overdose: Adult & Pediatric

Includes: patients of all ages with access to opioids and known or suspected opioid use or abuse.
Excludes: patients with altered mental status exclusively from other causes (e.g., head injury, hypoxia, or
hypoglycemia).

EMT

* |Initiate Universal Care.
* Forrespiratory depression, performimmediate resuscitation first, then consider:
* Naloxone: SPECIALTRAINING REQUIRED (STR)
- Intranasal (IN)
o 4 mg/0.1 mL nasal spray
o 1sprayin single nostril
(or)
o 2mg/2mLsingle dose Luer-Jet® prefilled syringe with mucosal atomizer device (MAD)
o Divide dose equally between nostrils to max of 1 mL per nostril
- Intramuscular (IM)
o 2 mg/0.4 mLauto-injector
o Placeonthighandinject0.4 mL
* Allroutes may be repeated asindicated.

* May assistwith patient’s own auto-injector.

* Identify medication taken, notingimmediate release vs. sustained release formulations, time of
ingestion, and quantity.

* Bringpill container(s) to hospital, if possible (ortake pictures with photography equipped, agency-
owned device).

* Assessforotheretiologies of altered mental status including hypoxia, hypoglycemia, hypotension, and
traumaticheadinjury.

* Monitorfor recurrentrespiratory depression and decreased mental status.

* Recommend transportto hospital.

* If patientrefusestransfer, with or without receiving naloxone, call the Arizona Opioid Assistance and
Referral (OAR) Line at 888-688-4222.

AEMT

« Naloxone should be givenvialV/IO route to apneic patients while supporting airway and
breathingthrough traditional methods.

* |VFifindicated referto Shock. * ConsiderlV/IO referto Shock. e
* Naloxone:0.4-2 mg IV/IM/IN. Repeatif * Naloxone:0.1 mg/kgIV/IM/IN. Repeatif
indicated. indicated.

EMT-I/Paramedic




Bites and Envenomations: Adult & Pediatric TOC

Bites, stings, and envenomations can come from a variety of marine and terrestrial animals, arthropods,
and insects causing local or systemic effects. Patients may present with toxin-specificreactions. There isa
spectrum of toxins orenvenomations and limited EMS interventions that will have any mitigating effect
on the patientinthe field. The critical interventionis to get the patient to a hospital that has access to the
relevantantivenin, if applicable, as soon as possible.

EMT

Initiate Universal Care.

Check blood glucose level.

Monitor pulse oximetry for respiratory decompensation.

Pain control, including limited externalinterventions to reduce pain, refer to Management of Acute
Pain.

Referto Seizures as needed.

DO NOT performthe following:
Tourniquet or constricting bands.
Incision and/or suction.
Application of cold packs.

Envenomations known to have specificantivenin or antitoxin (scorpions, rattlesnakes, and black widow
spider):
- Considertransportto hospital that has access to antivenin, if feasible,

- Callthe Poison & Drug Information Center (800-222-1222) for treatmentadvice and location p’%
of antivenin. S

AEMT

Consider20 mL/kgIV/10fluid bolus. * Consider20 mL/kgIV/10fluid bolus.

EMT-1/Paramedic

Initiate cardiacand EtCO, monitoring and analyze rhythm strip for arrhythmias.

Obtain 12-lead ECG.

Considervasopressors afteradequate fluid resuscitations if hypotension persists, referto Appendix Drip
Calculations.

- Epinephrine 0.05-0.3 mcg/kg/minIV/IO,

- Dopamine: 2-20 mcg/kg/min (ParamedicOnly).

- Norepinephrine 0.05-0.5 mcg/kg/min IV/I0 (Paramedic Only) (Pump Only)

Titrate to maintain SBP >90 mm Hg.

Referto Shock as needed.




Hyperthermia/Heat Exposure: Adult & Pediatric
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Toc

Includes:

* Heat crampsare minor muscle cramps usuallyin the legs and abdominal wall. Temperature is
normal.

* Heat exhaustion has both salt and waterdepletion usually of agradual onset. Asit progresses
tachycardia, hypotension, elevated temperature, and very painful cramps occur. Symptoms of
headache, nauseaand vomiting occur. Heat exhaustion can progress to heat stroke.

* Heat stroke occurs when the cooling mechanism of the body (sweating) ceases due to
temperature overload and/or electrolyte imbalances. Temperatureis usually >104 F. When no
thermometerisavailable, itis distinguished from heat exhaustion by altered level of
consciousness.

Excludes:

* Feverfrominfectious orinflammatory conditions.

* Malignanthyperthermia.

* Neurolepticmalignant syndrome.

EMT

* Initiate Universal Care.

* Move patienttoa cool area and shield fromthe sun or any external heat source.

* Remove as much clothingasis practical and loosen any restrictive garments.

» Ifalertand oriented, give small sips of cool liquids.

* Ifaltered mental status, check blood glucose level.

* Maintainairway vigilance foremesis, seizure.

* Iftemperatureis>104° F (40° C) or if altered mental statusis present, begin active cooling by:
- Continually misting the exposed skin with tepid water while fanning the victim (most effective);
- Truncalice packs may be used, butare less effectivethan evaporation;
- Shiveringshould be treated as soon as possible.

AEMT

e Establish1V/10 access for heatstroke.
* Administer 20 mL/kgIV/IO cool fluid bolus and reduce to 10 mL/kg IV/IO boluses when vital signs
are stable.

EMT-I/Paramedic

* Initiate cardiacmonitoring and record ongoingvital signs and level of consciousness.
* Monitorfor arrhythmiaand cardiovascular collapse (referto appropriate guidelines as needed).

* Treat shivering with single dose of: * Treat shiveringwith single dose of:
- Midazolam: - Midazolam:
o 2.5mglIV/IN/IO (or) o 0.1 mg/kgIV/IO(or)
o 5mglIM(or) o 0.2 mg/kgIN/IM. Max 1 mg (or)
- Lorazepam: - Lorazepam:
o 1mglV/IOor2 mgIM or) o 0.1 mg/kgIV/IM/IO. Max 1 mg (or)
- Diazepam: - Diazepam:
o 2mglV/IO. o 0.2 mg/kgIV/I0.Max 2 mg.
* RefertoSeizuresas needed. * RefertoSeizuresas needed.




Drowning: Adult & Pediatric

Includes: patients suffering from drowning ordrowning eventsindependent of presence orabsence
of symptoms.

EMT

* Initiate Universal Care.

* Ensurescene safety.

* Remove patientfrom waterassoon as possible.

* Initiate aggressive airway managementand restoration of adequate oxygenation and ventilation.

* A-B-Capproach.

* Administer Oxygen to maintain Sa0,>94%. Referto Airway Management as needed.

* Assistventilation as needed.

* Referto Cardiac Arrest (VF/VT/Asystole/PEA): Age 8 and Older or Cardiac Arrest
(VF/VT/Asystole/PEA): Pediatric Age < 8 as indicated.

* Considerpossible C-spineinjury; consider Spinal Motion Restriction as indicated.

* Considerhypothermiaandtreatas indicated.

* Remove wetclothing.

* Do notaggressively re-warm cold water drownings.

* Initiate pulse oximetry.

AEMT

» EstablishIV/10 access.
* Fluidbolusasindicated.
* Escalate airway managementasindicated, assist ventilation as needed.

EMT-I/Paramedic

* Escalate airway managementasindicated, assist ventilation as needed.
* Initiate cardiacand EtCO, monitoring.
* Considernasogastricor orogastrictube forgastric decompression.




Conducted Electrical Weapon (TASER): Adult & Pediatric

Includes:

* Patientswhoreceived eitherthe direct contact discharge orthe distance two-barbed dart
discharge of the conducted electrical weapon.

* Patient may have sustained fall or physical confrontation trauma.

* Patientmaybe undertheinfluence of toxicsubstances and/or may have underlying medical or
psychiatricdisorder.

EMT

* Once patienthasbeenappropriately secured orrestrained with assistance from law enforcement,
initiate Universal Care.

* May remove barbed dart(s) if they are notin a highrisk area (face, neck, hand, bone, groin, orspinal
column) where it mayinjure bone, nerves, blood vessels, oran eye.

* Evaluate patientforevidence of excited delirium. Refer to Agitated or Violent Patient/Behavioral
Emergency as indicated.

¢ Referto General Trauma Managementas indicated.

AEMT

EMT-I/Paramedic

* Initiate cardiacmonitoring.
* Consider12-lead ECG.




Abnormal Vital Signs
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Heart Re=p Temp
Age Rate Rate Systolic BP (°C)
O0d— 1m =205 =60 = 60 =36 or =38
21m-3m =205 =60 =70 =36 or =38
23m-1r =190 =60 =70 =36 or =38.5
21y-2vy = 190 =40 =70+ (age inyr = 2) <36 or =38.5
=2y-4y = 140 =40 =70+ (age inyr x 2) <36 or =385
zdy-6y = 140 =3 =70+ (ageinyx 2) =36 or =385
6y-10vy = 140 =30 =70+ (age inyr = 2) =36 or =385
=10y-13y =100 =30 < 90 <36 or =385
=13y =100 =16 =90 =36 or =385
General Vital Signs and Guidelines
o Heart Rate Blood Pressure Respiratory Rate
(beats/min) (mmHg) (breaths/min)
Premature 110-170 SBP 55-75 DBP 35-45 40-70
0-3 months 110-160 SBP 65-85 DBP 45-55 35-55
3-6 months 110-160 SBP 70-90 DBP 50-65 30-45
6-12 months 90-160 SBP 80-100 DBP 55-65 22-38
1-3 years 80-150 SBP 90-105 DBP 55-70 22-30
3-6 years 70-120 SBP 95-110 DBP 60-75 20-24
6-12 years 60-110 SBP 100-120 DBP 60-75 16-22
> 12 years 60-100 SBP 110-135 DBP 65-85 12-20



Neurologic Status Assessment:
Adult & Pediatric, page 1 of 2

V: The patient responds to verbal stimulus
P: The patient responds to painful stimulus
U: The patient is completely unresponsive

Motor/Sensory Exam for Suspected Spinal Injury
Wrist/hand/finger extension bilaterally

Foot plantarflexion/dorsiflexion bilaterally

Gross sensation in all extremities

Check for paresthesias

Traditional Glasgow Coma Scale (Trauma)

 Poms[ _Adk | pedanc

1 No eye opening

2 Eye opening to pain

3 Eye opening to verbal

4 Eyes open spontaneously

Verbal 1 No verbal response No vocalization

2 Incomprehensible sounds Inconsolable, agitated

3 Inappropriate words Inconsistently consolable,
moaning

4 Confused Cries but consolable,

inappropriate interactions

5 Oriented Smiles, oriented to sounds,
follows objects, interacts

No motor response
Extension to pain
Flexion to pain
Withdraws from pain

Localizes pain

O U1 b W N R

Obeys commands

64



Neurologic Status Assessment: 65
Adult & Pediatric; page 2 of 2 ToC

W > 6 years old < 6 years old

Eyes 4 Eye opening Spontaneously
3 Eye opening to Sounds
2 Eye opening to Pressure
1 No Response
NT Not Testable
Verbal 5 Oriented Smiles, oriented to sounds, follows
objects, interacts
il Confused Cries but consolable, inappropriate
interactions
Words Inconsistently consolable, moaning
2 Sounds Inconsolable, moaning
1 No Response No vocalization
NT Not Testable Not Testable

Obeys Commands
Localizes to Pressure
Normal Flexion to Pressure
Abnormal Flexion to Pressure
Extension to Pressure
No Response

NT Not Testable

P NWDRUIO

w

There are several distinct differences between the Traditional GCS and 2014 versions:

Scoring for each component of the assessment (Eyes: Verbal: Motor) are recommended rather
than reporting an aggregate score.

A Not Testable (NT) descriptor is now recommended rather than scoring the component asa 1
for None when the assessmentis, in fact, not testable for a particular reason.

Terminology has been changed to reduce subjective interpretations, ie, inappropriate words to
Words and Incomprehensible /garbled sounds to Sounds.

Pain is no longer used to elicit responses. Pressure is applied instead.

Pressure is applied in the same method for each assessment beginning with the periphery and
moving to the central areas of the body above the clavicles, as necessary.

The sternum rub is strongly discouraged, as it may cause tissue damage with repeated
maneuvers.



Prehospital Stroke Scales

FAST/Cincinnati Stoke Scale

FACE ARMS SPEECH TIME
Ask patient to smile Ask patient to raise Ask patient to speak a | Time is BRAIN
both arms simple phrase
Does the face look Does one arm drift Does the speech Time of symptom
uneven? down? sound strange? onset?
Yes=1 point Yes=1 point Yes=1 point

VAN: Acute Stroke Screening Tool

Time of onset:< 4 hr, >4 hr, or unknown

Is ARM weakness present?
O Yes Continue the VAN exam
| No Patient is VAN negative. Stop VAN Exam.

Yes No
Visual Disturbance? O O
Aphasia? ] |
Neglect? ] O

If patient has any degree of weakness PLUS any one of the below:

Visual Disturbance (Assess field cut by testing both sides, 2 fingers right, 1 left)
Aphasia (Inability to speak or understand. Repeat and name 2 objects, close eyes,
make fist)

Neglect (Forced gaze to one side or ignoring one side, touching both sides)

This is likely a large artery clot (cortical symptoms) = VAN Positive




Guidelinesfor field triage of injured patients
United States, 2011 I0C

Measure vital signs and level of consciousness

Step 1 | Glascow Coma Scale <13
Systolic Blood Pressure <90 mmHg
(mmHg) <10 or >29 breaths per minute Transport to atrauma
Respiratory rate (<20 ininfant aged <1 year), or need for center. Steps 1and 2
ventilatory support attempt to identify
No the most seriously
Assess anatomy of injury injured patients.
Step 2 All penetrating injuries to the head, neck, torso, and extremities Yes These patients should
proximal to elbow or knee be transported
Chest wall instability or deformity (e.g. fail chest) preferentially to the
Two or more proximal long-bone fractures highest level of care
Crushed, degloved, mangled or pulseless extremity within the defined
Amputation proximal to wrist or ankle trauma system.
Pelvic fractures
Open or depressed skull fracture
Paralysis
No
Assess mechanism of injury and evidence of high-energy impact
Step 3 Falls
- Adults: >20 feet (one story is equal to 10 feet)
- Children: >10 feet or two or three times the height of the child
High-risk auto crash Transport t_o atrauma
- Intrusion, **including roof: > 12 inches occupant site: > 18 center, ,WhICh’
s ey i dependmg onthe
. . . Yes | defined trauma
- Ejection (partial or complete) from automobile system, need not be
— Deathin the same passenger compartment .
, ; . ) . . the highest level
- Vehicle telemetry data consistent with a high risk of injury trauma center
Auto vs. Pedestrian/bicyclist thrown, run over, or with significant (> '
20 mph) impact
Motorcycle crash >20 mph
No
Assess special patient or system considerations
Step 4 Older adults
- Risk of injury/death increases after age 55 years
- SBP <110 might represent shock afterage 65 years
- Low impact mechanisms (e.g. ground level falls) might result in Transport to a.trauma
severe injury center or hospital
i capable of timely and
- Should be triages preferentially to pediatric capable trauma th°r9‘fg,h evaluation
centers Ves and initial
Anticoagulants and bleeding disorder managgment 9f
- Patients with head injury are at high risk for rapid deterioration potentially serious
Burns injuries. Consider
- Without other trauma mechanism: triage to burn facility congultation with
- With trauma mechanism: triage to trauma center medical control.
Pregnancy > 20 weeks
EMS Provider judgement
No
Transport according to protocol
When in doubt, transport to a trauma center




Burn Triage

Does The Patient Have Any Of The Following?

Partial thickness burns 210% Total Body Surface Area

Any full thickness burns of any age group

Burns thatinvolve the face, hands, feet, genitalia, perineum, or majorjoints
Circumferential Burns

Electrical burnsincludinglightninginjury

Chemical burns

Radiation Burns

Inhalationinjury orairway compromise

Burn injury with pre-existing medical disorders: CHF, ESRD, COPD, or cardiacthat could complicate
management, prolong recovery, and affect mortality

10. Burns with concomitant trauma (such as fractures)

11. Pediatricburns, especially requiring ICU care

12. Burninjuryinpatients who will require special social, emotional orlongtern rehabilitation

LN WU A WNE

No Yes

Courtesy notification to receiving facility of Prepare patientfortransportto burnor trauma
patient’s choice. centerbased onregional guidelines.




Burn Estimation Charts 69

Burn Size Chart1

i8

18

Burn Size Chart 2 10C

Burn Size Estimation

Rule of 9’s for

adults.

The “rule of palm”

is another way to

estimate the size

ofa burn. The

palm ofthe person

who is burned (not

fingers or wrist -

the person’s palm

area)isabout1% ! \Y
of the body. Use o F ]
ﬁ._ - L '
)

to measurethe
body surface area
burned.

FE
—

{ Al

U\ |

13.5 535 ) \

~ - i
f
—

/&2’ Patient’s hand = 1%
" Total Body Surface Area

Source: University of Utah Burn Center

Percentage of Total Body Surface Area by Age and Anatomic Structure
Infant < 10 kg Child Adult

Head and neck 20%

Anterior head 9% 4.5%

Posterior head 9% 4.5%
Anterior torso 16% 18% 18%
Posterior torso 16% 18% 18%
Leg, each 16%

Anterior leg, each 6.75% 9%

Posterior leg, each 6.75% 9%
Arm, each 8%

Anterior arm, each 4.5% 4.5%

Posterior arm, each 4.5% 4.5%
Genitalia/perineum 1% 1% 1%




Appendix: Drip Calculations

Lidocaine Epingphrine
Infusion Chart ‘ Infusion Chart ‘
Mix 2 g in 500 mL of NS (4/mg/mL) Mix 2 mgof 1 rﬂi/{;]},fff;(}?:[fg) 250 mL of

Dose orderedin Amounttoinfusein Dose ordered in Amounttoinfusein
mg/min mcgtts/minormL/hr mcg/min mcgtts/min ormL/hr

1 15 2 15

2 30 4 30

3 45 6 45

4 60 8 60

5 75 10 75

Dopamine Infusion Chart
Mix 400 mg in 250 mL of NS (1600 mcg/mL)

Dose in Body Weight (Ibs on top, kg on bottom)
mcg/kg/min 99 110 | 121 | 132 | 143 | 154 | 165 | 176 | 187 | 198 | 209 | 220 | 231
45 50 55 60 65 70 75 80 85 90 95 100 | 105
2.5 4 5 5 6 6 7 7 8 8 8 9 9 10
5 8 9 10 11 12 13 14 15 16 17 18 19 20
7.5 13 14 15 17 18 20 21 23 24 25 27 28 30
10 17 19 21 23 24 26 28 30 32 34 36 38 39
12.5 21 23 26 28 30 33 35 38 40 42 45 47 49
15 25 28 31 34 37 39 42 45 48 51 53 56 59
20 34 38 41 45 49 53 56 60 64 68 71 75 79

Dopamine Infusion Chart
Mix 400 mgin 250 mL of NS (1600 mcg/mL)

Dose ordered in Amounttoinfuse in mcgtts/min
mcg/min ormL/hr
400 15
800 30
1200 45
1600 60




Blood Thinner List

Antiplatelets

Anticoagulants

* Salicylate (Aspirin)
* Clopidogrel (Plavix)
* Prasugrel (Effient)
* Triagrelor(Brilinta)

* Dipyridamole (Persantine)
* Dipyridamole/Aspirin (Aggrenox)

Enoxaparin (Lovenox)
Dabigatran (Pradaxa)
Rivaroxaban (Xarelto)
Warfarin (Coumadin)
Apixaban (Eliquis)
Heparin
Fondaparinux (Arixtra)

FYIl: The mostcommon new drugs you will see patients on are Xarelto and Eliquis. Several

Cardiologists are starting to use these for patients with A-Fib instead of Coumadin. Aggrenoxis used
for a lot of stroke/TIA patients.

BRAND NAMES GENERIC NAMES
Drug Category of Blood of Blood
Thinners Thinners
Coumadin Warfarin
Vitamin K antagonists Dicumarol Dicumarol
Miradon Anisinidione
Clexane, Lovenox Enoxaparin
Hep-Lock, Hep-Pak Heparin
Fragmin Dalteparin
Heparin (Carbohydrate) drugs | Arixtra Fondaparinux
Orgaran Danaparoid
Innohep Tinzaparin
Argatroban Argatroban
Thrombin (enzyme) inhibitors | Refludan Lepirudin
Angiomax, Angiox Bivalirudin
Pradaxa Dabigatran
Salicylate Aspirin Acetylsalicylicacid
P2Y (Platelet receptor) inhibitor | Plavix Clopidogrel bisulphate
Thromboxane (speciélized small Persantine Aggrenox D.ipyram'idole Aspirin
molecule) inhibitor dipyramidole

Reviewed September 3,2019
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Appendix: ECG Changes in Hyperkalemia Toc

ECG Changes in Hyperkalemia

QRS Complex Approximate Serum| ECG Change

Potassium (mmol1)
P wave T wave

N o -4 Normal

6-7 Peaked T waves

7-8 Flattened P wave,

prolonged PR interval,

depressed ST segment,
peaked T wave

8-9 Atnial standstill,
prolonged QRS duration,
further peaking T waves
>9 Sine wave pattem

22t

Comprehensive clinical nephrology by Feehally, John ; Johnson, Richard J. ; Floege, Jurgen
Reproduced with permission of Mosby in the format Educational/Instructional Program via
Copyright Clearance Center.
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FLACC / CHEOPS
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FLACC Scale’

1

Face

Occasional grimace
or frown, withdrawn,
disinterested.

No particular
expression or smile.

Frequent to constant
frown, clenched jaw,
quivering chin.

2

Legs

Normal position

Uneasy, restless, tense.
or relaxed.

Kicking, or
legs drawn up.

3

Activity

Lying quietly,
normal paosition,
moves easily.

Squirming, shifting back
and forth, tense.

Arched,
rigid or jerking.

q

Cry

Moans or whimpers;
occasional complaint.

No crying
{awake or asleep).

Crying steadily,
screams or sobs,
frequent complaints.

5 Consolability

Reassured by occasional
touching, hugging or being
talked to, distractible.

Content, relaxed.

Difficult to
console or comfort.

REFERENCES

Pun FACES baied 0n Wong D L Hockenbsrry-Eaton 1 From The FLACC: A behavioral scalé for scoring postopsr o,
e B e 6 Lt s D . 21 €10 Poduct 0764 % Healthcare ™
e Gl | pppggtonsconun ISiTations’ ¢ 4
Score 0 1 2
Cry No cry Crying, moaning Scream
Facial Smiling  Composed Grimace
Verbal Positive ~ None or other complaints Pain complaint
Torso Neutral  Shifting, tense, upright Restrained
Legs Neutral Kicks, squirm, drawnup  Restrained

Modifled CHEOPS (Children's Hospital of Eastern Ontario Pain Scale)




ARIZONA CARDIACRECEIVING & REFERRAL CENTERS

RECEIVING CENTERS - can treat CItY

Abrazo Arizona Heart Hospital Phoenix
Abrazo Arrowhead Campus Glendale
Abrazo Central Campus (Old Phoenix Baptist) Phoenix
Abrazo Scottsdale Campus (Old Paradise Valley) Phoenix
Abrazo West Campus (Old West Valley Hospital) Goodyear
Banner Boswell Medical Center Sun City
Banner Del E Webb Medical Center Sun City West
Banner Desert Medical Center Mesa
Banner Estrella Medical Center Phoenix
Banner Heart Hospital atBanner Baywood Medical Center Mesa
Banner Thunderbird Medical Center Glendale
Banner University Center Phoenix Phoenix
Banner University Center South Tucson
Banner University Center Tucson Tucson
Carondelet St. Joseph's Hospital Tucson
Carondelet St. Mary's Hospital Tucson
Chandler Regional Medical Center Chandler
Flagstaff Medical Center Flagstaff
Havasu Regional Medical Center Lake Havasu
HonorHealth John C. Lincoln Deer Valley Medical Center Phoenix
HonorHealth John C. Lincoln North Mountain Center Phoenix
HonorHealth Scottsdale Osborn Medical Center Scottsdale
HonorHealth Scottsdale Shea Medical Center Scottsdale
Kingman Regional Medical Center Kingman
Valleywise Health Medical Ctr (formerly Maricopa Med Ctr) Phoenix
Mayo ClinicHospital Phoenix
Mercy Gilbert Medical Center Gilbert
Mountain Vista Medical Center Mesa
Northwest Medical Center Tucson
Oro Valley Hospital Tucson
Phoenix Children's Hospital Phoenix
St. Joseph's Hospital and Medical Center Phoenix
St. Luke's Medical Center Phoenix
Tucson Medical Center Tucson
Verde Valley Medical Center Cottonwood
Western Arizona Regional Medical Bullhead City
Yavapai Regional Medical Center, West Campus Prescott
Yuma Regional Medical Center Yuma

REFERRAL CENTERS - can stabilize CITY
Banner Gateway Medical Center Mesa

Banner Goldfield

Apache Junction

Banner Ironwood

Queen Creek

HonorHealth Scottsdale Thompson Peak

Scottsdale

Tempe St. Luke’s Hospital

Tempe
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