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Using the Protocols

INITIAL TREATMENT / UNIVERSAL PATIENT CARE

AUCO001

Adult Initial Treatment/Universal Patient Care Assessment

Pediatric Initial Treatment/Universal Patient Care Assessment

PUCO001

TRAUMA

Adult Severe Bleeding T001
Pediatric Severe Bleeding PTO01
Spinal Motion Restriction T002
Chest Trauma T003
Abdominal Trauma T004
Adult Musculoskeletal Trauma T005
Pediatric Musculoskeletal Trauma PTO05
Traumatic Brain Injury T006
Traumatic Arrest T007
Burns T008
Eye Injuries T009 j_>'
Crush Syndrome T010 2
m
o
Chest Pain/Discomfort C001 o
Hypertension C002 @)
Adult Cardiac Arrest C003 5
Pediatric Cardiac Arrest PC003 E
Adult Tachycardia C0o04 —
Pediatric Tachycardia PC004 o
Adult Symptomatic Bradycardia C005
Pediatric Symptomatic Bradycardia PCO005
Right Ventricular AMI C006
Return of Spontaneous Circulation - ROSC C007

RESPIRATORY

Airway Management

ROO1

Adult Respiratory Distress

R002

Pediatric Respiratory Distress

PR0O02

Pulmonary Edema

R0O03

Inhalation Injury

R0O04

Non-Invasive Ventilation

R0O05

Rapid Sequence Intubation

RO06

MEDICAL

Patient Comfort / Pain Management

MOO1

Adult Hypoperfusion / Shock

MO002

Pediatric Hypoperfusion / Shock

PMO002
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WEST VIRGINIA STA

The first set of West Virginia EMS Statewide protocols was a monumental event in the history of
EMS in West Virginia. These protocols are the product of many years of discussion, collaboration,
debate, revisions, and hard work on the part of a legion of dedicated professionals. They are
evidence of the ongoing effort to continually improve emergency medical services in West
Virginia.

Unified statewide protocols have been a dream of countless EMS providers,
administrators, and medical directors for many years. The development of statewide protocols
began in the mid-1990s with the early development of Statewide BLS protocols. The experience

and lessons learned from that project led to the realization that the same could be accomplished
with ALS protocols as well.

Over the last thirty years, emergency medicine has matured as a specialty. From a patient care
prospective, more uniform standards should be applicable to EMS on a statewide basis. The 2014
initiative created individualized statewide protocols with respect to discipline. This 2024 release
truly creates one unified set of statewide protocols for the 911 setting. These protocols also
provide commonality for Providers, Medical Command and MCPs to work from.

Representatives from every region of the state have contributed to the development of these
protocols overseen by the protocol committee of the West Virginia EMS Advisory Council. Input
from EMS providers and Medical Directors in all regions was welcomed and encouraged
throughout the process of development. The target was consistent quality patient care utilizing
evidence-based medicine while allowing EMS providers to critically think through patient care.
The protocol committee focused on a compact, modern product that can be utilized quickly and
efficiently by all involved in the EMS circle of care.

30V434d

These protocols will continue to grow over time as the EMS profession advances. They will
remain a dynamic document with annual updates required for EMS providers to remain
compliant and proficient.

EMS personnel who use these protocols are encouraged to provide suggestions for
improvement and feedback through their Agency Medical Director to their Regional Medical
Director utilizing the process outlined in the appendix.

These protocols are a critical part of our quest to assist EMS personnel in providing the
citizens and visitors of the State of West Virginia the finest emergency medical care in the
country.
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The West Virginia EMS Statewide Protocols are designed to enable EMS personnel to provide a wide
variety of treatments to many types of patients. Understanding the organization and terminology of
the protocols is important and will vastly improve the usability by the EMS provider.

WEST VIRGINIA STATEWIDE

These protocols are a guide to decision making and command that EMS providers are competent in
their respective discipline allowing them to invoke critical thinking skills to properly treat respective
patients. These protocols come with great responsibility that must be noted by the EMS providers
utilizing them.

MO008

I. Protocol Layout: HEALTH

A. The following information is found on each protocol
e logo
e (lassification of Protocol
e Protocol Number
e Title of Protocol
e Release Date of the Particular Protocol
e Page Number(s)

INIVHISTY INTILVd / SIIDNIDHINT TVHOIAVHIE

$102010¥d FH1 ONISN
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B. All protocols are written in algorithmic format with arrows directing the provider through
the respective treatment possibilities. As the algorithm progresses, levels of care required
to perform certain skills may also change.

C. EMS disciplines are unified into singular protocols. Indications of respective provider level of
care are identified beside each treatment modality.

* i_ EAI\I;II\-I;I#eLvel | E Perform Initial Treatment/Universal Patient Care.
* a eYe p | Perform rapid glucose for patients with altered mental status.
e P —Paramedic Level 1

D. Treatment Protocols begin with the following information:

e Purpose
* SlgnS/SVmptomS The purpose is primarily focused on
ensuring the safety of the patient, health

L] D|ffe re nt|a| ConSIderatlonS care providers, and others in the vicinity.

It's important to note that the use of
restraints should be considered a last

Purpose Signs/Symptoms Differential Considerations

= Aggression = Shock

= Violence = Hypoxia

= Extreme Agitation = Hypotension

= Intense Panic = Stroke

= |ntracranial Hemorrhage
= Sepsis

= Substance Abuse

= Medication Side Effects

resort and should only be employed when
less restrictive measures have been
ineffective.
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E. Some protocols contain light blue boxes. These boxes indicate significant information or
considerations to assist the provider in the critical thinking process.

Precautions/Considerations:

= Certain substances such as heavy metals may cause further burning if flushed with water.
® |f eyes are involved, flush for at least 20 minutes.

= Remove clothing from around burned area but DO NOT remove/peel off skin or tissue.

* Remove and secure all jewelry and tight-fitting clothing.

membranes, or patient was in a confined space and/or unconscious.

Il. lcons

A. Anyitem in red throughout the protocols indicates an “action” item on the part of the
provider. The provider shall perform action prior to proceeding through the algorithm.

B. Contact Medical Command and Medical Command Physician icons are identified in red as

follows: WEDICq,

Copppmp®

C. These protocols do not have an individual pediatric section. Pediatric Icon will be displayed
in the lower left corner of any adult protocol that has a corresponding pediatric protocol. In
addition, that corresponding protocol will be directly behind the adult protocol in each
respective protocol category. The pediatric Icon is as follows:

USING THE PROTOCOLS

[ll. Protocol Numbering:

A. The protocols are numbered by a simple three (3) digit number preceded by the category
abbreviation.
e AUC - Adult Universal Care
e PUC - Pediatric Universal Care
e T-Trauma
e PT—Pediatric Trauma
e (- Cardiac
e PC - Pediatric Cardiac
e R —Respiratory
e PR —Pediatric Respiratory
e M — Medical
e PM - Pediatric Medical
e E—Environmental
e PE — Pediatric Environmental
e GL - Guidelines
e Appendices
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IV. Dates

The most current protocol date will be displayed on the cover of the protocols. The date on
the individual protocols indicate when/if a particular protocol was updated.

V. Guidelines

A.

The 2024 protocols utilize guidelines to assist the EMS provider in decision making. The
guidelines encompass the old procedural and special operations protocols.

These guidelines are provided to assist in core skills and components of EMS care or contain
information not routinely utilized.

VI. Initial Treatment / Universal Patient Care:

The Initial Treatment / Universal Patient Care protocols are to be used universally on all
patients as a starting point for assessment and treatment prior to moving on to a specific
protocol. The universal protocols have been divided into adult and pediatric and are
designed to establish support at the beginning of patient care while identifying specific signs
and symptoms that will direct the EMS provider to a more complaint specific protocol.

VII. Special Pediatric Note

July 2024

For the purposes of these protocols, any patient <12 years will be considered a pediatric
patient. Certain patients who are larger or smaller than the norms for their age may require
modification of treatment. Providers should consult with the Medical Command Physician
as needed in making this determination.

$1000104d 3H1 DNISN
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it UNIVERSAL CARE St

Purpose \ / Signs/Symptoms \ ﬁfferential Consideratiom

This protocol is designed to guide the provider in Medical s/s will be Altered Mental
the initial and ongoing assessment of patients. associated with the Status/Overdose
The patient examination should focus on rapid Nature of the lliness. Cardiac Management
assessment and interventions. o _ _ Airway Management
On-scene management of high priority patients Trauma signs and Respiratory Distress
should be limited to stabilization of life- symptoms will be Field Trauma Triage
threatening problems. etermined by the
The goal for on-scene time should not exceed Mechanism of Injury.
ten minutes for high priority trauma and medical >
\ patients. J \ J \ J )
c
E | BLS must be cognizant of ALS availahbility, applicability of requesting ALS, and response time of ALS assistance. —
Medical Command should be notified as soon as possible when applicable to prepare the receiving hospital =
for the patient. -
E | Anytime a provider is uncertain of how to best manage a patient, on-line Medical Command must be ;k ~
A L_contacted for instruction. D ;E
P Evaluate the risks and benefits of an emergent transport (lights and siren). =
Pediatric patients are considered patients <12 years old and/or <40 kg. > u)
Treatment may vary based on the presentation and size of the patients _ m
The provider shall critically think through appropriate care based on presentation. Z(_>|
<
SCENE SIZE-UP PRIMARY SURVEY SECONDARY SURVEY %
|| —
Personal Protective Equipment General Impression Assess vitals ~
E Assess scene safety ' e Appearance Determine chief complaint || &
A Determine number of patients o Work of breathing Determine history of =
P MOl E e Circulation E present illness - SAMPLE <
Additional resources A Patient’s mental status A Perform ongoing %
P Assess ABCDE’s P assessment _ o
Treat immediate life threats Reassess Interventions >
Acquire 12 lead EKG Conduct full physical exam ||
Determine transport status 3_>|
A Establish 1V/10 access m
P Apply cardiac monitor =
_|
Q)
DETERMINE PATIENT PATHWAY ;JS
=
, | >
y \ 4 U)
MEDICAL TRAUMA INTER-FACILITY cr,r)l
7
E | Determine the appropriate Consider Field Trauma Triage Obtain appropriate report, <
A | Protocol for treatment and Field Aeromedical labs and documents m
P | Consider patient comfort Initiate a mass casualty plan if Determine the appropriate =z
necessary and initiate triage Class & Protocol for Transport || —
Determine the appropriate E EMT-B
E | _Protocol for treatment A AEMT
A | Consider manual in-line EMT-P
P stabilization of the head and Pl C3-FT-P

neck for suspected spinal injury Inspect all interventions prior
as appropriate to transport

If signs of impending CNS Confirm an accepting
herniation attemEIt to maintain physician

ETCO2 at 35mm/Hg b

ventilating at 12-20 bmp
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INITIAL TREATMENT / UNIVERSAL PATIENT CARE

Medications which the patient

may need while in transport

shall be identified.
The sending physician MUST
provide written orders
outlining exact route and
dose of the medication
Class 4 Paramedics must
obtain these orders in
writing prior to leaving the
facility

o> m

SPECIAL CONSIDERATIONS
Perform a Blood Glucose reading on all patients exhibiting altered mental status
DO NOT use nasal cannulas in infants and small children. Use Blow-by or mask to keep SPO2 at 94-99%
Consider patient comfort for all patients when appropriately indicated
Respiratory Distress
o Severe Distress — Administer Oxygen with a non-rebreather mask at 15 L/minute
¢ Mild to Moderate Distress — Administer Oxygen with a nasal cannula at 2 to 6 L/minute to maintain SpO2 at 94 -
99%. Maintain COPD patient’s SpO2 > 90%
Patients >65 years of age may benefit from starting narcotic administration at half the dose. This consideration
should be applied throughout the protocols when treating these patients.
Equipment needed for initial evaluation and stabilization to be taken in on every patient:
e First-in bag
e Cardiac monitor
o Suction (some form of suction device)
Thoroughly evaluate every patient prior to moving to the truck. Extenuating circumstances are understandable
such as unsafe scene.

April 2025 WEST VIRGINIA OFFICE OF EMERGENCY MEDICAL SERVICES-STATEWIDE PROTOCOLS PG1of2
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~

Purpose

This protocol is a baseline to
assess and manage pediatric
patients.

Treat “life-threats” on scene and

<10 min or within 5 min of

attempt to keep on-scene time
extrication time. /

-

-

Signs/Symptoms

Pediatric patients may
experience respiratory distress
as a result of many causes.

Medical and Trauma s/s will be
associated with the nature of

illness or mechanism of injury./

-

-

Differential Considerations\

Altered mental status
Respiratory distress
Fever/Infection-
viral/bacterial
Abuse/Neglect

Allergic reaction/Anaphylaxis
Trauma triage

MCI events j

Perform Initial Treatment / Universal Patient Care Protocol.

Pediatric patients are considered patients <12 years old and/or <40 kg.
Treatment may vary based on the presentation and size of the patient. _
The provider shall critically think through appropriate care based on presentation.

oXrXm

Anytime a provider is uncertain of how to best manage a patient, on-line Medical
Command must be contacted for instruction.

Evaluate the risks and benefits of an emergent transport (lights and siren).

of ALS assistance.

F | BLS must be cognizant of ALS availability, applicability of requesting ALS, and response time

!

TREATMENT PATHWAYS

v

Medical

v

o> m

Perform a hands-on physical
assessment utilizing ABCDE'’s.

Utilize the PAT (Pediatric
Assessment Triangle) for
appropriate patients.

oX>m

Perform focused history, more
detailed physical exam and on-
going assessment appropriately.

o> m

Provide immediate resuscitation
and make a transport decision.

O X>m

Pediatric patients rarely have
cardiac problems as primary
issues.

Do not use nasal cannula in
infants and small children.

Use blow-by O2 to obtain SPO2
>94%.

Special Needs Trauma
E | Listen to the caregiver and Perform initial trauma
A respect their guidance. E | assessments using ABCs and
p | Obtain and transport the A |LAVPU or GCs. _
patient’s “go bag”. P Immobilize if appropriate
according to Spinal Trauma
_ Protocol.
Perform a hands-on physical ‘
assessment utilizing ABCDE’s.
E [Utilize the PAT (Pediatric E Evaluate patient for shock
A | Assessment Triangle) for P and treat appropriately.
P | appropriate patients.
Perform additional assessments ‘
and treatments as appropriate. E C0n3|der aeromedica| and ==
A destination decisions.
A | If patient is unconscious and IV
P gggggﬁs'% Llj(r)]obtamable, Consider Nasogastric tube
: placement if patient has
supraglottic placement or
E | Do not use nasal cannula in intubation with no facial
A | infants and small children. E trauma. _
P | Use blow-by O2 to obtain SPO2 A | Ped patients 10-40 Ibs., not in
p | aviable car seat, shall be
transported utilizing a
WVOEMS approved device.
Alert Medical Command &
early for all MCI’s. D

making this determination.

For the purposes of these protocols, any patient <12 years old and/or <40 kg will be considered a
pediatric patient. Certain patients who are larger or smaller than the norms for their age may require
modification of treatment. Providers should consult with the Medical Command Physician as needed in
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/ Purpose \ f Signs/Symptoms \ / Differential Considerations\

Isolated musculoskeletal and D-Deformity Internal hemorrhage
extremity injuries are rarely C-Contusion Cervical/Spinal

first priority. L A-Abrasion stabilization

Pelvic injuries are high risk for P-Penetrating Excessive bleeding with
serious internal bleeding. B-Bruising tourniquet use

Total or part;a} amputations T-Tenderness

require special treatment L-Lacerations

procedures. j Q—Swelling j \ j

Perform Initial Treatment / Universal Patient Care Protocol.
Determine patient priority status — Stable/Nonstable.
Treat all painful, swollen, or deformed areas as fractures.
Consider Patient Comfort treatment.

!

SEVERE BLEEDING

!
|E A P| Apply Direct Pressure
; o —

| Bleeding Controlled | | Bleeding Uncontrolled

!

Transport and monitor.

Consult Medical Command r
to determine best mode of <
transport and appropriate  Ji%
destination.

o> m

Continue Direct Pressure.

Extremity: apply commercial tourniquet proximal
to bleeding site and tighten until bleeding stops
Note time of application.

oX>m
o> m

F W

If bleeding continues:
Consider a 2" tourniquet on the extremitK
Apply Hemostatic agent (if available). Packing the
wound is appropriate treatment.

Apply pressure dressing.
Consider:

TXA

Loading Dose: IV infusion of 2 grams Tranexamic
Acid (TXA) diluted in 200ml NS infused over 10
minutes.

Indications:
Known or suspected significant hemorrhage after
crush, blunt or penetratin? trauma.
Time of injury is <3 hours from initiation of TXA.
Adult and Pediatric patients with acute traumatic
brain injury (TBIR who are within 3 hours of
|njurg, have a Glasgow Coma Scale (GCS) score of
9 - 15 and are without major extracranial
bleeding.
Transport to a definitive trauma center that has
the capability to administer/continue TXA.

If patient is taking beta-blocker medications, reflex
tachycardia may not be present. These patients,
while in traumatic hemorrhagic shock, may present
with hypotension and a normal heart rate.

oX>m
ONId3319 F43ASS

o>
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SEVERE BLEEDING

TOURNIQUET CONVERSION

'

| Procedure |

!

¢ Evaluate a patient following tourniquet placement.
o Assure appropriate placement, should be just proximal to the wound and not over a joint. If the
TQ is placed too proximal, place another TQ distally (just proximal to the wound) and release the
inappropriately placed TQ.
o Expose the wound to assure no active arterial bleeding
If active arterial bleeding is present, tighten TQ and pack wound (hemostatic gauze and
pressure dressing), wait (3) minutes before considering TQ take down step
If no active arterial bleeding from the packed wound, proceed with TQ take down step
e Tourniquet Conversion (Take Down) Step

o Slowly loosen the TQ and closely observe the site for any signs of continued bleeding

o If bleeding occurs, stop releasing the TQ and try to control with direct pressure
If bleeding controlled with direct pressure, assess distal perfusion.
If distal perfusion is present, apply pressure dressing and leave TQ in current position.
If no distal perfusion is present, relax TQ further until perfusion is restored

o If bleeding is not controlled with direct pressure, replace the TQ at the previous tension

o If the conversion fails, it may be reattempted X1 in 15 minutes

o Every effort should be made to convert tourniquets in less than (2) hours if bleeding can be
controlled by other means

o If loosening the TQ to allow blood flow into the injured limb simply results in continued bleeding,
this is a failed conversion, stop further attempts.

o If the TQ is released and distal perfusion is restored, this could result in increased pain in the
affected limb, be prepared to treat appropriately

o If the TQ has been in place > 2 hours prior to attempted conversion, proceed with the Crush
Syndrome protocol

o If bleeding persists after placement or replacement of a TQ and the initial TQ cannot be
tightened any further, apply a second TQ proximal to the first to control further bleeding.

o Assure an appropriate packing and pressure dressing is in place

Note:
Never attempt tourniquet takedown on a limb that has been amputated. The tourniquet should be
placed as close to the amputation as possible but not over a joint.

o> m
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/ Purpose \ f Signs/Symptoms \ / Differential Considerations\

Isolated musculoskeletal and D-Deformity Internal hemorrhage
extremity injuries are rarely C-Contusion Cervical/Spinal

first priority. L A-Abrasion stabilization

Pelvic injuries are high risk for P-Penetrating Excessive bleeding with
serious internal bleeding. B-Bruising tourniquet use

Total or part;a} amputations T-Tenderness

require special treatment L-Lacerations

procedures. j Q—Swelling j \ j

Perform Initial Treatment / Universal Patient Care Protocol.
Determine patient priority status — Stable/Nonstable.

Treat all painful, swollen, or deformed areas as fractures.
Consider Patient Comfort treatment.

o> m

A

SEVERE BLEEDING

!
‘ IE A P| Apply Direct Pressure ‘_1

| Bleeding Controlled | | Bleeding Uncontrolled

|

Transport and monitor.

Consult Medical Command r
to determine best mode of ¥

transport and appropriate
destination.

Continue Direct Pressure.

Extremity: apply commercial tourniquet proximal
to bleeding site and tighten until bleeding stops
Note time of application.

orXm
o> Im

r W 3

Copps®

If bleeding continues:
Consider a 2" tourniquet on the extremitK
Apply Hemostatic agent (if available). Packing the
wound is appropriate treatment.

Apply pressure dressing.
Consider:

TXA

Loading Dose: IV infusion of 15 mg/kg to a max of
1 gram Tranexamic Acid (TXA) diluted in 200ml or
250 mlI NS infused over 10 minutes.

Maintenance Dose: IV infusion of 15 mg/kg
Tranexamic Acid (TXA) diluted in 200m[ or 250 ml
NS infused over 8 hours.

Indications:
Known or suspected significant hemorrhage after
crush, blunt or penetratin? trauma.
Time of injury is <3 hours from initiation of TXA.
Adult and Pediatric patients with acute traumatic
brain injury (TBII) who are within 3 hours of
|nJurg, have a Glasgow Coma Scale (GCS) score of
9 - 15 and are without major extracranial
bleeding.
Transport to a definitive trauma center that has
the capability to administer/continue TXA.

o> m

w
<
<
5
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a
o
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TOURNIQUET CONVERSION

'

| Procedure |

!

o> m

Evaluate a patient following tourniquet placement.
o Assure appropriate placement, should be just proximal to the wound and not over a joint. If the
TQ is placed too proximal, place another TQ distally (just proximal to the wound) and release the
inappropriately placed TQ.
o Expose the wound to assure no active arterial bleeding
If active arterial bleeding is present, tighten TQ and pack wound (hemostatic gauze and
pressure dressing), wait (3) minutes before considering TQ take down step
If no active arterial bleeding from the packed wound, proceed with TQ take down step
Tourniguet Conversion (Take Down) Step

o Slowly loosen the TQ and closely observe the site for any signs of continued bleeding

o If bleeding occurs, stop releasing the TQ and try to control with direct pressure
If bleeding controlled with direct pressure, assess distal perfusion.
If distal perfusion is present, apply pressure dressing and leave TQ in current position.
If no distal perfusion is present, relax TQ further until perfusion is restored

o If bleeding is not controlled with direct pressure, replace the TQ at the previous tension

o If the conversion fails, it may be reattempted X1 in 15 minutes

o Every effort should be made to convert tourniquets in less than (2) hours if bleeding can be
controlled by other means

o If loosening the TQ to allow blood flow into the injured limb simply results in continued bleeding,
this is a failed conversion, stop further attempts.

o If the TQ is released and distal perfusion is restored, this could result in increased pain in the
affected limb, be prepared to treat appropriately

o If the TQ has been in place > 2 hours prior to attempted conversion, proceed with the Crush
Syndrome protocol

o If bleeding persists after placement or replacement of a TQ and the initial TQ cannot be
tightened any further, apply a second TQ proximal to the first to control further bleeding.

o Assure an appropriate packing and pressure dressing is in place

Note:
Never attempt tourniquet takedown on a limb that has been amputated. The tourniquet should be
placed as close to the amputation as possible but not over a joint.

April 2025

WEST VIRGINIA OFFICE OF EMERGENCY MEDICAL SERVICES-STATEWIDE PROTOCOLS PG 2 0of 2




West Virginia
i Department of

HEALTH
f Purpose \ f Signs/Symptoms \ ﬁifferential Consideratiorh

1002

To define the indications for Paresthesia Distracting injuries from
selective spinal immobilization in Loss of sensation in trauma

an attempt to stabilize existing extremities Altered Mental Status
injuries and mitigate the risk of Weakness Apparent Intoxication
causing additional harm to patients Loss of urethral or

with acute neurologic and/or sphincter control

spinal column compromise.

- J /

|E A P| Perform Initial Treatment / Universal Patient Care Protocol. |

!

SPECIAL CONSIDERATIONS I

Prevent and/or reduce further spinal column or spinal cord injury through application of appropriate
evidenced-based immobilization.

Patients not immobilized or immobilized with a C-Collar only, shall be transported supine with the head
elevated no higher than 30°.

w

i

[ SPINAL INJURY CONSIDERATIONS | b

| >

=

v ] <

[ CERVICALCOLLAR | [ FULL MOTION RESTRICTION | 9|

. v . _ o

Patient complaint of neck pain. Abnormal neurologic exam/complaint. prd

E Tenderness upon palpation of neck. Distracting injuries. o
A Altered Mental Status (including agitation and Tenderness upon palpation of spine m
P neurological deﬂmt?. _ _ E Patient falls into any of the following wn
Evidence of drug/alcohol ingestion. A categories: —

¢ Drug/alcohol ingestion or chemically 2

P altered @)

e Altered Mental Status (even if its —

patient’s baseline). _ @)

e Other non-communicable instances. =

Backboards are not the standard of care in most cases of potential spinal injlury and have not been shown to
provide any benefit for spinal injuries. Backboards may be appropriately utilized as an extrication device and/or
tool to carry non-ambulatory patients except in the following instances:

Backboard is being utilized as an element of the splinting strategy such as multiple long bone fractures.

The patient is at risk of vomiting but unable to protect their own airway.

Cases in which the ﬁatient is agitated or unresponsive.

Removal of the backboard would otherwise delay transport in a critical patient.

Exclusion criteria:

¢ No history of spinal injury.

¢ Patients with penetrating trauma to the chest, abdomen, head, neck, or back.

¢ Patients with non-traumatic back or neck pain related to movement, position, or heavy lifting.
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Fe] TRAUMA T00:

f Purpose \ f Signs/Symptoms \ f Differential Considerationﬁ

Twenty-five percent of all Absent breath sounds Closed or Penetrating chest
motor vehicle deaths are due No sliding by ultrasound trauma with respiratory
to thoracic trauma. SBP <90 mmHg in adults distress
or SBP <80 mmHg in Hypotension/shock
Rapid recognition and children
immediate treatment of Patient has altered mental
chest injuries can prove to status

be lifesaving. Remember that tracheal
k J K deviation is a late sign.J k J
|[EAP| Perform Initial Treatment / Universal Patient Care Protocol. |

!

TREATMENT PATHWAYS
! ¥
| Flail Segment/Impaled Object Open Chest Wound | Tension Pneumothorax
EAp|  Stabilize flail segment E | Seal wound with Perform chest
Stabilize impaled object A | application of an occlusive A | decompression on
P | dressing affected side
Perform chest
P | decompression on
affected side.

Transport immediately
Contact Medical Command for additional treatment options 3

O > M|

VINNVYL 1S3IHI

Chest decompression is only indicated for a true tension pneumothorax.

If signs and symptoms are not relieved by the initial chest decompression, or siﬂns and symptoms
recur, decompress the chest again by placing additional catheters adjacent to the original catheter

If tension pneumothorax develops in a patient with a sealed sucking chest wound, attempt to resolve
by releasing air from the seal
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West Virginia
| Department of

HEALTH TRAUMA

Purpose \ K Signs/Symptoms \ / Differential Considerations \

Pre-hospital care is directed toward rapid Deformities
stabilization and transport to an Contusions especially
appropriate medical facility for definitive periumbilical and flank
surgical intervention and treatment. areas

Abrasions

Punctures

Evisceration
Distention

Tenderness

1004

Blunt Trauma
Penetrating Trauma

Accompaniment with head, chest,
pelvic injuries, diaphragmatic

ruptures,

Internal Bleeding
Lacerated Spleen/Liver
Vascular tears

Kidney damage

\ J \Rigidity / \Hypovolemicshock

J

Perform Initial Treatment / Universal Patient Care Protocol

Contact Medical Command for any additional treatment

E
A | If open abdominal wound, apply direct pressure and transport to closest appropriate facility.
P =

&

H
kS

—| PENETRATING TRAUMA |———

y

E | Considerations:

A Stabilize impaled objects with bulky dressings
Control external bleeding

P Search and locate exit wounds, when applicable

——{ EVISCERATING TRAUMA |——

y

E | Considerations: _ _ _ _
A Cover eviscerations with moist, sterile dressings
P Apply occlusive bandage over dressings

L BLUNTTRAUMA |

v

Considerations:
Recognize and reassess
Rapid transport

oXrXm
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Bl TRAUMA G

Purpose Signs/Symptoms \ Differential Considerations
Isolated musculoskeletal and extremity injuries || D-Deformity Internal hemorrhage
are rarely first priority. o C-Contusion Cervical/spinal
Pelvic injuries are high risk for serious internal A-Abrasion stabilization
bleeding. P-Penetrating Excessive bleeding with
Total or partial amputations require special B-Bruising tourniquet use
treatment procedures T-Tenderness Open long bone fracture
Administration of first-generation L-Lacerations Complete or partial
Cephalosporins within three hours of injury S-Swelling amputation of an
has been shown to improve patient outcome, _ appendage or limb
reduce overall infection related to open Open orthopedic trauma
trauma injuries and reduce trauma related fracture

Qeaths. / \Large grossly contaminate(y \ /
woun

E Perform Initial Treatment / Universal Patient Care Protocol.
A Treat all painful, swollen, or deformed areas as fractures.
P Determine patient priority status — Stable/Nonstable.
Consider Patient Comfort treatment.
TREATMENT PATHWAYS
! ! ¥
Pelvic Injury Extremity Injury Amputation Injury
E | Splint with sheet or E | Use bar_ldaging, dressing, Bandage extremity with
A | commercially available A | and splinting device(s) sterile compress dressing
P | immobilization device. P_| appropriate to the injury. just tight enough to

control bleeding.

If partial or total

amputation:

e wrap severed part in
sterile gauze slightly
dampened with normal
saline.

e place in sealed
container (waterproof
bag) immersed in ice
water.

oX>Xm

\ 4

OPEN FRACTURE / GROSS
CONTAMINATION OF AN OPEN WOUND

A\ 4

S

NOILVYLSININGY J1LOIFILNY / SFIINCNI TVLFTINSOTNISNIN

If injury occurred <3 hours prior, administer:
Cefazolin
A Adult Dose (Pt <120kg%: 2 Grams Cefazolin diluted in 10 ml Normal Saline or
P sterile water over 3 — 5 minutes slow IVP. _ _
Adult Dose (Pt >120kg): 3 Grams Cefazolin diluted in 10 ml Normal Saline or
sterile water over 3 —5 minutes slow IVP.
F | Contact Medical Command for assistance with destination determination, as
A | hotevery facility can manage such patients. The decision will be based upon e
the patient’s airway, hemodynamic Sta_.bl|lt}/, the capabilities of local facilities, D
P | and transport time to nearest appropriate facilities.
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iexin] TRAUMA - PEDS | Proos

Purpose Signs/Symptoms \ Differential Considerations
Isolated musculoskeletal and extremity injuries || D-Deformity Internal hemorrhage
are rarely first priority. o C-Contusion Cervical/Spinal
Pelvic injuries are high risk for serious internal A-Abrasion Stabilization
bleeding. P-Penetrating Excessive Bleeding with
Total or partial amputations require special B-Bruising tourniquet use
treatment procedures. T-Tenderness Open long bone fracture
Administration of first-generation L-Lacerations Complete or partial
Cephalosporins within three hours of injury has || S-Swelling amputation of an
been shown to improve patient outcome, _ appendage or limb
reduce overall infection related to open Open orthopedic trauma
trauma injuries and reduce trauma related fracture

Qeaths. / \Large grossly contaminate(y \ /
woun

E Perform Initial Treatment / Universal Patient Care Protocol.
A Treat all painful, swollen, or deformed areas as fractures.
P Determine patient priority status — Stable/Nonstable.
Consider Patient Comfort treatment.
TREATMENT PATHWAYS
v v v
Pelvic Injury Extremity Injury Amputation Injury
E | Splint with sheet or E | Use bar_ldaging, dressing, Bandage extremity with
A | commercially available A | and splinting device(s) sterile compress dressing
P | immobilization device. P_| appropriate to the injury. just tight enough to

control bleeding.

If partial or total

amputation:

e wrap severed part in
sterile gauze slightly
dampened with normal
saline.

e place in sealed
container (waterproof
bag) immersed in ice
water.

oX>Xm

\ 4

OPEN FRACTURE / GROSS
CONTAMINATION OF AN OPEN WOUND

A\ 4

S
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If injury occurred <3 hours prior, administer:
A | " Cefazolin
= 30 mg/kg to a max of 2 Grams Cefazolin diluted in 10 ml Normal Saline or sterile
water over 3 — 5 minutes slow IVP.
E | Contact Medical Command for assistance with destination determination as
A | ot every facility can manage such patients. The decision will be based upon "‘*f“*
the patient’s airway, hemodynamic stability, the capabilities of local facilities, DA
P | and transport time to nearest appropriate facilities.
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AT TRAUMA T007

f Purpose \ / Signs/Symptoms \ / Differential Considerationﬁ

Patients who are found in full cardiac No signs of life following a Blast Injuries

arrest resulting from trauma have an traumatic event Burn

essentially zero chance of survival. If the MVC

patient has any signs of life (pulse or Fall _
respirations), rapid transportation and Violence/Physical Abuse
treatment offer the only hope for GSW

survival. A witnessed traumatic arrest

requires rapid treatment and
transportation. /

N NG J

Perform Initial Treatment / Universal Patient Care Protocol
Minimize on-scene time to <5 min

!

TREATMENT PATHWAYS

o> m|

v v

Possible pulse/respirations or witnessed arrest Pulseless and Apneic

Begin CPR with basic airway
maneuvers and C-spine protection.

Contact MCP directly for
consultation on not beginning
resuscitation.

EA

O

oX>Im

Perform bilateral chest

decompression.

Establish:
Secure airway
Two (2) IV lines of normal saline
with as large a catheter as
possible up to a 14 gauge.
Administer 20 ml/kg normal
saline IV up to 2 liters and
reassess.

p If available:; Consider blood
product administration if

o>
15344V JILVINNVYL

Considerations: _ ) _ _
If Supraglottic placement/intubated and unable to ventilate due to increased airway pressures,
rec%nflrm proger airway placement and reassess bilateral chest decompression to determine if they
need repeated.

If patient is entrapped for an extended period, contact MCP for cease efforts direction. @
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West Virginia
il Department of

'HEALTH

Purpose

Burns can be caused by direct
thermal injury, exposure to caustic
chemicals, and contact with
electrical sources. Factors to be

considered include the nature of the

burn, if the patient was in an
enclosed space, the source of the
burn, duration of contact, and

Qmperature of the thermal agent./

TRAUMA

f Signs/Symptoms \

Edematous airway
Red area

Pain

Blisters

Thickened, dry,
white/leathery-like
Charred appearance
Blood clotted edges
Tissue necrosis

J

T008

ﬂ)ifferential Considerations\

Smoke/Carbon
Monoxide/Hydrogen
cyanide gas inhalation
Bleeding control

Fluid resuscitation
Neurological deficits
Burn wound care

\_

)

Perform Initial Treatment/Universal Patient Care.
E | NEVER ATTEMPT TO REMOVE PATIENT FROM AN IMMEDIATELY DANGEROUS TO LIFE AND HEALTH (IDLH)
A ENVIRONMENT UNLESS TRAINED, CERTIFIED, AND PROPERLY EQUIPPED. NEVER PLACE YOURSELF OR
YOUR CREW IN DANGER. Request additional resources, as needed (ERG, Haz Mat Team, etc.).
P ["Consider decontamination by qualified personnel.
Assess for inhalation injury per protocol.
| SPECIAL CONSIDERATION |
| Stop the burning process |
v v ]
| THERMAL BURNS | | ELECTRICAL BURNS | CHEMICAL BURNS |

oX>m

Irrigate the burned area with
tepid water (sterile, if possible)
to cool skin. Cool water
immersion of minor localized
burns may be effective if
accomplished quickly.

Do not apply ice or attempt to
wipe off semi-solids.

Dry the body when the burn
area is > 10% BSA to prevent
hypothermia.

Cover wounds with clean dressings
as required.

Attempt to identify
substance and consult .

. A e
Perform 12 lead ECG and transmit. with Medical Command 3¢/
Considerations: on the nature of the
Long bone fractures, cardiac substance.
E | dysrhythmias, and neurological E | Brush off dry powder.
A | deficits commonly occur. A | Rinse with copious
P Lightning strikes may cause P amounts of tepid water
cardiac arrest, patients can (sterile if possible) for 20
frequently be resuscitated after minutes.
intubation and assisted Perform gross
ventilations. decontamination by
Assess for multiple entrance and removing excess chemicals
exit wounds. if appropriately trained.
A | Continuous cardiac monitoring is
P | required.

\ 4

Consider Patient Comfort / Pain Management.

Cover extensive partial and full thickness burns with a dry, sterile dressing. Use soft,
non-adherent dressings between areas of full thickness burns.

oX>Im

Assess the extent of the burn using the Rule of Nines and the degree of burn severity

oX>m

Contact Medical Command for the following: N o
Coordination of appropriate mode of transport and facility decisions.
Additional treatment options.

wEDICa,
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West Virginia
Department of

HEALTH 1008

Establish IV access and administer:
Normal Saline
If <20% TBSA burns, administer at KVO.
If >20% TBSA burns and transport time <1 hour:
e Adult %>12 years old) - 500 ml/hour
o Peds (6-12 years old) - 250 ml/hour
e Peds (<6 years old) - 125 ml/hour

If transport time >1 hour, contact MCP to consider maintenance fluids. (&)

Maintenance fluid calculations:
If >20% TBSA thermal or chemical burn use the modified Parkland (total ml to be
infused during the first 8 hours).
o Adult: [2ml x %TBSA x Wt(kg)] / 2 = ml NS over 8 hours.
o Pediatric: [3ml x %TBSA x Wt(kg)] / 2 = ml NS over 8 hours.
If >20% TBSA electrical burn:
o Adult and Pediatric: [4ml x %TBSA x Wt(kg)] / 2 = mI NS over 8 hours

o>

Precautions/Considerations:
Certain substances such as heav?/ metals may cause further burning if flushed with water.
If eyes are involved, flush for at [east 20 minutes.
Remove clothing from around burned area but DO NOT remove/peel off skin or tissue.
Remove and secure all jewelry and tight-fitting clothing.
Consider Inhalation Protocol if facial burns, singed face or nasal hairs, swollen, sooty, or reddened mucous
membranes, or patient was in a confined space and/or unconscious.

Common chemicals that cause burns:

Phenol is a gelatinous caustic used as an industrial cleaner. It is difficult to remove because it is insoluble in water.
Use alcohol, which may be found in areas where Phenol is regularly used, to dissolve the product. Follow removal
with irrigation using large volumes of cool water.

Dry Lime is a strong corrosive that reacts with water. It produces heat and subsequent chemical and thermal
injuries. Brush dry lime off the patient gently, but as completely as possible. Then rinse the contaminated area with
large volumes of cool to cold water.

Sodium is an unstable metal that reacts destructively with many substances, including human tissue and water.
Deé:ontaminate the patient quickly with gentle brushing. Then, cover the wound with oil used to store the
substance.

Riot Control Agents (Mace, Pepper Spray, etc.) cause intense irritation of the eyes, mucous membranes, and
respiratory tract. Treatment is supportive and most patients recover in 10 - 20 minutes of exposure to fresh air. If
necessary, irrigate the patient’s eyes with Normal Saline if you suspect the agent remains in the eyes.
Hydrofluoric Acid is a common corrosive that reacts with water. It produces heat and subsequent chemical and
thermal injuries resulting in extreme pain to the affected areas. Cover the wound and avoid contact with water.

BURNS

Minor Burns Criteria Major Burns Criteria

Superficial and partial thickness:
Adult >18%, Child >9%
Full thickness >2%

Superficial and partial thickness: |  partial or full thickness of: face,

Adult <18%, Child <9% neck, hands, feet, genitalia

Full thickness <2% Suspected or positive airway
involvement

Electrical burns
Circumferential burns or
associated injuries }

Head and neck
(18%)

Each arm

(%% ) )

$ Abdomen (18%)
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FE]  RAUVA

/ Purpose \ / Signs/Symptoms \ / Differential Considerations\
Injuries to the structures of Eye lid laceration MVC
the orbit and eye are Corneal abrasions Work/Sports related injuries
common and often result Subconjunctival Violence
from direct traumas to the hemorrhage Falls
face. _ Hyphemia Burns
Proper eye care increases Open globe fractures Flashes

Qhe prognosis of vision. / K (punctures/penetrations)/ \ /

E Perform Initial Treatment/Universal Patient Care.
p | Contact Medical Command for further treatment options when needed. 3
TREATMENT PATHWAYS
Penetrating trauma Ultraviolet light exposure Sudden, E)/?Sipolﬁss loss of Foreign bodies
Observe for bleeding Place cool Administer 02 2-6 LPM Administer; (Optional)
and leakage of iris F | compresses lightly via nasal cannula. Tetracaine
material or clear A over both eyes. E | Transport supine 2 drops per eye
fluid. Symptoms may be P pine. being irrigated. m
NP A [ May be due to ) —<
Shield |njured eye P deIayed 3-10 hours ; Turn patients head rm
} central retinal artery umnp , _
E | and cover the non after exposure. P ; F | injured eye down and
iniured eve. occlusion, stroke, or { =
A N y another embolic A | flush continuously =
P Stabilize impaled event. P with Normal Saline. C
objects. Tetracaine (Optional) | |22
Do not palpate globe is a single use m
or apply any pressure medication. _ »
to the eye and avoid Repeated doses will
unnecessary predispose the
movement. cornea to injury.
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HEALTH T R A U |V| A TO10

f Purpose \ / Signs/Symptoms \ ﬁfferential Consideratiorh

This protocol addresses the Suspected trauma accompanied by Neurological damage to
treatment of patients prior to, obvious scene assessment with extremities
during, and after extrication that Hypotension
are: Building or trench collapse Pain
Entrapped for 30-240 minutes Industrial accident Severe bleeding
Crushed under a heavy load Entrapment under heavy equipment Hyperkalemia
for > 30 min Acidosis
Have a torso or extremity Cardiac Arrest

Nkl O\ AN /

Perform Initial Treatment/Universal Patient Care
E | Assess neurological status of involved extremities, provide continuous ECG and SPO2 monitoring.
A | Confirm and document time of entrapment
P | Never place you or your crew in danger or attempt to remove patient from an immediately dangerous to
life and health (IDLH) environment unless trained, certified, and properly equipped to do so.
TREATMENT CONSIDERATIONS
Initiate:
A Normal Saline
P 20 ml/kg IV/10 to a max of 1 liter. 0
Initiate a second IV/I0 prior to extrication if possible. 2
wn
! 1 ”
— 2]
| Entrapment >2 hours | | Post Extrication <
‘ 2
— — . O
Administer additional: Consider: x
Normal Saline A Normal Saline (@)
10 ml/kg IV/10 to a max of 500 ml. 20 ml/kg IV/10 boluses as needed to 3
Consider: P maintain SBP >100 mmHg [Pediatric SBP > || m
A | Patient Comfort/Pain Management 70 + 2(age)]. .
p | If hypotensive: assess etiology and consider QRS widens and/or peaked T waves, Consider:
requesting blood products to scene if Repeat treatment per hyperkalemia
determined to be hemorrhagic. Additional protocol.
fluid boluses at 10 ml/kg if dehydration. P | Sodium Bicarbonate and Calcium Chloride will
Contact MCP to guide further volume precipitate if given together. Administer via a
management. different access or following a 50 ml fluid
‘ bolus between doses.
Extremity crushed and entrapped >4 hours ‘
and unable to administer IV/1O fluid E | Contact Medical Command:
immediately: _ _ A | Torequestadditional treatment options PCN
Apply a tourniquet to the extremity until the if needed. q*@
IV/10 fluid can be administered to prevent P To continually update mitigation progress.
A the release of toxic breakdown products
P into the blood stream prior to volume
replacement.
Once the volume replacement is complete,
release the tourniquet over a couple
minutes.
Treat per hyperkalemia protocol.
If cardiac arrest occurs in the setting of crush
Immediately prior to extricating patient, syndrome, treat with Calcium Chloride and
A | administer: A | Sodium Bicarbonate.
P Sodium Bicarbonate P Entrapment >2 hours or suspected
1 mEqg/kg IV/IO. hyperkalemia, treat per Hyperkalemia
protocol.
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West Virginia

HEALTH CARDIAC C001

N

/ Purpose \ / Signs & Symptoms N /Differential Considerations\
Identify patients with any signs

?digcmrz%:trgé ce?lz_:,‘iftent with a other cardiac events. STEMI/NSTEMI

Identify patients of any age with ?Or;ly;\rzvamg‘nt experiences the ;qg\ilrlor STEMI RV
suspected drug abuse and chest e Lightheadedness STEMI equivalent Aneurysm

pain.

Identify known diabetic, female,
and/or elderly patients with
atypical presentation in the
absence of pain.

History of previous ACS / AMI or Suspected drug abuse

Syncope Pulmonary Embolus
Chest discomfort Pulmonary Edema
Back/shoulder pain Spontaneous pneumothorax

Lower back pain

e Arm pain

Jaw pain
J \ Epigastric Pain / \ /
e Nausea/Vomiting

EAP

Perform Initial Treatment / Universal Patient Care Protocol. |

EAP

If patient has no history of a true allergy to aspirin and has no signs of active bleeding (i.e., bleeding gums,
bloody or tarry stools, etc.), administer:
Aspirin
Four (4) 81 mg chewable orally (324 mg total).

AP

Aspirin may be administered prior to obtaining 12 lead ECG and/or establishment of IV access.

EAP

Obtain 12 lead ECG (Optional for class B).
Transmit 12 lead ECG or interpretation to the receiving facility or Medical Command.

!

If blood pressure > 100 mm/Hg systolic and patient has not taken Viagra or
Levitra within last 24 hours (or Cialis within the last 72 hours):

'

Administer:
Nitroglycerine
0.4 mg SL.
Repeat every q (5) minutes until
pain is relieved, or max of three (3) doses.
Recheck blood pressure between each dose administered. If blood
pressure falls < 100 systolic, discontinue dosing.

{

o>m

If 12 lead ECG indicates STEMI or presumably new LBBB, transport patient to nearest facility capable of
emergency PCl if this transport can be accomplished in < 30 minutes. If 12 lead ECG indicates signs of
ischemia, possible NSTEMI, or is normal/non-diagnostic, transport to closest facility capable of providing
stabilizing care and transfer to facility with PCI, if indicated.

o>

If transport time to a facility with these capabilities will be > 30 minutes, consider transport options
in the following order. All transport destinations should be directed by consultation with Medical
Command. o,
Aeromedical transport to PCl capable facility, if available.
Transport to closest facility with fibrinolytic capability. Ormr®
Traﬂsport to closest facility capable of providing stabilizing care and expeditious transfer to facility
with PCI.

Unfractionated Heparin

Consider the administration of:
bolus at 60 units/kg to a max of 5,000 units administered slow IV push over 2 — 4 minutes. @

If 12 lead ECG indicates Inferior Wall AMI as indicated by ST Segment elevation in two or more of leads Il, 1l
or aVF, a 12 lead ECG should be obtained using right chest leads (V4R at a minimum). If right chest leads
show ST Segment elevation, establish two (2) IV lines, preferably 18 gauge or larger, of normal saline. If
patient has a BP < 100 DO NOT administer nitroglycerin.

If 12 lead ECG indicates PVC's, evaluate for underlying causes. Treat dysrhythmias according to specific
protocols.

JINOYANAS AYYNOYO0D 3LNIJV — LYO4INO0ISIA/NIVd LSTHD
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West Virginia
Department of C ls I z D I ls C COO].
If a patient has respiratory distress with fluid in their lungs as suggested by crackling, and/or frothy sputum,
and has inadequate respirations, they should have their ventilation assisted with 100% oxygen, positive
pressure Bag Valve Mask (BVM) while implementing Non-Invasive Ventilation.
A | If blood pressure < 100 systolic and/or patient is experiencing severe bradycardia or tachycardia, treat
p | according to appropriate protocol. Further treatment per MCP orders. @
If discomfort persist, consult Medical
A | Command Physician for further @
treatment.
L \ 4
g | If BP > 90 and chest pain persists:
2 v
(=] Administer:
< Fentanyl (Sublimaze®)
5; 1 microgram/kilogram — up to 100 micrograms max single dose, slow IV. Additional doses require MCP
order.
S=
o P Administration of pain medications may not be tolerated well in patients over 65 years of age. Doses
§ should be initiated at half the normal dose and repeated as indicated above.
o) If discomfort persist, consult Medical Command Physician to discuss further treatment with @
o nitroglycerin or Fentanyl. Monitor blood pressure and respiratory effort.
(@)
O
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[
-
O
<
|
-
o
(@)
(T
=
(@)
&
2}
(a]
SN
<
<
o
-
(%2
Ll
I
O
July 2024 WEST VIRGINIA OFFICE OF EMERGENCY MEDICAL SERVICES-STATEWIDE PROTOCOLS PG 2 of 2




AL CARDIAC C002

/ Purpose \ / Signs/Symptoms \ ﬁfferential Consideratiorh

This protocol is only applicable to patients Chest pain Hypertensive Crisis

with hypertensive crisis without siPns and Seizures Preeclampsia

symptoms of stroke. Specific problems Focal motor deficits Pain _

such as chest pain, pulmonary edema, and Changes in mental status Intracranial Hemorrhage

preeclampsia/eclampsia should be treated Decreased or blurred Cardiovascular Event

per aBproprlate protocols. Drug therapy Vision Drug-induced Hypertension

shall be considered in careful consultation Shortness of breath Endocrine Disorders

with the medical command physician. Headache White Coat Hypertension
Coarctation of the Aorta

N AN )\

An elevated blood pressure reading in emergency patients is not uncommon and usually is not, by itself, an
emergency. The goals ofﬁre-hospital treatment should be focused on the following: prevent a neurol%gic or
cardiovascular catastrophe, rapidly identify those patients who are in a hypertensive crisis and the body system(s)
affected or potentially affected, and control, symptomatic elevated blood pressure in certain situations.

Perform Initial Treatment / Universal Patient Care Protocol.
Systolic BP > 240 mm/Hg and/or Diastolic BP > 120 mm/Hg taken manually and repeated in opposing arms.

Note: HYPERTENSION IS ALSO A NEUROPROTECTIVE REFLEX IN THE SETTING OF TRAUMATIC BRAIN INJURY
OR INCREASED INTRACRANIAL PRESSURE. GREAT CAUTION MUST BE EXERCISED IN ADMINISTERING
ANTIHYPERTENSIVE AGENTS.

Treatment goal: reduce MAP by 10 - 15% of initial value. DO NOT reduce BP to normal range as it may lead
to a decrease in cerebral perfusion.

oXr>Xm

o>

TREATMENT

Measure blood pressure manually every five (53 minutes. _ o o _
If two (2) successive readings have a systolic > 240 or a diastolic >120 mmHg, consider intervention if symptomatic.

I
v v

NOISN31d3dAH

Nitroglycerin Labetalol (1% line medication)
0.4 mg SL. Repeat BP. Initial: 10 mg slow IV push over 2 minutes.
A If BP remains > 200/120 mm/Hg and @ Repeat in 10 minutes at 20 mg if BP remains >
symptoms remain, repeat Nitro 0.4 mg SL 180/120 and symptoms remain.
every 3 - 5 minutes (max. dose 1.2 mg()J. ALERT: CAUTION IN PATIENTS WITH ASTHMA

-OR-

P | Nitroglycerin (2" line medication)

0.4 mg SL ever)/ 3 - 5 minutes. Repeat if BP _
remains > 200/120 mm/Hg and symptoms remain
(max. dose 1.2 mg). SCOI’]SIdeI’ first line if patient
is complaining of CP.

AND COPD DUE TO BETA BLOCKING ACTIVITY @

Morphine Sulfate (3" Iir-1e n;edication)
2 -10mg IVP or IM.
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West Virginia C C
Department of A R D I A C003
Purpose Signs and Symptoms Differential Considerations
Cardiac Arrest can be reversed Pulseless Hypoxia Toxins
with early recognition, early Agonal Hydrogen lon Tension Pneumothorax
defibrillation, early advanced Apneic Hypothermia Cardiac Tamponade
care, and early transport. Hypovolemia Thrombus (cardiac)
Hypoglycemla ~ Thrombus gpulmonary)
Hypo/Hyperkalemia Trauma
EAP Perform Initial Treatment/Universal Patient Care.
Begin high quality CPR and attach AED/Defibrillator with pads placed anterior/posterior.
v ¥
V-FIB/PULSELESS V-TACH
BLS TREATMENT ASYSTOLE/PEA 1!
‘ ; A Defibrillatedas manufacturer
- éttlach ASED if notgggpleted). A| CPR2 min. ) E%Cr?{i?ﬁfgpﬁ for 2 min.
eliver Shock per : : i
Continte CPR for 2 min. P | Obtain IVl/IO Access. Gain lV/IO‘ACCESS'
]
) | A [Administer: A |Administer: >
p| Epinephrine _ Epinephrine O
SHOCKABLE NOT SHOCKABLE 1 mg every 3-5 min. P 1 mg every 3-5 min. Ig
v v ' | o
SHOCK per Continue CPR. CPR for 2 min. ,
AED prompts. Consider Treat reversible E?gﬁog?gaﬂced Alrway and ;:%
Continue CPR. | | E | Advanced Al  causes. Al SHOCKif indicated. (@)
£ | Consider Airway and P| Consider Advanced p|  If NO shockable rhythm >
Advanced Capnography. Airway and follow Asystole/PEA or - )
Airway and Capnography. ROSC
Capnography. ' ;JS
I _ 20
Administer: Im
4 Amiodarone °£|
: . SOOmg 150mg dose if
onsider 150mg dose if no
NOT SHOCKABLE/NO ROSC ROSC OBTAINED conversion in 325 min.
. 20 minutes of ROSC Treat reversible causes
resuscitative efforts. Follow ROSC Protocol. ,
A| Contact Medical @ E Continuously é‘ May substitute:
p| Command for Al monitor. @ Lidocaine
Cease Efforts. P Transport. 1.5 mg/kg IV/10 or
7Y Contact MCP for further lr\%%at at 8-5 ~0.75 mgllkg
orders. at 10 min intervals to
max dose of 3 mg/kg.
t Continue alternating drug
| therapy with defibrillation.
In cases of Torsades,
administer:
Anterior/posterior pad placement has shown to have fewer P| Magnesium Sulfate
failures of transcutaneous pacing, therefore, it can be expected 1 gram diluted in 10 ml of
that there will be fewer failed defibrillations as well. NS over 5-20 min.
In cases of a refractory shockable rhythm, change the vector of I
defib by moving the pads from anterior posterior to anterior
lateral or visa versa based upon the original position.
If char]?mg the vector does not lead to a successful _
defibrillation, contact MCP to consider a double sequential
defibrillation or consider ECMO if near a facility with such
resources.
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HEALTH

CARDIAC - PEDS

PCO03

Purpose

4 h

Cardiac Arrest in infants and
children is usually a result of
deterioration of respiratory
function.

Cardiac Arrest can be
prevented if symptoms of
respiratory failure and/or
shock are recognized and
treated quickly.

)

/Signs and Symptoms\

Pulseless
Agonal
Apneic

o /

-~

o

Differential Considerations

Hypoxia Toxins

Hydrogen lon Tension Pneumothorax
Hypothermia Cardiac Tamponade
Hypovolemia Thrombus Ecardlac)
Hypoglycemla . Thrombus (pulmonary)
Hypo/Hyperkalemia  Trauma

~

)

July 2024
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EAP Perform Initial Treatment/Universal Patient Care.
Begin high quality CPR and attach AED/Defibrillator with pads placed anterior/posterior.
] ] |
BLS TREATMENT ASYSTOLE/PEA V-FIB/PULSELESS V-TACH
églacgréﬁgék ser AED A | CPR2min. A Defibrillatedas manufacturer
iv . - recommends.
E Check pulse. P | Obtain IV/I0 Access. P Continue CPR for 2 min.
Continue CPR. ! Gain IV/10 Access.
] Administer: ||
! 1 A'| Epinephrine 1:10,000 —
P| 0.01mg/kgevery3-5 A | Administer:
SHOCKABLE NOT SHOCKABLE min. |v9|o P Epcl)nc?lphrl?ﬁ 1:10,00?95 _
t T[] e e
Am every 3-5 inephrine 1:1,
SHOCK per Continue CPR. min. ET . Y P IO0.1rﬂg/kg every 3-5min. ET
AED prompts. Consider
Continue CPR. E| Supraglottic .
E | Consider Airway and p | Place Advanced Airway p| Place Advanced Airway and
iupraglott(ijc Capnography. and Capnography. Capnography.
irway an Place Supraglottic ic Ai
Capnography. A | Airway and A E?gﬁosgﬁgﬁ%}?ttlc Airway and
Capnography. SHOCK if indicated
A | Review potentially A IT Incicatea.
: If NO shockable rhythm,
P | reversible causes. Pl follow Asystole/PEA or ROSC.
L 4 Defibrillation:
J 1 2 joules/kg.
Continue 2 min. of CPR.
NOT SHOCKABLE/NO ROSC ROSC OBTAINED ,
A |1f No Conversion:
Continue resuscitative ROSC AT
E efforts and transport. ‘iﬁ‘ g| FollowROSC Protocol. P Deﬁbjglllﬁé'solﬂg
Contact Medical Ko Continuously Continue 2min. of CPR
P Command M A monitor. ontinue Zmin. o AV
: P Transport. Repeat between medication
Contact MCP for further administration.
orders. ]
| Administer:
Lidocaine
Al-or 1 mg/kg IV/10
p | Amiodarone
5 mg/kg
Continue alternating drug

therapy with defibrillation.
|
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West Virginia
Department of

HEALTH

CARDIAC - PEDS

Purpose

-

o

The purpose of medical intervention in
cases of tachycardia is to identify and treat
the underlying cause, alleviate symptoms,

and prevent potential complications, which
can include decreased cardiac output,
hypotension, and, in severe cases, life-
threatening arrhythmias or heart failure.

~

f Signs/Symptoms
Hypo/Hypertension
50 "

Chest Pain
Syncope
Palpitations
Diaphoresis
Dizziness

NG

YES

~

\ 4

Heart Rate Typically > 220 bpm
with evidence of hemodynamic
instability such as shock, or

decreased level of consciousness.

ﬁifferential Considerationx

CHF

Pulmonary Emboli
Anaphylaxis
Hemorrhage
Anemia
Hypovolemia
Sepsis

Fever

k Medication /

NO

Immediate Synchronized
Cardioversion

0.5-1.0 Joules/kg.

If no conversion, repeat

with 2.0 Joules/kg.

Check for conversion

after each shock.

If no conversion, prepare

for expedited transport.

o>

Consider additional

treatment of SVT or VT:
Adenosine if ECG QRS is
regular and
monomorphic. _
Consider antiarrhythmg
infusion per Medical @
Command Physician.

o>

July 2024

E Consider ALS back up.
Expedite transport.
NARROW QRS Narrow (<0.12 sec) |_WIDE
or Wide (= 0.12 sec)
\ 4 A\ 4
Supraventricular . Wide Complex
Tachycardia > Tachycardia
‘ (HR>150 likely VT)
Valsalva/Vagal l
3 sav 6-198. Maneuvers If 12 lead ECG shows waveform
Administer: Monomorphic and regular,
Adenosine consider:
A 0.1 mg/kg IV/10 push. A Amiodarone
6 mg max first dose. P 5 mg/kg IV/10 over 10
Pl no conversionin1 -2 minutes
minutes, administer: _ ) -OR-
Adenosine Lidocaine
0.2 mg/kg IV/10 push. 1mg/kg IV/10
12 mg max dose. ‘
A | If conversion, contact MCP
A If conversion, contact MCP P to discuss further treatment
P to discuss further treatment options.

options.

| QRS becomes wide (>0.12)

-
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West Virginia
#1 Department of

HEALTH
/ Purpose \ /

CO05
ﬁfferential Considerati(m

CARDIAC

Signs/Symptoms \

The purpose of medical Signs of shock Confusion Hyperkalemia
intervention in cases of Hypotension Syncope (Sepsis/ARF)
bradycardia is to identify and Acutely altered LOC CHF Medication (beta/ca
treat the underlying cause, Shortness of breath Dizziness channel blocker)
alleviate symptoms, and prevent Chest pain Pale AV block

potential complications, which Diaphoresis Fatigue Hypotension

can include decreased cardiac Impending doom Toxin/Organophosphate
output, dizziness, fainting, and, poisoning

in severe cases life-threatening Hypothyroidism
Whythmias or heart failure. J \ J kSi)éE Sinﬁs Syndrome J

Perform Initial Treatment/Universal Patient Care.

E
A | Perform 12 lead ECG and transmit.
P | Identify and treat underlying causes for all patients.

{

ADULT BRADYCARDIA (with a pulse)

!
[ YES HR<50

NO

If asymptomatic simply observe the
patient.

Associated with S/S of poor perfusion:
Hypotension
Acutely altered mental status
Signs of shock
Chest discomfort
Acute heart failure
Ischemic or abnormal ECG findings

!

If S/S of poor perfusion or AV Block noted,
place pacer pads on patient
(Anterior/Posterior).

!

Increase heart rate, administer:

Closely observe and monitor for
deterioration during transport.

o> m

o> m

o>

VIA4voAdvdd JILVYINOLINAS

TCP pre-medication, administer:

o>

AtroOpine
1.0 mg IV/10.

May repeat every 3-5 minutes up to a

max dose 3 mg.

Atropine administration should not
delay implementation of external

pacing for patients.

Transcutaneous Pacer: If Atropine is
ineffective, patient with poor perfusion,
or high degree AV Block.

Fentanyl (Sublimaze ®)
1I mc \//kg up to 100 micrograms max single dose,
slow IV.

July 2024

EPINEPHRINE INFUSION CHART

ADULT DOSING — 10 gtts/ml Solution Set

1 mcg/min = 10 gtts/min

6 mcg/min = 60 gtts/min

2 mcg/min = 20 gtts/min

7 mcg/min = 70 gtts/min

3 mcg/min = 30 gtts/min

8 mcg/min = 80 gtts/min

4 mcg/min = 40 gtts/min

9 mcg/min = 90 gtts/min

5 mcg/min =50 gtts/min

10 mcg/min = 100 gtts/min

ADULT DOSING - 15 gtts/ml Solution Set

1 mcg/min = 15 gtts/min

6 mcg/min = 90 gtts/min

2 mcg/min = 30 gtts/min

7 mcg/min = 105 gtts/min

3 mcg/min = 45 gtts/min

8 mcg/min = 120 gtts/min

4 mcg/min = 60 gtts/min

9 mcg/min = 135 gtts/min

v

repeat Fentanyl PER MCP order at 1

microgram/kilogram up to 100 micrograms

max per dose.
Additional sedation per MCP order.

Confirm TCP capture by identifying palpable pulses,
electrical capture, pulse ox pleth waveform, and
trending ETCO2.

If TCP is ineffective, administer:
Epinephrine infusion _
(mix 1 mg of Epinephrine 1:1,000 in 1 L of normal
saline producing a concentration of 1 mcg/ml)

titrating from 1 mcg/min to 10 mcg/min utilizing §.
gfom Lgrinis 10 meym g

the Emergency Epinephrine Infusion Drip Chart:
er MCP order.
itrate Epinephrine infusion using the smallest
dose possible to maintain a heart rate >60 bpm
and a SBP >90 mmHg or MAP >65 mmHg.

5 mcg/min = 75 gtts/min

10 mcg/min = 150 gtts/min
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i) CARDIAC - PEDS | #coos

/ Purpose \ / Signs/Symptoms \ ﬁfferential Considerati(m

The purpose of medical Signs of shock Confusion Hyperkalemia
intervention in cases of Hypotension Syncope (Sepsis/ARF)
bradycardia is to identify and Acutely altered LOC HF Medication (beta/ca
treat the underlying cause, Shortness of breath Dizziness channel blocker)
alleviate symptoms, and prevent Chest pain Pale AV block

potential complications, which Diaphoresis Fatigue Hypotension

can include decreased cardiac Impending doom Toxin/Organophosphate
output, dizziness, fainting, and, poisoning

in severe cases life-threatening Hypothyroidism
Whythmias or heart failure. J \ J KSicE Sinus Syndrome J
Perform Initial Treatment/Universal Patient Care.

Perform 12 lead ECG and transmit.
Identify and treat underlying causes for all patients.

!

o X>m

Pediatric BRADYCARDIA (with a pulse) O
M
v O
I 1ES HR<60 NO >
2y
If asymptomatic simply observe the E . o
patet. - A | Goterioration during transport. %
E Associated with S/S of poor perfusion: P g port. é
Hypotension
A Acutely altered mental status O
P Signs of shock g
Chest discomfort O
Acute heart failure o <
Ischemic or abnormal ECG findings >
l —
E Bradycardia is usually due to hypoxia. o
é Aggressively manage the airway. 6
>
! o
Increase heart rate, administer: <
Epinephrine (1:10,000) (:;
0.01mg/kg IV/IO o e
If Epinephrine administration is ,
ineffective, administer: =
Atropine >
A 002 mg/kg IV/I10. PEDIATRIC EPI INFUSION DOSING — 10 gtts/ml Solution Set
Mlnlmum dose 01 mg Age l]fgll:g|023 mcg/minzz?sis?Ogtts/min Aégie |2V2vl:é|0.44-6.6 mcg/minD:OZ.es-GS gtts/min
P M@leum single dose: 0.5 mg for 2 12kg 02436 meg/min=25-36gts/min | 7 25kg 0.5-7.5 mog/min=5- 75 gtts/min
child; 1.0 mg for adolescent.  Daossimminst Sogmmin | 5 Sagbesrpnce som
Repeat dose of either medication S e e
requires MCP order. =] 5 Tl B
If Ereatment is ineffective. consider 2e 10kg 0.2-3 mcg/min:S(?S:Sgtts/min ge 22kg 0.44-6.6 mcg/mingsg.s-gg gtts/min
. ! ¢ ) 2 12kg 0.24-3.6 mcg/min = 3.5 - 54 gtts/min 7 25kg 0.5-7.5 mcg/min =7.5 - 112 gtts/min
transcutaneous pacing or 3 15k 0.3-45meg/min=45-68gtts/min | 8 27ky 0.54-8.1meg/min=B- 122 gtts/min
Epinephrine infusion. anse ) (D
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HEALTH

/

For patients with signs of an
Inferior Wall ST Elevation
Myocardial Infarction (STEMI)
with concurrent ST elevation in
right chest lead V4R.

Purpose

o )

CARDIAC

CO06

/ Signs/Symptoms \ / Differential Considerations
Chest pain. STEMI/NSTEMI
similar symptoms of a previous Ml Posterior STEMI
lightheadedness or syncope. RV STEMI
Diabetic, female, and/or elderly STEMI equivalent
patients with atypical chest Anleurysm ol
discomfort or other symptoms Emnonary Embolus
associated with ACS /AMI in the

\absence of pain.

\Spontaneous pneumothorax

/

\

/

Perform Initial Treatment/Universal Patient Care.

oX>

than 7

Nitroglgcerin may be administered if the SBP is greater than 110 mmHg or MAP greater
) mmHg, must have |V access prior to administration in case the patient requires a
fluid bolus should hypotension occur.

!

TREATMENT

'

oX>

Administer:
spirin
our (4) 81 mg (324mg) chewable ASA orally if no true allergy exists.

Establish 2 IV lines/18 gauge or larger of Normal Saline.

July 2024

oX>

If BP < 90, administer:
Normal Saline
Bolus 250 ml

¢ Reassess lung sounds and contact MCP.

o Repeat bolus if systolic BP remains <90 and clear lung
If chest pain present, administer:

sounds.
Fentanyl (Sublimaze®) . _
1 microgram/kilogram up to 100 micrograms max single
dose, slow IV.

o>

If Chest Pain continues and BP >110, consider:
Nitroglycerine
0.4 mg SL.
Repeat every 8 (5) minutes until
ain is relieved, or max of three (3) doses.
echeck blood pressure between each dose administered. If
blood pressure falls < 110 systolic, discontinue dosing.

o>

If discomfort persists, consult Medical Command Physician
to discuss further treatment.

&)

Administration of pain medications may not be tolerated well in
patients > 65 years of age. Doses should be initiated at half the
normal dose and repeated as indicated above.

WEST VIRGINIA OFFICE OF EMERGENCY MEDICAL SERVICES-STATEWIDE PROTOCOLS
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&) CARDIAC Coo7

f Purpose \ f Signs/Symptoms \ f Differential Considerations \

This protocol should be During CPR there is a return of: Hypoxia Toxins

followed for all cardiac pulse or respirations Hydrogen lon Tension

arrests with ROSC. If it is Capnography waveform after Hypothermia Pneumothorax
unknown whether the arrest being absent Hypovolemia Cardiac

Is traumatic or medical, Perfusable cardiac rhythm Hypoglycemia Tamponade
continue with this protocol. NO SHOCK ADVISED using an Hypo/Hyperkalemia ~ Thrombus (cardiac)

\ j \ AED with signs of life. j \ m:ﬁ;]nok:%sry) j

Perform Initial Treatment/Universal Patient Care.
E ["Tfventilation assistance is required, ventilate at 10 - 12 breaths per minute.
A'| Do not hyperventilate.
P Titrate to target ETCO2 of 35 - 40 mm/Hg.
Titrate oxygen to minimum necessary to achieve SpO2 at 92 - 98%.
y i
EA |Supraglottic|« CONSIDER ADVANCED AIRWAY » P | ET/Supraglottic E'
: Z
FREQUENT ASSESSMENT o
| T
If patient becomes pulseless, begin CPR. %
E ["Stabilize the patient on scene prior to movement. Complete (@)
A | the Post-ROSC Time Out, prior to scene departure. =
P | Transport to a facility capable of Percutaneous Coronary Intervention (PCl) “re .
and/or therapeutic hypothermia in consultation with Medical Command. = Sk :(Z>
: S
TREATMENT C
‘ w
Q
s : 0
Prepare for transport if ALS is delayed. Treat hypotension (SBP < 90 mm/Hg) with an IV/IO | | O
F [ Contact Medical Command for Ty fluid bolus consistent with hypoperfusion/shock. -
additional treatment options. ocﬁﬁo Perform 12 lead ECG. If STEMI, follow STEMI ;
- guidelines. Consider the reversible causes above. —
A | Consider the administration of Amiodarone @)
Infusion or Lidocaine infusion if the patient was. =
P | resuscitated following an episode of VF/VT and is }
without profound bradycardia or high-grade heart o)
block (2nd degree Type Il or 3" degree or @)
idioventricular rhythm). 2]
Continue using the anti-arrhythmic medication O
that was administered during resuscitation.
Amiodarone Infusion
150 mg in 100 mI NS or DsW infused at 1mg/min
or 40 gtts/min utilizing a 60 gtt/ml set.
A Alternatively, Amiodarone can be mixed 150 mg
P in 250 mI NS or DsW infused at 1mg/min or 100
gtts/min utilizing a 60 gtt/ml set.
Lidocaine infusion
1 gin 250 mI NS titrated at 1 — 4 mg/min.
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HEALTH

RETURN OF SPONTANEOUS CIRCULATION - ROSC

CARDIAC C007

Initiate:
Epinephrine infusion _

(Mix 1 mg of Epinephrine 1:1,000 in 1 L of normal
saline producing a concentration of 1 mcg/ml)

P Adults: titrate from 1 mcg/min to 10 mcg/min for a

SBP > 90 mmHg or a MAP > 65 mmHg

Pediatric: titrate from 0.02 mcg/kg/min to 0.3

mcg/kg/min utilizing the Emergency Epinephrine

Infusion Drip Charts. _

Titrate for a SBP > 70 + 2(age in years) mmHg.

20 mL/k

Pediatric physiologic variations: _ _ _
Shock presents differently in pediatric patients and often in the following order:
o Capillary refill >3 seconds/Mottling
e Altered Mental Status
e Tachycardia
e Hypotension (late sifg
At the earliest signs o
Normal Saline
kg bolus
and consider )
Epinephrine Infusion ) - ) ) _ _
Titrate from 0.02 mcg/kg/min to 0.3 mcg/kg/min utilizing the Emergency Epinephrine Infusion Drip Charts.
Titrate for a SBP > 70 + 2(age in years) mmHg.

n)
shock, immediately initiate:

EPINEPHRINE INFUSION CHART

ADULT DOSING — 10 gtts/ml Solution Set

PEDIATRIC EPI INFUSION DOSING — 10 gtts/ml Solution Set

1 mcg/min = 10 gtts/min

6 mcg/min = 60 gtts/min

2 mcg/min = 20 gtts/min

7 mcg/min = 70 gtts/min

3 mcg/min = 30 gtts/min

8 mcg/min = 80 gtts/min

4 mcg/min = 40 gtts/min

9 mcg/min = 90 gtts/min

5 mcg/min =50 gtts/min

10 mcg/min = 100 gtts/min

ADULT DOSING — 15 gtts/ml Solution Set

1 mcg/min = 15 gtts/min

6 mcg/min = 90 gtts/min

2 mcg/min = 30 gtts/min

7 mcg/min = 105 gtts/min

3 mcg/min = 45 gtts/min

8 mcg/min = 120 gtts/min

4 mcg/min = 60 gtts/min

9 mcg/min = 135 gtts/min

5 mcg/min = 75 gtts/min

10 mcg/min = 150 gtts/min

Age | wt. | Dose Age |wt. | Dose
1 10kg 0.2-3 mcg/min = 2 - 30 gtts/min 6 22kg 0.44-6.6 mcg/min = 4.5 - 65 gtts/min
2 12kg 0.24-3.6 mcg/min = 2.5 - 36 gtts/min 7  25kg 0.5-7.5 meg/min =5 - 75 gtts/min
3 15kg 0.3-4.5 mcg/min = 3 - 45 gtts/min 8 27kg 0.54-8.1 meg/min = 5.5 - 80 gtts/min
4 17kg 0.34-5.1 mcg/min = 3.5 - 50 gtts/min 9 30kg 0.6-9 mcg/min = 6 - 90 gtts/min
5 20kg 0.4 -6 mcg/min =4 - 60 gtts/min 10 32kg 0.64-9.6 mcg/min = 6.5 - 95 gtts/min

PEDIATRIC DOSING — 15 gtts/ml Solution Set

Age | wt. | Dose Age | wt. | Dose
1 10kg 0.2-3 mcg/min = 3 - 45 gtts/min 6 22kg 0.44-6.6 mcg/min = 6.5 - 99 gtts/min
2 12kg 0.24-3.6 mcg/min = 3.5 - 54 gtts/min 7 25kg 0.5-7.5 mcg/min=7.5 - 112 gtts/min
3 15kg 0.3-4.5 mcg/min = 4.5 - 68 gtts/min 8 27kg 0.54-8.1 mcg/min =8 - 122 gtts/min
4 17kg 0.34-5.1 meg/min =5 - 77 gtts/min 9 30kg 0.6-9 mecg/min =9 - 135 gtts/min
5 20kg 0.4 — 6 mcg/min = 6 - 90 gtts/min 10 32kg 0.64-9.6 mcg/min = 9.5 - 144 gtts/min
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West Virginia
" 41 Department of ROOl
Purpose Signs/Symptoms Differential Considerations
Airway management is an Airway is not patent Respiratory Distress
essential part of care for all Inadequate Breathing Airway Obstruction
patients and is an ongoing Obstructed Airway/Stridor Respiratory Failure
process. It requires assessment Absent Breath Sounds Tension Pneumothorax
and reassessment of many Respiratory arrest
different signs and symptoms.
E | Perform Initial Treatment / Universal Patient Care Protocol.
A | Determine adequacy of breathing by assessing the rate, depth, effort, and adequacy of
p | ventilation by inspection and auscultation.
TREATMENT PATHWAYS
! v !
Airway Patent with Airway Unstable or Inadequate
Adequate Breathing Not Patent Breathing
Mild to Moderate distress, Open airway and assess for E Oé)en airway and assess for >
E adomlnlster: | | FBAO A FBAO 0
Xygen, nasal cannula Consider spinal precautions Consider spinal precautions
P 2-% LPM to obtain ideal SPO2 E . pinazp 0 P . pina’p 5 )%
at 94 - 99% A | Ventilate with 100% 02 BVM Ventilate with 100% O2 BVM =
p | If anatomical obstruction or
. — airway cannot be maintained . <
E Severe dIStrESS, administer: and patient is UnCOﬂSCiOUS, If pr0|0nged aSSISth >
A Oxygen, non-rebreather consider OPA or NPA. ventilation is anticipated, >
15 LPM to obtain ideal SPO2 E Consider: >
P at 94 - 99% Supra-glottic Airway )
A Insert per manufacturer m
P recommendations. Z
Advance an SGA gastric m
tube through the SGA =
port and apply suction. 3
If prolonged assisted
ventilation is anticipated,
Consider: )
Endotracheal Intubation
Confirm using ETCO2
monitoring. _
Place an NG or OG (facial
fractures present) and
IDEAL BODY WEIGHT CHART apply Su.Ctlon' - -
P Post intubation sedation/pain
management:
Feet Meters Weight in Feet Meters MI azolam
i 13524 138 35Ke ) [ 46" 1 L3824 1 25 35Kg 2 mg IV/10/IM g 5 min
4 13778 30 -39 Kg. 4 3778 30 -37 Kg.
45" 14032 | 33 -40Kg. [ 4032 | 3340 Kg. max dose of 10mg
P < | S S T Hold if BP <90 systolic
4'11" 1.4'_94 40 - 50 kg 411' 1 4"94 10 1_ ]\g
S 5 £ 5 L P 3 Fentanyl
5 Lssos {45 SeKg | [52T 1sses [ 45 Sk 1 mcg/kg up to 100 mcg
53 5762 50 - £ 53 1.5762 47 -5§TKg. .
54 16016 | 53-65Kg. s 16016 | 49-60 Kg. max SIngle dOSE, slow IV.
S iaei T noke Il So | it |5 ke Additional doses per MCP  ©
- e o 1.6778 60 -T4 Kg. 'm 1.6778 55-67TKg.
5's" 1.7032 63 -T6 Kg. 58" 1.703 37-T0Kg
St 1.7286 65 - 80 hg 75' " 1.7286 59 - 72 Kg.
5° 107 1.734 67 -33Kg. 5° 10" 1.754 6l - 75 Kg.
511" 1.7794 70-85Kg 511" 1.7794 63 - Kg
6 0" 1.8 72 - 39& ' 0" 1.5 65 - 30 K.
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T RESPIRATORY [

v
If endotracheal intubation is
not possible, Consider
P | (optional):
Rapid Sequence
Intubation

!

If unable to secure airway by
any of the above methods and
patient is in impending danger
P | of cardio/respiratory arrest,
consider:
Percutaneous or Surgical
Cricothyrotomy

Considerations:
Any patient with suspected spinal trauma needs in-line stabilization with any airway procedure.
Consider gastric tubeé)lacement if placing a supra-glottic or ET tube.
Paramedics should NOT use the nasal route for ET tube placement if maxillofacial trauma is
present.

AIRWAY MANAGEMENT
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P RESPIRATORY [EEE

Purpose Signs/Symptoms \ ﬂ)ifferential Considerationﬁ

Bronchospasm may be the Minimal Distress: A slight increase in work of Asthma

manifestation of several disease breathing with no wheezing or stridor Anaphylaxis

processes, most commonly evident. Aspiration/FBO "

asthma, chronic bronchitis, and Moderate Distress: A considerable increase gl()PD fErfT}Physema’ Bronchitis)

emphysema (COPD). Physical in work of breathing with wheezing and /or Svifaatbanel

examination reveals wheezing abnormal breath sounds evident. P bolUs

and prolonged expiratory phase Severe Distress: Extreme work of breathing pneumotgorax

of breathing. (retractions) with decreased lung sounds or Cardiac (Ml or CHF)
decreased lung compliance, inability to speak Pericardial tamponade

in full sentences, and/or lethargy. Hyperventilation
\ / \ / vnhaled toxin (CO, etc.) /

F | Perform Initial Treatment / Universal Patient Care Protocol.
A |_Confirm bronchospasm.
) If patients Heart Rate >130, confirm that patient’s tachycardia appears to be from respiratory
distress and not from other causes. ‘
TREATMENT PATHWAYS
v >
! ' -
Moderate Distress Severe Distress —
! v =
Administer: Administer: I';Ic"l
Albuterol Albuterol %2
5mg 5mg 9
E combined with combined with ;U
A Ipratropium Bromide (Atrovent®) E Ipratropium Bromide (Atrovent®) >
0.5mg o 0.5mg o =
P If Ipratropium Bromide is A If Ipratropium Bromide is o
contraindicated, administer P contraindicated, administer E
Albuterol only. Albuterol only. o
Repeat dose requires EE T — n
E R o @ ﬁ]pzﬁ(l:)éé%AP with in-line nebulizer if ;_U|
A Repeat dose if S/S persist. _ ' m
Follow severe distress pathway if _ o wn
P S/S worsen. A | Ifno relief, administer: w
P Dexamethasone
10 mg IV/IO/IM
Consider:
Magnesium Sulfate
P 2 grams IV/10 drip _ @
Mix in 100 ml of Normal Saline
Administered over 20 min.
|

For extreme respiratory distress marked by diminished air movement or bronchospasm refractory to treatment,
r%sultmg in questionable delivery of nebulized medication, apnea, or other signs of impending respiratory arrest;
administer:
Epinephrine (1:1,000)
0.3 mg IM.

Contact Medical Command for additional treatment options.

oX>m

A
£

i
i
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West Virginia
iieain. RESPIRATORY | Prooz
Purpose \ Signs/Symptoms ﬂ)ifferential Considerationﬁ
Pediatric bronchospasm may be Minimal Distress: A slight increase in work of Asthma
the manifestation of several breathing with no wheezing or stridor Anaphylaxis

Aspiration/FBO
Viral Bronchiolitis

evident.
Moderate Distress: A considerable increase

disease processes. In children
most common are reactive

airway diseases. Physical in work of breathing with wheezing and /or Pneumonia
Y . h Pulmonary embolus
examination reveals wheezing abnormal breath sounds evident. Pneumathorax

and prolonged expiratory phase

of breathing.

Severe Distress: Extreme work of breathing
(retractions) with decreased lung sounds or
decreased lung compliance, inability to speak

qull sentences, and/or lethargy. /

Bronchopulmonary dysplasia

Hyperventilation

Inhaled toxin (CO, etc.)

o

-

E Perform Initial Treatment / Universal Patient Care Protocol.
A Confirm respiratory distress is causing increased heart rate.
) If patients Heart Rate >130, confirm that patient’s tachycardia appears to be from respiratory
distress and not from other causes. l
TREATMENT PATHWAYS -
| m
v | =
. . >
Moderate Distress Severe Distress -]
o)
! | =
Administer: Administer: -
Albuterol Albuterol m
Children 6 — 12 years Children 6 — 12 years wn
e 5mg e 5mg )
Children <6 years Children <6 years x
E e 2.5mg E e 25mg pd
A | combined with A | combined with -
P Ipratropium Bromide p | lpratropium Bromide @)
(Atrovent®) (Atrovent®) )
Children 6 — 12 years Children 6 — 12 years <
e 0.5mg e 05mg o
Children 1 -6 years Children 1 -6 years wn
e 0.25mg e 0.25mg 5'
E Repeat dose requires @ ‘ m
MCP order F lief. administer- wn
Repeat dose if S/S persist It no relief, administer: =2
A : . A Dexamethasone
p Follow severe distress P 0.6 mg/ke to a max
pathway if S/S worsen. dose of 10 mg IV/I0/IM.
Consider:
Magnesium Sulfate
50 mg/kg IV/10 drip
P Mix in 100 ml of @

normal saline
Administered over
20 minutes.

o> m

For extreme respiratory distress marked by diminished air movement or bronchospasm refractory to treatment,
resulting in questionable delivery of nebulized medication, apnea, or other signs of impending respiratory arrest;
administer:
Epinephrine (1:1,000)
<30kg - 0.15 mg IM.
>30kg - 0.30 mg IM.

%
*

Contact Medical Command for additional treatment options.

£
%
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=¥ RESPIRATORY R003

f Purpose \ f Signs/Symptoms \ ﬁifferential Considerationh

Patients experiencing pulmonary JVD Respiratory Distress
edema will have rales or crackles Peripheral Edema CHF

on lung exam. Frothy Sputum Inhalation Injury
Patients in severe pulmonary Anxiety/distress HTN emergency
edema may benefit from Positive Dysrhythmia Cardiac valve disease
Pressure Ventilation. Orthopnea

J N NG J

[EAP]| Perform Initial Treatment / Universal Patient Care Protocol |

¥

INITIAL TREATMENT

v

If patient is in severe respiratory distress, consider:
CPAP/BIPAP
If patient has rales and an initial blood pressure is > 110 systolic, administer:
Nitroglycerin
0.4 mg
Repeat every 3 — 5 minutes up to a total of three (3) doses or 1.2 mg.
Obtain a manual BP between doses of Nitroglycerine and assess the patient’s
response prior to administering subsequent doses.

o>m

If patient has taken Sildenafil (Viagra®) or Vardenafil (Levitra®) within last ©
24 hours, or Tadalafil (Cialis®) within the last 72 hours, do not administer (s
nitroglycerin. -
<
@)
CONTINUED TREATMENT PATHWAYS §
X
‘ <
m
BP >100 systolic with peripheral edema | | BP <100 systolic with rales/JVD | w)
m
— <
‘ E Monitor Vitals Closely and >
_ __ _ expedite Transport
Patient DOES NOT Patient is taking A Contact MCP for
take Furoiemlde Furosemide P additional treatment @
A Administer: ) A Administer:
p Furosemide (Lasix®) Furosemide (Lasix®)
40 mg IV/I0 P 80 mg IV/IO

I |
v

If wheezing is present, administer:
Albuterol
2.5mg
combined with
Ipratropium Bromide (Atrovent®)
0.5 mg

Repeat doses per MCP order @

oP>m

Contact MCP for additional treatment

Lung infections with rales are not treated as edema with Furosemide.
If an allergy exists or if a pediatric patient <1; Atrovent is contraindicated
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e RESPIRATORY

f Purpose

This protocol is used Singeing or soot in nares or Non-specific inhalation of

when an inhalation injury oropharynx. smoke, heat, or chemical

may be caused by toxins Injuries to the upper, middle, and irritants. _

or thermal burns. lower airways Carbon monoxide
Respiratory Distress poisoning
Carbonaceous sputum Cyanide toxicity
gesg_lratory Distress

ardiac compromise
k J Change in voice/hoarseness J k J

\ f Signs/Symptoms \ ﬁfferential Consideratiorh

Perform Initial Treatment / Universal Patient Care Protocol.

Assess for type and amount of toxin and duration of exposure, and LOC.

Obtain Data Sheets for product and/or refer to the DOT Emergency Response Guide.

oX>Xm

Never place you or your crew in danger or attempt to remove patient from an immediately
dangerous to life and health (IDLH) environment unless trained, certified, and properly
equipped to do so.

Decontamination should be done by appropriately certified personnel.

TREATMENT

!

Treat specific injuries per appropriate protocol.

o> m

Rapid/early airway intervention gJer level of training) on patients with
respiratory tract involvement and severe respiratory distress.

Contact Medical Command to consult with poison control or for further treatment options.

e
£

e
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ROO5

-

Quffer respiratory distress.

Purpose \ f Signs/Symptoms \ ﬁifferential Considerationh
CPAP and BiPAP have been shown to Elevated CO2 Levels CHF
rapidly improve vital signs, gas Hypoxia Pulmonary edema
exchange, work of breathing, Respiratory distress Asthma
decrease the sense of dyspnea, and Peripheral edema COPD
decrease the need for endotracheal Retractions/accessory Pneumonia
intubation in certain patients who muscle use Respiratory Failure

o J

Perform Initial Treatment / Universal Patient Care Protocol.

Patients with chronic respiratory disease: px'xgen therapy may reduce respiratory drive and
worsen hypercapnia and thus outcomes, BiPAP can improve gas exchange and outcomes in
these circumstances.

Any patient who is in respiratory distress with hypoxia with S/S consistent with CHF,
Pulmonary edema, asthma, COPD, or pneumonia must meet all 5 of the following criteria:

Awake and oriented

Patient able to maintain airway
Systolic BP >90 mm/Hg
Two (2) or more signs of distress

o> m

Patient >12 years old and fits mask

Mental Status Rules:
Excer}tion to rule is the provider MUST continuously monitor and trend ETCO2 values and
waveform.
If the ETCO2 and mental status improve with NIPPV, then the ALOC can likely be attributed
to hypercapnia.
IF the patient does not respond within 3-5 min, or CAN NOT tolerate CPAP, or worsens;
disconnect and attempt another means of airway management.
TREATMENT PATHWAYS
| CPAP | BiPAP (Optional) |

E | Apply device per manufacture directions and Apply device per manufacture directions and

A training explaining the procedure to the patient. training explaining the procedure to the patient.

P Continuously monitor and document vital signs Ensure emeagency equipment is immediately

every five (5) minutes. available and an alternative management plan has

é been established.

, - . Continuously monitor:

/E Call Medical Command as early as possible for Document vital signs every five (5) minutes.

p | Ppatientreceiving preparation. D Monitor pulse oximeter and ETCO2 (nasal prong
devices can be utilized as Ion% as they do not
compromise a good mask seal.

Field Procedure:
Start with EPAP at 5 cmH20 (max 8 cmH20)
e EPAP is increased in steps of 2 cmH20 every 10
minutes to max listed above as needed for an
A oxygen saturation >93%.
Start IPAP at 10 cmH20 (max 15 cmH20)

P e IPAP is increased in steps of 2 cmH20 every 10
minutes to the max listed above as needed till
patient improvement.

MCP order required to exceed established @
maximums.
|

July 2024
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#ae RESPIRATORY R005

CPAP and BiPAP should remain continuous and not be removed in the prehospital
setting unless:

Patient cannot tolerate the mask

Patient begins to vomit.

Patient’s mental or respiratory status deteriorates.

Patient becomes hypotensive (Systolic blood pressure < 90).

o> m

Contraindications for use:
Respiratory Arrest
Hypercapnic respiratory failure (see BiPAP)
Is or becomes Hypotensive (BP<90 syst)
Suspected pneumothorax
Tracheostomy present
FBAO
IlI- fitting mask due to Facial deformity or trauma
Active vomiting
Recent facial, neurological, or gastric surgery
Chest, head, or face trauma

o> m

NON-INVASIVE VENTILATION

Notes:
Both CPAP and BiPAP can be used to treat hypoxic respiratory failure, BiPAP is most effective at treating
hypercapnic respiratory failure. BiPAP is essentially interchangeable with indications for CPAP but CPAP is not
interchangeable with BIPAP when it comes to the treatment of hypercapnic respiratory failure.
BiPAP should continue upon arrival at the emergency department until patient care is transferred to the emergency
department staff. Do not remove BiPAP until hospital emergency therapy is ready to be placed on the patient.
Procedures may be performed on a patient with a Do Not Resuscitate order.
BiPAP should be used with caution with portable oxygen systems due to limited amounts of oxygen available to
operate the device (If BIPAP device is oxygen powered). ) )
Do not delay other emergency interventions to establish BiPAP. BiPAP should be delivered
as an adjunct to treatments indicated by the primary protocol. =~ _
Most patients will improve in 5 - 10 minutes. If no improvement within this time, consider
additional treatment options per primary protocol.
Do not force BiPAP use on patients who have failed at past attempts to utilize noninvasive ventilation techniques
and request that it not be applied.
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iy RESPIRATORY G
K Purpose \ / Signs/Symptoms \ / Differential Considerations\

RSI should only be F Respiratory compromise into

or patients that require intubation but are: , )
performed prior to awake failure and Conscious
tr_anspo_rt_ing_when a rapid continue to have respiratory effort
airway is indicated and an intact cough/gag reflex.
benefits outweigh potential Unable to maintain airway patency
risks. Unable to protect airway against

aspiration

This protocol is ONLY for Ventilatory compromised
paramedics that are Failing to adequately oxygenate
specifically trained and have pulmonary capillary bloo
approval from WVOEMS Anticipating deterioration that will lead to

and the corresponding inability to maintain airway patency or
wuad Medical Director. / protection.

Perform Initial Treatment / Universal Patient Care Protocol
For patients 212 whose airway cannot be controlled by any other means and meets one of
the following criteria:
Inability to maintain airway patency.
Inability to protect the airway against aspiration.
P Ventilatory compromise.
Failure to adequately oxygenate pulmonary capillary blood.
Anticipation of a deteriorating course that will eventually lead to the inability to maintain
airway patency or protection.

Two (2) paramedics must be present, one (1) of which is an RSI trained Paramedic.
This protocol is not for patients already presenting with cardiac arrest.

PRE-PROCEDURE CONSIDERATIONS

Pre-oxygenate the patient using 100% oxygen.
Assure that you can assist ventilations with a bag-valve-mask prior to proceeding.
Limit BVM ventilations unless necessary (this only causes increased gastric distention and
the increased risk of aspiration).

A%)Iy:
Xygen
6 LPM nasal cannula.

Nasal Cannula remains in place throughout entire procedure.
Increase to 15 LPM at time of induction.
Pre-procedure treatment:
) Cardiac monitor
ETCO2 monitoring
Initiate two (2) peripheral IV’s (preferably large bore).

Equipment readiness considerations:

Suctioning

BVM
The paramedic must have a backup/rescue plan (Supraglottic Airway or Cricothyrotomy) in
mind and immediately accessible for all patients under consideration for RSI.
Ensure adequate resuscitation with aggressive treatment of hypotension and hypoxia prior to
considering sedative or paralytic administration.

Do not administer sedative or paralytic agents if patients BP remains below 100 systolic.

(1SY) NOILYENLNI 3ONINO3S Aldvd (T¥YNOILDO)
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PROCEDURE

) Difficult intubation and airway management may be enhanced utilizing the “BURP”
maneuver. (Applying backward, upward, rightward, and posterior pressure on the larynx)

Administer sedative agent:
Etomidate* (Amidate®)
0.3 mg/kg IV/10
R

P Ketamine* (Ketalar®)

2 mg/kg IV/10
If concerns for sepsis exist, Ketamine is the preferred drug due to the actions of Etomidate
causing adrenal suppression.

Administer paralytic agent:
Succinylcholine (Anectine®)
1.5 mg/kg IV push. o _ _
Contraindications include high intraocular pressure, high potassium o
(K >5.5), burns and spinal cord injuries > 24 hours old, pseudocholinesterase deficiency.
OR
Rocuronium (Zemuron®)
P 1.5 mg/kg IV/I0.

The use of Rocuronium (Zemuron®) does not produce fasciculations.

Paralysis is achieved when muscle fasciculation has stopped (30 - 45 seconds)
Orally intubate

Confirm tube placement with bilateral breath sounds, appropriate end-tidal carbon
dioxide waveform, etc.

Preferred order of auscultation is epigastric, left, then right.

If unable to intubate after two (2) attempts:
P Use BVM to ventilate between attempts, if needed.
Insert a supraglottic airway and transport.

|

Sedation:
Ketamine (Ketalac®)
2 mg/kg IV/10

R
Midazolam (Versed®):
0.1 mg/kg IV/10
If not hypotensive
Apply soft wrist restraints immediately after sedation.
Analgesia:
Ketamine (Ketalac®)
P 2 mg/kg IV/10
OR

(OPTIONAL) RAPID SEQUENCE INTUBATION (RSI)

Fentanyl (Sublimaze®)
1 microgram/kg slow IV/IO push
If pa’ltie_nt is not responding to sedation and is a risk of losing the airway, consider long term
paralytic:
Rocuronium (Zemuron®)
1.5 mg/kg IV/10
Provider must observe for signs of discomfort such as persistent or worsening tachycardia,
HTN, and/or tearing.
All patients given a long-term paralytic agent must also periodically be given sedation while
they remain paralyzed.

p | Contact Medical Command once enroute to hospital with patient update for all patients &
requiring intubation. Cp®
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Purpose Signs/Symptoms Differential Considerations
Pain management in the field may be Stated Pain Prehospital providers should provide
indicated when a patient is experiencing Grimacing analgesics to relieve pain in
severe pain. The degree of pain and the Hypertension appropriate circumstances related to
hemodynamic status of the patient will Tachycardia isolated trauma/burns if no
determine the urgency and extent of Tears contraindications exist, such as shock,
analgesic interventions. Bony Deformity pulmonary compromise, or allergies.
Perform Initial Treatment/Universal Patient Care
E [ Identify and treat underlying causes for all patients
A [ Follow the proper protocol for medical management based on clinical presentation
P [ Consider non-pharmacologic techniques such as positions of comfort, ice packs, splinting
application, reassurance, distraction, and parental comforting for pediatric patients
TREATMENT PATHWAYS -
=
v v ™
Mild/Moderate Pain | Moderate/Severe Pain 5
v O
Administer: Pathway indicated for severe pain not @)
Ketorolac responding to the Mild/Moderate pathway Z
Adults: 15 mg IM/IV. No repeat doses. treatment modality. . T
Pediatro (212 years ol Administe 05 o | ShoorenenioMotine bt |19
ggg(aq[ I(Ij\{l)éle\/sto amax dose of 15mg. No Fentanyl has a safer hemédynamic profile for —
N(g)TES' ' less stable patients. %
« Should be considered for sprains, strains, 80 not SV(‘Q'%Q opiates W|th|out_Med|caI >
chronic pain, and kidney stones ommand Physician consultation. =
¢ Should not be considered in patients with =z
suspected intracranial/internal bleeding, Administer-
A active Gl bleeding, renal failure, oron Fentanyl (Sublimaze®) JZ>
P e s e oo e o dop g M M 10 (raximum il |8
treated with IV Acetaminophen as a non- « Repeat dosge in 15 minutes. m
R:;gggg gggm gﬂg ggﬁ‘;%grelggt‘gymli%% all‘or « Additional doses administered at half the dose || <
: g 30 minutes PRN. m
refractory pain. Pediatric (2 — 12 years old): 1 mcg/kg IN, IM, P
Acetaminophen IV/10 (maximum initial dose 100 mcg). —
X . ¢ Repeat dose in 15 minutes.
qurlet:%elast g]ogs/é(sg IV (maximum dose 1 g). o Additional doses administered at half the
e dose q 30 minutes PRN.
(Prﬁgﬁmﬁgci ols%)aea)rsh?édr)eligggggels\/ P NOTE: In the cases of a MAP <65, decrease the
9)- P i dose of Fentanyl for the first dose to see how

the patient tolerates it.

Morphine Sulfate

Adults: 4 mg IM/IV/10.

e Repeat dose in 15 minutes

¢ Additional doses administered at half the dose
g 30 minutes PRN.

Pediatric (2 - 12 years old): 0.1 mg/kg IM/IV/IO

(maximum initial dose 4 mg).

¢ Repeat dose in 15 minutes

¢ Additional doses administered at half the dose
g 30 minutes PRN.

' }
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If the provider feels it is clinically indicated, the pain
is not cardiac related, and there has been an initial
dose of Morphine or Fentanyl administered,;
Consider [one (1) dose only]:

Ketamine
P Adults: 0.2 mg/kg
e (max dose 25 mg)
o Infusion mixed in 100 mI NS or slow IV push.
Pediatric (2 — 12 years old): 0.2 mg/kg
¢ (max dose 25 mg)
o Infusion mixed in 100 mI NS or slow IV push.

!

If systolic BP drops below 90 mmHg N

P discontinue use of opiate analgesics, YN
administer an IV fluid bolus 250 ml of

NS and contact Medical Command.

'

If discomfort persists, Contact Medical Command Physician to discuss further treatment
and/or to request additional medication. Monitor blood pressure and respiratory effort.

oX>m

NOTE: Administration of pain medications may not be tolerated well in patients over 65 years of age.
Doses should be initiated at half the recommended dose and repeated as needed.

PATIENT COMFORT/PAIN MANAGEMENT
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/ Purpose \ / Signs/Symptoms \ / Differential Considerations \

H?/poperfusion is decreased Compensated: tachycardia, poor I-I\?/govolemlc- loss of fluid;
effective circulation causing skin color, cool/dry skin, delayed 10ST COMMON

inadequate deliver of 02 to capillary refill, normal systolic Distributive- loss of vascular
tissue. Can be caused by pressure. o tone/sepsis, anaphylaxis, toxic
bleeding, vomiting, diarrhea, Decompensated: perfusion is chemicals, spinal cord injury
acute MI, CHF, sepsis, spinal profoundly affected, low blood Cardiogenic- heart pump

cord injury, anaphylaxis. pressure, tachypnea, cool/clammy failure, most common in adults

skin, agitation, and ALOC. / with acute Ml or CHF. Is rare in
\ / \ children. /

E Perform Initial Treatment / Universal Patient Care Protocol.
A Manage airway, prevent heat loss, control bleeding, elevate extremities.
p | Patients with Distributive shock from infection may also have hypovolemia from
vomiting, diarrhea, and poor fluid intake.
TREATMENT PATHWAYS
S
[ | v c
Hypovolemic Shock Distributive Shock Cardiogenic Shock :
v =
E Monitor vital signs and Pulse E . : Establish: o
Al oximeter. D A Ihn|t|al trleatmeﬂt |skthe Same as A'| IV NS administer 250 ml ®)
P | Expedite transport p | Nypovoiemic shoc P | bolus . o
Assess for fluid overload. %
A | Establish: Reassess shock is Distributive and ' ‘ E
P | Two (2)Large bore IV’s Administer: . If there is no rhythm D
P | Epinephrine Infusion @ A | disturbance but poor =
Titrate for SBP >90 or perfusion remains; @ @)
If systolic blood pressure <90 or MAP >65 mmHg. P Consider: _ =z
patient has other signs and Additional fluid bolus. ~
symptoms of shock; administer: ‘ w
20 ml/kg normal saline IV up to _ T
a maximum of 2 liters and Reassess shockis )
A reassess. Cardiogenic and Administer:_ || &
Repeat bolus per Medical P Epinephrine Infusion ~
P Command cﬂﬁo Titrate for SBP >90 or
I after reassessment, BP is still MAP >65 mmHg.
<90 systolic or other S/Sare
still present, contact Medical k3
Command and reconsider
causes.
Al BPI IS éQO(jsys_to_ icand S/S are
ter:
P resolved, adminis . EPINEPHRINE INFUSION CHART
100 mi/hr NS and monitor ADULT DOSING — 10 gtts/ml Solution Set
‘ 1 mcg/min =10 gtts/min | 6 mcg/min = 60 gtts/min
Reassess shock is Hypovolemic 2 mcg/min = 20 gtts/min | 7 mcg/min = 70 gtts/min
Onlyv if volume replacement is ' 3 mcg/min = 30 gtts/min | 8 mcg/min = 80 gtts/min
sufficient. Consider: 4 mcg/min =40 gtts/min | 9 mcg/min = 90 gtts/min
P Epinepﬁrine Infuéion @ 5 mcg/min =50 gtts/min | 10 mcg/min = 100 gtts/min
Titrate for SBP >90 or ADULT DOSING - 15 gtts/ml Solution Set
MAP >65 mmHg 1 mcg/min =15 gtts/min | 6 mcg/min =90 gtts/min
. 2 mcg/min = 30 gtts/min | 7 mcg/min = 105 gtts/min
3 mcg/min = 45 gtts/min | 8 mcg/min = 120 gtts/min
4 mcg/min = 60 gtts/min | 9 mcg/min = 135 gtts/min
5 mcg/min = 75 gtts/min | 10 mcg/min = 150 gtts/min
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H?/poperfusion is decreased
effective circulation causing
inadequate deliver of 02 to
tissue. Can be caused by
bleeding, vomiting, diarrhea,
acute MI, CHF, sepsis, spinal

Purpose

~

Signs/Symptoms

-

Compensated: tachycardia, poor
skin color, cool/dry skin, delayed
capillary refill, normal systolic
pressure. o
Decompensated: perfusion is
profoundly affected, low blood

~

-

cord injury, anaphylaxis.

J

pressure, tachypnea, cool/clammy
\skln, agitation, and ALOC.

J

/ Differential Considerations \

I—I\%)ovolemic- loss of fluid;
ST COMMON

Distributive- loss of vascular
tone/sepsis, anaphylaxis, toxic
chemicals, spinal cord injury
Cardiogenic- heart pump
failure, most common in adults

with acute MI or CHF. It's rare in
children. j

Perform Initial Treatment / Universal Patient Care Protocol.

Manage airway, prevent heat loss, control bleeding, elevate extremities.

o> m

Patients with Distributive shock from infection may also have hypovolemia
from vomiting, diarrhea, and poor fluid intake.

TREATMENT PATHWAYS

v

Hypovolemic Shock

\ 4

Distributive Shock

!

'

Cardiogenic Shock

!

July 2024

E g/)'(?rﬂgtoér"ital signs and pulse E Initial treatment is the same as
P | Expedite transport p | Nypovolemic SriOCk
A | Establish: ' Reassess shock is Distributive and
=) IV access Consider: _
Epinephrine Infusion
‘ Mix 1 mg of Epinephrine
Compensated shock with s/s such 1:1,000 in 1 L of normal
as tachycardia and cool/dry skin saline producing a
and deflayed capillary refill, concentration of
A | administer: P 1 mcg/ml) titrating from
P | 20 ml/kg normal saline bolus 0.02 meg/kg/min to 0.3
IV/10. mcg/kg/min for pediatric
Repeat bolus per Medical ¥ patients utilizing _
Command KA the Emergency Epinephrine
Infusion Drip Charts.
Titrate for SBP >
Decompensated shock with s/s 70 + 2 (age in years) mm/Hg.
such as hypotension, tachypnea,
cool/clammy skin, agitation, and E
A'| ALOC, administer: A | Contact medical command for <
P %g)llrgllkg normal saline bolus P additional treatment options 4%
Ma fepeat bolus X2 or a max
of 60 ml/kg.

WEST VIRGINIA OFFICE OF EMERGENCY MEDICAL SERVICES-STATEWIDE PROTOCOLS

Administer:
Normal Saline IV/10
10 ml/kg bolus
Assess for fluid overload.

o>

If there is no rhythm
disturbance but poor
perfusion remains,

consider:
saline producing a
to 0.3 mcg/kg/min for@
arts.
y

Epinephrine Infusion
Mix 1 mg of Epinephrine
1:1,000 in 1 L of normal
concentration of
P 1 mcg/ml) titratin(7;
from 0.02 mcg/kg/min
pediatric patients utilizing
the Emergency
(E:ﬂinephrine Infusion Drip
Titrate for SBP >
70 + 2 (age in years)
mm/Hg.
Contact medical command
for additional treatment
options

eI

oX>X>m
£

g,
H
2
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iein]  MEDICAL | Pvioo:

Reassess shock is Hypovolemic_ PEDIATRIC EPI INFUSION DOSING — 10 gtts/ml Solution Set

Only if volume replacement is Age | wt. | Dose Age [wt.] Dose

sufficient, Consider: 1 10Kg 0.2-3 mcg/min = 2 - 30 gtts/min 6 22kg 0.44-6.6 mcg/min = 4.5 - 65 gtts/min

Epinephrine Infusion 2 12kg 0.24-3.6 meg/min=2.5-36 gtts/min | 7  25kg 0.5-7.5 mcg/min = 5 - 75 gtts/min
Mix 1 mg of Epinephrine 3 15kg 0.3-4.5 mcg/min = 3 - 45 gtts/min 8 27kg 0.54-8.1 mcg/min = 5.5 - 80 gtts/min
1:1,000 in 1 L of normal 4 17kg 0.34-5.1 mcg/min=3.5-50 gtts/min | 9 30kg 0.6-9 mcg/min = 6 - 90 gtts/min
saline producing a 5 20kg 0.4 — 6 mcg/min = 4 - 60 gtts/min 10 32kg 0.64-9.6 mcg/min = 6.5 - 95 gtts/min
P concentration of @ PEDIATRIC DOSING - 15 gits/ml Solution Set

1 mcg/m? titrating from Age [ Wt | Dose Age | Wt | Dose
0.02 mecg/kg/mint0 0.3, 1 10kg 0.2-3 meg/min = 3- 45 gtts/min 6 22kg 0.44-6.6 mcg/min = 6.5 - 99 gtts/min
mcg/kg/min for pediatric 2 12kg 0.24-3.6 meg/min =3.5-54 gtts/min | 7 25kg 0.5-7.5 mcg/min = 7.5 - 112 gtts/min
patients utIIIZIn% ) ] 3 15kg 0.3-4.5 mcg/min = 4.5 - 68 gtts/min | 8 27kg 0.54-8.1 mcg/min = 8 - 122 gtts/min
the Emergency Epinephrine 4 17kg 0.34-5.1 mcg/min = 5 - 77 gtts/min 9 30kg 0.6-9 mcg/min =9 - 135 gtts/min
Infusion Drip Charts. 5 20kg 0.4 — 6 mcg/min = 6 - 90 gtts/min 10 32kg 0.64-9.6 mcg/min = 9.5 - 144 gtts/min

Titrate for SBP >
70 + 2 (age in years) mm/Hg.

!

Contact medical command for
additional treatment options iz

o>

PEDIATRIC HYPOPERFUSION / SHOCK
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e MEDICAL  [RES

Purpose Signs/Symptoms Differential Considerations
CVA or stroke may have a variety Altered Mental Status AMS (Altered Mental Status)
of presentations. The EMS goal is New onset of unilateral Diabetic Crisis (hypoglycemia)
to recognize, determine the weakness (hemiparesis) Hypoxia
severity, and give early Paralysis (hemiplegia)
notification to Medical Command Difficulty speaking (aphasia) or
and definitive care facilities. combination of these.
Perform Initial Treatment / Universal Patient Care Protocol.
Check a serum glucose level.
E ["Determine and document when the patient was last known well (LKW) and the time of
A | symptoms onset (TSO) if known.
P | Determine the Cincinnati Pre-hospital Stroke Score (CPSS)
Early notification to Medical Command and hospitals is essential for time-sensitive
interventions and appropriate destination decisions
TREATMENT
Patient with positive CPSS
Perform FAST-ED to help determine the possibility of large vessel occlusion (LVO)
If FAST-ED is POSITIVE, prepare tr_ans;})]ort directly to a Comprehensive Stroke Center (CSC
or Primary Stroke Center (PSC) with thrombectomy capability. Contact Medical Command
for destination and mode of transport decision. o e
A positive FAST-ED score is a score >4 which indicates a 60% — 85% possibility of an LVO.
If LKW is <3.5 hours, transport to closest facility for TNK administration. "iﬁ
If CSC or PSC is more than 45 min., transport in consultation with Medical Command.  «3i%
E If the patient is taking any anticoagulants such as Coumadin (Warfarin), Eliquis (apixaban), ﬂ
A Xarelto (rlvaroxaban?, and Pradaxa (dabigatran) they are not a candidate for thrombolysis Py
P | with TNK. They should be transported to the nearest CSC or PSC-I for potential intervention. @)
7
If the FAST-ED score is 24 transport with head at 0 degrees elevation, otherwise with head m
elevated to 30 degrees and in left lateral recumbent it AMS.
Administer:
Oxygen
Deliver to maintain SPO2 >95%.
Obtain 12 lead EKG while in transport
Establish IV access:
Al Normal Saline
P 0.9% KVO or saline lock
If time permits, establish a second IV access

TREATMENT _
S/S resolved or treated for hypoglycemia

| EAP| Provide supportive care and transport to nearest appropriate facility. |

If possible, transport a witness or provide the receiving hospital with a cell phone number of a witness who can
verify the LKW time.

It is preferred that you bring the patient’s medications to the receiving ED but if unable to do so, a list will suffice.
The |oriority of transfer facilities for é)atient’s determined to have a possible LVO should be CSC first, then a PSC-I,
and lastly a PSC or ASR when no CSC or PSC-l meets the criteria.

Regional Medical Command Centers with the consultation of the Regional Medical Directors in their areas of
coverage will maintain a list of hospitals and their capabilities to treat stroke patients (whether or not specifically
designated) in the interest of best directing pre-hospital care or destination decisions.
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e MEDICAL [

f Purpose \ f Signs/Symptoms \ f Differential Considerations\

A seizure is a sudden, Altered level of consciousness Can be related to
uncontrolled burst of electrical Urinary/bowel incontinence e Trauma

activity in the brain. It can cause Active Convulsions ¢ Suspected Overdose
changes in behavior, movements, Grand mal Convulsions e History of Seizures
feelings and levels of Tremors Patient may or may not be
COoNsCIousness. Petite mal tremors taking anti-seizure

j \ j \medications. j

Perform Initial Treatment / Universal Patient Care Protocol
E | Determine origin of seizure:
A Trauma
Overdose
P History of seizures
Assess Serum glucose and follow Diabetic Protocol if reading is <60mg/dl
TREATMENT PATHWAYS
Active Seizure | | No Seizure Activity
F | Obtain key information and prepare for E Monitor Vitals >
A | transport. A Tra?sport . O
p | Expedite transport, and contact Medical P ??gngrrgr;elgnf?llgltggr ;}ngcsjmggast i Ig
Command e P —
decreased LOC .
AP| Establish IV access for NS KVO. E . C
. . . Continually assess for recurrence of ™~
If seizure lasts longer than five (5) minutes or Al seizure activity -
two (2) or more episodes where the patient P Y
does not regain consciousness, administer: & m
Midazolam (Versed®) E ; o
0.1 mg/kg IV/10 to a max of 5mg A gi(\)/r;t?g;gﬁlfdlcal Command and *q‘
P 0.2 mg/kg (IN/IM) to a max of 10 mg. P : o

May repeat x1 g 5 min. if seizure persists.

NOTE: Administration of Midazolam may not
be tolerated well in patients over 65 years of
age. Doses should be initiated at half the

recommended dose and repeated as needed.

!

If seizure continues, Medical Command @
Physician for additional treatment options.

O > M|

Suspected Eclampsia
(Apparent Pregnancy Induced Seizure)

Administer:
Magnesium Sulfate
4 grams IV/I0

Repeat dose requires MCP order. @

o>
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f Purpose \ f Signs/Symptoms \ f Differential Considerations\

A seizure is a sudden, Altered Level of Consciousness Can be related to
uncontrolled burst of electrical Fever _ e Trauma

activity in the brain. It can cause Active Convulsions/tremors e Suspected Overdose
changes in behavior, movements, Grand mal Convulsions/tremors e History of Seizures
feelings and levels of Petite mal tremors/tremors Patient may or may not be
consciousness. taking anti-seizure

j \ j \medications. j

Perform Initial Treatment / Universal Patient Care Protocol
Determine origin of seizure:
E | Trauma
A Overdose
P History of seizures
Assess Serum glucose and follow Diabetic Protocol if reading is <60mg/dl
If Febrile in nature (temperature >100.4°F/38°C), follow the appropriate protocol.
TREATMENT PATHWAYS
Active Seizure | No Seizure Activity S
v O
F | Obtain key information and prepare for E Monitor Vitals >
A | transport. Transport 3
p | Expedite transport, and contact Medical & A | Perform remaining assessments =
Command K, P Transport left lateral recumbent if O
decreased LOC w
‘ L
If patient is prescribed DIASTAT and still E _ ™N
A | Seizing, administer: A Continually assess for recurrence of C
p | DIASTAT p | seizure activity I';PI
prescribed dose rectally. ‘
Patient must be transported.
= | Contact Medical Command and e
: : : A | give report %*@
If seizure lasts longer than five (5) minutes or plY port. "

two (2) or more episodes where the patient
does not regain consciousness, administer:
P Midazolam (Versed®)

0.1 mg/kg IV/IO to a max of 5 mg.
0.2mg/kg IN/IM max dose 10 mg.

Do not delay treatment to establish IV.

!

If seizure continues, Medical Command @
Physician for additional treatment options.

O >
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AT MEDICAL MO05

f Purpose \ f Signs/Symptoms \ ﬁifferential Consideratiorh

Diabetic patients may have Hypoglycemia Hyperglycemia Diabetic Crisis
various complaints and are at ALOC Ketoacidosis CVA/STROKE/TIA
risk for multiple medical Confusion Kussmaul respiration Hypoxia
ﬁroblems. They may be ill from Malnourished Acetone breath

yperglycemia which can lead to HIV/AIDS Improper insulin
diabetic ketoacidosis. Receives dialysis administration

\ j \Known alcoholic Iére]zgs\i/\r/]eglgioﬂg?iig J \ J

E | Perform Initial Treatment / Universal Patient Care Protocol
A | Assess LOC and blood glucose level
p | Obtain 12 lead EKG and transmit
TREATMENT PATHWAYS
Hypoglycemic - BS <60mg/dL | Hyperglycemic - BS >300mg/dL )U>
_ ' _ . _ =

E | If patient is awake and oriented, administer: Blood glucose is > 300 mg/dl and patient has o

A Oral Glucose S|3ns_ and symptoms of diabetic ketoacidosis,

P 15 gmoral. administer: -,
If patient is malnourished, has HIV/AIDS, receives Normal Saline >
dialysis, is a known alcoholic, or has other grossly A 1 Liter bolus.. . s3)

A | impaired nutritional status, administer: P Repeat once if glucose remains > 300 mg/dl. m

P hiamine Bolus gently with 250 ml at a time if patient || =

100 mg slow IVP over one (1) minute IV/IM/10. has a history of end stage renal disease, isa || <2
Administer prior to other medication dialysis patient, or has a history of m
administration. congestive heart failure. _ <
Reassess patient for signs of fluid overload. %
E | Ifunable to establish a venous access, administer: P Assess for peaked "T" Waves (D)
Al ORI o 25 k) ' Z
Mg M \= ; If blood glucose level remains < 60 mg/dl o
P 0.5mg IM (< ngg). E or > 300 mg/dl with associated signsand i || =5
‘ P symptoms, contact Medical Command for 5% (| ¢n
Patient has altered mental status and blood glucose additional treatment pathway.
is < 60 mg/dl, administer:
A Dextrose 50% in water (D50W)
P 25 grams IVP.
May be repeated once g five (5) minutes if
patient remains hypoglycemic.

v
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ADULT DIABETIC EMERGENCIES

OPTIONAL TREATMENT PATHWAY - D10

'

Patient has ALOC and blood glucose is <60 mg/dl, administer:
Dextrose 10%
50mL (5grams) boluses g one (1) minute IV/IO.
Max dose of 250mL or 25 grams, until:
¢ patient has a return to normal mental status, and
e patient’s blood glucose is at least 60 mg/dl.

oX>

Rep/%?t dosing regimen if persistent altered mental status and blood glucose remains <60
mg/dl.

D10 is prepared by mixing 40 ml of NS with 10 ml of DS0W
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EATT MEDICAL PMO005

f Purpose \ f Signs/Symptoms \ ﬁifferential Consideratiorh

Diabetic patients may have Hypoglycemia Hyperglycemia Diabetic Crisis
various complaints and are at ALOC Ketoacidosis CVA/STROKE/TIA
risk for multiple medical Confusion Kussmaul respiration Hypoxia
ﬁroblems. They may be ill from Malnourished Acetone breath

y[ierglycemla which can lead to HIV/AIDS Improper insulin

labetic ketoacidosis. Receives Dialysis administration

\ j \Known alcoholic Eﬁgs\i/\r/]eglgioﬂg?iig J \ J

E | Perform Initial Treatment / Universal Patient Care Protocol

A | Assess LOC and blood glucose level

p | Obtain 12 lead EKG and transmit

TREATMENT PATHWAYS

Hypoglycemic - BS <60mg/dL | Hyperglycemic - BS >300mg/dL
E | If patient is awake and oriented, administer: Blood glucose is > 300 mg/dl and patient has
A Oral Glucose sgns and symptoms of diabetic ketoacidosis,
P 15 gm oral. administer:

‘ Normal Saline
: — A 10 ml/kg bolus. _
£ | Ifunable to establish a venous access, administer: P Repeat once if glucose remains > 300 mg/dl.
A | Glucagon K Bolus gently with 250 ml at a time if patient
P %rgg ”V'”SZ 2523)‘(- has a history of end stage renal disease, is a
5 Mg IM (< 25 kg). dialysis patient, or has a history of

congestive heart failure. _
Reassess patient for signs of fluid overload.

P Assess for peaked “T” Waves

!

If blood glucose level remains < 60 mg/d| N
or > 300 mg/dl with associated signs and PN
symptoms, contact Medical Command for 5%
additional treatment pathway.

oX>m
S3IONI9d3dING 01138VId J1d1VId3d

v
Patient has altered mental status and blood glucose is < 60 mg/dl, administer as follows:
Patient 1 month of age or younger
Dextrose 10%
5 ml/kg IV/I10.
Obtain medical consultation to administer a second dose.

Patient older than 1 month but younger than 2 years old — If blood glucose is < 60 mg/d|, administer:
Dextrose 25%
2 ml/kg of D25 IV/I0.
Obtain medical consultation to administer a second dose.

o>

Patient 2 years of age or older
Dextrose 50%
1 ml/kg IV/10 to a maximum dose of 25 grams.
Obtain medical consultation to administer a second dose.
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BT MEDICAL PMO05

OPTIONAL TREATMENT PATHWAY - D10

Patient has ALOC and blood glucose is <60 mg/dl, administer:
Dextrose 10%
Patients 30 days (1 month) up to 4 years:
o 2 ml/kg of 10% dextrose IV/10 to a maximum of 25 grams.
o If blood glucose is less than 60 mg/dl, obtain medical consultation to administer second
dose of D10W.

o>

Pediatric (5 — 12 years of age):

¢ 1 ml/kg of 10% dextrose I1V/10 to a maximum of 25 grams.

° g bIoo? Ilug\?\?e is less than 60 mg/dl, obtain medical consultation to administer second
0Se 0 )

D10 is prepared by mixing 40 ml of NS with 10 ml of D50W

D25 Is prepared by mixing 25 ml NS with 25 ml D50W

July 2024 WEST VIRGINIA OFFICE OF EMERGENCY MEDICAL SERVICES-STATEWIDE PROTOCOLS

SAIONIDYFING D1138V1d J14.1VId3d

PG2of2




West Virginia
A1 Department of M E D I ‘ A L I\/I 006
Purpose \ Signs and Symptoms \ / Differential Considerations\
A medical condition in which an Altered Level of Consciousness Hyper/Hypoglycemia
individual experiences a_ Speech Changes IS-|typiregcem|a
S|fgn|f|cant change in their level Motor Abnormalities ¥ ro e/H tensi
of consciousness or mental Sensory Disturbances I ){per y_plohensmnh
functioning without an Memory Loss gplapraniarhemorrhage
apparent traumatic injury. Overdose
Medication Side Effects
Sepsis
Seizure
Electrolyte Imbalances

Liver or Kidney Imbalances
\ / \ / \Psychological Conditions /

A é\ciiﬂosis, alcohol, arrhythmia E Perform Initial Treatment / Universal Patient Care Protocol
ileps : : .
I|E m‘%ecﬁoyn A If a readily treatable/reversable cause is suspected such as hypoglycemia
O | Overdose or narcotic overdose, and ventilation can be maintained without
U | Uremia (kidney failure) p | intubation, consider assisting ventilation without intubation until
T | Trauma, tumor treatment is administered and condition reassessed.
| | Insulin ‘
P | Psychosis
S | Stroke ASSESS BLOOD GLUCOSE
E Blood glucose level >60 mg/dl:
A | Blood glucose level <60 mg/dl Treat Naloxone (Narcan®)
per Diabetic Emergencies Protocol. 2 mg IM (Anterior Lateral Thigh).
P E If unable to administer naloxone IM, administer 2 mg

intranasal (IN). (2 mg/2 mL, 1 mL in each nostril or optional
prepackaged IN spray in a concentration not to exceed 1
ml per nostril. If patient does not show signs of
improvement administer an additional 2 mg IN.

!

Blood glucose level >60 mg/dl, titrate:

Naloxone (Narcan ®)
0.4 mg/minute (max 2 mg total IV). )
If IV cannot be established, administer 2 mg IM (anterior
lateral thigh) or IN. After 10 minutes if respiratory
depression persists, repeat 2 mg IM.

!

Expedite transport and notify
Medical Command. —

Draw labs if available.

o>
SNLV1S TVIN3I d343.L1V / SNOIOSNOINN
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/ Purpose \ / Signs and Symptoms \ /Differential Considerations\

The purpose of this protocol Altered mental status TCA
refers to the unintentional or Gl symptoms Tylenol
deliberate consumption of Cardiovascular symptoms Depressants/Stimulants
substances in guantities that can Hypotension) Anticholinergics o
be harmful or fatal to the human &espiratory distress Cardiac medications/abnormalities
bOdy Neurological Symptoms SOIVer_]t$, aICOhOIS, Cleanlng agents
seizures Insecticides
gkin changes Toxic plants/flora o
Medical cause (hyperthyroidism)
Water intoxication
Abuse

Munchausen by proxy
Psychiatric emérgency

Toxic exposure poses a significant risk to both the rescuer and patient; appropriate scene management
and decontamination are critical.
After decontamination procedures have been completed, do not delay transport.

Perform Initial Treatment / Universal Patient Care Protocol.
Transport the patient with all containers, bottles, and labels from the substance, if safe to do
SO.

Support respirations, as necessary, with a BVM and supplemental O2. Defer consideration of
advanced airway management until after administration of Naloxone, if BVM ventilation is
adequate based on SpO2 at 94 - 99%.

Routes:
Inﬂested Poisons: Protect airway. Do not induce vomiting.
Inhaled Poisons: Remove from IDLH environment. Maintain airway and support respirations.
Absorbed Poisons: Remove the poison using proper procedures.
Injected Poisons: See treatment guidelines for specific substance.

oX>X>m

y

A
|TREATMENTS|
—>| NARCOTICS :

Defer advanced airway management until after naloxone, if BYM ventilation is adequate.
Obtain blood glucose.

ONINOSIOd ‘NOILSIDONI JIXO1 'ISOAHIAO

o>m

Suspected overdose with respiratory depression: Blood glucose >60, administer:
Naloxone (Narcan®).

2mg IM (anterior Lateral Thigh). Titrate 0.4 mg/minute (max 2 mg

- - total IV).
If unable to administer IM, administer 2 :
: ' : If IV cannot be established,
mg intranasal (IN), (2 mg/2 mL, 1 mL in administer 2 mg IM (anterior lateral
each nostril or optional prepackaged IN

: : thigh) or IN. After 10 minutes if
E iprﬁng‘r% gg[lr?lentratlon not to exceed respiratory depression persists,

repeat 2 mg IM.

o>

If respiratory depression persists after
10 minutes, repeat 2 mg IN and call for
ALS back up.
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Ta  MEDICAL G

Assess the patient and follow the proper protocol for medical management based on clinical
presentation.

O > m|

HR > 120 bpm, administer:
P | Midazolam (Versed®)
2 mg slow IV push, titrated to effect.

—>| ALCOHOL :

E | Perform rapid glucose determination.
A Assess the patient and follow the proper protocol for medical management based on clinical
P | presentation.
Alcohol withdrawal with severe agitation, tachycardia, hypertension, or hallucinations:
Midazolam (Versed®)
P Age <65: _ _
o2 mg IV/IO/IM or 5 mg (IN) via atomizer
Age >65:
e 1 mg IV/IO/IM or 5 mg (IN) via atomizer

—»{ BETA BLOCKERS |

\ 4

Symptomatic (HR <60, SBP <90 mmHg, conduction delays, slurred speech, nausea/vomiting):
é\ Infuse a 20 mL/kg bolus of Normal Saline.

If no improvement, repeat 20 mL/kg NS bolus. If fluid overload, slow the IV to KVO.

v
v v

OVERDOSE, TOXIC INGESTION, POISONING

Glucagon Glucagon _
1 mg IV. (If available, Glucagon 1 mg IV. (If available, Glucagon
2 mg IV as the initial dose.) 2mg IV as the initial dose.)
A Repeated at 2 mg IV in 10 minutes. P Repeated at 2 mg IV in 10 minutes.
Consider transcutaneous pacing and Consider transcutaneous pacing and
contact MCP for additional direction. contact MCP for additional direction

—{ CALCIUM CHANNEL BLOCKERS|

\ 4

Symptomatic (HR <60, SBP <90 mmHg, slurred speech, nausea/vomiting), Administer:
Calcium Chloride:
Adult: 1 gm (10ml of a 10% solution).
e Mix in a 100 ml NS bag and administer wide open using gravity.
¢ Slow the infusion if the patient complains of burning.
e May repeat once g 30 min if EKG changes are noted.
Pediatric: 20 mg/kg (0.2 ml/kg).
¢ Mix in a 100 ml NS bag and administer wide open using gravity.
¢ Slow the infusion if the patient complains of burning.
J e May repeat once g 30 min if EKG changes are noted.

o>
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v v

Symptomatic (HR <60, SBP <90 mmHg, Symptomatic (HR <60, SBP <90 mmHg,
slurred speech, nausea/vomiting), slurred speech, nausea/vomiting),
Administer: Administer:
A | Atropine P | Atropine
ImglVv ImglVv
If no response after Atropine If no response after Atropine
contact MCP for further treatment. contact MCP for further treatment.

—{ TRICYCLIC ANTI-DEPRESSANTS |

A\ 4

Examples of Tricyclic Anti-Depressants:
Amitriptyline églavil), Imigram_ine (Tofranil), Doxe_|oin (Sinequan), Desipramine (Norpramin),
Nortriptyline (Pamelor), Clomipramine (Surmontil), Amoxapine (Assendin)

Symptomatic: Infuse a 20 mL/kg bolus NS. If no improvement after two 20 mL/kg boluses
S, assess for fluid overload during administration.

If QRS > 120 ms, administer:
Sodium Bicarbonate
50 mEq

Contact Medical Command for further treatment options. 3%

o>

—»{ CHOLINERGIC |

\ 4

S-Salivation -

L-Lacrimation Examples of Cholinergics: _
U-Urination Pesticides (Organophosphates, Carbamates), Chantix
D-Defecation gVarenlclln_e), Evoxac (Cevimeline), Tyrvaya (Vernicline),
G-Gastrointestinal Cramping alagen (Pilocarpine), and nerve gas agents (Sarin, Soman).
E-Emesis

| Symptomatic (respiratory distress, SLUDGE syndrome, seizures, or HR < 60 bpm); administer: |

v
v v

9NINOSIOd ‘NOILSIONI JIXOL 'ISOAH3INO

Atropine M Atropine
A 2mg v P 2mg IV .
If symptoms continue, repeat every
5 minutes

—>{ CYANIDE EXPOSURE (OPTIONAL) }

v
Serious signs and symptoms (altered mental status, confusion, disorientation, mydriasis
(excessive pupil dilation), seizures, coma, and cardiovascular collapse; see drug reference for
additional signs and symptoms
If symptomatic Administer:

Cyanokit ®
P Adult Dose: 5 g of Hydroxocobalamin, infused over 15 minutes
Pediatric Dose: 70 ma/kg IV infused over 15 minutes

Reconstitute Hydroxocobalamin with Normal Saline per manufacturer’s directions.
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The pu